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Abstract
Objective:  To  evaluate  the  effectiveness  of  structured  coaching  interventions  on  anxiety,
depression,  emotional  intelligence,  and  quality  of  life  in  adults  with  anxiety  and/or  depressive
disorders  in  Primary  Care.
Design:  Pilot  randomized,  controlled,  open-label  clinical  trial.
Site: San  Gregorio  Health  Center,  Telde  (Gran  Canaria,  Spain),  Primary  Care  setting.
Participants:  Thirty  adults  aged  18---65  years  with  anxiety  and/or  depressive  disorders  were
randomized  (1:1:1)  to  control,  face-to-face  coaching,  or  telephone  coaching.
Interventions:  Five  weekly  structured  coaching  sessions  based  on  the  GROW  model  were  deliv-
ered face-to-face  or  by  telephone.  The  control  group  received  usual  care.

Main measurements: Primary  outcomes  were  anxiety  (Hamilton  Anxiety  Scale,  HAS)  and  depres-
sion (Montgomery---Åsberg  Depression  Rating  Scale,  MADRS).  Secondary  outcomes  included
emotional intelligence  (Trait  Meta-Mood  Scale-24)  and  quality  of  life  (EuroQol-5D),  assessed
at baseline,  one  month,  and  five  months.
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Results:  A  significant  time  ×  treatment  interaction  was  observed  for  anxiety  (p  <  0.001).  Both
coaching modalities  achieved  greater  reductions  than  control  at  one  month  (p  =  0.002)  and
five months  (p  =  0.019).  Face-to-face  coaching  showed  a  stronger  short-term  effect,  whereas
telephone  coaching  demonstrated  more  sustained  improvement.  No  significant  effects  were
found for  depressive  symptoms.  Emotional  regulation  improved  at  one  month  in  the  face-to-face
group (p  =  0.013)  but  was  not  sustained.  Quality  of  life  improved  over  time  without  between-
group differences.
Conclusions:  Structured  coaching  was  associated  with  reduced  anxiety  symptoms  in  Primary
Care. These  findings  should  be  interpreted  cautiously  and  support  the  feasibility  of  larger  trials.
© 2026  The  Author(s).  Published  by  Elsevier  España,  S.L.U.  This  is  an  open  access  article  under
the CC  BY-NC-ND  license  (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Intervenciones  estructuradas  de  coaching  para  trastornos  de  ansiedad  y  depresión  en
Atención  Primaria:  ensayo  clínico  aleatorizado

Resumen
Objetivo:  Evaluar  la  efectividad  del  coaching  estructurado  sobre  la  ansiedad,  depresión,
inteligencia  emocional  y  calidad  de  vida  en  adultos  con  trastornos  ansioso-depresivos  en  Aten-
ción Primaria.
Diseño: Ensayo  clínico  piloto  aleatorizado,  controlado  y  no  enmascarado.
Ámbito:  Centro  de  Salud  de  San  Gregorio,  Telde  (Gran  Canaria,  España),  Atención  Primaria.
Participantes:  Treinta  adultos  de  18---65  años  con  trastornos  de  ansiedad  y/o  depresivos  fueron
aleatorizados  (1:1:1)  a  grupo  control,  coaching  presencial  o  coaching  telefónico.
Intervenciones:  Cinco  sesiones  semanales  estructuradas  de  coaching  basadas  en  el  modelo
GROW se  realizaron  en  formato  presencial  o  telefónico.  El  grupo  control  recibió  atención
habitual.
Mediciones  principales: Las  variables  principales  fueron  ansiedad  (Escala  de  Ansiedad  de  Hamil-
ton, HAS)  y  depresión  (Escala  de  Depresión  de  Montgomery---Åsberg,  MADRS).  Como  variables
secundarias  se  evaluaron  inteligencia  emocional  (Trait  Meta-Mood  Scale-24)  y  calidad  de  vida
(EuroQol-5D),  con  evaluaciones  al  inicio,  al  mes  y  a  los  cinco  meses.
Resultados:  Se  observó  una  interacción  significativa  tiempo  ×  tratamiento  para  ansiedad
(p <  0.001).  Ambas  modalidades  lograron  mayores  reducciones  que  el  control  al  mes  (p  =  0.002)
y a  los  cinco  meses  (p  =  0.019).  El  coaching  presencial  mostró  mayor  efecto  a  corto  plazo  y
el telefónico  una  mejoría  más  sostenida.  La  regulación  emocional  mejoró  al  mes  en  el  grupo
presencial  (p  =  0.013).  La  calidad  de  vida  mejoró  sin  diferencias  entre  grupos.
Conclusiones:  El  coaching  estructurado  se  asoció  con  una  reducción  de  los  síntomas  de  ansiedad
en Atención  Primaria.  Estos  hallazgos  deben  interpretarse  con  cautela  y  respaldan  la  viabilidad
de ensayos  de  mayor  envergadura.
©  2026  Los  Autores.  Publicado  por  Elsevier  España,  S.L.U.  Este  es  un  art́ıculo  Open  Access  bajo
la licencia  CC  BY-NC-ND  (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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nxiety  and  depressive  disorders  are  the  most  prevalent
ental  health  conditions  in  Primary  Care,  with  estimated

ates  of  6.7%  and  4.1%,  exceeding  10%  when  DSM-5  crite-
ia  are  applied.1,2 Globally,  prevalence  ranges  from  20%  to
0%,  with  a  marked  increase  after  the  COVID-19  pandemic.3

lthough  psychotherapy  is  considered  first-line  treatment,
imited  access  and  long  waiting  times  often  lead  to  early
harmacological  management.

Coaching,  defined  by  the  Spanish  Association  of

oaching  (ASESCO)  as  an  individualized  and  confidential
rocess  that  promotes  personal  and  professional  devel-
pment  without  constituting  psychotherapy,  has  emerged
s  a  complementary  healthcare  strategy.  Health  coach-

r

t

2

ng  focuses  on  intrinsic  motivation,  goal  setting,  and
ehavioral  change,  and  can  be  delivered  face-to-face  or
emotely.4,5

Previous  studies  suggest  that  coaching  reduces  stress
nd  improves  well-being,  adherence,  and  clinical  outcomes
n  anxiety  and  depression,6---8 as  well  as  in  chronic  con-
itions  such  as  heart  failure,  COPD,  chronic  pain,  and
besity.9---12 Randomized  controlled  trials  and  systematic
eviews  have  reported  benefits  in  patient  activation,  self-
anagement,  and  psychological  well-being  across  different
opulations.13---15 However,  evidence  on  its  effectiveness  in
ffective  disorders  within  real-world  Primary  Care  settings

emains  limited.

Therefore,  we  conducted  a pilot  randomized  controlled
rial  to  evaluate  the  feasibility  and  potential  effectiveness
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Atencion  Primar

f  structured  coaching  interventions  delivered  face-to-face
r  by  telephone  in  this  setting.

The  objective  of  this  randomized  controlled  clinical  trial
s  evaluated  the  effectiveness  of  structured  coaching  as  a
omplementary  intervention  in  adults  aged  18---65  years  with
nxiety  and/or  depressive  disorders  in  Primary  Care  at  the
an  Gregorio  Health  Center  (Gran  Canaria,  Spain).  Parti-
ipants  were  randomized  into  three  groups:  face-to-face
oaching  based  on  the  GROW  model,  telephone  coaching,
r  usual  care  (control).  Primary  outcomes  were  anxiety  and
epression,  assessed  using  the  Hamilton  Anxiety  Scale  and
he  Montgomery---Åsberg  Depression  Rating  Scale.  Secondary
utcomes  included  emotional  intelligence  and  quality  of
ife,  measured  with  the  Trait  Meta-Mood  Scale-24  and  the
uroQol-5D.

aterial and methods

articipants  were  consecutively  recruited  by  the  Primary
are  team  at  the  San  Gregorio  Health  Center  (Gran  Canaria,
pain).  The  study  included  adults  aged  18---65  years  with  a
linical  diagnosis  of  anxiety  and/or  depressive  disorders  reg-
stered  in  the  DRAGO  electronic  medical  record  system  of
he  Canary  Islands  Health  Service.

Eligible  diagnoses  were  identified  according  to  ICD-
0  and  ICD-9  codes  and  included  anxiety  disorders
e.g.,  generalized  anxiety  disorder,  panic  disorder,  pho-
ias,  adjustment  disorder,  post-traumatic  stress  disorder,
bsessive---compulsive  disorder,  and  somatoform  disorders)
nd  depressive  disorders  (depressive  episode  and  major
epressive  disorder).

nclusion  and  exclusion  criteria

ligible  participants  were  adults  aged  18---65  years  meeting
iagnostic  criteria  for  anxiety  and/or  depressive  disorders
ased  on  the  study  psychometric  assessments,  who  pro-
ided  written  informed  consent.  Exclusion  criteria  included
ge  <18  or  >65  years;  presence  of  other  major  psychiatric
isorders,  neurodegenerative  diseases,  significant  neuro-
ogical  deficits,  or  fibromyalgia;  substance  abuse;  terminal
llness;  dependency  status;  and  inability  or  refusal  to  pro-
ide  informed  consent.

tudy  design

his  pilot  randomized,  controlled,  open-label  clinical  trial
as  conducted  in  a  Primary  Care  setting  between  October
023  and  May  2025  to  evaluate  the  feasibility,  acceptability,
nd  preliminary  effectiveness  of  structured  coaching  inter-
entions.  Thirty  adults  aged  18---65  years  meeting  inclusion
riteria  were  recruited  from  the  San  Gregorio  Health  Center
Telde,  Spain).

Data  were  obtained  from  the  DRAGO  electronic  medi-
al  record  system  (Canary  Islands  Health  Service)  and
ecorded  in  an  anonymized,  password-protected  database.

articipants  were  randomized  (1:1:1)  to  usual  care  (con-
rol),  face-to-face  coaching,  or  telephone  coaching  using  a
omputer-generated  sequence,  maintained  by  an  indepen-
ent  researcher  to  ensure  allocation  concealment.

e
s
s
t
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 (2026)  103511

Baseline  assessment  included  sociodemographic  and  clin-
cal  variables,  as  well  as  validated  measures  of  anxiety,
epression,  emotional  intelligence,  and  quality  of  life.
ollow-up  assessments  were  conducted  at  baseline,  one
onth,  and  five  months.

election  process

articipants  were  screened  by  Primary  Care  physicians
sing  validated  instruments  to  confirm  eligibility.  Moderate-
o-severe  anxiety  was  defined  as  a  Hamilton  Anxiety
cale  score  ≥18,  and  moderate-to-severe  depression  as

 Montgomery---Åsberg  Depression  Rating  Scale  score  ≥20.
hen  clinically  indicated,  both  scales  were  administered.

erceived  emotional  intelligence  was  assessed  using  the
rait  Meta-Mood  Scale-24  (TMMS-24),  and  health-related
uality  of  life  with  the  EuroQol-5D.  Following  baseline
ssessment  and  confirmation  of  eligibility,  participants  pro-
ided  written  informed  consent  prior  to  enrollment.

The  study  database  included  sociodemographic  (age,  sex,
ducational  level,  occupation,  marital  status,  household
omposition,  and  income)  and  clinical  variables  (Primary
are  diagnosis,  psychotropic  medication  use,  and  psychi-
tric  or  psychological  follow-up).  Anxiety  and  depression
ere  assessed  using  the  Hamilton  Anxiety  Scale  (HAS)  and

he  Montgomery---Åsberg  Depression  Rating  Scale  (MADRS).
motional  intelligence  was  measured  with  the  Trait  Meta-
ood  Scale-24  (TMMS-24),  and  health-related  quality  of  life
ith  the  EuroQol-5D.  Assessments  were  conducted  at  base-

ine,  one  month,  and  five  months  after  the  intervention.

oaching  intervention

he  intervention  consisted  of  five  individual  weekly  coaching
essions  of  approximately  60  min,  delivered  face-to-face  or
y  telephone  according  to  group  allocation.  The  first  session
as  conducted  within  7  days  after  baseline  assessment.

All  sessions  followed  a  standardized  structure  based  on
he  GROW  model16 (Goal,  Reality,  Options,  Will/Action),
uiding  goal  setting,  exploration  of  the  current  situation,
dentification  of  strategies,  and  development  of  an  action
lan.

Sessions  were  individualized  according  to  participants’
bjectives  but  followed  a  consistent  methodological  struc-
ure.  The  first  session  included  goal  clarification  and
greement,  intermediate  sessions  focused  on  progress
eview  and  action  planning,  and  the  final  session  on  conso-
idation  and  maintenance  strategies.  The  intervention  was
elivered  by  a  certified  coaching  professional  with  experi-
nce  in  healthcare  settings.

tatistical  analysis

ata  were  analyzed  using  appropriate  statistical  meth-
ds  for  qualitative  and  quantitative  variables.  Given  the

xploratory  nature  of  this  pilot  study  and  the  limited  sample
ize,  analyses  were  considered  exploratory  and  no  formal
ample  size  calculation  was  performed.  A  total  of  30  par-
icipants  (10  per  group)  was  deemed  sufficient  to  assess
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Table  1  Baseline  patient  characteristics.

Variable  Overall
n  =  30

Control
n  =  10

Phone
n  =  10

Face-to-face
n  =  10

p-Value

Age,  years1 42.2  ±  11.7  42.8  ±  12.3  41.7  ±  13.6  42.3  ±  10.4  0.982
Sex male2 9  (30.0)  4  (40.0)  1  (10.0)  4  (40.0)  0.297
Psychotropic  drugs2 21  (70.0)  9  (90.0)  4  (40.0)  8  (80.0)  0.077
Psychiatric follow-up2 7  (24.1)  2  (20.0)  1  (11.1)  4  (40.0)  0.43
Follow-up by  psychologist2 12  (41.4)  4  (40.0)  3  (33.3)  5  (50.0)  0.893

Educational  level2 0.478
Primary education  2  (6.9)  0  1  (11.1)  1  (10.0)
Secondary education 4  (13.8) 2  (20.0) 1  (11.1)  1  (10.0)
High school 9  (31.0) 3  (30.0) 1  (11.1) 5  (50.0)
University education 11  (37.9) 5  (50.0) 4  (44.4) 2  (20.0)
Postgraduate  education  3  (10.3)  0  2  (22.2)  1  (10.0)

Marital status2 0.676
Single 11  (37.9)  3  (30.0)  3  (33.3)  5  (50.0)
Married (religious)  5  (17.2)  2  (20.0)  3  (33.3)  0
Married (civil)  7  (24.1)  3  (30.0)  1  (11.1)  3  (30.0)
Widowed 1  (3.4)  1  (10.0)  0  0
Domestic partnership  2  (6.9)  0  1  (11.1)  1  (10.0)
Separated 3  (10.3)  1  (10.0)  1  (11.1)  1  (10.0)

Baseline anxiety  scale3 29  (23.8;  35)  26  (22;  33)  29  (26;  32)  32  (25.2;  38)  0.593
3 5;  25

f
f

(
i
v
a

l
b
m
t

p
d
d
w
f
f
p
S

(

O

P
s
(
(
(

S
o

l
C
2
o
C

t
c
c

p
c

R

T
a
w
a
g

i
B
c

B

Net monthly  income 2000(1500;  2500)  2150(82

Data are means ± SD1, frequencies (%)2 and medians (IQR)3.

easibility  and  obtain  preliminary  effect  size  estimates  for
uture  studies.

Quantitative  variables  included  outcome  scale  scores
HAS,  MADRS,  TMMS-24,  EuroQol-5D)  and  number  of  cohab-
tants;  net  monthly  income  was  treated  as  a  continuous
ariable.  Qualitative  variables  included  sociodemographic
nd  clinical  characteristics.

For  each  participant,  outcomes  were  evaluated  at  base-
ine,  one  month,  and  five  months.  Percentage  change  from
aseline  was  calculated,  and  clinically  relevant  improve-
ent  was  defined  as  a  ≥20%  change.  The  number  needed

o  treat  (NNT)  was  estimated  for  each  outcome.
Categorical  variables  were  expressed  as  frequencies  and

ercentages,  and  continuous  variables  as  mean  ±  standard
eviation  (SD)  or  median  and  interquartile  range  (IQR),
epending  on  distribution.  Between-group  comparisons
ere  performed  using  Chi-square  or  Fisher’s  exact  test

or  categorical  variables,  and  F-test  or  Kruskal---Wallis  test
or  continuous  variables.  When  appropriate,  post  hoc  com-
arisons  were  conducted  using  the  Nemenyi  method.17

tatistical  significance  was  set  at  p  <  0.05.
All  analyses  were  performed  using  R  statistical  software

version  4.2.1;  R  Core  Team,  2022).18

utcome  variables

rimary  outcomes  were  changes  in  anxiety  and  depres-

ive  symptoms  assessed  using  the  Hamilton  Anxiety  Scale
HAS)  and  the  Montgomery---Åsberg  Depression  Rating  Scale
MADRS).  Secondary  outcomes  included  quality  of  life
EuroQol-5D)  and  emotional  intelligence  (Trait  Meta-Mood

i
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00)  2000(1600;  3000)  1900(1500;  2425)  0.759

cale-24,  TMMS-24).  Outcomes  were  evaluated  at  baseline,
ne  month,  and  five  months.

This  study  was  conducted  in  accordance  with  the  Dec-
aration  of  Helsinki  and  approved  by  the  Research  Ethics
ommittee  of  Las  Palmas  (CEI/CEIm)  (approval  code:  2024-
41-1;  Act  5/2024,  May  23,  2024).  Authorization  was
btained  from  the  Primary  Care  Management  of  Gran
anaria.

All  participants  provided  written  informed  consent  prior
o  inclusion.  Participation  was  voluntary,  and  participants
ould  withdraw  at  any  time  without  affecting  their  standard
are.

Data  were  anonymized  and  stored  in  a  secure,
assword-protected  database  to  ensure  confidentiality  and
ompliance  with  applicable  regulations.

esults

hirty  participants  were  included,  with  equal  allocation
cross  the  three  groups  (n  =  10  per  group).  Overall,  70%  were
omen.  The  proportion  of  women  was  60%  in  the  control
nd  face-to-face  groups  and  90%  in  the  telephone  coaching
roup.

No  statistically  significant  differences  were  observed
n  sex  distribution  between  groups  (�2 =  2.857;  p  =  0.240).
aseline  sociodemographic  and  clinical  characteristics  were
omparable  across  treatment  arms  (Table  1).

aseline  scores  on  anxiety,  depression,  emotional

ntelligence,  and  quality  of  life

aseline  values  are  shown  in  Table  2.  Participants  presented
oderate-to-severe  anxiety  levels  (HAS  mean  29.4  ±  9.1)
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Table  2  Baseline  scores  on  anxiety,  depression,  emotional  intelligence,  and  quality  of  life  by  treatment  group.

Variable  Control
n  =  10

Phone
n  =  10

Face-to-face
n  =  10

p-Value

Anxiety  (HAS)  26.3  ±  8.8  28.4  ±  6.8  32.1  ±  9.5  0.316
Depression (MADRS)  13.5  ±  14.3  9.7  ±  13.2  13.3  ±  17.8  0.157
Emotional intelligence  (TMMS-24)  72.7  ±  16.9  78.8  ±  11.9  68.7  ±  15.5  0.327
Quality of  life  (EQ-5D)  53.5  ±  17.0  51.0  ±  29.4  51.5  ±  18.0  0.965
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igure  1  Estimated  marginal  means  of  Hamilton  Anxiety  Scale
eta-Mood Scale-24  (TMMS-24),  and  EuroQol-5D  (EQ-5D)  scores

nd  moderate  depressive  symptoms  (MADRS  mean
5.8  ±  15.0).  The  mean  TMMS-24  score  was  73.4  ±  15.0,
ndicating  moderate  perceived  emotional  intelligence,  and
he  EQ-5D  mean  score  was  52.0  ±  21.4.

No  significant  baseline  differences  were  observed
etween  groups  for  anxiety,  depression,  emotional  intelli-
ence,  or  quality  of  life  (all  p  >  0.05).

hanges  in  anxiety  and  depression  scores  over  time

epeated-measures  ANOVA  showed  a  significant  main  effect
f  time  on  anxiety  (F[2,25]  =  17.3;  p  <  0.001)  and  a  sig-

ificant  time  ×  group  interaction  (F[4,52]  =  6.03;  p  <  0.001;
reenhouse---Geisser  corrected  p  =  0.006),  indicating  differ-
ntial  trajectories  across  interventions.  No  significant  main
ffect  of  group  was  observed  (F[2,26]  = 0.67;  p  =  0.521).

t
G

(

5

S),  Montgomery---Åsberg  Depression  Rating  Scale  (MADRS),  Trait
ss  baseline,  1  month,  and  5  months  by  treatment  group.

In  the  control  group,  anxiety  scores  remained  stable
26.8  baseline;  27.2  at  1  month;  26.1  at  5  months).  The
elephone  coaching  group  showed  a  progressive  reduction
28.4;  21.4;  19.7),  whereas  the  face-to-face  group  demon-
trated  a  marked  short-term  decrease  followed  by  partial
ebound  (32.1;  21.3;  26.9).  Polynomial  contrasts  revealed
ignificant  linear  (p  =  0.002)  and  quadratic  trends  (p  =  0.001),
onsistent  with  sustained  improvement  in  the  telephone
roup  and  a  rebound  pattern  in  the  face-to-face  group
Fig.  1).

For  depressive  symptoms,  no  significant  main  effects
f  time  (F[2,27]  =  1.72;  p  =  0.190)  or  group  (F[2,27]  =  0.29;

 =  0.749)  were  detected.  The  time  ×  group  interac-
ion  was  also  non-significant  (F[4,54]  =  1.09;  p  = 0.372;

reenhouse---Geisser  corrected  p  =  0.362).

Depression  scores  remained  stable  in  the  control  group
13.5;  13.8;  13.9).  Modest,  non-significant  reductions  were
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Table  3  Percentage  increase  of  the  scales  from  baseline.

Control
n  =  10

Face-to-face
n  =  10

Phone
n  =  10

p-Value

Anxiety
One  month  3.6  (−12.1;  5.9)a −36.4  (−51.9;  −31.1)b −24.7  (−33.5;  −10.5)b 0.002
Five months  0  (−10.2;  4.8)a −22.3  (−30.6;  −13)a,b −34.9  (−38.5;  −17.5)b 0.019

Depression
One month  0  (−40;  0)  0  (−31;  33.3)  0  (−3.3;  2.5)  0.366
Five months  −2.9  (−40;  14.3)  0  (−31.5;  18.8)  −19.2  (−44.9;  5)  0.770

Perception
One month −1.6 (−6.5;  0) 9.7  (2.0;  38.6) 0  (−5.9;  3.4)  0.114
Five months 0  (−19.7;  0) 5  (−20.8;  30.2) 0  (−5.9;  0) 0.746

Understanding
One month  1.7  (0;  20.9)  22  (11.9;  58.8)  8.2  (5;  11.1)  0.252
Five months  10.7  (1.9;  18.6)  15.6  (2.7;  60)  9.9  (6.1;  21.5)  0.754

Regulation
One month  0  (0;  0)a 21.4  (9.3;  35.1)b 6.2  (1.2;  22.4)a,b 0.013
Five months  0  (−7.5;  5.8)  13.1  (2.3;  17.9)  6.2  (0;  39.1)  0.135

Emotional intelligence
One  month 0  (−1.7;  2.6)a 14.4  (5.4;  42.7)b 5.4  (1.6;  7.5)a,b 0.053
Five months 0.6  (−5.9;  4.7) 10.1  (0.3;  32.7) 8.8  (5.4;  13.2)  0.140

Quality of  life
One  month  9.2  (7.1;  12.5)  34.8  (27.1;  44.1)  11.4  (7.2;  80)  0.115
Five months  0  (−5.4;  15.0)  32.9  (17;  71.1)  11.8  (6.2;  33.3)  0.230
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Data are medians (IQR).
a,b Different superscripts across rows indicate significant differen

bserved  in  the  telephone  (9.7;  8.9;  8.4)  and  face-to-face
roups  (13.3;  10.2;  10.1).  Polynomial  contrasts  confirmed
he  absence  of  significant  linear  (p  =  0.153)  or  quadratic
ffects  (p  =  0.372)  (Fig.  1).

hanges  in  emotional  intelligence  and  quality  of
ife

epeated-measures  ANOVA  showed  a  significant  main  effect
f  time  on  emotional  intelligence  (F[2,27]  =  6.54;  p  =  0.003),
ith  no  significant  main  effect  of  group  (F[2,27]  =  1.02;

 =  0.374)  or  time  ×  group  interaction  (F[4,54]  =  1.53;
 =  0.208).  Polynomial  contrasts  revealed  a  significant
uadratic  trend  (p  =  0.001),  indicating  initial  improvement
ollowed  by  slight  decline  at  five  months.

Mean  TMMS-24  scores  increased  at  one  month  in  all  groups
control:  72.7---76.4;  telephone:  78.8---83.4;  face-to-face:
8.7---81.8).  At  five  months,  scores  decreased  slightly  in  the
ontrol  (72.4)  and  face-to-face  groups  (77.8),  whereas  the
elephone  group-maintained  improvement  (83.5)  (Fig.  1).

For  quality  of  life,  a  significant  main  effect  of  time
as  observed  (F[2,26]  =  11.78;  p  <  0.001),  without  signifi-
ant  group  (F[2,26]  =  1.15;  p  =  0.331)  or  interaction  effects
F[4,52]  =  1.19;  p  =  0.328).  Linear  (p  =  0.007)  and  quadratic
p  <  0.001)  components  indicated  early  improvement  with

artial  decline  at  five  months.

EQ-5D  scores  improved  in  one  month  in  all  groups
control:  53.5---61.0;  telephone:  54.4---72.8;  face-to-face:
1.5---73.0).  At  five  months,  the  telephone  group-maintained

t

f
w
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ians.

mprovement  (71.7),  while  slight  reductions  were  observed
n  the  control  (56.5)  and  face-to-face  groups  (67.0)  (Fig.  1).

ercentage  change  from  baseline  in  anxiety  and
epression scores

esults  are  summarized  in  Table  3.
At  one  month,  significant  differences  between-group

ere  observed  for  anxiety  (p  =  0.002).  The  face-to-face
roup  showed  the  greatest  reduction  (median  −36.4%;  IQR
51.9  to  −31.1),  followed  by  the  telephone  group  (−24.7%;

QR  −33.5  to  −10.5),  while  the  control  group  showed  min-
mal  change  (3.6%;  IQR  −12.1  to  5.9).  Post  hoc  analyses
onfirmed  greater  reductions  in  both  intervention  groups
ompared  with  control.

At five  months,  between-group  differences  in  anxi-
ty  remained  significant  (p  =  0.019).  The  telephone  group
emonstrated  the  largest  sustained  reduction  (−34.9%;
QR  −38.5  to  −17.5),  followed  by  the  face-to-face  group
−22.3%;  IQR  −30.6  to  −13),  whereas  the  control  group
howed  no  meaningful  change  (0%;  IQR  −10.2  to  4.8)  (Fig.  2).

No  significant  between-group  differences  were  detected
or  depressive  symptoms  at  one  month  (p  =  0.366)  or  five
onths  (p  =  0.770),  despite  a  numerically  greater  reduction

n  the  telephone  group  at  five  months  (−19.2%;  IQR  −44.9

o  5).

For  emotional  intelligence,  a  significant  difference  was
ound  in  the  regulation  subscale  at  one  month  (p  =  0.013),
ith  greater  improvement  in  the  face-to-face  group  (21.4%;
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Figure  2  Percentage  change  from  baseline  in  anxiety  and  d

QR  9.3---35.1).  No  differences  were  observed  over  the  five
onths.  Total  emotional  intelligence  showed  a  border-

ine  difference  at  one  month  (p  =  0.053)  without  sustained
ffects.

No  significant  between-group  differences  were  observed
or  perception,  understanding,  or  quality  of  life  at  follow-
p,  although  the  face-to-face  group  showed  consistently
reater  numerical  improvements  (Fig.  3).

iscussion

his  pilot  randomized  controlled  trial  evaluated  structured
oaching  interventions  in  a  Primary  Care  population  with

ffective  disorders.  Participants  continued  receiving  usual
rimary  Care  management  during  follow-up,  including  phar-
acological  or  psychological  treatments  when  clinically

ndicated.  Therefore,  the  potential  influence  of  cointer-

t
i
n

7

sion  at  one-  and  five-month  follow-up  by  intervention  group.

entions  cannot  be  completely  excluded.  Longitudinal  and
ercentage-change  analyses  yielded  consistent  findings,
articularly  for  anxiety.

A significant  time  ×  treatment  interaction  was  observed
or  anxiety.  While  symptoms  remained  stable  in  the  con-
rol  group,  both  coaching  modalities  achieved  meaningful
eductions.  Face-to-face  coaching  showed  a  stronger  short-
erm  effect,  whereas  telephone  coaching  demonstrated
ore  sustained  improvement  at  five  months,  suggesting
odality-specific  temporal  patterns.  These  findings  are  con-

istent  with  previous  studies  suggesting  that  health  coaching
nterventions  may  improve  psychological  well-being  and
elf-management  in  patients  with  chronic  conditions  and
ental  health  problems.13,14
No  significant  effects  were  found  for  depressive  symp-
oms.  Although  modest  reductions  were  observed,  especially
n  the  telephone  group,  they  did  not  reach  statistical  sig-
ificance.  This  divergence  may  reflect  a  greater  influence
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igure  3  Percentage  change  from  baseline  in  emotional  intel
uality of  life  at  one-  and  five-month  follow-up  by  intervention

f  coaching  on  cognitive  and  behavioral  aspects  of  anxiety,
uch  as  worry  and  emotional  dysregulation,  than  on  core
epressive  symptoms.

Emotional  intelligence  improved  over  time,  with  a
hort-term  advantage  in  emotional  regulation  favoring  face-
o-face  coaching,  though  this  effect  was  not  sustained.
uality  of  life  increased  across  follow-up  without  significant
etween-group  differences.

Limitations  of  this  study  include  the  small  sample  size,
imited  statistical  power,  open-label  design,  and  reliance
n  self-reported  measures.  The  pilot  nature  of  the  study
urther  restricts  generalizability;  therefore,  results  should
e  interpreted  as  preliminary  and  hypothesis-generating.  In
ddition,  the  open-label  design  and  the  use  of  heteroapplied
sychometric  scales  may  have  introduced  measurement
ias,  since  outcome  assessments  were  not  blinded  to

reatment  allocation.  This  could  have  influenced  symptom
atings,  particularly  in  subjective  measures  such  as  anxiety
nd  depression.  Additionally,  the  number  needed  to  treat
NNT)  was  calculated  as  an  exploratory  measure  to  estimate

q
d
g
l
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ce  dimensions  (perception,  understanding,  and  regulation)  and
p.

he  potential  clinical  impact  of  the  intervention;  however,
iven  the  small  sample  size,  this  estimate  should  be  inter-
reted  with  caution.  Finally,  the  control  group  did  not
eceive  an  equivalent  attention-based  intervention,  which
ould  have  introduced  attention-related  bias.

onclusions

indings  from  this  pilot  randomized  controlled  trial  suggest
hat  structured  coaching  may  represent  a  feasible  comple-
entary  strategy  for  anxiety  management  in  Primary  Care.

ace-to-face  coaching  showed  a stronger  short-term  effect,
hereas  telephone  coaching  demonstrated  more  sustained

mprovement  in  the  five  months.  No  significant  effects  were
bserved  for  depressive  symptoms.  Emotional  regulation
mproved  in  the  short  term  but  was  not  maintained,  and
uality  of  life  increased  without  significant  between-group

ifferences.  These  findings  should  be  interpreted  cautiously
iven  the  pilot  nature  of  the  study,  and  larger  trials  with
onger  follow-up  are  required.
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What is known about the subject

•  Anxiety  and  depression  disorders  are  highly  preva-
lent  in  Primary  Care  and  represent  a  significant
healthcare  burden.

• Limited  access  to  psychological  interventions
encourages  the  early  use  of  pharmacological
treatment.

•  Healthcare  coaching  has  shown  benefits  in  psycho-
logical  well-being  and  self-care  in  different  clinical
populations.

•  Evidence  regarding  its  effectiveness  in  affective  dis-
orders  in  Primary  Care  is  still  limited.

What this study contributes

•  This  pilot  randomized  clinical  trial  evaluates  the
impact  of  structured  coaching  on  patients  with  anx-
iety  and  depressive  disorders  in  primary  care.

•  Coaching  was  associated  with  a  significant  reduction
in  anxiety  symptoms  compared  to  usual  care.

•  The  in-person  format  showed  a  greater  short-term
effect,  while  the  telephone  format  showed  a  more
sustained  improvement.

•  No  significant  effects  on  depressive  symptoms  were
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