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Background

Prior studies have shown that peer health coaching improves outcomes among adults
with chronic conditions such as diabetes. These studies have also suggested that higher
ratings of their peer coach’s autonomy supportiveness, ie, the degree to which a coach
supports participant choice, is associated with improved outcomes. The types of actual
behaviors and interactions that participants in these coaching relationships perceive
as being more or less autonomy supportive are important to define. This investigation
aims to more concretely characterize the ways in which participants perceive autonomy
support and how important these perceptions are to their satisfaction with their peer
coaches.

Methods

This article is a qualitative investigation of the US Department of Veterans Affairs–
Technology Enhanced Coaching (VA-TEC) study, a parallel randomized controlled
trial with diabetes patients with poor glycemic control at the Detroit VA Medical
Center. Intervention arm participants work for 6 months with peer coaches who are
also VA patients who now have good glycemic control. Researchers conducted semistructured interviews with veterans who had recently completed their 6 months of
coaching. Responses to Health Care Climate Questionnaire (HCCQ) items in the trial’s
6-month survey were used to identify veterans for interviews who rated their coaches
either especially high or low in terms of autonomy supportiveness. Interview responses
were then analyzed in order to elucidate veterans’ perceptions of autonomy support in
their coaching relationships.
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Results

Semi-structured interviews were conducted with 17 of the veterans who completed the
VA-TEC program. Veterans who rated their coaches higher on HCCQ items tended to
emphasize the positivity and non-judgmental nature of their coaches. They also described
coaches who offered them choices and non-directive suggestions in identifying health
behavior goals. Veterans who gave their coaches lower HCCQ ratings described coaches
who tended to be less personally engaged and less focused on addressing veterans’ specific
concerns about diabetes. Some veterans who rated their coaches lower on autonomysupportiveness felt their coaches underestimated their existing knowledge of diabetes and
were overly directive in providing advice. Overall, participants’ HCCQ ratings correlated
well with expressed satisfaction with their coach in interviews.

Conclusions

VA-TEC participant feedback outlines meaningful ways in which coaches can support
autonomy. These include, among others, eliciting participants’ personal goals, remaining
positive and non-judgmental, providing suggestions for behavior changes without being
overly directive, and maintaining a balance between discussing diabetes and the types of
personal conversations that are crucial to building trust. The effective behaviors described
in this investigation can be used to train future coaches and other lay health workers.
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Introduction
The United States and other high-income countries have seen a dramatic rise in the number of
patients needing long-term support for chronic medical conditions, including type 2 diabetes.
In the US Department of Veterans Affairs (VA) health system, the backdrop for this study,
approximately 20% of patients have diabetes. Within that group, 15% to 30% are reported as
having persistently poor control of their disease, as indicated by A1c levels greater than or equal
to 9.0%.1 Many patients face substantial barriers to effective diabetes self-management, such as
difficulties with medication adherence, frequent blood sugar monitoring, and challenging lifestyle modifications, in addition to the significant financial and time burdens that these entail.
Such barriers are especially prevalent for low-income, ethnic minority populations who represent a large proportion of VA patients. Beyond having fewer resources, these individuals often
report high levels of diabetes-specific distress, lower engagement in clinic visits, and poor health
literacy—all of which are associated with worse health outcomes.2–8
In light of these barriers, peer support among patients with diabetes shows promise as an
effective and cost-effective intervention. “Peer support” is defined as “support from a person who
has experiential knowledge of a specific behavior or stressor and similar characteristics as the
target population.”9 Peer support and coaching help reduce problematic health behaviors and,
in both VA and non-VA randomized controlled trials, have contributed to improved diabetes
management.9–17
Several studies have demonstrated that higher ratings of peer health coaches’ autonomy
supportiveness (AS), ie, the degree to which a coach supports participant choice, is associated with improved outcomes.10,18 Little is known, however, about which specific coach
behaviors and characteristics are perceived by patients as being more or less autonomy
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supportive. This investigation aims to address this question by more concretely characterizing the ways in which participants perceive AS in the context of a diabetes peer health
coaching relationship.

Methods
The VA-Technology Enhanced Coaching (VA-TEC) study is a parallel, randomized controlled
trial that involved 290 patients with diabetes who had poor glycemic control (defined for this
study as having an A1c greater than 8.0%). Patients were recruited from the John D. Dingell
VA Medical Center in Detroit, Michigan. Veteran participants were randomized to one of two
intervention arms: (1) technology-enhanced coaching (TEC) using a customizable online tool
or (2) peer coaching, alone. Veterans in both groups worked for 6 months with peer health
coaches who also had diabetes and were also VA patients.
Coaches were internally recruited based on having achieved good glycemic control (defined
as an A1c of less than 7.5%) after formerly having poor glycemic control. Prior to being matched
with veteran participants, all coaches received 2 to 3 hours of training in autonomy-supportive
coaching techniques, including motivational interviewing. Coaching dyads in both intervention
arms initially met face-to-face to review educational materials and develop action plans. Over
the subsequent 6-month period, coaches and veterans communicated primarily by phone on at
least a weekly basis to work on targeted action steps. Both peer coaches and the veteran participants completed written surveys and underwent measurement of A1c and blood pressure upon
entry into the trial, as well as at 6 months and 12 months.17
This article focuses on a discussion of semi-structured interviews that were conducted with
a purposeful sample of veterans who had recently completed their 6 months of being coached.
Responses to items on the Health Care Climate Questionnaire (HCCQ), a validated measure
of autonomy supportiveness, were built into the 6-month survey to identify for interviews veterans who rated their coaches either especially high or low in terms of autonomy supportiveness.
High-HCCQ rating participants were determined as those who selected ratings of 6 or 7 on
the HCCQ’s 7-point scale for a majority of items. Conversely, low HCCQ rating participants
gave ratings of 3 or lower for most items.
Qualitative data from 17 interviews with high and low autonomy supportive coaches were
reviewed and coded for specific themes in order to elucidate veterans’ characterization and perceptions of autonomy support in their coaching relationships.

Results
Veterans who perceived their coaches as being more autonomy supportive, based on higher
HCCQ ratings, tended to emphasize the positivity and non-judgmental nature of their coaches.
Several such veterans appreciated how their coaches would not chastise or shame them for their
blood glucose levels or falling short on diet or exercise goals, in comparison to the criticism they
perceived from medical professionals. One veteran noted that “the feedback was mostly positive,
so it wasn’t anything like, darn, I don’t want to have to talk to this guy.” Positive, non-judgmental
coaches were not only able to foster more open, trusting peer relationships, but they also made
participants want to stay engaged with the program.
High HCCQ-rating veterans also described coaches who elicited participants’ goals, offered
them choices, and emphasized non-directive collaboration in identifying health behavior goals
and forming action plans. “I would let him know what I wanted to do and then he would make
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cedarbaum et al.: characterizing autonomy supportiveness in diabetes

4

Table 1. Traits of Coaches With High Ratings of Autonomy Support
Traits

Representative quote

Empathetic listening

“He was willing to listen as much as he talked, and that was
very helpful. You have to be willing to hear what other people
say instead of just throwing your opinions at them.”

Positive framing

“My coach regularly encouraged me on eating healthy and
staying active and he didn’t chastise me if I slipped. I could
really tell he cared.”

Non-directive
collaboration

“Goal setting was a collaborative thing. . . . He never said you
need to do this or you need to change that. . . . He would make
suggestions.”

Non-judgmental approach

“He’s not judgmental. . . . People my age do not like being told
what to do. And when someone asks you about what you’re
doing in a comfortable way, it’s harder to argue with that.”

Modeling healthy
behaviors

“He wouldn’t just tell me to go out and do something; he
would tell me what he was going to do and kind of inspire me
to do something.”

suggestions and give input from there,” reported one veteran. A number of other participants
specifically commented on the importance of coaches focusing on goals important to them
rather than being overly prescriptive. “I expected it to be more like a football coach, encouraging
you and egging you on all the time, but actually, it was a perfect relationship. He didn’t push too
hard, [in which case] I would have withdrew [sic] more,” noted a participant.
Yet another important component to the perception of autonomy supportiveness was the
notion that participants’ peer coaches were modeling similar disease management behaviors in
their own lives. One veteran reflected that “you can tell the difference talking to someone like
a doctor versus talking to someone going through the same thing as you.” Coaches served as
tangible, accessible models for the disease management success that participants could attain
through adopting similar lifestyle changes. Another interviewee commented, “With the health
provider they hear you but they don’t hear you. . . . It’s more personal [with a peer coach] since
you’re going through the same stuff and you can say ‘You went through that? How did you deal
with that?’  ” In fact, all high HCCQ-rating participants interviewed described being inspired by
their coaches having struggled with poor glycemic control.
Veterans who gave their coaches lower HCCQ ratings described coaches who tended to
be less personally engaged and less focused on addressing veterans’ specific concerns about
diabetes. Several of those interviewed described coaches who rushed interactions and gave
the sense that their weekly interactions were more about completing a required task than
about developing a genuine relationship. “[My coach] often seemed eager to be done with the
conversation. He made his phone call, we talked, we saw each other was doing okay and then
would do it again next Tuesday.” Another veteran reflected that his coach “just didn’t seem to
care. It would have been nice to have a coach ask me questions.” This reflects another widely
expressed critique of low AS coaches being perceived as not personally invested in or caring
about their veterans.
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Table 2. Traits of Coaches With Low Ratings of Autonomy Support
Traits

Representative quote

Low personal engagement

“He always seemed to be in a hurry to go do whatever else he
needed to do. . . . He didn’t seem to be interested so I didn’t
bother to ask [about suggestions and support for diabetes
management].”

Undervaluing participant
knowledge

“I think I knew more about diabetes than he did. And just like
with a teacher, if you feel like you know more than they do
then you just tune them out. . . . It was no new information,
just ‘how are you feeling today?’  ”

Lack of focus on diabetes

“I expected more specifics on diabetes care or what to look
out for and it was just more general discussion—like having a
friend call.”

Poor goal setting

“We did [set a goal] but it wasn’t important enough for me to
remember. . . . There was no real concrete plan to achieve the
goal.”

Overly directive approach

“When we talked he used to tell me ‘you need to do this.’ He
wasn’t telling me things I didn’t already know.”

Other veterans were discouraged by conversations that they felt did not focus on their goals
for management. One such veteran remarked, “Was [the coach] here to be a diabetic coach and
set goals for a program or was it just a social call?” Another commented that “[my coach] told
me his experience with diabetes but he wasn’t very specific with what he did. It was like having
a friend call and I’d talk for a while but diabetes didn’t seem to be the main focus.”
In contrast to feedback from high HCCQ-rating participants, many veterans who perceived
low levels of AS in their coaches did not see their coaches as good role models for healthy
behaviors or as knowledgeable about diabetes. Some described their coaches as seeming lazy
or were put off by the sense that their own disease management was better than that of their
coaches. One veteran questioned, “I was just wondering if [my coach] was actually doing this
himself. How can you project something if you’re not doing it yourself ?”

Conclusion
Themes elicited from the qualitative responses of VA-TEC participants help to characterize the types of behaviors that peers perceived as being more or less autonomy supportive.
In general, behaviors perceived as being more autonomy supportive included eliciting participants’ personal goals, remaining positive and non-judgmental in interactions, providing
suggestions for behavior changes without being overly directive, and maintaining a balance
between discussions of diabetes management and the types of personal conversations that are
crucial to building trust. Conversely, behaviors associated with lower perceptions of autonomy
supportiveness included seeming personally disengaged, undervaluing participants’ existing
knowledge, and failing to elicit participants’ goals or being overly directive in goal setting and
action planning. The positive autonomy supportive behaviors described in this investigation
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can be used to train future peer coaches, other lay health workers, and even medical professionals to be more effective in helping their patients to take ownership of and successfully
manage chronic disease.
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