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Integrative Health Coaching for 
Patients With Type 2 
Diabetes

	 A Randomized Clinical Trial

Purpose

The purpose of this study was to evaluate the effective-
ness of integrative health (IH) coaching on psychosocial 
factors, behavior change, and glycemic control in patients 
with type 2 diabetes.

Methods

Fifty-six patients with type 2 diabetes were randomized 
to either 6 months of IH coaching or usual care (control 
group). Coaching was conducted by telephone for four-
teen 30-minute sessions. Patients were guided in creating 
an individualized vision of health, and goals were self-
chosen to align with personal values. The coaching 
agenda, discussion topics, and goals were those of the 
patient, not the provider. Preintervention and postinter-
vention assessments measured medication adherence, 
exercise frequency, patient engagement, psychosocial 
variables, and A1C.

Results

Perceived barriers to medication adherence decreased, 
while patient activation, perceived social support, and 
benefit finding all increased in the IH coaching group 
compared with those in the control group. Improvements 
in the coaching group alone were also observed for self-
reported adherence, exercise frequency, stress, and per-
ceived health status. Coaching participants with elevated 
baseline A1C (≥7%) significantly reduced their A1C.
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Conclusions

A coaching intervention focused on patients’ values and 
sense of purpose may provide added benefit to traditional 
diabetes education programs. Fundamentals of IH coach-
ing may be applied by diabetes educators to improve 
patient self-efficacy, accountability, and clinical outcomes.

T
he health professional’s role in managing 
patients with type 2 diabetes is evolving 
toward personalized treatment strategies, 
with recognition of the importance of patient 
preferences, readiness to change, and psy-

chosocial variables. Patient education is critical; how-
ever, education-based interventions are by themselves 
insufficient.1 Diabetes educators in particular may find 
themselves frustrated by how much time and effort are 
spent educating patients about the importance of self-
management when many of these patients do not follow 
through on recommendations. In recognizing the motiva-
tional and interactive role required to manage a chronic 
illness, interventions have increasingly focused on the 
health care provider as “coach.”

Coaches are used by many individuals—business 
executives, athletes, parents, couples, and students—to 
fulfill a variety of objectives and goals, from career 
development to relationship satisfaction. Drawing upon 
the roots of psychology, health management, and per-
sonal development, the coaching profession acknowl-
edges that the client is ultimately responsible for his or 
her choices. A coach helps the client access the motiva-
tion needed to initiate and maintain change, offering a 
variety of perspectives and recognizing that numerous 
factors contribute to achieving goals. Because the coach-
ing model aims to untangle complex psychosocial factors 
and lifestyle behaviors, it seems especially appropriate 
for managing patients with type 2 diabetes.

Treatment nonadherence rates for diabetes patients 
often exceed 50% and have been reported as high as 
93%,2-4 emphasizing the clear need for interventions 
focused on accountability and lasting behavior change. 
The adherence literature is full of potential interventions 
that range from simple and direct (monthly calls to ask 
patients if they are taking their medicines) to more com-
plex (a detailed “lifestyle prescription” directing changes 
in nutrition, exercise, sleep, or stress).5 While such 

approaches have yielded some benefits, they also have 
limitations. The former undermines the ability to build a 
trusting relationship with the caller.4 For the latter, the 
lifestyle prescription is seldom “filled” because patients 
do not know how to make behavior changes, and most 
providers are not trained to guide them. Coaches, on the 
other hand, are trained specifically to build trusting and 
growth-promoting relationships, elicit motivation, build 
self-efficacy, and facilitate the process of change.

The rapidly emerging coaching profession has a natu-
ral fit with health care. Today, coaching has found appli-
cation in hospitals, clinical practices, company wellness 
programs, retreat centers, and spas and is growing 
increasingly popular with individual consumers. In the 
larger picture, this represents an important shift toward 
individualized treatment strategies for health-related 
behavior change. Because lifestyle behaviors are consid-
ered the main contributor to chronic illness,6,7 and the 
costs of treating these diseases are increasing dramati-
cally,8 interventions that target behavior change, empha-
size patient accountability, and lower costs are imperative. 
Despite the need for such interventions, however, studies 
of coaching-related health outcomes are few in number, 
have not been well recognized, and lack methodological 
rigor.1,9 In a recent review,9 9 studies met inclusion crite-
ria for diabetes coaching; however, most of these trials 
were not designed to assess the effectiveness of a coach-
ing intervention, and only one was a randomized con-
trolled trial. Another challenge in interpreting these 
studies is that “coaching” is used to describe a heteroge-
neous set of interventions, making it difficult to replicate 
findings. The purpose of the present study, therefore, was 
to evaluate the effectiveness of integrative health (IH) 
coaching on psychosocial factors, behavior change, and 
glycemic control in patients with type 2 diabetes.

A randomized controlled design was used to assess 
whether 6 months of individual coaching could improve 
lifestyle behaviors, psychosocial functioning, and A1C. 
Randomly assigning participants to a control group, or 
usual care, allowed investigators to compare changes 
over time between controls and participants receiving the 
intervention. IH coaching is a personalized intervention 
that assists people in identifying their own values and 
vision of health.10,11 Patients’ values and personal vision 
are used to support behavior changes and achieve self-
chosen goals. IH coaching is integrative in the sense that 
it applies a holistic approach to optimizing mental, 
physical, and social well-being rather than focusing on 
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symptoms and disease complications. It is distinct from 
other diabetes education strategies in that the patient sets 
the agenda and is encouraged to choose goals aligned 
with his or her values. It was hypothesized that by training 
participants to solve problems and pursue goals consistent 
with their values, IH coaching would facilitate behavior 
change (exercise and medication adherence), increase 
psychological functioning (measured by validated ques-
tionnaires), and improve glycemic control (A1C).

Methods

Subject Recruitment

Participants were recruited from flyers, newspaper 
and online advertisements, targeted mailings, and prior 
study pools.12 The protocol was approved by the Duke 
University School of Medicine Institutional Review 
Board. Patients were required to be English speaking, at 
least 18 years of age, have a diagnosis of type 2 diabetes 
for at least 1 year, be taking oral diabetes medication for 
at least 1 year, and have medical and pharmacy benefits 
available to the study team (as part of a larger study). 
Diagnosis of type 2 diabetes was verified using phar-
macy claims, and patients may or may not have been on 
insulin in addition to their oral medications. Exclusion 
criteria included dementia, Alzheimer disease, schizo-
phrenia, or other cognitive impairment that would pre-
clude informed consent.

Procedure and Randomization

At the baseline visit, participants provided informed 
consent; filled out demographic, medical history, and 
psychosocial questionnaires; reported current medica-
tions; and had blood drawn. They were then randomized 
to either 6 months of IH coaching or the usual care (con-
trol) group. Following the 6-month intervention phase, 
participants attended a follow-up visit, and the same 
measures were obtained, including any changes in medi-
cation. Those randomized to the control group received 
no materials or correspondence during the 6-month 
period. Preassessments and postassessments were admin-
istered by blinded study staff. Participants were compen-
sated $75 upon completion of the study.

Intervention: IH Coaching

Two coaches provided the IH coaching intervention. 
Both had substantial training in coaching methods as 

well as masters-level degrees in social work or psychol-
ogy. Coaches each had over 100 hours of experience of 
individualized coaching with type 2 diabetes patients and 
had previously facilitated diabetes coaching groups. 
Participants randomized to the coaching condition had an 
initial telephone session with their coach within 2 weeks 
of the baseline visit. They were then offered 30-minute 
coaching sessions by telephone (8 weekly calls, 4 
biweekly calls, and a final call 1 month later) for a total 
of 14 sessions. Participants were paired with the same 
coach throughout the intervention. A detailed description 
of IH coaching is provided elsewhere,10 but an overview 
is relevant here.

During the initial telephone call, participants were 
asked what was important to them in terms of diabetes 
care, how well they were managing their health, and 
what they perceived to be their challenges or areas of 
required support. Patients were guided in creating a 
vision of health, and long-term goals were discussed that 
aligned with that vision. A Wheel of Health11 adminis-
tered during the initial assessment visit was used to help 
guide this conversation, with participants reporting how 
successful or satisfied they were (0%-100%) in each 
domain (see Figure 1 for details). The Wheel of Health 
was not used as a research assessment but rather as a 
clinical tool to explore values, establish priorities, and set 
goals. Note that percentages are not meant to add up to 
100%. For example, someone feeling dissatisfied with 
current relationships or stress management might rate 
these lower (10%-20%) while giving higher ratings 
(90%-100%) in areas they felt more successful. 
Identifying areas in which they felt less successful or 
satisfied, participants then chose areas on which to focus 
for coaching. IH coaches’ questions for patients included 
“how will goals in this area support the bigger picture of 
your life?” “how will your life be better?” and “how will 
this enable you to meet your purpose, as you see it, in this 
world?” The coaching agenda, priorities, and specific 
goals were clearly those of the participant. Over the 
remaining coaching sessions, participants revisited the 
Wheel of Health and were encouraged to create realistic 
goals in the context of examining one’s purpose in life, 
with these goals further broken down into small, realistic 
action steps. Although the coach regularly asked partici-
pants to assess themselves in terms of traditional diabetes 
self-care topics such as medication adherence, diet, and 
exercise, clients were allowed to select any goal for 
coaching support. For example, patients may have chosen 
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to discuss particular sources of stress in their life, feel-
ings of depression or loneliness, or relationship issues, 
with goals made accordingly.

To facilitate learning, participants randomized to IH 
coaching received a binder of educational materials at the 
initial assessment visit. Contents included materials from 
GlaxoSmithKline’s Adherence Starts with Knowledge® 
(ASK-20) and Essential Connections® as well as infor-
mation from Duke Integrative Medicine. These were 
referenced throughout the interactions of the study. The 
ASK-20 is a brief survey that helps practitioners quickly 
identify and target reasons patients may not be adhering 
to prescribed medication regimens. It is accompanied by 
materials on topics relevant to self-management such as 
symptom recognition, self-care, and disease risk factors. 
Duke Integrative Medicine provided information regard-
ing nutrition, stress management, and tips on how to best 
utilize time with the coach. Additional materials came 
from Essential Connections (GlaxoSmithKline), a 
resource of tools for coaches to facilitate motivational 

interviewing techniques and behavior change, linking 
topics of interest with patients’ readiness to change and 
relevant education content.

Outcome Variables

The following validated surveys were used as prestudy 
and poststudy assessments and have demonstrated ade-
quate psychometric properties (see references for details): 
ASK-20,12 Morisky Adherence Scale,13 Patient Activation 
Measure (PAM-13),14 Appraisal of Diabetes Scale,15 
Interpersonal Support Evaluation List (ISEL-12),16 
Perceived Stress Scale (PSS-4),17 and Short-Form Health 
Survey (SF-12).18 The Benefit-Finding Scale19 was origi-
nally developed for women diagnosed with breast cancer 
but reworded for the present study with “diabetes” 
replacing “breast cancer.” The survey assesses potential 
benefits from being diagnosed with and treated for diabe-
tes. Respondents note how much they agree or disagree 
with statements such as “having type 2 diabetes has 
taught me to be patient” and “. . . has led me to deal bet-
ter with stress and problems.” The scale demonstrated 
high internal consistency reliability in this study 
(Cronbach α = .96). During prestudy and poststudy 
assessments, participants also answered the adherence 
question: “Have you missed a medication dose in the 
past week? (yes or no).” Exercise frequency over the 
previous month was obtained by asking participants how 
many times per week they had exercised for a minimum 
of 15 to 20 minutes. Blood work was analyzed for A1C 
at preintervention and postintervention visits.

Data Analysis

Statistical analyses were performed using SPSS v.17 
(Chicago, Illinois). Independent sample t tests and Fisher 
exact, χ2, and Mann-Whitney U tests were used to assess 
baseline similarities between groups. For normally distrib-
uted outcome data, time-by-group interaction effects were 
measured with repeated-measures ANOVA procedures 
using time as the within-subjects factor (preintervention 
vs postintervention) and group as the between-subjects 
factor (coaching vs control). Paired-sample t tests were 
used for normally distributed data to assess change over 
time for each group alone. Wilcoxon signed–rank tests 
were used for nonnormally distributed data. Responses to 
the adherence question “have you missed a medication 
dose in the past week?” were analyzed using the McNemar 
test. Statistical significance was set at .05 for each test.

Figure 1.  Wheel of Health. Modified from an existing model,11 the Wheel of 
Health emphasizes the interrelatedness of mind, body, and behavior in 
achieving one’s personal vision of health. Pivotal to this model is the ability 
to consider one’s thoughts, emotions, sensations, behaviors, and social cir-
cumstances with nonjudgmental self-awareness. At the baseline visit, par-
ticipants were asked to rate how successful or satisfied they felt (0%-100%) 
in each of the domains. Note that percentages are not meant to add up to 
100%. This was referenced throughout the intervention to establish priorities 
and develop specific goals.
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Results

Participants

A total of 114 participants were recruited and screened 
by telephone. Sixty-four were eligible and scheduled for 
a baseline visit; 56 attended this appointment (demo-
graphics in Table 1) and were randomized, 30 to the 
intervention and 26 to the control group. Groups were 
statistically similar at baseline. Mean age was 53 ± 7.9 
years, 77% were female, 57% were African American, 
40% were married, 71% lived either alone or with one 
other person, 55% had a household income <$50,000, 
and 59% had an education level below a college degree. 
Mean length of diabetes diagnosis was 11 ± 7.8 years. 
Seven participants withdrew over the course of the study, 
with similar dropout rates between groups (3 coaching 
and 4 control). Reasons for withdrawal included lack of 
time (4 participants), one lack of interest, one changed 

jobs and would be changing insurance, and one was lost 
to follow-up. Thus, 49 participants (27 coaching, 22 con-
trol) were available for outcome analyses. Twenty-five of 
the 27 coaching participants (93%) completed all 14 
coaching sessions. Coaching calls averaged 29.9 minutes.

At baseline, half of the participants (28 of 56) were 
using insulin in addition to oral medication; groups were 
statistically similar at baseline (Fisher exact test, P = .422) 
regarding insulin use. Medication changes (including 
insulin) occurred in 21 of the 49 study completers, with 
no significant difference between groups (Fisher, P = 
.779) in the number of participants changing medications.

Medication Adherence

Refer to Table 2 for survey scores and results. Following 
the 6-month IH coaching intervention, coaching partici-
pants experienced a significant reduction in perceived 
barriers to medication adherence as identified by the 

Table 1

Baseline Demographics, Intent-to-Treat Sample (n = 56)

Intent-to-Treat  
(n = 56)

Integrative Health 
Coaching (n = 30) Control (n = 26) P

Age, y Mean ± SD 53.0 ± 7.93 53.1 ± 8.29 52.8 ± 7.64 0.854

Gender, % Male

Female

23%

77%

27%

73%

19%

81%

.545

Race, % White

Black

Other

39%

57%

4%

33%

63%

3%

46%

50%

4%

.599

Marital status Single/never married

Married/living with partner

Divorced/separated/

widowed

20%

43%

38%

23%

43%

33%

15%

42%

42%

.858

Household size 1 or 2

3 or more

71%

29%

67%

33%

77%

23%

.395

Household 

    income

<$50,000

≥$50,000

55%

45%

57%

43%

54%

46%

.716

Education Some college or less

College or graduate school

59%

41%

63%

37%

54%

46%

.331

Years diagnosed Mean ± SD 11.2 ± 7.57 11.8 ± 8.50 10.6 ± 6.43 .562

A1C Mean ± SD 8.0 ± 1.91 7.7 ± 1.94 8.2 ± 1.89 .388
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ASK-20 (t26 = 3.874; P = .001); the time-by-group inter-
action effect for the ASK-20 was significant (F1,47 = 4.64; 
P = .036) due to the reduction in the coaching group and 
no change in the control group. Scores on the Morisky 
Adherence Scale indicated that medication adherence 
improved in the IH coaching group (Z = –2.862; P = .004) 
but not the control group; however, the time-by-group 

interaction effect was not significant. When asked if they 
had missed a dose of their diabetes medications in the past 
week, coaching participants demonstrated a significant 
improvement, with 51.9% reporting a missed dose at 
baseline and 7.4% (2 participants) reporting a missed 
dose at follow-up (McNemar test, P < .001); no such 
reduction was observed in the control group.

Table 2

Outcome Measures for Integrative Health (IH) Coaching Participants Versus Control Group

Measure Group Pre (Mean ± SD) Post (Mean ± SD)
Change Over 

Time (P )
Time × Group 
Interaction (P)

ASK-20 IH coaching 42.9 ± 8.09 35.3 ± 7.9 .001 .036

Control 43.6 ± 11.71 41.5 ± 8.20 NS

Morisky IH coaching 6.7 ± 0.96 7.2 ± 0.97 .004 NS

Control 6.7 ± 1.25 6.9 ± 1.25 NS

PAM-13 IH coaching 64.6 ± 19.54 79.3 ± 18.62 <.001 .012

Control 64.5 ± 16.09 67.4 ± 14.41 NS

ADS IH coaching 17.4 ± 5.08 14.9 ± 3.76 .004 NS

Control 19.1 ± 5.53 18.1 ± 5.07 NS

BFS IH coaching 50.8 ± 20.27 53.0 ± 21.5 NS .039

Control 46.4 ± 17.99 42.5 ± 21.4 NS

ISEL-12 IH coaching 37.0 ± 8.47 40.8 ± 7.42 .003 .019

Control 39.6 ± 7.20 39.4 ± 6.77 NS

PSS-4 IH coaching 5.7 ± 3.21 4.6 ± 3.20 .013 NS

Control 6.0 ± 2.69 5.7 ± 3.43 NS

SF-12 IH coaching 89.9 ± 15.45 95.7 ± 16.30 .027 NS

Control 92.2 ± 13.21 91.9 ± 16.72 NS

Exercise IH coaching 1.8 ± 1.12 2.2 ± 1.00 .026 —

Control 1.7 ± 1.64 1.6 ± 0.90 NS

A1C (all pts) IH coaching 7.9 ± 1.98 7.5 ± 1.76 NS NS

Control 8.1 ± 1.92 8.2 ± 1.92 NS

A1C (baseline ≥ 7.0) IH coaching 8.9 ± 1.78 8.3 ± 1.76 .030 NS

Control 8.8 ± 1.95 8.8 ± 1.99 NS

NS, not significant; ASK-20, Adherence Starts with Knowledge; Morisky, Morisky Adherence Scale; PAM-13, Patient Activation Measure; ADS, Appraisal of Diabetes Scale; 
BFS, Benefit-Finding Scale; ISEL-12, Interpersonal Support Evaluation List; PSS-4, Perceived Stress Scale; SF-12, Short-Form Health Survey.
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Patient Engagement and Behavior

The time-by-group interaction for the PAM-13 was 
significant (F1,47 = 6.895; P = .012), suggesting coaching 
facilitated patients’ knowledge, skills, and confidence for 
self-management; patient engagement increased signifi-
cantly in the IH coaching group (t26 = –4.372; P < .001) 
with no change in the control group. In addition to improv-
ing self-efficacy, coaching participants reported actual 
behavior change in terms of exercise. When asked how 
frequently they had exercised in the past month (less than 
once per week, 1-2 times per week, 3-5 times per week, or 
>5 times per week), IH coaching participants reported a 
significant increase in exercise (Z = –2.230; P = .026). No 
changes were observed in the control participants.

Perception of Illness

Findings on both the Benefit-Finding Scale and the 
Appraisal of Diabetes Scale suggested IH coaching 
helped patients reframe their perception of illness. There 
was a significant time-by-group interaction effect on the 
Benefit-Finding Scale (F1,47 = 4.522; P = .039), suggest-
ing improvement in IH coaching participants’ ability to 
perceive positive contributions from having diabetes (eg, 
“Having type 2 diabetes has taught me to be patient” or 
“. . . has led me to deal better with stress and problems”); 
however, neither group alone showed a significant 
change over time for this measure. Although there was 
no significant time-by-group interaction on the Appraisal 
of Diabetes Scale, coaching participants’ scores showed 
that coaching mitigated the negative feelings associated 
with having diabetes (t26 = 3.157; P = .004).

Psychosocial

Measures of perceived social support, stress, and quality 
of life improved with IH coaching. The time-by-group 
interaction effect for the ISEL-12 was significant (F1,47 = 
5.939; P = .019); coaching participants perceived greater 
availability of social resources—someone to talk to about 
one’s problems or do things with—after the intervention 
(t26 = –3.271; P = .003), and control participants experi-
enced no such change. Although the time-by-group interac-
tion effect for the PSS-4 was not significant, perceived 
stress decreased in IH coaching participants when analyzed 
alone (Z = –2.477; P = .013) but not among control par-
ticipants. The SF-12 health survey, a widely used assess-
ment of perceived health status and quality of life, revealed 

no significant time-by-group interaction effect; however, 
there were increased scores for IH coaching participants (t26 
= –2.341; P = .027), whereas controls showed no change.

A1C

Average A1C at baseline was 8.0% ± 1.91% for all par-
ticipants. Although there was no significant time-by-
group interaction effects for A1C, IH coaching participants 
with elevated baseline A1C (≥7%, n = 16) significantly 
reduced their A1C by 0.64% over 6 months, from 8.9% ± 
1.78% at baseline to 8.3% ± 1.76% after 6 months of 
coaching (P = .030; Cohen d effect size = .34). A1C for 
the total group of coaching participants was 7.9% ± 
1.98% and 7.5% ± 1.76% at baseline and follow-up, 
respectively; this 6-month change was not statistically 
significant when analyzing all coaching participants, that 
is, including those with adequate glycemic control 
(Cohen d effect size = .21). Control participants’ A1C 
remained unchanged.

Discussion

To our knowledge, this is the first randomized con-
trolled trial to analyze the effectiveness of an individual-
ized diabetes coaching intervention that, in addition to 
providing education, targets internal motivation by link-
ing behavioral goals to patients’ values and personal 
vision of health. Improvements were observed in self-
reported medication adherence, patient engagement and 
behavior, perception of illness, psychosocial measures, 
and A1C.

Medication Adherence

Multiple assessments in the present study suggested 
that IH coaching helped improve medication nonadher-
ence. Improved scores on the ASK-20 questionnaire, 
which identifies perceived barriers to medication adher-
ence (eg, “I run out of medicine because I don’t get refills 
on time” or “I have to take too many medicines a day”), 
have been shown to correlate with objective measures of 
adherence, including pharmacy claims-validated medica-
tion adherence.12,20 Identifying barriers also largely facil-
itated the coaching process by gauging a starting point to 
discuss what gets in the way of taking medicines. IH 
coaching participants not only reported fewer barriers to 
medication adherence at the end of coaching, but adher-
ence also improved according to the widely used Morisky 
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Adherence Scale. In addition, the number of participants 
who reported missing a medicine dose in the past week 
was significantly reduced.

Patient Engagement and Behavior

Perceived self-efficacy and coping skills have been 
emphasized in the literature as keys to self-management 
and accountability.21 Using the PAM-13 to compare IH 
coaching participants to controls, only IH coaching  
participants showed significant improvement in the  
knowledge, skills, and confidence for self-management, a 
construct known as patient activation. Increased activation 
has been related to positive change in a variety of behav-
iors relevant to chronic disease.22 Improving patient acti-
vation coincides with a fundamental aim of IH coaching, 
which is empowering patients to take ownership of their 
disease. In the current study, not only did IH coaching 
participants report increased activation, but this psycho-
logical shift occurred simultaneously with the self-reported 
behavior changes in medication adherence and exercise 
frequency. Further research would add to the understand-
ing of the interrelationships of these variables and the 
mechanisms of change that occur through IH coaching.

Perception of Illness

Although different in tone and approach, the Appraisal 
of Diabetes Scale and Benefit-Finding Scale both assess 
the perceived meaning, or influence, that diabetes has on 
a patient’s life. The Appraisal of Diabetes Scale asks 
about negative aspects of disease (“How upsetting is 
having diabetes for you?” and “To what degree does 
diabetes get in the way of developing your life goals?”), 
while the Benefit-Finding Scale assesses potential bene-
fits from being diagnosed with and treated for a chronic 
illness. Participants report to what extent they agree with 
statements like “having type 2 diabetes has taught me to 
be patient,” “. . . has led me to deal better with stress and 
problems,” and “. . . has helped me become more focused 
on priorities, with a deeper sense of purpose in life.” To 
our knowledge, the current study represents the first time 
the Benefit-Finding Scale has been used in patients with 
type 2 diabetes. Positive psychological responses to ill-
ness have been linked to improved emotional, physical, 
and immunological outcomes.23,24 Health care providers 
usually have little time to discuss with patients the  
benefits they have experienced from having diabetes; 

however, this finding suggests that patients with type 2 
diabetes who receive IH coaching may have a strong 
capacity for identifying and integrating positive aspects 
of their disease in the self-management process.

Psychosocial

Socially isolated patients have difficulty managing 
their disease,21 and poor social support has been linked 
to nonadherence,25 depression,26 and increased mortal-
ity.27 Improved scores on perceived social support in the 
IH coaching group, but not controls, likely reflect IH 
coaches’ emphasis on establishing support networks  
as well as accessing resources in the community. 
Reductions in perceived stress in the IH coaching group 
are also promising, given the potential negative impact 
of stress in glycemic control.28 IH coaching, therefore, 
may help fortify support networks and improve patients’ 
abilities to cope with psychosocial factors such as 
stress.

A1C

Because the aforementioned measures relied on par-
ticipant self-report, a more objective metric for lifestyle 
behavior change was A1C. More than one third of the IH 
coaching group (total group, n = 27) had adequate glyce-
mic control at baseline (A1C <7%). Those with elevated 
baseline A1C (≥7%, n = 16), however, significantly 
reduced their A1C by 0.64% over 6 months.

Limitations in the current study include small sample 
size, especially considering the number of IH coaching 
participants with nonelevated A1C at baseline. Another 
possible limitation is that all measures (except for A1C) 
were based on self-report, introducing possible bias in 
reporting of outcomes. Finally, the intention behind the 
study was to evaluate the role of IH coaching to help 
patients with type 2 diabetes better self-manage their 
condition. In practice, IH coaching is “integrative,” 
amplifying other useful approaches (eg, education) that 
are necessary but not sufficient for self-management. 
While this allows easier implementation into existing 
self-management practices, it does preclude the ability of 
the current study to separate outcomes that are due to 
education versus those due to IH coaching.

A significant strength of the current study is the diver-
sity of the patient sample. Treatments and interventions 
that are labeled “integrative” are sometimes thought to be 
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affordable to and utilized by only well-educated upper-
middle class white clients.29 In this sample, however, 
more than half of the patients were African American, 
more than half had household incomes less than $50,000, 
and more than half had an education level below a college 
degree. Not only was the intervention well received 
according to qualitative feedback, but adherence to the 
protocol was exceptional, with 93% of study completers 
participating in all 14 coaching sessions.

Implications and Relevance

Health care providers, and diabetes educators in par-
ticular, may find principles of IH coaching helpful in 
their practice (Table 3). In IH coaching, patients are con-
sidered the most knowledgeable, capable, and reliable 
resource of information regarding personal strategies for 
behavior change. This differs somewhat from traditional 
diabetes education, where the educator, by definition,  
is the expert who provides information. In coaching,  

education is provided at the patient’s pace, that is, when 
information will be meaningful in the context of the 
patient’s goals and purpose. Coaches elicit ideas and 
resourcefulness from patients, encouraging them to learn 
about their disease in the framework of their own lives. 
A coach may ask, “What aspects of controlling your 
blood sugar are most confusing to you? What have you 
heard? Where would you normally go to find this infor-
mation?” The coach always asks permission before offer-
ing education, reinforcing the idea that the patient is in 
control. Regarding behavior change, patients learn the 
most when the coach takes the position of curious sup-
porter: “What, from your experience, works for you and 
doesn’t work for you? What have you heard works for 
others? Let’s experiment and see what we learn and go 
from there.” Patients have no need to defend unhealthy 
behaviors because coaches are not exploring why a per-
son behaves (or does not behave) in a certain way. 
Rather, coaches explore what the patient wants to change 
and how to make changes successfully so as to move 
toward their stated goals.

In addition to the role of curious partner, the coach 
remains focused on helping the patient sustain motiva-
tion, commitment, and accountability. In conventional 
medicine, accountability can be confusing when the 
provider’s role is to “fix” the patient. Diabetes educa-
tors feel pressure and are even offered incentives for 
having their patients achieve certain A1C levels; how-
ever, an A1C of 7% may seem arbitrary and meaning-
less to the patient in the scope of his or her life priorities 
and values. Who, then, is held accountable if no prog-
ress is made? IH coaches clarify this at the start of 
coaching by asking patients how they prefer situations 
be handled when they do not follow through on a com-
mitment. Some patients prefer to be asked direct ques-
tions to figure out what went wrong, some want support, 
while others want to be reminded of a particularly rel-
evant personal story. For example, a patient may share 
that his uncle had both legs amputated last year from 
diabetes complications. He may also state that what is 
most important to him is to be healthy enough to walk 
his daughter down the aisle at her wedding one day. 
Thus the coach’s role can be to remind him of this when 
he does not follow through on his goals, helping him to 
reconcile his day-to-day decisions with his larger 
vision. In IH coaching, patient accountability is best 
reinforced using the patient’s own stories and personal 
values.

Table 3

Principles of Integrative Health Coaching

The patient is the best source of information for personal 

behavior change strategies.

Education is provided when the patient is ready.

Goals are aligned with the patient’s vision of health and 

personal values.

Emphasis is placed on how to change behavior, not why 

current behaviors exist.

Plans are established for how to deal with setbacks.

The coach reinforces accountability using the patient’s own 

values and stories.

Only the patient is able to choose goals that are the most 

motivating.

Priorities are established balancing long-term vision and what 

is most salient in the patient’s present life.

Patience and belief in the patient are critical to establish trust 

in the coaching relationship.

Coaches guide patients in linking behavior change to their life 

purpose.
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These same stories and values are also used to elicit 
motivation. In IH coaching, goals are aligned with the 
patient’s agenda—with what the patient most cares 
about and is ready to tackle. While health care providers 
undergo extensive education and training to learn “what 
is best” for patients, they are often unable to choose the 
goals that are most motivating. Patients must do this for 
themselves. This requires patience and understanding 
from the provider, yet it is crucial in establishing a sense 
of empowerment and intrinsic motivation for the patient. 
Additionally, the patient must be trusted to communicate 
what is the most salient problem, issue, frustration, or 
challenge in the current snapshot of his or her life. For 
example, patients may not consider immediate stressors 
such as demands at work or the recent death of a relative 
as relevant in the context of elevated blood glucose lev-
els. Yet, from an integrative health perspective, develop-
ing coping strategies and lowering stress may improve 
metabolic control, free up time for exercise, and perhaps 
lead to a greater sense of empowerment and self-confi-
dence in the ability to adopt other healthy behaviors.

Health care providers who push for lifestyle behavior 
change before clients are ready run a high risk of under-
mining the coach-patient relationship. Patients who try to 
change when they are not ready may feel like failures or 
even feel shame because they have disappointed their 
coach. This introduces a feeling of vulnerability that 
reduces the chance they will try again in the future. When 
there are discrepancies in the patients’ stated goals and their 
behavior, the coach carefully points it out while also com-
municating: “You’re really capable. You have the resources 
within you. You may benefit from learning new skills, tak-
ing another approach, or exploring another perspective. I’m 
here to support you in the process. What do you need?” It 
is indeed a challenge for the coach not to become discour-
aged or impatient. It is vital, however, for coaches to retain 
a nonjudgmental perspective and engage patients in self-
discovery in creating their own personal vision of their 
health and life. By gaining clarity around their life purpose 
and values, patients learn to connect their health goals and 
lifestyle to this bigger picture, which is a critical step in 
developing the best strategies for lasting behavior change.

Training Programs

Training programs in coaching have emerged for 
health care professionals and would be appropriate for 

diabetes educators. The International Coaching 
Federation (www.coachfederation.org) approves a range 
of coach training and certification options. For example, 
a 5-weekend fundamentals program offers the opportu-
nity for coaching techniques to be learned and practiced. 
Actual certification programs are generally more inten-
sive. Programs that are tailored for providers working 
with health and wellness issues are offered by 
Wellcoaches (www.wellcoaches.com), Duke Integrative 
Medicine (www.dukeintegrativemedicine.org), and the 
Coaches Training Institute (www.thecoaches.com). The 
IH coaching program most aligned with the intervention 
used in the current study is offered through Duke 
Integrative Medicine (www.dukeintegrativemedicine 
.org).
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