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The purpose of the study was to explore the perspectives
and roles of peer coaches, who are patients with diabetes
trained to provide diabetes self-management support
(DSMS) to other patients.

Methods
A focus group and 17 qualitative semi-structured interviews were conducted with community-based peer
coaches in San Francisco in order to better understand
the process by which these coaches engaged with their
patients. Transcripts were coded and analyzed using
methods based on grounded theory to develop a theoretical model of peer coach roles.

Results
Peer coaches play 3 principal roles in providing DSMS:
advisor, supporter, and role model. While working with
patients, peer coaches had different approaches to setting
emotional boundaries and to allocating responsibility for
implementing health behavior changes. Peer coaches
were more consistent in how they sought resources from
providers. Peer coaches also became empowered to better manage their own diabetes.
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Conclusion
Peer coaches are a highly motivated potential workforce
uniquely positioned to teach and empower patients by
building trust through shared experiences. The variability
in coaching styles suggests an inherent diversity among
peer coaches that must be accounted for in future strategies for design, recruitment, training, and oversight of
peer coaching programs.

D

iabetes self-management support (DSMS)
improves health outcomes.1 The National
Standards for Diabetes Self-Management
Education and Support now identify
access to DSMS and ongoing support as
2 key features of successful long-term management of
diabetes.2 DSMS may be offered by trained health care
personnel such as registered nurses, pharmacists, medical assistants, or other nonclinicians.3 However, these
groupings are rarely present in sufficient quantity in primary care,4 and DSMS is not consistently provided by
primary care practitioners due to insufficient time.5,6 One
solution to expanding access to ongoing DSMS is the use
of peer coaches, who are patients with diabetes trained to
provide DSMS to other patients.7,8
Peer coaching has gained acceptance as a solution for
improving diabetes self-management.9 The World Health
Organization (WHO) recently endorsed further development of diabetes peer coaching programs as part of a
global initiative called Peers for Progress.10,11 Patients
with diabetes are motivated to interact with other diabetes patients because they can learn from one another,
which creates a unique role for peers in DSMS.8 Peer
coaches, also known as peer advisors, counselors, or
mentors, can meet with fellow patients in the community
or in the clinic to discuss shared experiences of living
with diabetes. They are trained to give advice about
DSMS topics including diet, exercise, stress reduction,
and medication adherence. However, a fundamental
question about peer DSMS remains unanswered in the
current literature: How do peer coaches improve diabetes
care for low-income patients?
This qualitative study explores the reasons for success
of peer coaches who participated in a randomized controlled trial (RCT) demonstrating that low-income patients

who received assistance from peer coaches in a primary
care setting reduced their glycosylated hemoglobin (A1C)
levels significantly greater than a control group.12
Although the experiences of peer coaches have been
described in diseases other than diabetes,13,14 qualitative
studies of peer-based DSMS have primarily focused on
the perspectives of patients rather than peer coaches
themselves.15-17 Due to the lack of qualitative research on
diabetes peer coaches, their roles have been described
from the perspectives of researchers. A literature review
of peer DSMS by Brownson and Heisler proposed 6
essential peer coach roles: access to regular, high-quality
clinical care; an individualized approach to assessment
and treatment; collaborative goal setting; education and
skills training; ongoing follow-up and support; and linkages to community resources.18 Dennis’ analysis of peer
DSMS in health care settings recognizes 3 main types of
support: informational, emotional, and appraisal.19 These
roles are prescribed duties assigned by researchers rather
than the peer coaches’ own descriptions of their activities.
This study proposes a qualitative model that gives
insight into the perspectives of peer coaches who successfully helped patients improve their A1C.

Research Design and Methods
Research Design

The authors conducted a preliminary focus group
followed by in-depth semi-structured interviews with
community-based diabetes peer coaches. The open-ended
focus group was used to reveal general attitudes among
participants and to inform the development of the interview guide. Semi-structured interviewing in grounded
theory is a qualitative technique that elicits the participant’s beliefs about themes prompted by an interview
guide, which is generated in an iterative process based on
participant responses.20 This approach provided detailed
information about the coaches’ understanding of their
roles as peer providers of DSMS.
Sample

Peer coaches participated in a program developed at
the Center for Excellence in Primary Care in the
Department of Family and Community Medicine at the
University of California, San Francisco (UCSF), in conjunction with the Peers for Progress WHO global initiative.11 The study protocol of this RCT, comparing peer
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Table 1

Examples of Questions from the Final Iteration of the Semi-structured Interview Guide
Topic
General
Efficacy
Role
Training
Self-Efficacy

Question
How would you explain what a peer coach is (if a friend were to ask you)?
Walk me through a typical meeting with a patient whom you coach.
What influence, if any, do you think you have had on your patients? How do you know?
What are the greatest challenges faced by peer coaches?
What do you think are the limitations to what a peer coach can do for a patient?
How would you define your role in relation to the patients you coach?
In your experience, what have been the best ways for you to build trust with the patients?
How could training of peer coaches be improved?
Why did you decide to become a peer coach?
How has being a peer coach influenced your own experience with diabetes, if at all?

coaching with usual care for patients with diabetes, is
described elsewhere.21 Peer coaches were low-income
English- and Spanish-speaking patients who received
primary care at 1 of 5 San Francisco Department of
Public Health clinics. Candidates to be trained as peer
coaches needed to have an A1C less than or equal to
8.5%, considered the cutoff for good glycemic control for
the purposes of this study. They were referred to the study
by their physicians or the clinic diabetes team. Candidate
peer coaches underwent a 36-hour-long training session
about DSMS techniques followed by a written exam and
observation of their coaching skills. Those passing the
course were considered to be peer coaches. Peer coaches
met monthly with the program director (second author) to
discuss problems and receive refresher training. Most
patients randomized into the peer coaching group chose
their peer coach from a photo book. Peer coaches were
expected to meet with patients once every 2 months during the 6-month intervention, to make phone contact
every other week, and to attend at least 1 physician visit
with each patient. Peer coaches were compensated $150
for completing the training and $25 per month for each
patient they were actively coaching. Eligible participants
in the qualitative study were the 21 peer coaches who had
passed the training and were assigned patients prior to the
interviews. The 4 most experienced English-speaking
coaches were purposively recruited for the focus group.
Four of the 21 coaches dropped out of the study prior to
being interviewed. All the remaining 17 peer coaches,
which included 3 of the 4 coaches from the focus group,

participated in the qualitative interviews. Approval to
conduct this study was granted by the Committee on
Human Research (Institutional Review Board) at UCSF.
Data Collection

A single open-ended focus group of 4 peer coaches was
initially held. Seventeen individual semi-structured interviews, between 35 and 75 minutes in length, were then
conducted with coaches in English or Spanish. After each
interview, the interview guide was revised in an iterative
process. The interview guide included questions about
how peer coaches define DSMS; the coaches’ roles with
regard to patients and the clinical team; and how participation in the program affected their own diabetes management. Examples of questions from the final guide are
presented in Table 1. There was sufficient commonality in
the data to indicate that thematic saturation had occurred
(ie, no new themes were identified). Peer coaches were
compensated $20 for their participation in the qualitative
study. Sociodemographic data were collected with a quantitative survey as part of the RCT.21 To reduce social desirability bias, the interviewer (first author) was not involved
in the RCT study, and coaches were assured that their
responses would remain anonymous.
Data Analysis

The focus group and interviews were audio recorded by
the first author and professionally transcribed by an outside agency within 1 to 2 weeks. Spanish interviews were
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Table 2

Peer Coach Demographics
No. of Peer Coaches

%

5
12

29.4
71.6

3
6
5
1
1
1

17.6
35.3
29.4
6.9
6.9
6.9

2
4
4
7

11.8
23.5
23.5
41.2

3
3
6
3
2

17.6
17.6
35.3
17.6
11.8

5
2
7
2

31.3
12.5
43.8
12.5

Gender (n = 17)
Male
Female
Self-reported race/ethnicity (n = 17)
White/Caucasian, non-Hispanic
Latin/Hispanic
Black/African American
Asian/Pacific Islander
Native American
Multiracial
Education level (n = 17)
Did not graduate from high school
High school graduate or GED
Some college
College graduate
Employment status (n = 17)
Full-time paid (> 30 h/wk)
Part-time paid (< 30 h/wk)
Retired
Unemployed
Disabled
Annual income (n = 16)
Less than $5000
$5000-$10 000
$10 000-$20 000
More than $20 000

analyzed in Spanish and specific quotations were translated only for publication. Using methods based on
grounded theory, transcripts were encoded with AtlasTI
qualitative data analysis software. A preliminary round of
descriptive coding was performed inductively to develop a
basic vocabulary of the data and to identify major themes,
as outlined by Miles and Huberman.22 Interrelations were
then conceptually mapped to develop the theoretical
model. The coding and modeling were primarily conducted by the first author, a graduate student, under the
supervision of the third author, an experienced qualitative
researcher and professor of qualitative methods. The codebook was workshopped during meetings with the other
authors, who have worked extensively with the coach population. A concept map of themes from the initial analysis
was presented to the peer coaches, and their impressions of
its accuracy were incorporated into further development of

the codebook as a way of verifying the analysis. Quotations
are presented without specific demographic characteristics
in order to protect anonymity.

Results
Description of the Sample

The mean age of the peer coaches was 60 years (range
47-80, SD 8.5). Additional demographic data are presented in Table 2. Only 1 of 17 coaches had not yet met
with any patients at the time of the interview. Among the
other 16 coaches, the mean length of time from the first
patient assigned to a coach to the time of the interview
was 120 days (range 55-229, SD 50.8), and the mean
number of patients that each coach had been assigned
was 5 (range 1-9, SD 2.4).
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Figure 1. Qualitatively derived model for functions of peer coaches in practice. The main roles of peer coaches (in dashed boxes) include an advisor who
teaches and strategizes, a supporter who builds trust and motivates, and a role model who incorporates personal experience in order to exemplify and empathize. Peer coaches sought resources from providers, primarily in their advisor role. They became self-empowered to better manage their own diabetes as a
result of their work.

Qualitatively Derived Model

This model represents the roles and interactions of diabetes peer coaches working with patients in a communitybased primary care setting (Figure 1). Analysis of the
peer coaches’ descriptions of their experiences identified
3 principal roles in their provision of DSMS: advisor,
supporter, and role model. The advisor role focused on
patients’ health behaviors in order to implement diabetes
self-management. The supporter role encompassed the
emotional aspects of connecting to patients. As role models, the peer coaches incorporated their personal experiences into their interactions with patients. Peer coaches
felt empowered by their work to better manage their own
diabetes. Each of these roles is discussed below with
illustrative quotations from peer coach interviews.
Advisor

Among many duties that peer coaches fulfilled, the
advisor role encompassed the aspects of their work
related to modifying health behaviors. Teaching activities
were aimed at helping patients understand their A1C
goals, implement behavior change, improve medication
adherence, and engage in shared decision making.
Coaches accomplished these goals by providing medical
knowledge, answering questions, and referring patients
to resources. Peer coaches also discussed strategizing
how to actually implement DSMS techniques in their
patients’ lives.

All 17 of the peer coaches said that they spent time
teaching. A majority of coaches shared information about
medications with their patients, and many taught about
diet and blood glucose—both self-monitoring of blood
glucose and the meaning of A1C. Other topics included
exercise and diabetes risk factors such as high cholesterol, high blood pressure, and stress. For example, one
coach stated,
I’d be like a teacher, an instructor, teaching them the
good things about the diabetes and the bad, and helping them also with their menus, their food choices. Tell
them what is good and what is bad and how big the
portions should be.

The other aspect of the advisor role was the time many
peer coaches took to strategize about how to incorporate
these lessons into their patients’ lives, including making
an action plan, using medication reconciliation, planning
for future doctor visits, and checking in with patients to
track progress. This coach described some of the main
strategies taught during the training:
A peer coach is someone who assists you with working
out your challenges with your diabetes. So—getting
you an action plan and helping you learn your medications, your exercise, and your diet.

The informational and practical aspects of providing
DSMS were the focus of the training curriculum, and
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Table 3

Less
engaged

More
engaged

Quotations Demonstrating the Peer Coaches’ Variability as Advisors in How They Engaged Patients in the Process of
Achieving Behavior Change Goals
“Sometimes they need a little pushing one way and pulling this way, but nicely, of course.”
“You can’t make them do something they don’t want to do. But you can work on
changing their mind.”
“Diabetes is primarily a self-help disease. The doctor can only tell you what you should do.
He can’t do it for you. I can only tell you what you should do. I can’t do it for you.
Ultimately it’s all up to you. Either you do it or you don’t.”

there was a consensus among peer coaches that advisory
functions were a core tenet of their work.
Within the advisor role, each peer coach independently
determined the dynamics of his or her interactions with
patients. There was a wide range in how the coaches allocated responsibility to their patients, with some playing a
more active role in the behavior change process and others
leaving it more to the patients to follow through independently (Table 3). Some coaches tried actively to convince
patients to adhere to their plans, whereas others maintained
that success depended upon the patient’s level of devotion.
In contrast to the variety in the allocation of responsibility to patients, there was a clear consensus about seeking help from providers. Providers include the patient’s
or the peer coach’s physician and clinical care team, as
well as the Peers for Progress program staff. Many
coaches expressed caution about sharing information,
stating that when they did not know how to answer a
question or how to approach a situation, they would ask
for help or refer patients to their providers. For example,
I shouldn’t be able to do more than what they trained
me to do. . . . So certain things I just refer them to the
clinic, or to the advice nurse, or check on it for you and
get back with you. I don’t go farther than what I know.

Supporter

Whereas the advisor role focused on health behavior
change, the supporter role encompassed the emotional
aspects of peer coaches’ interactions with patients. To

make patients feel comfortable enough to discuss their
diabetes, many coaches felt it was necessary to build trust
with patients by cultivating rapport and fostering friendship. Peer coaches also tried to motivate patients by giving reassurance and empowering them to use
self-management techniques independently.
Almost all of the peer coaches said that they began
most interactions by discussing their patients’ personal
lives. One coach said that this approach was an important
way of building trust:
The first thing you have to do is try to earn their friendship, their trust . . . so that they feel confident in you.
They can reveal everything, because when they don’t
have trust, they don’t see the coach as a friend, and
they’re not going to come out with everything.

The peer coaches said that they were able to establish
rapport with patients by listening carefully, being honest,
staying positive, and showing compassion. Many coaches
also said that their availability was important in building
trust, especially because most doctors cannot be so
openly accessible. For example,
We can develop a relationship with and sit with them,
where when something happens that may be hurting
them, with that problem, they can call us where they
wouldn’t call the doctor. . . . So that’s a thing we can do
that makes us—as far as I’m concerned—invaluable.
Because if I had a peer coach 13 years ago, I’d probably be cured.

Goldman et al
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Table 4

Quotations Demonstrating That as Supporters, Peer Coaches Ranged from Being Open about Emotional Issues to
Avoiding These Topics
More open

“It’s clear that sometimes we have to be careful about intimacies
because their points aren’t ours. But there are moments . . .
when frustration makes them reveal their personal issues and
we have to understand them and, above all, be friendly.”

Less open

“And tell them a little bit about yourself, so that they can get a
feel that—you build up a friendship with this person. But you
have to know where the line is . . . where it’s not too personal,
but personal enough. That’s the key thing.”
“I’m not used to being around anybody who’s depressed. . . . What
are you going to do? Because that’s something above and
beyond what we get any kind of training.”

While trying to motivate patients, many peer coaches
said that it was important to encourage patients to follow
through on their strategies for diabetes self-management,
which was highlighted in their training. This coach motivated patients to stay optimistic and persistent by emphasizing that it is possible to live with diabetes for a long time:

sure how to deal with emotional issues that arose or they
avoided them altogether (Table 4).
There were even a couple of cases in which the
patient’s personal issues went beyond the scope of the
peer coach’s training, and professional help was sought.
For example,

To make them aware that it’s a disease that can be taken
care of, I tell my patients, “Look, you have to learn one
thing: that those who are diabetics can last a long time
if we are obedient about our medications and diet.”

One of my clients . . . was real depressed. . . . And I
contacted [the social worker] at our clinic . . . and I
said, “I don’t know what to do. She is so depressed.”
And I had asked my client, “Do you need someone to
talk to besides me?” And she told me, “Yes.”

In addition, some peer coaches stressed that the
knowledge that patients gained from coaching was itself
a form of empowerment, as demonstrated here:
Lack of knowledge makes a man ignorant. So if he
knows how to do a certain thing and doesn’t do it, that’s
on him. But after he learns how to do something, and
he follows the directions and he sees the results, he can
live like this for the rest of his life and never worry
about that anymore.

Similar to the distinct boundaries set by each peer
coach in the advisor role, peer coaches varied greatly in
the supporter role in the degree to which they were willing to discuss emotional issues with their patients. A
majority of peer coaches said that they were open to
personal topics and became deeply invested in their
patients’ lives, whereas others said that they were not

Each peer coach had his or her own style of coaching,
as can be seen in their different approaches to setting
boundaries with patients in their roles as advisors and
supporters. Despite sharing an identical training curriculum, this lack of consensus suggests that personal factors
play an important role in coaching dynamics. With that
said, the peer coaches’ consistent approach to contacting
providers when encountering situations beyond their
training suggests that they maintained a clear sense of the
limits of their knowledge and abilities.
Role Model

Whereas many peer coaches described their activities
in terms of lessons and techniques acquired during their
training, they also brought personal experiences to their

Volume 39, Number 6, November/December 2013
Downloaded from tde.sagepub.com at UCSF LIBRARY & CKM on January 2, 2014

Peer Coach Perspectives
807

work in these advisor and supporter roles. As role models, coaches empathized with patients by sharing their
experiences and lessons learned. They also exemplified
their own healthy behaviors by demonstrating selfmanagement strategies that have worked for them.
A majority of peer coaches said that they empathized
with patients by bonding over shared experiences and by
understanding their patients’ struggles. For example,
Sometimes I tell them about my disease—I tell them
that I also have diabetes and that I also do the same
things that I’m explaining to them . . . that I’m like
them. Then they say, “Oh, good,” and they say, “That’s
good because this way we can gain your experience.”

Although many experiences were mutual, some
coaches acknowledged that they did not necessarily have
the same experiences as their patients. Nevertheless, a
few coaches went so far as to exemplify healthy behaviors by exercising or sharing foods with patients. This
coach conveyed the message that it is important to “practice what you preach”:
Someone asked me, say, “Why are you walking so
much?” I said, “Because I’m going to practice what
I’m going to be preaching. I’m not going to tell some
guy to walk 3 days a week if he can make it to that, and
I can’t walk 3.” You see? I want to be able to do what
I’m telling you to do.

Peer Coach Self-Empowerment

Many peer coaches said that their experiences initiated a
process of becoming empowered to better manage their own
diabetes (Table 5). They were motivated to join the program
by multiple factors, including altruism and a desire to learn
more about diabetes. Most of the peer coaches also said that
being in the program led to an improvement in their diabetes
self-management, whereas a couple of coaches said that
their health declined due to personal circumstances.
Thanks to becoming empowered, many of the peer
coaches continued to draw upon their training while giving
advice to family and friends, serving as a community
resource, and even coaching their patients beyond the
completion of the study.

Discussion
This qualitative study of diabetes peer coach roles is
derived from the quantitative study, “Impact of peer

health coaching on glycemic control in low-income
patients with diabetes,” a RCT demonstrating that
patients working with peer coaches had significantly
lower A1C levels after 6 months than a control group.12
The advisor role focused on teaching and strategizing
in a wide range of topics included in the coach training,
and coaches varied in how closely they engaged patients
in the process of achieving behavior change goals. As
supporters, peer coaches motivated and built trust with
patients, although they differed in how they set emotional boundaries. Peer coaches were well aware of their
limitations in both roles and were careful to seek
resources from providers whenever necessary. Finally,
peer coaches acted as role models by drawing on their
own experiences to empathize with patients and exemplify healthy behaviors. This work resulted in selfempowerment among the peer coaches themselves.
The various styles within this small group of diabetes
peer coaches, all of whom received the same training,
suggest that personal preferences among coaches may
introduce both desirable diversity and complicated
inconsistencies into peer coaching programs.
Nevertheless, despite the differences among coaches, the
group as a whole was successful at helping patients
improve their diabetes management. Further mixedmethods analysis is required to determine which traits
among peer coaches resulted in better patient outcomes.
The peer coaches’ descriptions of becoming empowered were overwhelmingly positive. As with coaches
providing self-management support for heart disease,13
these peer coaches were highly motivated by a spirit of
altruism. They benefited from health education that they
had never received as patients, resulting in their feeling
more confident about managing their own diabetes. They
then shared their lessons not only with the patients
assigned by the study but also with their families and
communities.
Physicians, nurses, and other paraprofessionals are
often limited to an advisory role because of the time constraints in primary care.5 Figure 2 shows that although
many people on the spectrum from layperson to provider
can fill some of the peer coaches’ main roles, only peer
coaches satisfy all 3 at once. The extensive training in
this program distinguishes these peer coaches from
untrained coaches in other studies who primarily play a
supporter role.23 To reincorporate DSMS into chronic
disease management in primary care, peer coaches can
fill the current gap in the health care team.
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Table 5

Quotations Demonstrating Peer Coach Self-Empowerment
Domain

Subdomain

Example

Motivation to participate

altruism

“I gave them tools they needed, and I’ve seen their enthusiasm. . . . It made
me feel proud. . . . This is my passion, doing this! So it makes me very
fulfilled.”
“And it helps me, too, to also know more correct information. Because even
now I don’t know everything about it. I learn things about myself even on
it.”
“The doctor handles the medical and handles all the things that the peer
coach handles but doesn’t have the time to, which are the non-medical
things, which are the diet and the exercise, helping plan a diet, helping
them to get it within their financial budget. . . . The type of things that
within 15 minutes, which is basically what the doctor has to see the
patient, he could not possibly do.”
“I have some pretty good clients. They help me, too, you know. I’m telling
you, it works both ways. Whether they know it or not, they’re peer
coaching me, too.”
“It helped me do a lot of things that I haven’t been doing for myself.
Because I say, how can I be an example to my patients if I’m not doing
it? . . . I want to set an example, being a peer coach, hey, look! I got mine
under control! You can do it, too.”
“That’s the first thing that is in my mind, if I will learn, then help myself and
other people and the family, too. Because my mother was a diabetic, and
my father, both of them died already. So maybe I can help the family.”
“After this program was over . . . 5 months from now, I can still be this
person’s buddy and keep in contact with this person, not only for their
sake, but for your own sake.”

education

helping providers

improved health

Becoming community leaders

family

patients

Limitations

Although all peer coaches active at the time of the study
participated in the interviews, this study did not include a
later cohort of 3 coaches as well as the 4 coaches who
dropped out prior to the interviews and may have had negative experiences in the program. Social desirability bias
may have been a factor in the coaches’ responses. Finally,
these findings are specific only to this group of diabetes
peer coaches working in a low-income primary care setting
and cannot be generalized to all peer coaching contexts.

Implications
By learning from the perspectives of peer coaches, this
qualitatively derived model assists with development of
future peer coaching programs in the following ways:

•• Recruitment: Given that coaches had a wide range of personal coaching styles, entrance interviews may clarify
which candidates are likely to work well with a diverse
group of patients. Furthermore, recruitment should emphasize the potential benefits to peer coaches themselves,
including improved management of their own diabetes and
becoming a community resource.
•• Training: As advisors, the coaches’ various approaches to
allocating responsibility to patients could potentially include
either pressuring patients to adopt new health behaviors or
remaining so hands-off as to render themselves ineffectual.
Coaches also have the potential to become too emotionally
involved as supporters. The peer coach training program
should carefully define boundaries and clarify expectations.
•• Oversight: Peer coaches consistently sought advice about
health behaviors or emotional issues when they were confronted with situations that went beyond their knowledge
and abilities. Future programs must ensure access to program staff, providers, and additional outside resources.
Volume 39, Number 6, November/December 2013
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Figure 2. Spectrum from laypersons to providers fulfilling peer coach roles. Schematic representation (developed by the authors) showing how various
providers of self-management support fulfill some of the principal peer coach roles of advisor, supporter, and role model, but only peer coaches satisfy all 3
at once.

DSMS is lacking in primary care,5 and primary care
providers no longer have time to provide this essential
component of chronic disease management.6 Peer coaches
are an effective and highly motivated potential workforce
for providing one-on-one DSMS, particularly when they
receive training. This qualitative model shows that peer
coaches are uniquely positioned to teach and empower
their patients by building trust through shared experiences.
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