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Scope	  of	  Chronic	  Disease	  

Chronic	  diseases	  are	  the	  leading	  cause	  of	  death	  and	  disability	  throughout	  the	  
developed	  world	  (Sabate,	  2002),	  and	  in	  Canada	  account	  for	  an	  estimated	  89%	  of	  all	  
deaths	  (World	  Health	  Organization,	  2005).	  	  While	  heart	  disease	  (Mathers	  et	  al,	  
2000),	  and	  cancer	  predominate	  (Canadian	  Cancer	  Society,	  2011),	  respiratory	  
diseases	  and	  diabetes	  also	  contribute	  significantly,	  both	  in	  terms	  of	  mortality	  and	  in	  
cost	  to	  healthcare	  system.	  	  Diabetes	  alone	  affects	  about	  2.5	  million	  Canadians	  at	  an	  
estimated	  annual	  cost	  of	  $6.7	  billion	  in	  2011	  (Doucet	  &	  Beatty,	  2010).	  	  Similarly,	  
nearly	  2.4	  million	  Ontarians	  suffer	  from	  respiratory	  diseases	  at	  an	  estimated	  
combined	  cost	  of	  nearly	  $6	  million	  for	  asthma,	  COPD,	  and	  lung	  cancer	  (Ontario	  Lung	  
Association,	  2011).	  

Lack	  of	  Adherence	  to	  Recommendations	  

Two	  important	  strategies	  for	  managing	  chronic	  disease	  are	  adherence	  to	  treatment	  
and	  health-‐related	  lifestyle	  changes	  (Dunbar-‐Jacob,	  2000).	  	  However,	  research	  
shows	  patients	  with	  chronic	  conditions	  do	  not	  adhere	  to	  treatment,	  including	  
medications.	  	  For	  example,	  non-‐adherence	  to	  diabetes	  treatment	  is	  about	  50%	  
(Haynes	  et	  al,	  2002),	  with	  some	  estimates	  as	  high	  as	  93%	  (Cramer,	  2004).	  	  The	  
economic	  burden	  of	  non-‐adherence	  to	  drug	  therapy	  in	  Canada	  is	  estimated	  at	  $8	  
billion	  a	  year	  (Iskedjian	  et	  al,	  2002).	  
Research	  shows	  a	  similar	  lack	  of	  adherence	  to	  health	  behaviour	  recommendations	  
across	  a	  wide	  range	  of	  conditions	  (Lindner,	  2003).	  	  Interestingly,	  the	  first	  linkage	  of	  
lifestyle	  behaviours	  to	  reducing	  illness	  and	  mortality	  is	  credited	  to	  a	  1974	  Health	  
Canada	  report	  (Lalonde,	  1974).	  	  But	  prescriptions	  for	  lifestyle	  changes,	  whether	  
from	  primary	  care	  professional	  or	  specialist,	  do	  not	  lead	  to	  actual	  behaviour	  
changes	  (Wolever	  et	  al,	  2010).	  	  And	  while	  education	  is	  a	  necessary	  component	  it	  is	  
insufficient	  to	  sustain	  long-‐term	  behaviour	  change	  (Pearson	  et	  al,	  2007).	  	  The	  
addition	  of	  personal	  coaching	  was	  significantly	  more	  effective	  than	  health	  education	  
alone	  in	  helping	  people	  initiate	  and	  sustain	  an	  exercise	  program	  (King	  et	  al,	  2007).	  

Patients	  Want	  to	  Self-‐Manage	  

Some	  critics	  propose	  that	  patients	  innately	  want	  to	  control	  their	  health	  conditions,	  
but	  the	  healthcare	  system	  does	  not	  support	  “long-‐term	  consistent	  change”	  integral	  
to	  self-‐management	  (Bugas	  &	  Silberschatz,	  2000).	  	  Self-‐management	  is	  defined	  as	  
the	  person	  with	  the	  chronic	  condition	  “engaging	  in	  activities	  that	  protect	  and	  
promote	  health,	  monitoring	  and	  managing	  symptoms	  and	  signs	  of	  illness,	  managing	  
impact	  of	  illness	  on	  functioning,	  emotions	  and	  interpersonal	  relationships	  and	  
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adhering	  to	  treatment	  regimens.”	  	  For	  patients	  with	  diabetes,	  for	  example,	  this	  may	  
include	  self-‐monitoring	  of	  blood	  glucose	  levels	  and	  administering	  medication	  as	  
prescribed,	  making	  difficult	  lifestyle	  changes	  such	  as	  losing	  weight	  and	  doing	  
exercise,	  and	  dealing	  with	  emotions	  such	  as	  stress,	  anxiety,	  and	  fear.	  	  	  
Programs	  to	  train	  and	  support	  patients	  in	  self-‐care	  have	  been	  offered	  to	  patients	  
worldwide	  and	  are	  considered	  effective	  in	  engaging	  patients	  to	  take	  responsibility	  
and	  to	  make	  healthier	  lifestyle	  choices.	  	  The	  most	  widely	  available	  peer-‐coaching	  
program	  is	  the	  Stanford	  Chronic	  Disease	  Self-‐Management	  Program	  grounded	  in	  
concepts	  of	  self-‐efficacy	  and	  goal	  setting,	  (Lorig	  et	  al,	  2001,	  McGowan,	  2006,	  Jordan	  
&	  Osborne,	  2007).	  	  	  
Self-‐managing	  patients	  exhibit	  the	  following	  core	  competencies.	  	  	  They:	  

1. Know	  their	  condition	  and	  various	  treatment	  options.	  
2. Negotiate	  a	  plan	  of	  care	  and	  review	  and	  monitor	  the	  plan.	  
3. Actively	  participate	  in	  decision-‐making	  with	  health	  professionals	  and	  other	  

caregivers	  
4. Engage	  in	  activities	  that	  protect	  and	  promote	  health	  
5. Monitor	  and	  manage	  the	  symptoms	  and	  signs	  of	  their	  condition.	  
6. Manage	  the	  impact	  of	  the	  condition	  on	  physical	  functioning,	  emotions	  and	  

interpersonal	  relationships	  	  
7. Can	  and	  do	  use	  support	  services.	  

However,	  despite	  their	  popularity,	  lay-‐led	  programs	  appear	  to	  have	  limited	  impact	  
on	  long-‐term	  health-‐related	  behaviours,	  utilization	  of	  health	  services,	  and	  health	  
outcomes	  (Foster	  et	  al,	  2007;	  Buszewicz,,	  2006,	  Jordan	  &	  King,	  2007).	  

Need	  for	  Coaching	  (Self-‐Management	  Support)	  

Self-‐management	  support,	  or	  health	  coaching,	  is	  increasingly	  recognized	  as	  a	  
necessary	  complement	  to	  education-‐based	  initiatives	  in	  order	  to	  change	  patients’	  
health	  behaviour	  (Pearson	  et	  al,	  2007).	  	  As	  coaches,	  professionals	  engage	  in	  
“interactions	  that	  are	  focused	  on	  the	  patient	  concerns	  and	  in	  which	  the	  patient	  is	  
listened	  to	  and	  helped	  to	  work	  through	  issues”(Glasgow	  et	  al,	  2001).	  	  	  To	  these	  ends,	  
healthcare	  professionals	  must	  change	  from	  a	  traditional	  “expert”	  role	  of	  informing,	  
directing,	  and	  deciding	  to	  a	  collaborative	  role	  of	  joint	  goal	  setting,	  problem	  solving,	  
and	  follow-‐up.	  	  	  They	  must	  develop	  new	  skills,	  such	  as	  motivational	  interviewing,	  
solution-‐focused	  goal	  setting,	  and	  cognitive	  behaviour	  techniques	  and	  new	  
understandings,	  such	  as	  stages	  of	  change.	  	  The	  following	  are	  competencies	  exhibited	  
by	  healthcare	  professionals	  to	  coach	  self-‐management	  and	  health	  behavior	  change.	  	  
They	  can:	  

1. Use	  reflective	  listening	  
2. Assess	  and	  match	  intervention	  to	  person’s	  “readiness”	  to	  change	  
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3. Use	  decisional	  balance	  to	  increase	  (if	  necessary)	  a	  person’s	  readiness	  to	  
change	  

4. Assist	  the	  person	  to	  develop	  a	  SMART	  goal	  and	  action	  plan	  
5. Assist	  the	  person	  to	  identify	  barriers,	  use	  problem	  solving,	  and	  develop	  

strategies	  for	  success	  

Theoretical	  Bases	  of	  Health	  Coaching	  

Programs	  of	  health	  coaching,	  or	  self-‐management	  support,	  are	  grounded	  in	  the	  
Chronic	  Care	  Model	  (Bodenheimer	  et	  al,	  2002),	  which	  is	  based	  on	  the	  assumption	  
that	  the	  way	  clinical	  teams	  interact	  with	  patients	  makes	  a	  significant	  difference	  to	  
patients’	  health	  outcomes	  (The	  Health	  Foundation,	  2008).	  
Health	  coaching	  as	  an	  approach	  combines	  the	  principles	  and	  skills	  of	  several	  well-‐
established	  schools	  of	  behaviour	  change.	  	  These	  are:	  

• Self-‐Efficacy	  is	  defined	  as	  people's	  beliefs	  in	  their	  ability	  to	  perform	  certain	  
behaviours	  in	  certain	  situations	  directed	  at	  specific	  goals	  (Bandura,	  1977).	  	  
People	  learn	  self-‐efficacy	  through	  previous	  experiences	  of	  mastery,	  through	  
social	  modeling	  (vicarious	  learning),	  social	  persuasion	  (reinforcement	  and	  
support),	  and	  physical	  and	  emotional	  reactions.	  

• The	  transtheoretical	  (or	  stages	  of	  change)	  model	  proposes	  that	  change	  
occurs	  through	  stages	  that	  include	  precontemplation,	  contemplation,	  
planning,	  acting	  and	  maintaining	  (Prochaska	  &	  Velicer,	  1997).	  	  Interventions	  
that	  are	  stage-‐matched	  may	  enhance	  effectiveness	  and	  increase	  adherence	  to	  
lifestyle	  change	  behaviours	  for	  chronic	  disease	  patients	  (Mau	  et	  al,	  2001).	  

• Motivational	  Interviewing	  is	  a	  client-‐centred	  counseling	  approach	  rather	  
than	  a	  theory,	  per	  se,	  and	  is	  used	  with	  stages	  of	  change	  to	  	  direct	  patients	  to	  
exploring	  their	  ambivalence	  to	  change	  (i.e.,	  creating	  discrepancy	  between	  
what	  one	  wants	  and	  what	  one	  is	  doing)	  and	  thereby	  increasing	  the	  
“readiness”	  to	  change	  (Rollnick	  &	  Miller,1995)	  

• Cognitive	  Behaviour	  Therapy	  is	  grounded	  in	  the	  philosophy	  that	  “negative	  
behaviours”	  are	  learned	  responses	  and	  maintained	  by	  negative	  (often	  
irrational)	  thoughts,	  which	  lead	  to	  negative	  emotions.	  	  These	  habitual	  ways	  
of	  thinking	  and	  negative	  feelings	  can	  block	  changes.	  	  CBT	  helps	  clients	  to	  
develop	  more	  positive,	  rational	  thoughts	  (about	  self),	  which	  changes	  their	  
feelings	  and	  also	  their	  sense	  of	  self-‐efficacy	  (Ellis,	  1975).	  

Integrated	  Health	  Coaching	  Principles	  	  

Wolever	  (2010)	  has	  produced	  a	  list	  of	  health	  coaching	  principles	  representative	  of	  
most	  self-‐management	  support	  and	  health	  coaching	  programs.	  

1. The	  patient	  is	  the	  best	  source	  of	  information	  for	  personal	  behavior	  change	  
strategies.	  

2. Education	  is	  provided	  when	  the	  patient	  is	  ready.	  
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3. Goals	  are	  aligned	  with	  the	  patient’s	  vision	  of	  health	  and	  personal	  values.	  
4. Emphasis	  is	  placed	  on	  how	  to	  change	  behavior,	  not	  why	  current	  behaviors	  

exist.	  
5. Plans	  are	  established	  for	  how	  to	  deal	  with	  setbacks.	  
6. The	  coach	  reinforces	  accountability	  using	  the	  patient’s	  own	  values	  and	  

stories.	  
7. Only	  the	  patient	  is	  able	  to	  choose	  goals	  that	  are	  the	  most	  motivating.	  
8. Priorities	  are	  established	  balancing	  long-‐term	  vision	  and	  what	  is	  most	  salient	  

in	  the	  patient’s	  present	  life.	  
9. Patience	  and	  belief	  in	  the	  patient	  are	  critical	  to	  establish	  trust	  in	  the	  coaching	  

relationship.	  
10. Coaches	  guide	  patients	  in	  linking	  behavior	  change	  to	  their	  life	  purpose.	  

Evidence	  that	  Health	  Coaching	  Works	  

There	  is	  increasing	  evidence	  of	  the	  effectiveness	  of	  health	  coaching	  not	  only	  in	  terms	  
of	  patient	  self-‐efficacy,	  adherence	  to	  treatment	  and	  behaviour	  changes	  but	  also	  
health	  service	  utilization	  and	  health	  outcomes.	  (Kreindler,	  2008,	  Lindner	  et	  al,	  
2003)	  
Coaches	  working	  with	  families	  of	  children	  with	  asthma	  on	  lifestyle	  and	  behaviour	  
changes	  were	  able	  to	  decrease	  hospitalization,	  emergency	  room,	  and	  primary	  care	  
visits	  (by	  45%	  to	  17%)	  as	  well	  as	  use	  of	  medications	  by	  20%	  (Axelrod	  et	  al,	  2001).	  	  
A	  randomized	  control	  trial	  using	  health	  coaching	  for	  six	  months	  with	  cardiovascular	  
patients	  showed	  improvement	  in	  health	  behaviours	  and,	  importantly,	  a	  significant	  
decrease	  in	  cholesterol	  levels	  (Vale	  et	  al,	  2002).	  
Similarly,	  a	  randomized	  control	  trial	  comparing	  health	  coaching	  with	  usual	  care	  for	  
patients	  with	  diabetes	  found	  significant	  improvements	  in	  HbA1C	  levels	  as	  well	  as	  
self-‐reported	  treatment	  adherence,	  exercise,	  stress	  and	  health	  status	  (Wolever	  et	  al,	  
2010).	  

Health	  Coaching:	  Essential	  for	  Patient	  Self-‐Management	  

The	  increasing	  burden	  of	  chronic	  disease	  on	  the	  health	  system	  can	  no	  longer	  be	  
ignored.	  	  An	  essential	  component	  to	  managing	  chronic	  disease	  is	  patient	  self-‐
management,	  including	  adherence	  to	  treatment	  recommendations	  and	  healthy	  
lifestyle	  behaviours.	  	  	  To	  engage	  and	  support	  patients	  to	  effectively	  self	  manage,	  
healthcare	  professionals	  need	  to	  provide	  personal	  coaching	  as	  well	  as	  education.	  	  
And	  health	  systems	  need	  to	  ensure	  coordination	  along	  the	  continuum	  of	  care	  
integrating	  community-‐based,	  primary,	  and	  specialist	  care.	  	  



Health	  Coaching	  for	  Chronic	  Conditions	   	   IOHO	  

©	  IOHO,	  2011	   	   	  5	  

References	  

Axelrod	  R,	  Zimbro	  K,	  Chetney	  R.,	  Sabol	  J,	  &	  Ainsworth	  V	  (2001).	  A	  disease	  
management	  program	  utilising	  life	  coaches	  for	  children	  with	  asthma.	  Journal	  of	  
Clinical	  Outcome	  Management,	  8,	  38-‐42.	  
Bodenheimer	  T,	  Wagner	  EH,	  et	  al	  (2002).	  Improving	  primary	  care	  for	  patients	  with	  
chronic	  illness.	  JAMA,	  288(14),	  1775-‐9.	  
Bugas	  J	  &	  Silberschatz	  G	  (2000).	  How	  patients	  coach	  their	  therapists	  in	  
psychotherapy.	  Psychotherapy,	  37,	  64-‐70.	  
Buszewicz	  M,	  Rait	  G	  et	  al	  (2006).	  Self-‐management	  of	  arthritis	  in	  primary	  care:	  A	  
randomised	  controlled	  trial.	  BMJ,	  333(7574),	  879-‐83.	  
Canadian	  Cancer	  Society	  (2011).	  General	  cancer	  statistics	  at	  a	  glance	  (updated	  18	  
May	  2011).	  	  http://www.cancer.ca/Canada-‐
wide/About%20cancer/Cancer%20statistics/Stats%20at%20a%20glance/General
%20cancer%20stats.aspx?sc_lang=en&p=1	  
Cramer	  JA	  (2004).	  A	  systematic	  review	  of	  adherence	  with	  medications	  for	  diabetes.	  
Diabetes	  Care,	  27(5),1218-‐1224.	  
Doucet	  G	  &	  Beatty	  M	  (2010).	  The	  cost	  of	  diabetes	  in	  Canada:	  the	  economic	  tsunami.	  
Canadian	  Journal	  of	  Diabetes,	  34(1),	  27-‐29.	  
Dunbar-‐Jacob	  J,	  Erien	  JA	  et	  al	  (2000).	  Adherence	  in	  chronic	  disease.	  	  Annual	  Review	  
Nursing	  Research,	  18,	  48-‐90.	  	  
Ellis	  A	  (1975).	  A	  New	  Guide	  to	  Rational	  Living.	  Prentice	  Hall.	  ISBN	  0-‐13-‐370650-‐8.	  
Foster	  G,	  Taylor	  SJ,	  Eldridge	  SE,	  Ramsay	  J,	  Griffiths	  CJ	  (2007).	  	  Self-‐management	  
education	  programmes	  by	  lay	  leaders	  for	  people	  with	  chronic	  conditions.	  Cochrane	  
Database	  Systematic	  Review,	  (4)(4):CD005108.	  
Haynes	  RB	  et	  al	  (2002).	  Interventions	  for	  helping	  patients	  to	  follow	  prescriptions	  
for	  medications.	  Cochrane	  Database	  of	  Systematic	  Reviews,	  (2):CD000011	  
Iskedjian	  M,	  Addis	  A,	  Einarson	  TR.	  (2002).	  Estimating	  the	  economic	  burden	  of	  
hospitalization	  due	  to	  patient	  nonadherence	  in	  Canada.	  Value	  in	  Health,	  5(6),	  470-‐1.	  
Jordan	  J	  &	  Osborne	  R	  (2007).	  	  Chronic	  disease	  self-‐management	  education	  
programs:	  challenges	  ahead.	  	  The	  Medical	  Journal	  of	  Australia,	  186(2):	  84-‐87.	  
Kreindler	  S.	  (2008).	  Lifting	  the	  burden	  of	  chronic	  disease:	  What’s	  worked,	  what	  hasn’t,	  
what	  next.	  http://www.longwoods.com/articles/images/ChronicDiseaseReport.pdf	  
Lalonde	  M	  (1974).	  A	  new	  perspective	  on	  the	  health	  of	  Canadians:	  A	  working	  
document.	  Ottawa:	  Government	  of	  Canada.	  
Lindner	  H,	  Menzies	  D,	  Kelly	  J,	  Taylor	  S,	  &	  Shearer	  M	  (2003).	  Coaching	  for	  behaviour	  
change	  in	  chronic	  disease:	  A	  review	  of	  the	  literature	  and	  the	  implications	  for	  
coaching	  as	  a	  self-‐management	  intervention.	  Australian	  Journal	  of	  Primary	  Health,	  9,	  
177-‐185.	  



Health	  Coaching	  for	  Chronic	  Conditions	   	   IOHO	  

©	  IOHO,	  2011	   	   	  6	  

Lorig	  R,	  Sobel	  D.,	  Ritter	  P,	  Laurent	  D,	  Hobbs	  M	  (2001).	  Effect	  of	  a	  self-‐management	  
program	  on	  patients	  with	  chronic	  disease.	  Effective	  Clinical	  Practice.	  4,	  256-‐262.	  
Mathers	  CD,	  Vos,	  ET,	  Stevenson	  CE,	  &	  Begg	  SJ	  (2000).	  The	  Australian	  burden	  of	  
disease	  study:	  Measuring	  the	  loss	  of	  health	  from	  diseases,	  injury	  and	  risk	  factors.	  
Medical	  Journal	  of	  Australia,	  172,	  592-‐596.	  
Mau,	  M.	  K.,	  Glanz,	  K,	  Severino,	  R,	  &	  Grove,	  JS	  (2001).	  Mediators	  of	  lifestyle	  behaviour	  
change	  in	  native	  Hawaiians:	  Initial	  findings	  from	  the	  native	  Hawaiian	  Diabetes	  
intervention	  program.	  Diabetes,	  24,	  1770-‐1775.	  
McGowan	  P.	  (2006).	  The	  Chronic	  Disease	  Self-‐Management	  Program:	  Program	  
evaluation.	  http://www.coag.uvic.ca/cdsmp/cdsmp_research.htm.	  
Ontario	  Lung	  Association	  (2011).	  Your	  lungs,	  your	  life:	  insights	  and	  solutions	  to	  lung	  
health	  in	  Ontario.	  http://www.on.lung.ca/document.doc?id=868	  
Pearson	  ML,	  Mattke	  S,	  Shaw	  R,	  Ridgely	  MS,	  Wiseman	  SH	  (2007).	  	  Patient	  self-‐
management	  support	  programs:	  an	  evaluation.	  Rockville,	  MD:	  Agency	  for	  Healthcare	  
Research	  and	  Quality;	  AHRQ	  Publication	  No.	  08-‐0011.	  
Prochaska	  JO	  &	  Velicer	  WF	  (1997).	  	  The	  transtheoretical	  model	  of	  health	  behaviour	  
change.	  American	  Journal	  of	  Health	  Promotion,	  12:	  38-‐48.	  
Rollnick	  S	  &	  Miller	  WR	  (1995).	  What	  is	  motivational	  interviewing?	  Behavioural	  and	  
Cognitive	  Psychotherapy,	  23,	  325-‐334.	  
Sabate	  E	  (2002).	  Adherence	  to	  long-‐term	  therapies:	  Towards	  policy	  for	  action.	  
International	  Journal	  of	  Behavioral	  Medicine,	  9(supp	  1),	  231.	  
The	  Health	  Foundation	  (2008).	  Co-‐Creating	  Health	  Briefing.	  	  
http://www.health.org.uk/public/cms/75/76/313/551/Co-‐
creating%20health%20briefing%20paper.pdf?realName=vK5jXO.pdf	  
Vale	  MJ,	  Jelineck	  MV,	  Best	  JD	  &	  Santamaria	  JD	  (2002).	  Coaching	  patients	  with	  
coronary	  heart	  disease	  to	  achieve	  the	  target	  cholesterol:	  A	  method	  to	  bridge	  the	  gap	  
between	  evidence-‐based	  medicine	  and	  the	  “real	  world”-‐randomised	  controlled	  trial.	  
Journal	  of	  Clinical	  Epidemiology,	  55,	  245-‐252.	  
Wolever	  RQ,	  Dreusicke	  M,	  Fikkan	  J	  et	  al	  (2010).	  Integrative	  health	  coaching	  for	  
patients	  with	  type	  2	  diabetes:	  a	  randomized	  clinical	  trial.	  The	  Diabetes	  Educator,	  
36,629-‐39.	  
World	  Health	  Organization.	  	  (2005).	  Preventing	  chronic	  diseases:	  A	  vital	  investment:	  
WHO	  global	  report.	  
http://www.who.int/chp/chronic_disease_report/contents/foreword.pdf	  


