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Consensus CoachingSM 
 
Because knowing it and doing it are two different things. 
Most people who are at risk don’t need to be told that they’d be healthier if they got more 
exercise, ate a healthier diet, quit smoking, moderated their heavy drinking, flossed their teeth, 
got a good night’s sleep, or managed their time more effectively.  But knowing the right thing to 
do and doing it are two different things.   
 
Information is necessary but not sufficient. 
That’s why Consensus CoachingSM goes beyond providing information and engages people in a 
dynamic process of behavior change.  Instead of offering a canned curriculum, we specialize in 
the nitty, gritty, work of helping people break-out of a rut and reframe their feelings, thoughts, 
and choices to accomplish meaningful and lasting health behavior change.  We accomplish this 
by incorporating the state-of-the-art science of human motivation into our proprietary model 
of self-management support that meets people where they are, establishes consensus, and 
builds momentum for change.  
 
At its core, Consensus CoachingSM is a client-centered 
method of helping people to help themseves to set 
and achieve their health-related goals.  It isn’t a 
lecture, it isn’t a nag session, it’s an ongoing 
professional, yet personal, connection that motviates 
and guides people to accomplish the difficult, 
incremental work of health behavioral change. 
 
The theoretical underpinnings of our intervention 
draw from international expertise in human motivations and facilitated behavioral change. It 
uses the empiric evidence found to support the self-determination theory, transtheoretical 
model of change, theory of reasoned action, social-cognitive theory, and health belief model, 
while employing techniques used in solutions-focused therapy. 
 

Our process?  We CARE! 
Consensus CoachingSM creates a collaborative connection that gives clients choices whenever 
possible and is never confrontational, programmed, or prescriptive.  How do we actually do it?  
To quote Professor Frances Peabody of Harvard Medical School, “The secret of caring for the 
patient (client) is in caring for the patient.”  Here’s how we CARE.  
 

Connect with the client’s sense of self.  We believe it starts with the relationship, a statement 

of genuine interest and concern.  We want to know who our clients are, how they spend their 
time, what and who they value, what makes them tick, gives them strength, joy, stress and 
consternation. 

“Multiple risk factor 

reduction is the future of 

preventive medicine.”- 

Prochaska 
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Action Planning 
proceeds, and  with 

each cycle client 
gains awareness, 

skill, and 
confidence

New Action 
Plan is 
more 

ambitious

Small Step is 
successful & 
client gains 
confidence

Assess health risks, behaviors, and 

beliefs.  We don’t treat individuals 
like they are children; nor are they 
cases to be solved or diseases to be 
treated.  We want to understand a 
typical day, an exceptional day, and 
the challenges faced in achieving a 
client’s desired state or goal. 

Reach consensus on a Horizon Goal, 

a health goal they wish to reach in a 
specified period of time.  We work 
with clients to solve for the common 
denominator, a meeting of the minds, and mutual agreement that the Horizon Goal holds the 
opportunity for self-improvement and is specific, measurable, actionable, realistic and timely. 

Empower the client to create an Action Plan or set of next steps to achieve the goal.  Action 

planning is the process of mappingout a change, putting it into words, operationalizing it, 
naming how things are going to be done differently tomorrow and the next day.   
 
“Start where you are, use what you have, do what you can.” – Arthur Ashe 
Success doesn’t happen in one cycle. It happens over time and requires effort, sustained effort.  
We are frank about this with our clients and commit to staying with people through the 
process.    
 

The 3C’s of human motivation 
We start by grounding our health guidance in self-determination 
theory, an overarching psychological theory that has 
been rigorously validated in countless international 
settings over the past several decades.  SDT posits that 
people not only have the potential for significant 
change, but that they possess a natural tendency 
toward personal development and positive change.  
Furthermore, for maximal achievement of their 
motivations, people have three basic needs: 

¶ Connection -  the need to seek close relationships 

¶ Choice - the need to be able to choose among options 

¶ Competence -  the need to feel mastery of one’s environment 
 
Connection   
Health care is fragmented and complicated.  This fragmentation and complexity puts people at 
risk.  They may have multiple physicians and aim for access to a single provider to help 
coordinate their care.  Getting access to a primary care doctor can be difficult.  Schedules are 
packed and 15 minutes doesn’t give people enough time to get the needed constancy in follow-
up.   Enter the HealthGuide, who will interact telephonically with the client and spend the time 

Self-determination theory (SDT): 

¶ Has a humanistic orientation  

¶ Is supported by rigorous research 

¶ Makes positive assumptions about 
human nature and the natural desire for 
self-improvement while expalining how 
negative outcomes can accrue instead 

¶ Assumes that people, in order to thrive, 
must meet three psychological needs 

¶ Focuses on people’s struggle to feel 
greater self-ownership of motivated 
behavior, including health- and 
treatment-related self care 
 

Explains how practitioners can best motivate 
clients so that they internalize healthy 
behaviors 

Connect 
with client's 
sense of self

Assess health 
risks, 
behaviors, and 
beliefs

Reach 
consensus on 
Horizon Goal

Empower 
creation of an 
Action Plan  
to accomplish 
goal



 

Copyright© 2010 Longitude Health, Inc. 
 

Better 
Health 

Outcomes

Choice

Competence

Connection

A simplified process model for Self-determination theory (SDT) shows that 
well intentioned, autonomous motivations (where the participant has 

choice), feelings of competence (self-efficacy), and connection 
(relatedness) are each independent predictors of good clinical outcomes 

and that well internalized motivations also contribute to a sense of 
competence or self efficacy. 

needed to help create Action Plans while keeping the physician in the loop.  Because we 
believe strongly in the role of connection, clients don’t get a random HealthGuide from the 
“pool”. They get a continuity relationship with a personal HealthGuide, and with it, universal 
regard and respect,  a listening ear, confidentiality, and trust.   
 
Choice 
Change is difficult. To embark on a successful journey, the individual must choose when to 
begin, where to go, and how to get there. Choosing this destination must have meaning and 
purpose for the individual.  Rather than telling people what they need or ought to do, we 
believe individuals are experts about themselves and that past experiences are not a net 
negative; they’re a net positive, a resource to draw upon to plot a new path to better health.  
We don’t nag or tell people what to do.  We help them visualize and choose a realistic  
Horizon Goal and move toward it by breaking the journey into small, achievable steps.  This 
client-centered approach to goal setting is sensitive to a clients’ readiness to change and is a 
revolutionary approach to multiple risk factor reduction.  And because we couple it with an 
ongoing connection, the long-term relationship established between a client and HealthGuide 
enables seamless and sequential risk factor management. 
 
Competence 
Slow and steady wins the race.  Success 
breeds success.  Practical wisdom and 
empiric research shows that breaking a 
goal into several small steps, called Action 
Plans, creates an achievable framework 
that is not overwhelming.  Furthermore, 
each Action Plan becomes a lesson along 
the way.  If not always successful, it will 
always be instructive.  And with each 
lesson, individuals become more self-
aware, more mindful, wiser, more 
competent and confident. Because two 
heads are better than one and our 
HealthGuides have experience working 
with a wide range of clients and 
challenges, their expertise helps clients 
move more successfully down th path 
of change.  Though we do much more 
than educate, we sometimes find that people are operating with false assumptions or 
misinformation; we find the right opportunity to share practical information we think is key to 
reframing non-productive thinking.   
 
Peeling the onion 
Self-determination theory also recognizes that the quality of human motivations influences the 
likelihood of an individual’s successful striving, and that these motivations lie on a continuum 
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that can predict the likelihood of sustained success.  The most successful strivings are ones that 
are intrinsic and highly concordant with the individual’s beliefs and value system. 

¶ Intrinsic motivation -  done for its own sake because it is gratifying 

¶ Integrated motivation – done because it is believed to be good 

¶ Identified motivation - done without question, though not gratifying 

¶ Introjected motivation – done to avoid guilt, shame or anxiety  

¶ External motivation – done to obtain a reward or avoid punishment 
 
We don’t stop with the “what” of goal setting, but instead, pause to ask “why” in order to elicit 
and explore with clients the range and sustaining quality of their motivations, thereby 
facilitating their more successful and lasting change process. 
 
“I can quit smoking.  I’ve done it a thousand times.” – Mark Twain 
Change is rarely linear and is more often fraught with slips.  
Two steps forward, one step back, still marks progress.  
Negative self-talk can dangerously derail an individual’s good 
effort and meaningful progress toward successful change 
when it becomes a cognitive distortion, e.g. “I’ll never be able 
to do this.”  That’s why we do provide contingency 
management as part of our coaching process.  We are realists, 
not idealists and we help prepare people for the reality of a 
very challenging environment.  And we know that confidence 
and competence help determine one’s success. 
 
Clinical focus: close-up on diabetes 
The host of skills that people with diabetes must master 
requires training and support beyond what can be provided in 
the typical primary care office workflow.5-8 Smoking cessation 
and good control of blood glucose, blood pressure and blood 
lipids through appropriate lifestyle modification, drug therapy, 
and adherence to evidence-based care guidelines can 
significantly reduce the risk of diabetes complications,1 yet 
among the 61% of patients with diabetes who do not exercise 
regularly, 63% report that their provider has never advised 
them to do so; and of the 20% who smoke regularly, 29% report that their provider has never 
advised them to quit.2  Patients with diabetes receive only 45% of the needed care, such as  diet 
and exercise counseling and ACE inhibitors for proteinuria in accordance with evidence-based 
care process guidelines;3 and similarly, few reach the target benchmarks for optimal disease 
control. Only 42% have a hemoglobin A1c < 7%, 34% have a low-density lipoprotein level of 
<100 mg/dL, and 48% have a diastolic BP < 80 mm Hg.4  Only a third of patients with 
hypertension have their blood pressure lowered to target systolic and diastolic goals,5 and just 
half of patients with hyperlipidemia fulfill consensus lifestyle management and care process 
guidelines.3     
 

Our coaching 
encompasses these 
conditions: 
Asthma 
COPD 
Coronary artery disease 
Congestive heart failure 
Diabetes  
Family weight 
management 
Fibromyalgia 
Healthy Pregnancy 
Hyperlipidemia 
Hypertension 
Low back pain 
Overweight/Obesity 
Osteoarthritis 
Smoking cessation 
Stress reduction 
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Leaders in diabetes care  recognize the importance of activating patients with diabetes over an 
extended period of time, άLǘ ƛǎ ƴƻǿ ǊŜŎƻƎƴƛȊŜd that many people with Type 2 diabetes are not 
ƳŀƪƛƴƎ ƭƛŦŜ ŎƘŀƴƎŜǎΧ ōŜŎŀǳǎŜ ǘƘŜȅ Řƻ ƴƻǘ ƪƴƻǿ ǘƘŜ ǊŜƭŜǾŀƴŎŜ ƻŦ ǘƘŜǎŜ ŎƘŀƴƎŜǎ ǘƻ ǘƘŜƛǊ ƘŜŀƭǘƘ 
ŀƴŘ ōŜŎŀǳǎŜ ƻŦ ǘƘŜ ŜǾŜƴǘǳŀƭ ΨōǳǊƴ ƻǳǘΩ ƛƴ ǘǊȅƛƴƎ to follow guidelines that do not seem to fit into 
their day-to-day ƭƛǾŜǎΧLǘ ƛǎ ƻƴŜ ǘƘƛƴƎ ǘƻ ŘŜƭƛǾŜǊ ŜŦŦŜŎǘƛǾŜ ŜŘǳŎŀǘƛƻƴ ŀǘ ŘƛŀƎƴƻǎƛǎΣ ōǳǘ ƻǾŜǊ ǘƛƳŜ ƛǘǎ 
effectiveness wanes.  It is thus essential that a programme of life-long learning is developed to 
ensure patients with diabetes remain equipped to manage their condition effectively in the face 
of changing treatment requirements and options.”20 
 
Indeed, reviews of approaches to diabetes self-management have concluded that the most 
effective strategies are those that are behaviorally-based, patient-centered and reinforced over 
time.22   Similarly, reviews of chronic disease care have concluded that collaborative problem 
definition, goal setting and planning, a continuum of self-management training and support, 
and active and sustained follow-up are important for effective program implementation.6   
 

Consensus CoachingSM goals for diabetes 

 
1. American Diabetes Association (ADA). Standards of medical care in diabetes. V. Diabetes care. Diabetes Care 2007 Jan;30(Suppl 1):S8-15. 
 2. American Diabetes Association. Nutrition recommendations and interventions for diabetes: A position statement of the American 
Diabetes Association. Diabetes Care 2007 Jan;30 Suppl 1:S48-65. [119 references];  
3. http://www.joslin.org/Files/Nutrition_Guideline_Graded. 

Single or Combination 
Rx to achieve A1c <7%  
or other target as 
prescribed by physician

Pneumococcal, Zoster, 
and Influenza vaccines 
per guidelines

Rx
A1c at least 2x/year

Urinary microalbumin 
& GFRcalc at least 
yearly

Dilated eye & foot 
exams at least yearly

Lipid profile at least 
yearly, goal LDL < 100 
mg/dL and other 
targets per guidelines

BP monitoring at least 
2x/year, goal <130/<80

Tests
Self-monitoring of 
blood glucose (SMBG) 
as directed by 
physician

DASH or other diet as 
directed by certified 
diabetes educator

Moderate aerobic 
exercise > 150 
minutes/weekly 
including 

Strength training 
3x/week

Weight reduction 5-
10% (if obese)

Smoking cessation (if 
smoker)

Self-
Care
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4. Ambulatory Quality Alliance (AQA) outcomes (2005): % A1C tests/yr, % DM with A1C > 9, % DM w/ BP <140/90, % w/ LDL-C or Lipid Panel, 
% with LDL-C < 100 or 130, % eye exam in past year (or 2 years, if low risk) 
5. Endocrine Practice Vol 13 (supp 1) May/June 2007 

 

“A journey of a thousand miles begins with a single step.” – Confucious 
It begins with consensus.  By articulating choice, providing connection, and building 
competence, we help clients build momentum for lasting change.  [ŜǘΩǎ ƎŜt started! 
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