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ABSTRACT
PURPOSE We undertook a study to ascertain patient characteristics associated 
with enrollment and engagement in a type 2 diabetes peer health coaching pro-
gram at an urban health care facility serving predominantly Black veteran men, 
to improve the targeting of such programs.

METHODS A total of 149 patients declined enrollment in a randomized con-
trolled trial but provided sociodemographic, clinical, and psychosocial informa-
tion. A total of 290 patients enrolled and were randomized to 2 peer coaching 
programs; they provided sociodemographic, clinical, and survey data, and were 
analyzed according to their level of program engagement (167 engaged, 123 
did not engage) irrespective of randomization group. Qualitative interviews were 
conducted with 14 engaged participants.

RESULTS Patients who enrolled were more likely to be Black men, have higher 
levels of education, have higher baseline hemoglobin A1c levels, describe their 
diabetes self-management as “fair” or “poor,” and agree they “find it easy to 
get close to others” (P <.05 for each). At the program’s end, patients who had 
engaged were more likely than those who had not to describe their peer coaches 
as being supportive of their autonomy (mean score, 85.4 vs 70.7; P <.001). The 
importance of coaches being encouraging, supportive, and having common 
ground/shared experiences with participants also emerged as key themes in 
interviews with engaged participants.

CONCLUSIONS Individuals with greatest perceived need were more likely to 
enroll in our trial of peer coaching, but the only factor associated with engage-
ment was finding one’s coach to support autonomy. Our findings reinforce 
the importance of training and ensuring fidelity of peer coaches to autonomy-
supportive communication styles for participant engagement. In tailoring peer 
support programs for Black men, future research should elucidate which shared 
characteristics between participant and peer coach are most important for 
engagement and improved outcomes.

Visual abstract

Ann Fam Med 2021;19:532-539. https://doi.org/10.1370/afm.2742.

INTRODUCTION

Black Americans have a significantly higher prevalence of type 2 diabe-
tes when compared with non-Hispanic White Americans.1-3 Although 
many studies have sought to understand and address these dispari-

ties, most of that research has been conducted with Black women, leaving 
a gap in our understanding about how to address type 2 diabetes among 
Black men.4-6 Black men have a higher risk of developing this disease when 
compared with Black women and non-Hispanic White individuals.3 After 
diagnosis, Black men have a disproportionately greater risk of diabetes-
related complications (such as heart disease, renal failure, and limb amputa-
tions), on average have higher hemoglobin A1c (HbA1c) levels, and experi-
ence more barriers to diabetes self-management7,8 when compared with 
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non-Hispanic White individuals.9,10 Also, Black men 
report less participation in health care clinic visits.11-14 
Relatedly, veterans are disproportionately affected by 
type 2 diabetes and are 3 times more likely to have 
diabetes than the general population, with higher 
prevalence and severity among Black veterans,15,16 high-
lighting the importance of better understanding how to 
reduce disparities within these populations.

Adults with type 2 diabetes are instructed by 
their health care professionals to engage in a range 
of self-management behaviors, but adherence is chal-
lenging17,18 and disparities exist in self-management 
among Black men and Black male veterans compared 
with their White counterparts.14,19 Yet, Black men have 
disproportionately low rates of enrollment in diabe-
tes self-management interventions.20 For Black men, 
gender-based values and beliefs along with strong 
social support play a critical role in diabetes self-man-
agement.20 Peer support interventions are one effective 
way to mobilize social support for diabetes prevention 
and self-management,21,22 are increasingly available in 
health care and other community settings,23-25 and have 
demonstrated effectiveness in improving diabetes and 
patient-centered outcomes.26-29 Although peer sup-
port programs are a promising strategy for addressing 
health disparities in Black men,30 they may be under-
used,31,32 highlighting the importance of understanding 
the characteristics of those who enroll and engage in 
these programs. Existing literature shows characteris-
tics of who enrolls in diabetes peer support interven-
tions, but there is a lack of research that examines 
characteristics of engagement, especially among Black 
men.33 Possible factors contributing to this situation 
include a lack of Black male representation in samples 
in research on type 2 diabetes, a decreased likelihood 
of Black men enrolling, and an increased likelihood of 
dropping out of disease self-management research.4,20

To address this gap in knowledge, we examined 
characteristics of participants in a peer coaching pro-
gram evaluated in a randomized controlled trial among 
veterans with type 2 diabetes and high HbA1c levels 
at the John D. Dingell Veterans Affairs (VA) Medical 
Center in Detroit, Michigan. In this study, 60% of 
those contacted declined to enroll and nearly one-half 
of participants who enrolled did not engage in the 
program as it was designed (ie, minimum engagement 
of talking with their coach at least twice a month). 
All program participants had improved HbA1c values 
at 6 months and maintained their improvements at 12 
months.34 Those who engaged in the program showed 
greater improvements in HbA1c values than those who 
did not. We therefore sought to answer 4 key ques-
tions: (1) Who agreed to enroll in the diabetes peer 
coaching trial? (2) What differences, if any, were there 

between those who enrolled and those who did not? 
(3) Who engaged in the intervention (participated in at 
least 2 telephone calls per month with a peer coach)? 
and (4) What were key themes and illustrative experi-
ences among those who engaged in the intervention?

METHODS
Design
Our trial was approved by the Central Veteran’s Admin-
istration institutional review board (protocol 13-35). 
Details of this parallel, 2-arm randomized controlled 
trial of a 6-month peer coaching program have been 
described in detail elsewhere.34,35 Briefly, patients at the 
John D. Dingell VA Medical Center in Detroit, MI, 
were eligible if they had high HbA1c values (ie, at least 
8.0% if aged younger than 70 years and at least 8.5% 
if aged 70 years and older). Patients were contacted by 
letter and called by a research assistant 2 to 6 weeks 
after an HbA1c level in the eligible range was posted 
in the electronic health record (Figure 1). After a brief 
screening to ensure the patient received diabetes care 
at the VA, was not currently enrolled in other diabetes 
interventions, and was able to participate in interven-
tion activities, the patient was asked to join the study. 
Patients who declined were asked to answer questions 
that would help determine whom this kind of peer sup-
port program would appeal to. Of patients declining to 
enroll, 40% agreed to provide sociodemographic infor-
mation and complete survey measures on their social 
support, general health, and diabetes self-management. 
In addition to completing those measures, enrolled 
patients also completed additional survey and physical 
measures at baseline, at the end of the 6-month inter-
vention, and at a 12-month follow-up.

Enrollment occurred from September 2014 to Sep-
tember 2016. Of 739 patients who were contacted, 
290 patients were enrolled over a period of 2 years.

Participants were randomized to 2 peer coaching 
programs. All enrolled patients were assigned a peer 
coach who was a fellow patient with diabetes who for-
merly had consistently high HbA1c values, had achieved 
improvements in recent months, and had received initial 
training in motivational interviewing skills and action 
planning. To the extent possible, patients were matched 
with a coach of the same sex, race, approximate age (±7 
years), and insulin use. Both groups had an initial in-
person session with their assigned coach in which the 
peer coach helped the participant identify a behavioral 
goal related to their diabetes care and specific action 
steps for the next week to meet that goal (an action 
plan). The only difference between the 2 groups was 
that in 1 group, the peer coach used an interactive, per-
sonally tailored e-health tool during that initial session. 
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Thereafter, all peer coaches were instructed to call 
their peer partners at least once a week to check in, ask 
about progress on the action plan, offer encouragement, 
and, if necessary, help the peer partner brainstorm solu-
tions to barriers in completing action steps. To place 
calls, coaches dialed a toll-free number connected to 
an interactive voice response telephone system and 
followed prompts to connect to their assigned peer 
partner(s). The interactive voice response system also 
recorded call date, time, and duration.

Measures
In addition to providing education, employment, 
marital status, racial/ethnic background, and annual 
household income, patients who declined enrollment 
and all enrolled patients answered pre-enrollment ques-
tions. These questions included validated scales for 
self-reported health status,36 diabetes self-management 
ability,37 ease of establishing social relationships,38 
and satisfaction with their health care.39 Patients who 
enrolled also completed a baseline survey that included 
measures of medication adherence and exercise,40 dia-
betes distress,41 and decision conflict.42 Possible scores 
varied across scales and were converted to values rang-
ing from 1 to 100 to facilitate comparisons. 

At the conclusion of the 6-month intervention 
period, enrolled patients evaluated how supportive 

their coach was of their autonomy using 
the well-validated Health Care Climate 
Questionnaire. The questionnaire is a 
12-item scale that assesses patients’ per-
ceptions of the degree to which they 
experience their assigned peer coach to 
be supportive of autonomy vs controlling 
in providing general health support or 
with respect to a specific health care issue. 
It was originally validated in a study of 
patients visiting their primary care physi-
cians and has since been used in multiple 
studies of professional and lay health care 
supporters.43-45 Possible scores range from 
1 to 7, with higher scores representing a 
higher level of perceived autonomy sup-
portiveness; these scores were also con-
verted to values ranging from 1 to 100 to 
facilitate comparisons. 

Semistructured Interviews
Toward the end of the 6-month inter-
vention, we conducted semistructured 
interviews among a purposive sample of 
participants. In this study, we focused 
on the interviews with participants who 
met the criteria for engagement in the 

intervention. Engagement was defined as participa-
tion in at least 2 calls per month with a peer coach, as 
captured by the interactive voice response telephone 
system. At least 2 team members conducted each of 
the interviews with 14 engaged participants, 10 of 
whom were Black men; 9 of those 10 had a peer coach 
who was also Black. All participants gave informed 
consent before these interviews, which lasted 45 min-
utes to an hour and took place at the Detroit VA clinic 
or via telephone between June 2016 and May 2017. 
Interviews were audiotaped, reviewed, and transcribed 
immediately after occurring. Thematic saturation was 
achieved after interviewing 10 Black male participants, 
with no additional themes emerging after interviews 
with 4 White male participants.

Quantitative Analysis
We compared differences between patients who did 
and did not enroll and between patients who did and 
did not engage on all available study variables. We 
used the Pearson χ2 test for categorical variables and 
the t test for continuous measures. Stata 13.0 (Stata-
Corp LLC) was used for all analyses.

Qualitative Analyses
We used a grounded theory approach for each step of 
the qualitative analysis.46 Three research assistants who 

Figure 1. Study flow diagram. 

 81 Not eligible

 368 Declined enrollment

 149 Completed brief survey

 219 Did not complete brief survey

61 Could not be reached

290 Analyzed for engagement

 167 Engaged in intervention

 123 Did not engage in intervention 

144 Peer coaching 
without interactive tool

146 Peer coaching 
with interactive tool

290 Enrolled and randomized 

800 Patients identi� ed for assessment

739 Contacted
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were trained in qualitative inter-
viewing and analysis completed 
all interviews using the interview 
guide domains (Supplemental 
Appendix, available at https://
www.Ann Fam Med.org/lookup/
suppl/doi:10.1370/afm.2742/-/DC1). 
Each transcript was reviewed for 
clarity, content, and emerging 
themes, which were drafted into 
a codebook. Team members then 
independently coded transcripts 
and team discussions, resolved 
coding inconsistencies, added or 
removed codes, and further defined 
codes until agreement was reached. 
After the codebook was finalized, 
2 research assistants individually 
coded each transcript. Coding 
discrepancies were discussed with 
a third research assistant until con-
sensus was reached and this process 
continued until concordance was 
reached. The final coded tran-
scripts were analyzed with NVivo 
software (QSR International).

RESULTS
As shown in Figure 1, the rate of 
trial enrollment was 44% (290 of 
658 eligible patients). Of those 
who declined to enroll, 40% (149 
of 368) completed the screening 
questions. Of those who enrolled, 
58% (167 of 290) met our estab-
lished a priori criterion for engage-
ment in the intervention.

Characteristics of those who 
enrolled in the study and those 
who declined but completed the 
brief survey are shown in Table 
1. Those who enrolled were sig-
nificantly more likely to be Black, to have more than a 
high school education, to have higher baseline HbA1c 
values, and to rate their own diabetes self-management 
as “fair” or “poor” (P <.05 for each). They also were 
significantly more likely to report that they “found it 
easy to get close to other people” (P <.001).

Among enrolled participants, there were no sig-
nificant differences in baseline characteristics between 
those who did and did not engage (Table 2). At 
the 6-month follow-up, however, participants who 
evaluated their peer coaches highly on the validated 

autonomy supportiveness scale were significantly more 
likely to have engaged in the intervention than partici-
pants who rated their coaches lower on autonomy sup-
portiveness (mean score, 85.4 vs 70.7; P <.001). 

Regardless of engagement status, participants expe-
rienced clinically and statistically significant improve-
ments in HbA1c levels when compared with baseline 
at the end of the intervention and maintained those 
improvements at the 12-month follow up (Table 3). 
At the end of the intervention, engaged participants 
achieved improvements that were greater (though not 

Table 1. Pre-Enrollment Characteristics by Enrollment Status

Characteristic
Not Enrolleda 

(n = 149)
Enrolled 
(n = 290)

P 
Value 

Age, mean (SD), y 66.9 (10.9) 63.7 (10.1) .13

Sex: male, No. (%) 143 (96.0) 283 (97.6) .35

Race: Black, No. (%) 57 (41.6) 170 (60.9) <.001

Education >high school graduate, No. (%) 84 (56.8) 200 (69.0) .01

HbA1c, mean (SD), % 9.18 (1.37) 9.51 (1.54) .03

Employed, No. (%) 31 (21.4) 74 (25.8) .31

Annual income <$30,000, No. (%) 57 (59.4) 142 (57.5) .75

Finds it easy to get close to others, No. (%) 97 (67.4) 237 (81.7) <.001

Diabetes self-management: fair/poor, No. (%) 46 (31.5) 145 (50.0) <.001

Self-reported health status: fair/poor, No. (%) 64 (43.8) 129 (44.5) .90

Satisfied with VA health care, No. (%) 140 (93.9) 270 (93.1) .58

HbA1c = hemoglobin A1c; VA = Veterans Affairs. 

a Declined enrollment but completed the brief survey. 

Table 2. Characteristics by Engagement Status

Characteristic
Not Engaged 

(n = 123)
Engaged 
(n = 167)

P 
Value 

Age, mean (SD), y 64.0 (10.1) 62.6 (10.2) .27

Sex: male, No. (%) 122 (99.2) 161 (96.4) .13

Race: Black, No. (%) 73 (59.3) 108 (65.1) .61

Education >high school graduate, No. (%) 36 (29.3) 54 (32.3) .58

HbA1c, mean (SD), % 9.1 (1.7) 9.1 (1.7) .94

Employed, No. (%) 30 (24.6) 44 (26.7) .69

Annual income, <$30,000, No. (%) 60 (59.4) 82 (56.2) .61

Finds it easy to get close to others, No. (%) 85 (69.1) 126 (75.4) .23

Diabetes self-management: fair/poor, No. (%) 54 (43.9) 91 (54.5) .08

Self-reported health status: fair/poor, No. (%) 57 (46.3) 72 (43.1) .58

Satisfied with VA health care, No. (%) 113 (91.9) 157 (94.0) .20

Type 2 diabetes distress score, mean (SD)a 71.5 (26.0) 74.5 (22.1) .31

Medication adherence score, mean (SD)a 90.9 (20.7) 89.6 (20.7) .60

Exercise score, mean (SD)a 43.8 (32.4) 40.6 (31.6) .41

Coach autonomy supportiveness scale score, 
mean (SD)a

70.7 (24.7) 85.4 (16.0) <.001

HbA1c = hemoglobin A1c; VA = Veterans Affairs.

a Possible values range from 1 to 100, with higher values indicating higher level of distress, greater medi-
cation adherence, higher frequency of exercise, and higher level of perceived autonomy supportiveness, 
respectively.
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statistically significantly so because of the small sample 
size) when compared with those who did not engage. 
At the 12-month follow-up, improvements were compa-
rable for the groups.

In the semistructured interviews with engaged par-
ticipants, several key themes emerged about factors that 
contributed to their engagement in the intervention. 
These themes are given in Table 4 along with illustrative 
quotes from the 10 Black interviewees. The themes were 
(1) common ground and shared experiences with the 
coach; (2) encouraging, supportive, and authentic stance 
from the coach; (3) accountability and consistency from 
the coach; (4) receiving helpful tips and self-management 
information from the coach; and (5) having an inten-
tional focus on improving self-management behaviors.

In general, comments during the interviews dem-
onstrated that these themes and experiences were 
interconnected and instrumental in their adoption and 
maintenance of self-management strategies. Partici-
pants repeatedly emphasized the helpfulness of having 
a fellow male veteran to talk with on a consistent basis 
about their challenges with diabetes and self-manage-
ment. Also, they commonly endorsed how helpful it 
was to have someone who had similar experiences to 
provide useful tips and information, but in a way that 
balanced providing accountability with being support-
ive and encouraging.

DISCUSSION
Specifically for Black men, numerous studies have 
noted sociocultural factors that contribute to lack of 
participation in health research and diabetes self-man-
agement programs. These factors include medical mis-
trust, perceived racism in health care, and gender val-
ues and beliefs.20,47,48 It is therefore essential that inter-
ventions address these barriers and are informed with a 
health equity approach. Our findings suggest that peer 
coaching interventions could help address some of 
these barriers. Although previous research has identi-
fied who participates in diabetes interventions,49-51 our 
findings add to the literature by exploring correlates of 
engagement in a peer coaching intervention.

Among veterans who were invited to participate 
in this intervention, patients who agreed to enroll 
had higher HbA1c values and poorer self-reported 
self-management on average. These findings suggest 
that those most at risk for diabetes complications were 
more likely to enroll. Also, there were higher rates of 
enrollment among Black men. Although further explo-
ration is needed to understand the factors contributing 
to higher enrollment rates, it is possible that the shared 
experience and identity of being veterans increased 
trust52 in this health care offering, thus influencing 
enrollment. Given that perceived health care discrimi-
nation has been associated with higher HbA1c levels 
for Black men (but not Black women),53 it is compelling 
that Black men and those with higher HbA1c values 
were more likely to enroll in this intervention.

The higher rate of enrollment among patients with 
more formal education is consistent with findings of 
other studies and suggests the need for strategies to 
more effectively reach out to patients with less formal 
education.54 Patients who reported more difficulty feel-
ing close to other people were also less likely to agree 
to enroll, which reinforces the need for different types 
of programs that meet a range of preferences for inter-
acting with others and the need to understand contrib-
uting factors of those preferences.

Once patients agreed to enroll, no baseline patient 
characteristics were more associated than others with 
engaging in the program. The only variable associated 
with engagement was how highly participants rated 
their coach on a well-validated autonomy supportive-
ness scale at the completion of the 6-month interven-
tion. The qualitative interviews with engaged patients 
also yielded a salient theme about the importance 
of autonomy-supportive communication from one’s 
assigned coach. In previous peer support studies, partic-
ipants who reported higher levels of autonomy support 
from their coach achieved better clinical outcomes than 
those reporting lower levels.55 As such, this investiga-
tion supports the importance of training and assessing 
coach fidelity in being noncontrolling and nonjudg-
mental, in avoiding unsolicited advice, and in not being 
overly directive in their interactions with peers.

Table 3. Effect of Engagement on Change in HbA1c Level From Baseline

Time

HbA1c Level, Mean, % HbA1c Change,a Mean, %
Between-Group Difference 

in HbA1c Change,a CoefficientNot Engaged Engaged Not Engaged Engaged

Baseline 9.07 9.08 … … …
6 months 8.58 8.27 −0.50 (P = .01) −0.81 (P <.001) 0.32 (P = .19) 

12 months 8.52 8.55 −0.61 (P = .01) −0.51 (P = .001) 0.10 (P = .71) 

HbA1c = hemoglobin A1c. 
a Within-person change. 
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Peer support interventions to 
date have not evaluated either 
racial nor sex differences in the 
importance of autonomy-supportive 
communication. It could be argued, 
however, that this communication 
style is especially relevant for inter-
ventions that target Black men due 
to existing disparities in patient-
centered communication, which 
has been shown to promote health 
care engagement and outcomes.56,57 
Similar to autonomy-supportive 
communication, patient-centered 
communication strategies promote 
shared understanding, decision 
making, and power while working 
to understand people’s unique per-
spectives and meet emotional and 
informational needs.58 Existing dis-
parities have a negative impact on 
Black men because they contribute 
to medical mistrust and delay pre-
ventative care, demonstrating the 
importance of incorporating this 
communication style into interven-
tions for Black men.59,60

The qualitative interviews 
yielded themes related to the impor-
tance of peer coach consistency, 
accountability, and sharing informa-
tion on resources and self-manage-
ment strategies, which suggests the 
need to screen for these character-
istics when recruiting peer coaches. 
Multiple studies have discussed 
the relationship between account-
ability and behavior.61-63 Consistent 
peer coaching provides account-
ability, which patients in this study 
reported motivated their behavior 
changes. Also, coaches were per-
ceived as trusted sources of diabetes 
self-management education because 
they themselves had struggled with 
their self-management but had suc-
ceeded in making improvements. 
These findings further support the 
importance of training peer coaches 
in available community and health 
system resources and appropri-
ate ways to share self-management 
strategies without coaches operating 
outside of the scope of peer support.

Table 4. Main Themes and Illustrative Quotes From Interviews With 
14 Participants Who Engaged in the Peer Coaching Intervention

Common ground and shared experiences with coach (mentioned by 11 participants)

“We had a little bit more in common…He (coach) was a heavy set guy and lost weight, and 
he was telling me about his experiences with diabetes and what he was going through. And 
it was similar to mine—what I was going through. And it was a good vibe.”

“We had a lot of things in common. For one, I like my crafts. I’m steady at it. We naturally 
discussed sports.”

“Veteran conversations are very different, and after you’re out of the service, you don’t get 
to talk and hang around a lot of veterans. It was nice to talk to someone who has been to 
Taiwan, Hawaii, Germany, etc… Veteran talk.”

“We talked about some things men don’t usually talk about with each other—erectile dys-
function as a complication of diabetes. Guy talk is sometimes sterile, but [we] just broke it 
down… 2 guys with similar experiences, bouncing things off each other and being genuine 
with the answers, which were not the type that you would get from a stranger.”

“He [coach] was telling me some of the things he had to go through and some of the things 
changed his life. I was like ‘Wow, I went through the same stuff.’ I would tell him about 
my feet pain…we would just [be] exchanging conversations and so forth. And I think that’s 
when we really connected.”

Encouraging, supportive, authentic stance from coach (mentioned by 10 participants)

“Yeah, I expected it to be more like a football coach, encourage you, egging you on all 
the time. Actually, it was a perfect relationship. He didn’t push too hard, which I would 
have withdrew more. He came on at the right setting; he wasn’t too pushy or not pushy 
enough.”

“With him, I could keep it real. I could tell him I didn’t do this or that. He didn’t judge me. 
He would encourage me.”

“I remember him asking ‘How are you doing with your goals?’ Then he would identify one or 
two that we made. Then he would ask me what actions could I take to get there. He didn’t 
say, ‘Aw you dummy!’ He was positive and really showed that he wanted to help me take 
those steps to get to my goals.”

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

Accountability and consistency from coach (mentioned by 9 participants)

“Having someone that was holding me accountable made me more serious about what I 
needed to do.”

“…just having someone to check/monitor you on how you’re doing. It kind of keeps you on 
your toes because you know you’re going to hear from them.”

“Because I would come close to the weekend when I would expect his call, I would think 
about it [diabetes] a little more and work on my goals a little bit better.”

“He held me accountable to what I said I would do. Versus when I go to the doctor, they just 
generally ask what you are doing. With him, I was held accountable. I knew I would talk to 
him every week so I had to do what I said I would do.”

Helpful tips and self-management information from coach (mentioned by 8 participants) 

“He called me and we conversed…he gave me hints on how to eat proper, watching what I 
ate.”

“Me and the coach talked quite a bit about exercise, being active, how that helps you feel 
better, how that helps the insulin absorb better. We had quite a few conversations about 
being more active was a definite benefit.”

“I felt like he was really going to be able to help me. He told me about things that I didn’t 
know about diabetes. [He] told me about some nutritional things, like my protein intake 
was important. He also gave me a lot of exercise tips.”

“He (coach) was telling me the importance of about what you can gauge how you’re doing, 
how well the medication is doing.”

Intentional focus on improving self-management behaviors (mentioned by 8 participants)

“Changing my eating habits and exercising. Even watching the things I drink, just drinking 
more water. Basically just changing my lifestyle and remember who I was doing this for, 
which was myself. Just changing my thinking. Being more positive. It wasn’t just about the 
diabetes. It was more about my overall health.”

“Before, I wasn’t taking my medicine like I should and that was a big problem. Now, every 
morning, boom, before I walk out the door I make sure I got my medicine” “[I] became 
more conscious of what I ate, started looking at labels more, cut out some foods, and 
watching my sugar intakes.”

“I was a good vet for [this] because I was all in. I can’t wait for [coach] to call me, because it’s 
working.”
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The need remains for extensive research on addi-
tional strategies to best design peer support and other 
health promotion programs that align with Black men’s 
cultural and sex values. Incorporating dimensions of 
masculinity (ie, sex norms, roles, sex role conflict, and 
perceptions of masculinity) and race centrality into 
future investigations could yield insight into how those 
factors shape diabetes management for Black men.64 
Using community-based participatory strategies to 
ensure that Black men are actively engaged in design-
ing and providing feedback on intervention approaches 
could also help provide further insight.65 Future 
research should additionally examine whether race, 
sex, age, veteran status, or other shared characteristics 
between participant and peer coach further enhance 
patient experience, outcomes, or both in peer support 
interventions. Finally, it is important to continue to 
investigate the characteristics of effective peer coaches, 
to design measures that assess factors contributing to 
effective peer pairings, and to evaluate optimal dura-
tion of these interventions.

Our findings need to be interpreted in the face 
of several limitations. First, only 40% of those who 
declined enrollment agreed to answer a brief survey, 
which may have led to underrepresentation of specific 
groups of patients and their opinions. There are also 
limits to the generalizability of these findings because 
this study was conducted in a single health system with 
predominantly male veteran participants, and the mean 
age of participants was 66.9 years, so findings may not 
apply broadly to other sites, settings, or populations.

To read or post commentaries in response to this article, go to 
https://www.Ann Fam Med.org/content/19/6/532/tab-e-letters. 
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