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Abstract 

Self-care is broadly defined as a chosen, proactive initiated practice, with the goal of 

promoting well-being. Self-care provides many social, emotional, and psychological benefits, 

and it is important to understand its role among those who are responsible for helping others. 

Helping professionals such psychologists, social workers, and nurses are tasked with promoting 

self-care and nurturing individual growth amongst their patients and clients. Working in these 

industries can lead to excess stress, burnout, and professional impairment, all of which can 

negatively impact clinical work and personal health. Ironically, these helpers’ personal self-care 

is not always an immediate priority. In light of these challenges, it would seem that enhanced 

self-care may provide an avenue to reduce negative outcomes seen in the personal and 

professional lives of helpers. Beyond exploring self-care and health among helping 

professionals, it is also important to understand how self-care relates to professional practice 

during COVID-19, an era fraught with government restrictions mandating lockdowns and the use 

of telecommunications. Certified Professional Co-Active life coaches (CPCC), helping 

professionals who provide highly personalized support endorsing self-care for their clients and 

are trained in using virtual tools, have yet to be examined in this context and are poised to 

provide unique insights.  

The primary purpose of this descriptive qualitative study was to explore CPCCs’ 

experiences related to: (a) coaching during the COVID-19 pandemic; and (b) their own self-care 

during the COVID-19 pandemic. The secondary purpose was to collect insights from CPCCs 

about the utility of telecommunications for service provision. Certified Professional Co-Active 

coaches residing in North America were eligible to participate. Individual semi-structured 

interviews explored experiences related to COVD-19, self-care, and the use of 
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telecommunications for their coaching services. Interviews were transcribed verbatim and 

analyzed manually using deductive and inductive content analysis. To validate the findings 

further, the software program NViVo 12 was used in the coding process to compare and contrast 

multiple transcripts. Twelve CPCCs from across North America completed the study (10 female 

and 2 male) with a mean age of 54.5 years. In line with the primary purpose, four main themes 

and eight related subthemes emerged related to coaching experiences during a pandemic and 

self-care: (a) a shift in practice (accommodating remote working; adjusting approaches to 

coaching); (b) changes in clients (heightened need for support; enhanced adaptability); (c) 

personal self-care practices (self-care is more intentional; fill your bucket first); (d) professional 

self-care practices as a Co-Active life coach (“taking our own advice”; and more emotional 

boundaries). Regarding purpose two and the utility of telecommunications in practice, two main 

themes with four accompanying subthemes were observed: (a) modality specific benefits (video: 

cues and connection; telephone: listening and focus); and (b) video specific challenges 

(technology failure; screen inadequacies). Overall, and in line with the literature, study findings 

emphasized the importance of intentional self-care for helping professionals, especially during a 

worldwide pandemic. Not only is this vital for the helpers themselves, but resultantly, the self-

care of coaches likely has a direct effect on clients and the quality of care they receive. Given 

that remote working is predicted to continue in the future, remaining flexible with clients and 

focusing on the human condition will be valuable for practice. The link between therapeutic 

empathy and setting appropriate emotional boundaries in service of self-care was also identified 

as important during times of crisis and should be considered by helpers. Inadequacies associated 

with video technology and Wi-Fi led participants to recommend traditional methods for service 

delivery such as the telephone, suggesting that a back to the basics approach may be worthy of 
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further investigation. Future studies should seek to include a larger sample for thematic 

saturation purposes. Having a smaller geographical range of participants to keep pandemic-

related restrictions consistent, and exploring both client and coach views, could be useful for 

further uncovering best practices for therapeutic effectiveness in this context.   
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We deserve that care and attention we are trying to nurture within other people: 

Exploring the Experiences of Co-Active Life Coaches on Self-Care and Professional Practice 

during the COVID-19 Pandemic 

Overview 

 Self-care is a well-known term used in many health-oriented and professional settings 

(Mills, Wand, & Fraser, 2018). Broadly defined as a chosen, initiated practice, with the goal of 

promoting health and well-being (Sherman, 2004), self-care involves purposefully addressing 

multiple dimensions of wellness (e.g., physical, emotional; Myers et al., 2012). In contrast to 

coping, which deals with life changes perceived to be stressful after the event has passed 

(Cleveland Clinic, 2020; Mills et al., 2018), self-care is a more proactive and personalized 

approach to health promotion that incorporates various cognitive behavioural strategies (Mills et 

al., 2018). For example, self-care embodies having a kind attitude towards oneself; that is, 

engaging in both self-reflection and action in order to foster well-being (Poslums & Gall, 2020).  

Helping professionals such as psychologists, nurses, and social workers are tasked with 

promoting self-care and nurturing individual growth among their patients/clients to enhance 

health and/or wellness (Engel, 2017). Often working in industries where a one-way caring 

philosophy is endorsed, these professionals are expected to continually demonstrate empathy, 

patience, and compassion for others which can feel overwhelming, demanding, and tiring 

(Killian, 2008; Posluns & Gall, 2020). Repeatedly, research has emerged regarding the need for 

self-care – and lack thereof – among helping professionals, many of whom counsel their clients 

about the application and benefits, yet don’t seem to engage in self-care themselves (Friedman, 

2017; Posluns & Gall, 2020). For example, Greenstone and Leviton (1982), Figley (2002), and 

Bruns and colleagues (2014) found that when helping professionals continually neglected their 
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own health, nutrition, and safety needs, their clinical effectiveness was greatly reduced. These 

studies demonstrate a long-term issue of self-care neglect amongst helpers spanning decades, 

highlighting the need for more research, and accompanying strategies. More recent data also 

indicate that while helping professionals find self-care important, it is not typically taught or 

spoken about within their occupations (Posluns & Gall, 2020). Indeed, Mills and colleagues 

(2018) noted the value of self-care stating that it “is not a selfish luxury, but is instead essential 

to clinicians’ therapeutic relationship with patients” (p. 8).  

Given that 26-44% of Canadian adults suffer from at least one chronic condition 

requiring ongoing management (e.g., obesity, diabetes, hypertension; Government of Canada, 

2019; Twells, Janssen, & Kuk, 2020), and nearly one in five experience a mental health problem 

in any given year (Canadian Mental Health Association [CMHA], 2021), the need for and value 

of helping professionals cannot be overstated, especially during times of crisis where health-

related issues and symptoms are often amplified (Engel, 2017; Norcross & Phillips, 2020). On 

March 11, 2020, the World Health Organization (WHO; 2020) declared the Coronavirus 

(COVID-19) a worldwide pandemic (Infection Prevention and Control Canada [IPAC], 2020). 

This viral outbreak has caused drastic global measures to be put in place, including recurrent 

lockdowns and quarantine measures for many countries and travellers (Cascella et al., 2020). The 

resulting social isolation has had a severe impact on people’s well-being, with heightened 

experiences of anxiety, depression, and stress being reported frequently, in addition to other 

adverse psychosocial outcomes (Fetzer et al., 2020; Pfefferbaum & North, 2020; Xiao, 2020). 

Concomitantly, there has been increased concern about pandemic-related stress levels and angst 

being experienced among some helping professionals (Unadkat & Farquhar, 2020). Thus, it has 

been recommended that the self-care orientated tools and strategies being shared with clients also 
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be used by the helpers themselves (Phillips, 2020). Yet, while extensive research verifying the 

efficacy of helping professions exists (Posluns & Gall, 2020; Newnham-Kanas, Irwin, & 

Morrow, 2011), little is known about the degree to which helping professionals are equipped to 

provide services from self-care and professional practice standpoints, especially during times of 

crisis such as the COVID-19 pandemic (Unadkat & Farquar, 2020).  

According to the WHO (2019), past emergencies, such as natural disasters, have 

highlighted the need to strengthen mental health initiatives, such as telephone hotlines, for 

psychological and self-care counselling. In the era of COVID-19 where physical distancing and 

telemedicine are becoming the new normal (and in place for the foreseeable future; Centers for 

Disease Control and Prevention, 2020), understanding self-care as it relates to professional 

practice is vital. To date, several studies have been conducted examining self-care among 

helping professionals such as nurses, physicians, psychologists, and counsellors (e.g., Friedman, 

2017; Mills et al., 2017; Rupert & Dorociak, 2019) and provided valuable insights. However, the 

study contexts have generally been clinical in nature, involved face-to-face delivery models, and 

applied predominantly quantitative methodologies (Miller et al., 2018; Mills et al., 2017; Rupert 

& Dorociak, 2019). As the pandemic ensues and the demand for telehealth-oriented services 

increases, understanding self-care practices from the perspectives of those who have traditionally 

used telecommunication methods for service delivery is essential. Moreover, because most 

helping professions are clinical in nature, they may not be appropriate for individuals seeking 

self-improvement or addressing non-clinical issues, such as lifestyle change or motivation.  

Co-Active Life Coaching (referred to herein as CALC; Newnham-Kanas, Morrow, & 

Irwin, 2010; Kimsey-House, Kimsey-House, Sandahl, & Whitworth, 2018) is a non-clinical, 

theoretically-grounded, cognitive behavioural technique that has been used effectively to 



13 
 

enhance wellness and promote positive behaviour change in various populations (e.g., Fried & 

Irwin, 2016; Goddard & Morrow, 2015; Irwin & Morrow, 2005; Mantler et al., 2013; Pearson et 

al., 2012). Certified Professional Co-Active Coaches (CPCCs) are equipped with tools and 

strategies to help clients attain personally meaningful goals and fulfillment (Co-Active Training 

Institute [CTI], 2020). The CTI was founded in 1992 and trains coaches to deliver their services 

over the telephone – a modality that provides substantial geographic reach in an accessible 

manner (Pearson et al., 2012). The use of telecommunications (e.g., telephone, Skype, Zoom) 

has slowly started to evolve within the areas of chronic disease management and mental health, 

but many studies have noted the need for insightful guidance on using such delivery modes in 

order to identify how different professions might utilize such technology (Bokolo, 2020; 

Molfenter et al., 2015). Because CALC is founded on promoting self-care for others, typically 

over the telephone, it is important to understand how coaches achieve this for themselves, 

especially during times of crisis (Miller et al., 2018). Further, in light of the societal movement 

towards telecommunication models for helping professionals and the lack of information in this 

context, it stands to reason that CPCCs, in particular, may offer unique insights given their 

historical use of the telephone in practice. Thus, the primary purpose of this qualitative study 

was to explore CPCCs’ experiences and views related to: (a) coaching during the COVID-19 

pandemic; and (b) their own self-care during the COVID-19 pandemic. The secondary purpose 

of this study was to collect insights from CPCCs about the utility of telecommunication for 

service provision.  

As this universal situation continues, uncovering the viewpoints of CPCCs is important 

and timely. Findings may be transferable to other helping professionals contemplating or 

transitioning to remote service delivery, while providing enhanced understanding of self-care 
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during times of global/national crises. Moreover, exploring these phenomena will be valuable, 

not only to the coaches themselves, but to helping professional training bodies, and the clients 

who participate in the sessions (Newnham-Kanas, Irwin, & Morrow, 2012).   

Background 

Practice-Related Challenges for Helping Professionals 

A helping profession is any career that assists in nurturing an individual’s growth while 

addressing problems associated with physical, psychological, intellectual, emotional, or spiritual 

well-being (Engel, 2017). Examples of helping professions include medicine, nursing, clinical 

and counselling psychology, social work, and life coaching (Engel, 2017; Kimsey-House et al., 

2011; Westergaard, 2013). Helping can be explained as the process through which the helper 

interacts with another individual to facilitate movement toward a specific outcome or goal 

(Parsons, 2001). These exchanges are given to only one member, the client, as it is their needs 

and goals that are the focus (Parsons, 2001). These encounters can be very intense and intimate, 

as clients often disclose personal details about themselves and their lives, leaving them 

vulnerable to the helper’s actions. This process also recognizes the helper as ethically responsible 

for the relationship (Parsons, 2001; Posluns & Gall, 2020). Due to the highly emotive 

encounters, the helper must remain emotionally objective throughout the sessions, which can be 

difficult to maintain as the relationship gets stronger or the circumstances become more severe 

(Parsons, 2001; Posluns & Gall, 2020). Often working in industries where one-way care 

provision occurs, these individuals are typically expected to demonstrate empathy, patience, and 

compassion, often leading to feelings of being overwhelmed and fatigued (Killian, 2008; 

Parsons, 2001; Posluns & Gall, 2020). Due to the nature of this work, helping professionals are 
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at risk for developing stress, burnout, and professional impairment that can negatively impact 

their performance (Posluns & Gall, 2020; Richards et al., 2010).  

Workplace burnout, described as emotional exhaustion and diminished self-efficacy 

(Friedman, 2017; Killian, 2008; Posluns & Gall, 2020), can be associated with many factors 

including the inability to influence decisions that affect one’s career (e.g., increased workload, 

lack of social support, work-life imbalance), as well as more personal factors (e.g., struggling to 

achieve unattainable goals, feelings of isolation and distance, and having a hard time being 

alone; Ericson-Lidman & Strandberg, 2007). These issues can relate to increased stress, fatigue, 

anger and irritability, high blood pressure, and heart disease (Fountoulakis, Kaprinis, & Kaprinis, 

2002; Mayo Clinic, 2020). Experiences of vicarious trauma can also emerge within a 

professional as professionals empathetically engage with a client (Killian, 2008). Not to be 

confused with burnout which happens overtime, vicarious trauma, or compassion fatigue, 

describes the phenomena associated with the “cost of caring” (American Counseling Association 

[ACA], 2020; Figley, 2002). It is a state of tension and preoccupation with stories from clients, 

and can be considered emotional residue from the exposure that helpers have when working with 

clients in an intense, emotive environment (ACA, 2020). This can lead to helpers experiencing: 

(a) emotional avoidance where the helper is almost numb to the trauma experienced by these 

clients; (b) difficulty talking about their feelings; (c) diminished joy and satisfaction; (d) losing 

sleep over clients; and (e) hopeless feelings about their work or clients (ACA, 2020).  

The cumulative effects of work-related stress and burnout can be associated with 

different behaviours towards clients, such as depersonalization (Killian, 2008; Posluns & Gall, 

2020): a process whereby the helping professional distances themself from the client, which in 

extreme cases, can result in diminished compassion and overlooking unique qualities that make 
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humans human (Goodman & Schorling, 2012). It is considered harmful in a helping context as it 

reduces empathy given to the person coming for guidance (Harpham, 2011). Other negative 

outcomes associated with stress and burnout include provider-client relationship issues 

(Friedman, 2017). For example, a helper suffering from compassion fatigue may make more 

mistakes with their clients (e.g., clinical errors, misjudgements; Figley, 2002), thereby 

decreasing the effectiveness of practice for the client. Indeed, as noted by Bratton (2018), 

increased fatigue in nurses had an increased risk of errors, a decline in memory, impaired 

communication skills, and reduced ability to learn new tasks. Moreover, any increased stress and 

anxiety experienced can negatively impact the helper’s self-efficacy to effect change (Fulton & 

Cashwell, 2015).  

In summary, burnout can negatively affect helping professionals’ physical and emotional 

well-being, resulting in a lack of empathy, negative attitudes towards oneself and clients, and 

poor job performance (Keim et al., 2008; Kumar 2011). Self-care, which is aimed to assist 

individuals in a proactive fashion, may be a useful strategy in combating stress and improving 

personal well-being. Ironically, helping professionals who are tasked with assisting 

patients/clients with enhancing well-being often neglect their own needs, as engaging in personal 

self-care is not always a priority (Friedman, 2017; Posluns & Gall, 2020). In light of the 

challenges discussed, it would seem that self-care practices amongst helping professionals are 

crucial and should be further explored as their absence can have a significant impact on clients 

(Harpham, 2017), as well as professional and therapeutic effectiveness (Friedman, 2017; 

Richards et al., 2010). 
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Self-Care and Helping Professionals in Health Promoting Contexts 

The importance of and benefits associated with practicing self-care among helping 

professionals has been noted extensively in the literature (e.g., Clarke, 2019; Friedman, 2017; 

Killian, 2008; Posluns & Gall, 2020). Goncher and colleagues (2013) claimed that self-care 

should be ongoing, and includes self-awareness, the use of helpful self-care strategies, and active 

self-assessment. Some strategies include valuing oneself, refocussing on the rewards of practice, 

recognising the early signs of workplace hazards such as overscheduling, and cultivating 

nurturing and supporting relationships (Goncher et al., 2013). This list demonstrates that self-

care is not just about healthy eating, exercising, or getting enough sleep, but actively engaging in 

a way of being that can be considered an antidote to burnout (Barnett et al., 2007; Empowerment 

Counselling Associates, 2020). The benefits of partaking in this practice not only assists in 

keeping burnout and compassion fatigue at bay, but also helps to create a healthier version of the 

self; the healthier the care provider, the more effective the help can be (Empowerment 

Counselling Associates, 2020).  

According to Posluns and Gall (2020), self-care is most commonly studied in relation to 

the well-being of practitioner trainees such as graduate students in clinical psychology programs. 

While this population actively provides mental health services, the results may not be 

generalizable as graduate students are known to experience higher levels of stress due to various 

demands associated with being a student and providing services to others (Myers et al. 2012; 

Posluns & Gall, 2020). Beyond this trainee-oriented body of research, some studies have 

examined the concept of self-care among helping professionals practicing in conventional (e.g., 

physicians) and allied health (e.g., nurses, psychologists) occupations (Engel, 2017), and are 

worthy of review. Conventional health professionals are involved in the treatment of symptoms 
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and disease using pharmaceuticals, radiation, or surgery (National Cancer Institute, 2020). Allied 

health professionals are a group who aim to apply their expertise to prevent disease, diagnose, 

treat, or rehabilitate populations of all ages and specialities: psychologists, counsellors, and 

occupational therapists, for example (Hakkennes & Dodd, 2007). To better understand the 

history of self-care practice within these helping professions, a literature review summarizing 

related studies has been provided below. 

 Self-Care Views and Related Outcomes Among Helping Professionals 

Alkema and colleagues (2008) investigated the relationships between self-care, 

compassion fatigue, burnout, and compassion satisfaction amongst hospice workers, the majority 

of whom were nurses. They used a cross-sectional study design involving a self-care assessment 

form and Quality of Life Survey. The sample included 37 home hospice workers (n = 17 nurses; 

n = 5 home health aids; n = 4 social workers; n = 1 volunteer coordinator; n = 3 bereavement 

professional; n = 2 chaplains; n = 1 administrative assistant; n = 2 medical director; and n = 2 

others). One major finding was that as compassion fatigue increased, the number of self-care 

activities that healthcare professionals reported decreased. This inverse relationship was the same 

for burnout and self-care. It was also noted that healthcare professionals who take care of 

themselves in one area are more likely to care for themselves in other areas as well. Those who 

had been in the profession for a longer duration seemed to take better care of themselves than 

those new to the workforce. In summary, these results highlighted noteworthy relationships 

between self-care, compassion fatigue, and burnout suggesting that paying attention to self-care 

is important for emotional health and enabling helping professionals to help others. Alkema and 

colleagues (2008) recommended that future research be conducted to investigate ways in which 

helping professionals can effectively engage in self-care strategies.  
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 In a similar vein, Mills and colleagues (2017) examined self-care among palliative care 

nursing and medical professionals using a cross-sectional survey which asked about the 

perceived importance of self-care, self-care education and planning, and self-care strategies most 

utilized. A total of 372 participants (67% worked as palliative care nurses; 33% worked as 

palliative care doctors) completed the survey. Results revealed that even though self-care was 

regarded as important, few actually practiced and engaged in effective strategies, such that only 

6% reported they used a self-care plan; however, 70% indicated they would use one if they had 

proper training. The authors suggested that further qualitative inquiry into the personal or 

professional contexts of infrequent self-care practice and planning could assist educators in 

promoting effective self-care practice. It was also recommended that future research focus on the 

development and evaluation of innovative self-care education programs in terms of strategies 

used for professional practice (Mills et al., 2017).  

To further the research in this context, Rupert and Dorociak (2019) investigated how self-

care may function to help reduce the risk of burnout and increase job satisfaction amongst 

practicing psychologists. The cross-sectional study included 422 survey responses; results 

revealed that a key mechanism of self-care is reducing stress, which was associated with less 

burnout and higher job satisfaction. Additionally, the authors found that self-care is more 

effective if used proactively rather than as an after-thought once the damaging events (e.g., 

traumatic experience, stressful session) have already occurred. Rupert and Dorociak (2019) 

concluded that future research is still needed, emphasizing the importance of self-care, and the 

need for it to be proactive and ongoing among helping professionals.  
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Beyond understanding the views and actions of helping professionals in relation to self-

care, another way to view this phenomenon is by examining self-care in a workplace setting, and 

how organizations influence workers’ abilities to engage in such practices.  

Self-Care and Workplace Settings 

 Researchers have investigated how health professionals are engaging, or not engaging, in 

self-care while also looking at the workplace setting and employment status (e.g., peer support, 

self-employed, workplace initiatives for self-care; Barlow & Phelan, 2007; Miller et al., 2018; 

Richards et al., 2010). For example, Barlow and Phelan (2007) wanted to examine how 

counsellors engaged in self-care within a large health care organization. Specifically, they 

formed a peer collaboration group to understand how this type of support can be used as a form 

of self-care, enabling employees to bounce ideas back and forth while promoting open 

communication channels. The researchers used a qualitative design with a focus group 

discussion involving three counsellors. Findings suggested two main themes: space and trust. 

The need for creating a metaphorical space for the practice of self-care both within and outside 

of the workplace was highlighted. The importance of defining that specific space for self-care 

was also noted (e.g., taking a leave of absence, allowing room for individual thinking, and self-

care while at work). Developing trust involved the idea that employees need to feel supported by 

their organization to feel comfortable engaging in self-care at work and at home. Barlow and 

Phelan (2007) described trust as recognizing that there is no right way to collaborate with 

coworkers in a peer supportive fashion, and that workers have the ability to define their own 

agendas to support self-care needs in a safe workplace environment. The peer collaboration and 

safe workplace environments highlighted by Barlow and Phelan (2007), while helpful for those 

working in a group context, are not typically applicable to those working in other types of 
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settings, such as private practice (Richards et al., 2010). Thus, future research on self-care among 

those who are employed independently can be recommended.  

 In a larger cross-sectional quantitative study, Richards and colleagues (2010) similarly 

examined the relationship between mental health professionals’ (n = 148; 43.3% social work; 

24.8% counseling psychology; 23.4% clinical psychology; 7.1% other; and 1.4% general 

psychology) self-care practices and general well-being. Their goal was to examine the effects 

related to self-awareness including “knowledge of one’s thoughts, emotions, and behaviours” 

(Richards et al., 2010, p. 258), along with the notion of mindfulness, described as the increased 

awareness regarding oneself and the situations one is in. The professionals came from various 

workplace settings (15.5% community mental health; 5.4% inpatient hospital; 8.1% partial 

hospitalization program; 12.8% practicum/internship; 40.5% private practice; 0.7% Veterans 

Affairs clinic; 2.0% non-profit organization; 4.7% children’s writing center; 9.5% university 

counselling centre; and 8.8% in other mental health setting). Results from the surveys used (e.g., 

The Self-Reflection and Insight Scale, Mindfulness Attention Scale, Schwartz Outcomes Scale) 

demonstrated that self-awareness and mindfulness were significantly correlated; that is, as self-

awareness increased, so did the degree of mindfulness. Richards and colleagues (2010) suggested 

that expanding training programs to develop and include self-care and wellness activities could 

be beneficial – if self-care practices become part of their training, counsellors may be more likely 

to participate and find the value in it. The authors repeatedly mentioned the need to explore self-

care in different work settings (organizational vs. self-employed) and amongst different 

professionals, as this was not assessed in their study (Richards et al., 2010).  

In a more recent study, Miller and colleagues (2018) investigated the self-care practices 

of child welfare workers (n = 192 social work; n = 9 psychology or counselling; n = 21 other), as 



22 
 

emotional labour runs high in this profession. A cross-sectional study design was used 

integrating surveys on self-care. Results demonstrated that while the workers participated in a 

moderate degree of self-care, improvement was still needed. According to the authors, in order to 

encourage helping professionals to stay working within their professions, administrators should 

focus on offering a variety of health promoting services and endorse the idea of self-care and 

wellness as a whole within the organization. Ensuring the well-being of helpers is essential to 

maintain effective practice for both the helpers and the clients (Miller et al., 2018); and this 

finding aligns with previous literature (Friedman, 2017). Future recommendations included 

enhancing the existing foundation regarding self-care in helping professions including further 

exploration of supports (e.g., emotional, relationships; Miller et al., 2018).  

Building on this work, Mills and colleagues (2018) explored the notion of self-care in 

practice as described by a group of palliative care nurses and doctors (n = 12 nurses; n = 12 

doctors). According to the authors, because self-care is rarely reported in this profession, but 

coping is mentioned frequently and used interchangeably with self-care, they wanted to define 

and differentiate the terms. A qualitative study design was applied, and questions such as 

“[W]hat is the meaning of self-care, as described by palliative care nurses and doctors?” and 

“[H]ow do palliative care nurses and doctors describe effective self-care practice?” (Mills et al., 

2018, p. 2) were included in the interview guide. Three main themes emerged from the 24 

interviews: (1) Self-care was thought of as a proactive and holistic approach to promote personal 

health/well-being and support professional care: not only on an individual level, but on a 

workplace relationship level between patients and co-workers; (2) personalised self-care 

strategies within professional and non-professional contexts are important and should be 

considered an ongoing practice; and (3) there is a recurrent need to overcome barriers and 



23 
 

determine enablers to self-care for effective practice. A main finding from the study included the 

idea that self-care can be looked at through a team-like lens to encourage a healthy workplace 

environment. That is, effective self-care practices may be necessary to ensure proper workplace 

functioning and teamwork. This recent study also added qualitative perspectives on self-care to a 

predominantly quantitative body of literature (Mills et al., 2018).  

Taken together, the studies on self-care conducted among conventional and allied health 

professionals demonstrate that self-care is an important aspect of workplace health and wellness. 

While there is agreement regarding the importance of self-care in practice (e.g., Friedman, 2017; 

Goncher et al., 2013; Posluns & Gall, 2020), uptake is generally low (e.g., Friedman, 2017; 

Posluns & Gall, 2020), and more information on specific strategies and the application of self-

care in private, non-clinical settings is needed (Alkema et al., 2008; Richards et al., 2010; Rupert 

& Dorociak, 2019). The majority of previous studies have also been quantitative in nature (e.g., 

Alkema et al., 2008; Miller et al., 2018; Mills et al., 2017) suggesting that the application of 

qualitative methodologies exploring various aspects of self-care and accompanying strategies 

among helping professionals (Bolnick & Brock, 2005; Mills et al., 2017) may elicit novel 

findings in this context (e.g., enabling follow-up questions and deeper explanations of 

experiences). Given that 26-44% of Canadian adults suffer from at least one chronic condition 

requiring ongoing management (e.g., obesity, diabetes, hypertension; Government of Canada, 

2019; Twells, Janssen, & Kuk, 2020), and nearly one in five experience a mental health problem 

in any given year (Canadian Mental Health Association, 2020), the need for and value of helping 

professionals cannot be overstated: especially during times of crisis where health-related issues 

and symptoms are often amplified (Engel, 2017; Norcross & Phillips, 2020), and the notion of 

self-care is particularly important. 



24 
 

Self-Care Among Helping Professionals During a Crisis 

On March 11, 2020, the WHO (2020) declared COVID-19 a worldwide pandemic (IPAC, 

2020). This viral outbreak has caused drastic global measures to be put in place, such as 

lockdown and quarantine for many countries and travellers (Cascella et al., 2020). Various 

facilities and institutions have closed intermittently, including fitness centres, schools, 

workplaces, and entertainment venues which has led to increased unemployment rates and a 

spiraling economy (Fetzer et al., 2020). The resulting social isolation and divergence from 

normality has had a severe impact on people’s well-being, with heightened experiences of 

anxiety, depression, and stress being reported frequently, in addition to other adverse 

psychosocial outcomes (Fetzer et al., 2020; Pfefferbaum & North, 2020; Xiao, 2020). 

Concomitantly, there has been increased concern about pandemic-related stress levels and angst 

being experienced among some helping professionals (Unadkat & Farquhar, 2020). Thus, it has 

been recommended that the self-care orientated tools and strategies being shared with clients also 

be used by the helpers themselves (Phillips, 2020). Indeed, while extensive research verifying the 

efficacy of helping professions exists (Newnham-Kanas, Irwin, & Morrow, 2011; Posluns & 

Gall, 2020;), little is known about how helping professionals are providing services from self-

care and professional practice standpoints during the COVID-19 pandemic (Unadkat & Farquar, 

2020). However, some research has been conducted examining self-care among helping 

professionals during times of crisis which is worthy of review.  

 In one of the earlier studies conducted in this area, Bolnik and Brock (2005) surveyed 

school psychologists in California to understand the effects of crisis intervention work (i.e., 

short-term response to an immediate threat to mental or physical health; Alexis, 2019) on their 

well-being and self-care strategies. Because care providers can be exposed to the same stressors 
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as the victims, the authors noted that this particular type of work can be physically and 

emotionally draining, and lead to experiences of compassion fatigue, high turnover rates, and 

more sick days being taken (Bolnik & Brock, 2005). A total of 200 participants responded to the 

survey. Results demonstrated that 94% of the sample felt that self-care strategies were 

“important” or “very important,” and all respondents stated that they engaged in at least one self-

care practice during their crisis intervention work (e.g., follow a normal routine, sharing feelings, 

exercise, rest, spend time with other crisis interveners, do things that feel good, and avoid 

drugs/alcohol). One limitation of the study involved recall bias. Because participants were asked 

to reflect on self-care retrospectively, it was not clear whether their responses were influenced by 

other real-time life events. Thus, more research investigating the effects of a crisis on care 

providers conducted during or immediately after the experience was recommended. Further, to 

address shortcomings of survey administration (e.g., terms being interpreted subjectively), the 

application of qualitative methodologies was also suggested for future studies.  

Due to the novelty and immediacy of the COVID-19 pandemic and resultant need for 

timely research, few empirical studies have been published to date regarding helping 

professionals. A recent opinion piece published in the British Medical Journal (Unadkat & 

Farquhar, 2020) called for enhanced mental well-being among National Health Service staff 

during the pandemic. Engaging in self-care practices, being kind to oneself, and leveraging 

collegial compassion and support were highlighted. Their review stated that when the pandemic 

is over, and a return to some sense of normalcy occurs, there will need to be increased 

conversation and awareness surrounding heightened safety for staff, access to safe resources, and 

education on what a safe model of care looks like. Having the ability to manage (i.e., overcome 

challenges; Hong et al., 2018) during such unprecedented times will ultimately depend on 
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whether healthcare professionals are given the necessary resources to utilize for their own safety 

and that of the public (Unadkat & Farquhar, 2020).  

While the literature regarding self-care among helping professionals during times of 

crisis is scarce, one area related to professional practice that has shown value in such 

circumstances is telecommunication and telehealth (Hollander & Carr, 2020). As the public aims 

to conform to lockdowns and physical distancing guidelines associated with the pandemic 

(Government of Canada, 2020), a recent and ongoing shift to virtual service delivery models has 

occurred and warrants further investigation.  

A Shift in Service Delivery 

Previous large-scale emergencies, such as natural disasters, have increased concerns 

regarding the need to strengthen mental health initiatives via telephone lines for psychological 

and self-care counselling (WHO, 2019). In the era of COVID-19 – where physical distancing and 

telecommunications (e.g., telephone, video platforms) are becoming the new normal and in place 

for the foreseeable future (Centers for Disease Control and Prevention, 2020) – understanding 

how modalities are used in practice is vital, not only for the professional, but for the well-being 

of the patients and clients receiving this form of care (Lattanzio et al., 2014).  

Telemedicine provides patients with access to healthcare providers from home or remote 

locations using virtual technology, thereby allowing them to receive information, education, and 

medical services more easily (Hollander & Carr, 2020). A study conducted in Northern Ontario, 

Canada in 13 communities investigated whether a telehealth chronic disease self-management 

program improved the overall health and self-efficacy of patients (Jaglal et al., 2013). The goal 

of the research was to increase access to healthcare for those living in rural or remote areas. The 

sample included 104 patients with chronic disease (e.g., lung disease, heart disease, stroke, 
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arthritis) who participated for one year using weekly telehealth sessions delivered via video 

conferencing and focused on self-management skills. Using a repeated measures approach, 

quantitative survey data from baseline to the four-month follow-up revealed statistically 

significant improvements in self-efficacy, self-management, and communication with 

physicians. The authors recommend further research be conducted to examine the impact of 

telehealth on different age cohorts and populations, and to determine whether telehealth-based 

interventions are more effective with certain groups (Jaglal et al., 2013).  

Similarly involving rural areas, Griffiths, Blignault, and Yellowlees (2006) explored the 

feasibility of delivering cognitive behavioural therapy (CBT) – which aims to provide clients 

with realistic and balanced thinking involving rational thoughts (Beck, 1976; Neenan & Dryden, 

2013) – via video conference to clients diagnosed with depression or anxiety. Their study 

involved 15 mental health clients along with their five case managers. Once the clients were 

instructed in the telemedicine procedures, they participated in six to eight weekly sessions of 

CBT. Results indicated that there was some clinical improvement in outcome measures using the 

Mental Health Inventory (MHI) and the Health of the Nation Outcome Scale (HoNOS). While 

this study illustrated the potential for telemedicine to address mental health needs among patients 

living in rural areas, future research was recommended regarding its efficacy in other contexts 

(Griffiths et al., 2006).  

 In line with this recommendation, Molfenter and colleagues (2015) investigated the use 

of telemedicine in addiction treatment and recovery services in five states (Iowa, Maryland, 

Massachusetts, Oklahoma, South Carolina) and one county (San Mateo, California). Those in 

different states were asked to develop a short list of telemedicine modalities to consider for 

implementation. The project involved assessing interest in and perceived facilitators and barriers 
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to implementing telemedicine modalities (telephone, web-based screening, web-based 

treatments, video conferencing, smartphone mobile applications). Findings demonstrated that 

even though the interest for increased telemedicine existed, there were some challenges with 

implementation depending on the preferred methods mentioned above including costs, 

unfamiliarity with technology, and confidentiality regulations. Future recommendations involved 

broadening the sample analyzed to help researchers and professional organizations develop a 

greater understanding of the technology used, including strategies and practices that have been 

deemed successful.  

While the research, thus far, has primarily focused on patients living in rural areas and 

shown favourable results, it is important to look at telemedicine in the face of a global pandemic, 

where both rural and urban areas are affected (Hollander & Carr, 2020). A review article, written 

by Hollander and Carr (2020), discussed the use of telemedicine during the COVID-19 

pandemic. They stated that the use of virtual healthcare allows patients to be treated in their 

homes and see specialists in a more rapid fashion compared to in-person, where providers might 

not be immediately available. Moreover, this modality allows for healthcare workers who may 

be quarantined to continue to care for patients using telemedicine-oriented visits. The authors 

also noted that as disasters and pandemics pose unique challenges to healthcare delivery, as long 

as infrastructure (e.g., technology, equipment) is intact and clinicians are able to still practice, 

telemedicine is well positioned to ensure patients receive the care they need (Hollander & Carr, 

2020).  

Consistent with this notion, Bokolo (2020) recently completed a comprehensive literature 

review of 35 studies on past telemedicine use with the goal of transferring findings to the 

COVID-19 pandemic. It was demonstrated through various studies that telemedicine can provide 
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rapid access to medical care remotely, while offering a safe space for clients to discuss issues 

and adhere to physical distancing rules set forth with government guidelines. Despite the positive 

aspects cited, the use of telemedicine presented some challenges regarding effectiveness, such as 

the quality of the images, video camera, and sound technology. While findings from this 

literature review can assist in guiding medical practitioners and improving delivery as they 

continue to employ telemedicine during health crises, additional research in this area should be 

continued as the pandemic evolves (Bokolo, 2020).  

Based on the studies discussed, it appears that telecommunications can be valuable in a 

health promoting context (e.g., Griffiths et al., 2006; Jaglal et al., 2013; Molfenter et al., 2015). 

However, little research examining their use during times of crisis exists. Exploration during a 

pandemic could elicit unforeseen issues not typically observed in ordinary times. As the 

pandemic ensues and the demand for telehealth-oriented services increases, exploring the 

personal and professional benefits and challenges experienced among those who have 

traditionally used telecommunication methods for service delivery is essential. Because most 

helping professions are clinical in nature (i.e., focused on treating a disease or diagnosable 

condition; Davis, 2021), they may not be appropriate for individuals seeking self-improvement 

or addressing non-clinical issues, such as lifestyle change or motivation. Thus, examining a well-

established health promotion method focused on these domains may be imperative for 

understanding self-care practices and remote service delivery methods among helping 

professionals working with a more general population.  

Life Coaching 

The field of “coaching” has emerged in recent decades as a way to explore personal 

improvement and professional development (Neenan & Dryden, 2013). Coaching is a strategy 
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wherein the coach collaborates with the client in guided discovery to help the client reach their 

own conclusions and solutions (Neenan & Dryden, 2013; Neenan & Palmer, 2001). Building on 

the principles of CBT, coaching aims to develop a client’s capabilities with a focus on their own 

beliefs, emotions, and behaviours (Neenan & Dryden, 2013). Life coaching, in particular, 

consists of a one-on-one relationship between a coach and a client that is centred around lifestyle 

changes and goal setting (George, 2013; Losch et al., 2016). Life coaching can be broadly 

defined as “the systematic application of behavioural science to the enhancement of life 

experience, work performance, and well-being for individuals, groups, and organizations who do 

not have clinically significant mental health issues or abnormal levels of distress” (Green, Oades, 

& Grant, 2006, p. 1). Considered to be highly personalized with elements of emotional labour, 

goals are discussed with an emphasis on listening and the use of non-directive questioning 

(George, 2013; Green et al., 2006; Losch et al., 2016). This approach is intended to evoke 

thought and allow clients to solve challenges on their own, with the guidance of a coach, rather 

than be diagnosed with a problem (George, 2013; Green et al., 2006).  

Co-Active Life Coaching 

Because the rigour of training varies considerably within the coaching profession 

(George, 2013), it is important to differentiate the style being applied in a research context. Co-

Active Life Coaching (CALC; Kimsey-House et al., 2011) has been identified as an approach 

that is useful for bringing the tenets of other helping approaches into action (e.g., Motivational 

Interviewing [MI]; Miller & Rollnick, 2013; Newham-Kanas, Irwin, & Morrow, 2010). Co-

Active coaching is a validated and theoretically-grounded behaviour change technique (Irwin & 

Morrow, 2005; Newnham-Kanas et al., 2010; Pearson, 2011) that has been studied by 

researchers since the early 2000’s and demonstrated utility as a method for ‘doing’ health 
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promotion (Irwin & Morrow, 2005). Moreover, it is traditionally delivered over the telephone, 

which makes it particularly worthy of investigation during a pandemic.  

The CALC Training Process 

Co-Active coaches are trained rigorously through the CTI (2020a): the largest in-person 

training organization in the world that offers courses across North America, Europe, the Middle 

East, and Asia (CTI, 2020a; Kimsey-House et al., 2011). Accredited by the International Coach 

Federation (ICF), Co-Active training and certification processes are considered the most 

respected in the industry (CTI, 2020a). In fact, the Certified Professional Co-Active Coach 

designation has been termed the “gold standard” in coaching (CTI, 2020b). To become a CPCC, 

training requires five in-person weekend courses (2 ½ days each) plus a 25-week telephone-

based certification program involving weekly classes, extensive hands-on coaching with clients, 

regular “homework,” as well as a written and oral exam (CTI, 2020c). This immersive training 

experience is intended to push trainees outside of their comfort zones and apply teaching 

frameworks that can be universally understood (CTI, 2020c).  

The CALC Foundations 

Co-Active coaching is a conversation centred around respect, openness, compassion, 

empathy, and commitment to speaking one’s own truth (Kimsey-House et al., 2011). Described 

as being in a relationship where the communication shifts to a deeper connection, this approach 

taps into a human need for collaboration rather than the usual authoritative, superior-inferior 

communication style often found in provider-client settings (Kimsey-House et al., 2011). In a 

Co-Active context, the conversations are concentrated on supporting the client in identifying and 

clarifying areas for change as well as choice (Kimsey-House et al., 2011). Individuals seek out 

coaching to do things differently in their lives, or do different things (Kimsey-House et al., 
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2011). Rather than focusing on the past, one goal of coaching is to enhance the ability of clients 

to become more aware of the moment by expanding and exploring the present (Kimsey-House et 

al., 2011). A great deal of attention is also spent on moving forward, helping clients envision an 

ideal future, and the path it takes to get there (Kimsey-House et al., 2011). With Co-Active 

coaching, there is an increased focus on the experience in terms of reaching goals, not just 

creating a list of actions that needs to be completed in order to be successful.  

A coach can be described as someone who cares about people’s well-being, decisions, 

and motivation to make a change, whatever that change may be (Kimsey-House et al., 2011). 

They are present to hold that client accountable and guide the client towards their dreams and 

goals with meaning and purpose (Kimsey-House et al., 2011). Coaches are trained to engage 

their client’s thinking in ways that help to navigate human emotions and the complexity of 

reactions (CTI, 2020b). This can be achieved by assisting clients in reducing stress to enable 

longer-term solutions and sparking new thought patterns aimed at increasing the ability to make 

sound decisions (CTI, 2020b). The physical and metaphorical environment where a session takes 

place is crucial for the success of both coach and client (Kimsey-House et al., 2011). It is the 

coach’s role to create and hold a physical and social environment that feels like a safe and 

courageous space where clients can approach their choices with motivation and autonomy, 

without fear of judgment (Kimsey-House et al., 2011).  

Certified Professional Co-Active coaches deliver coaching through many forms of 

communication (Kimsey-House et al., 2011). Listening skills are predominant: coaches are 

trained to hear not only the words being said, but also what is behind and between the words, 

including silence. These conversations are beneficial as people are more likely to change if they 

hear themselves say it (Kimsey-House et al., 2011). Co-Active coaches focus on the energy, 



33 
 

emotion, and nuances of the voice, such that the coach’s role is to hear what the client may not 

hear themselves say (Kimsey-House et al., 2011). Coaching sessions are typically administered 

over the telephone; and the use of telephone-based supports has been shown to be as effective as 

face-to-face supports in terms of patient outcomes, satisfaction, and relationship building (Tates 

et al., 2017). The rationale for telephone usage is mostly due to its convenience and accessibility 

within coaching sessions, and utility in remote communities (Goddard & Morrow, 2015; Pearson 

et al., 2013). Furthermore, the use of telephone-based support implies clients could be more 

comfortable in their own home discussing personal and professional challenges (Goddard & 

Morrow, 2015; Pearson et al., 2013). Overall, it is essential for the coach to help the client 

discover what is “true, real, and important” (Kimsey-House et al., 2011, p.155) while also 

enabling them to stop “avoiding, pretending, and denying” (Kimsey-House et al., 2011, p. 155) 

as they navigate to make meaningful decisions about themselves and their lives (Kimsey-House 

et al., 2011). The principles and fundamentals of coaching can be applied to many contexts and 

populations (e.g., Fried et al., 2019; Goddard & Morrow, 2015; Pearson et al., 2013). A growing 

body of CALC research is described below, while a detailed description of the CALC model can 

be found in Appendix A.  

CALC- and Coach-Focused Research 

Since CALC was founded in practice, a number of studies have been conducted to 

validate its’ theoretical grounding (e.g., Irwin & Morrow, 2005; Pearson, 2011) and utilization in 

various health promoting contexts (e.g., Goddard & Morrow, 2015; Karmali et al., 2020; Mantler 

et al., 2013; Pearson et al., 2012). For example, CALC’s effectiveness has been demonstrated in 

multiple domains including family weight management (Karmali et al., 2019; 2020), stress and 

mental resiliency in post-secondary students (Fried, Karmali, Irwin, et al., 2018; Fried, Atkins, & 
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Irwin, 2019; Fried & Irwin, 2016); physical activity engagement in children and adults (Goddard 

& Morrow, 2015); smoking cessation (Mantler et al., 2010, 2012, 2014), and obesity among 

adults (Newnham-Kanas, Irwin, & Morrow, 2011a; Pearson et al., 2012, 2013; van Zandvoort, 

Irwin, & Morrow, 2009). Sample sizes have ranged between five and 390, applied various study 

designs such as mixed methods, randomized trials, cross-sectional, and descriptive approaches, 

and focused on an array of health and wellness-related measures (e.g., physical, psychosocial, 

behavioural). Taken together, this body of literature has established the utility of CALC.  

However, very little research on the CPCCs who deliver these interventions exists (Grant & 

Zackon, 2004; ICF, 2016; Newnham-Kanas et al., 2011; Newnham-Kanas et al., 2012). Because 

CALC is founded on promoting self-care for others, it is important to understand how coaches 

achieve this for themselves, especially during times of crisis. Moreover, conducting research 

focused on CPCCs is imperative for the profession in order to advance the organization as 

coaching continues to flourish (Newnham-Kanas et al., 2012). In light of the societal movement 

towards telecommunication models for helping professionals (Government of Canada, 2020; 

Miller et al., 2018) and the lack of information in a crisis context, it stands to reason that CPCCs 

may offer unique insights to this end. Indeed, researchers have highlighted the need for more 

studies to assist professional organizations in further understanding and developing technology 

for the administration of telehealth, including the type of modalities used, strategies applied, and 

best practices that have been deemed successful (Molfenter et al., 2015). Gleaning an 

understanding of existing coaching and CPCC-focused research is imperative for determining 

next steps in these two areas. 

In response to a need for more information on the coaching industry and coaches 

themselves, Grant and Zackon (2004) administered a 76-item survey to coaches who were ICF 
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members in order to develop a professional profile. The items consisted of multiple choice and 

short answer questions. Data were sought in six main areas: (a) coaching professionalism (e.g., 

training); (b) participant’s coaching career (e.g., previous employment, history working as a 

coach); (c) coaching processes used (e.g., telephone versus face-to-face, session length); (d) 

coaching practice (e.g., number of clients, recruitment techniques, fees); (e) client profiles (e.g., 

life coaching, executive coaching); and (f) demographics (e.g., age, gender, education). Results 

were analyzed from 2,529 respondents and revealed, in general, that the coaches: (a) had come to 

coaching from an array of professional backgrounds (e.g., consultants, executives, managers, 

teachers, helping professionals); (b) practiced predominantly on a full-time basis (51.7%); (c) 

considered themselves to be self-employed (73.7%); and (d) were mostly female (73.1%). 

Coaching was primarily delivered over the telephone (63%), followed by in-person meetings 

(34.3%). The results from this study helped establish a better understanding of professional 

coaching and the backgrounds of the coaches themselves. Grant and Zackon (2004) stated that 

coaching research could only be furthered by continuing to track trends such as professional 

backgrounds, coaching organizations, client profiles, and various demographics amongst the 

coaches continuing to practice. Additional recommendations from the researchers included 

investigating why coaches choose the telephone compared to face-to-face coaching, along with 

examining the effectiveness of telephone delivery versus in-person sessions (Grant & Zackon, 

2004).  

Newnham-Kanas and colleagues (2011b) furthered this research by focusing on Co-

Active coaches to create a comprehensive applied profile specific to this style of coaching. 

Revising Grant and Zackon’s (2004) earlier survey, the researchers created a global online 

measure for CPCCs. Specifically, the researchers were interested in finding out who is drawn to 
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this type of profession and learning more about this particular coaching approach (Newnham-

Kanas et al., 2011b). The sample consisted of 390 CPCCs who were over 18 years of age and 

had access to the internet (Newnham-Kanas et al., 2011b). Data collected included: (a) 

demographics (e.g., gender, age, education); (b) coaching professionalism (e.g., credentialing, 

training); (c) coaching career (e.g., prior professions, length of time working as a coach); (d) 

coaching processes used (e.g., telephone vs. face-to-face, length of session); (e) coaching 

practice (e.g., number of clients, techniques for generating new clients); and (f) client profiles 

(e.g., life or executive coaching). A variety of different response formats such as closed and 

open-ended questions, scale questions, and multiple response alternatives were included. Similar 

to Grant and Zackon (2004), the most common coaching delivery method was over the telephone 

(94%), and 74.9% of coaches identified themselves as self-employed and sole practitioners. 

While the data obtained from this study were important for supporting and characterizing the 

nature of the coaching profession further, Newnham-Kanas and colleagues (2011b) stated that 

future research is still needed on coaches to assist with continually advancing the coaching 

industry. Therefore, given the ongoing personal and professional changes many individuals are 

experiencing in line with the COVID-19 pandemic (Fetzer et al., 2020; Waddington & Pearson, 

2020), further investigation into coaching profiles is particularly timely.   

In keeping with this recommendation, Newnham-Kanas and colleagues (2012) 

additionally explored what coaches enjoyed about their work to assist with evaluative research 

being done on coaching services. This paper reported on a qualitative question that was included 

as part of the 2011 survey: “What do you enjoy most about being a coach?” A total of 351 

coaches responded. Findings involved five themes including: (a) witnessing clients change their 

lives (e.g., coaches explained that assisting clients in their growth and change was one of the 
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main reasons they enjoyed their job); (b) deriving satisfaction and fulfillment from coaching and 

working with clients (e.g., they felt they were living their passion through helping others); (c) 

having a collaborative relationship with clients (e.g., having the ability to connect and be a 

partner with clients on their journey); (d) flexibility and autonomy of the profession (e.g., being 

able to coach wherever, whenever was intriguing for coaches, which helped their sessions 

become more creative with their clients); and (e) gratification obtained from using their skill set 

(e.g., skills such as those taught within the Co-Active model helped them create an experience of 

positive change for clients). This study demonstrated that coaching does not only help the client, 

but it is a profession where the coaches are “truly passionate and committed to the process of 

facilitating change in their clients’ lives” (Newnham-Kanas et al., 2012, p. 54). Perhaps the first 

qualitative study to explore the perspectives of CPCCs, the researchers noted how this type of 

research is essential, given that the data can be used to attract prospective coaches to the 

profession (Newnham-Kanas et al., 2012). This particular study also highlighted the need for 

exploratory studies related to the coaches themselves in order to feed the knowledgebase of the 

profession, and assist training bodies with continually assessing their models and methods 

(Newnham-Kanas et al., 2012).  

Building on this notion and recognizing that very few studies have focussed on the 

process of the coaching from the viewpoints of the coaches, Karmali and colleagues (2020) 

recently captured the experiences of CPCCs involved in an obesity-based CALC intervention 

targeting parents with obesity and their children (aged 2.5-10). According to the authors, 

exploring the perspectives of CPCCs working with specific populations, such as those with 

obesity, could allow for more information sharing amongst the coaches, thereby increasing their 

effectiveness when working with clients to meet their needs and goals. The intervention included 
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nine coaching sessions (20-30 minutes in length) over a three-month period. Semi-structured 

interviews were conducted immediately post-intervention with eight coaches involved in the 

study. Examples of questions included: “What was it like for you to coach during this study?”, 

“What advice do you have when working with this clientele?”, “What insights did you gain 

coaching individuals/parents struggling with obesity?” (Karmali et al., 2020, p. 118). Findings 

revealed that the participants found coaching rewarding and impactful, and liked noticing change 

in their clients. The intervention format was also noted as valuable. The coaches found 

facilitating the intervention over the telephone easier for the clients, stating that sometimes it is 

easier to talk about challenges that can leave the client feeling vulnerable using this mode, rather 

than in-person. Moreover, the client participants who were also interviewed as part of this study, 

indicated that they too enjoyed the telephone-based intervention as it was more convenient than 

in-person meetings and they could complete the calls from their homes. The authors concluded 

that gaining experiences from both the participants and study coaches affirmed the valuable 

impact that CALC has on behaviour change processes.  

To conclude, a growing foundation of research exploring the viewpoints of practicing 

CPCCs exists; however, most has been conducted to develop a professional profile of coaches or 

has been related specifically to involvement in a research study. While researchers have 

identified that most coaches prefer over the telephone, versus in-person sessions (Grant & 

Zackon, 2004; Newnham-Kanas et al., 2011), additional studies are needed to determine how 

and why this seems to be effective (Grant & Zackon, 2004), especially during a worldwide 

pandemic. Moreover, with coaching becoming an increasingly sought-after health promotion 

alternative where coaches are tasked with providing highly personalized, emotive, and goal 

focused support for their clients (CTI, 2020a; Kimsey-House et al., 2011), understanding how 
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they simultaneously care for themselves is essential. In doing so, strategies and techniques may 

be identified and applied in the future to assist in overcoming challenges these coaches may be 

facing, with the hope of transferring these strategies to other like helping professions 

(Waddington & Pearson, 2020).  

Co-Active Coaches and the COVID-19 Pandemic  

In response to the need for more information on CPCC profiles as well as coaching and 

self-care during times of crisis, a pilot study was conducted during the spring of 2020. With the 

goal of uncovering beneficial strategies and barriers to practice that could be used to inform 

coaches and training bodies during the pandemic, the purpose was to understand coaches’ 

experiences of practicing during COVID-19, including how they were using their training to help 

others, as well as themselves (Waddington & Pearson, 2020). A qualitative approach integrating 

semi-structured interviews was applied to explore the viewpoints of CPCCs who had been 

coaching throughout the pandemic. Questions pertaining to coaching during a crisis, training, 

self-care practices, and stress levels were included in the interview guide. Two CPCCs involved 

in an existing study being overseen by the student’s supervisor were interviewed and findings 

revealed several themes and related subthemes. These included: (a) Being a Co-Active Coach 

(how they are coaching, mental health support, personal connection); (b) The Coaching Model 

(agency, collaboration); (c) Coaching During a Pandemic (crisis coaching, scheduling, unique 

opportunity, commitment, personal coping); and (d) CTI (preparation, training institute, 

adaptability). This exploratory approach was useful in revealing perspectives on what it is like to 

coach during a pandemic, and provided a valuable foundation for furthering related CPCC-

oriented research. Due to the very small sample-size, further research was recommended to 
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replicate and expand upon the findings and determine optimal self-care strategies, as well as 

explore coaching processes used (Grant & Zackon, 2004; Waddington & Pearson, 2020).  

Limitations within the Literature and Study Purpose 

To date, the literature regarding self-care among helping professionals has identified its 

cruciality; being proactive in this regard not only benefits the helpers, but their clients and the 

overall effectiveness of practice as well (Friedman, 2017; Norcross & Phillips, 2020). Studies 

conducted have mostly been: (a) quantitative in nature; (b) implemented in larger organizational 

structures or institutions where professionals work in a team environment (e.g., Barlow & 

Phelan, 2007; Miller et al., 2018; Rupert & Dorociak, 2019); and (c) involved conventional and 

allied health professionals (e.g., Alkema et al., 2008; Mills et al., 2017; Richards et al., 2010). 

Thus, more qualitative research in this area is needed to gain insight into self-care experiences 

and strategies used, especially for those who are self-employed in private practice (Barlow & 

Phelan, 2010). Because most helping professions are clinical in nature, they may not be 

appropriate for individuals seeking self-improvement or addressing non-clinical issues, such as 

lifestyle change or motivation. Certified Professional Co-Active coaches may offer unique 

insights in this context given their inherent commitment to promoting self-care among their 

clients.  

Given its demonstrated utility in chronic disease and mental health contexts (e.g., Jaglal 

et al., 2013; Molfenter et al., 2015), combined with COVID-19 related restrictions regarding in-

person contact, studies examining the use of telecommunications are needed at this time. 

Specifically, exploring experiences with telephone delivery to determine benefits, challenges, 

and best practices during the pandemic are warranted as this crisis continues to evolve (Bokolo, 

2020; Molfenter et al., 2015; Waddington & Pearson, 2020).  
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Therefore, the primary purpose of this qualitative study was to explore CPCCs’ views 

related to: (a) coaching during the COVID-19 pandemic (Casey, 2020; Karmali et al., 2020; 

McCann et al., 2013), and (b) their own self-care during the COVID-19 pandemic. The 

secondary purpose of this study was to collect insights from CPCCs about the utility of 

telecommunications for service provision (Grant & Zackon, 2004; Newnham-Kanas et al., 2011; 

Waddington & Pearson, 2020). By exploring insights into self-care and telecommunication in 

practice during COVID-19, it was hoped that beneficial strategies and techniques that can be 

applied during times of crises and leveraged in the future by coaches, clients, and training bodies 

alike would be identified (Newnham-Kanas et al., 2012; Waddington & Pearson, 2020).  

Positionality 

 In qualitative research, the researcher is typically the main source of instrumentation 

during the data collection and analysis phases. Therefore, making a statement on personal beliefs 

and origins is important given that the researcher’s own underlying biases may unintentionally 

inform the research process and findings (Kowalski et al, 2018). This stance is referred to as 

positionality or reflexivity (Kowalski et al., 2018), and involves a researcher working to set aside 

their own experiences, and only focus on those of the participants (Kowalski et al., 2018). In the 

present study, reflexivity was practiced by the student researcher (KW) through memoing 

personal beliefs and experiences as they unfolded throughout the research process in relation to 

the methods, data, and constantly changing COVID-19 restrictions.  

For the reader, it is useful to outline social and physical attributes that may have 

influenced the direction of the research. As a middle-class, able-bodied, heterosexual, Caucasian 

female, I have been fortunate enough to live a life of privilege, especially during times of crisis 

(i.e., a worldwide pandemic) in terms of maintaining employment, stable housing, family 



42 
 

connections, and access to healthcare. These attributes could have impacted myself and my 

views as a researcher throughout this process. I may inadvertently be ignorant to the very real 

struggles of those living through COVID-19 besides the fear of catching the virus. For example, 

some interview questions ask about various challenges the coaches face regarding COVID-19, 

but these questions are in line with the participants’ coaching practices, and not the various 

difficulties that may exist for these participants such as loss of a loved one. Through undertaking 

this research project, I have realized that I hold a number of personal views on the COVID-19 

pandemic; a rather controversial topic when it comes to personal freedoms. As a Master of 

Science Student, I firmly value science-based evidence and theory. I view COVID-19 as a 

serious infectious virus that can cause severe illness among those who test positive. As such, I 

fully agree with related recommendations regarding transmission and prevention (e.g., physical 

distancing restrictions, wearing masks, obtaining a vaccine) which are taking place across most 

of the world. These views and values may not align with others. As a qualitative researcher, 

building rapport with study participants is an integral part of the research process. Because of my 

keen interest in health promotion and coaching, I believe I was positioned to share a number of 

mutual interests with the coaches involved, thereby enhancing the feasibility of data collection. 

For example, there may have been a mutual degree of relatability in terms of privilege and social 

locations (i.e., education level, common interest in caring for others, valuing the notion of 

research, experiencing a worldwide crisis). As the data collection process ensued, I became 

acutely aware of my own beliefs in relation to the pandemic and how these differed greatly from 

a small portion of the study participants. This may have been due to geographical location, 

whereby some individuals in certain areas of North America are less concerned about COVID-19 

and related protocols compared to others with citizens who do not believe in the virus as an 
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infectious disease; and nor do these individuals believe in vaccines and related restrictions. In 

these cases, I worked diligently to manage my own contrasting views on COVID-19 by referring 

often to my study purpose and focusing on the interview guide to remain neutral. I also reflected 

back regularly via member checking during the interviews to ensure that I was understanding 

participant perspectives accurately.  

Method 

Study Design 

 This qualitative study used a descriptive approach (Kowalski et al., 2018) which 

involves exploring a phenomenon (e.g., self-care among CPCCs during a pandemic) with no 

attempt to link the information or explain the outcomes (Kowalski et al., 2018). Qualitative 

research can consist of conversations and observations that add a personal approach to the data 

by identifying general themes among participants (Kowalski et al., 2018; McGill, 2018). 

Regarding a philosophical worldview, a constructivist approach was used. Constructivism 

involves the idea that multiple realities exist, and that meaning can be varied depending on the 

context or environment in which the research takes place (Kowalski et al., 2018). In doing so, the 

researcher adopts a stance where there is no distinct set of emotions or outcomes similar across 

all domains, meaning feelings and experiences are subjective (Kowalski et al., 2018). The 

researcher took on this constructivist approach by seeking out a variety of views to better 

understand experiences of CPCCs in regard to coaching during the COVID-19 pandemic, their 

own self-care during the pandemic, and service delivery provision. This worldview was applied 

throughout the application of one-on-one, telecommunication-based semi-structured interviews 

(McGill, 2018).  
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Participants  

 Inclusion criteria required that participants were CPCCs who could speak English 

fluently and had been actively coaching (e.g., at least one client per week) throughout the 

COVID-19 pandemic (i.e., since March 2020). This would allow participants to reflect on their 

practice experiences over time, as pandemic related guidelines and restrictions have changed. 

Furthermore, CPCCs were expected to have been practicing at least six months prior to the 

pandemic onset to enable reflective comparisons regarding pre- versus during-pandemic 

experiences. It was expected that coaches would reside in North America in an attempt to avoid 

extreme variation in COVID-19-related mandates and experiences. The certification criterion 

was to ensure that all participants had received the same baseline training, thereby maintaining a 

sense of standardization in treatment fidelity (Karmali et al., 2020). Those with additional 

coaching qualifications were considered eligible; however, they were asked to speak specifically 

to their CPCC training and related experiences.  

Lastly, as qualitative research continues to grow, there is a continuing need to maintain 

high standards of rigour, as many studies fail to substantiate their sample size sufficiently 

(Vasileiou et al., 2018). Therefore, the researcher included two sample size justifications for the 

present study including data saturation and pragmatic considerations (Vasileiou et al., 2018). 

According to Vasileiou (2018), these justifications were utilized most often in previous 

qualitative studies (55.4% and 9.6% respectively). Saturation is the most widely used principle 

for determining sample size. This involves the idea that gathering new data no longer reveals any 

new insights or themes (Kowalski et al., 2017; Vasileiou et al., 2018). Pragmatic considerations 

involve being aware of time constraints or the difficulty of obtaining a specific population 

needed for the study (Vasileiou et al., 2018). Based on the small number of qualitative studies 
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focused on CPCCs that exist (Karmali et al., 2020; Newnham-Kanas et al., 2012), it was 

expected that approximately 12-15 coaches would be recruited for involvement. For example, 

Karmali et al. (2020) aimed to recruit 12 participants and enrolled eight, which was found to be 

acceptable in terms of saturation in line with their study goal. In contrast, Waddington and 

Pearson (2020) had an n = 2 (Waddington & Pearson, 2020) and found that saturation was not 

reached in their pilot study exploring CPCC views on self-care practices while coaching during 

COVID-19.  

Procedures 

Upon receiving approval from the Research Ethics Board at Lakehead University, CPCCs 

were recruited using three techniques outlined in previous CALC studies (Harvey, 2018; Pearson 

et al., 2013): (1) online advertisements distributed through the Co-Active Network, a website 

affiliated with CTI intended to promote discussions and support among Co-Active coaches; (2) 

via contacts made through previous coaching studies conducted by the student researcher’s 

supervisor along with her personal contacts as a CPCC herself; and (3) using snowball sampling 

where participants contact other colleagues (Kowalski et al., 2018). The online advertisements 

included the student researcher’s email address to enable contact by interested participants. Upon 

receiving email correspondence from interested coaches, the student researcher sent potential 

CPCCs an eligibility form (Appendix B), a recruitment letter and poster (Appendix C), a letter of 

information (Appendix D), and a consent form (Appendix E) to provide more information about 

the study (e.g., inclusion criteria, details of data collection, types of interview topics, and what 

will be expected of them). If the CPCC wished to proceed, they were asked if they would like to 

speak first either over the telephone or Zoom, and then an informed consent and eligibility form 

was filled out and sent via email. Once consent was obtained, the participant was sent a link to 
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the demographic questionnaire (Appendix F) via Google Forms to hold confidentiality 

(participants used a unique ID number). After this was completed, the duo determined an agreed-

upon time for the student researcher to call the participant for the semi-structured interview (see 

Appendix G for interview guide).  

Recruitment and data collection were ongoing from February to April of 2021. All 

interviews took place virtually with a choice of either the telephone using a password-protected 

recording feature (50%) or via Zoom platform with cameras on (50%). The telephone was 

chosen as a data collection mode as previous coaching studies have supported its use, deeming it 

convenient and able to act as an anonymity “shield” when discussing personal experiences 

(Karmali et al., 2020, p. 122). Similarly, the Zoom platform was selected as this appears to be an 

acceptable approach when attempting to mimic face-to-face interviews, including being easily 

accessible, cost effective, and possessing acceptable security measures to maintain 

confidentiality (Gray et al., 2020). As the interviews were conducted based on the scheduling 

preferences of the participants and in consideration of differing time zones, interview 

appointments ranged from within business hours (i.e., 9:00am – 5:00pm) to evenings (i.e., 

6:00pm – 9:00pm) and ranged from 30-40 minutes. After each interview was completed, the 

participant was thanked for their time. 

Measures 

Demographic and Professional Profile 

To capture personal and professional participant characteristics, a questionnaire was 

administered through Google Forms. A combination of closed- and open-ended questions asking 

about participant demographics (age, gender, education level, current home city, ethnicity) and 

coaching careers including pre-and during pandemic (length of certification, prior profession 
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before coaching, type of coaching [life/executive], techniques for generating new clients, 

delivery mode [telephone/Skype/face-to-face], number of coaching sessions in a week, number 

of clients, and coaching hours) were included. Questions were derived from studies conducted by 

Grant and Zackon (2004), Newnham-Kanas and colleagues (2011a, 2011c, 2012), and 

Waddington and Pearson (2020). This information was used to create a participant profile of 

those involved in the study and further the knowledgebase in the field of professional coaching 

(Newnham-Kanas et al., 2011c). Grant and Zackon (2004) stated that to further research in 

coaching, trends and profiles should be continually tracked. It was thought that doing so during a 

pandemic would be particularly valuable in order to determine any noteworthy changes.  

Semi-structured Interview Guide 

One-on-one semi-structured interviews are beneficial for allowing participants to express 

their views on their own terms with room for follow-up and expansion throughout the process 

(Cohen & Crabtree, 2006). Questions were formulated to address the purposes of the study with 

respect to gaining the perspectives of coaches regarding self-care, coaching during a pandemic, 

and delivery mode experiences. More specifically, building on previous studies conducted by 

Newnham-Kanas and colleagues (2012), Miller et al. (2018), and Waddington and Pearson 

(2020), the interview guide was separated into three sections: (1) Coaching During a Pandemic 

(i.e., “What is it like for you to coach during the COVID-19 pandemic?”; “What do you think 

has prepared you for coaching during a pandemic?”); (2) Self-care During COVID-19 (i.e., 

“How would you describe self-care?”; “To what degree have you been able to prioritize yourself 

and your own needs during this time?”); and lastly (3) Delivery Mode (i.e., “What modality are 

you currently using to coach and why?”; “To what degree do you think this mode of delivery 

could be successful for other helping professionals who provide in person services?”).  
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Data Analysis 

Descriptive statistics (e.g., means, frequencies) were used to present the coaches’ 

characteristics derived from the demographic questionnaire. This allowed the student researcher 

to identify and summarize patterns within the data to gain a better understanding of who was 

participating in this study, while furthering the profiles of CPCCs in relation to practicing during 

a worldwide pandemic (Kowalski et al., 2018; Newnham-Kanas et al., 2011). The semi-

structured interviews were transcribed verbatim and analyzed using inductive content analysis; a 

process whereby themes emerge from the data and are not identified in advance (Elo & Kyngas, 

2008). The study purposes provided the boundaries for applying a deductive approach, and then 

within those boundaries, the themes were derived organically from the transcripts (Elo & 

Kyngas, 2008).  

A variety of steps were taken to accurately analyze and code the data inductively by each 

interview section which provided the boundaries for a deductive approach. Within those 

boundaries, the themes emerged organically from anywhere in the transcript. Steps included: (1) 

The data were organized and prepared by reading the selected unit of analysis (i.e., the interview 

transcripts; Elo & Kyngas, 2008) several times. This way, the researcher was able to form 

insights about the data and become more familiar with it (Elo & Kyngas, 2008); (2) Next, the 

researcher read through all the data with the purpose of starting to categorize common phrases 

and words that were then grouped together to form broad themes; (3) As themes started to 

become more noticeable throughout all transcripts, a coding process began with all of the data, 

where categories and subcategories were developed along with complimenting quotations from 

the participants; 4) The emergence of these themes was used to generate a detailed description of 

each category or theme; (5) Upon completion of step four, two researchers (ES and KW) then 
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met to compare identified themes and determine which ones most accurately captured the 

participants experiences and viewpoints. Then a decision was made on how these findings were 

represented within the study (Kowalski et al., 2018).  

Following manual analysis, the software program, NViVo 12, was used to assist the 

student researcher in verifying thematic salience via the frequency of codes (Zamawe, 2015; 

Appendix H). Zamawae (2015) stated that the software program can boost the accuracy of the 

qualitative analysis phase, aiding the coding process in great detail by enabling one to compare 

and contrast multiple paragraphs which may be missed with the human eye. Once the transcripts 

were imported into the software program, the coding was conducted line by line to identify 

common phrases or words that were then pasted into a coding table that allowed the researcher to 

examine consistency and a hierarchy of the themes. To determine what was considered salient 

within the coding process in NViVo, themes were identified by two factors: (1) the frequency 

that they occurred across all data sets; and (2) how relevant the theme or re-occurring code was 

in relation to the research purposes (Braun & Clarke, 2006).  

Trustworthiness of the Data 

Since qualitative research was used for the present study, strategies to enhance the 

trustworthiness of the data were applied including credibility, transferability, confirmability, and 

dependability (Lincoln & Guba, 1985). Credibility is described as confidence in how accurately 

the data aligns with the focus of the research study (Elo et al., 2014). Credibility was enhanced as 

the student researcher followed ethical guidelines, and employed member checking (i.e., 

summarizing and repeating back the interpretations during an interview; Birt et al., 2016). This 

occurred between questions to obtain participant validation on the authenticity of their responses 

and verify accurate understanding by the interviewer (Merriam & Tisdell, 2015). Next, 
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transferability is described as the potential for the findings to be transferred to other like settings 

(Elo et al., 2014). The student researcher captured the details needed to maintain a descriptive 

account of the data within the thesis to help others determine if the findings are transferable to 

their own subjects and settings, including a detailed audit trail (Merriam & Tisdell, 2015). An 

audit trail assisted the researcher by capturing detailed steps and procedures of the data collection 

and analysis processes that led to the final outcomes and decisions regarding the findings 

(Merriam & Tisdell, 2015). Confirmability can be described as objectivity of the findings, 

meaning that the findings or interpretations can be compatible between participants and 

researchers who are coding and analyzing the data (Elo et al., 2014). Confirmability was 

addressed as the student researcher and supervisor both performed inductive content analysis on 

the transcripts independently (Lincoln & Guba, 1985). This allowed the data to be examined for 

commonalities and differences across the interviews as the themes started to develop (Lincoln & 

Guba, 1985). This process helped to minimize any potential researcher biases while attempting 

to ensure that the findings were shaped by the participants more so than the qualitative researcher 

(Meriam & Tisdell, 2015). Lastly, dependability can be described as the “stability” that the data 

achieves over time and under different conditions that may arise (Elo et al., 2014, p. 2). 

Dependability was addressed by holding regular debriefing meetings between the student 

researcher, supervisor, and/or members of the thesis committee during the data collection and 

analysis phases to reflect on and record any biases that may have influenced the study procedures 

(Lincoln & Guba, 1985). Moreover, honesty demands (Bates, 1991; i.e., telling participants to 

answer as honestly as possible, with no right or wrong answers) was discussed before the 

interview began.  
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Results 

Participants  

 In total, 12 participants were enrolled in and completed the study. Originally, 13 coaches 

committed to being involved, but one individual did not follow-up with the student researcher to 

arrange the interview and could not be reached after two attempts. Participants ranged in age 

from 40-72 years of age (M = 54.5 years, SD = 8.2), and included 10 female (83.33%) and two 

male CPCCs (16.67%). All participants identified as Caucasian with the majority stating they 

were married (92%), and most had obtained a Master’s degree (67%; Figure 1). When asked for 

length of practice as a CPCC, times ranged from less than one year to 14 years in the field 

(Figure 2). In terms of employment status, 67% of participants identified that they were a full-

time CPCC, and 33% identified as part-time coaches. It can be noted that CPCC designation 

does not require a prerequisite regarding education. For coaches who stated that they coached 

part-time (33%), their educational background was related to their other profession (e.g., 

coordinators in business/organizational development, real estate investment, university faculty). 

Type of coaching practiced was also queried; life coaching (n = 3) and executive leadership 

coaching in isolation (n = 3) were noted, in addition to various hybrids which were the most 

common (n = 6; refer to Figure 3 for other types coaching practiced). Life coaching revolves 

more around health areas and lifestyle habits (e.g., diabetes, fitness, obesity, physical activity, 

dietary intake; Joseph et al., 2001; Newnham-Kanas et al., 2008; Tidwell et al., 2004), whereas 

executive coaching revolves around management consulting and professional development 

(Kampa-Kokesch & Anderson, 2001). Leadership coaching involves identifying various 

dimensions of leadership and capability among managers or emerging leaders in the workplace 

(PowerUp, 2021). The primary strategies reported for generating new clients included referrals 
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(31%) and networking (31%) which participants explained came from conferences, podcasting, 

workshops, and collaborating with committees. Lastly, delivery mode was tracked via whether 

the coaches used video or phone to provide their services. Video platforms such as BetterUp, 

Microsoft Teams, Zoom, and Skype were used by 67% of coaches, all of whom stated that the 

video was mostly turned on with the exception of a few clients who preferred just the audio. 

Regarding phone use, 33% of coaches solely used the phone to deliver coaching services.  

Figure 1 

Highest Education Level Completed  

 

Note. This figure demonstrates participants’ highest education level completed.  
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Figure 2 

Length of Practice as a Certified Professional Co-Active Coach 

 

Note. This figure demonstrates participants’ self-reported time since they started coaching as a 

CPCC.  

Figure 3 

Type of Coaching  

 

Note. This figure demonstrates the different types of coaching conducted by the CPCCs involved 

in the study. 
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Qualitative Findings 

 Six main themes and twelve related subthemes emerged from the interview transcripts 

inductively, and were then categorized deductively into three sections in line with the study 

purposes: (1) Exploring experiences of coaching during the COVID-19 pandemic; (2) Exploring 

experiences with self-care during the COVID-19 pandemic; and (3) Exploring experiences with 

telecommunication for service provision. A summary figure (Figure 4) is found below along with 

a descriptive account of each theme and subtheme with accompanying quotations.  

Figure 4 

Interview Themes and Subthemes  

 

Note. This figure provides a visual representation of the salient themes and subthemes that 

emerged from the interviews.  
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A Shift in Practice  

 During each interview, changes related to coaching practice (i.e., how coaching is 

delivered to clients) in response to the COVID-19 pandemic emerged and were divided into two 

subthemes: Accommodating remote working and adjusting approaches to coaching. It should be 

noted that according to participants, these are changes that have taken place since the pandemic 

began in March 2020.  

Accommodating Remote Working 

Many participants indicated that they had to make adjustments for clients who were 

working from home due to the pandemic. According to these CPCCs, scheduling issues, having 

children present, and stress associated with isolation from work colleagues and being away from 

the office were noted by their clients and also arose as challenges for the coaches themselves. 

Trying to work from home while parenting simultaneously was also discussed often as a 

challenge when it came to scheduling and being present in sessions for coaches and clients, as 

children were home from school. For example, one coach mentioned the need to be flexible for 

clients as they knew clients had family at home, were working from home, and the pre-COVID 

expectation of being in a quiet place to coach was not as feasible as it was before when children 

were at school and other family members were at work.  

Adjusting Approaches to Coaching 

Several participants discussed how they had to make adjustments to how they coached 

once the pandemic began, using different strategies that they hadn’t used regularly before. Two 

main topics were highlighted across participants: (1) how coaches used certain tools/strategies in 

their sessions with clients; and (2) how they themselves viewed coaching and how that informed 

their approach during the pandemic (e.g., professional development). For example, one coach 



56 
 

mentioned the need to stay in the present more often, as the future was so uncertain. Other 

coaches noted engaging in professional development activities such as “positive intelligence 

training” that helped them and how they viewed coaching during the pandemic. Supporting 

quotes can be found in Table 1. 

Table 1 

A Shift in Practice  

Accommodating Remote Working 
• “Definitely the topics that we discuss now have shifted and changed … there were themes 

that have cropped up over the last year. You know, initially it was kind of the shock of 
COVID and going to remote working and missing your colleagues at work and those sorts 
of topics.” [P 001] 

• “I do think, particularly with the remote working aspect of all of this, and especially for 
families with young kids. [T]he thing that surprised me … I hadn’t anticipated the impact 
this would have on the single people stupidly. Um, but you know, they’re sitting at home in 
their apartments, not able to go out, not able to see their friends, not even be able to go to 
the work office.” [P 001] 

• “I recognized my clients who were remote working, there were different holds that they had 
on their schedules that they sort of wouldn't have if they were in person. So scheduling was 
really challenging.” [P 006] 

• “[O]ne of the new things that I heard during the pandemic that I hadn’t heard before was the 
challenge of working from home with kids … that definitely was an issue, you know? 
And that just came down to the people who had like, elementary school kids.” [P 010] 

• “We’ve [Coaches] pivoted towards offering more support to people around remote work, 
more support around remote communication.” [P 012] 

• “Initially, I tried to be very strict about, you know…’ You have to be in a private quiet 
space.’ And I realized that’s not possible for some people … So, I can choose not to coach 
them, but I’d rather like, find ways to flex and accommodate…So you know, trying to just 
be mindful of this as part of the universe, and I have to meet the client where they are.” [P 
009] 

Adjusting Approaches to Coaching 

During Client Sessions 
• “[Changes in coaching strategies since the pandemic began?] I use more um vision 

exercises than maybe I used to [before], and I mostly do it through Zoom. I turn off the 
camera during those and just give people some space, and some non-Zoom camera time can 
really help them go to a deeper place.” [P 003] 

• “[W]e have been able to work more with our clients on topics of resilience and flexibility 
and goal setting through adversity, and being okay with where we are today and what's 
incomplete.” [P 006] 
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• “[Client related changes?] And that [listening] I wasn't expecting, but clearly, they needed 
someone to talk to, someone to bounce things off of, someone to, you know, help them … 
listen deeply or … help them make sense of what was going on in the world, and begin this 
new uncertainty, or how good they were being, or how were they doing with the uncertainty 
….” [P002] 

• “[W]hen the pandemic hit…it [coach sessions] just sort of shifted, like you know, people 
were like ‘The things that I came here to talk about feel so trivial now. Like, I don't even 
know what I want to talk about.’ Or ‘The challenges that I had are so much easier now.’” 
[P009] 

• “It’s about flexibility and resilience, I mean there’s just so much that this thing [pandemic] 
has brought us, I just know that as I, as a coach, have tried to grab on to every single one of 
those moments to coach those topics.” [P 006] 

Via Professional Development 
• “Last March, I was in the very first class for the positive intelligence, and I know they 

continue to run them for people, so, like that was like great …and then I really got into the 
whole research and study around positive intelligence, and I think it helped me with my 
attitude and my mindset throughout the pandemic.” [P 003] 

• “I’ve had more interest in learning about emotional intelligence [since the pandemic 
started], specifically around resilience and stress management than I did before.” [P 010] 

• “What’s different for me is my practice [has] opened up a new frontier in mental fitness 
… some people call it wellness category, but I’m leaning into mental fitness. So that, in the 
last year, has just really become… I hesitate to give it a percentage, but maybe close to half 
of my effort goes into that now, whereas the year ago it didn’t.” [P 007] 

Changes in Clients  

 Across many interviews, participants mentioned the changes they noticed in their clients 

since the pandemic started in March, 2020. The changes can be categorized into two subthemes: 

Heightened need for support and Enhanced adaptability.  

Heightened Need for Support 

Many participants stated that their clients experienced different mental/emotional 

challenges such as increased anxiety and cancelling sessions due to feeling overwhelmed, as well 

as a general need for more mental health focused coaching (i.e., versus their traditional styles 

such as leadership or executive coaching) compared to before the pandemic began. Furthermore, 

a contrasting finding emerged regarding an increase in clients versus a decrease in clients since 

the pandemic started. For example, two coaches said they noticed a higher degree of withdrawal 
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(i.e., cancelled sessions) in their clients while also stating that most clients in their caseload 

needed heightened support.  

Enhanced Adaptability 

Some participants noticed changes in their clients in terms of increased adaptability 

regarding getting through the pandemic and accommodating such a crisis to take place. For 

example, coaches mentioned that their clients became more resilient as they were forced to face 

their goals during such adversity within this pandemic. Several coaches spoke in awe regarding 

their clients’ ability to be flexible during these times, and still carry on with their goals when the 

future is still so uncertain. For example, one coach mentioned how fun it is to see their client’s 

creativity emerge through these times. Supporting quotes can be found in Table 2. 

Table 2 

Changes in Clients  

Heightened Need for Support 
• “My clients would either disengage or become very dependent on me. There weren’t a lot 

of people who were able to maintain status. They either paused coaching, or it was like an 
email every other day.” [P011] 

• “What I found is there’s a number of clients that are now putting their sessions on pause 
because they truly are at that mental health sort of cracking point. Like, they just truly 
can’t even think about talking to a coach about moving forward or honouring values.” [P 
002] 

• “People also have come to coaching with maybe some more emotional stuff then they might 
have before and so you’re just, sort of be prepared to be spacious within that idea, and just 
allow people to have their space as you’re coaching … It seems even more important now 
not to have people feel pressed.” [P 004] 

• “So, during this pandemic …I have now seen more anxiety to generalized anxiety about 
this situation.” [P 004] 

• “…my mental fitness clients just showed up. I mean, I’ve had close to 50 people go 
through this program with me only in the last six months, so that surprised me.” [P 007] 

• “For some people, it’s, everything is so much more stressful; ‘I need support that I didn’t 
realize I needed to before.’ So, I feel like it’s the, you know, kind of the physical impacts 
and the emotional impacts.” [P 009] 

• “I mean in terms of the content of what they [clients] might talk about, some of them are 
referencing more you know… where maybe they would have talked about anxiety for other 
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reasons…now you know, yet another quarantine or curfew, or you know, the requirements 
that COVID has imposed is creating stress in their lives.” [P 010] 

Enhanced Adaptability  

• “I wouldn’t say going back to how it was before, [but] I think they have accommodated to 
the changes [a pandemic requires] a lot more.” [P 005] 

• “I think actually how well people [clients] have adapted [has surprised me].” [P 005] 
• “But for the most part they have their goals. Those haven’t changed; their goals are 

adaptable in a COVID environment. Staying focused on your goals, that’s been the 
beautiful part.” [P 006] 

• “I have seen so many people really taking stock and saying, ‘[T]his is something! Like, our 
lives have changed. This is something we never anticipated or expected, things are, things 
about that horrible.’ There are things about that that are wonderful; that there’s like, this 
moment of opportunity for them.” [P 009] 

• “People’s resilience and creativity, and it's been fun to watch them realize that they have 
capacity. Greater than just this like, what they need to survive day to day.” [P 011] 

Personal Self-Care Practices  

When asked about self-care experiences, many coaches identified changes to their 

practices related specifically to the COVID-19 pandemic. Two main themes emerged throughout 

the interviews: self-care is more intentional and fill your bucket first.  

 Self-Care is More Intentional 

The majority of participants said that their self-care practices had become a conscious routine 

and effort due to COVID-19. Many explained how they have to be a lot more disciplined about 

their self-care regimens, and that more effort has been going into their practices. For example, 

one coach noted that they do not wait for a crisis to happen anymore, and have to be very 

structured to ensure they are preventing the need to recharge, which has been heightened since 

the pandemic started.  

Fill your Bucket First 

When asked about changes in their self-care practices since the pandemic began, many 

coaches mentioned the necessity of listening to one’s own needs as a coach before responding to 
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those of others. Two main reasons for filling your bucket emerged from the transcripts: (1) 

Coaches deserve to engage in self-care and do what is best for them. For example, some 

participants noted that they also deserve the care and attention that they teach to their clients; and 

(2) Self-care serves as a foundation whereby one needs to put themself first in order to have the 

energy to care for and support others (e.g., clients, family, etc.). Descriptive quotes can be found 

in Table 3. 

Table 3 

Personal Self-Care Practices  

Self-Care is More Intentional  
• “So, we had to be really intentional about this [self-care] as totally a self and marital care 

process in order to get through this because it’s [pandemic, busy life] just too much.” [P 006] 
• “Remembering to do it [makes self-care easy]. I’m like, when it’s a routine and that’s a 

habit when I focus on it.” [P 006] 
• “It’s [self-care] very much more internal in the moment, and I’ll say, sort of ongoing. So, I 

don’t wait for a crisis to think ‘What do I need to do for myself?’ or wait ‘til I’m super 
exhausted to try to recharge.” [P 009] 

• “[To me, self-care means] … really listen to yourself. Get to know what’s really important 
to you. Give yourself a steady diet of that. Don’t wait for it to become a crisis.” [P 009] 

• “… It’s really nice to turn off my own needs and wants and care for other people. But that 
[feelings of burnout, exhaustion] just still comes crashing in. And our ability to bounce back 
with no investment in time or care gets diminished over time.” [P 011] 

• “Self-care also means not just the physical, but spiritually understanding my own needs 
and reflecting on what’s most important to me which, good grief! If there is one thing 
2020 taught me, [it] was to prioritize what’s most important to me and make sure that my 
energy and my behaviour and my time all aligned with what's most important to me.” [P 003] 

• “Well self-care to me means really being intentional about my needs…” [P003] 

Fill your Bucket First 

Deserving of Self-Care 
• “[When] my daughter calls… it fills my bucket…So, understanding what fills my bucket 

and being aware of that is really important to me.” [P 003] 
• “[A]s a human, it [self-care] matters … You know what I mean? Like, there’s all this other 

stuff, and I know I keep saying it, but I feel like people that are helpers tend to forget that 
a lot. Not only can we just not show up and be our most effective selves, but like, outside of 
all of that, we deserve that care and attention that we’re trying to teach other people to 
do.” [P 011] 
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• “Taking care of our own mind and mindset to me is number one because that’s where it 
all starts, you know?” [P 003] 

• “The most important element of self-care that I have discovered and practice is truly, like 
being true to myself. Like, doing what makes sense to me and not being so focused on 
trying to please other people.” [P 009] 

• “Well, I learned the hard way … I thought I was taking care of myself and I wasn’t. And I 
got very sick and the stress got the best of me. So, what’s important is about living. It is 
necessary to live a long life, and it’s necessary to be my best for my family and friends, and 
it’s necessary for me to be happy.” [P 007] 

Foundation to Care for Others  
•  “For me, that’s like the fundamental thing of self-care is starting with ‘What do I want?’ 

and then, ‘How do I support other people?’” [P 009] 
• “With living in my version of self-care, I know that I can fully show up for a client, like 

early on.” [P 009] 
• “Oh, it’s foundational to ground yourself if you want to be able to care with and for others 

… You have to have care for yourself, or have a wellspring that you can draw on occasion, 
and the self-care can provide you with that. It builds internal resources for the coach.” [P 
005]  

• “So, I needed to take care of those things [emotional, mental, physical needs] in order to be, 
to have the energy to coach other people, to have the emotional bandwidth to coach other 
people.” [P 012] 

• “It [self-care] provides the resource foundation to be able to care for others. I think that 
coaching is part of a caring profession.” [P 005] 

Self-Care Practices as a CPCC 

 The notion of self-care related to being a coach and coaching came up frequently 

throughout all of the interviews. Two major themes were identified: sharing of self-care 

recommendations via “taking our own advice” and more emotional boundaries.  

“Taking Our Own Advice”  

Several participants stated that coaching other people on self-care strategies or discussing the 

importance of self-care with clients actually helped them to engage in more self-care personally. 

For example, one coach mentioned that they were jotting down notes on self-care when working 

with a client with the idea that they should also be doing this activity. Many of the participants 

shared that this heightened focus on self-care with clients was more common since the pandemic 

began. Some coaches noted that it was nice to just talk with others and relay ideas of self-care 
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that they may have forgotten due to COVID-19. The coaches said that once talking about self-

care, they realized they should also be following their own guidance.  

More Emotional Boundaries 

The coaches noted that COVID-19 has escalated highly emotive sessions, and that these 

are occurring more often since the pandemic began. As a result, being purposeful about setting 

emotional boundaries in this regard was discussed frequently. Some coaches shared the idea that 

in a helping profession, becoming an emotional sponge can occur. This is when the coach or the 

helper starts to absorb a lot of emotions in relation to the client, leading to feelings of excess 

stress or negative emotions (Fader, 2021). For example, some coaches mentioned the need to 

separate their coaching from their own feelings as an act of self-care, and that they needed to be 

aware of how much they could absorb as a helper in a coaching session. Supporting quotes can 

be found in Table 4. 

Table 4 

Personal Self-Care Practices  

“Taking Our Own Advice” 
• “I remember when I was in coach training, often you’ll end up giving homework assignments 

or action items to clients and you’re kinda partly scribbling it down for yourself, going 
‘Oh yeah. I should totally do that!’” [P 001] 

• “Yeah, my coaching makes it easier [to practice self-care?] because oftentimes you deal 
with the issues that other people have. And [so you’re] prioritizing, and having balance and 
well-being, and being the person that they want to be … I’m a coach to them. So, I need to be 
[this] to myself too. And that actually helps me a lot.” [P 004] 

• “Know what your needs are and do them … Reflect over the content that comes up in 
your coaching sessions around their self-care and probably do that yourself.” [P 006] 

• “I think it’s [coaching and self-care] just intricately connected. because I focus so much on 
that [self-care] with my clients. Like, telling them to tell themselves [that] they love 
themselves in the mirror, or meditate, or you know, mindfulness practices.” [P 008] 

More Emotional Boundaries 

• “In coaching relationships … part of my job is to care for my clients and to be there for them 
and to listen very deeply and you know, to want to bring out the best for them [and] 
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supporting them in achieving that…But the consequence of that, is that there can be times 
particularly when things get tough. I’ve had plenty of clients who have gotten very emotional 
… but in this circumstance [COVID-19] you know, I’ve had clients… sort of back-to-back, 
highly emotional sessions … really struggling, really feeling overwhelmed, really feeling 
challenged. And that definitely has an impact on me. I have to be quite careful about how 
much of that I’m able to absorb.” [P 001] 

• “I think also being kind to yourself and recognizing that you may not be getting 
everything done as you did before. And things have a different meaning to them, and that 
people can also come to coaching with maybe some more emotional stuff, then they might 
have before.” [P 004] 

• “It’s more for me. It’s the little things that are much more disciplined around um, breaks 
between sessions, or it’s a really small point, but I always get up and leave the room. And 
even if I just go to the kitchen and grab a glass of water or something, but something about 
changing the physical location and being able to shake off the previous session.” [P 001] 

• “Well, the nature of coaching itself is, is personal, or is caregiving or…personal 
development, support.... and so, you kind of get sucked into other people’s things and 
shutting down, shutting down a client day mentally and emotionally can be sometimes tough. 
It's I’m not saying that I have a crisis of self-management, but, but I have to unwind the 
day.” [P 006] 

• “… I don’t really get tripped up by like, client needs or client’s issues …. I don’t take that 
home with me.” [P 010] 

Modality Specific Benefits  

 Many coaches discussed the positive aspects of using video platforms and the telephone 

as delivery modes for their coaching sessions. Common benefits noted included: (1) video 

allowed for cues and connection and (2) the telephone allowed for listening and focus. It should 

be noted that most coaches already used virtual technology before the pandemic or used a 

combination of both (video platforms and telephone; n = 11); one coach had to shift from in-

person coaching to virtual coaching.  

Video: Cues and Connection 

Many coaches shared that they preferred the video format compared to the telephone 

modality as this enabled them to see the client while coaching. More specifically, this feature 

allows for visual cues to be integrated into the sessions such as body language (e.g., posture) and 

facial expressions: fostering a connection that could mimic in-person sessions. For example, 
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some coaches expressed that it was comforting to see who they were coaching and this facilitated 

a feeling of being in person. One coach mentioned the idea of being able to reflect back to their 

client and mimicking their body language for added emphasis.  

Telephone: Listening and Focus 

A common benefit mentioned by many coaches was the fact that phone coaching allowed 

for deeper listening and less distractions due to just using the audio and sound of voice. For 

example, coaches described how phone coaching allows for level three listening, and mentioned 

hearing nuances in the voice that can often be missed when you can see the client in video.  

Supporting quotes can be found in Table 5. 

Table 5 

Modality Specific Benefits  

Video: Cues and Connection 
• “It’s [video] a pretty reliable tool where I can see the non-verbal of my clients. They can 

see mine. And so, being able to see each other and to connect with each other is really 
important in coaching, and [to] establish that relationship.” [P 003] 

• “There’s a level of comfort I think for people, at least initially, to see one another, that people 
like. You have the visual cues also.” [P 005] 

• “And I can watch, it’s [being able to see my client] just such important information. I’m like, 
‘What just happened to your face?’ and they know…to stop and like [ask], ‘What's going 
on?’ Or we can see their shoulders, like they’ll go, like this [shrugs shoulders]. Or you know 
… for some people, just telling them they’re doing that, is like this massive breakthrough. 
They’re like, ‘Oh wait! I do this all the time!’” [P 011] 

• “I think people feel more comfortable … seeing who they are talking to.” [P 005] 
• “I’m very physical. Like, if you were my client, I would be asking you questions about 

things hanging on your door … because I bring the clients entire space into the coaching. 
And so, there would be something there which I would totally use. And so, there is 
something about that as a tool that’s kind of cool and fun, so there’s a lot available.” [P 006] 

• “I do think there’s value in seeing people. I’ve had coaches say that they can sometimes find 
a more intimate conversation on the phone without the video. I would say I don’t think my 
coaching suffers if it’s on the phone. I just, I’m a visual person, I get a lot out of it.” [P 009] 

• “I’ve been surprised about how I am able to connect with people on video, which I really 
love.” [P 009] 

Telephone: Listening and Focus 



65 
 

• “So, you know, depends on the person but that’s how I do my best work [coaching over the 
telephone]. I think coaching is listening. [P 004] 

• “[When using the telephone] I can also hear nuances and I can, working [with] someone 
directly also, it’s really not a problem. But it’s some, there’s something about this kind of 
hearing, something like, with his face, people sort of try to control their face in certain ways. 
They can’t really control your voice very well, not ongoingly. I never thought about this 
before, it hasn’t occurred to me. And so, there’s something very revealing that hearing a 
person’s voice [allows].” [P 004] 

• “I have found and believe that phones, phone is more focused … I can actually focus better 
on you and your questions when I’m not looking at you.” [P 007] 

• “I can sit on the phone and I’m really just like, all in with my client, listening to what 
they’re saying, what they’re not saying, what their voice sounds like, what their breathing 
sounds like. I actually think I would be more distracted if I were seeing them.” [P 010] 

Video Modality Specific Challenges  

 Contrary to the benefits of video and telephone-based coaching which were discussed 

frequently, very few direct drawbacks were mentioned. However, two challenges regarding 

video as a delivery mode were highlighted by some participants: technology failure and the 

inadequacy of the screen.  

Technology Failure 

 When asked about the challenges of using video for delivery mode, several coaches 

mentioned that technology failure was an issue when coaching. The internet would cut out and 

sometimes slow down the flow of the session. One coach even mentioned having to upgrade 

their home Wi-Fi to coach more effectively.  

Screen Inadequacies 

Some coaches mentioned the challenge of the screen size when using the video modality 

for coaching emphasizing spatial challenges which were often distracting for the coach and 

client. For example, one coach noted that the automated backgrounds can be distracting. Another 

mentioned the distracting screen size when trying to do movement activities. A third discussed 

how the screen caused issues with coach-client connection in terms of missing body parts (i.e., 
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all you see is the clients head and face rather than the whole person). Supporting quotes can be 

found in Table 6. 

Table 6 

Video Specific Challenges  

Technology Failure 
• “[Challenges of using video platforms] Having there be internet trouble, the challenge.” [P 

003] 
• “The major [challenge] on occasion … people can’t get on when their internet is unstable.” 

[P 005] 
• “Sometimes the technology drops and that kind of thing. And it’s just frustrating.” [P 006] 
• “If the internet isn’t stable or, you know, those kinds of things. It freezes, or they cut out, or 

you know, things like that sometimes.” [P 008] 
• “Yes, like when the Wi-Fi glitches, it can be really problematic. Especially when someone’s 

like baring their soul. Yeah, it’s like, really rough…It’s just, that can be really disruptive.” [P 
011] 

• “Well, we did have to upgrade our home Wi-Fi when everybody came home last March. 
After a few weeks, I was like, ‘Okay, so this is obviously not going to work.’” [P 012] 

Screen Inadequacies 

•  “Candidly, it [video platforms] does change the nature of the coaching a little bit. Having 
this sort of screen size area to work from. Um, a lot of the CTI coaching surrounds 
embodiments you know? Changing and shifting positions, and that sort of thing. And really, 
the geography of the moments … and that is slightly more challenging. I think it’s actually 
more challenging on Zoom than it is on telephone, because you can ask a client to walk 
around the room or go stand and look out the window or you know, something on the phone 
would be easier than you doing it through a Zoom meeting.” [P 001] 

• “Just internet and camera fatigue [have been challenging]; being able to actually look at 
the person, give them eye contact often means looking into the camera instead of their face 
on the screen. And that’s challenging because you want to be fully present.” [P 003] 

• “It’s [coaching sessions] incorporating all of your environments into the call with the client. 
It’s having it be much more inclusive and expansive and thrilling and exciting with coaching, 
rather than just sitting there staring at someone’s head on the screen.” [P 002] 

• “I would get very caught up in my own Zoom Square and like, what I felt like, you know 
the background looked like. So that was a little bit challenging. I do find it very distracting 
when people have either the fake backgrounds, or the blurred backgrounds, with which 
Team allows.” [P 009] 

• “I’m not going to design something [coach business] where I have to sit on my ass in a chair 
looking into a screen all day, with a big head in the screen, and they see my big head, and 
that’s all you see is the client, and the client stuck there looking at your head, you know?” [P 
002] 
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• “If someone’s hair disappears or their hand disappears, I’m like, it’s a real challenge to stay. 
It’s still a whole person, even though limbs are missing. It’s still a whole person. So, it 
[video] can be distracting in that regard.” [P 009] 

Discussion 

 Primarily, this study sought to explore CPCCs’ views related to the experience of 

coaching and their own self-care during the COVID-19 pandemic; telecommunication use for 

service provision was a secondary focus. As helping professionals are at risk for burnout, 

increased stress, and lack of self-care (Posluns & Gall, 2020; Richards et al., 2010), uncovering 

these views is vital for identifying strategies and challenges associated with assisting others and 

oneself during a crisis (Phillips, 2020). As the first CALC study conducted looking at these 

concepts, many of the coaches mentioned the need for a shift in both their coaching practice and 

self-care due to the pandemic; insights into the benefits and challenges of using virtual 

modalities such as the telephone and video platforms for services were also shared. For example, 

coaches highlighted remote working difficulties, but also saw the pandemic as an opportunity to 

grow professionally by adopting new strategies so that they might accommodate their clients and 

sessions. In regards to self-care, it was noted often how maintaining a regimen is important for 

personal well-being and effective practice as a coach, especially as the pandemic continues. As 

CPCCs are trained to use virtual technology for delivering their services (CTI, 2020a; Pearson, 

2011), these participants were able to offer insights into their utility during a pandemic: 

information that may assist other helping professionals delivering services similarly as the world 

continues to shift virtually. Together, these findings underscore the value of prioritizing self-care 

for helping professionals and provide several points for consideration when delivering services 

remotely during a worldwide crisis. A more in-depth discussion to this end is provided below.  
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Coaching During the COVID-19 Pandemic  

A Shift in Practice 

Several participants mentioned that they had to make adjustments to their practices to 

accommodate remote working for both themselves and their clients. Due to the pandemic, many 

clients were stationed at home, along with other family members working remotely, and children 

who were being homeschooled. These challenges were experienced for many coaches as well: 

having a private space to coach, ensuring all aspects of the coaching session were confidential, 

and meeting the client where they are at (e.g., more interruptions due to children being home, not 

having a private space due to family) were noted frequently. Van Kessel and colleagues (2020) 

recently published a summary on the impact of the COVID-19 pandemic, which included 

employment insights among 9,220 Americans. Regarding remote working, 23% of participants 

stated that the pandemic has negatively affected their work citing more stress at home, enhanced 

frustration, and anxiety about job loss as contributors (Van Kessel et al., 2020). Similarly, Wang 

and colleagues (2020) found that employees working from home were often interrupted by 

family demands (e.g., children due to daycare or school closures). And yet, the percentage of 

full-time remote workers is expected to increase globally compared to pre-pandemic levels in the 

coming years (16.4% to 34.4%; Chavez-Dreyfuss, 2020) suggesting that ongoing 

accommodations will be necessary for employers and employees alike moving forward. Indeed, 

it is recommended that businesses and mental health workers be prepared to make wellness a 

priority (e.g., provide mental health days, paid time off, sessions on mindfulness, and no meeting 

days) to combat heightened mental health challenges and excess stress from the changing 

demands of remote working (Stahl, 2020). According to the CPCCs in the present study, finding 

ways to “flex,” “offer more support around remote work,” and “meet the client where they are” 
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will be necessary to optimize client experiences. Future recommendations from Taylor (2021), a 

CPCC, state that in order to support remote workers, incorporating various coaching skills such 

as deep listening (e.g., listening to what clients do and do not say) and applying questioning 

using the GROW (Goal, Reality, Options, Way forward) model (Whitmore, 1992) will be 

important to ensure that individuals are feeling heard and valued while away from the workplace. 

Taylor (2021) also suggests that the GROW model can be particularly useful for employees who 

may not know how to get their feelings across or do not know what to talk about. For example, 

the model involves questions such as, “What is your goal?; What is your current reality or 

situation?; What could you do to change your situation?; and What are the next steps?” (p. 1). In 

line with findings from the current study, coaches may need to make space and time to discuss 

pandemic-related issues prior to addressing session specific agendas. Recognition of such 

realities may serve as important precursors to client engagement and subsequent session 

successes.  

 When asked about differences in their coaching since the pandemic began, several 

participants talked about professional development enhancements whereby courses in areas like 

“positive intelligence” and “mental fitness” were being taken. This attention to professional 

growth is somewhat counterintuitive given the noted demands placed upon many helping 

professionals during the pandemic (e.g., heightened work pressure, excess emotional stress, 

heavy client load, balancing work and home life; Joshi & Sharma, 2020). It may be that this 

developmental focus is linked to perceived behavioural control (PBC; i.e., the perception of how 

difficult or easy it may be to perform a behaviour; Wallston, 2001), a construct ascribed from the 

Theory of Planned Behaviour (TPB; Ajzen & Fishbein, 1980). This theory posits that 

behavioural intention can be predicted by a person’s, or coach in this case, expectations of a 
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behavioural outcome (e.g., a client’s success with treatment, feeling efficacious regarding 

coaching practices), perceptions of control over the behaviour (i.e., coaching delivery), along 

with related attitudes. Perceived behavioural control attempts to account for concepts or events 

that typically happen outside of the person’s control (Godin & Kok, 1996). This could include a 

lack of resources, relevant skills, or techniques, all of which could impede on the person’s 

behaviour (Rosenstock, 1974). In the present study, the pandemic could be considered outside of 

the coach’s control, impacting directly upon the way in which services are being delivered. It is 

possible that through engagement in professional development opportunities, the participants 

were attempting to reinstate some control with a view to enhance their coaching aptitude to fit 

the needs of their clients and improve service delivery. According to Godin and Kok (1996), an 

individual’s motivation for professional development in relation to their business will ultimately 

benefit their clients’ outcomes. The coaches in the present study were adamant about staying up-

to-date regarding the pandemic and being responsive to related shifts in their clients: notable 

actions that may be worthy of consideration by helping professionals as the pandemic ensues.  

Changes in Clients 

Many participants discussed the various mental and emotional health challenges their 

clients were facing in relation to the pandemic. Some coaches noted that clients were either 

dropping out of coaching due to an increase in mental health concerns, while others emphasized 

that clients needed more emotional support compared to pre-pandemic. This finding is not 

surprising given that seven out of 10 Ontarians believe there is a mental health crisis resulting 

from the pandemic (CMHA, 2020). The CMHA (2020) claims that COVID-19 has caused stress 

levels to double as people live with extreme uncertainty in their lives (e.g., employment, 

finances, isolation, quarantine). Similarly, Moreno and colleagues (2020) state that increased 
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mental health challenges and a need for heightened support are being seen in people with and 

without pre-existing mental health disorders, thereby emphasizing the magnitude of the 

pandemic and its effects. This finding aligns with the participants experiences wherein their 

clients portrayed needing more mental and emotional health support, even if this was not their 

priority upon beginning coaching. In order to address this finding, coaches may need to refer 

their clients to other regulated health professionals depending on the degree of support the client 

may need (ICF, 2021). The ICF (2021) recommends reviewing their code of ethics in light of this 

concern when responding to situations where a client may need to be referred elsewhere based 

on their unique circumstances.  

On a positive note, many coaches expressed feelings of awe and admiration for their 

clients in terms of their ability to adapt to the pandemic. The concepts of staying focused on 

goals, being creative, and resilience were highlighted. According to the American Psychological 

Association (2020) resilience plays an important role in people’s ability to adapt to change, even 

if change affects people differently. Luraschi (2020) agrees, stating that people were made to 

adapt to life-changing and stressful situations (e.g., the COVID-19 pandemic), where peoples’ 

day-to- day lives are shifted to accommodate various restrictions. Two strategies for facing the 

pandemic that can used by clients and helping professionals alike include: (1) being 

compassionate with oneself times of fear and uncertainty; and (2) understanding that having 

courage does not mean one does not have fear (David, 2016; Luraschi, 2020). These strategies 

fall in line with participant quotes regarding how the clients responded to the pandemic, viewing 

it as an opportunity to see what they can do, rather than just “surviving the day.”  

Overall, according to these participants, the COVID-19 pandemic has caused a shift in 

coaching practice in the realms of remote working, professional development, and client needs. 
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Moving forward, it will be important for coaches to remain flexible when working with clients as 

the pandemic shows little sign of subsiding completely. Including coaching skills to enhance 

support for clients such as deep listening and incorporating models of growth, considering 

professional development opportunities, staying up-to-date regarding pandemic trends, and 

maintaining awareness of coach ethics outlined by the ICF (Beauchemin et al., 2021; ICF, 2021; 

Taylor, 2021) may be particularly relevant.  

Self-Care Practices for CPCCs During the Pandemic 

Personal Self-Care Practices 

Collectively, participants noted putting more effort into their personal self-care routines 

since the pandemic began: a finding that aligns with recent research (Clay, 2020; Norcross & 

Phillips, 2020). In a 2020 review of the literature looking at self-care among practicing 

psychologists during COVID-19, Norcross and Phillips identified several methods of self-care 

that can be part of a specific, intentional routine used to decrease feelings of anxiety, depressed 

mood, and stress. For example, according to the authors, clearing your mind and intentionally 

putting aside negative thoughts from one’s session as a helper can allow a smoother transition to 

the next session (Norcross & Phillips, 2020). This notion of heightened intentionality coincides 

with participants who mentioned being more deliberate about breaks and metaphorical space 

between sessions in order to fully “show up” for the client they are supporting. Furthermore, 

Clay (2020) claims that having a self-care practice has never been more important since the start 

of the pandemic. This is because COVID-19 is a universal experience to all, and while helping 

professionals are supporting others, deep down, they have these same concerns.  

Many participants indicated that self-care during the COVID-19 pandemic involves 

filling your bucket. Two major concepts arose from this theme whereby the participants stated 
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that they, as helpers, deserve self-care for themselves, and having this self-care practice is 

foundational to enable caring for others effectively. Dear (2020) describes this notion using a 

similar metaphor:  

Imagine there is a bucket that is full of water. The bucket is representative of all of your 

time, energy, and responsibilities. All day long you take a scoop of water out of the 

bucket for each person that you help or responsibility that you take care of. At the end of 

the day, how much water would be left? (p. 1).  

Dear (2020) explains further that by having an effective self-care practice, water can then be 

added to one’s own bucket, and a continuous supply will occur with a consistent routine. This 

finding also aligns with Kurki (2020), who states one cannot pour something from any already 

empty cup, and in order to give someone something from their cup, it needs to be filled; this is 

why taking care of oneself first is so important. When thinking about taking care of the carer and 

looking for bucket fillers, Nanyonga (2020) claims that being intentional about always trying to 

fill one’s own bucket can help sustain the helper. Some recommendations include intentionally 

connecting with others who add value to one’s life, seeking events and activities that are 

fulfilling, and pacing oneself on external sources such as social media and anyone who can 

deplete one’s happiness. Instead, focussing limited energy on areas that personally bring joy, 

relaxation, and minimize stress was recommended (Nanyonga, 2020). In essence, having this 

self-care practice and keeping the bucket analogy in mind brings together the notion of treating 

oneself with compassion and kindness as a helper of others. According to a study conducted by 

Karmali and colleagues (2020), the most important tool coaches stated they use in their sessions 

is listening with compassion and without judgement for their clients. The present study now 

extends this notion further, identifying that this is also true for the coaches themselves.  
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Self-Care Practices as a CPCC 

Many participants stated that coaching and supporting others served as a form of self-

care, and made the process easier for themselves. Pogosyan (2018) commented that helping 

others boosts many feel-good chemicals that help lower depressive symptoms and increase a 

sense of purpose and emotional regulation (Post, 2005). Furthermore, many participants 

mentioned that during their sessions, a lot of what the client was experiencing in relation to the 

pandemic, the coach was too (e.g., heightened stress about catching a deadly virus, keeping 

loved ones safe). Thus, having someone to talk with helped them as well. This concept can be 

referred to as therapeutic empathy, and occurs when helpers have and communicate a shared 

understanding of the client and their experiences (Howick et al., 2018). Howick and colleagues 

(2018) claim that the new and growing concept of therapeutic empathy can benefit clients. 

Having therapeutic empathy has also been shown to reduce burnout in helpers, as understanding 

what the client is going through is clearer when empathy is involved (Shanefelt et al., 2015).  

The notion of therapeutic empathy can similarly be connected to research conducted by 

Dore and colleagues (2017). They completed a three-week study involving 82 participants who 

shared stressful life stories and events in an online forum. A second set of randomly assigned 

participants commented on these stories with empathy and compassion. Results showed that 

those giving out the kind messages experienced a heightened sense of emotional and cognitive 

regulation. In addition, those who helped others or offered recommendations also experienced 

psychological benefits such as a drop in depressive symptoms and increased value for life (Dore 

et al., 2017). Taken together, these finding align well with the present study, wherein the coaches 

stated that being a coach and supporting others increased self-awareness regarding ways they 

could care for themselves. Recommendations from Dore and colleagues (2017) stated that future 
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studies on peer support and collaborative empathetic environments should include participants 

categorized by personality traits and life history (e.g., people who identify as empathetic or are 

generally more expressive in their emotions). This is an interesting recommendation given that 

the profession of Co-Active coaching inherently involves nurturing and provision of a supportive 

environment for clients (Newnham-Kanas et al., 2011). For example, one finding from a global 

survey conducted to examine why coaches enjoyed coaching revolved around coaches 

witnessing their clients change their lives and “supporting people in recognizing and stepping 

into their greatness” (Newnham-Kanas et al., 2011, p. 51). Thus, therapeutic empathy appears to 

be an integral component of coaching and self-care: especially during times of crisis. Future 

studies may wish to address this notion further by examining client benefits and mechanisms of 

change (e.g., specific coaching techniques used).  

In contrast to therapeutic empathy, a noteworthy theme that arose across participants was 

being able to set purposeful boundaries between business and home life. Many coaches described 

being an emotional sponge and a need to not get overly involved in their client’s feelings. 

Delgado (2020) mentions that being an emotional sponge is common in helping professions, 

especially for those who are more naturally emotive and unable to compartmentalize life facets. 

This can result in absorbing and digesting a client’s feelings, which can lead to losing a sense of 

self due to overconsumption with others. Mathieu (2018) claimed similarly that being an 

emotional sponge can cause compassion fatigue, an occupational hazard, and described as the 

cost of caring for others, leading to emotional exhaustion. Mathieu (2018) recommended taking 

breaks and mental health days, as well as assessing workloads as crucial to avoid this exhaustion 

in helping professionals. It was also noted that self-care is occurring by setting these work 

boundaries which are thought to be the cornerstone of compassion fatigue prevention (Mathieu, 
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2018). Regarding therapeutic empathy and setting appropriate emotional boundaries, there is the 

question of whether one can have too much empathy (Reynolds, 2017; Shimoda & Williams, 

2018). Reynolds (2017) stated that even though some empathy is important in therapeutic 

relationships, too much (i.e., problematic empathy) can cause increased stress for both the client 

and the therapist. Instead of understanding what they feel, which is the basis of empathy, the 

therapist can push it too far and almost “mirror it back” (p. 1) to the client. Shimoda and 

Williams (2018) recommended that research focus on how therapists and counsellors manage 

problematic empathy when it starts to occur with a client. Co-Active coaches may be a 

demographic in which to explore this phenomenon, further based on the current findings (i.e., the 

identified need to set appropriate emotional boundaries to protect themselves and the client).  

Relatedly, a recent study examined caregivers of patients with COVID-19 and 

compassion fatigue experienced during the pandemic (Altimier & Boyle, 2020). Several positive 

self-care concepts were identified to avoid health-related crises including setting clear 

boundaries on what a caregiver/helper is willing and not willing to do. This allows for the helper 

to set and respond to expectations before compassion fatigue starts to develop. Another 

recommendation was to take meaningful breaks to help separate life and caregiving 

responsibilities (Altimier & Boyle, 2020). The findings from the present study similarly highlight 

the importance of self-care as a helping professional in order to maintain effective practice while 

also outlining what needs to be done to maintain this care such as taking one’s own advice and 

setting emotional boundaries. While these strategies will be helpful for helping professionals, 

DeMarchis and colleagues (2020) indicate there is still room for improvement at the institutional 

level and recommend that educational bodies enhance self-care teachings further by making it an 

ethical practice or competency, and to standardize this across all helping professions. Perhaps in 
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the coaching profession, training bodies could adopt a similar outlook by incorporating aspects 

of self-care as a standardized practice during the certification process.  

Telecommunications for Service Provision  

Benefits 

Many participants who used video platforms for their coaching practice mentioned how 

they liked the visual aspect, including environmental cues, facial expressions, and body 

language. Brenes and colleagues (2012) found similarly that having some video in CBT is 

beneficial, not just for the practice, but also for demonstrating exercises (e.g., in vivo exposure 

exercises). For example, a participant in the present study explained that they like the video to 

demonstrate holding their hand to their heart, which they considered awkward over the 

telephone. Moreover, Fernandez (2021) stated that video platforms are more information-rich via 

visual cues, eye contact, and body language. The therapist or helper can also make note of non-

verbal cues (e.g., facial expressions, changes in body posture during the session) and identify 

specific behaviours that may be missed over the telephone. Schmidt (2020) corroborated these 

sentiments stating that during a crisis such as the COVID-19 pandemic, video platforms allow 

for more natural settings which can lead to enhanced feelings of comfort within the client’s 

world. This concept could be linked to the notion of therapeutic empathy as being able to see the 

coach or counsellor and put a face to their voice could result in enhanced connection and 

outcomes for the client. Indeed, Cole (2001) states that empathy needs a face when seeking to 

understand interpersonal relatedness and visible facial expressions.  

 Several participants who used the telephone for their coaching practice mentioned how 

they are able to sharpen their focus through this modality. According to these coaches, using 

audio only allows for deep listening, specifically at level three (i.e., global listening; Kimsey-
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House et al., 2011). Global listening is important in a helping context whereby it involves 

everything you can sense (e.g., hearing, feeling, seeing) while also including the action and 

inaction of the client, and the interaction between coach and client. This type of listening 

includes intuition, reading client energy, and taking in the whole environment the client is in 

(Kimsey-House et al., 2011). Lassiter (2019) identifies many benefits of coaching over the 

telephone, the first being that the conversations are more focused and less distracting. This may 

be because just hearing the audio allows for more attention to be placed upon the words being 

said, rather than distracting visual surroundings. Additionally, Brenes and colleagues (2012) 

claimed similarly that the helper’s level of focus can increase during telephone sessions as the 

visual cues are removed from the surrounding, allowing for deeper concentration on what is 

being said. These findings align well with what was found in the present study when asking 

coaches about the benefits of the telephone modality.  

According to Brenes and colleagues (2012) the telephone can also benefit those who 

otherwise would not receive care (e.g., homebound individuals, avoidant individuals, 

incarcerated patients, underserved populations). During a time where isolation is common (i.e., a 

worldwide pandemic), and individuals may have limited access to services, this notion becomes 

increasingly important. Furthermore, Brenes and colleagues (2012) completed their literature 

review on client acceptance of telephone-delivered care from psychotherapists and found that 

this modality had high satisfaction rates compared to face-to-face care. This may have been due 

to convenience, feeling like of a less threatening medium, and enabling flexible appointment 

times (Simon et al., 2004). Karmali and colleagues (2020), who interviewed CPCCs on the use 

of the telephone for delivering services, also found that there was a sense of comfort and safety 

when discussing sensitive topics. While there were no mentioned challenges associated with 
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telephone use in the present study, Brenes and colleagues (2012) identified some issues related to 

the logistics of the telephone rather than the actual sessions. For example, privacy and 

confidentiality issues in more public places (Mozer et al., 2008), crisis situations (Luxton et al., 

2010), and lack of control over the environment have been discussed, suggesting there needs to 

be boundaries set on when the client can call, along with where the client and/or helper is located 

(Haas et al., 1996).  

In a recent position paper (Moreno et al., 2020), the authors stated that the pandemic has 

allowed mental health professionals and patients to reflect on how related services are delivered, 

and it is clear that the previous support system has failed (Crawford et al., 2011; Fiscella et al., 

2016; Moreno et al., 2020). More specifically, shortcomings revolve around a predominant focus 

on the quantity of available mental health supports rather than prioritizing high-quality equitable 

care (Crawford et al., 2011; Fiscella et al., 2016). According to Moreno and colleagues (2020) 

suitable mental health supports should be sustainable, efficient, and equitable, which has not 

been the case until now. The pandemic has shined a light on the need to ensure better support 

initiatives moving forward (Moreno et al., 2020). How such supports are delivered may be an 

important consideration in this regard.  

Challenges 

Almost all study participants who use video platforms for coaching sessions mentioned 

challenges such as Wi-Fi glitches, internet failure, and inability to connect to services. This 

finding aligns with DeGrove (2021), who says the most common challenge of telehealth and 

telecommunication is the disparity amongst clients’ personal devices and internet connections. 

For example, depending on where the client lives, using general internet apps like YouTube, 

Netflix, and social media seems to work, but when trying to have a video call, the internet can 
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often crash due to broadband issues and interference. DeGrove (2021) recommends having a 

backup plan if the internet is not cooperating, such as switching to a telephone. This suggestion 

was supported by the findings of the present study. Furthermore, some coaches mentioned they 

have learned to always have the telephone on hand to avoid interrupting the session's flow and 

continue a session, even when internet issues arise. With the increased use of 

telecommunications throughout the pandemic and related technological challenges, the basic 

social determinants of health emerge when thinking about equity and access to adequate care. 

Kichloo et al. (2020) state that telecommunications for healthcare have the potential to be the 

solution for the rural population in receiving care as 85% of adults in these areas report using the 

internet. Studies involving CALC have found that using the telephone to facilitate services shows 

promise in terms of attaining a wider reach, granted the client and coach take into consideration 

factors such as time differences and long-distance charges (Pearson et al., 2012; 2013). The use 

of telecommunications can address these criteria (Moreno et al., 2020) through enhancing 

efficiency (i.e., using telephone or Zoom is more timely than going to an office), and equity (e.g., 

removing the need for long commutes or transportation costs), especially for those in rural areas 

or those who are struggling financially. Given CALC’s traditional focus on the use of 

telecommunications for delivery, it would seem that coaches are well-positioned to assist in 

addressing such burdens (Brenes et al., 2012; Fernandez, 2021; Pearson et al., 2012). Based on 

the present study, perhaps simply having the telephone as a back-up could offer a temporary 

solution for those with technological issues and receiving video centred telecommunication care. 

Alternatively, it may be useful and equitable to consider using the telephone more frequently for 

service provision given it is less prone to such issues. Indeed, regarding strategies for effective 

telecommunication, going back to the basics (i.e., the telephone) was recommended by some 
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participants in the study. Bufka (2020) stated that to have effective telephone sessions, the helper 

needs to: (1) verify the patient location; (2) ensure privacy and confidentiality; (3) minimize 

distractions; (4) maintain ethical guidelines; and (5) acknowledge communication differences 

with no visual cues. As the pandemic ensues and virtual shifts become increasingly common, 

training bodies for helping professionals may wish to consider including applied sessions on the 

use of the telephone in practice similar to those provided by CTI to their trainees.  

 A second limitation of using video platforms for coaching was related to screen size. 

Some participants mentioned it was challenging to do movement exercises as only part of the 

client could be seen. For example, a couple of coaches said that when asking their clients to 

stand up and walk around, they could only see their waist, or could not see them at all when they 

left. TheraNest (2021) claims that using any telecommunication can come with having to adjust 

treatment or therapeutic techniques to account for various emerging limitations such as privacy 

when family is home, and using Health Insurance Portability and Accountability Act (HIPAA) 

compliant telehealth software (e.g., Skype). It is also recommended that helpers seek continual 

feedback from the client on comfort levels when using technology (TheraNest, 2021). Parker 

(2020) adds that while body language and facial expressions are more available through video, 

movement through the screen can be delayed, distorted, and misaligned from the audio, causing 

confusion and frustration when trying to have a deep conversation. This statement aligns with a 

participant who mentioned at times experiencing blurred backgrounds and distorted images, 

which was often distracting and disrupted the flow of the session. Furthermore, video 

conferencing is not suitable for all helping professionals, especially for those who need to be in 

the homes of their clients (Banks et al., 2020). A study that surveyed 74 social work students 

found that they struggled to do their job to the fullest when they could not enter the home; video 
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platforms limited their ability to evaluate conditions of the home or detect dangerous situations 

(Banks et al., 2020). This study also identified privacy issues (e.g., family being home either on 

the social worker’s end or the client’s) as problematic: a sentiment also mentioned in the present 

study. The authors (Banks et al., 2020) recommended that the government recognize limitations 

associated with virtual care (e.g., technological, confidentiality) and rethink the ethical 

implications of the digital world when endorsing remote service provision for all populations and 

helping professionals.  

Even though these technical challenges exist, Reynolds and colleagues (2006) found that 

online versus face-to-face therapy did demonstrate any differences with sessions or client 

outcomes. Thus, it would seem that coaching holds merit and may in fact, represent a gold 

standard when it comes to online delivery given the training provided and resultant preferences 

for delivery in practice. In line with recommendations made by Karmali and colleagues (2020), a 

mixture of both face-to-face and telephone use may be advised depending on the client’s needs. 

Future studies should examine further the benefits and drawbacks of each mode for clients and 

coaches alike, and how this might differ for other helping professions during and outside of a 

worldwide pandemic. 

Study Strengths, Limitations, and Future Recommendations 

As the first study of its kind, these findings can be leveraged by both coaches and training 

bodies (i.e., CTI) regarding what CPCCs are experiencing while practicing during the pandemic, 

recommendations for self-care, and the use of telecommunications. While participants did 

discuss the challenges that COVID-19 imposed on their clients and practices, they also expressed 

their appreciation for participating in a study like this, wherein not a lot is known regarding 

helping professions during the pandemic. This study contained a variety of viewpoints on 
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COVID-19 which could be considered a noteworthy strength. A few participants held what 

might be considered unconventional views on the pandemic (e.g., the virus is not severe and 

related restrictions are not needed), yet still chose to participate. While these participants shared 

different views from the majority of the sample, they added insight into how the pandemic has 

impacted those who do not agree with the restrictions but still have to follow them and speak 

about them with their clients. For example, one coach mentioned having to be mindful of 

keeping their own opinions to themselves when discussing pandemic-related stress with their 

clients.   

The main factor that facilitated recruitment of participants for this study was the use of 

virtual modalities to complete the interviews. This was especially important given all in-person 

research was prohibited for the duration of this thesis. Due to physical distancing requirements 

and the participants’ geographical locations, all interviews were conducted using the telephone 

(50%) or Zoom (50%). This enabled a wide reach of participants and diverse viewpoints to be 

shared on pandemic experiences while also serving as a convenient way to reach this specific 

population of helpers. Lastly, this study is unique as it covers a wide range of essential topics 

related to the COVID-19 pandemic and the shift to telecommunication in practice. Valuable 

insights on what it is like to practice and support others during a crisis, where the helper is also 

being affected were provided. Furthermore, this study revealed a variety of recommendations 

pertaining to self-care practices, and identified telecommunication benefits and challenges which 

can be useful for other helping professionals as they continue to support their clients while taking 

care of themselves.  

One limitation of the present study was the wide geographical range of participants. The 

original research proposed that all participants reside in Ontario, Canada, to keep the pandemic 
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restrictions similar across participants and account for regional variation in experiences. 

However, to facilitate recruitment, the researcher had to put forth an ethics amendment to expand 

further across North America, where a wider variety of restrictions took place (e.g., almost no 

restrictions in some places and complete lockdown in others). This variation posed some 

difficulty for the student researcher regarding getting a sense of what these coaches were 

experiencing in relation to COVID-19. Still, the majority had a very similar consensus regarding 

how the pandemic impacted their professional practice and clients (Table 1). Therefore, there is a 

chance that data saturation was not thoroughly met for this group of participants. 

Recommendations for future studies could involve a more concentrated focus on one or two 

geographical regions so as to take into consideration restriction differences across the continent. 

A further limitation is the smaller sample size. The numerical goal for participants was between 

12-15 coaches, and even though this study did meet the minimum (N = 12), having a larger 

sample could have helped to meet thematic saturation.  

By exploring CPCCs’ insights on how the pandemic has impacted them, their clients, and 

their practice, future larger-scale studies can now be developed as we continue to learn more 

about this worldwide crisis. Future recommendations could include obtaining a larger number of 

participants for the interviews. Based on what is now known, conducting a larger qualitative 

study in an attempt to reach thematic saturation is warranted. Furthermore, exploring viewpoints 

on those who have received coaching since the pandemic started may provide valuable insights 

from a client perspective on what they would like to see changed (if anything) regarding service 

provision, recommendations for coaches, and their knowledge of using telecommunications. 

Involving clients in future studies could help identify needs that are not seen by the helpers. For 

example, according to Karmali and colleagues (2020), their coaches and clients had different 
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viewpoints on the delivery mode, so helpers cannot simply assume what works for them in 

practice works for their clients; further research can attempt to explore this area. There is also an 

opportunity to further explore the idea of problematic empathy as outlined by Shimoda and 

Williams (2018) and setting emotional boundaries. The relationship seems interconnected, but 

needs to be researched further to determine relationship pathways and outcomes.  

Conclusion 

 With the COVID-19 pandemic looming onwards, an exploration into practice-related 

experiences and self-care views was warranted (Bokolo, 2020; Molfenter et al., 2015; 

Waddington & Pearson, 2020). While it is clear that practicing self-care is valuable for helping 

professionals to avoid feelings of burnout, increased stress, and depersonalization, along with 

enhancing the effectiveness of their practice (Posluns & Gall, 2020), self-care as a whole is not 

practiced as much as it could be within this group (Friedman, 2017; Posluns & Gall, 2020). Co-

Active coaching embodies the notion of self-care and coaches are trained predominantly using 

telecommunication methods, making them a worthy demographic to study in the context of 

helping professionals and pandemic-related issues (CTI, 2020c; Pearson et al., 2012). This study 

uncovered practice- and client-related challenges regarding COVID-19, such as remote working 

and adjusting coaching sessions to meet the client where they are at. An interesting finding 

revolved around the feeling of opportunity this pandemic gave the coaches in terms of advancing 

their professional development and feeling more equipped and accommodating for their clients. 

Regarding personal and practice-related insights towards their self-care, coaches stated it is 

necessary to have a self-care routine to care effectively for their clients, such as filling their 

bucket first and making it an intentional aspect of the day. Coaches identified challenges (i.e., 

technology failure and screen size) and benefits (i.e., verbal cues and deep listening) of using 
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telecommunication for effective session delivery. Going back to basics (i.e., the telephone) may 

be one avenue to offset the limitations identified while maintaining the flow of dialogue within 

sessions. Future training bodies should explore this notion further.  

Some discrepancies surrounding COVID-19 and coaching highlight the need for future 

research. For example, further identifying the relationship between therapeutic empathy for a 

client and attempting to set emotional boundaries. It would also be beneficial to conduct a larger-

scale qualitative study to identify any replicable findings and enhance thematic saturation. Other 

studies could involve clients when exploring best practices for helping professionals during the 

pandemic to provide another lens with regards to utility. Taken together, these study findings 

highlight the value of practicing self-care as a helping professional or client – especially during a 

worldwide pandemic.  
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Appendix A: The Co-Active Model Description 
 

The CALC Model 

The CALC Model contains several components that are used in conjunction with one 

another in any given coaching session. These include a designed alliance, four cornerstones, five 

contexts, and three types of coaching (Kimsey-House et al., 2011, 2018). The designed alliance 

refers to the coaching relationship whereby the coach and client work together to determine the 

‘rules’ that will govern each interaction in service of fostering an effective working relationship 

and growth (Kimsey-House et al., 2011). This alliance is meant to encircle the client and their 

agenda which is represented by an ‘A’ located at the heart of the model (refer to Figure 5; 

Kimsey-House et al., 2011). This alliance is crucial for the client to be able to express how they 

want to be coached, what they want their sessions to include, and how sessions can compliment 

their style of learning (Kimsey-House et al., 2011). This designed alliance typically takes place 

at the beginning of a preliminary session so the coach and client can choose a communication 

approach that works best for both parties, and begin to build rapport with each other before the 

coaching process fully begins (Kimsey-House et al., 2011). The outcome of this alliance process 

will ultimately teach clients that they are in control of the relationship and coaching sessions, 

along with any behaviour changes they are seeking to engage in (Kimsey-House et al., 2011). 
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Figure 5 

The Co-Active Model 

 

Notes. This figure demonstrates the concepts of being Co-Active with different contexts that help 

shape the coaching process such as the heart of it, cornerstones, and contexts (Kimsey-House et 

al., 2011).  

At the outer edge of the model, four cornerstone concepts are presented: people are 

naturally creative, resourceful, and whole (NCRW); focus on the whole person; dance in this 

moment; and evoke transformation (Kimsey-House et al., 2011). Coaches try to hold these 

cornerstones in every session for the client, and they provide the foundation of the entire 

coaching relationship. The idea that Co-Active coaches view the client as NCRW connotes that 

the client does not need fixing; they can be empowered to explore and discover what is important 

to them based on their innate resources and capabilities. The concept of wholeness within the 

client is a reminder that their whole life is to be explored, rather than focusing on one facet, 

challenge, behaviour, or goal (Kimsey-House et al., 2011). Another cornerstone of CALC is to  

dance in this moment, which involves a conversation of powerful and dynamic exchanges 

between coach and client in real time. The idea of dancing comes from being in the moment of 

conversation, focusing on what is happening presently, and responding based on current events 

rather than a pre-determined plan (Kimsey-House et al., 2011). Finally, because the Co-Active 
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conversation is focused on the client's full life, the coach is able to trace the client's goals and 

behaviours back to their roots in order to form a deeper connection, thereby producing a 

transformative effect (Kimsey-House et al., 2011). Once this transformative learning emerges, 

deeper awareness arises where the coach has helped the client expand their capacity to reach 

their potential, and gain or recover the inner strength they need to evolve and grow (Kimsey-

House et al., 2011).  

The five contexts of the CALC model include listening, intuition, curiosity, forward and 

deepen, and self-management (Kimsey-House et al., 2011). During each session, the coach 

draws from these contexts to varying degrees dependent upon the client and their agenda 

(Kimsey-House et al., 2011). Listening serves as an essential form of communication between 

coach and client, often on a deeper level and beyond the words the client is saying (Kimsey-

House et al., 2011). Coaches are trained to listen for the meaning behind the story that will help 

deepen the vision, value, and purpose of the session in addition to any resistance, fear, or 

uncertainty that may hinder the change process (Kimsey-House et al., 2011). Intuition is a deep 

sense of knowing the unspoken that remains in the background (Kimsey-House et al., 2011). 

While not necessarily validated as a reliable means of drawing conclusions, intuition can be one 

of the most powerful gifts a coach can bring into their sessions (Kimsey-House et al., 2011). This 

context is valuable to CPCCs because it assists in synthesizing more impressions and 

information that one could never analyze consciously (Kimsey-House et al., 2011). Coaches are 

continually asking meaningful questions from a place of curiosity, without which, the discovery 

process may be halted (Kimsey-House et al., 2011). Curiosity promotes the uncovering of 

answers by being open, inviting, and spacious. This then allows the coach and client to enter the 

most profound areas of the client's life (Kimsey-House et al., 2011). Action and learning are 
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significant outcomes the client and coach strive towards together (Kimsey-House et al., 2011). 

These two forces can combine and create change because of the notion of action which moves 

the client forward while experiencing and learning during the process (i.e., forward and deepen; 

Kimsey-House et al., 2011). Self-management resides internally within the coach whereby 

personal opinions, preferences, pride, and ego are set aside in service of the client and their 

agenda (Kimsey-House et al., 2011). Self-management means giving up the need to be right as 

the light should be shining on the client (Kimsey-House et al., 2011). 

The centre of the Co-Active model contains fulfillment, balance, and process coaching – 

all underlying conceptual goals and styles of coaching which completely centre around the client 

and their life (Kimsey-House et al., 2011; Robinson, Morrow, & Miller, 2017). Fulfillment is 

considered personal and focuses on both external and internal measures for success. External 

measures might include money and career promotion while internal measures typically consist of 

values, morals, and personal beliefs (Kimsey-House et al., 2011). To achieve fulfillment, clients 

have to explore what is important to them in the present by identifying and discovering ways to 

achieve a more satisfying life that aligns with their values and beliefs (Kimsey-House et al., 

2011). Co-Active coaching recognizes the idea that life tends to focus on responsibilities and 

various distractions, which can lead to a sense of feeling unbalanced. Balance coaching helps 

clients to discover and draw from different perspectives and choices when viewing life situations 

where they may feel ‘stuck’ (Kimsey-House et al., 2011). Clients move toward or away from 

their idea of balance, which is considered dynamic as clients are continuously choosing yes or no 

based on their vision of a balanced life (Kimsey-House et al., 2011). The process involved in 

coaching comes from the analogy of a river; when life flows, some periods will occur very fast 

where “white-water” (Kimsey-House et al., 2011, p. 10) rushes, accompanied by days of “calm, 
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steady currents” (Kimsey-House et al., 2011, p. 10). During these changes, the coach’s job is to 

notice where the client is at and provide encouragement and support around the “rocks” 

(Kimsey-House et al., 2011, p. 10) and “dark waters” (Kimsey-House et al., 2011, p. 10). The 

decisions a client makes in a day, no matter how many, contribute to creating a life either less or 

more fulfilling; the decisions they make can alter whether a life is perceived to be balanced or 

not. Lastly, these choices contribute to more or less effective life processes. Together, these three 

core principles have been chosen as they are fundamental to the “liveliness of life” (Kimsey-

House et al., 2011, p. 8).  
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Appendix B: Participant Eligibility Form 
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Appendix C: Recruitment Letter and Poster 
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Appendix D: Letter of Information 
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Appendix E: Letter of Consent 
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Appendix F: Demographic Questionnaire and Coach Profile 
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Appendix G: Interview Guide 
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Appendix H: Exported NViVo Codebook 
 
Name Description Files References 

Adaptability to Change  4 6 

Client and Practice 
Changes Because of 
COVID 

 8 29 

Coach Skills and Related 
Training 

 5 6 

Coaching is more 
meaningful now with 
COVID 

 4 4 

Coaching makes Self-
Care Easier 

 6 10 

Connection with Coaches 
and People 

 4 5 

CTI Recommendations  8 11 

Emotional Health for 
Coaches 

 5 9 

Love for Coaching  4 5 

Mental Health  6 12 

Normalizing and 
Listening COVID 
Experience 

 2 9 

Phone-Deep Listening  4 5 

Phone-It really works  4 5 

Phone-Movement  3 4 

Phone-No Distractions  3 3 

Provides the Foundation 
to Care for Others 
Effectively 

 6 8 

Remote Working  8 23 
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Name Description Files References 

Resilience  3 6 

Self-Care is more 
Intentional 

 4 6 

Self-Care Strategy-
Mindfulness 

 3 4 

Self-Care Strategy-
Nutrition 

 3 3 

Self-Care Strategy-PA  8 9 

Self-care Strategy-Sleep  2 2 

Strategies-Listening to 
your Needs 

 8 14 

Transformation  3 3 

Travel Time to Work  4 4 

True to Yourself  2 2 

Video-Fatigue  4 4 

Video-Next Best Thing 
to In-Person 

 3 3 

Video-Screen Size  3 5 

Video-Technology 
Failure 

 6 8 

Vide-Visual Aspect  5 7 

Virtual Strategies  6 9 

Virtual-More Access to 
People 

 6 7 

 

 
 

 
 


