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Foreword

The American Medical Association’s ChangeMedEd® initiative catalyzes innovations in pursuit of its
mission to improve the health of the nation through medical education. Our supported projects
have produced significant changes that are being adopted across the medical education continuum,
including coaching.

“Coaching in Graduate Medical Education”is the third in the AMA’s series of books focused

on coaching and presents the work of experts inside and outside of ChangeMedEd who have
implemented coaching programs in graduate medical education. As the field of academic coaching
continues to grow, | hope you find this book a valuable resource as you initiate or grow an already
existing coaching program.

Sanjay V. Desai, MD, MACP
Chief academic officer
AMA

Preface

This handbook was inspired by a need for a repository of best practices and recommendations

for creating coaching programs in the graduate medical education (GME) setting. Coaching is an
increasingly common component of medical education, but existing resources are mostly focused

on undergraduate medical education. We hope this handbook will prove to be a valuable resource

for educators implementing coaching programs in GME. From envisioning goals for a new program,
planning logistics, and preparing faculty and learners, the authors of this handbook’s chapters have
used their own coaching program expertise and understanding of the literature to create a practical
resource that is generalizable to the broader community. We feel strongly that academic coaching has
the power to transform residents and fellows into self-actualized, adaptive learners and look forward
to this handbook stimulating the implementation and improvement of coaching programs in GME.

Maya M. Hammoud, MD, MBA
Abigail Ford Winkel, MD, MHPE
Margaret Wolff, MD, MHPE
John S. Andrews, MD
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[CETTE3&H Why coaching? The meaning and purpose
of coaching in graduate medical education

Tyra Fainstad, MD; Nicola Orlov, MD, MPH; Deborah L. Virant-Young, PharmD;
and Maria Volkova Feddeck, PhD

Chapter summary

Professional coaching is a tool to guide learners toward the best versions of themselves through deep
inquiry, metacognition, and psychological safety. Coaching is a growing, scalable, evidence-based
method to improve both well-being and professionalism for graduate medical education trainees.
Coaches help learners with both professional goals (clinical observation and feedback, performance
review, reflective self-monitoring) and with personal well-being (burnout, imposter phenomenon,
perfectionism). The purpose of this book is to introduce, define, and offer implementation strategies for
integrating coaching into the graduate medical education environment.

Professional coaching is a promising
method to improve the personal and
professional experience and outcomes
of graduate medical education (GME)
trainees.'” Coaching has been variably
defined, but its definition in medical
education is widely accepted as a tool
to help learners achieve their fullest
potential by highlighting insights into
their own assumptions, perceptions,
and behaviors."® A coach may or may
not have expertise in the realm of the
identified learner need but instead is
skilled at guiding self-reflection,
needs-identification for growth, and
insight into desired outcomes.’ With
inquiry and reframing, coachingis a
learner-centered, future-focused
process investigating beliefs and

Vignette

MA is a 2nd year resident who transfers programs for
geographic reasons. Some challenges were identified at
their previous institution, including poor medical knowledge
and a lack of efficiency in documentation. The program
director at the new program is considering reaching out to

a professional coach to help MA reflect, set goals, and define
success for the coming year.

Thought questions:

1. How might a conversation with a coach differ from
a conversation with a mentor?

2. What is unique about the coaching approach that may
result in growth for this resident?

3. How might one integrate coaching into the
graduate medical education curriculum and
for whom?

facilitating actions to align with an individual’s values and progress toward personal and professional
fulfillment."®"" Coaching, unlike therapy, does not diagnose or treat, but instead uses deep, non-
judgmental questioning and metacognition (“thinking about one’s thinking”) to guide self-progress.’
Coaching literature is growing within medical education, especially within GME, and generally
supports a reduction in burnout and improvement in well-being and career success.®”'*"” Studies
generally suggest coaching has high potential forimpact on GME trainees because of its scalability
and ability to improve both domains of well-being and distress (burnout, moral injury, imposter
syndrome).>¢1217-1* Coaching may be particularly powerful in this population since it typically has
higher access rates and less stigma than other mental health resources.?*?'



The role of a coach is distinct from other medical educator roles including those of a mentor,
adviser, and teacher (Table 1-1). The coach offers personalized guidance as well as the foundation
of a psychologically safe space to help medical learners navigate challenges extending beyond
gaining medical knowledge.! Coaches can provide growth toward a professional identity, skill
development to empower learners, and foster a healthy personal-professional life continuum.??
Coaching in medical education generally rests on the cornerstones of: 1) encouraging a growth
mindset,?*** 2) appreciative inquiry toward reflection and metacognition,”'” and 3) creation of a
non-judgmental, neutral, safe space.*

Table 1-1: Medical educator role responses to a struggling learner (“MA” in vignette)

improving clinical
reasoning can be
challenging. The trick |
used was to listen really
carefully on rounds to
what everyone was
saying and take a small
note on each case asa
learning opportunity.
Hold yourself
accountable to reading
to your patients every
day.”

We can have our chief
residents meet with
you weekly to talk
through cases. They
will focus specifically
on your clinical
reasoning. We'll get
you through this, but it
will take intensive and
regular meetings.”

encounter):

“How do you feel about
that?”

“I had trouble following
your presentation since
so much of the objective
data was given to me in
the HPI. Next time, I'd like
you to finish the whole
HPI before you tell me
about any of the exam

or labs.”

Role Mentor Adviser Teacher Coach
Goal To give the resident To provide specific To provide information, To support the resident in
support and advice on solutions and advice direct, instruct, correct, a developmental process
how to improve; to be a based on expert and assess. whereby they define SRSCCSS)
trusted counsel. knowledge. for themselves. To guide
them toward that goal by
managing existing and
potential challenges to reach
their highest potential.
Tools Establish a longitudinal Personal expertise, Direct observation Learner-driven and centered
relationship, share insider advice, of a skill followed by inquiry, cognitive reframing,
personal experiences, making specific assessment and feedback =~ Metacognition (“t'hinking
use wisdom and insight. | recommendations. conversation. about one’s thinking”),
Intentionally transfer encouraging self-reflection
e e and development of personal
. values.
to guide the learner’s
activities.
Example “In my experience, “This is not uncommon. (After observing a patient “What is going well here?”

“What does success look like,

specifically for you here? How
will you know when you have
achieved that?”

“What has worked for you in
the past?”

“What do you need from us
as a program?”

“How do you think you can
best develop this skill?”

While we define an academic coach as “a person assigned to facilitate learners achieving their fullest

potential

we recognize the various available classifications available within this definition. In the

context of medical education, we offer two distinct outcome-based categories to delineate coaching
types, within Deiorio et al’s definition: coaching with a focus on behavioral/performance outcomes

or a focus on cognitive/thought outcomes.” The first category, “behavior-based coaching” (often
referred to as “executive” or “career” coaching), centers on habits, skills, and professional advancement.
In this category, coaches often work with learners by evaluating performance via review of objective
assessments of clinical competencies, improving time management and communication skills,

or addressing examination failures by assisting the learner to identify needs and create a plan

utilizing thorough self-monitoring and reflection for accountability.”?® This category emphasizes the




enhancement of behaviors that directly impact professional success and effectiveness. The second
category, “thought-based coaching” (often termed “life” or “mindset” coaching), also aligns with
Deiorio et. al’s definition and emphasizes cultivating awareness, reflection, and personal growth.™”
Rather than focusing on a review of behaviors, thought-based coaching primarily revolves around
exploring the learner’s perceived experiences, belief systems, emotional regulation, overall well-being,
and professional identity formation. This type of coaching encourages individuals to deepen their
understanding of the thoughts and emotions that underlie their behaviors, fostering self-trust and
emotional agility.?” Thought-based coaching often includes topics such as managing perfectionism,
hyper-responsibility, career decisions, navigating transitions, and relationships among others.* In the
realm of medical education coaching, both categories of coaching often intersect and prove beneficial
in various scenarios."? In both categories, the definition and role of the coach remains consistent,
aiding learners in describing their objectives and guiding them toward achieving their goals.

Coaching can also be categorized temporaneously, with “coaching over time” (CoT) occurring in

a longitudinal relationship and “coaching in the moment” (CiM) occurring in a one-time coaching
conversation.® CoT involves regular meetings that foster trust, allow for deeper exploration, and can
explore both performance-based discussions guided by clinical observations, synthesized data, and
executive-based conversations as well as being guided by personal and professional success metrics
set by the learner. CiM involves a one-time coaching session, either in a clinical (example: direct
observation of an encounter and probing questions to identify behavior-based coaching toward
actionable steps for improvement) or non-clinical setting (example: a one-time coaching meeting
around a specific issue brought by the learner). Establishing psychological safety for the coachee

is paramount in both CoT and CiM relationships to ensure open and honest conversations about
strengths, weaknesses, and self-reflection.?

Given the wide range of outcomes that can be enhanced with different coaching strategies, the focus
and structure of an academic coaching program should be tailored to meet the needs of the program
and learners. In advance of developing a coaching program, particularly one with a longitudinal
component, a few important components should be considered. The first components are time and
resources. In an ideal world, a longitudinal coaching program would provide the implementation
team, coaches, and learners with supported time for development and execution of coaching to
ensure reliability among coaches and the consistency of attention they need to achieve their goals.
An important initial decision is whether to utilize formalized certified coaches or to provide faculty
training to hold coaching conversations. External coaches may be costly, particularly if they are paid
for individual sessions which can add up quickly. When external certified coaches are employed,
alignment meetings can ensure collective agreement on vision for the coaching program. Having
uncertified faculty act as coaches also requires extra time and resources to train them appropriately
and requires them to be away from clinical or other duties for coaching and training sessions.*® Formal
certification of faculty coaches is expensive, ranging up to tens of thousands of dollars depending

on the program selected. Another decision contributing to resource allocation is whether to offer
individual (1:1) coaching or group coaching. Individual coaching meetings are more traditional and
well established in the literature,”'>3" though group coaching methods are growing in the literature
base and offer scalability, low-cost, and feasibility (especially if digital) and can therefore democratize
coaching.*>"732 Another benefit of group coaching is the development of community and the benefit
of learners having their own challenges normalized by peers.*'*'” Finally, it is important to consider the
sustainability of a coaching program, not only for long term financial viability but also to ensure the
program fits the context in order to retain participant and coach engagement.



The second components to consider are the role of a coach and identity of the learner being coached
in the greater medical education environment. Ideally, the coach should not have an assessment role
for their coachee-learners to ensure safe, honest conversations about strengths and weaknesses, self-
reflection, and vulnerability.?#?4'7 This is likely a more significant conflict within the undergraduate
medical education environment where learners are still receiving grades, but it should be considered
when designing a GME program and when assigning coaches. Coaching may be used across the
learner continuum with potential benefit for all medical learners, regardless of their level of proficiency
or where they are in the trajectory of their career.® In addition to benefiting the struggling learner in
the domains mentioned above, coaching has been shown to increase domains of well-being in those
already flourishing,"” to help high-achieving learners reach even greater heights of success,* and to
decrease burnout in the coachee.5'%"2* Coaching has positive effects on the coach as well, including
an increased sense of belonging and deepened professional identity.?

The third and final component is the context that coaching takes place in, which is important to
consider. Coaching is a professional development opportunity and ideally not used solely to remediate
bad behavior, though there are notable overlaps in these contexts.>* When creating goals for a
coaching program it is important to understand the integration of a culture of clinical performance®®
and a culture of personal development,*” remembering that, ultimately, the goal of an academic
coaching program is to encourage the mission and vision of each educational program while helping
learners achieve their fullest potential.

Many insights into the meaning and considerations of coaching are offered in this book. The purpose
of this book is to introduce, define, and offer implementation strategies for integrating coaching into
the medical education environment. Chapters 2 through 6 give an overview of the content here and
the subtypes of coaching as outlined in Table 1-2.

Table 1-2

Chapter Chapter overview

Chapter 2: Introduces the basics of establishing a coaching program focusing on who can coach, where and when to

Establishing use coaching, and how to integrate coaching into existing programmatic infrastructure.

a coaching

program

Chapter 3: Discusses how coaching can enhance clinical skills, time management, and overall competence in medical

Performance practice. Includes challenges and resources in domains of both academic and clinical coaching.

coaching

Chapter 4: Focuses on benefits of longitudinal career coaching during medical education. Showcases how coaching

Cafeef can aid in career decision-making and planning. Touches on academic promotion and aligning personal

coaching values with professional goals for long term career development.

Chapter 5: Gives a deeper dive into thought-based coaching to support medical learners’ well-being and mitigate

WeII—b_eing burnout. Discusses the role of coaching in promoting work-life integration. Includes tips for coaching

coaching around dimensions of distress (burnout, moral injury, and imposter syndrome) as well as dimensions of
well-being (flourishing, self-compassion).

Chapter 6: Explores how coaching can be utilized to address challenges and concerns related to professionalism and

Profes.sionalism remediation. Offers coaching strategies to effectively work with struggling medical learners including direct

coaching remediation, discussion of awareness of limits, ethics and boundaries with patients, fitness for duty, and
tricky situations of substance abuse and mental health diagnoses.

In the chapters that follow, we provide both a theoretical background and a practical framework for
how to design and implement a coaching program in GME. This book is written for anyone interested




in coaching in GME. We reiterate the transformative potential of coaching for medical learners.
Integration of coaching into training programs has already demonstrated effect and feasibility and
holds great promise;*”'” however, widespread adoption and long-term sustainability will depend
on institutional and societal investment in physician well-being. Coaching is an essential, scalable,
and accessible resource for all medical learners in their journey of personal growth and professional
development.

Take-home points

1. Professional coaching is a well-established, evidence-based tool to improve both personal
experience and professional outcomes in graduate medical education.

2. Coaching differs from other medical educator hats in that it uses inquiry rather than advice
to guide toward success as defined by the learner. Coaching utilizes core concepts of growth
mindset, appreciative inquiry, and metacognition.

3. Academic coaching is defined as facilitating learners to achieve their fullest potential and
can be categorized by an outcome focus (behavior-based or thought-based).

4. Coaching can be effective for all learners, whether struggling or excelling. This book
will cover implementation strategy as well as the various types of coaching in graduate
medical education.
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[CETTT3ZH How to establish a coaching program

Shwetha lyer, MD; Justin Forsyth, MB, BCh, BAO; Sally A. Santen, MD, PhD;
and Elaine A. Donoghue, MD

Chapter summary

In this chapter, we cover key principles for establishing a coaching program. This starts with defining the
goals and objectives of the coaching program, followed by engaging the stakeholders and recruiting
the coaches and coachees while identifying sources of funding for the program. Defining faculty
development including hands on training and evaluation of the program should also be included in

the initial planning prior to implementation of the program. Finally, it is important to develop faculty
resources for continuing training of the faculty and providing feedback for quality improvement.

Prior to starting any coaching program,

it is integral to understand the RLETERE

program’s aim. What gap is the AB is a residency program director at an academic medical
coaching program trying to fill? A center who wants to implement a coaching program for the
program may consider conducting a pediatric residents, so they will shift from being advised to
needs assessment to illuminate learner being coached. AB would like to train all current advisers in
needs, ideally with engagement from coaching techniques.

leadership, faculty, and learners. Needs  Thought questions:
assessments can include focus groups,
individual interviews, survey data, or
knowledge assessments (i.e., in-service
exams). From these groups, coaching
program leadership can identify the
primary direction of the program.

1. How will AB and the team clarify the goals of the coaching
program?

2. What shareholders should AB enlist to help create and
support the coaching program?

3. How will coaches be trained?

Some examples of areas that a 4. How will AB and the team assess the program and
coaching program could focus on are its effectiveness?
in Table 2-1.

Table 2-1: Examples of coaching program goals

Category Description / Examples

Learning Acquisition of clinical skills (history taking, clinical reasoning), technical/procedural skills, research, and
evidence-based medicine)

Remediation Behavioral or academic problem identified by leadership or clinical competency committee

Professional Career goals, physician identity, self-reflective practice
development

Wellness Burnout prevention, integration of personal and professional lives
Leadership Understanding one’s leadership style, managing a team (including conflict management), teaching and
skills promoting growth in learners




Once the goals of the coaching program are identified, next steps would be to craft objectives that are
clear, specific, and timely. Ideally, objectives would be created with engagement from all shareholders
and in alignment with the mission and goals of the residency program and health system. The
objectives should be directly linked to desired outcomes from the program — the knowledge, skills,
and attitudes that learners are to gain from the coaching program. These objectives will also lay the
foundation for evaluation of the program.

Types of coaching

After developing goals and objectives for the program, a next step would be to identify the type of
coaching program that will be implemented. Programs should be clear on the differences between
coaching, mentoring, and advising in the development of a coaching program to avoid overlap

with other resources. Various types of coaching exist, including behavior-based and cognitive-

based coaching as mentioned in Chapter 1. Current coaching programs include performance
coaching (incorporating feedback from direct observation for improving critical skills in a trainee)

and developmental coaching (the trainee constructs self-defined goals and bridges gaps in their
trajectory).! A program will also have to decide if they are incorporating critical coaching skills (for
example, active, deep listening; empathy; and positive psychology principles) in advising their
trainees’ professional growth — a coach approach model, a mixed coaching-and-advising model, or a
pure coaching model. Lastly, programs need to consider whether trainees are getting coaching 1-on-1
with a trained or peer coach or in a group format. Clarifying the answers to these questions will lead to
the identification of the appropriate tools and resources for development of the coaching program.

Engaging shareholders

For the success of coaching programs, it is important to engage your community, including learners,
administration, faculty, and leadership at your institution and to consider their input at all stages. Not
all shareholders need to be active participants, but they should be supporters with resources, ideas,
or talents. Developing an advisory committee can be one way to obtain diverse input and expand
support for the program. The role of the program leadership to the advisory committee should be
clear. It can be helpful to engage those who might be resistant as well as early adopters. Clarify issues
such as time commitment and needed resources up front and negotiate options.

Consider when to engage shareholders. Earlier engagement allows more input into the formation of
the program, but less information is available about the planned structure. Later engagement allows
for better explanation of the plans for the program, but substantial changes might be more difficult to
make. Trainee input and involvement is important at all stages.

Coaching programs should have clear organization, regular review of the goals, and routine evaluation
with improvement cycles, and these elements can be reviewed with the advisory committee for
continuous quality improvement. Give thought to administrative support for the logistics of program
implementation. Succession planning should start early.

Who can coach?

Coaching involves partnering with residents in a thought-provoking and creative process that
inspires them to maximize their personal and professional potential. Despite the significant growth of
coaching in medical education, there are no clear standards for who might be a coach. As discussed
above, when developing a program, it is important to identify the goal of the program, such as
well-being, academic performance, and procedures. This “North Star” will help guide program
development, implementation, coach selection, and training.
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A coach can be anyone but not anyone can be a coach. Depending on the program, they do not
need to be physicians, since the role of the coach is to facilitate resident development and not to
advise or teach. Faculty physicians can be costly and have limited time, so programs might pull from
other members of the educational community, but it is important to ensure credibility, training, and
knowledge about medical education. Two important coach skills are emotional intelligence (for the
work of coaching) and a sense of responsibility (for follow-through with scheduling and training).

Coachees

Coaching has been shown to be effective for all levels of GME trainees.?* Programs may wish to
consider various methods for obtaining resident buy-in, such as:

Inclusion of residents in the process:
- Solicit resident input in establishing and regularly assessing/adjusting the program.

- Operate graduate medical education coaching programs distinct from medical student
programs.

Education
- Reassure trainees that the program will avoid conflicts of interest — such as requiring
coaches to recuse themselves from clinical competency committee discussions about the
trainee.

- Reinforce confidentiality — and discuss any limits of confidentiality.
- Inform trainees about the rights and responsibilities of coaches and coachees.

- Provide information about (1) various forms of coaching; (2) the lifelong nature of coaching
(that coachees include attending physicians, top-level executives, researchers, athletes, and
other high achievers); and (3) how participation will likely help residents be more effective
future coaches and/or coachees.

- Discuss research on coaching outcomes.

Protection of resident well-being
+ Decide whether participation will be required or optional.

« Avoid penalizing residents if/when they decline to participate or engage.

+ Protect time for trainees who choose to participate, such as by blocking a clinic hour for the
resident.

« Avoid formal coaching during mealtimes, evenings, or weekends.

« Incentivize participation and build rapport; many residents respond well to good coffee or
healthy food.

Recruitment

There are a number of options for recruiting coaches. The primary criteria is that it is important that
they be willing to engage in coaching and training. Generally, residency programs recruit coaches
from their faculty. If the program is large, there is the opportunity to bring faculty into the educational
mission who may be less connected to the residents, such as faculty in affiliated community health
care settings. Other programs choose to bring their core faculty in for coaching. Non-physician
coaches are also an option, while setting clear expectations for both coaches and residents. These
may be PhD educators, psychologists, social workers, or trained coaches. Additionally, sharing coaches
across specialties is another consideration — such as anesthesia faculty coaching surgery residents
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and surgery faculty coaching anesthesia residents. Finally, it is helpful to have a position description
that sets expectations.

Funding for coaches

Funding for coaches can be challenging as faculty would like protected time or a monetary stipend
for time spent coaching. This practice is variable depending on the program. Some programs use
the mandatory Accreditation Council for Graduate Medical Education core faculty time to provide
protected time for faculty. Other programs have administrative or educational time built into

their compensation plan that is allotted to coaching. Additional options are to have “citizenship”
requirements or track “educational value units” as part of an incentive or bonus plan that faculty can
fulfill with coaching. While some programs offer a small compensation for coaching, many programs
rely on faculty responsibility and commitment to education to coach without compensation. Some
programs might start with initial grant or institutional funding.

Potential conflicts of interest

One caveat about coaches is that, ideally, they should not be in a position to perform important
assessments or make advancement decisions for the trainee. They should not be able to make
decisions about the future of the trainee — such as a program director or clinical competency
committee member. This would create a conflict of interest that could hinder the coaching
relationship if the trainee shared or exposed weaknesses. For some residency programs, members of
the program leadership are coaches; in those settings, clarity around potential conflicts will be needed.
It is sufficient for faculty who have contact with trainees to recuse themselves from assessments and
decisions. When implementing coaching programs, setting expectations for the coach and coachee
will be helpful. They need to recognize that the coach is not a career adviser, and that they do not need
to have been through medical training. In small programs, avoiding these conflicts of interest can be
especially problematic. Faculty need to pay attention to relationship management and to reassure the
resident that conversations are confidential and will not be used for summative evaluative decisions.
Then, the faculty coach needs to have the integrity to maintain those boundaries to separate coaching
information and relationships from the data contributing to summative decisions and the decisions
themselves. The ideal, however, is that the program avoids such conflicts of interest altogether.

Table 2-2: Coaching training resources

Resources

Initial training in coaching skills and different coaching styles*

- Setting expectations
Managing the coaching meeting (structure, agenda setting, etc.)

Resources to refer residents to:
« Counseling and mental health
« Study and testing skills
- Career advising

Ongoing training and feedback to improve skills

Regular coaching meetings with coaches for support and problem solving




Training

The type and length of training will depend on the program resources (Table 2-2), but there are certain
foundational areas that should be covered (Table 2-3)

Table 2-3: Types of training

Type of training Examples

Theory/Foundation of coaching Difference between advising, mentoring, and coaching®

Confidentiality and conflict of interest

Coaching competencies®

Program goals and objectives

Scope of coaching

Linking to complementary services (mental health, etc.) for issues out of coaching scope
New approaches to coaching

Working with diverse learners

Addressing learner resistance

Assessment tools

Practice/Skill building Structured peer observation with feedback
Case discussions
Role play

Learning community Peer-to-peer mentoring

Group discussions
Online discussion board

Resource repository Website links

Podcasts, training videos

Papers, books

Local contacts (mental health resources, tutors)

During training, having practice sessions using a rotating triad format of coach, coachee, and observer
can be effective. Using real problems can give the practice more resonance. The coachee will state a
coaching question, and the coach will ask coaching questions focusing on “What” and “How," rather
than “Why!" The observer will give feedback. Everyone then rotates positions until everyone has played
all three roles. The experience of being coached can be very valuable in coach training.

Training can be internal if there is expertise, and experienced coaches can mentor new coaches.
Outside trainers can also be utilized, and there are many coach training programs of varying lengths
and specificity for medical education. Coaching training and certification can be’ obtained through
organizations like the International Coaching Federation for those who want more in-depth training.
If any assessment tools such as DISC® or MBTI° are planned to highlight how different behavioral styles
impact communication, coaches should be trained on the tool. Different coaching theories have been
described.

After the initial coach training, subsequent faculty development in a supportive environment

is important. Formats may include: practice sessions to maintain and refine skills, teaching new
approaches, community of practice building, and opportunities for coaches to get help from more
experienced coaches and peers to manage the challenges that arise. Opportunities for synchronous
and asynchronous training can keep coaches engaged in an environment of competing priorities.
Ongoing assessment of coach challenges can help to focus training on the areas of greatest need.
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Logistics

Good coaching requires relationship building, so the frequency and length of the sessions should

be adequate to build a strong relationship. The number of coaching sessions might be set by the
program structure, but flexibility and joint decision-making between the coach and coachee is
helpful in deciding the optimal structure of the coaching engagement. Short coaching sessions can
be very effective once a foundation is built, but longer sessions are often needed to tackle complex
problems.’® Coaches can build their skills to bridge prior themes into new coaching sessions and give
the coachee time to reflect between sessions. More frequent coaching might be needed at inflection
points like when coachees are considering future opportunities or facing challenging situations.

Matching coaches and coachees is important. Common interests and backgrounds can be helpful,
but differing complementary characteristics can also be beneficial. Consider how coach/coachee
mismatches will be addressed and how requested switches will be handled. Establishing policies and
expectations ahead of time can set expectations and facilitate resolving these issues. Creative conflict
can provide a learning opportunity for all, but unresolved conflict can undermine a program. Regular
check-ins can make it more likely issues are addressed early.

Infrequent coaching sessions can disrupt continuity and relationship-building. Virtual coaching can
be very effective but is not always optimal for reading non-verbal cues. Group coaching can be an
effective option in some situations.""'> Regardless of the structure of the coaching engagement,
scheduling is a perennial challenge. Self-scheduling through calendar apps can be an effective

tool, and learning management systems can also help with tracking and organizing resources.
Administrative support is also very helpful, and the scope should be established early in the process.

Potential session topics for faculty development

Coaches ideally will possess the skills to navigate any topic raised in coaching sessions — including the
awareness to know when to refer the trainee to other resources. Nevertheless, faculty development
can help prepare coaches for potentially common topics and give coaches a venue to practice
responding. Consider including items like the following in faculty development sessions:'?

- Academic: board study tips/techniques, milestone tracking, responding to and managing
program feedback.

- Clinical: rotation study tips, identifying areas for improvement in clinical skills, navigating
relationships with coworkers, conflict resolution.

- Career: considering career trajectory and fellowships, establishing professional identity.

- Well-being: physical and mental health, personal relationships, financial hardship,
bereavement, spirituality.

- Other: accountability for resident-directed goals, time management, organizational skills,
direction to additional resources.

Many topics may emerge in coaching sessions. Chapters 3, 4, and 5 of this book will review such topics
in greater detail.
Challenges/Planning for barriers

When starting a coaching program, consider other logistical challenges including resources such
as administration, identifying coaches, determining the scale of the program, and ensuring plans
for sustainability. New programs may need to employ a change management model to engage the
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community. In this case, communication throughout is critical. Once programs are launched planning
for sustainability and leadership and coach transitions if needed will also be important.

Responsiveness to coach and coachee challenges may be necessary. For example, having back-up
coaches or the ability to pivot to group or peer coaches may be needed.

Evaluation of programs

Given the resources and effort required for coaching, it is important to regularly evaluate the program.
Evaluations are complicated, and further resources should be sought.’*' There are different evaluation
approaches, including process evaluations and goals/outcomes evaluations.

A process evaluation explores if and how the activities are occurring. For example, the program may
look into:

- Frequency of coaching meetings
- Whether goals are being set
- Management of faculty conflicts of interest

- Development of coaching relationships

These are process measures that can help assure the program is running effectively. Another type
of evaluation is a goals/outcomes evaluation. For this type of evaluation, it is important to know
what the goals of the program are and then measure those goals. These goals lead to outcomes
which can be measured as well. To do so, a program may use Kirkpatrick’s pyramid.'® First, programs
can measure coach and resident satisfaction with coaching. Second, programs can measure learning
— such as whether the coaches are learning how to coach or when the program goal is aimed at

a measurable resident learning goal. Is the coached resident learning? For example, if a program is
aimed at improving in-service training scores, one may measure where residents have strengthened
study skills. Third, a program may measure the behavior of the residents or coaches. Again, these
should correspond with program goals. If the program goal is professionalism, one might measure
the professionalism of the resident coachees. Finally, the highest level of evaluation would measure
impact or results of the program. In this case, using the previous examples, a program may measure
the in-service training scores or pass rates on national board examinations.

As noted, there is a lot of data that programs can collect and use for evaluation. It is important that
data reflect the goals and to utilize, when possible, instruments with validity evidence. Finally, an
evaluation is just the first step in process improvement. Once an evaluation is completed, sharing
the findings with shareholders and planning for improvement are the next steps in continuous
quality improvement.

Take-home points

1. ldentify clear goals and objectives at the beginning.

2. Enlist help to develop the program to get investment from shareholders and input from
varied sources.

3. Educate residents about coaching, reassure them about confidentiality, and utilize coaching
to reduce — rather than contribute to — their own administrative burdens.

4. Think about evaluating your program effectiveness from the start.



References
1.

10.

11.

12.

13.

14.

15.

Schulte EE, Sikon AL, Love L, Simonsen K, Berry A, Agarwal G. Enhancing physician wellness
through coaching: An occupational psychiatry tool. Psychiatr Ann. 2019; 49(11):492-496.

Palamara K, Kauffman C, Chang Y. et al. Professional development coaching for residents: Results of
a 3-Year positive psychology coaching intervention. J Gen Intern Med. 2018;33:1842-1844. https://
doi.org/10.1007/s11606-018-4589-1

Fainstad T, Mann A, Suresh K, et al. Effect of a novel online group-coaching program to
reduce burnout in female resident physicians: A randomized clinical trial. JAMA Netw. Open.
2022;5(5):€2210752. https://d0oi:10.1001/jamanetworkopen.2022.10752

Hammoud MM, Deiorio NM, Moore M, Wolff M. Coaching in Medical Education. Elsevier; 2023:
Ch.3-p.18-32 and Ch. 5 p. 44-54.

Hammoud MM, Deiorio NM, Moore M, Wolff M. Coaching in Medical Education. Elsevier; 2023: Ch
1-p. 1-2

Hammoud MM, Deiorio NM, Moore M, Wolff M. Coaching in Medical Education. Elsevier; 2023. p 18-
43,

The Gold Standard in Coaching | ICF - Find Education. International Coaching Federation. Accessed
March 21, 2024. https://coachingfederation.org/credentials-and-standards/find-education

What is the DiSC assessment? Discprofile.com. Accessed March 21, 2024. https://www.discprofile.
com/what-is-disc

Myers-Briggs Type Indicator® (MBTI®) | Official Myers Briggs Personality Test. Accessed March 21,
2024. https://www.themyersbriggs.com/en-US/Products-and-Services/Myers-Briggs

Lovell B. What do we know about coaching in medical education? A literature review. Med Educ.
2018;52(4):376-390. doi:10.1111/medu.13482

Régo P, Peterson R, Callaway L, Ward M, O’Brien C, Donald K. Using a structured clinical coaching
programme to improve clinical skills training and assessment, as well as teachers’and students’
satisfaction. Med Teach. 2009;31 (12): 586-e595. d0i:10.3109/01421590903193588

de Lasson L, Just E, Stegeager N, Malling B. Professional identity formation in the transition from
medical school to working life: a qualitative study of group-coaching courses for junior doctors.
BMC Med Educ. 2016;16:165. Published 2016 Jun 24. doi:10.1186/512909-016-0684-3

Patel K, Phillips R, Garcia A. Chapter 4: How can my coach help me? In: Wolff M, Jackson J,
Hammoud M, eds. It Takes Two: A Guide to Being a Good Coachee. American Medical Association;
2019:19-24. Accessed March 21, 2024. http://cloud.e.ama-assn.org/20-1626-Coaching-H

Van Eck R, Myeloma E, Dubaybo B. Chapter 11: Coaching Assessment and Program Outcomes.
In: Deiorio N, Hammoud M, eds. Coaching in Medical Education: A Faculty Handbook. American
Medical Association; 2017.

Kirkpatrick DL, Kirkpatrick JD. Evaluating training programs: The four levels. Berrett-Koehler
Publishers, Inc.; 2006.

15


https://coachingfederation.org/credentials-and-standards/find-education
https://www.discprofile.com/what-is-disc
https://www.discprofile.com/what-is-disc
https://www.themyersbriggs.com/en-US/Products-and-Services/Myers-Briggs
http://cloud.e.ama-assn.org/20-1626-Coaching-H

[CETTTIEA Coaching for performance improvement

Indira Bhavsar-Burke, MD, MHPE; Maja K. Artandi, MD; William B. Cutrer, MD, MEd;
Christen K. Dilly, MD, MEHP; and Jean E. Klig, MD

Chapter summary

Coaching facilitates the individual development of trainees organically in the clinical learning
environment. Performance improvement coaching allows trainees to build on their current abilities and
maximize their potential by prioritizing self-regulation and positive, personal growth. In this chapter, we
introduce the concept of coaching for performance improvement and review the importance of safe
learning environments to achieve maximum success. We provide practical tips for approaching coaching
conversations and identifying performance improvement goals in both clinical and procedural settings.

Coaching as a performance .
improvement tool Vignette

Sarah, a 2nd-year neurology resident, is up for discussion in
your clinical competency committee meeting. Her milestones
ratings are consistently below what is expected for her level
of training. Peers complain that she is rude and demeaning
to them. One attending noted that she argued about a plan
in front of a patient. As the group discusses her performance,
they determine that she struggles with professionalism and
communication with teams. You suggest coaching as the

first step in addressing the problem. However, she is resistant
because she believes her clinical skills are excellent.

The development of expertise relies
on accurate assessment and
feedback. However, giving and
receiving feedback that results

in performance improvement is
challenging and influenced by a
myriad of different factors. Many
learners approach performance
assessments and feedback with
anxiety, interpreting negative

assessment as a representation of Thought questions:
personal shortcomings rather than 1. How might you gauge Sarah’s readiness for performance
an opportunity for personal growth. improvement efforts?

Reasons for this are many, but central 2. What questions will steer your conversation toward her

to them is a learner’s focus on success strengths rather than focusing on her struggles?
and a fear of failure. This attitude of

defining one’s self-worth through
feedback significantly undermines the
learning process.

3. What techniques might you use to help Sarah set effective
performance improvement goals?

Regimented progression through medical training and traditional approaches to learning make

it difficult for trainees to evolve from a results-oriented (fixed) mindset to a process-oriented
(growth) mindset. Performance assessments are often one-sided; trainees typically review feedback
on their performance without an opportunity to actively participate in feedback conversations.’
Coaching facilitates learners engaging in behaviors and reflections that help them achieve their
greatest potential.?

Performance improvement coaching in graduate medical education (GME) is a form of individual
development that focuses on a learner’s current abilities with the goal to maximize potential through
self-reflection and personal responsibility. Because GME-level trainees develop discrete skills and
reach independent practice at varying rates, performance improvement coaching can be adapted
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to the needs of individual learners at specific time points in their journey. Its adaptations include
building confidence and overcoming imposter syndrome, remediating struggling learners, fine-tuning
procedural skills, and fostering better communication.

A crucial first step for successful performance coaching is creating a safe learning environment.? Trust
is built by the coach’s genuine concern for the learner’s well-being and success. An essential aspect
of building coaching relationships is the coach’s understanding of what a learner values in their
education and professional development. Frequently, a learner’s awareness, motivation to learn, and
personal responsibility are grounded in these values.? Identifying opportunities for improvement and
capitalizing on a learner’s intrinsic motivation are powerful tools for sustained and lifelong learning.?*

Approaches to Coaching Conversations

The foundation of performance improvement coaching is deciding what approach will best address

a coachee’s needs. Coaching can occur during a single interaction or throughout several longitudinal
sessions that are connected by goal setting and key takeaways. Regardless of subject matter or level
of learner, the core coaching concept of appreciative inquiry, which prioritizes the generation of
positive ideas (assets-based) over the identification of negative problems (deficits-based), forms the
foundation for all coaching relationships.* This approach to “coaching conversations” allows the trainee
to build on their strengths while co-creating new ideas for self-directed learning with their coach.*
Examples of an assets- versus a deficits-based approach to performance improvement are shown in
Table 3-1.

Table 3-1: Appreciative inquiry in performance improvement coaching. The top panel outlines
appreciation-based versus deficits-based approaches to performance assessment. The bottom
panel demonstrates a specific approach to appreciative inquiry.

Appreciative inquiry in performance improvement coaching

Appreciation-based Deficits-based

What is going well? What are the problems?

How can we build on this? How can we fix this?

What is present? What is missing?

How can we empower you in the How can we prevent this in the future?
future?

How can we engage? How can we intervene?

5 D’s of appreciative inquiry

“Define” the goal “What do you want to focus on?”

“Discover” what is working “What is going well (in the current situation)?”
“Dream” a vision “What does success look like to you?”
“Design” options for progress “What are potential next steps?”

“Deliver” an action plan “What is the most useful first step?”
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Key elements of coaching conversations include a clear context, specific goals, a timeline for
improvement, a conversational approach, and adaptations for specific coaching environments.?
These elements can vary in level of importance depending on the coachee’s needs. Appreciative
inquiry can be a useful tool, whereby five “D’s” shape the discussion: “define” the goal, “discover”
what is already working, “dream” of a vision of one’s best self, “design” options to progress toward the
vision, and “deliver” an action plan. Using this strategy to gauge a trainee’s readiness for performance
improvement is both useful and practical.’

Establishing a clear context of what will happen during the coaching process builds mutual trust

and directs the conversation toward specific goals within a jointly agreed upon timeline. Often, this

is achieved by establishing a coaching agreement or asking a coachee how to best remain
accountable to each other during the coaching process. A conversational approach entails active
listening by the coach, engaging with the coachee’s strengths, and discussing ways to mobilize these
strengths to achieve the necessary performance improvement. Adaptations of coaching conversations
can vary, recognizing that the dynamic relationship between coach and coachee can be impacted

by many factors, including busy clinical learning environments.? Taken together, these elements of
coaching conversations create an opportunity for intentional, reflective performance improvement
that is asset focused.

Identifying Performance Improvement Goals

Effective performance improvement coaching relies on the coachee’s awareness that change is
needed for ongoing improvement; this mindset must be established early on.>* It is then possible to
cultivate positive strategies for change that are essential products of each coaching conversation.

Identifying appropriate performance improvement goals is a joint endeavor shared by the coach and
the trainee. In practice, this usually occurs after the coach has ensured the psychological safety of
the learner.? Specific goal-setting techniques (e.g., WOOP or SMART) can be used to address discrete
targets for performance improvement.® Coaches should help trainees with broader goals create
plans that foster step-by-step progress. Progress toward goal-attainment builds a coachee’s intrinsic
motivation for improvement and creates an environment for coachees to develop a more nuanced
understanding of their current performance and self-identify future areas of potential growth.

When possible, the faculty coach should not be responsible for summative assessment of the coachee.
This includes decisions regarding promotion or the need for formal performance improvement

plans. If the coach is in a summative assessment role, the coachee may be hesitant to engage in open
conversations with their coach for fear of judgement.’” In the context of GME, however, this may be
unavoidable as faculty often wear many hats. In these cases, coaching relationships benefit from
strong communication and clear boundaries to ensure the psychological safety of the learner and limit
any unintentional shift from a growth mindset to a performance mindset.

Coaching for clinical performance improvement

Coaching for clinical performance improvement often relies on the ability of the coach to discern the
individual needs of the coachee, especially in early GME-level trainees. To this extent, content expertise
is critical.

Learners may excel in medical decision-making, but struggle with communication or interpersonal
skills. Other times, the opposite may be true. In some cases, trainees may have multiple domains that
require targeted coaching, and determining the greatest immediate need is complicated. Alternatively,
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trainees may be generally doing well and determining how to coach learners to fine-tune skills can
be difficult.

Regardless of scenario, both clinical and procedural performance improvement coaching mirrors the
Master Adaptive Learner (MAL) model, and approaches to performance improvement coaching should
be learner centric. [dentifying an area for growth occurs within the MALs planning phase. Depending
on the trainee’s insight and awareness of their areas for growth, selection can range from a learner-
directed and selected opportunity to an opportunity co-identified and selected with the coach to a
coach-identified and selected area for focused improvement.

Often, trainees are referred for dedicated coaching due to perceived deficits in domains of clinical
performance like medical knowledge. These perceived deficits can be further categorized into one
of the following clinical reasoning categories: data collection, hypothesis generation, problem
representation, knowledge organization, and/or assessment and treatment.* Opportunities for growth
in these domains often present similarly among trainees at similar skill levels. Specific examples of
commonly encountered trainee characteristics and targeted coaching techniques are described in

Table 3-2.

Table 3-2: Examples of commonly encountered trainee characteristics and targeted coaching
techniques, adapted from Bhavsar-Burke I, Reddy RM, Hammoud MM, Lomis KD. Chapter 7:

Coaching for Performance Improvement. In: Hammoud MM, Deiorio NM, Moore M, Wolff M, eds.
Coaching in Medical Education. Elsevier; 2023:66-74.

Reasoning domains and
association with the Master
Adaptive Learner model

Learner characteristics

Targeted coaching techniques

Data collection

Provides trainees opportunities
for performance improvement

in the context of their personal

experience to address potential
knowledge gaps.

Early: Disembodied interviewing; history
not targeted to a differential.

Late: Decreased efficiency or organization
within the electronic health record;
difficulties recognizing importance of
nursing updates or when to call consults.

Generate differentials prior to
seeing the patient to organize
questions.

Limit number of reported labs

or imaging to no more than five
relevant facts promotes organized
data collection and an increased
ability to recognize salient
information.

Hypothesis generation

Helps learners readily identify
when to reorder their priorities
and adjust, either in the process
of patient care or during one’s
career.

Early: Inability to generate differentials
beyond typical presentations of common
problems or inappropriate focus on
uncommon causes of common problems.

Late: Inability to effectively toggle between
pattern and analytical thinking; often
manifests as anchoring bias.

Targeted “what if” questioning to
focus a learner on how specific
details of a case may change the
diagnosis (“What if the patient had
a fever? What if the patient had
lower extremity edema?”).

Specific recommendations to slow
down and reflect on each potential
diagnosis to ensure problems are
comprehensively evaluated.

Problem representation

Promotes consistent
reevaluation of one’s current
performance with opportunities
to focus on improving
performance over time.

Early: Inability to synthesize important
details in the context of those that are
extraneous; “cannot see the forest for the
trees.”

Late: Difficulty linking appropriately
identified details to clinical syndromes.

Frequent reframing scenarios;
trainees are asked to reassess the
clinical scenario each time new
information becomes available.
Challenges to generate “one-liners”
to summarize the patient case after
new data becomes available.
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Reasoning domains and Learner characteristics Targeted coaching techniques
association with the Master
Adaptive Learner model

Knowledge organization Early: Cannot describe more than a few - Focus on symptomatology rather
Promotes goal setting by diagnoses or illness scripts, usually due to than diagnosis provides a scaffold
reinforcing skills needed to lack of prior clinical exposure. for learners to organize their
search for information and knowledge.
consider new opportunities Late: Often described as disorganized; + Promotes the evaluation of
in the context of one’s current “running around with their head cut off." clinical scenarios in the context of
knowledge. presenting symptoms as opposed

to potential diagnoses.

Assessment and treatment Early: Cannot arrive at the correct + Practical “if, then” scenarios that
Develops self-reflection and diagnosis; Learner hesitancy due to lack of allow trainees to think beyond their
critical reasoning skills that confidence or imposter syndrome. initial management plans.
are necessary to determine - Ensuring safe spaces and
if a trainee is progressing Late: Difficulty recognizing severity of supportive learning environments
appropriately toward a specific illness or inability to generate an evaluation so t.rainees can experiment with
goal. plan beyond the initial work-up; learner their treatment strategies safely.

hesitance due to lack of confidence or + Simulation exercises can improve
imposter syndrome. self-confidence.

It is important to remember that almost 40% of “struggling” GME-level learners have mental health
conditions contributing to clinical performance deficits. Improving clinical performance often requires
a separate assessment by an expert who recognizes and manages mental well-being and substance
use disorders.* When coaching for remediation, this additional assessment should include questions
regarding current and/or previous history of anxiety, depression, psychosocial stressors, cognitive
impairment, and substance use.* If a mental health condition is diagnosed and a trainee is then linked
to and engaged in appropriate care, dedicated clinical performance coaching in the clinical learning
environment is more likely to succeed.

Coaching for procedural performance improvement

In many ways, coaching for procedural skill improvement is easier to conceptualize due to experience
with sports, art, music, or similar pursuits. In procedural environments, coaching is composed of
commitment by the learner to improve performance, goal setting, and feedback.’ There is robust
support for the benefits of this style of coaching on resident skill acquisition and retention.® This
process of deconstructing tasks into steps, practicing these steps, and receiving targeted feedback
works well for novice trainees. Following a period of direct observation, the coach then debriefs the
procedure with the coachee, provides feedback on their performance, and sets goals for the next
procedure. This deliberate practice style of coaching is also effective in improving non-technical
domains, like periprocedural decision making, communication skills, and continuing professional
development.'®

As the coachee reaches a minimal amount of proficiency, coaching style can evolve to primarily
facilitate the coachee’s goal setting, reflection, and metacognition through questioning and
supportive listening. Early in training, this is not feasible for either the coach or coachee. Novices must
learn the basics of periprocedural tasks and steps of the procedure before they can set meaningful
goals for improvement. Coaches must balance patient safety and efficiency with the coachee’s needs
for autonomy, so teaching is often more important than coaching early on. As a trainee’s skills develop
and they are granted progressive autonomy, coaching approaches should evolve from that of a “skills
coach”to more of an “executive coach.”
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As the coachee establishes foundational performance, they can reflect on aspects of their performance
that they want to improve and ask for specific observation and feedback. At this point, coaching can
be used to support the MAL model, like the steps outlined for coaching clinical p