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Effects of Longitudinal Coaching on Relationships
and Feedback Processes in Pediatric Subspecialty
Fellowships—An Interpretive Description Study

Priya G. Jain®, MD, MEd
Mary E. McBride®, MD, MEd
Anne Caliendo, MSEd
Walter Eppich®, MD, PhD

ABSTRACT

Background Coaching in graduate medical education provides a facilitative approach to feedback as well as opportunities for
residents and fellows to engage with feedback and develop individualized improvement goals.

Objective To explore the roles and actions of successful coaches in longitudinal coaching relationships and how they enable
feedback processes.

Methods Using interpretive description methodology, we performed semi-structured interviews with pediatrics fellows (n=11),
faculty coaches (n=9), and program directors (n=2) from 2 pediatric subspecialty fellowship training programs at Ann and Robert
H. Lurie Children’s Hospital of Chicago. Both training programs had previously implemented longitudinal clinical coaching
programs. Interview questions aimed to explore the roles and impacts of coaches within a longitudinal coaching program.
Interviews took place in 2019 and 2020.

Results We identified 4 major actions to the coaching role in longitudinal coaching relationships: (1) establish the coach-fellow
relationship; (2) prepare for the coaching conversation; (3) facilitate feedback dialogue; and (4) serve as the go-to person to raise
uncomfortable issues. Additionally, nearly all participants expressed support for a longitudinal coaching program to support
fellows’ growth and development of personalized learning goals.

Conclusions By fulfilling these 4 key aspects to the coaching role, coaches in longitudinal relationships with coachees enable
feedback processes.

Introduction In addition to feedback processes, Telio and
colleagues proposed “educational alliances” to recon-
ceptualize feedback; these alliances represent educa-

tional relationships with shared goals of performance

In modern medical education, educators no longer
view feedback processes as one-way endeavors; they

increasingly focus on how learners receive, process,
and respond to feedback.! This transition in feedback
culture poses challenges, including actively engaging
learners in the process. Recent work introduced
“coaching,””® using feedback to identify areas for
improvement and developing specific plans to address
these goals. Coaches are increasingly being used as
feedback givers in medical education. Residency
programs have established coach-resident dyads and
incorporated formal models for reflective feedback
processes, with variable success depending on coach
and resident engagement, their relationship, and
program culture.”” Empirically derived frameworks
for facilitated feedback conversations increase resi-
dent engagement in feedback processes and develop-
ment of learning change plans.*®

DOI: http://dx.doi.org/10.4300/JGME-D-21-00936.1

Editor’s Note: The online version of this article contains the interview
guide used in the study.
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improvement to enhance feedback uptake.” Further,
such relationships depend on learner perceptions of
credibility as clinicians, educators, and feedback
providers.'® While this link between feedback and
productive longitudinal relationships exists, we re-
quire more nuanced understanding, specifically, about
how coaches facilitate learning by helping coachees
engage with and grow from feedback.

Recent conceptualizations of coaching draw paral-
lels between coaching in medicine and athletics.
Across domains, coaching requires mutual engage-
ment of coaches and learners with shared orientations
toward growth and development.'’ Coaching sup-
ports ongoing reflection, with openness to continuous
self-improvement while using failure to catalyze
learning.'! Formal faculty-level coaching programs
in surgery promote self-reflection and benchmarking,

and allow coaches and coachees to become “co-
learners” to improve clinical performance.'*'® Addi-

tionally, coaching aligns with notions of psychological
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safety that enable frank dialogue between coaches
and coachees as allies.!” Coaches can balance a
coaching dialogue and a teaching monologue to
promote learner self-direction while ensuring pro-
gression to competence.'® To be effective, coaches
juggle several tasks: maintaining the coach-coachee
relationship, preparing for coaching sessions, pro-
moting learner self-reflection, engaging learners in a
dialogue around strengths and areas for improve-
ment, collaboratively identifying performance gaps,
and developing improvement plans.'® While this has
been explored in shorter term coach-resident dyads
(3-6 months), how successful coaches enable feedback
processes in longitudinal coaching relationships re-
mains insufficiently explored.

Thus, we aimed to better understand (1) how
coaches help fellows engage with and grow from
feedback, and (2) how longitudinal coaching rela-
tionships promote feedback processes. To achieve
these aims, we explored coaches’ roles and actions
within longitudinal coach-fellow relationships and
how these actions enable feedback processes. We
hope educational leaders will use our findings to
foster longitudinal coaching programs to support
resident and fellow growth and development.

Methods
Study Design

We used interpretive description methodology!'® to:
(1) examine coaching, a complex medical education
phenomenon, and identify themes among subjective
perspectives, and (2) begin untangling the complex-
ities of coaching in health care education, yielding
practical implications for coaches within longitudinal
coaching programs. Although they share an iterative
approach and constant comparison, we favored
interpretive description methodology over construc-
tivist grounded theory methodology because we
sought to explore the social influences of coaches in
medical education and their effect on feedback
processes.***!

Context

Fellows and attendings in pediatric emergency med-
icine and pediatric cardiology at Ann & Robert H.
Lurie Children’s Hospital of Chicago participated in a
longitudinal clinical coaching program. The coaching
program aimed to enhance fellow engagement with
feedback. Fellows were paired with attending physi-
cians in their specialty for all 3 years of training.
Given the potential for power differential, program
directors (PDs), associate program directors (APDs),
and division chiefs were ineligible to be coaches. In
this way, formal evaluation of fellows was clearly

ORIGINAL RESEARCH

Objectives

This study explores coaches’ roles and actions within
longitudinal coach-fellow relationships and how these
actions enable feedback processes.

Findings

We identified 4 major actions to the coaching role in
longitudinal coaching relationships: (1) establish the coach-
fellow relationship; (2) prepare for the coaching conversa-
tion; (3) facilitate feedback dialogue; and (4) serve as the go-
to person to raise uncomfortable issues.

Limitations

Future studies should explore how our findings transfer to
larger training programs where residents or fellows out-
number potential faculty coaches and to non-pediatric
subspecialty programs.

Bottom Line

Coaches in longitudinal relationships with coachees enable
feedback processes, which support resident and fellow
growth and development.

separated from coaches, who focused on formative
feedback and improvement goals. This program
included:

= Recruiting interested clinical coaches. Coaches
received no protected time or funding to serve in
this role.

= Educating faculty and fellows on coaching
principles, giving and receiving feedback, and
facilitating feedback conversations using the
R2C2 model® (relationship building, exploring
reactions to feedback, exploring understanding
of feedback content, coaching for change). One
author (P.G.].) facilitated these educational
sessions.

= Coordinating 3-4 formal coach-fellow meetings
a year, plus informal meetings, calls, and emails
during and outside of clinical work.

Additionally, the training programs optimized
collection of comprehensive clinical performance
feedback by: (1) replacing Likert-scale milestone-
based questions with descriptive narrative comments;
(2) increasing feedback frequency and timeliness; and
(3) increasing 360-degree feedback and incorporating
regular faculty group feedback sessions.?*°

Participant Recruitment and Sampling

We invited all fellows (n=22), clinical coaches (n=16),
and fellowship program directors (n=2) in pediatric
cardiology and pediatric emergency medicine to
participate in individual semi-structured interviews
(taBLE). At the time of sampling, all coaches and
fellows had participated in at least 3 coaching
meetings.
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TABLE
Characteristics of Participating Interviewees (N=22)

Characteristic No.

Interview group

Fellow 11
Coach

Program director

Year of fellowship (fellows only)

First year

Second year

Third year

Subspecialty training program (fellows)

Pediatric emergency medicine

Pediatric cardiology 6

Subspecialty program (coaches)

Pediatric emergency medicine

Pediatric cardiology

Subspecialty program (program directors)

Pediatric emergency medicine 1

Pediatric cardiology 1

Although PDs, coaches, and fellows were initially
invited to interview, most early interview participants
were PDs and coaches. Subsequently, we used
purposive sampling to increase fellow recruitment.
Participation was voluntary, and participants received
no compensation. We obtained informed consent
from each participant.

Data Collection and Analysis

Semi-structured individual interviews took place
between April 2019 and November 2020, either in-
person or via videoconferencing technology. See
online supplementary data for the interview guide.
Interviews lasted 30 to 60 minutes and focused on
coaching in general, coach-fellow relationships, a
coach’s role in enabling feedback processes and
supporting trainee development, and perceptions of
the program. Interview questions were developed
based on the coaching literature and our experience as
educators (P.G.J., M.E.M.) and qualitative research
expertise (W.E.). We collected and analyzed data
iteratively, modifying the interview guide based on
our ongoing analysis. All interviews were audio-
recorded, transcribed, and de-identified by the inde-
pendent interviewer (A.C.).

During initial analysis, early interviews were coded
line-by-line by 3 authors (P.G.]., M.E.M., W.E). We
used constant comparison to create focused codes. In
line with interpretive description, knowledge gained
from early iterations guided future data collection and
analysis. As our initial coding scheme matured, P.G.].

460 Journal of Graduate Medical Education, August 2022

and M.E.M. coded remaining interviews, meeting
frequently to ensure consistent coding and resolve
disagreements through discussion. We met regularly
to identify major themes and their interrelationships,
and we specifically included A.C. in analytic discus-
sions to ensure alignment between our analysis and
her field observations from the interviews and to
identify topics for greater exploration in upcoming
interviews. In later stages, analytic considerations
guided recruitment. A.C. reached out specifically to
fellows to ensure adequate representation of this
group in the data. Data collection was considered
complete when our analysis achieved sufficiency.*
Microsoft Word was used for data management,
coding, and memo writing. Our processes were
informed by the Standards for Reporting Qualitative
Research.?”

In interpretive description, researchers acknowl-
edge that their backgrounds and beliefs influence their
work." In the spirit of reflexivity, we are pediatric
subspecialty physicians with formal training in
medical education. One author (W.E.) holds a PhD
in medical education and has expertise in qualitative
research. For P.G.J., M.E.M., and W.E., medical
education shapes their perspectives and academic
focus. P.G.J. and W.E. are pediatric emergency
medicine physicians and M.E.M. is a pediatric cardiac
intensivist. Both P.G.]. and M.E.M. are APDs for their
fellowship programs. For these reasons, we priori-
tized confidentiality. To protect participant identity,
an independent interviewer (A.C.) distributed all
recruitment emails, scheduled and conducted all
interviews, and oversaw processing and deidentifica-
tion of interview transcripts before sharing them.

The institutional review board at Ann & Robert H.
Lurie Children’s Hospital of Chicago approved this
study.

Results

We interviewed 22 subjects: 2 PDs, 9 faculty coaches,
and 11 fellows across both fellowships and all
training levels. Overall, PDs, coaches, and most
fellows reported enthusiastic support for the clinical
coaching program. We identified several key coach
actions that promoted fellow engagement in feedback
processes. Despite broad enthusiasm, in isolated
examples, fellows expressed more neutral reactions,
citing low yield from their participation. Due to the
de-identified nature of the interviews, we lack specific
details about these fellows, including training level or
program. These discrepant examples provided oppor-
tunities to characterize potential barriers to successful
coaching in medical education. Notably, we did not
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identify similar neutral or negative responses among
coaches or PDs.

We identified 4 major coaching actions influenced
by the longitudinal nature of the relationship that
informed feedback processes:

1. Establish a longitudinal coach-fellow relation-
ship
2. Prepare for the coaching conversation

3. Facilitate feedback dialogue

4. Serve as the “go-to” person to raise uncomfort-
able issues

We now discuss these 4 actions in detail and
illustrate key findings using representative quotations.
Anonymous participant codes identify these quota-
tions from PDs, coaches, and fellows by the letters
“PD,” “C,” and “F,” respectively.

Establish a Longitudinal Relationship

Longitudinal coach-fellow relationships fundamental-
ly shaped coaching processes. Based on our analysis,
productive relationships both (1) evolved from purely
professional to close and personal, and (2) continued
to develop over time. One fellow referred to her coach
as her “Chicago big sister” (F2). One coach described
the initial relationship with their fellow as “superfi-
cial,” yet becoming “close and personal” (C1).

I definitely think we know each other better than
when we started. I'd say it’s been a lot of
sharing. . .the interface of professional and person-
al. (CS5)

The trust and established relationships between
coaches and fellows also allowed coaches to advocate
for and ensure growth of fellows during their training.

You have somebody who is on your side who will
help advocate for you if. . .they have a way to boost
you up even more or open another door or if things
are not going well, they can help advocate for you
as a faculty member, which is nice because you
don’t have a voice like that. (F5)

When the relationship wasn’t developed or main-
tained, fellows felt the coaching process lost its
purpose. One fellow reported it seemed “convoluted
and unnecessary” to use a “game of telephone” rather
than faculty simply delivering feedback directly to
them (F8). Further, coaches were perceived as go-
betweens, simply taking feedback from its source and

ORIGINAL RESEARCH

delivering it, rather than engaging the fellow in
feedback processes.

Prepare for the Coaching Conversation

Coach preparation was crucial to successful coaching
conversations. This preparation started with gather-
ing multisource feedback. As part of the program,
clinical divisions enhanced written and verbal feed-
back mechanisms to capture and provide fellows with
more formative feedback. Additionally, teaching
faculty could provide feedback directly to coaches
during newly instituted faculty feedback meetings.
Faculty also sought out a fellow’s coach to provide
specific real-time feedback after clinical encounters.
Faculty expected that coaches would integrate this
contextualized performance feedback and provide it
to fellows at an appropriate time. Coaches reported
“taking (feedback) from the bigger group and
bringing it to fellow[s] to talk about it” (C4), while
fellows benefited from coaches’ preparatory work in
synthesizing feedback.

Somebody who would actually be going through
and assimilating the feedback we were getting from
a million different people that was sort of coming
from different roles and different rotations, helping
to piece all of that together and help us interpret it
and help us channel it to grow from it. (F5)

Based on prior coaching conversations, coaches knew
fellows’ current goals and active areas for improve-
ment. Armed with nuanced understanding of their
fellow’s feedback needs, coaches also solicited specific
feedback from other clinicians to gauge progress.
After synthesizing all feedback, coaches prefiltered it
by consolidating and “packag[ing]” feedback through
the coach’s “lens” (F10), filtering out frank “opinions”
(C4), choosing what to emphasize during the conver-
sation, and determining how best to communicate the

feedback.

Having someone to...look at all the feedback in
aggregate and use their experience and expertise
to. . .summarize. . .what they think is best for you
[and]. . .your personality 1 think is helpful. (F6)

When coaches failed to adequately prepare for
coaching conversations, feedback was impersonal,
acontextual, or lacked thematic coherence. Inade-
quate preparation stymied efforts to help fellows
identify priority areas since feedback lacked sufficient
specificity to shape improvement goals, for example,
“You’re doing a good job” (F12). Without specific
feedback, fellows risked engaging in only limited self-
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reflection. Further, without sufficient feedback, coach-
es could not guide fellows to develop specific
improvement goals and lacked specific areas in which
to solicit further feedback during faculty group
feedback meetings for upcoming coaching conversa-
tions, fueling a cycle of low-yield coaching meetings.

Facilitate Feedback Dialogue

Longitudinal coaching relationships helped coaches
gain individualized understanding of fellows’ person-
alities, feedback preferences and reactions to feed-
back, perceived strengths and areas needing
improvement, and potential outside stressors. This
fellow-specific knowledge inform coaches’ abilities to
communicate feedback, help fellows understand and
process feedback, and guide them to develop individ-
ualized goals.

1. Communicate Feedback: Coaches familiar with
their fellows’ personalities and current life situations
reported assuming a softer tone to buffer challenging
feedback when the fellows were experiencing difficult
personal situations. At other times, coaches provided
feedback more directly. In both circumstances,
because of the established educational alliances
characterized by deep trust, coaches were well-
positioned to help fellows view constructive feedback
with a growth mindset, rather than as punitive. One
fellow noted:

The way that [they] give feedback.. .[the coach]
interprets it through their point of view and so even
if it might be a negative thing or something to work
on, it doesn’t feel like 1 did something poorly.
There’s still a positive spin or there’s room for
growth here. . .the way that it’s delivered is a way
that doesn’t make me feel bad about it and I think
truly is actually helpful for growth. (F10)

Similarly, one coach observed:

I found it was a real challenge for me to make sure
that I said it in a way that she could comprebend it
and take it in but not get...so emotionally
upset. . .that it was devastating to her. (C9)

2. Separate Coaching From Evaluation: Fellows,
coaches, and PDs reported an additional advan-
tage—since coaching disentangled formative feedback
from summative assessment or evaluation, fellows
viewed feedback as for their growth and benefit,
allowing coaches to point out areas not meeting
expectations. Fellows reported viewing PDs with

462 Journal of Graduate Medical Education, August 2022

more reserve given clear power differentials and
potential “leverage over you” (C4), leading to fellow
perceptions that PDs were “always judging you a little
bit” (F4). One PD noted:

Sometimes the program director...was a little
formal, it’s scary when the program director is
telling you you’re not up to par, and so we’ve used
the coach as the first line of offense. (PD2)

3. Guide Fellows to Develop Individualized Goals
With Plans: Finally, coaches supported fellows to
develop individualized goals with concrete plans
because they were familiar with the fellows’ develop-
mental trajectory. These goals and improvement plans
were fellow-driven and collaboratively developed;
fellows controlled which areas they felt would benefit
from their focused energies. Further, successful
coaches encouraged fellows to modify their future
performance in ways that remained true to individual
personalities and preferences while still improving
their overall professional capabilities.

Not telling me how to develop but guiding me to
figure out how I want to develop, which I think is,
really, it’s an art [emphasis added]. (F3)

In the absence of constructive feedback, successful
coaches promoted fellow self-reflection and led them
to identify areas or skills in which they hoped to
improve. When fellows were not pushed to develop
improvement goals, coaching conversations became
less impactful.

There hasn’t been any point where we had to come
up with a plan to get better at something. Do you
know what 1 mean? Or if it was like deficiency and
we had to say, “What are we going to do about
this?" (F12)

After coaching conversations, fellows implemented
their improvement plans in clinical practice, which
informed subsequent feedback. Based on their longi-
tudinal coaching relationships, coaches were ideally
positioned to follow up with fellows to identify
successes and struggles for future coaching conversa-
tions.

Serve as the Go-To Person to Raise Uncomfortable
Issues

We identified one additional important coach ac-
tion—serve as the go-to person to discuss uncomfort-
able issues. While mostly focused on clinical
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strengths, areas for improvement, and career guid-
ance, some coaching conversations needed to touch
on difficult personal behaviors or other professional-
ism concerns. Coaches and PDs reported that faculty
were often aware of potentially sensitive issues, but
few felt comfortable broaching such topics, such as
“tics, eye contact, verbal, inappropriate comments”
(PD2). However, once trusting coaching relationships
were established, program leadership and other
faculty relied on coaches to communicate difficult
personal feedback to fellows. Coaches could follow
up on professionalism issues through formal and
specifically solicited feedback. Further, coaches could
facilitate fellow self-reflection and efforts toward
improvement. Without coaches identified as the go-
to people for these difficult conversations, fellows
risked unknowingly continuing behaviors that pre-
vented them from presenting themselves in their best
light.

My thought process around it was how to
deliver. . .wery personal commentary without mak-
ing her feel bad or like you’re the only one who had
ever done this, and you know that...was a little
challenging but 1 think she trusted me. . .I think the
bebaviors that we were working on have almost
ceased. (C2)

This unexpected but not altogether surprising role of
coaches highlights the vital role of trusting relation-

ships in “making the undiscussable discussable.”?®

Discussion

Based on our findings, coaches in longitudinal
relationships with fellows (1) establish and maintain
longitudinal coaching relationships; (2) dedicate
time to prepare for coaching conversations; (3)
facilitate feedback dialogues; and (4) serve as the
go-to person to deliver uncomfortable feedback. Our
work also illustrates that suboptimal relationships,
inadequate coach preparation, unspecific feedback,
and lack of guidance toward personalized improve-
ment goals severely hinders the coaching process.
Our data shed little light on why, in some cases, the
coach-fellow relationship failed to develop or be
maintained. We hypothesize that this may result if
individuals in particular dyads have mismatched
personalities or if either the coach or the fellow is not
sufficiently invested and engaged in the coaching
process.

Our study both replicates and extends key findings
in the current coaching literature in several ways.
Prior work developed and refined constructs and
definitions for coaching, including (1) a focus on

ORIGINAL RESEARCH

relationships and mutual engagement between coach-
es and learners, with a shared orientation toward
growth and development; (2) ongoing reflection of
coaches and learners; (3) learner assessments and
action plans that embrace failure as a catalyst for
learning; and (4) assessment of results and modifica-
tion of learning goals accordingly.""** Our empiric
study, based on a qualitative evaluation of our own
coaching program, demonstrates that these key
elements of a contemporary coaching definition hold
up in educational practice. While Armson et al'®
applied these constructs within short-term coaching
relationships, we add insights on the additional
impact of longitudinal relationships on coaching to
enhance feedback processes. As opposed to shorter
term dyads, coaches and fellows in our study had
been paired for 1 to 3 years, which allowed coaches to
take on various roles for which they may not have
otherwise been optimally positioned. We also provide
a further example of successful application of the
R2C2 model® for facilitated feedback conversations.

Coaching should ideally help residents and fellows
achieve their personal best, making active engagement
paramount. Building on work by Telio et al, we
demonstrate that longitudinal educational alliances’
between coaches and fellows contribute to this goal.
Coaches gather, filter, and synthesize feedback in
preparation for the coaching conversation as well as
communicate personalized feedback and engage
fellows in feedback processes in unique ways.
Additionally, after feedback conversations, coaches
are ideally positioned to follow up with fellows to
gauge performance improvement. Finally, longitudi-
nal relationships led to mutual trust, fostering the
psychological safety necessary for fellows’ deep
engagement with feedback, including sharing con-
cerns, insecurities, and potential areas of weakness,
and being willing to accept and learn from construc-
tive feedback.'”

Limitations of this study include participants being
from a single pediatric hospital and exclusively
fellows in pediatric subspeciality programs. It remains
unclear how coach-trainee relationships form and
function in medical students, residents, and fellows in
other departments or specialty cultures. Fortunately,
we had enough interested and talented coaches to
support one-to-one coach-fellow pairings. Future
study should explore how our findings transfer to
larger training programs where residents or fellows
outnumber potential faculty coaches. Further research
may also identify selection criteria to help determine
which faculty members may have more successful
coaching relationships than others.

We also recognize that our definition of “coach”
may differ from those who view a coach in the
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traditional sense as someone who specifically avoids
giving advice or feedback, and instead supports the
learner in developing their own path for improvement
by asking questions that allow for self-reflection. In
our view, coaches not only synthesize and deliver
feedback from others but also provide their own
feedback. While coaches guide the fellows in self-
reflection and development of improvement goals,
they may also directly observe fellows, advocate for
them, and provide career guidance. In this way, while
coach-fellow relationships are largely coachee-driven,
it does differ from the traditional definition of
“coach.”

Of note, 2 authors (P.G.J., M.E.M.) are APDs of
their fellowship programs and P.G.]. was responsible
for faculty development of coaches. By using an
external interviewer (A.C.), we maintained anonym-
ity and confidentiality of interviewees as the other 3
authors remained blinded to participants’ identities.
Still, we acknowledge that some fellows and coaches
may have hesitated either to participate in an
interview or truthfully share their impressions due
to concerns of being identified based on their
responses.

Conclusions

Faculty coaches in longitudinal coaching programs
perform 4 major actions that enable feedback
processes: (1) establish the coach-trainee relationship;
(2) prepare for coaching conversations; (3) facilitate
feedback dialogue; and (4) serve as the go-to person
to raise uncomfortable issues.
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