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Abstract 

Today’s healthcare is faced with enormous challenges with the changes in 

healthcare policies that require delivering higher quality at a lower cost and at the same 

time with internal challenges of low tolerance for mistakes, complex nature of the 

industry, and multidisciplinary teams working together.  As a consequence, the need to 

develop physician leaders to lead through these changes has become critical for the 

success of the organization. 

As part of leadership development efforts, an academic medical institution in 

Midwest region in the U.S. has identified coaching skills to be an important leadership 

skill to lead through the change. In order to create a coaching culture where leaders use 

coaching approach to develop staff through the change management, Leader as Coach 

training was given to group of high level physician and administrative leaders followed 

by matching the trained leaders as coaches with junior staff who are in the leadership 

pipeline. Case study was conducted to investigate the processes and challenges of 

developing physician leaders as coaches and the benefits of leaders engaging in coaching 

in the organization.  

Data collection was done through semi-structured interview of twelve physician 

leaders and documents of program evaluation as well as coachees’ evaluation of the 

coaching engagements.  Data analysis consisted of category (or theme) construction, 

sorting the data according to the categories constructed, and finally by making inferences 

about the relationships among the categories, developing a model that presents the visual 

representation of how the concepts or categories are related to one another.  

As a result, six themes were identified: understanding coaching and its 
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philosophy, coaching as a leadership skill, coming together, coaching process and 

competencies, coaching challenges, and coaching outcomes.  The study provided insights 

into the learning processes and challenges for physician leaders to be developed as 

coaches and indicated that increasing the internal coaching capabilities in health care 

organizations by developing physician leaders as coaches can have great impact in paving 

the way into many changes and challenges that are facing health care today. Coaching has 

been shown to be an effective way to operationalize approaches to leadership needed in 

time of uncertainly and complexity, and to enable continuous learning for the staff by 

constructing context-specific, tacit knowledge, leveraging the social capital and 

upholding the organizational values. This study also showed that in developing physician 

leaders, training them in the mindset and philosophy of coaching allowed them to 

demonstrate positive coaching behaviors and skills that can build the relationships needed 

to maximize the coaching outcome. 
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Chapter I: Introduction to the Study 

Today’s healthcare industry is faced with unprecedented challenges as 

reimbursement is cut, safety and quality metrics are increased, technological and 

pharmaceutical changes are introduced and reform legislation is enacted (Selcer, 

Goodman, & Decker, 2012). Most of these features are quite unique to the industry and 

the complexity of healthcare adds to the difficulties involved in generating the solution. 

The most influential reform of the healthcare delivery system in the United States is the 

Patient Protection and Affordable Care Act (PPACA), which was enacted in 2010 and 

was upheld in June 2012 as constitutional by the U.S Supreme Court (Esparza & Rubino, 

2014). The consequence of this health insurance reform expands insurance coverage to 

more than 32 million Americans (Rich, 2013). The biggest change involves Medicaid. 

The ACA required that Medicaid serve nearly all legal residents with incomes below 

138% of the federal poverty level (McDonough, 2012). Affordable Care Act (ACA) 

charges the Center for Medicare & Medicaid Services with the authority to implement 

new payment and delivery models such as Accountable Care Organizations (ACO), that 

place clinicians and health care organizations at financial risk for meeting predetermined 

expenditure targets for defined group of patients (Shortell, 2013). Many hospitals receive 

majority of reimbursement from a public source, including the Federal-sponsored 

Medicare and Federal and State-funded Medicaid program without having much power 

or influence over reimbursement rates (McAlearney, 2006). ACA also entails new system 

reforms such as accountable care organizations, in which the goal is quality care than the 

sheer volume, patient-centered medical homes, which emphasizes taking care of each 

patient as a whole person through a system of teamwork and collaboration, both of which 
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will support integrated collaborative patient care as opposed to the often fragmented 

nature of current medical practice (Sommers & Bindman, 2012). The Prevention and 

Public Health Fund, and the Patient-centered Outcomes Research Institute, which are the 

ACA’s entity for comparative effectiveness research, focus on quality of life, quality of 

care, and improved treatment adherence are implemented to enhance healthcare service’s 

quality (Allen, Nobel, & Burton, 2012; McDough, 2012). These changes will accelerate 

and increase the emphasis on teams in health care (Taplin, Foster, & Shortell, 2013).  

The key challenge facing health care providers is to deliver a higher level of 

quality at the same cost, transforming from fee-for-service payment model to one of 

value-based purchasing (Cassatly, 2012). Even though the ACA does not provide 

universal healthcare coverage it does increase the availability of health insurance to most 

Americans and the objective of these changes is to improve American health care value 

and accessibility making high-quality care at lower cost critical to successful health care 

reform (Esparza & Rubino, 2014).  

In addition to these external factors, healthcare has internal challenges such as 

different professionals working together as multidisciplinary teams causing management 

difficulties, low tolerance for mistakes, and operating with the values of patient 

centeredness and patient safety that is causing tension between expense, clinical care, and 

patient quality (Stoller, 2009). However, changing the healthcare system is difficult not 

only due to its complex nature, but due to the heavy regulation at the state and federal 

level, and consumerism represented by health insurance exchanges which are competitive 

marketplaces at the state level where individuals and small businesses can find 

information, compare health plans, and enroll in health plans that meet their needs 

(Burns, Bradley, & Weiner, 2012; Pulcini, 2013). In order for healthcare organizations to 
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thrive in the midst of these challenges they need to undergo some significant changes in 

how they operate, approach patient care, and manage the workforce. Physician leadership 

and management skills play a central role in their ability to deliver high-quality, and cost-

effective care. Now more than ever, patient safety, health care quality and cost 

containment depend significantly on practicing the abilities of physicians to not only to 

deliver but also to manage and lead the delivery of these services (Blumenthal, Bernard, 

Bohnen, & Bohmer, 2012).  

Problem Statement 

With the insurance based healthcare, managed care, and new technologies, 

healthcare organizations have come to recognize the importance of physician leadership 

development to their successful operations and they are defining one important role for 

the physician leader is that of a coach (Henochowicz, & Hetherington, 2006). Coaching is 

one of the most effective solutions to the shrinkage of leadership talent in healthcare, 

retaining talent, and leading change (Batson & Yoder, 2012; Homa et al., 2008). 

Physician leaders work with highly skilled professionals who want to be respected for 

their knowledge and intelligence rather than being controlled or told what to do and 

coaching approach to leadership would be a very effective way to interact with the staff 

as they adapt to the new realities and accept and learn new ways of thinking and behaving 

(Hicks & McCracken, 2011). 

Despite all the benefits of leader-as coach, and creating coaching culture in health 

care, where leaders coach the staff as a way of interacting with them and taking part in 

the employees’ continuous development for enhancing performance and leading change, 

there are still several challenges for physician leaders to be coaches. Cultural traits of 

physicians such as emphasis on individual performance, respect for personal autonomy, 
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competitiveness, status consciousness, difficulty working together are not in sync with 

the coaching mindset of partnership, collaborative problem solving, enabling and 

empowering others (Atchison & Bujak, 2001). All of these factors have contributed to the 

challenges and the lack of effort in healthcare organizations to develop physician leaders 

as coaches and consequently empirical studies conducted on developing these physician 

leaders as coaches are very rare. 

Medical sciences and the field of human development through coaching have 

fundamental differences in epistemological approach. The medical education and 

research is based on the positivist paradigm where reality is explained by cause and 

effect, where there exists an external reality separate from the observer and mode of 

observation whose properties can be determined through measurement and 

experimentation (Tavakol & Zeinaloo, 2004).  Coaching is quite different from the 

medical model. Medical model makes the effort to identify what is “wrong” with people 

and provide treatment for them using the best practices whereas the coaching emphasizes 

that the people who are being coached are not an object of fixing but are learners who are 

motivated, voluntary, and equal participants in a learning relationship with a facilitator 

whose role is to aid the learners in the achievement of their primarily self-determined 

learning objectives (Cox, 2006).  

Being a leader-as-coach means incorporating a leadership style that is relational, 

which takes time and effort outside of their perceived professional responsibility. This is 

challenging for many physicians who are constantly faced with competing priorities. 

Moreover, physicians as the recipients of coaching need to have a good understanding of 

its processes, and benefits for coaching to have a satisfactory outcome. One of the biggest 

challenges regarding physician leaders as coaches is the clinical training that enforces and 
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values the ability to identify a problem with people rather than visioning “What could 

be?”  (Stoller, 2009). Budhoo and Spurgeon (2012) studied the views of clinicians on 

using coaching as a development tool and found that although coaching was felt to be a 

useful tool in developing leadership, there were some concerns about ensuring 

confidentiality and match between coach and the coachee. Most preferred a coach who 

had experience in the field of health care.  

In addition to the challenges of developing physician leaders as coaches, 

organizations that strive to create coaching culture needs to build the internal coaching 

capabilities of leaders so they can utilize coaching in their everyday leadership practice. 

However, it is well documented that the coaching capabilities within the organization 

provided by HR professionals are weaker than those of the external coaches, so the need 

to develop leaders in their coaching capabilities to a higher level is the key to achieving a 

coaching culture (Hunt & Weintraub, 2007). Yet there is very little empirical research 

examining the relationships between coaching behaviors and outcomes related to 

managerial coaching  (Ellinger, Ellinger, Bachrach, Wang, & Elmadağ Baş, 2011) or on 

processes and challenges of equipping the organizational leaders with core coaching 

competencies that are identified by professional coaching organizations and taught in 

formal coaching training programs including some graduate programs (Maltbia, Marsick, 

& Ghosh, 2014).   

All of what is stated above supports the argument that there is a need to develop 

physician leaders to be coaches and the process and challenges of equipping them with 

the mindset and the behaviors of effective leaders as coaches need to be explored in the 

context of health care by taking account of the opinions from the physicians, their 

attitudes toward coaching approach and how years of medical training has shaped them 
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and their view of the world that can impede or enable their development as leaders as 

coaches 

Purpose of the study 

The purpose of the study is to examine the processes and challenges of 

developing physician leaders as coaches and their perspectives that bring positive 

coaching behavior, as well as to explore the benefits of coaching by physician leaders in 

health care using qualitative case study method. Also, the study explores how physician 

leaders build the coaching mindset and the trusting relationships with staff that make 

them effective coaching leaders. The research will inform human resource and leadership 

training and development professionals to find effective ways of developing physician 

leaders as coaches as well as proposing practical means of establishing a coaching culture 

in health care organizations to effectively move organization forward through the 

challenges for the better future of the industry. 

Research questions 

The research questions that this study is set out to answer are as follow: 

1. What are the processes and challenges of learning and developing to be physician 

leaders as coaches? 

2. What is the perspective of the physician leader that generates positive coaching 

behavior? 

3. How does developing physician leaders as coaches benefit the health care 

organization overall? 
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Significance of the Study 

What is missing in the literature on leadership development and coaching in 

health care organizations is the in depth analysis of the physician’s experiences and 

processes of shifting their mindset from being a physician to a physician leader 

(Kennedy, Carroll, & Francoeur, 2013). Physician leaders need to transition from the 

medical paradigm of diagnosis and treatment and prescribing to leadership and coaching 

paradigm of developing others to enable them to perform at their highest level. This 

underlines the fact that the physician’s reaction through this transition from being a 

physician who embodies an individual identity to being a leader as coach incorporating a 

relational identity in developing others is not yet fully understood (Lord, & Hall, 2005). 

In addition, the coaching capabilities of leaders within organizations vary greatly and it is 

not really clear how coaching trainings effectively instill the developmental mindset 

needed for leaders to coach in organizations. 

  This research study will focus on the experiences of physicians being trained to be 

leader as coaches on how and what they learn through the process of coaching others, and 

what it means to be physician leaders as coaches. The findings of this study will have 

significant implications to HRD professionals and policy makers in healthcare who are 

charged with the work of physician leadership development in specifying the crucial 

constructs and contributing factors that play a key role in developing physician leaders as 

coaches and some major outcomes thereof. 

Summary and Overview of the Chapters 

This study focuses on the processes and challenges of developing physician 

leaders as coaches and their perspectives that generate positive coaching behavior. It uses 

a case study method by taking the direct views and stories of group of physicians in a 
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health care organization who have gone through an internally delivered Leader as Coach 

training program and have personally experienced coaching other staff on diverse issues 

and topics that the coachees brought to coaching. As such, it is hoped that this study will 

contribute to the greater understanding of what it takes for physician leaders to assume 

the mindset of a leader who incorporates coaching philosophy and skills in their 

interaction with staff and how that impacts the individuals involved and the organization. 

Chapter II reviews literature in three areas to build a case for research and to 

understand the conceptual framework for the case being studied. The first section 

discusses the issues regarding the current health care environment and the need for 

physician leadership development, as well as five leadership concepts, theories that are 

pertinent to leadership in health care and coaching. Next section discusses how physician 

leaders need to employ coaching as part of their leadership practice in order to meet the 

demands and current and future challenges that physician leaders face. In the final 

section, I take an in depth look into coaching in organizations and discuss the theoretical 

underpinnings of coaching from literature on adult learning theories, humanistic approach 

and constructivist approach to learning. 

Chapter III provides a detailed overview of research methodology for this study, 

which is a qualitative case study method. The chapter describes the process of gathering 

data using document review, individual interviews and methods for analyzing data 

through thematic analysis. 

Chapter IV presents findings of the investigation in two ways. First it gives a 

detailed narrative of the Leader as Coach program and the development process of the 

physician leader participants. In addition, the chapter gives the description of themes that 

have emerged inductively and the relationships among the constructed themes. 
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Chapter V analyzes and discusses the findings through the lens of the research 

questions and existing literature. It also discusses how the experiences, views and 

meaning-making of the physician leaders have significant implications for HR 

professionals in health care for developing leaders and for future research in the field of 

clinical or physician leadership development. 
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Chapter II: Review of the Literature 

The problem outlined above will be explored through a review of literature in the 

following areas: 

1) Current health care environment and the need for physician leadership 

development and leadership theories relevant to health care  

2) Physician leadership and coaching 

3) Coaching in organizations and theoretical underpinnings of coaching 

First, current health care environment will be discussed in light of changes in health care 

policies and subsequent needs that arise in dealing with the challenges for change 

management, leadership development and coaching. In addition, leadership theories and 

styles that are most pertinent for today’s health care and for developing leaders as 

coaches are investigated. These theories are transformational leadership, servant 

leadership, complexity leadership, team leadership, and positive leadership. The section 

will also include how these leadership approaches are aligned with the coaching 

philosophy and the coach’s way of being and why coaching can be an essential skillset in 

operationalizing these leadership approaches. The second section bridges the link 

between the leadership theories and approaches with coaching and why it is important for 

leaders to be equipped with coaching skills. The third section of this chapter will discuss 

the concept of coaching in organizations, different types of coaching and how they are 

used in organizations for learning and development of staff and the theoretical 

underpinnings of coaching. Through a review of these topics my intention is to lay the 

foundations for investigating the process of developing physician leaders as coaches by 

understanding their perception of coaching philosophy and utilization of skills and how 
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health care organizations can benefit from developing leaders as coaches. Figure 1 

illustrates the mapping of topics for literature review. 

 

Figure 1. Mapping of the topics for literature review 

 

The topic of developing physician leaders as coaches are composed of two main 

areas: the areas of leadership in health care and in coaching in organizations. In this 

literature review, leadership in health care discusses the need to develop physician leaders 

in light of the current challenges in health care along with the five leadership theories that 

I believe are most pertinent to health care and coaching. For exploring the topic of 

coaching in organizations, I started with the definition of coaching and how coaching is 

used in organizations. And then I discussed the theoretical underpinning of coaching from 

the perspectives of education and philosophy. 
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Call for Physician Leadership 

Today’s healthcare leaders must work towards transforming the way these 

organizations operate. In healthcare, there is administrative leadership, which refers to 

those who hold senior positions in the administrations such as chief administrative 

officer, chief finance officer, and chief human resource officer. In addition, there is the 

clinical leadership by those who hold clinical positions such as physicians and nurses. 

Research on organizational change efforts consistently shows that the support of 

physicians and in particular a respected physician champion is critical to the success of 

change efforts (Buell, 2012; Banaszak-Holl, Nembhard, Taylor, & Bradley, 2012). 

Howieson and Thiagarajah (2011) gave a more focused, working definition of clinical 

leadership as “driving service improvement and effective management of teams to 

provide excellence in patient/client care”(p. 10). Hospitals with significant participation 

in leadership teams by medical personnel are associated with better operating margins 

and greater clinical involvement in hospital quality improvement efforts (Kuntz & 

Scholtes, 2013). Evidence from other research shows that the quality improvement 

initiatives in healthcare that fail to engage doctors tend to have limited impact (Ham, 

2008). The increasing demands on healthcare services have highlighted the need for more 

leadership training for physicians to enable them to provide guidance in medical 

community in general (Kabir, Potty, Sharma, 2008). Effective clinical leadership 

improves patient care by encouraging teamwork, facilitating the design and close 

monitoring of care processes, promoting a clinical culture that supports safe practices, 

and promotes innovation and continuous development of skills (Blumenthal, Bernard, 

Bohnen, & Bohmer, 2012). Cliff (2012) noted that changing healthcare paradigm of care 

towards patient-centered care model requires an unanticipated level of commitment and 
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adjustment in organizational structure with the commitment and engagement of senior 

leadership.  

Developing clinical leaders in healthcare itself poses some special challenges. 

First, emerging healthcare environment requires far more physician leaders than has been 

necessary in the past (Barnhart & O’Brien, 2013). Yet most of the leaders in healthcare 

such as department chairs are ill prepared to succeed in this leadership positions (Lobas, 

2006). Physicians have been trained to be independent thinkers, skeptical scientists, and 

self-reliant professionals (Henochowicz & Hetherington, 2006). In many cases they lack 

the leadership traits that are needed for effective teamwork that leaders need to harness 

positive change while the demands of training in academic settings, of developing 

academic skills and performance often compete for physician’s leadership skills 

development (Stoller, 2008). Many of the medical schools and residency programs 

provide trainees with little or no structured leadership and management training 

(Blumenthal, Bernard, Bohnen, & Bohmer, 2012). The training is mostly based on 

individual effort, conformity to acceptable standards, and competition, while physician 

leaders must learn to innovate, grow, and improve healthcare (Hess, 2013). Historically 

the medical profession has not encouraged physicians to be competent in management 

and leadership. It was generally assumed that the ability as a medical professional was 

enough to become a leader in the organization. But modern healthcare is becoming 

increasingly complex and working in multidisciplinary teams to deliver high quality care 

has been a common practice (Clark, Spurgeon, & Hamilton, 2008). Although most 

physicians possess the foundation to be good leaders, such as having high intelligence, 

being exceptional learners, and perform well under pressure, there are fundamental 

differences between medicine and leadership such as prescribe versus influence, short 
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term focus versus medium and long term, established procedure versus complex 

unpredictable processes, carrying all responsibility versus sharing responsibility 

(Barnhart, & O’Brien, 2013). The competencies needed to be an effective physician 

leader combine general leadership skills and those skills that are particularly needed to 

address the challenges of healthcare (Stoller, 2009). McAlearney (2006) conducted an 

extensive qualitative study based on thirty-five expert interviews and fifty-five 

organizational case studies to identify the challenges in health care leadership 

development. They found that the challenges of physician leadership development ranged 

from basic issues such as getting physicians to participate in the development to 

philosophical issues surrounding physician’s different training and orientation toward 

change, decision-making and focus.  

In response to the need of clinical leaders in today’s healthcare, a number of 

clinical leadership development programs have been developed based on leadership 

competency framework (Ham, 2008; Buell, 2012; Howieson & Thiagarajah, 2011; Clark, 

Spurgeon, & Hamilton, 2008; Kabir, Potty, & Sharma, 2008). National Center for 

Healthcare Leadership, the Healthcare Leadership Alliance, and the American College of 

Healthcare Executives have conducted collaborative research across the industry to 

develop a competency model on which to base evaluation and training. This competency 

model is composed of three domains, which are transformation, execution, and people 

and there are all together twenty-six competencies under these three domains. Burns, 

Bradley, and Weiner (2012) reported the core competencies identified by the consortia of 

major professional organizations such as Healthcare Leadership Alliance (HLA), 

National Center for Healthcare Leadership (NHCL), and Commissions on the 

Accreditation of Healthcare Management Education (CAHME). The competencies are 
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knowledge of the healthcare industry, technical skills such as management principles or 

information management skills, analytic and conceptual skills and interpersonal, 

communication skills. Taylor, Taylor and Stoller (2008) interviewed twenty-five leaders 

consisting of both aspiring leaders and established leaders in Cleveland Clinic to identify 

competencies for clinical leaders in four domains of knowledge, emotional intelligence, 

vision, and organizational orientation.  In the domain of knowledge, the competencies are 

role-related knowledge, and expertise in one’s own field. In emotional intelligence 

domain, there are competencies of self-awareness, self-regulation, motivation, empathy, 

and social skill. In organizational orientation domain, the competencies are knowledge 

and altruism.  

In the United Kingdom, NHS Institute for Innovation and Improvement and the 

Academy of Medical Royal Colleges developed the Medical Leadership Competency 

Framework that applies to all medical students and doctors. The framework is made of 

five domains, which have different emphasis depending on where the professionals are in 

terms of the professional training. They are personal qualities, working with others, 

managing services, improving services, and setting directions (Clark, Spurgeon, & 

Hamilton, 2008). More recently these organizations engaged in a project to develop 

Clinical Leadership Competency Framework (CLCF) based on Medical Leadership 

Competency Framework (MLCF) that is to be used by all the regulated clinical 

professions across the UK (Long et al., 2011).  Lobas (2006) interviewed ten chairs of 

department of medicine in academic medical institutions in the U.S. for what they 

consider the factors of success as leaders. They were communication skills, visioning, 

strategic planning, change management, team building, personnel management, business 

skills and systems thinking. He also mentioned the importance of emotional intelligence 
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that is related to communication and developing a vision. Other skills include developing 

strong, reliable leadership team within the department, and competence to manage 

complex business. Howieson and Thiagarajah (2011) asserted that clinical leadership is a 

complex process but because leadership is a social influence process between human 

beings, the “level” approach-individual, dyadic, group and organizational- may be useful 

for further education and training strategies and associated interventions. They identified 

defining purpose, vision collaboration and partnering to be the group level competencies 

and dyadic leadership competencies as accepting challenges and feedback, allowing 

openness and transparency, supporting, participating, respect and building trust and 

confidence.  

As much as a competency-based model can be a descriptive tool for identifying 

the knowledge, skills, and behaviors needed to effectively perform a role in an 

organization in order to assist the organization in achieving strategic goals, it does not 

come without criticism (Naquin & Holton, 2006).  The opponents of competency-based 

leadership development argue that effective leaders are not the sum of a set of 

competencies and leaders are particular mixtures of pluses and minuses and their 

strengths can become their weaknesses (Hollenbeck, McCall, Silzer, 2006). Sometimes 

these list of competencies are so extensive that it is almost impossible to train the leaders 

in all of them. When Stoller (2008) reviewed the reports and resources regarding 

healthcare leadership competencies, through the Healthcare Leadership Alliance, he 

found 300 total competencies. Edmonstone (2011) asserted that competence training 

suffice when there are high degrees of certainty and agreement, where the issues 

concerned are clear and unambiguous so the tried and tested solutions can be applied. 
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Taking into consideration the high level of uncertainly in healthcare, leadership 

competency approach needs to be reexamined. 

Hackman and Wageman (2007) asserted that leadership scholars in the past have 

been asking questions that have no general answers. They proposed that the right 

questions are not, ‘Do leaders make a difference, but under what conditions does 

leadership matter, or not what are the traits of leaders, but how do leaders’ personal 

attributes interact with situational properties to shape outcome?’ They also proposed that 

the scholars need to ask not how do leaders and followers differ, but how can leadership 

models be reframed so they treat all system members as both leaders and followers. 

Another way to study leadership development is using different leadership approaches 

that are based on leadership theories rather than individual competencies. In the 

following section, five theories of leadership, which are transformation leadership, 

servant leadership, complexity leadership, team/collaborative leadership, and positive 

leadership will be discussed. I chose these leadership theories because I believe these 

leadership theories are very much relevant for leading in healthcare not only to lead 

through the massive amount of changes it is facing but also for the nature of complex, 

team-based care. Many of the challenges and problems that confront healthcare and 

academic medicine today are so complex and unpredictable that it is impossible for the 

leader to accomplish the work of leadership alone (Souba, 2004).  Many health care 

organizations are matrix organizations where physicians interact with teams in a care-

team model where many of the team members they lead are not the leader’s direct 

reports. The nurses report to nursing leadership and technicians report to their own 

supervisors. Many team leaders need to depend on the discretionary effort of these team 

members for the team performance based on trust (Hall, 2013). More importantly, these 
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leadership theories assume the philosophical foundations that are pertinent to leaders as 

coaches. Coaching is about developing and supporting others so that they will be 

performing at their fullest potential (Kimsey-House, Kimsey-House, & Sandahl, 2011).  

In order for leaders to be engaging in coaching, the leaders need to be committed to 

giving their time and effort to partner with the coachees in the service of their learning, 

growth and maximized performance. The leader as coach needs to build a trusting 

relationship and supporting environment based on positive regard for the coachee to 

create a safe space for learning (Hunt & Weintraub, 2007).  In the following section, the 

five leadership theories of transformational leadership, servant leadership, complexity 

leadership, team leadership, and positive leadership will be discussed for their relevance 

to healthcare and coaching. 

Transformational Leadership 

 Transformational leadership refers to the leader moving the follower beyond 

immediate self-interests through idealized influence, inspirational motivation, intellectual 

stimulation, or individualized consideration (Bass, 1999; Bass, 2000). The essence of the 

theory is the distinction between transformational and transactional leadership where 

these two types of leadership were defined in terms of the component behaviors used to 

influence followers and the effects of the leader on followers (Yukl, 2010). While 

transformational leadership is about creating the supportive environment for learning to 

reach the full potential of the followers to reach the organizational outcome, transactional 

leadership focuses on the exchange that occur between leaders and followers allowing 

leaders to accomplish their performance objectives through contractual agreement in 

search of gratification (McCleskey, 2014). Bass (1990) described the two characteristics 

of transactional leadership as contingent reward, meaning exchange of rewards for effort, 
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and management by exception, which means that leaders watch and search for instances 

of deviations from rules and standards.  

Many scholars have proposed transformational leadership as one of the key 

leadership approaches for clinical leaders because transformational leaders are 

encouraged to empower their followers by developing them into high involvement 

individuals and teams focused on quality, service, cost-effectiveness, and quantity of 

production (Elkins, Melton, & Hall, 2014; Smith, 2011; Parker, & Sorensen, 2008; 

Selcer, Goodman, & Decker, 2012; Spinelli, 2006; Xirasagar, Samuels, & Stoskopf, 

2005). Healthcare professionals who work in the clinical field are highly trained 

professionals with advanced degrees who are passionate about providing the best possible 

care, giving accurate diagnoses, maximizing patient satisfaction and outcomes. They are 

driven by personal factors and can be motivated by leaders who allow them to feel valued 

and to find fulfillment in work (Elkins, Melton, & Hall, 2014). In addition, physician 

leaders face two seemingly irreconcilable challenges: followers’ expectations that they 

should protect their individual clinical autonomy and organizational expectations that 

they should facilitate provider’s collective accountability (Xirasagar, Samuels, & 

Stoskopf, 2005). Even in today’s healthcare environment, which is driven by pressure to 

reduce costs and increase reimbursement, physicians are spending more of their time 

seeing patients but less time with individual patients, where physicians are viewed as 

“employees” or “providers” and the industry itself is in danger of becoming a commodity. 

The function of leadership needs to be in enabling people to find true meaning, inspiring 

others to construct better future, a better health care system, and create a culture anchored 

in shared purpose and values (Souba, 2002). The meaning of ‘transformation” is a form 

of leadership that provides positive change in followers, brings radical changes of 
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infrastructure or processes, and significantly increases performance and measurable 

outcomes (Slavkin, 2010). Transformational leaders are who can lead the changes in 

health care that is becoming rapidly accelerated into the future  

 An empirical study was conducted to identify the specific leadership styles that 

are associated with positive impacts on clinical subordinates’ performance and with better 

health service outcomes (Xirasagar, Samuels, & Stoskopf, 2005). This study that 

involved Community Health Center Medical Directors showed that a significant 

association exists between transformational leadership and effectiveness in achieving 

organization-wide changes in clinical providers’ practice behaviors and the researchers 

concluded that given the importance of physician leadership to health care quality 

improvement and cost control, the transformational-transactional leadership model can 

contribute to these goals when applied to physician leadership development.  

Health care organizations, especially those belonging to academic medicine, are 

knowledge intensive, learning organizations with highly skilled professionals. Slavkin 

(2010) stated that the transformational leader stimulates organizational learning practices, 

and nurtures and grows a sense of “enlightened self-interest among all stakeholders”. 

Bass (2000) proposed that each component of full range of leadership- of 

transformational and transactional leadership behavior- contribute to the creation and 

maintenance of the learning organization. The four components of transformational 

leadership and the two components of transactional leadership all contribute to the 

creation and maintenance of the learning organization.  

Servant Leadership 

According to Greenleaf (1977), servant leadership is about the leader putting other 

people’s needs, aspirations and interests in the forefront by serving them. A servant leader 
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attends to the needs of followers and helps them become healthier, wiser, and more 

willing to accept their responsibilities because the followers believe that the servant 

leader stands for what is good and right even when it is not in the financial interest of the 

organization (Yukl, 2010). Despite the fact that various writers promote servant 

leadership as a valid modern theory of organizational leadership, most of the servant 

leadership literature lacks well-designed empirical research (Northouse, 2013). In their 

literature review on servant leadership, Russell and Stone (2002) listed nine functional 

attributes and eleven accompanying attributes which supplement and augment the 

functional attributes. Nine functional attributes are: vision, honesty integrity, trust, 

service, modeling, pioneering, appreciation of others, and empowerment. Eleven 

accompanying attributes are: communication, credibility, competence, stewardship, 

visibility, influence, persuasion, listening, encouragement, teaching, and delegation. 

Prosser (2010) asserted that servant leadership should not be condensed to set of dos and 

don’ts nor presented as step by step guide but be considered as a commitment in a long 

haul. It is not an outward leadership behavior or skill, but an internal character of the 

heart, a matter of more ‘being’ rather than ‘doing’ (Sendjaya, 2010). 

 The ‘being’ and ‘doing’ attributes of servant leadership in terms of who the 

servant leader is and what the servant leader does represent a significant paradigm shift in 

leadership because the primary intent is to “Serve others first not lead others first” 

(Sendjaya & Sarros, 2002). The concept of servant leadership has been characterized as 

indeterminate and somewhat ambiguous and mostly anecdotal (Russell & Stone, 2002).  

On top of that, the potential benefits of servant leadership are not very distinct from other 

theories of supportive and empowering leadership (Yukl, 2010). In their effort to compare 

transformational leadership and servant leadership, Stone, Russell, and Patterson (2004) 
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listed some commonalities and differences between these leadership styles. They 

concluded that both concepts incorporate influence, vision, trust, respect or credibility, 

risk-sharing or delegation, integrity and modeling. However they found significant points 

of variation in the concepts: Transformational leaders focus more on organizational 

objectives while servant leaders focus more on the people who are their followers. 

According to their research, transformational leader has a greater concern for getting 

followers to engage in and support organizational objectives. The extent to which the 

leader is able to shift the primary focus of his or her leadership from the organization to 

the follower is the distinguishing factor between the two leadership concepts. 

Nevertheless, ‘servant organization’ is proven to positively correlate with job satisfaction, 

team effectiveness, decreased absenteeism and leader trust (Laub, 2010). 

 When applied in healthcare delivery, servant leadership is appealing on a deeper 

level because the application is based on dignity and self-worth of all people including 

patients and colleagues where leader’s power is generated from the well-being of others 

who are led (Neill & Saunders, 2008). The value of servant leadership is receiving more 

attention in health care. Physician-patient relationship is coming under attack by managed 

care; there is growing consumerism and professional values are too often sacrificed for 

short-term market advantage and nurturing relationship requires the heart of a servant 

(Anderson, 2003). Health care industry is full of medical professionals who have started 

their journey in that field with the purpose to serve others. For physicians, the willingness 

to serve the patients needs to be integrated as a way of serving all people involved within 

an organization and it will take some risk-taking, tenacity, and a high degree of trust for 

the health care organizations to become servant-led (Ruschman, 2002).  
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Complexity Leadership 

 Health care industry is a complex system on its own. Being a complex system 

means that the system involves interacting units that are changing and adaptive, and 

complex patterns of behaviors and structures that emerge are usually unique and difficult 

to predict from a description of the involved units and interdependent parts that produce 

emergent behavior (Yukl, 2010). Health care system in the U.S still lacks a single 

national health insurance program. It has thousands of product manufacturers such as 

pharmaceuticals, biotechnology, medical-surgical supplies, medical devices, and 

information technology, along with the wholesalers and distributors, hospitals, 

physicians, nursing homes, pharmacies, home health agencies, insurers and insurance 

brokers, and employers offering health insurance coverage to their employees (Burns, 

Bradley, & Weiner, 2012). More organization scholars are compelled to characterize 

health care industry as a whole and health care system, in particular, as a complex 

adaptive system within a rapidly transforming and turbulent industry (Ford, 2009). 

Complexity theory in organizations encourages us to see organizations as complex 

adaptive systems composed of a diversity of agents who interact with one another, 

mutually affect one another, and in so doing generate novel behavior for the system as a 

whole and calls to rethink the approaches to leadership study (Marion, & Uhl-Bien, 2001; 

Uhl-Bien, Marion, & McKelvey, 2007). Applying the concepts of complexity theory to 

the study of leadership has resulted in what has been called complexity leadership which 

posits that to achieve optimal performance, organizations cannot be designed with simple, 

rationalized structures that underestimate the complexity of the context in which the 

organization must function and adapt (Avolio, Walumbwa, & Weber, 2009). Complexity 

leadership occurs in the face of adaptive challenges rather than technical problems and 
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these adaptive challenges are problems that require new learning, innovation, and new 

patterns of behavior (Uhl-Bien, Marion, & McKelvey, 2007). 

 Ford (2009) listed three principles that align with complexity leadership and the 

dynamics of complex adaptive systems thinking: (i) creating enabling structure for new 

relational interaction; (ii) facilitating transformative exchanges leading to bottom-up 

emergence; and (iii) reclaiming and embracing significant differences. Patient care 

involves concerted efforts of interdependent work units and disciplines and this form of 

interdependence is possible not from a firm control by the management, but by being 

enabled, facilitated from bottom-up. In their study on complexity and leader 

competencies in health care, Hanson and Ford (2011) proposed “first steps in adopting a 

complexity leader paradigm” (p.285):  

(i) Nurture minimal control and structure; balance administrative demands with 

operational needs 

(ii) Create a culture of collectiveness, change and adaptiveness 

(iii)  Thrive in ambiguous and unpredictable conditions 

(iv)  Understand antecedent processes enabling adaptation through exploration and 

unforeseen opportunity.  

In summary, for the health care industry faced with challenges of continuous changes 

that are unpredictable and complex, leaders need to take the approach that is less 

rigid, and less controlled while enabling and supporting others so that the more 

adaptive solutions can emerge from the bottom.  
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Team Leadership / Collaborative Leadership 

 Use of teams is essential for health care due to the complex nature of the work, 

whether it is clinical care, teaching, research, or management. However highly skilled a 

professional may be, if there is no team supporting the individual it will be almost 

impossible to fully apply the training and the skills. Unfortunately most physicians are 

trained as individual contributors and mastering the art of team leadership can mean the 

difference between a medical career that is satisfying and productive and one that is filled 

with series of frustration and interpersonal conflict (Tiffan, 2011).  

There are several types of teams in health care (Burns, Bradley, & Weiner, 2012). 

Work teams are groups of people responsible for producing goods or services that are 

directed at primary mission and objectives of the organization. In health care 

environment, work teams include treatment teams, research teams, home care teams, and 

community based crisis intervention teams. Work teams can consist of members from the 

same discipline or they can be multidisciplinary. Jessup (2007) differentiated the 

multidisciplinary teams from interdisciplinary teams. She stated that multidisciplinary 

teams utilize the skills and experience of individuals from different disciplines, with each 

discipline approaching the patient from their own perspectives, whereas, the 

interdisciplinary team approaches integrate separate discipline into a single consultation. 

Support teams enable others to do their work and serve many other functions, while 

parallel teams, which typically are composed of people from different work units or jobs 

who carry out functions not regularly performed in the organization. Project teams are 

usually time limited producing one-time outputs, and management teams coordinate and 

provide direction to subunits under their jurisdiction and may exist at multiple levels, 

such as board, senior management, or departmental levels.  
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The use of teams is essential in the clinical realm, where effective patient care and 

management are dependent upon teams and teams are required to not only provide 

effective medical solutions but also recognize and take action to solve problems that may 

lead to medical errors (Doran et al., 2002; Lemieus-Charles & McGuire, 2006; McCallin, 

2003; Malone & McPherson, 2004; Reader, Flin, & Cuthbertson, 2011; Tiffan, 2011; 

Wynia, Kohorn, & Mitchell, 2012; Yeung, Ong, Davies, Gao & Perkins, 2012). More 

recently, the movement toward accountable care organizations and patient-centered 

medical homes will accelerate the emphasis on teams in healthcare.  Taplin, Foster, and 

Shrtell (2013) recognized the following as what leaders can do for team success in health 

care setting: Encourage physicians to delegate leadership to others who gave the time and 

skill, co-locate team members in order to facilitate needed communication, help teams 

map their work flow and clarify roles to improve functioning, positively influence the 

culture, composition, and size of teams, involve teams in decisions that affect them and 

create a culture of safety where medical teams are more likely to reduce medical errors. 

They also noted that leaders can prioritize time for the ongoing coaching that is an 

important element of team success.  

In today’s health care, the idea of interdisciplinary teams working together is 

receiving increased attention (Lemieux-Charles & McGuire, 2006; Schofield & Amodo, 

1999; Taplin, Foster, & Shortell, 2013). Schofield and Amodo (1999) described the 

benefits and problems related to interdisciplinary teams in healthcare. The benefits are 

heightened awareness and appreciation of one’s own discipline, a broader understanding 

and enriched respect for other disciplines, the opportunities for cooperative research 

ventures, and developing the mindset of working cooperatively. The problems are 

differing status accorded various disciplines and team members, unequal benefits of 
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individuals at different stages of their careers, different levels of personal commitment to 

the group process by various team members, disparate jargon and technologies, physician 

dominance, role confusion, disagreement over leadership and inadequate patient care, and 

ineffective communication. Edmondson (2003) introduced the concept of 

interdisciplinary action teams (IATs), which are defined as teams in which members with 

specialized skills must improvise and coordinate their actions in intense, unpredictable 

situations. The examples include some sports teams, emergency medical teams, operating 

room teams and cockpit crews. She proposed team leader coaching for the IATs as ways 

to promote ease of speaking up and increase boundary spanning. Interdisciplinary 

leadership is a shared leadership in which all team members carry responsibility for team 

process and outcomes, thereby accepting formal or informal leadership roles that shift 

according to the situations (McCallin, 2003).  

Despite the common practices of working in teams for team effectiveness in 

organizations most of the previous leadership theories have tended to focus on how 

leaders influence collections of subordinates, without attending to how leadership fosters 

the integration of subordinate actions or how leaders promote team processes. Several 

leadership scholars focused on the processes, behaviors and models of team leadership  

(Kogler Hill, 2013; Yukl, 2010; Zaccaro, Rittman, & Marks, 2001). A team is a specific 

type of group composed of members who are interdependent, who share common goals, 

and who must coordinate their activities to accomplish these goals, and the examples 

include project management teams, task force work units, standing committees, quality 

teams, and improvement teams (Kogler Hill, 2013). Zaccaro, Rittman, and Marks (2001) 

proposed that leadership processes affect team cognitive processes, team motivational 

processes, team affective processes and team coordination processes. Leadership 
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processes such as sense making, sense giving, identifying problem needs and 

requirements, planning, metacognitive prompting, developing team members, and 

motivating team members affect the cognitive component. Leadership processes that 

affect the team motivation are planning and goal setting, coordinating performance 

strategies, developing team members, motivating team members, and providing feedback. 

Leadership processes such as feedback and control, selecting personnel, developing 

personnel, and utilizing and monitoring personnel resources affect the team affective 

processes. Finally leadership processes such as matching member capabilities to role 

requirements, offering clear strategies, monitoring environmental changes, providing 

feedback, and recalibrating actions affect team coordination.  

Similar to the concept of team leadership is the collaborative leadership. 

Determinants of team performance such as commitment to shared objectives, mutual trust 

and cooperation, internal organization and cooperation, and collective efficacy and 

potency all speak to the elements of collaborative leadership (Yukl, 2010). Collaborative 

leadership is more complex than other leadership because it requires a leader to achieve 

success by motivating individuals in multiple organizations, in addition to bringing 

together and aligning goals of many stakeholders and as such, leaders need to overcome 

common challenges such as disagreement among stakeholders, varying interests, 

resources and knowledge  (Rubino, Esparza, & Chassiakos, 2014). Health care systems 

and processes are a complex, adaptive environment that employs defined parameters of 

leadership that may not be the key to success among multidisciplinary and multivariate 

teams where leadership stems from multiple angles, positions, roles, and responsibilities 

(VanVactor, 2012). As healthcare reform moves toward more integrated systems such as 
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accountable care organizations, collaborative leadership will become a critical factor in 

organizational success. 

Positive Leadership 

 Most physician leaders have been through a long training in a hierarchical and 

competitive environment based on diagnostic thinking that encourages them to identify 

problems, seeing what is wrong, and valuing problem-solving (Stoller, 2008). This type 

of training has resulted in limiting many physician leaders in having the ability to engage 

in positive and appreciative ways of thinking and viewing others they lead. With the 

introduction of positive psychology and positive organizational scholarship, leadership 

development in healthcare has taken on the value of positive leadership for leading 

through the challenges ahead with improved nurse physician relationships, less disruptive 

physician behavior, better collaboration and teamwork resulting in higher patient 

satisfaction (Busari, 2012; Edwards, 2012; Hart, Conklin, & Allen, 2008; Martin, 2005). 

According to Cameron (2008), positive leadership refers to the application of positive 

principles arising from the newly emerging fields of positive organizational scholarship, 

positive psychology, and positive change. It also refers to ways in which leaders enable 

positively deviant performance, foster an affirmative orientation in organizations, and 

engender a focus on virtuousness and eudemonism. She proposed that the four leadership 

strategies that enable positive deviance are positive climate, positive relationships, 

positive meaning, and positive communication. Frederickson (2009) discovered through 

many empirical studies that positive emotions broaden our awareness, cognitive thought 

processes, and action repertoires, and they enable us to build skills and resources that 

have long-term impact on our psychological and physical well-being. Another empirical 

research study conducted by Kelloway, Weigand, McKee, and Das  (2013) concluded that 
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positive leadership was not only distinct from transformational leadership, and the study 

of how leadership affects well-being. Robinson (2007) reported the findings from Gallup 

research that leaders who maintained a positive perspective when things went awry had 

higher project performance in all of their studies and the managers who scored in the top 

quartile for positive perspectives (as reported by their employees) had significantly 

higher project performance than those in the bottom quartile.  

Physician Leadership and Coaching 

  Five leadership theories and approaches, discussed above have components that 

are common. They all emphasize the enabling, supporting and relational function of the 

leader. The four components of transformational leadership, idealized influence, 

inspirational motivation, intellectual stimulation, and individualized consideration all 

focus on follower’s need for intellectual and motivational growth toward higher goals 

(Xirasagar, Samuels, & Stoskopf, 2005). Idealized influence is displayed when the leader 

envisions a desirable future, articulates how it can be reached, sets an example to be 

followed, sets high standards of performance and shows determination and confidence, 

while individual consideration is displayed when leaders pay attention to the 

developmental needs of followers and support and coach the development of their 

followers (Bass, 1999).  

 Servant leaders believe that people have intrinsic value beyond their tangible 

contributions as workers and therefore, a servant leader is committed to the growth of 

every individual (Spears, 2010). Helping people grow under the servant leadership model 

comes from a collaborative partnership approach to learning, listening deeply, using 

personal trust and respect to build bridges, and making it safe to learn from mistakes 

(McGee-Cooper & Trammell, 2002). Literature on leader as coach lists behaviors such as 
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open communication, empowering, providing opportunities, valuing people over 

organization, and appreciation of teamwork, among others as important managerial 

coaching behaviors (Hagen, 2012). In their literature review, Beattie, Kim, Hagen, Egan, 

Ellinger, and Hamlin (2014) divided the managerial coaching behaviors into two 

categories: interpersonal and cognitive. Behaviors within interpersonal category such as 

‘stepping into other to shift perspective’, ‘caring-support, encouragement, approachable, 

reassurance, commitment, empathy’ and ‘genuine concern for people/ looks after the 

interests and development needs of staff’ and ‘empowerment’ are quite similar to the key 

characteristics of servant leadership (Northouse, 2013). 

Complex leadership which is based on the complexity theory is linked to the 

trends of social capital, social exchange, and relational leadership and these approaches 

all discuss the importance of interaction among individuals with social capital addressing 

it from macro-level or systems perspective and social exchange and relational leadership 

addressing micro-level, or dyadic and small group exchanges (Marion & Uhl-Bien, 

2001). These relationships are what produce outcomes that are necessary for 

organizational performance. Ford (2009) identified three core principles of complex 

leadership: creating enabling structures for new relational interaction, facilitating 

transformative exchanges leading to bottom up emergence, and reclaiming and embracing 

significant difference. In essence, complex leadership seeks to create the conditions and 

relationships that are necessary to help change and innovation to emerge rather than to 

create the change itself. Leaders engaging in coaching relationships and interactions with 

followers encourage diverse perspectives where individuals contribute by creating 

knowledge and solution with least amount of control from the leader. The leader creates 

the space in coaching for creativity and innovation to emerge by engaging in a two-way 
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dialogue. 

 In team leadership, leaders are responsible for facilitating the information 

processing activities engaged by the team as it accomplishes its task and most potent 

leadership processes that foster collective information processes include encouraging and 

coaching team members to engage in problem identification, diagnosis, solution 

generation and solution selection (Zaccaro, Rittman, and Marks, 2001). Leading teams 

mean the leaders engage the team in bringing their diverse expertise and perspective to 

contribute to the collective performance and problem solving through team processes 

such as collaboration, communication, coordination, coaching and participation through 

asking questions and listening at a deeper level of the multiple perspectives without 

imposing the leaders ideas or decisions (Lemieux-Charles & McGuire, 2006). Hagen and 

Aquilar (2012) studied the relationship between leader’s coaching expertise, project 

difficulty, and team empowerment on team learning outcomes within context of high-

performance work team. The results indicated that the independent variable, project 

difficulty explained the most variance in team learning outcomes for the team leaders 

whereas coaching expertise and team empowerment explained most variance in team 

learning outcomes for team members.  

 Positive leadership focuses on the strengths and virtues of the employees rather 

than seeing performance issues as “problems to fix” (Asplund & Blacksmith, 2012). This 

does not mean that employees can ignore the weaknesses and pretend that they don’t 

exist, but it’s a form of recognition that greater gains can be had from focusing on 

strengths, and by being connected to their strengths, skills, knowledge, and values. 

Coaching is the ultimate form of leadership behavior that exercises and practices this 

kind of positive regard for another, because the behaviors of coaching leaders are based 
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on partnership, working it together, creating and promoting learning environment, 

transferring ownership to employees, and broadening perspectives, among others 

(Ellinger & Bostrom, 1999; Hamlin, Ellinger, & Beattie, 2006). According to Hunt and 

Weintraub (2011), leaders who have become effective coaches have the following 

characteristics in common: attitude of helpfulness, less need for control, empathy in 

dealing with others; openness to personal learning and receiving feedback; high 

standards; a desire to help others to develop; a belief that most people do want to learn, 

which are characteristics and attributes of positive leaders. 

Coaching in Organizations 

The definition of coaching and our understanding of how it is implemented in 

organizations have evolved through the years. Coaching first appeared in management 

literature in the 1950s and was viewed as a part of supervisor’s responsibility to develop 

subordinates through a sort of master-apprentice relationship (Evered & Selman, 1989). 

In the 1970s, there have been attempts to translate athletic and sports coaching into 

managerial context but some scholars asserted that the sports coaching analogy may not 

be appropriate in organizational settings (Ellinger, Hamlin, & Beattie, 2008).  In the 

earlier times, coaching was understood as more directive approach, but the early directive 

conceptions gave way to a clear non-directive understanding of coaching which takes 

“hands-off” approach because performance is enhanced when control and responsibility 

is transferred from the coach to the learner (Ives, 2008). Evered and Selman (1989) 

introduced the “context of committed partnership” as a new paradigm of coaching and 

suggested a movement from the “c-o-p” paradigm, meaning control, order, and 

prescriptive to the a-c-e paradigm, which consists of acknowledge, create and empower.  

Definitions of coaching process vary considerably in the degrees of clarity and 
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succinctness, and also the extent to which they emphasize teaching or direct instruction as 

opposed to the facilitation of self directed learning (Grant & Stober, 2009). Hamlin, 

Ellinger, and Beattie (2009) have conducted an extensive literature review on definitions 

of coaching and explored the conceptual commonalities and differences among the 

descriptions of organization development and human resource development. Common in 

all variants of coaching is “explicit and implicit intention of helping individuals to 

improve their performance in various domains, and to enhance their personal 

effectiveness, personal development, and personal growth” (p.18). There are numerous 

definitions of coaching by practitioners and scholars but for the purpose of this study, 

selections of definitions of coaching used in organization are listed in Table1 in 

chronological order.  

Table 1.  

Definitions of coaching. 

Definition Source Main Components 
Coaching is an ongoing, face 
to face process of influencing 
behavior by which the 
manager (superior, 
supervisor) and employee 
collaborate to achieve 
increased job knowledge, 
improved skills, in carrying 
out job responsibilities a 
stronger and more positive 
working relationship and 
opportunities for personal 
and professional growth of 
the employee. 

Yoder (1995) Ongoing process, increased 
job knowledge, improved 
skills, personal and 
professional growth 

Coaching is a continuous 
process of equipping people 
with tools, knowledge and 
opportunities they need to 
develop themselves and 
become more effective. 

Peterson & Hicks (1996) 
 

Continuous process, 
equipping with tools, 
knowledge, to be more 
effective 
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Coaching is an open-ended 
process which analyses the 
present situation, defines the 
performance goal, elicits 
personal and extra-personal 
resources, and implements a 
plan for achieving the goal. 

King & Eaton (1999).  
 

Open-ended process, 
performance goals, 
resources 

Coaching is systematically 
increasing the capability and 
work performance of 
someone by exposing him or 
her to work-based tasks or 
experiences that will provide 
the relevant learning 
opportunities and giving 
guidance and feedback to 
help him or her to learn from 
them. 

Redshaw (2000) Increasing the capability 
and work performance 

Coaching is unlocking a 
person’s potential to 
maximize his own 
performance. It is helping 
them to learn rather than 
teaching them 

Whitmore (2002) Unlocking potential, 
maximize performance, 
helping to learn 

Coaching is a way of 
working with people that 
leaves them more competent 
and more fulfilled so that 
they are more able to 
contribute to their 
organizations and find 
meaning in what they are 
doing.  

Flaherty (2005) Way of working with 
people, competent and 
fulfilled, contribute to 
organization, meaning 

Coaching is providing 
relationship-based, on-the-
job learning, is an effective 
means of developing a more 
capable workforce at all 
levels and creating a very 
competitive organizational 
culture, one that can 
successfully compete for 
human capital and achieve 
business results. 

Hunt & Weintraub (2007) Relationship based, on-the-
job learning, business 
results 

Coaching is a human 
development process as a 

Bachkirova, Cox, & 
Clutterbuck, (2010) 

Human development 
process, interacting with 
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way of interacting with 
people that involves 
structured, focused 
interaction and the use of 
appropriate strategies, tools 
and techniques to promote 
desirable and sustainable 
change for the benefit of the 
coachee and ultimately to the 
organization by becoming 
more competent and fulfilled 
personally and 
professionally. 

people, strategies, tools, 
techniques, sustainable 
change, benefit of the 
coachee and the 
organization, competent, 
fulfilled 

A powerful alliance designed 
to forward and enhance the 
lifelong process of human 
learning, effectiveness and 
fulfillment. 

Kimsey-House, Kimsey-
House, Sandahl, & 
Whitworth (2011) 

Alliance, human learning, 
effectiveness, fulfillment 

Coaching is defined as an 
interactive, direct and 
confidential process by 
which a trainer and another 
employee (or a group of 
employees) attempt to find 
the most effective way for 
achieving objectives while 
making significant changes 
within a company 

Vidal-Salazar, Ferron-
Vilchez, & Cordon-Pozo, 
2012) 

Interactive, process, 
achieving objectives, 
making significant changes 

Partnering with clients in a 
thought-provoking and 
creative process that inspires 
them to maximize their 
personal and professional 
potential-coaches honor the 
client as the expert in his or 
her life and work and believe 
every client is creative, 
resourceful and whole. 

International Coach 
Federation (www. 
Coachfederation.org) 

Partnering, thought-
provoking and creative 
process, maximize personal 
and professional potential, 
client is creative, 
resourceful and whole 

 

Almost all of the definitions listed above mention the process and the outcome of 

coaching. Overall the coaching process is open-ended, interactive, on going, and 

relationship based. Coaching is based on strong trusting relationships between the coach 

and the coachee where the coach creates a safe learning environment for the coachee to 
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learn, reflect, experiment and even experience failure (Kimsey-House, Kimsey-House, 

Sandahl, & Whitworth, 2011). The outcome of coaching is represented by terms such as 

learning, change, performance, acquiring knowledge and skills, and achieving goals and 

objectives (Ellinger & Kim, 2014).  

Different types of coaching in organizations. Coaching in organizations can be 

categorized according to who the coach is, the context of coaching, and the recipient of 

coaching. Executive coaching is referred to type of coaching that is provided by 

professional coaches external to organization or by internal HR professionals (Hamlin, 

Ellinger, & Beattie, 2009; Maltbia, Marsick, & Ghosh, 2014). It is done mainly to 

develop leaders in the organization who hold a formal upper level leadership position. In 

their review of literature, Maltbia, Marsick, and Ghosh (2014) distinguished executive 

coaching from other form of developmental roles such as therapy, counselor, consultant, 

informal mentor, instructor and facilitator and highlighted that executive coaching is 

more similar to process consultation than process consultation is to “expert” consulting.  

Executive coaching is usually more formal in structure and format and follows the 

process of assessments, feedback, goal setting, action planning and accountability 

(Maltbia, Marsick, & Ghosh, 2014).  

Managerial coaching refers to coaching provided by leaders or managers to 

improve the performance of the people they lead, as opposed to coaching that is provided 

by professionally trained external or internal coaches for leadership or executive 

development (Ellinger & Bostrom, 1999; Ellinger, Ellinger, Bachrach, Wang, & Bas, 

2011; Joo, Sushiko, & McLean, 2012; McLean, Yang, Kuo, Tolbert, & Larkin, 2005). 

Definition provided by Yoder (1995) in Table 1 gives the managerial coaching 

description. Coaching is an essential core activity of everyday management and 
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leadership, and managers and leaders need to become fully competent as proactive 

coaches if they are to be truly effective and successful in today’s competitive and 

changing world (Hamlin, Ellinger, & Beattie, 2006). Increasingly, immediate managers 

and supervisors are encouraged to take the role of agent in informal workplace learning 

due to the importance of work context and organizational culture in informal learning 

(Ellinger, 2005). Coaching is considered to be one of the most important management 

functions and therefore managers should be hired or selected based on their skills related 

to effective coaching and developing managers to enhance coaching skills has become a 

crucial component of organizational success (Gilley, Gilley, & Kouider, 2010). For over 

half a century, managerial coaching has been considered a tool for managing poor 

performance until the end of 1980’s when researchers began to advocate managerial 

coaching as a means to learning and developing for employees (Orth, Wilkinson, & 

Benefari, 1987; Evered, & Selman, 1989). Managerial coaching has been reported to 

bring various employee outcomes including employee role clarity, satisfaction with work, 

organization commitment, and job performance (Kim, 2014). Hagen and Aguilar (2012) 

studied the relationship between coaching expertise of the team leader, project difficulty, 

and team empowerment on team learning outcomes and found that coaching expertise 

and team empowerment explained the most variance in team learning outcomes. Other 

coaching outcomes reported are decrease in turnover intention, increased employee 

learning, organizational citizenship behavior, commitment to quality and morale (Hagen, 

2012).  

Study on manager coaching skills by Graham, Wedman and Garvin-Kester (1994) 

found the skills of communicating clear performance expectations, providing regular 

performance feedback, considering all relevant information when appraising 
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performance, observing performance with customers, helping develop self-improvement 

plans, recognizing and rewarding high performance, training and guiding to improve 

performance, and building warm relationship as major coaching skills. Other studies on 

managerial coaching behaviors list creating learning environment, caring and supporting 

staff, providing feedback, communicating, and providing resources including other 

people (Beattie, Kim, Hagen, Egan, Ellinger, & Hamlin, 2014). These behaviors are 

mostly general manager’s responsibility if not fundamental performance management 

behaviors. Furthermore these coaching behaviors do not explain exactly how managers 

can be effective in demonstrating those behaviors or even specifically what the manager 

does to make learning happen in this egalitarian dyadic interaction. In her commentary, 

Ellinger (2013) listed behaviors and skills that are associated with coaching: listening, 

interviewing, questioning, observation, analytical, communication, motivation, and 

encouragement of growth and development, as well as framing, being a resource, 

removing obstacles, transferring ownership, holding back/ not providing answers, 

providing feedback, soliciting feedback, talking it through, creating and promoting 

learning environment, setting and communicating expectations, shifting and broadening 

employee’s perspectives, and engaging others to facilitate learning. This extensive list of 

coaching behaviors and skills makes one wonder, first, how to train the managers in these 

skills and second, are the managers really capable of incorporating these behaviors in 

their managerial practice or even what would motivate these managers to use demonstrate 

these behaviors during a busy working hours as a manger. 

More recently, the rise of positive organizational scholarship has paved the road 

for the coaching that takes a humanistic, person-centered and positive approach that is 

non-directive and takes a collaborative and egalitarian stance between the coach and the 
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coachee (Stober, 2006; Kauffman, 2006). Consequently there are coaching skills related 

to building trusting relationships, achieving organizational outcomes by valuing the 

coachee’s agenda, generating collaborative learning (Cox, Bachkirova, & Clutterbuck, 

2014). This not only entails managers’ viewing their roles and relationships with 

employees in a very different way, but coaching also requires the managers and leaders in 

the organizations to take a very different leadership approach which are closer to the 

leadership models illustrated above such as transformational leadership, servant 

leadership, positive leadership, complex leadership and team leadership. Yet there are not 

many studies done on the process or methods on developing managers and supervisors in 

coaching skills and lack of adequate coaching skills for managers has been source of 

problem in overall managerial coaching effectiveness (Beattie, Kim, Hagen, Egan, 

Ellinger, & Hamlin, 2014).  

Many organizations consider executive coaching as something that is delivered by 

professionally trained coaches or at least by HR professionals and set high standards for 

these coaches to deliver the expected performance outcome from the executives who 

have been coached. However, as organizations strive to create coaching culture, coaching 

should not be something that is exclusive to the upper level leadership but should be 

something to be offered and accessible to all staff by managers or even peers as part of 

their day-to-day learning in operations. External coaches are costly and there is only 

limited number of HR professionals for them to reach deeper level of employees within 

an organization. But in order for the managers and supervisors to be coaching effectively, 

they need to be not only trained in best practices that are evidence based, but should be 

held accountable to coaching their staff and to demonstrating the coaching behaviors. 

This also brings up the issue of how HRD professionals can go about equipping the 
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managers and leaders in organizations with increased level of coaching capabilities. 

Grant and Hartley (2013) recommended coaching trainings from managers and leaders 

using evidence based approach that are theoretically grounded yet practical, allowing 

skills practice, providing organizational leadership support to make it possible for them to 

personalize the concepts to apply in their own work context with follow up coach-the-

coach sessions. The core competencies of what makes coaching distinct from other forms 

of developmental approach such as counseling, mentoring and consulting should be by no 

means confined to HR professionals or professional coaches. Organizations should take 

part in training and developing managers, supervisors in the coaching skills as core 

managerial practice, hold them accountable to coaching the employees for skills and 

performance development as well as a long-term career development. Managerial 

coaching or leader as coach in organizations can be so much more effective when 

deliberate coaching trainings based on the core competencies derived from theories and 

research on best practices are offered to these leaders. 

Internal coaches vs. external coaches. Coaching in organizations is performed and 

delivered by either external professional coaches or internal coaches usually in HR. 

Lately there has been growing number of organizations utilizing internal coaching 

capabilities for various reason (Leonard-Cross, 2010). There are clearly both pros and 

cons in using either external or internal coaches. The external coaches generally have 

more training and experience, has more freedom in discussing personal and professional 

issues, brings fresh perspective, easier to keep the session confidential, and have more 

autonomy compared to internal coaches (Zeus & Skiffington, 2002). However, the 

external coaches generally cost higher per coaching hours, and may take longer to 

understand the organizational culture, politics and unique challenges (Rock & Donde, 
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2008). Internal coaches have advantages compared to external coaches in that they 

generally cost lower, have a good understanding of people’s roles and organizational 

systems, culture and politics, have opportunities for building relationships and can be 

more effective in bringing organizational change (Hunt & Weintraub, 2007). However 

some of the disadvantages may be that they can be less experienced or trained than 

external coaches, may have conflict of interest due to their internal roles, and coachees 

may not feel that they have complete confidentiality in the coaching space (Hunt & 

Weintraub, 2007).  

Organizations that are committed to supporting employee learning and performance 

improvement should grow the internal coaching capacity within the organization. 

Coaching and mentoring needs to be part of day to day managerial practice and if an 

organization strives to create a coaching culture, the leaders should be equipped with 

skills to coach their direct reports for performance improvement (Clutterbuck & 

Megginson, 2005). Training leaders as coaches does require quite a bit of investment 

from the organization, but the impact on multi-levels within organization can be achieved 

with a fraction of the cost compared to external coaching and internal coaches produce 

the same positive results as external coaches (Rock & Donde, 2008) 

According to Clutterbuck and Megginson (2005), coaching culture is one where 

“Coaching is the predominant style of managing and working together, and where a 

commitment to grow the organization is embedded in parallel commitment to grow 

people in the organization (p.19).” They further reviewed literature on the topic and listed 

six areas that describe coaching culture (p.28). They are: 

1. Coaching is linked to business drivers 
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2. Being a coachee is encouraged and supported 

3. Provide coach training 

4. Reward and recognize coaching 

5. Systemic perspective 

6. The move to coaching is managed 

Organizations that value coaching will likely be more able to address a range of 

organizational level challenges and better able to execute radical organizational 

transformation (Hunt & Weintraub, 2007). For coaching to be embedded in operations of 

day to day organizational practice to this level, leaders need to be equipped with coaching 

capabilities and more organizations are now moving more towards internal coaching 

capabilities (Gormley & van Nieuwerburgh, 2014). 

Coaching vs Mentoring. Distinction between coaching and mentoring has been 

one of the commonly asked questions in the field of HRD. Coaching, mentoring, 

sponsorship and peer support all have been considered to be part of a developmental 

network in organizations (Higgins & Kram, 2001). However, coaching is not the same as 

mentoring although effective mentors do use some of the similar skills and technics, in 

that mentoring is a one-on-one relationship between less experienced (mentee) and a 

more experienced person (mentor) which is intended to advance the personal and 

professional growth of the less experienced individual and is usually longer term than 

coaching (Hunt & Weintraub, 2011; Joo, 2012; D’Abate, Eddy, & Tannenbaum, 2003). 

Consequently the mentor usually plays the role of the content matter expert who shares 

the knowledge and experience they have accumulated through the years with the mentee 

as opposed to the coach who is the expert in the process of developing others through 

employing set of skills in a more focused and structured interaction (Russell & Adams, 



 

	   	   	  

44	  

1997). In organizations managers and supervisors wear both hats as a mentor and a coach 

and there is not a clear set of criteria on when to use which approach. 

Coaching process. In order for coaching to be effective, the coach needs to adopt 

the developmental, growth mindset where the coach sees the coachee to be able to learn, 

change and to set higher and challenging goals for maximum results (Wilson & Gislason, 

2010; Dweck, 2006). Effective coaching is possible only when the person or the team 

being coached fully acknowledge the need and are willing to be coached. Hunt and 

Weintraub (2011) listed some characteristics of effective coachees as follows: They can 

reflect on their actions, they are curious about their actions and actions of others, they are 

able to accept that someone else may be more knowledgeable than they are, they are not 

bound by shame that inhibits their ability to share their self-observations with a coach, 

they are able to listen, especially to feedback, and finally they are motivated to improve 

and learn.  

There are many existing coaching models for managerial coaching or leaders-as 

coaches that have been introduced through various coaching literature (Hunt &Weintraub, 

2011; Rogers, Whittleworth & Gilbert, 2012; Whitmore, 2002; Wilson & Gislason, 2010; 

Zenger & Stinnet, 2010). However, the common themes, or components of what 

constitutes a managerial coaching processes can be summarized as defining a coaching 

topic, setting goals, identifying action steps and holding the coachee accountable and 

follow up (Zeus & Skiffington, 2002). Coaching is about learning, development, and 

improving performance, which are all ultimately about change in a person (Zeus & 

Skiffington, 2002). It is a process of learning by self-directed learning, engaging in 

critical reflection, and discovery with the help of a coach who engages in asking open 

ended questions, active listening, giving positive and developmental feedback, and 
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holding the coachee accountable (Bachkirova, Cox, & Clutterbuck, 2010; Merriam, 

Caffarella, & Baumgartner, 2007; Cox, 2006). These kind of coaching skills are what 

differentiate coaching from other forms of development interaction such as teaching, 

mentoring, consulting, directing or advising (Redshaw, 2000).  

Coaching is a form of collaboration based on a partnership (Evered & Selman, 

1989). The coach does not control, solve problems for the coachee, or claim the subject 

matter expertise. Rather, the coach empowers the coachee so that the coachee can 

ultimately come up with the best possible solution (Redshaw, 2000). This process entails 

significant amount of trust from the coach about the capabilities and potential of the 

coachee. Therefore, in managerial coaching which tends to be hierarchical in nature it is 

more challenging for managers and leaders as well as the direct reports that they are 

coaching to assume a partnership. If there is no trust that the coachee can learn, reflect, 

and change, or have the ability to come up with their own solution, no coaching can take 

place (Wilson & Gislason, 2010). This aspect of coaching, requiring a certain mindset 

and a paradigm shift, may hinder managers and leaders from using coaching more often 

with their staff (Hunt & Weintraub, 2011; Wilson & Gislason, 2010). Most of the leaders 

and managers have come to be where they are in their organizational position because of 

their problem solving skills and ability to come up with a solution quickly and efficiently. 

Yet, in order to be a coaching leader, they empower and influence others to act by helping 

them learn and develop and self-discover rather than solving problems for them (Hamlin, 

Ellinger, & Beattie, 2006; Zenger & Stinnet, 2010). Whitmore (2002) identified some 

barriers for successful implementation of coaching in organizations to include company 

culture, people’s cynicism, perception that it takes too long, employees’ expectation to be 

told what to do, and fear of losing respect and authority as a manager by not directing 
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them with their expertise. 

Theoretical Background of Coaching 

Coaching and Self-Directed Learning. Coaching in organizations has been 

studied by scholars from several different disciplines, utilizing different theoretical 

frameworks. These include theories in psychology, adult development, adult learning, 

and management (Bachkirova, Cox, & Clutterbuck, 2010). Based on Skiffington & Zeus 

(2003) who have asserted that learning is at the heart of coaching, for this study, the 

essence of coaching is identified as learning and development, rather than an intervention 

that deals with employees with deep-seated problems that are of personal nature that are 

often addressed using psychotherapeutic approach (Gray, 2006). Learning is inherently 

recognized in the process of coaching in both the prescriptive and the evidence-based 

literature. International Coach Federation (ICF) proposed the facilitation of “learning and 

results” as one of the four major coaching processes which suggest that in order to 

achieve coaching outcomes, learning must occur (Griffiths & Campbell, 2009). 

The question of how adults learn has occupied the attention of scholars and 

practitioners since the 1920s yet no one theory or model of adult learning explains all that 

we know (Merriam, 2001). When Malcolm Knowles proposed andragogy as what 

distinguishes adult learning from other education, he suggested six underlying 

assumptions (Knowles, Holton, & Swanson, 2005): 

1. The need to know. Adults need to know why they need to learn something 

before undertaking to learn it. 

2. The learner’s self-concept. Adults have a self-concept of being responsible 

for their own decisions, for their own lives. 
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3. The role of the learners’ experiences. Adults come into an educational 

activity with both a greater volume and a different quality of experience from 

that of youths. 

4. Readiness to learn. Adults become ready to learn those things they need to 

know and be able to do in order to cope effectively with their real-life 

situation. 

5. Orientation to learning. In contrast to children’s and youths’ subject-centered 

orientation to learning, adults are life-centered in their orientation to learning. 

6. Motivation. Adults are responsive to some external motivators, but the most 

potent motivators are internal pressures. 

 

Even though these assumptions have not been without critiques, they present 

significant implications for coaching. Coaching conversation, for the most part, is 

comprised of defining the coaching topic and understanding the current state, exploring 

the desired state, laying out an action plan, and feedback and evaluation (Zenger & 

Stinnet, 2010). Similarly, Knowles’ description of self directed learning is comprised of 

six steps: climate setting, diagnosing learning needs, formulating learning goals, 

identifying human and material resources for learning, choosing and implementing 

appropriate learning strategies and evaluating learning outcomes (Ellinger, 2004). 

Cox (2006) argues that coaching can be seen as a learning approach designed to 

nurture self-directed learners who draw on their reservoir of experiences. In coaching, the 

coachee takes the ownership of defining the coaching agenda and coaching goals and 

carries out the action steps they set out to achieve (Kimsey-House, Kimsey-House, 

Sandahl, & Whitworth). In this sense, the coach is not an “advice giver”, or a content 

matter expert, the coach and the coachee work in partnership to assist in the coachee’s 

learning and moving towards their goals for long-term performance (Flaherty, 2005). 
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This type of human resource development highlights the learning by doing and is 

designed to “help to learn” and to achieve this, coaches must recognize that the 

knowledge is not within the coach but rather within the coachees making the coach’s 

work a process of support and encouragement achieved through the use of Socratic 

method (Vidal-Salazar, Ferron-Vilchez, & Cordon-Pozo, 2012). Socratic dialogue, 

invented by the Greeks, can be described by the process in which the leader or a group 

member poses a question or dilemma and the group member(s) pool their thinking and 

experience to seek an answer or solution (Knowles, Holton, & Swanson, 2005). In this 

type of learning process, the learning is facilitated using open-ended inquiries. 

Brookfield (1986) presented the facilitator’s role as critical in adult learning. His 

concept of facilitators set a foundation of coaching when he listed the facilitators’ roles as 

“establishing physical and psychological climate conducive to learning, involving the 

learners in mutual planning and diagnosing their own learning needs, encouraging 

learners to identify resources and devise strategies for using such resources to accomplish 

their objectives, and to carry out their learning plans, and evaluating their learning” 

(p.102).  The role of the coach resembles the role of the facilitator where the coach is the 

expert in the process of coaching while the coachee is the contents expert making the 

coaching relationship an ideal partnership (Stober, 2009).  

Several scholars have come up with the behavioral categories of managerial 

coaches composed of empowering cluster and facilitating cluster (Hamlin, Ellinger & 

Beattie, 2006). Within facilitating cluster, the authors listed the behaviors of providing 

feedback to employees, soliciting feedback from employees, working it out together, 

creating and promoting a learning environment, setting and communicating expectations, 

stepping into the other person’s shoes to understand their perspective, broadening 
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employees’ perspectives, using analogies, scenarios, and examples, and finally engaging 

others to facilitate learning. Common challenges that coaches have, as with any 

professions involving adult learners is the need to let go of control and let the coachee 

take the ownership of the learning. Burdett (1998) presented a list of his forty 

recommendations that the managers should know about coaching and mentioned that at 

times coaching involves the coach “getting out of the way” to create the opportunity for 

the coachee and that is often the most difficult condition to engender. 

Many scholars promote self-directed learning in workplace as a necessity because 

employees must embrace continuous learning not only as a career-long process but also 

as a cost-effective, flexible approach to learning (Ellinger, 2004). However, facilitating 

adult learning in organizations can create tension between assumption of andragogical 

practice and organizational performance requirements. When individual goals and 

organizational goals align, there is less of an issue. Knowles, Holton, & Swanson (2005) 

stated that when there is some conflict between individual goals and organizational goals, 

the learner’s goal should be so that the organizational performance needs are met alluding 

to the notion that the organizational goals take precedence.  On the other hand, Jinks and 

Dexter (2012) asserted that too much emphasis on tangible goals or outputs without 

intrinsic meaning when coaching in organizations can cause the reduction of goals that 

are one dimensional or lack in true rich experience of learning. Coaching is driven by 

intrinsic motivators such as personal sense of values, meaning, and fulfillment of the 

coachee (Kimsey-House, Kimsey-House, Sandahl, & Whitworth. 2011). When the 

coaching goal is set, the goal needs to have a personal meaning and value to the coachee 

for it to be motivating rather than the goals being all about the organizational 

performance outcome. Therefore in coaching, the purpose of goal setting becomes a fine 
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balance between learning goals and performance goals. 

Transformative Learning Theory. Transformative learning is defined by 

Mezirow and associates (1990) as “The process of learning through critical self 

reflection, which results in the reformulation of a meaning perspective to allow a more 

inclusive, discriminating, and integrative understanding of one’s experience” (p. xvi). 

Marsick (1988) challenged to the field of human resource development over two decades 

ago that learning in organizations in a fast changing environment should take on a new 

paradigm that takes them away from behaviorism and toward dialogic and self-reflective 

learning that involves critical reflectivity. This reflectivity means that individuals are 

encouraged to probe their experience to determine how they are being effective at work. 

Mezirow and associates (1990) defined learning as the process of making a new or 

revised interpretation of the meaning of an experience, which guides subsequent 

understanding, appreciation, and action. He goes on to say that much of what we learn 

involves making new interpretations that enable us to elaborate, further differentiate, and 

reinforce our long-established frames of reference or to create new meaning schemes. 

One of the reasons for the success of coaching is that it addresses deeply held beliefs and 

behaviors that inhibit the performance of the coachee and as coaching operates at the 

level of values and beliefs, it is a very appreciative tool with which to assist the sense-

making activities (Du Toit, 2007). A good coach can alter the coachee’s thinking patterns, 

foster new perspectives promoting professional growth as well as the capability of 

thinking differently before being faced with new challenges to maximize the performance 

(Vidal-Salazar, Ferron-Vilchez, & Cordon-Pozo, 2012). This type of transformational 

dialogue brings changes in habitual emotional or cognitive responses and creates 

learning, insights and breakthroughs that enable the coachee to move toward changes in 
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behavior and performance (Zeus & Skiffington, 2002). Mezirow (1991) stated that 

meaning perspectives refer to the structure of assumptions within which new experience 

is assimilated and transformed by one’s past experience during the process of 

interpretation. He concluded that perspective transformation is what development means 

in adulthood and is central process of adult development. The role of a facilitator of an 

adult learner is to help the learner realize that the bodies of knowledge, accepted truths, 

commonly held values, and customary behaviors are contextual and culturally 

constructed because such awareness is needed to bring change in action (Brookfield, 

1986). 

During a coaching conversation, the coach not only listens for these beliefs or 

assumptions that are deeply held by the coachee but also asks open-ended, provocative 

and reflective questions for the coachee to question these beliefs and assumptions to 

foster transformational learning (Wilson & Gislason, 2010).  

Coaching and Constructivist Learning. Most collaborative forms of coaching are 

based on a constructivist paradigm (Zeus & Skiffington, 2002).  A constructivist stance 

maintains that learning is a process of constructing meaning; it is how people make sense 

of their experience (Merriam, Caffarella, & Baumgartner, 2007). Constructivist learning 

is based on the belief that learning is both individual and social process of constructing 

meaning where the learner constructs their own meaning in acquiring knowledge rather 

than taking in information or knowledge that is out there (Gagnon & Collay, 2006).  

Fosnot and Perry (2005) listed some general principles of learning derived from 

constructivism as follow (p. 33): 

• Learning is not the result of development, learning is development 
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• Disequilibrium facilitates learning and “errors” need to be perceived as a result of 

learners’ conceptions, and therefore not minimized or avoided 

• Challenging, open-ended investigations in realistic, meaningful contexts need to 

be offered 

• Reflective abstraction is the driving force of learning 

• Dialogue within community engenders further thinking. 

In constructivist view, knowledge that we create and use is personal to us, and our 

current perspectives are created through a fusion of our existing knowledge and frames of 

reference and any new material experience presented to us (Bachkirova, Clutterbuck, & 

Cox, 2010). A coach considers that knowledge is not only something that can be found 

and shared among people in organization, but it can be created and constructed in a 

collaborative effort by asking questions, engaging in reflection and finding a solution that 

is suitable for the context of the individual and in the context of particular work setting 

(Zeus & Skiffington, 2002). Coaching acknowledges the multiple realities that people 

create and the coach helps the coachee to see things in a multiple perspective and choose 

the perspective that is most beneficial to achieve the coaching goal from the perspective 

transformation (Auerbach, 2006).  

Nonaka (1994) asserted that any organization that dynamically deals with a changing 

environment ought not only to process information efficiently but also create information 

and knowledge and although ideas are formed by individuals, interactions between 

individuals play a critical role in developing knowledge. Human knowledge exists in 

different forms, but mainly as explicit knowledge and implicit knowledge (Pasher & 

Ronen, 2011). Explicit knowledge can be aggregated and stored in objective forms, 
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appropriated without the participation of the knowing subject while tacit knowledge is 

personal and contextual and the realization of its full potential is possible when there is 

active participation of the learner (Lam, 2000). Tacit knowledge is created from 

pluralistic epistemological perspective and due to its contextual nature, tacit knowledge is 

closer to generating human action (Spender, 1996). Coaching recognizes that there are 

multiple ways to view the world or to achieve an objective. Coaching deals with learning 

from individual experiences and highlights the importance of co-creating with the coach a 

new and more empowering meaning and reality (Zeus & Skiffington, 2002). This aspect 

of coaching is what truly differentiates it from other forms of human resource 

development efforts such as teaching, training or consulting.  

Person-centered approach to coaching. Humanistic/ Person-centered approach was 

first introduced by Carl Rogers when he used the client-centered approach to 

psychotherapy (Rogers, 1961). The whole idea behind this approach that he has described 

in his book more than six decades ago is surprisingly similar to what we define today as 

coaching although he has used it with his therapy clients. This idea of practice takes a 

stance against the therapeutic medical model in which the therapist, the expert diagnoses 

and finds what is lacking with the clients and treats them. Rogers (1980) passionately 

argued that attitude of importance in creating a climate for change in a person is 

acceptance, caring or valuing what is so called the unconditional positive regard. Hunt 

and Weintraub (2011) identified some characteristics of a coaching manager and stated 

that coaching managers show less need for control, believe that most people really do 

want to learn, show empathy in their dealings with others and don’t try to “fix” people. 

Empathy from the coach allows the coachee to become more fully aware of their own 

construction of reality and is demonstrating positive regard for the client building trusting 
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relationship. Rogers pointed out that empathy means laying aside personal view and 

values one holds for oneself to enter into another’s world (Rogers, 1975).  

Person-centered approach to coaching is the most widely used approach to 

coaching and is not defined by specific techniques or tools but by the collaborative 

relationship that develops and by how the coach uses the coaching techniques. Joseph 

(2010) describes how the person-centered approach works in its non-directivity: 

In practice, the person-centered coach strives to understand both the content of 

what the client is saying and the process they are working through, reflecting back 

their understanding to the client so that the client has a mirror to his or her 

experience in that moment. This helps the client to hear their own inner voice to 

go deeper into their process and become aware of new material that was 

previously at the edge of their awareness. But at no point does the coach direct the 

client as to how they ought to be experiencing; his or her role is only to offer the 

relational conditions within which the client’s own process will direct the session. 

(p. 73) 

 

Much of literature on coaching managers focuses on coaching behaviors rather 

than the mindset (Burdett, 1998; Ellinger, 2003; Ellinger, Ellinger, & Keller, 2003; 

Ellinger, Hamlin, & Beattie, 2008). Any type of behavior is based on certain mindset and 

the person’s being. In order for coaching to be effective, the coach needs to assume a 

mindset that is empowering, trusting in order to build on the strengths and capabilities of 

the coachee (Stone, 2007). In a work-setting there are performance expectations and 

ultimate goal of meeting organizational demands in accomplishing coaching goals. 

However, person-centered approach coaching assumes that client’s agenda will in the end 

achieve organizational outcome (Cox, Bachkirova, & Clutterbuck, 2014). Although it 

may be challenging for managers or leaders to view employees in a work setting at this 
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level of acceptance, it is critical that there is high degree of trusting and supportive 

relationships, commitment, where interpersonal risk is readily taken and high tolerance 

for mistakes and most of all belief from the leader that the coachee can learn and be 

better at what they do (Evered & Selman, 1989; Redshaw, 2000; Wilson, & Gislason, 

2010). 

Synthesis of literature review 

This chapter has sought to explore the topics of leadership development in health 

care, need to develop physician leaders due to challenges facing health care industry, 

leadership theories and models relevant to today’s health care. The review also included 

the concept of coaching in organizations and different types of coaching as well as 

theoretical underpinnings of coaching to make the convincing argument for the need to 

develop physician leaders as coaches in order to build the leadership capability but also to 

build the in-house coaching capability to develop the leaders (Callahan, 2014). The areas 

of research and the corresponding sources used in the review are listed in Table 2 below. 

Table 2.  

Synthesis of the Literature 

Leadership 

development 

Need for leadership development 

in health care 

Burns, Bradley, & Weiner (2012) 

Busari (2012) 

Clark, Spurgeon, Hamilton 

(2008) 

Howieson & Thiagarajah (2011) 

McAlearney (2006).  

Stoller (2008, 2009) 

Leadership 

theories and 

models 

Transformational 

leadership 

Bass (1999, 2000) 

Slavkin (2010) 

Yukl (2010) 
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Servant 

leadership 

Greenleaf (1977) 

Northouse (2013) 

Sendjaya & Sarros (2002) 

Complexity 

leadership 

Avolio, Walumbwa, & Weber 

(2009) 

Marion & Uhl-Bien (2001) 

Uhl-Bien, Marion, Mc Kelvey 

(2007) 

Team leadership 

Edmonson (2003) 

Kogler Hill (2013) 

Taplin, Foster, Shortell (2013) 

Zaccaro, Rittman, & Marks 

(2001) 

Positive 

leadership 

Cameron (2008) 

Frederickson (2009) 

Kelloway, Weigand, McKee, & 

Das (2013) 

Coaching 

Coaching in organizations 

Cox, Bachkirova, & Clutterbuck, 

(2010) 

Ellinger & Kim (2014) 

Evered & Selman (1989) 

Grant & Stober (2009) 

Hamlin, Ellinger. & Beattie 

(2009) 

Hunt & Weintraub (2007) 

Joo, Sushiko, & McLean (2012) 

Zeus & Skiffington (2002) 

Theoretical 

underpinnings 

of coaching 

Self-directed 

learning 

Knowles, Holton, & Swanson 

(2005) 

Merriam, (2001) 

Cox (2006) 
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Transformational 

learning 

Mezirow (1990, 1994) 

Marsick (1988) 

Brookfield (1986) 

Constructivist 

learning 

Bachkirova, Clutterbuck, & Cox 

(2010) 

Fosnot & Perry (2005) 

Gagnon & Collay (2006)  

Merriam, Caffarella, & 

Baumgartner (2007) 

Person-centered 

approach 

Rogers (1961, 1975, 1980) 

Joseph (2010) 

Stober (2006) 

 

This literature review has identified some major gaps that this study intends to address. 

First, very few studies on developing physician leadership from the perspective of adult 

education and human resource development have been published. Most of the works 

were from health care administration or management lens that are published in health 

care or clinical related journals. Furthermore, despite the rapid increase in number of 

publication on coaching in organizations, studies on developing physicians’ coaching 

capabilities or creating coaching culture in health care organizations are rare.  
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Chapter III: Methodology 

 This study seeks to understand the processes and challenges of developing 

physician leaders as coaches (“how are they developed?”) and the benefits for the 

organization (“Why is it important?”). Yin (2014) asserted that the more the research 

questions seek to explain some present circumstance as in “how” or “why” some social 

phenomenon works, or the questions require an extensive and “in-depth” description of 

some social phenomenon, the more that case study research will be relevant. In light of 

the purpose and the nature of this study, a qualitative case study method is used. This 

chapter provides an overview of qualitative case study method, its philosophical 

underpinnings and data analysis methods used. The first section discusses the various 

definitions of case study, specifically by Robert Yin, Sharan Merriam, and Robert Stake 

as wells as different types of case studies introduced by them, and finally description of 

the case study method I choose to follow for my study and the reason behind it. In the 

next section, I describe the data sources and collection, followed by the final section 

describing the method of data analysis.   

Case study method 

Case study, despite the fact that it is one of the most frequently used qualitative 

research method in education research, is still in the process of evolution with varying 

and sometimes even opposing approaches espoused by many research methodologies 

resulting in different definitions proposed by various scholars (Yazan, 2015). Yin (2014) 

defines case study as “a study that investigates a contemporary phenomenon and context, 

especially when the boundaries between phenomenon and context may not be clearly 

evident” (pp.2) He added that a case study should be considered when the focus of the 
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study is to answer “how” and “why” questions and categorized case studies as 

explanatory, exploratory or descriptive. While Yin presents an extensive structure for the 

design, collection of evidence, analysis, and validation of data, his method incorporates 

both quantitative and qualitative methods.  

Qualitative case study has been explored in depth by Stake and Merriam. While 

Yin focused on the research process and the relationship between the phenomenon and 

the context, going in-depth about the criteria for validity and reliability, Stake (1995) 

focused on the nature of the case by summarizing the concept of case study as ‘the study 

of the particularity and complexity of a single case, coming to understand its activity 

within important circumstances’ (p xi). He distinguished the type of case study as 

intrinsic case study, when the study is about that particular case and the researcher has an 

intrinsic interest in the case and instrumental case study when the use of case study is to 

understand something other than the particular case. Therefore, for intrinsic case study, 

case is dominant whereas in instrumental study, the issue is of the highest importance. 

Chadderton and Torrance (2011) restated the complex nature of the case study in their 

definition of case study: 

Case study is an ‘approach’ to research which seeks to engage with and report the 

complexity of social and educational activity, in order to represent the meanings 

that individual social actors bring to those settings and manufacture in them. Case 

study assumes that ‘social reality’ is created through social interaction, albeit 

situated in particular contexts and histories, and seeks to identify and describe 

before trying to analyze and theorize-i.e. it places description before explanation. 

It asks the basic question ‘what is going on here?’ before trying to account for it. 

(p. 53) 

 

The definition above highlights the elements of “complexity”, “social reality” and 
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“description” that determine the characteristics of case study.  Merriam (2009) on the 

other hand defined the case study as an in-depth description and analysis of a bounded 

system. Her definition focuses on delimiting the object of study, which is the case. In this 

sense, her focus is more on alignment with that of Stake’s in that what defines case study 

is what is to be studied more than the process or a methodological choice and what is to 

be studied is the case as a bounded system. For Merriam, any study to be a case study, it 

needs to be intrinsically bound, which means there needs to be a limited number of 

people involved or a finite time for observation and therefore seeks to achieve an in-depth 

description rather than explanation. According to Merriam, the knowledge learned from a 

case study is more concrete, because the study is on a real live case, is more contextual 

because the case is rooted in the context, is more developed by the reader interpretation 

because the reader brings their own experience and understanding to the interpretation. 

Due to the particularistic nature of a case study, concept of generalization is 

discussed differently from quantitative studies that use statistical generalization. Stake 

(1995) used the term “petite generalization” because it is generalization about a case or a 

few cases in particular situation. He also used the term, “Naturalistic generalization” 

which describes the conclusions drawn from people through personal engagement in life 

events or by vicarious experiences so well constructed that any person feels like it has 

happened to themselves. Patton (2002) wrote about generalizing case study and listed 

several ways: to generate or test theory, establish causality, inform program improvement 

and policy decisions, and lessons learned. On topic of generalizing case studies, Merriam 

(2009) summarized that readers bring their own experience and understanding to 

participate in extending generalization to reference population.  

For this study I draw from the methodology described by Merriam. Although both 
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Stake and Merriam presents a qualitative approach to cases study, she distinguishes the 

method apart from other forms of qualitative method such as phenomenology, 

ethnography, or narrative in that the focus of study rather than the unit of analysis defines 

them.  She goes on to state that any and all methods of gathering data can be used in a 

case study although certain techniques are used more than others. She also presents a step 

by step process of conducting qualitative research in detail, giving special attention to 

case study, being more flexible than Yin’s approach and yet adds more structure than 

Stake’s (Yazan, 2015).  

I chose a qualitative case study method because this study intends to explain how 

the physician leaders who have been trained for many years in the medical model of 

finding problems and treating what is wrong in people, come to learn and develop 

themselves to embody the identity of a leader as coach that is based on very different 

paradigm of positive regard for others and why developing the leaders’ coaching 

capability is crucial for today’s health care. The case is a group of physician leaders who 

have received the Leader as Coach training program that was delivered to a group of 

leaders in an academic health care organization. Thus the case has a bounded system 

(Merriam, 2009). This is an instrumental case study as the use of case is not to 

understand that particular case but to understand something else other than this particular 

case (Stake, 1995). The case in this study is chosen not because the case itself is of 

extreme importance but the case presents a path to understanding the perspectives and 

inner journey of physicians to become leaders as coaches.  Stake (1995) has pointed out 

that the business of a case study is particularization and not generalization. He went on to 

say that the emphasis of a case study is on uniqueness that implies the knowledge of 

others but the first emphasis in understanding the case itself. 
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Philosophical paradigm: Constructivism 

 Qualitative case study seeks to engage with the complexities of social activity to 

represent the meaning created by the social actors and assumes that social reality is 

created through social interaction in a particular context, and histories (Chadderton & 

Torrance, 2011). This study will examine the processes and the challenges of developing 

physician leaders as coaches and how they develop the coaching mindset and the needed 

relationships to be coaching other physicians effectively in organizational setting from 

the participants’ view. The study will explore multiple perspectives in hopes of new 

relationships or variables to emerge. Therefore, this study will be conducted through the 

constructivist paradigm.  

Guba and Lincoln (1994) summarized that constructivist perspective is 

ontologically relativist, epistemologically transactional and subjectivist, and 

methodologically hermeneutic and dialectic. They asserted that constructivism begins 

with the premise that the human world is different from the physical world and therefore 

ways to study them should be different and phenomena can only be understood within the 

context in which they are studied. The investigator and the object of study are 

interactively linked and findings are created through the interactive investigations. 

Constructivists study the multiple realities constructed by people and their implications 

for their lives and interaction with others (Patton 2002). Constructivists are committed to 

the view that what we take to be objective knowledge and truth is the result of 

perspective, and knowledge and truth are created rather than discovered (Schwandt, 

1998). This research paradigm will be the lens as the study explores the individual points 

of view, frames of references, meaning and interpretations of the leaders’ journey as they 

train and develop their coaching capabilities as part of their leadership practice. The 
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participants will be describing their views of reality that will enable the researcher to 

better understand the “what”, “how” and the “why” of developing these physician leaders 

to be coaches. There is no one true meaning of the event or experiences but what is 

shared from the individual context. There is the event or experiences or interpretations 

given by individuals and it is up to the readers to make sense through the multiple 

interpretations, which give the depth to the story by providing the three dimensional view 

of the topic of the study (Stake, 2010). 

Understanding the case  

The case for this study is a group od physician leaders taken from a coaching 

training program for leaders in a health care organization with about 30,000 employees in 

the Midwest region in United States. Incorporating all the different sites in the United 

States, the organization employs about 60,000. In response to the challenges that the 

health care is facing, this health care organization saw the need to develop clinical 

leaders. I chose this case because it is unique in a way that there are very few studies 

done on developing physicians leaders as coaches. The institution is an academic medical 

institution with long history and tradition of mentorship, teamwork and strong value in 

excellence. Flyvbjerg (2006) proposed several strategies for selecting a case for a study: 

extreme cases for getting a point across, critical cases as having strategic importance, 

maximum variation cases for to obtain information about the significance of various 

circumstances, and paradigmatic cases to develop a metaphor or establish a school for the 

domain that the case concerns. Stake (1995) outlined his criteria for selecting a case: A 

case is not chosen to understand other case but to understand the particular case, and the 

first criterion should be to maximize what we can learn. This case is not only unique but 

also it was a successful implementation of an HR strategy within an organization that 
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prides itself on being patient-centered and physician led.  

Merriam (2009) describes two steps in sampling for case study. First selecting a 

case to be studies based on a criteria or the researcher’s interest to guide the selection. 

And then selecting the samples within the case either before the data collection or while 

the data is being gathered. She highlights that although random sampling within a case 

may be used, more common method is to use purposeful sampling based on second 

criteria. The case in this study is the group of physicians who currently hold or has held a 

formal leadership position in a health care organization that is looking to build internal 

coaching capabilities by developing its leaders as coaches as part of a strategic initiative 

of the HR department. These trained coaches joined the cadre of internal leadership 

coaches where they will be coaching people who hold a formal leadership position or 

those in the leadership talent pipeline. This included a process of identifying potential 

leaders to be trained as coaches and having them participate in a classroom coaching 

training followed by one on one coaching engagements. A two-day coaching training 

took place with the top leadership; fourteen physician leaders, six administrative leaders 

and six staff from the human resources. After the two-day program, these leaders met 

with external coaches for three coaching sessions in their own time to be coached on 

various topics regarding leadership and coaching. Then, they were paired with coachees 

who have been identified as high potential talents by the human resources department. 

They engaged in an on-going one on one coaching for several months with these trained 

leaders as coaches all the while the coaches were involved in monthly coaching circles to 

learn from each other about their challenges and experiences in coaching, facilitated by 

some professionally trained internal coaches.  

After the training, the leaders were given three coaching sessions with an external 



 

	   	   	  

65	  

executive coach for their own development as leader as coaches. After the three coaching 

sessions have been completed, they were paired with at least one coachee by an HR staff 

who manages the coaching programs internally. These leaders as coaches are encouraged 

to coach not only the coachees who have been formally paired by the organization but 

also to coach staff within or outside of their department as needed in a formal or informal 

setting. Figure 2 below illustrates the entire process of the program as the leaders are 

introduced to the coaching training and subsequent coaching engagements. 

 

Figure 2. Leader as coach program overview. 

Study Participants  

The Leader as Coach training was delivered to fourteen physician leaders, six 

administrative leaders and six staff from the human resources for two days by an external 

leadership development company. For this study, I chose to focus on the physician 

leaders only because the professional education and training, work experiences, and the 

leadership setting are quite different between the physician leaders and the administrative 

leaders.  A recruitment email was sent to all fourteen physician-leader participants. 

Thirteen were male and one was a female physician. The female physician respectfully 

declined and one physician, who retired not long before the recruitment email was sent, 

did not reply back. Total of twelve physician leaders participated in the study. The 
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participants were mostly current and former department chairs, one former CEO at a 

regional site, and Chief Medical Officers of regional health systems. The specialties of 

the physician participants are as follow; 

Table 3.  

Participants in the Study 

Identification Gender Specialty 

Leader A M Thoracic Surgery 

Leader B M Diagnostic Radiology 

Leader C M Hematology 

Leader D M Family Medicine 

Leader E M Anesthesiology 

Leader F M Obstetrics & Gynecology 

Leader G M Anesthesiology 

Leader H M Family Medicine 

Leader I M Allergic Disease 

Leader J M Neurology 

Leader K M General Internal Medicine 

Leader L M Neurology 

 

Data sources and collection 

 One of the distinct characteristics of case study research is the use of multiple data 

sources. This is also a strategy to enhance data credibility (Baxter & Jack, 2008). Possible 

sources of evidence for a qualitative case study are documentation, artifacts, archival 
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records, interviews, and direct observation (Merriam, 2009; Stake, 1995). For this study, 

documentation and interviews are used to collect data. The documentation in this study 

includes the course evaluation from the two-day Leader as Coach Training and the 

coachee evaluation from the on-going coaching engagements. I utilized these documents 

as supplementing data due to lack of extensiveness and detail description in the contents.  

In addition to the documents, semi-structured interviews were conducted with 

individual participants, which means that same questions were asked of all participants, 

but the questions were used flexibly in terms of order or subsequent probing questions 

depending on the response. When I heard a comment from previous participant that I felt 

was important to explore in other participants, I included that question in subsequent 

interviews, asking, “The previous interviewee said, this. How would you respond to that? 

What are your thoughts on that? Do you agree or disagree?” Corbin and Strauss (2008) 

commented that the most data dense interviews are those that are unstructured, that is, 

they are not dictated by any pre-determined direction. Sets of interview questions were 

sent with the recruitment email. Each interview lasted on average about sixty minutes. 

The questions asked during interviews were built on previous interview data. The entire 

interviewing process took three months due to the difficulty scheduling the interviews. 

All of the physician participants were very busy clinicians and scheduling a one-hour 

interview session was challenging for many because of their clinical responsibilities and 

traveling. The interviews were recorded and transcribed into word document for data 

analysis. I kept my reflection notes as I was interviewing the participants and the notes 

were used as part of the discussion and data analysis. Stake (2010) noted that 

documentation goes beyond keeping records of what happened, but the researcher should 

make notes about everything in the research including ongoing speculations, 
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puzzlements, and the ponderings. According to Stake (2010), interviewing in qualitative 

research serves the purposes of obtaining unique information or interpretation held by the 

person being interviewed, collecting a numerical aggregation of information from many 

persons, and finding about “the thing” that researchers were unable to observe 

themselves. The questions were asked not only about their experiences but their opinions, 

values, feelings and behaviors to obtain a rich description of the processes of their own 

development. Table 4 lists the interview questions that were asked of all participants. 

Table 4.  

Interview Questions 

Questions 
Types of questions (Patton, 
2002) 

1. What are the biggest take-aways from the Bluepoint 
Leaders as Coaches training? 

experience, sensory, feeling 

2. In your view, why is it important for physician 
leaders to have /use coaching skills in their leadership 
practice? 

opinion, values 

3. What are the elements of a successful coaching 
engagement? 

opinion, values 

4. What are the perspectives and views of a leader as 
coach that relate to positive coaching behavior? 

opinion, values  

5. How do you build the trusting coaching 
relationship? 

experience, behavior 

6. What do you perceive to be the benefits of coaching 
to the coachee in terms of his/her personal and 
professional development? 

sensory, knowledge 

7. What are the benefits of coaching to the coach? opinion, values, feeling 
8. How does human development model of coaching 
compare with the medical model of diagnosis and 
treatment? 

knowledge, opinion 

9. What are some potential challenges for physician 
leaders in using coaching with the staff?  

sensory, feeling, opinion 

10. Is there anything else that you would like to share?  
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The role of the researcher 

 It is important to disclose for this study that I am a professional internal leadership 

coach in this health care organization who participated as a member of the mentor coach 

team and the team that led the monthly Coaching Circle. I bring to this study my personal 

approach and philosophy on coaching, my experience of working with physician leaders 

in coaching relationships. In a case study, the case researcher plays different roles as a 

teacher who informs, as advocate, an evaluator, a biographer, and an interpreter (Stake, 

1995). Here, I want to emphasize the role of the interpreter founded on constructivism. 

What I contribute as a case study researcher will depend on my notion of reality and 

knowledge. I, as a researcher, am immersed in the development of the leaders taking part 

and will adopt an involved, connected observer stance being part of the concrete 

everyday world. This is the ontological approach taken by Heidegger when he saw that 

we are first and foremost part of the world and not separate from it (Titchen & Hobson, 

2011).  

Data analysis 

For this case, I studied multiple participants within a single program study. 

Therefore, the data analysis began as the data were being collected. The approach to data 

analysis was inductive and comparative in nature. The strength of a case study is a “thick 

description” of a phenomenon in order to represent it from the participant’s perspective 

and case study is thus particular, descriptive, inductive and heuristic, seeking to 

‘illuminate’ readers’ understanding of an issue (Chadderton & Torrance, 2011). The 

analysis process follows the guide in the chapter for ‘Analyzing and reporting qualitative 

data’ by Merriam (2009). The process consists of category (or theme) construction, 

sorting the data according to the categories constructed, and finally making inferences 
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about the relationships among the categories, developing a model that presents the visual 

representation of how the concepts or categories are related to one another (Merriam, 

2009).   

Category Construction starts with reading through the interviews and notes and 

writing comments in the margins trying to capture concepts or segments of data that seem 

significant. This process is called open coding or initial coding. Saldana, (2009) outlined 

the personal attributes necessary for coding: need to be organized, exercise perseverance, 

deal with ambiguity, exercise flexibility, be creative, be rigorously ethical, and lastly have 

extensive vocabulary. He also noted that there is a lot of art to the process of coding 

because coding can evolve as analysis progresses a researcher needs to be open and 

creative.  

The interviews were recorded and transcribed professionally. Instead of using 

some data analysis software, I stayed with the manual coding using paper-pencil and 

color-coding method. For grouping the codes and generating categories, I used the excel 

spreadsheet and sorting function. This initial process is an open-ended approach to 

coding where anything is possible and therefore it is inductive.  The most challenging 

part of data analysis for a case study can be the fact that data have usually been derived 

from multiple sources such as interviews from various different sources, and multiple 

documents making it not only tremendous in volume but also may be disparate, 

incompatible or even contradictory (Merriam, 2009). Category construction is a similar 

concept as Yin’s (2014) strategy of “working your data from ground up”. The process 

starts at the beginning stage of analysis as the data is being gathered. As the researcher is 

being open to anything at this point the analysis begins with an open coding which is 

using descriptive word or groups of words that I find interesting or relevant for the 
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research questions. Next step is grouping of the open codes moving beyond the 

descriptive coding to more conceptual level which is called the axial coding or analytical 

coding (Corbin & Strauss, 2008; Merriam, 2009). Next step is naming the categories. For 

some, the source was from existing literature, and for some I, as the researcher generated 

based on the data to be congruent with the orientation of the study. Here I focused on the 

four principles presented by Merriam(2009) for constructing categories or themes from 

data (pp. 186): 

1. Be as sensitive to data as possible 

2. Be exhaustive (enough categories to encompass all relevant data) 

3. Be mutually exclusive (a relevant unit of data can be placed in only one 

category) 

4. Be conceptually congruent (all categories are at the same conceptual level) 

The categories (themes) constructed and their levels are listed in a table and shown at the 

beginning of the next chapter on findings. As the last step, Merriam discusses the 

importance of a theoretical framework that links the conceptual elements. The framework 

I used for the reporting of the findings was derived from the literature on coaching, the 

essential elements of what makes good coaching engagements, including the coach and 

the coachee, their relationships, the processes and the outcome of coaching. The 

framework is based on humanistic, person-centered coaching approach illustrated by 

Joseph (2010) and Stober (2006). Key concepts describing this coaching approach 

includes growth-oriented view of the person, self-actualization, emphasis on the coach-

coachee relationship, non-directiveness, empathy as the quality of the coach, 

unconditional positive regard, and holistic view of the person.  
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Strategies for rigor: Triangulation 

There have already been plenty of discussions about what constitutes rigor in 

qualitative research (Merriam, 2009; Patton, 2002; Stake, 1995). Discussion of validity in 

qualitative research occurs in the context of the artfulness of qualitative inquiry and 

researchers strive to represent multiple realities in a way that still remains faithful to each 

member’s reality (Sandelowski, 1993). Stake (2010) explained triangulation as “getting 

the meaning straight to be more confident that the evidence is good” (p.123). In his 

previous writing, Stake (1995) listed five different types of triangulation (p.113): data 

source triangulation, investigator triangulation, theory triangulation, methodological 

triangulation and member checking. Data source triangulation looks to see if the 

phenomenon or case remains the same at other times, in other spaces, or as persons 

interact differently. Investigator triangulation has other researchers take a look at the 

same scene of phenomenon. Theory triangulation has observers, panelists, or reviewers 

from alternative theoretical viewpoints interpret data differently and to the extent they 

describe the phenomenon with similar detail, the description is triangulated. 

Methodological triangulation describes using multiple methods such as observation, 

interview, and document review to confirm what a researcher might have found. Member 

checking refers to a process where the actors play a major role triangulating researcher’s 

observation and interpretations.  

Case study can find its power in multiple sources of data and the most important 

advantage presented by using multiple sources of evidence is development of converging 

line of inquiry (Yin, 2014). In this study, multiple sources of interviews from different 

individual leaders and documentation are used to converge evidence that will provide the 

data triangulation. I also employed the process of “member checking”. It is a process 
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when the actor is requested to examine rough drafts of writing the actions or words of the 

actors who are featured (Stake, 1995). The draft of the research findings was sent to two 

of the twelve participants for review and feedback. The two participants were identified 

for their special interest in their development as physician coaches. They expressed 

interest on eventually moving into a fulltime coach as the post retirement track or 

publishing a book on this topic. When I asked them if they would be interested in 

reviewing the findings, they agreed to the to do so. The findings are modified and 

updated based on the feedback given by the participants. 

Chapter summary 

 This chapter described the case study method that was used to investigate 

developing physician leaders as coaches. The process of identifying the case, and method 

of data selection, data collection methods, and interview protocols were guided by the 

method discussed by Merriam and the step by step data analysis process was described 

followed by ways to maintain rigor. 
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Chapter IV: Research Findings 

This chapter describes the findings from the researched case study. The first 

section of this chapter will describe the two-day training, which was delivered by 

Leadership Insights (a pseudo name for the coaching training company) and the 

subsequent one-on-one coaching sessions and monthly coaching circles offered to these 

participants for continuous learning and development in leadership and coaching skills. It 

presents the narrative of events including the background of how the training came to be 

as a result of a strategic initiative and the description of the two-day training program. 

The participants’ reaction to the two-day training program is presented based on the 

training evaluation forms submitted by the participants immediately after the training. 

In the next section I will present the description of categories or themes that have 

been identified through the data analysis and the relationships among them. These 

findings are mainly from the participant interviews which were supported and 

triangulated using other data sources such as participant evaluation from the coaching 

training and the evaluation from the coaches on coaching engagements. The description 

of the findings on the physician leader’s account of their learning processes, the shift of 

the philosophical paradigm, their journey of using with coaching skills with staff and 

their perceived benefit of coaching in the organization. Then I will move to the reporting 

of interview data, which make up the major part of the findings. The categories and 

subcategories that have been identified are listed in Table 5.  
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Table 5  

List of Categories and Sub-Categories  

Categories  Sub categories 
Understanding coaching 
and its philosophy 

Positive regard/ 
Empowerment 

 

Self-Discovery  
Letting go of the coach’s 
agenda 

 

Not knowing  
Mentoring vs. Coaching  

Medical model vs. 
Coaching model 

  

Alignment between 
interaction with patients 
and interaction with 
staff 

  

Coaching as a 
leadership skill 

  

Coming together Coach’s way of being Presence/ 
confidence/commitment 
Credibility 
Self-management 

Coachee’s way of being Commitment/Receptivity 
Understanding and 
expectation of the coaching 
process 

Coach-Coachee relationship  
Coaching process Orienting  

Defining the topic/Goal  
Using coaching skills  
Sharing insights  
Implementing action/Follow 
up 

 

Logistics  
Coaching challenges Time  

Coaches being directive and 
controlling 

 

Coachee’s expectation  
Hierarchy  
Lack of trust or psychological 
safety 

 

Coaching outcome Outcome for the coach Values and meaning 
Learning 

Outcome for the coachee Feeling valued and respected 
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Learning, shifting thinking to 
unleash potential 
Relieve from stress and 
burnout 
Leadership development 

Outcome for the organization  
 

Narrative of Events 

Background. The case of the study is the group of physician leaders in an 

academic health care institution that has hospitals and clinics located in various sites with 

approximately 60,000 employees across the country. In the face of all the changes that are 

taking place in health care industry, the upper level management saw the need to develop 

leaders in order to equip them with coaching skills in order for them to lead effectively 

through the changes. A group of leaders, who have been identified by HR management, 

have participated in a two-day Leader as Coach training program followed by three 

coaching sessions by external professional coaches. After the training, all of the trained 

leaders were assigned a coachee for them to coach as an on-going development 

relationship while participating in a monthly coaching call where they shared their 

coaching experiences as a large group, their learning and challenges, celebrations and 

failures. The participants consisted of fourteen physicians and twelve of those fourteen 

have participated in the study. All of the trained Leaders as Coaches were assigned at 

least one coachee for an ongoing coaching engagement. The trained leaders met with 

them either in person or on the phone for a regular coaching meetings. The number of 

coaches assigned was based on the coach’s availability, and willingness to take on an 

additional coachee. 

Content of the two-day training. The content of the two-day training is 

summarized in Table 6. 
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Table 6 

Agenda for Leader-as Coach Training  

Day One 

Introduction to Leader as Coach model 

Stories of someone who had a positive influence on you 

Examples of coaching best practices 

Not giving advice 
Coaching perspectives: Characteristics of high performers and low 
performers 
Coaching Power Tools 

Coaching practicum 

Bigger Game coaching: the unseen road; the appreciative eye 

Mentoring vs. coaching 

Great Expectations model 

Earning the right to coach: Authenticity, Self-esteem, Noble intention 

Values activity and debrief 

Big coaching questions 
Coaching practicum and debrief 

Self-Esteem discussion  

Coaching strength  

Coaching conversation on self esteem 

Day Two 

Recap & introduction 

Power tool: intuition 
Dangerous conversations 
Eliminating “Should” and “Attachment” from coaching 
Noble intention 
Coaching relationships and coaching presence 
Coaching power tool: Silence 
Tag team coaching: Six coaches coaching one person 
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Perfect partnership: Appreciation, confrontation, accountability 
Great expectations  
Coaching practicum: Great expectations 
Constructive confrontation 
Accountability 
“I promise” activity 
Conclusion/Call to action 
 

The two-day coaching training provided by Leadership Insights was based on 

person centered, humanistic approach to coaching underlining self-reflection and self-

discovery that is founded on developmental mindset of the coach. On the first day the 

training started with an overview of the concept of building coaching relationships, 

positive regard for the coachee and the idea of “Earning the right to coach”. The focus 

was on the coaching philosophy and the way of being for the leader as coach that builds 

trust and credibility with the people they lead. The participants were also introduced to 

identifying their values and how they can use their own values and others’ values in 

leading, motivating and influencing through coaching. On the second day, the participants 

learned about giving tough feedback, setting higher expectations of others and addressing 

the self-limiting beliefs and barriers to help the coachee accomplish bigger aims using 

incisive inquiry technique. One very important concept on coaching was the self-directed 

learning, the transformational learning through critical reflection on significant events of 

their lives. Here the coach assumes the role of facilitator who asks powerful questions 

rather than directing or telling the coachee what to do based on their contents matter 

expertise or experiences. The coach plays the role of the expert in learning process rather 

that the contents matter expert. Here lies the fundamental difference between coaching 

and mentoring, where mentoring is about sharing the knowledge and experience of the 
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mentor, in the form of advice giving (Hunt & Weintraub, 2011). Many physician leaders 

in the organization were used to being mentored either during their medical training or 

early in their career and the clear distinction between the two developmental approaches 

seemed to be eye-opening experience for many of the participants. This has been 

expressed in the training evaluation. The anonymous evaluation of the training was 

collected as a hard copy on the last day after the training. The most frequent answers to 

the questions are as described in Table 7. 

Table 7  

Comments from Training Evaluation 

Question items Top five responses (number of responses) 
The thing I found most beneficial - Coaching practice with real issues 

(12) 
- Distinction between the role of a 

coach, mentor, advisor (5) 
- Peer interaction (3) 

How do you think the workshop will 
impact your approach to leadership and 
coaching? 

- Feel more confident about coaching 
(9) 

- Have better relationships (5) 
- Want to improve as a leader (4) 

 

According to the evaluation results, most of them found the practice sessions informative 

because they used real time coaching issues instead of engaging in role-plays or 

hypothetical scenarios. Many participants learned the uniqueness of coaching and clear 

distinction between coaching and some other developmental approaches helpful. They 

came to see the value of having coaching skills as leaders because of the non-telling, non-

directive approach of coaching. One of the challenges of physician leaders in terms of 

dealing with performance issues is that after their tenure as leader, they will be going 

back to being peers. For these participants, having the skills to engage in a tough 

performance or career development conversations in a manner that is positive and builds 
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relationships has been hugely beneficial. Other comments about the training were on the 

experiential aspect of the delivery. Quite a few have mentioned the value of being 

together with colleagues, the peer interaction, and getting to know colleagues better. All 

of the leaders usually interact within their work group and not enough outside of their 

department. The meetings they have are not designed for a two way dialogue and the 

their work hours rarely give them opportunities to network with peers. This training 

provided the leaders with opportunity to meet and connect through the coaching 

interaction and activities to reflect and practice and give feedback on some key skills 

learned which they found valuable. 

 What is worth noting about this training was that the contents and delivery strictly 

adhered to the developmental coaching approach and the constructivist paradigm of 

coaching. The focus of the coaching interaction was on constructing context specific 

knowledge through dialogue so much more than transferring knowledge, which was 

made clear by the distinction between coaching and mentoring. The training delivered 

went far beyond imparting generic performance management tools such as goal setting, 

feedback, and accountability but focused on the mindset of a leader as coach and the 

skills were further strengthened by series of practicums so that the participants were able 

to experience not only coaching but being coached in a way that was appreciative and 

empowering. 

Findings from the Interviews: Participants’ Responses  

In the following section I will discuss the findings from the interview data based 

on the categories constructed.  

Understanding coaching and its philosophy. What was mostly striking to the 

participants about the concept of coaching was the coaching philosophy. All of the skills 
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used in coaching are founded upon a mindset that requires the positive orientation 

towards the people they coach. It was the focus on the person more than the skills gap, or 

clinical tasks. It was the humility of the coach that made the coaching engagement not 

about the coach themselves but all about the development, learning and career 

achievement of the coachee.  All of the participants agreed that the coaching approach 

was very different from something that the physicians are used to because of the different 

paradigm, and it was at first hard to understand for some.  In this section, I will discuss 

the uniqueness of coaching philosophy that sets coaching apart from other forms of 

interaction between the leaders with the staff from the lens of the participants and what it 

is about coaching for them that is similar or different from the medical model that most of 

the physicians are familiar with.  

Positive regard/empowerment. All of the participants were struck by the positive 

assumptions that coaching is based on. In order for the coaching to be effective, the coach 

needs to have a positive regard for the coachee as having the potential for learning and 

developing.  One participant used the term “unconditional positivity” and “infinite 

growth”: 

It seems that people I have watched lead are always trying to grab their areas, hold 

things close, hold information close, build these little silos and build defense 

systems around them to make sure nobody can get to their information, versus 

thinking of our growth potential, our learning potential, as infinite and that there 

are no stops, that we have a potential for infinite growth. I think that’s just what I 

have never seen (Phys. E). 

 

Here, this physician leader was pointing out the importance of seeing the potential in 

people. The fact that everyone can reach his or her full potential because of the thought of 
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abundance  (infinite) rather than scarcity in the view of the world is what true leadership 

is about. A leader as coach does not come with a limited or confined judgment of an 

individual’s ability but rather with a supportive and optimistic view of the coachee.  This 

means that coach has to believe that the coachee is a perfectly capable human being who 

has what it takes for them to get to where they want to go. The coach’s job is just to help 

them uncover that potential according to this participant’s example below: 

The biggest for me was just how coaching was different than an advisee-advisor 

relationship, and it’s much different from mentor-protégé relationship. It really is 

completely in the service of the coachee. You enter into a relationship with the idea 

that this person is completely capable of managing their lives, and what you are there 

to do is simply to help them recognize where they’d like to go and in some cases 

maybe push them a bit, and help them work through the problems (Phys. K). 

 

For this participant, the belief the coach holds about the coachee being completely 

capable of managing their lives is his way of expressing the positive regard in coaching.  

Unless the coach holds the belief that this person has what it takes to accomplish their 

goal, the coach’s effort to coach for development will not be very convincing to the 

coachee. One participant mentioned that the organization should therefore choose a 

leader who is willing to develop people who can be better then they are and this can be 

challenging if leaders are chosen because they are internationally known in their field of 

specialty and they are not willing to bring anybody with them. If the leader as coach feels 

that they are in any way better than the people they lead or feel that their advice and their 

experience will solve the problem of the coachee, the coach will be depriving the coachee 

of the rare opportunity to discover about themselves and about the world they live in 

through their own interpretation of the world (Phys.G). One participant stressed the 
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challenges of physician leader to see the positivity in others because of their training: 

I think physicians because of their training, tend to look for what’s wrong. We’re 

not looking for what’s good about this, but what’s wrong, so I think by nature it 

makes us pessimists. That being said, coaching is a much more positive 

experience and one that invites a more positive experience than generally what the 

training in medicine and what we generally bring with us (Phys. F). 

 

This participant makes it clear that the perspectives and focus and attention of many 

physician leaders on finding what is wrong more than what is good. Many years of 

medical training has generated limitations in seeing what does work and what is positive 

about the person, the environment and any situation.  

Self-discovery. Another key concept that the training emphasized about coaching 

is self-discovery. It is not about telling people what to do or solving problems for people, 

but helping them arrive at a solution by self-reflection and self-discovery: 

I think with coaching, really each individual, the coachee themselves have to 

actually arrive at their own strategy on how to proceed. I think the coach will 

oftentimes allow someone to break down problems, to identify what the problems 

are, first of all—what the real problems are, and then what will be the barriers to 

solving those problems and in fact identify constituencies that will align to help 

with the problem and constituencies that will be barriers to problem solution 

(Phys. C). 

 

In this example, the participant discusses the role of the coach in each process of the 

conversation to guide the coachee to strategize.  Coach is the guide of the process through 

questioning and the coachee is the one who looks for the answers to the posed questions.  

Another participant asserted that coach does not own the problem or solve the problem 

but tries to really help people examine their own situation and decide among the options 
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(e.g. what was actionable and what they are willing to commit to).  This also means that 

the leader is free from the perception that leaders should have all the answers to the 

problems. This belief takes the burden off the leaders especially when there is so much 

uncertainty about the future of healthcare with all the changes in policy. According to the 

example below, coaching is about empowering staff to make the decision on their own 

because ultimately the person who is on the frontline doing the job has the knowledge to 

do it best. This provides the basis for trusting in the power of self-discovery in coaching: 

I am a real believer that the people who do the job know how to do it best. I’ve 

always been frustrated by leaders who come in and feel that they have to make the 

decisions, because I think the fun part of the job, where you get the excellent staff 

satisfaction is by giving them the problems and treating them like adults and 

encouraging them to come up with the solutions (Phys. E). 

 

This example illustrates that the coaching philosophy of empowering people to generate 

their own solution through self-discovery expands to the overall leadership skills that all 

leaders need to possess in order to increase staff satisfaction. In addition the participant 

shares the frustration of working with leaders who impose on themselves to come up with 

answers and without involving others in the process. Coaching goes beyond the 

collaborative phase of decision making to completely believing and trusting that the 

coachee has the ability to come up with answers (Zenger & Stinnet, 2010). This is what 

the participant meant when he commented “treating them like adults” which refers to 

respecting these individuals. One participant mentioned that when he does see the need to 

share his own experience he always asks the coachee if that is something they truly want 

to know before doing so, just to clarify that the coachee agrees to the potential value of 

the advice: 
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I think the things that I took away are: I am there to ask questions and to help 

them come to conclusions and solutions and the power of silence. Those two 

things are probably the most important parts that I learned in doing the coaching 

I’ve done-and don’t say “in my experience,” tell war stories, or say “I suggest” 

(Phys. L). 

 

In this example, the participant points out the power of silence and not to give in to the 

temptation to break that silence. He would ask a question and just sit and wait. This 

silence can be described as “active silence” where the silence is intentional to provide the 

coachee with space and time to really think through the issues and to reflect:  

Ask what they’re going to do about something and let quiet take place. I can tell 

you. In the past, I would have started to speak, and I think the normal person 

would have started to speak. But you just sit there and wait. I think first time you 

do it, it probably takes 30 to 60 seconds before they realize ‘He’s not saying 

anything? He is not going to talk’. Then they start to stammer and begin to talk 

and think through it. After that happens once or twice, and I point out the power 

of silence they’re more used to it and so therefore they don’t let the silence go on 

as long, because they know I’m probably not going to say anything. I’m just 

going to ask the questions and sit there. I think it’s very very powerful  (Phys. L). 

 

This “silence strategy” seems to be an effective method in getting the people to self-

reflect. When staff members enters into a coaching relationship, they come with certain 

expectation that the coach or mentor will somehow give them the answer or advice in 

how to do something or how to resolve a problem especially if they have not been 

exposed to what coaching is. It is the job of the coach to make the decision if it is time to 

give advice or time to ask some open-ended inquiry for the coachee to generate the 

solution. The coach needs to resist giving into these expectations and in order to do that 
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the coach should have confidence and faith in the process of coaching and the power of 

asking and being with silence. 

Letting go of the coach’s agenda. When the coach is empowering the coachee 

fully to get them to self-reflect and reach a solution on their own, the coach is not 

controlling the direction of the coaching. The more the coaches let go of their own 

agenda, the more the coachees feel trusted and get to take ownership of the issue (Hunt & 

Weintraub, 2011). One participant stated that he makes it very clear what the coaching is 

about at the beginning to set the ground for the coachee: 

At the beginning when I’m laying the framework, I make that very overt, that 

framing of the discussion: the confidential nature of the discussion and also 

making it clear that the only agenda really is the agenda of the coachee. I am not 

here with a desired outcome, routine, program, other than to support you as a 

coachee in this situation (Phys. H). 

 

This example also describes the benefit to making the process explicit to the coachee for 

both sides to be aligned on what to expect and what the coach will bring to the coaching 

relationship. For another participant in the example below, he makes the connection to 

this approach with the idea of servant leadership: 

 

I think that’s probably most important thing: that you are not operating under your 

own agenda, and I don’t believe most people do, but we’ve all had those 

relationships where you always felt that whatever is going on is really being 

driven by this person’s personal agenda, and there are those people who just 

blatantly climb the ladder by stepping on everyone else’s head. Servant leadership 

is a philosophy that I think we talk about at this institution (Phys. K). 

 

Several participants have pointed out ‘servant leadership’ as the leadership style 

or approach that resembles the leader as coach. One participant stated that in this 
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organization, coaching and mentoring and servant leadership used to be very much part 

of how leaders interacted with the staff: 

We had this legacy of mentoring and coaching, and it was unsaid. It wasn’t called 

that; it just happened. There was a little more time in the day. Today, thirty years 

later, we’re trying to rediscover this, because it got ground out. It got ground out 

with EMRs (electronic medical records) and with documentation. What got lost is 

all the mentoring and coaching that used to go on, so we’re trying to bringing it 

back, and I think rightfully so. It’s important to understand coaching and the 

servant attitude of trying to make your team better. Servant leadership and 

coaching are somewhat similar, because in a servant model of leadership, it’s not 

about you; it’s about the team members (Phys. A). 

 

In the example above, the participant stresses that in the past when the physicians had 

more time, they did more coaching and mentoring whereas now the physicians are asked 

to do more administrative work, they are finding it more challenging to engage in 

developing others. The willingness of a leader to set aside time out of their busy schedule 

to help others grow is truly an example of servant leadership. In this sense, servant 

leadership is similar to coaching because the coaching is not about the leader but the 

learning and development of the coachee.   

 One participant perceived that much of leadership characteristics or capabilities are 

related to personality. When asked about potential barriers in developing physicians to be 

servant leaders, this participant felt that it comes from personality: 

I think there’s a lot of personality involved. By the time people hit mid-career 

here or at least early mid-career, I don’t know how malleable their personalities 

are, and I think personality has a lot to do with it. We start thinking about the 

servant leader. Well that’s part of personality. Team-building? That’s personality. 

Trust isn’t a learned attribute. Transparency, you can tell people hundred times 
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they need to be transparent and they are not transparent. There are just some 

things that come with you as you go along, and those are the hard things to 

identify, those individuals. I don’t have good answer for it I don’t know what the 

right solution is (Phys. C). 

 

This example depicts the participant’s perception of what makes a good leader is his or 

her personality. He believes that because a lot of the behaviors that are demonstrated by 

leaders are related to personality, it is hard to develop them. Another participant noted 

that it is this “sense of nurturing” that is critical to being a good leader, but there are 

limitations as to how much developmental process can contribute to the making of an 

effective leader: 

Can you be trained in leadership, and can you be trained in coaching? Yes, you 

can. You can always improve what you’re doing but some of the skill sets are 

developed early in life and there are some people who, no matter how much you 

train them or coach them, are never going to be great leaders. So you’ve got to be 

pretty careful in your selection process, and then you can train, you can educate, 

you can mentor, you can coach those people through. But if they don’t have a 

sense of nurturing, if they don’t have a sense of wanting people to succeed, then 

no amount of coaching or mentorship, in my mind, will get them where you want 

them to be, to become good leaders. They may become very famous nationally in 

their own little worlds, but they are not going to bring other people up with them 

(Phys. G). 

 

This participant believed that certain attributes or characteristics of what makes a good 

leader are developed early in life and the training or any form of leadership development 

process can go only so far if the leaders don’t possess these innate traits. He also stressed 

the importance of what to look for in a selection process that it is a fine balance between 
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the ability as a physician in their clinical practice and research and the ability to nurture 

others to be successful and be better than the leaders. Another participant noted that being 

in the role of physician for many years will make you better through experience, patient 

exposure and by paying attention and learning. But he believed that leadership is not 

something a person naturally becomes good at just by experiencing. There needs to be 

intentional guidance to learn as a leader from his experience and this cultivating process 

requires a different type of interaction: 

Leadership is different. You could do that for twenty years and not improve a bit. I 

think some people are able to grow their leadership skills from experience, but I 

think a lot of people need much more specific guidance. Around here, to grow as 

a diagnostician, I don’t think you need anybody’s help at all. I think this 

environment cultivates it so that you will grow. Leadership skills are not that way. 

It requires a very different level of nurturing to bring those skills out (Phys. C). 

 

This comment also speaks to the importance of a tailored, one on one interaction for 

developing leaders which coaching or mentoring can give. What is clear from this 

example is the value of  “specific guidance” and “different level of nurturing” for which 

reason one cannot assume that organizational experience or leadership experience by 

themselves can bring leaders to the level we would want them to reach. Leaders need 

more intentional deliberation on their leadership experience to develop and grow in their 

leadership. 

Not knowing. When the coach is letting go of his or her own agenda the coach 

doesn’t have the control over how the conversation is going to go and what the outcome 

of the conversation will be at the end of the interaction. Several participants pointed out 

the ambiguous nature of coaching as being unique as well as challenging. The open-
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endedness of coaching calls for the coach who is comfortable with ambiguity and 

uncertainty. The coach should be open to where the direction of the coaching 

conversation is headed because the coachee’s thought process is leading the conversation. 

In this example, the participant shares that he prefers to coach someone whose work he 

does not know because it makes it easier for him to be in the state of ‘not-knowing’. In 

this example below, the participant believed that unless the coach is willing to be 

comfortable with not being the contents matter expert, he will not be a good coach: 

I do better when I coach somebody whose work I don’t know anything about, 

because coaching is not about knowing their work and giving them advice. You 

don’t have to know anything. So if you’re struggling about lack of information, 

then you’re probably going to struggle to be a coach, because as a coach you 

don’t have any information. Your information is a person sitting there and you are 

facilitating their talking. Theoretically you could coach anybody, right? You 

wouldn’t have to know anything about it. The reason I thought a physician was 

better (to coach another physician) was because of the credibility on that side, not 

because ‘that questions almost gets to this special knowledge I have as a 

physician in their work helps me give them better advice’-but I thought we 

weren’t there to give advice. But if somebody says ‘Gee I am very uncomfortable, 

I don’t know a lot about their work. How can I give then advice?’, he has a long 

way to go from there to being a good coach (Phys. L). 

 

Here, when the participant is saying that the coach doesn’t have information, he is 

referring to the coach’s openness, that the coach doesn’t come with an assumption of all 

knowing. Another participant discusses the open-endedness of coaching in terms of goal 

setting.  Usually coaching process starts with setting some kind of goals (David, 

Clutterbuck, & David, 2013), but because the coaching conversation can take many turns 

and twists the goals that are set at the beginning of the coaching process can be rather 



 

	   	   	  

91	  

limiting for the coachee in exploring the self and the possibilities: 

I recognize that good coaching is the not knowing. It’s not being able to predict. 

It’s not putting together precut pieces of a jigsaw puzzle not to say the practice of 

medicine is. And the second part is how do you do that? One thing that I would 

say that I learned is that the coaching works best if the emphasis on the specific 

goals is downplayed, because the more specific goals are the more like diagnosis 

and treatment is. In certain situation that might be just fine. If in the coaching 

interaction someone says I want to get better at time management. That’s my 

thing. Can you help me with that? And so the coaching is directed toward time 

management, then the diagnosis is made and the treatment is working on it. In that 

example, there are closer parallels with diagnosis and treatment, and that’s fine for 

what it is but that’s a pretty narrow cut piece of the pie for coaching. If the goal is 

to be the best leader I can be, to be the best chair, best medical director, best this 

or that I can be, that’s a little different. Sometimes we want to go in that direction. 

Both the coachee and the coach want to go in that direction and I guess that’s a 

goal, but it’s not quite as specific a goal. I think that’s okay. We want to embrace 

that. Sometimes the goals come later. I am just thinking too much attention to 

specific goals probably trip up the coaching experience (Phys. I). 

 

This participant sees coaching process to be so open-ended that he thinks the coaching 

goals should be loosened up somewhat to accommodate what is to be discovered and 

some significant turns that can take place in these coaching interactions. This approach 

really takes into account the evolution of self-awareness the coachee experiences from 

coaching. The coach at the beginning of the coaching process may feel that the real issue 

is one thing and as the conversation unfolds more issues surface and the coachee may 

find that there is some other issue that is driving that proposed issue that are more 

important to address. This approach presents the benefit of starting the coaching 

engagement more broadly and as the conversation evolves and unfolds to narrow down 
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the topic to focus rather than assuming that the coachee knows what it is that they want to 

develop at the beginning of coaching and to work on it.  Another participant stressed the 

virtue of humility of physician leader as coach. He added that the coachee can feel much 

more respected because the coachee is the one who is making the decisions. In dealing 

with the ambiguous nature of coaching, the coach needs to let go of needing to seem ‘all 

knowing’ and that requires humility and letting go of their ego for the leaders. Another 

participant sued a metaphor of “taking off this mask of all-knowing” as a leader in order 

to be coaching effectively. 

Mentoring vs. coaching. Mentoring and coaching are both commonly used 

methods in organizations for employee development and yet it is still unclear exactly how 

they differ in terms of skills or processes. Almost all the participants in this training have 

mentioned the clear distinction between mentoring and coaching as one of the biggest 

take-aways from the program.  Overall perception was that mentoring is what people do 

when the mentor has the expertise and the experience in the related topic of discussion 

and so is able to suggest to the mentee what the mentor thinks the mentee needs to do as 

the subject matter expert. On the other hand coaching is utilizing set of skills as deep 

listening and questioning to facilitate a conversation so the person being coached will be 

more self aware to come up with their own solution by generating their own learning and 

self-discovery: 

Mentoring is about what you know and you’re telling the other person. Coaching 

is about them, is having you ask questions and probe or whatever to get them to 

self-discover. It’s about them so there is a big difference there (Phys. A). 

 

The example above provides the process of ‘self-discovery by asking questions’ as the 
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key difference between mentoring and coaching which brings quite different skillsets 

from the coach especially when the coach is more experienced and knowledgeable in the 

field of discussion. One participant stated that it is important for the coach to know when 

is a good time to coach and when is a good time to mentor: 

So I think maybe hard part is sorting out, you know, not all situations are the 

same. In some situations, a direct answer is perfect. In some situations, giving 

advice is perfect if you have the knowledge and the experience. Utilizing the tool 

in the right space, time, on the right issue, that’s really where the finesse comes in. 

Boy, that’s tough. In my workplace we have a great team of people but we’re 

ways from understanding when this might be the right moment to coach versus 

advise or direct (Phys. H). 

 

This participant sees the value of all different approaches a leader can take to enable 

others to learn, but the key is when to use the best approach. This comment points to the 

need for leaders to have the different skills to use in addition to having the situational 

awareness and confidence to pull out what seems to be needed at the moment. Other 

participants discussed their own criteria of knowing when to choose certain approach. 

One was to choose coaching when the people are brought to their awareness what it is 

they need to work on, for example through direct feedback but they are not able to 

advance for some reason because they are being inflexible or they do not respond to any 

of the feedback. That is when they need to be coached. Another participant decides to 

coach rather than mentor when the situation is more complex and that a simple advice 

giving is not going to help the situation when the coachee needs to think in a different 

way. For him coaching is taking one step beyond mentoring in terms of challenging the 

coachee and having the coachee to think differently especially dealing with a more 
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complex situation. The example below gives another distinction between the two 

concepts: 

The question is always when do you transition from just being a mentor for 

someone to being the coach for some period of time? Don’t get me wrong, I think 

the concept of a mentor coach, they have some remarkable crossover in terms of 

the two roles, but I’ve tended to think about the coaching role as really taking it 

one step above and beyond the mentor in terms of challenging your talent/ 

colleague to think differently, and for them to realize that you are there to not just 

address the somewhat simple topics perhaps that a mentor would, but really 

taking it beyond that to more complex issues where a coach might step in and 

over a long period of time challenge the talent (coachee) to think differently 

(Phys. J). 

 

This example introduces another concept of coaching that it is about having people to 

think differently, that it is taking people beyond their current ways of thinking. His view 

of complex issue is something that requires more than usual, habitual ways of thinking 

and seeing the world. This participant added that because of these characteristics of 

coaching, and because of these differences between coaching and mentoring that the 

participant felt coaching experience takes more time and might be in need of more energy 

than mentoring. Another participant suggested a different criterion of choosing which 

approach to take as a leader, which is what the coachee needs and wants: 

You realize early on when you’re interacting with a colleague, do we need to 

discuss things at a completely different level than what we are doing, and then 

beginning to ask those good questions I think are worthwhile. You quickly realize 

whether that’s something that a colleague either needs or most importantly they 

want. You do need to be careful about the crossing out of the mentor role. If what 

they need is a career mentor and a more simple kind of way, perfect. That’s 

something we all enjoy serving as well (Phys. J). 
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This example describes that the coach or the mentor should be tuned into what the needs 

and wants of the coachee are so the leader can switch between the mentor and the coach 

role as deemed appropriate. This comment brings back the concept of positive regard for 

the coachee in assuming that the coachee knows what it is that they need or want and all 

it takes is simply asking them if what they need is mentoring or if they want to be 

coached. 

Physician-patient model vs. coach-coachee model 

Similarities. For the physician leaders who participated in this study, the coaching 

process and philosophy had quite a bit of similarities as well as differences when 

compared to the medical model of diagnosis and treatment and interaction with patients. 

The similarities were centered on the relationship aspect of the two models. The 

relationship between the physician and patient was very much in sync with the 

relationship between the coach and the coachee in several aspects. The participant’s 

comment below demonstrates the similarities in terms of getting to know a patients and a 

coachee as a person and building relationships:  

As far as coaching goes, to me, working with an individual as a coach is like being 

a physician to a patient. You have to understand the individual you’re working with 

and understand what drives them, what motivates them, what their talents are, to 

know how to diagnose them……… If you have a strong trusting relationship with 

an individual or the patient and they trust you, you can use that trust to help their 

psyche work their way through anxious moments, pain, nausea. Those are all 

psychological as well as physiological. So the relationship is really important and 

the two way street relationship building is really important (Phys. G). 

 

This example speaks about the value of trusting relationship that is beneficial for both in 
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coaching and in physician-patient interaction. This parallel between coach-coachee 

relationship and physician-patient relationship is also tied to the notion that both coaching 

and the treatment of patient are personal.  In the example above, the participant stresses 

the importance of relationship between the physician and patient from the perspective of 

helping patients deal with negative emotions and even with physical signs that come from 

treatments, highlighting the psychological effects of trusting relationships.  

According to the example below, not only does the coach need to understand and 

get to know the coachee at a personal level, but who the coach is and what the coach 

brings to coaching is important just as in a physician patient relationship. The 

participant’s account below supports this view: 

In some aspects it (coaching) parallels medicine because if a patient interacts with 

a doctor, on one level you might think does it matter if you see Dr. Jones, Dr. 

Anderson or Dr. Smith? If you have a cold patient they’ll ask you what’s going on 

and do a swab, but on the other hand medicine is intensely personal. It matters who 

the clinician is and how he or she conducts herself. All doctors are not 

interchangeable (Phys. I). 

 

Other participants have also noted the relationship aspect of coaching as similar to 

the physician -patient relationship. The personal nature of these two interactions is 

demonstrated through some physician patient communication skills, which can be 

transferred to coaching. The participants listed skills such as asking open-ended 

questions, giving patients time to respond, listening, moving towards a common goal as 

examples of these shared skills. One participant commented that the value of good 

communication is very important for patient interaction but medical training has not 

provided them with sufficient training in that: 
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Certainly diagnostic work is asking questions and listening. I don’t think we’re 

taught this very well, but really good clinicians ask the right questions and they 

listen very well. They probe, and they actually get the patient to tell them what’s 

going on. You’re not trying to actually coach the patient; in a way you’re trying to 

understand what the patient needs, so there’s that part of it that’s similar. 

Obviously you’re helping some to be better, whether it’s a patient or a staff 

member, so there, that part. It’s a two-way street, like all things are. You get 

satisfaction out of helping a patient, you get satisfaction out of helping a staff 

member and I think there are similarities there (Phys. A). 

 

This participant lists the skills of questioning and listening as common skills for both a 

coach and a clinician. Also the purpose of helping someone be better and take steps in 

achieving goals for better health and for their professional development are common for a 

physician and a leader as coach. Other participants mentioned the skills of asking open-

ended questions and listening to be very important part of physician–patient interaction 

because questions allow patients to expand on the symptoms in a way that both sides can 

understand. He also noted a statistic on the time after a physician asks first questions 

before asking next questions which is extremely short in general in medicine and how it 

impacts negatively on physician-patient relationship. Another participant found many 

similarities between medical model and coaching model because of the particular type of 

practice he is in. He asserted that whether the coaching model is similar to medical model 

or not will depend on the type of practice they are in. This is an example given by a 

neurologist: 

Neurology is ripe with patients who might have a symptom but then it expands 

beyond that there’s much more going on whether it be their life or life experiences 

that are contributing to the symptoms they’re having at this point in time. 

Neurology is a field where history is of extreme importance obviously as it is in 
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all areas of medicine, but particularly in neurology the history is going to give you 

the answer. As I learned early from my mentors here, if you don’t know the 

answer before you send somebody to MRI scan, you’re likely not going to get the 

answer from the MRI scan. The MRI scan may actually lead you astray to a 

certain extent. From my standpoint, there are some issues that you learn early on 

in medical school that can help you to be a better coach. That’s one way of 

indicating it (Phys. J). 

 

As this example indicates, the field of medicine and coaching share similar tools and 

skills such as asking, probing and listening, tuning into the other person for what they 

may reveal in the process of answering the questions to look for insights and answers to 

the unknown, especially when it involves a specialty that deals with conditions that are 

somewhat ambiguous in nature. What the patient brings about their own life history and 

experiences may enable a better understanding for the clinicians.  

Differences. Despite the similarities between the medical model and the coaching 

model which many participants noted, there are clear differences as well. One participant 

pointed out that the two processes use similar skills but the purpose of asking and 

listening is somewhat different between the medical model and coaching. In physician-

patient relationship, physicians are holding the key in coming up with the 

recommendation and plan. These are his added comments: 

That history-taking piece is very much a common tool then they diverge a bit, 

because in medicine, you as the provider are drawing conclusions, formulating of 

that plan, but patients are relying to a large degree on the knowledge and expertise 

of the provider to answer to the questions of ‘I have this condition. What are my 

options?’ And they might choose among that set of options that you put on the 

table for them. So I think you’re using more advising, teaching role in the medical 

model. Maybe that’s why it’s difficult for me to let go of that in coaching. In 
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coaching yes, you do a bit of the history-taking and then you have to make that 

leap to say, ‘I’m not going to formulate a conclusion and a recommendation and a 

plan, but instead I’ am going to open this dialogue with you about how you would 

explore that. What would you like to do with that? What resources might help?’ 

(Phys. H). 

 

This participant indicated that although physicians and coaches use similar 

communication skills, the physician uses the information to diagnose and make 

recommendations to the patient whereas for the coach it is to bring the awareness of the 

coachee and their reflection and learning rather than to benefit the coach in gathering 

information so that the coach can solve the problem (Cox, 2013). The physician asks 

questions for information gathering but a leader as coach asks question to have the 

coachee explore possibilities and options for their self-discovery. One participant linked 

mentoring with diagnosis-treatment model when a mentee comes with a specific problem 

and the mentor gives them advice, which can be considered to be the treatment. Another 

participant argued that how they were trained in medicine makes it very difficult for them 

to coach: 

I think physicians tend to get in trouble because the coaching experience is very 

different from what medical training has been. We want to make diagnosis and 

with this (coaching), there’s lot more ambiguity and grayness. It’s not all black 

and white. It’s trying to tease out that place where the coachee is, where they want 

to go and what opportunities and barriers are there. It’s having a very inquisitive 

mind and not worrying about trying to fix it. Where the coaching training came in 

and really helped me a lot was the notion that I’m just dancing with them. They 

are leading. I don’t have to lead. Training in medicine is: You’re rewarded for 

jumping in and giving the correct answer whenever you’re asked. Well that’s not 

what this is about at all This is about listening, listening, listening, asking 

questions, listening more, listening some more, asking another question (Phys. F). 
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In this example the participant makes the contrast between coaching and “fixing”. Once 

the coach tries to fix someone, the coaching gets to be about the coach’s agenda, finding 

what’s wrong and make it right. In the example above, he states that physicians are 

rewarded for having the right answer, which lets them be in control and that is not what 

coaching is. This participant in the example below Instead it is about learning, evolving 

and change: 

Diagnosis and treatment is completely problem solving. We join together to solve 

a problem and it’s our problem together to figure out. The patient comes with 

their symptom and the physician and the patient join together to try to figure out 

where to focus attention. Once the problem is solved in some specialties the 

relationship goes away. Coaching is not problem solving. There may be a little of 

that but it’s mostly reflection (Phys. K). 

 

In this example, the participant not only stresses that coaching is different from diagnosis 

due to the fact that it is not about problem solving but the process itself is much less 

defined. Sometimes the coaching itself is about defining the issue, the real essence of 

what needs to change and grow. But unlike medicine where the outcome is all about 

being “normal”, defined by numbers or functional outcome, the outcome of coaching is 

much less defined and difficult to measure (Phillips, Phillips, & Edwards, 2012). In the 

example below the participant points out that asking questions as a physician has a 

purpose of informing the physician of the history, and they are directing the question to 

get the answers the physicians need, as opposed to coaching where asking is to engage in 

the coachee’s reflection not knowing where the answer will take them: 

It (coaching) is completely different, isn’t it? When I take a history from a patient, 

I do try to listen, but I direct the questioning because if I just sit there and listen 
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for half an hour I won’t have the history at the end. So when I ask them a 

question, I listen to the answer, but I don’t let it just get into an open-ended thing. 

I’m not facilitating their thinking. I am getting answers that I need. Then when the 

treatment comes, of course I am prescribing the treatment. I may explain it, and 

they may understand it or they may not. But you’re prescribing. With coaching 

you’re not prescribing, are you. You almost don’t care what the outcome is. The 

outcome is whatever the outcome is. I don’t know if it’s wrong or right, it’s their 

outcome, whereas in medicine, the outcome is the thing with the treatment, so it’s 

actually completely different (Phys. L). 

 

In this example above, the participant goes so far as to say that he almost doesn’t care 

what the outcome is. Here, he is making the point about the open-endedness of coaching, 

and letting go of control as a coach. This comment is aligned with a comment from 

another participant who feels that physician-patient relationship can get stressful because 

they have a contract together to work on a problem, and solving the problem is really the 

focus. So if the physician cannot solve the problem, the undiagnosed symptoms always 

leave them completely unsatisfied because they didn’t really get to the point where they 

wanted to go. But coaching is very open-ended and it is not about fixing problems or 

rescuing people (Phys. K). Another participant described the nature of coaching as 

chaotic and unpredictable, which differentiates coaching from medicine: 

In one sense coaching is more chaotic. It’s not as linear as diagnosis and treatment 

sometimes is because with the coaching interaction you never know where it’s 

going to go. It’s not as predictable and it shouldn’t be as predictable. Whereas 

with diagnosis and treatment, there’s a certain predictability that’s built in and in 

fact, if it gets too chaotic sometimes it means you’re on the wrong track. Not to 

say that medicine isn’t complex, but the goals and the direction are very different 

(Phys. I). 
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In this example, the participant points to the differences as goals and direction. In 

medicine, answers to “what should be” or “what needs to be” are defined by the medical 

professionals. In human development it is not only personal but goals can change and 

evolve as the coachees learn, change and grow (Clutterbuck & David, 2013).  He further 

elaborated with an example of why discussion of goals in a coaching world would not 

work well in the medical world: 

If someone comes and the diagnosis and treatment comes down to I want to feel 

better. How do you know what’s the problem? I just want to feel better. And that’s 

all you get; I want to feel better. That’s not going to get anywhere with diagnosis 

and treatment in the medical world. We keep saying how do you not feel well? 

What symptoms do you have? You’ve got to start somewhere, but if the person 

just says I just want to feel better and that’s all they give you, that’s not going to 

be a successful medical encounter. I am just pointing out that the uncertainty 

exploratory part of coaching doesn’t carry over all that well to the practice of 

medicine (Phys. I). 

 

In coaching, the coachee takes the lead in defining the goal and the coachee needs 

to know if they have accomplished the goal, which is aligned with the self-directed 

learning model. Even in managerial coaching where the coaching goal is to meet the 

expected organizational outcome, it is the coachee who takes the charge in accomplishing 

the goal and that is why the coachee needs to have a good idea how to accomplish it and 

if they have reached it and even how it would feel to have accomplished it (Clutterbuck, 

& David, 2013). In medicine, if the goal is based on how the patient feels, physicians will 

not have a clear idea of how to go about treating them or even if they have been treated. 

In summary, the medical model and the coaching model share the similarities of 

personal relationships, skills of questioning and listening, and learning about the 
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background and history of the coachee/patient. But much of the differences lie in the fact 

that the coach is not problem solving for the coachee, nor do they own the outcome of 

coaching as the physicians do in the medical model. Coaching is not prescriptive nor is it 

about fixing what’s wrong. The ambiguous, unpredictable, non-linear, and chaotic nature 

of coaching leaves room for the physicians to be challenged when they need to step out of 

their physician role and step into the role of a coach. Quite a few participants have 

commented about the lack of training in human interaction, relationships, communication 

and leadership throughout medical school or residency training. One participant even 

stated that the medical education he received, though it was some thirty years ago, was 

shame-based, even with some elements of “bullying”. This participant felt that in general 

physicians tend to be less skilled in communication and the medical training did not teach 

the physicians to feel safe about speaking up even when there were some patient safety 

issues and there is a need to alert the attending physician or the superior for the fear of 

being yelled at. 

Alignment between interaction with patients and interaction with staff. 

Several participants have voiced some critical observation about the physician’s lack of 

alignment between how they treat patients and how they treat the staff. Physicians have 

strong values around respecting and providing the best possible care for the patients and 

yet that is not the carried over when they are interacting with their staff as mentioned in 

the example below: 

How we work together needs to be aligned with how we do what we do with our 

patients. We respect patients and we should respect our staff. We’re professional 

with patients and why aren’t we professional with staff? The more you’re aligned 

with patients and how we manage and govern each other, I think the better 

healthcare we provide, the more efficient we are and within a big organization of 
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health care, a lot of times those things aren’t aligned. We’d never walk into a 

room and be unprofessional to a patient, but we certainly do it with our staff. So 

there has to be this alignment (Phys. A). 

 

In this example, the participant speaks about physicians’ inconsistent behaviors toward 

different stakeholders and their assumption that it is acceptable to do that. The medical 

training that physicians received has given them the perspectives and skills about how to 

interact with patients and yet has not given them sufficient skills on interacting with other 

staff or team members given the fact that most of the patient care is delivered in 

multidisciplinary teams that require strong communication and leadership skills. In 

another example, the participant differentiated two different domains of medicine and 

leadership: 

Some physician or physician leaders might employ certain types of skills or 

positive regard/attitudes with their patients, but they’re not going to do that with 

their colleagues. In fact, I see that all the time. When we talked about earning the 

right to coach, in the medical world it’s earning the trust of the patient. Many 

doctors are good at that. Not all, but many are good at that because that’s part of 

the practice of medicine. The point here is for that physician that skill may carry 

over into that particular physician’s leadership activities. The person may actually 

not exercise those skills when they’re dealing with a subordinate. They’ll be nice 

to patients and they’ll yell at their spouse when they get home, or they’ll berate 

their subordinate for not meeting the volume targets. There’s the idea that there’s 

the medical practice domain and there’s the leadership and coaching domain 

(Phys. I). 

 

Here, the participants asserts that in developing physician leaders it is paramount to make 

that connection of how they show up with patients, how they view them and relate to 

them are valuable resource for them in learning how to connect with and how they show 
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up with their colleagues or in relationships in their personal life. This participant in the 

example above also added that a lot of leadership skills or coaching skills are important 

for any kind of interaction. If they have the skills to employ with patients and if they are 

being effective they can find ways to carry them over to other interactions to point out 

that how they show up in this world does not have to be compartmentalized. This is how 

many participants found the similarities in medicine and coaching when they were 

discussing from the skills and relationship building perspective that a lot of them are 

similar. The summary of medical model and coaching model from the perspective of the 

physician participants are shown in Table 8. 

Table 8 

Participants’ View of the Comparison of the Physician-patient model and the Coach-

coachee model  

Physician-patient model Coach-coachee model 

Providing solution, answer Self-discovery, leaders are free from problem 
solving 

Confined judgment of current state Looking for future growth potential 

Looking for what is wrong Looking for positivity, what is good, and possible 

Physicians have control Coach needs to let go of control 

Physicians are experts Coaches are not necessarily experts 

Process is driven by the physician Process is driven by the coachee 

Mostly linear Ambiguous 

Physicians are driven by the “knowing” Coaching is about “not knowing”: it is open-ended 

Physician leads Coach does not lead, it is a partnership 

Physician is responsible for the outcome Coachee takes the ownership of the outcome 
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Coaching as a leadership skill. Due to the characteristics of coaching approach 

that are related to positive regard and empowerment, coaches’ letting go of control and of 

their own agenda and putting emphasis on service and development of the staff, coaching 

has been regarded as one of the essential leadership skills (Peterson & Hicks, 1996). In 

the chapter for literature review, I discussed how theory and approaches of 

transformational leadership, servant leadership, positive leadership, complexity 

leadership, team leadership align well with coaching approach and mindset. Several 

participants in this study have noted that good leadership is about bringing the full 

potential in people and coaching skills were useful in so many aspects in their leadership 

practice. In the example below, the participant discusses the extensive effect a leader can 

have on others in terms of bringing out the potential in people by changing and creating 

the environment. This concept is quite similar to transformational leadership: 

There’s tremendous opportunity, just tremendous opportunity. It’s so powerful. I 

think we’ve just scratched the surface. I’d be surprised if we were harnessing five 

percent of the potential energy here. We talked about the positive side, whether 

it’s from coaching or otherwise, but when one sees a good leader, you could see 

how enormously beneficial that is and how that does in fact have a multiplier 

effect. It changes the atmosphere, the environment that surrounds that particular 

person. That person actually probably has coaching skills and so the people in that 

inner circle develop their own coaching skills and attitudes, and certainly it can 

diffuse out to at least one more circles. One effective leader has enormous 

Prescriptive, and is about “fixing” Coaching is about learning and developing 

Serving the patients Serving all stakeholders 

Common: relationships, skills of asking and listening 
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leverage (Phys. I). 

 

Another participant stressed the importance of team leadership where there is not always 

a designated leader, but the leadership is taking turns or shared. Coaching and mentoring 

skills are valuable part of building teams, which ultimately brings better patient care. This 

example also touches on the concept of servant leadership, described as “investing in 

others so they become better for the greater good”: 

We’re always working in teams and sometimes you’re leading, sometimes you’re 

following. It depends on a lot of opportunities, but for most part, a servant model-

--and this is something I’m pushing a little bit because it fits more of the time in 

operational stuff we do. It’s good leading and it’s certainly about making your 

team stronger, investing in the individuals so they become better so you can then 

do the greater good, which is taking better care of patients. So mentoring and 

coaching become an important part of how you make your team strong. That begs 

for coaching (Phys. A). 

 

In summary, the coaching philosophy comprising of positive regard for 

empowerment believing that people are capable of figuring out what they want and need 

to do to be more effective, bringing out the full potential in others, self-discovery through 

asking questions and being with silence, letting go of the coach’s agenda to make it all 

about the coachee and their learning and development are all critical perspectives and 

mindset for a leader to have in order to lead through the changes and uncertain future and 

to honor the value of bringing best care for patients into the future. The physician leaders 

need to be more aligned in terms of how they interact with patients and how they interact 

with staff. What acts as a source of limitations in developing physician leaders such as 

years of medical training that emphasized problem solving, need to know the right 
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answer and discomfort with ambiguity are crucial elements to be considered for those in 

health care organization who are charged with leadership development efforts for the 

physicians. 

Coming together. The participants generally agreed that successful coaching 

comes from equal contribution and partnership of the coach and the coachee. What the 

coach brings to coaching involves a particular way of being by incorporating certain 

coaching philosophies mentioned above. From the coach’s perspective, coach’s presence, 

confidence and commitment, credibility of the coach and coach’s self-management were 

mentioned as key components of effective coaching. From the coachee’s perspective, 

commitment and receptivity, understanding the coaching process and their expectations 

of coaching were found to be critical. 

Coach’s presence, confidence, commitment. As it has been mentioned by almost 

all of the participants, the mindset or the philosophy of a coach is unique in a way that 

what coaches do is for the service of the coachee. Then the coaching is not about 

something the coach does to the coachee but it starts with “being present” with the 

coachee (Cox, 2013). In the example below, the participant discusses how a coach 

presents himself with a fine balance of being present just enough to let the coachee know 

that he is there to support and be of service but not to the point that it is about the coach 

taking responsibility of the outcome or makes coaching about the coach’s agenda. The 

coach’s being is an important part of coaching that sets the stage for what the coaching is 

and what the coachee can expect from coaching: 

I guess, at least for me, I'm drawing back on not owning the issue, not owning the 

answer, but really just being present with the individual, letting them know that I 

hear the issue, I hear the question, and then helping them explore how they might 
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resource that, solve that, evaluate that, without necessarily advising. That's hard, 

at least for me. Perhaps other people are better at it (Phys. H). 

 

Another participant stressed the fact that it is really about being and not doing. It 

is about the coach having the genuine interest in the person they are coaching. The 

coachees need to believe that this coaching is about them and how coach demonstrates 

that during their interaction is the beginning of how coachee feels safe to show up as their 

real self to reflect and be self-motivated to change: 

Part of it is the nonverbals: sit down, look them in the eye, smile. Actually don't 

just act interested but really be interested in their lives: 'Tell me about yourself. 

Tell me what you like. Tell me what you're doing. Tell me some of your goals, 

aspirations'; talk about things so that they understand from the beginning that it's 

going to answer the question 'what's in it for me?' From their point of view, 'what's 

in it for me?' is that they're going to get my full attention, we're going to work 

together on them, and I don't have any agenda. (Phys. K). 

 

In this example, the ‘coach’s way of being’ can be demonstrated in the non-verbals such 

as the body posture, the eye movement. The coach’s interest is not only about their work 

but also in their lives, the person, their interest, goals and aspirations. In other words, they 

are interested in the whole being. The coachee needs to believe that at least for that time 

together, they will get the coach’s full attention. This participant also mentioned the value 

of coach being fully present in coaching: 

There is no magic to it. There’s quote that I really like that I’ve tried to live by (I 

don’t always live by it). It was actually a quote from a missionary who was killed 

in Brazil, and one of the quotes from a book I read from him said, “wherever you 

are, be all there.’ So trying to be in the moment, being all there with them: it’s 

what you do with patients when you’re the physician, so they understand you’re 
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not being distracted by all sorts of things, that you’re actually with them in that 

moment (Phys. K). 

 

These two examples above discuss the concept of ‘presence’ in the field of leadership, 

which combines the physical presence and psychological presence (Cox, 2013). Once the 

coachee believes that this is how the coach is approaching this interaction, they become 

empowered. It starts even before any kind of goal-setting or actual coaching inquiries. It 

is just the fact of feeling valued as an individual that someone is investing their time and 

energy for my learning and success in this organization. In the example below, the 

participant shares his experience during the training that struck him about this novel 

approach to leadership, which he has never experienced prior to that day: 

The program made a huge point about being a secure leader, not being a leader 

who feels they're in competition. I think I have been with leaders who maybe felt 

they were in competition with me. I've just never had anybody come to me and 

say, 'Let's maximize your potential. Let's figure out what we can do to really make 

you do great things for the organization and the organization do great things for 

you.' It struck me how sad it was that that has never occurred (Phys. F). 

 

This participant even expressed the sadness of not having had any leader who was 

committed to maximizing potential and success of the people they lead. He stressed the 

importance of leaders’ feeling secure about themselves that they should not think anyone 

they are developing is in competition with them. This level of security may come from 

various sources. The leader may have accomplished professionally enough to be generous 

to the people they lead. The leader may have a worldview that there is enough for 

everyone to be successful at work; the view of “abundance” or “infinite universe”, as was 

mentioned in the previous section. Quite a few participants pointed to the leader’s 
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confidence as a way of being for the leader as coach: 

I think there really has to be a confidence, and obviously that waxes and wanes 

with us. Even in my own life, there are times when I would probably be a better 

coach than at other times, when I'm more thinking about what's going on in my 

life and dealing with my own problems. I think a person has to be comfortable 

with where they are at the moment: they have to have food, water -- all the basic 

needs met -- but be in a good place in their mind where they're really receptive to 

letting someone else do that growth around them (Phys. F). 

 

In this example, the participant expresses that a leader not only needs to have confidence 

but in order to be a confident leader, he needs to have the basic needs met to the point 

that he can be comfortable with himself enough to care for and want things for others. 

Even when this participant looks into himself, there are days when he is thinking about 

his own life, his own problems and that takes him away from being an effective leader. 

This aligns with other studies on leader’s self-confidence and leadership effectiveness 

(McCormick, 2001). Another participant added one more important trait to leader as 

coach, which is the generosity of giving oneself with time and attention with genuine 

interest: 

I think it's important that the coach has a degree of self-confidence that they can 

help and work with the coachee and be a positive influence. Another trait is that 

the coach needs to be genuinely interested in the person with whom they're 

working, and not be regretting or begrudging the time that it takes. We're not 

getting paid for this, so you have to be, say, “This hour I'm delighted and grateful 

that I have the opportunity to share with you and give to you” so you're not 

thinking about the next meeting. Part of it is that you need to be focused and 

generous with your time, as well. It's not a business; you're giving your time and 

your energy to this person for the time you're with them, each time (Phys. B). 
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In other words, the leader as coach needs to find meaning and value in giving time and 

commitment to coaching. Physician leaders are extremely challenged with carving out 

time from their busy schedule to meet with people and give their full attention to have 

people feel valued and cared for and feel that this is not time wasted in any way for these 

leaders.  

Coach’s credibility. The leader as coach needs to be seen as credible by the 

people they coach. In some cases the leader coaches someone they have been working 

with for some time and they already have some trust and credibility in place, while in 

others, they coach people they never met. In all cases, it is crucial that the coachee trusts 

the leader that what they bring is not just a talk but knowing that they are walking the 

talk. Quite a few participants noted that physicians prefer being coached by physicians 

because they feel that their physician peers understand them better: 

I think other physicians are going to respond best to a physician colleague, so I 

think we maybe have a little bit of a leg up in terms of creating that coaching 

relationship. I think it just helps it become a more effective dialogue when you 

have a physician-to-physician coaching relationship. I don’t mean to imply that it 

can’t be or won’t be effective with other disciplines, but maybe it’s more 

credibility, maybe it’s more collegiality. I think it’s just the recognition that ‘here’s 

somebody who understands me the coachee. They understand what it’s like to 

have gone to school for umpteen years, to be on call, to have your life in many 

ways interrupted by the demands of practice. There’s just some built-in credibility 

when you can say this person understands where I’m coming from. (Phys. H). 

 

In this example, the participant sees that the process of being trained as a physician, the 

demands of practice, the continuous life interruptions constitute a unique aspect in the life 

as a physician which contribute to their view of the world, thought processes, decision 
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making and who they have become. The coachee doesn’t feel like she needs to explain to 

the coach all the day-to-day challenges but she knows that the coach understands them. 

This also describes that the physicians have a specific need to be understood for what 

their profession entails because so much of what makes their life, the relationships are 

due to the demands of their job. The peer-to-peer relationship in coaching also helps the 

coachee to have the credibility in the coaching process itself. Coaching is a fairly novel 

concept for this organization and most of the coachees have been identified as high 

potentials by the organization and did not come to coaching engagement voluntarily 

although they all consented to being coached after hearing about it at a high level. For 

them the coach had to explain what coaching is and what the process involves and what 

the coachee can expect from the interaction. During that process just having the coach be 

a peer physician gave the credibility to the coachee. 

I think the key piece is that they come into it and think, ‘This is bunch of 

malarkey, but it must be okay because there’s a physician leader and I know him 

or her and she seems to be good’, whereas if you bring an outside person in, a 

non-physician, I think it would be less accepted. So I think it’s the acceptance, not 

the skills set that the physician brings (Phys. L). 

 

This example is a testament to what brings credibility in coaching. It is essential that the 

coachee trusts the process of coaching and the evidence behind it but at times the 

credibility of the coach plays a bigger role in how the coachee receives the coaching. 

Coaching process is very relational and this perception for the coachee further highlights 

the coaching philosophy that the coach brings into these relationships. The philosophies 

and the coaching mindset the coach assumes are what engender the trust and credibility 

that is essential in successful coaching interaction. 
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In building trust, the coachee needs to know that the coach will do their due 

diligence to self manage themselves to put all the biases, pre-conceived notion and 

judgment aside (Kemp, 2008). This was especially difficult for the leaders who coached 

someone they worked with on a regular basis because the leader as coaches knew the 

history behind the coachee. This participant brings up the topic of bracketing as a coach: 

You really try to become as objective and as open to whatever point is being 

discussed, even though for all of us, of course, all of our prior experiences and 

perspectives and biases impact how we approach any conversation we’re having 

with a colleague. But to the extent that you can be very objective and not let those 

prior ideas impact on the challenges that you might be able to have or bring 

forward for your colleague is probably the key issue (Phys. J). 

 

Coach’s self-management. There are challenges with being objective and open in 

coaching someone the coach works closely with because the coach may either be too 

invested in the coachee or knows too well what the current issues are and will need to 

exercise significant amount of self management to stay curious and open during the 

coaching conversation for the learning of the coachee. At the same time, there are 

challenges in coaching someone who the coach does not know well, or who comes from a 

very different background or someone whose work is very different from what the coach 

does: 

Again, people come at this with a whole different –their background are 

shockingly different. I think that’s relevant in trying to figure out where we’re 

going with this. It helps me to understand what people do, because in this 

organization there must be 3,000 different jobs, and obviously only the individual 

can identify what they need to get where they’re going; I can’t identify that. But at 

least just having some understanding of how they got into the room in the first 

place to sit down and talk some is very helpful. I am also coaching a member of 
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the African Descendant Employee Resource Group. That’s an individual who has 

a very, very different background from mine, except for being poor. Being black 

in this community, the whole issue of being recruited to this community in the 

first place and the things that bring people, but then once they’re here, 

maneuvering our massive system. I’m just beginning to understand that now. I 

wouldn’t be providing solutions because I wouldn’t have a clue what the solutions 

are for someone whose whole life experience leading up to the meeting is totally 

different. We’re not even in the same universe (Phys. C). 

 

Here, the participant shares about his experience of coaching someone in the 

organization whom he cannot identify with because their job is so different or they come 

from vastly different backgrounds. As mentioned earlier about the ambiguous nature of 

coaching, the coach does not have to fully understand what the coachee is experiencing 

nor do they have to be living the experiences the coachee is having to be able to coach. 

The coach has a full belief that the coachee is capable of generating their own solution 

and the coach is there to partner with them to guide them through the process of learning. 

In order for the coach to self-manage their own biases and pre-conceived notions, 

they should be self-aware. One participant stressed that coach’s self-awareness is the 

foundation of a positive coaching behavior. A coach cannot manage something that he is 

not aware. That way, the coach is not making it about herself but about the coachee, 

which takes us back to the coaching philosophy: 

The elements are sense of self, and you have to be a pretty strong person to be 

able to subordinate yourself. If you’re a little weaker person and not as secure, 

you don’t know yourself as well, then one can fall into the trap of making it about 

the coach (Phys. I).  

 

In this example, the participant uses the term ‘subordinate yourself’, which is a similar 
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concept to suspending judgment. He also makes the connection between coach being 

secure and not making the coaching about the coach. That enables the coach to fully be 

present for the service of the coachee and their growth, learning and effectiveness.  

Coachee’s commitment /receptivity. In this program, coachees got involved in 

coaching for various reasons: leadership development as a high potential, transitioning 

into a new role, for behavioral issues that came up from some performance evaluations 

etc. Regardless of how they came to be involved, gaining coachee’s commitment and 

receptivity to coaching was vital and it starts with getting the buy-in from the coachee. 

Because coaching is not a widely used concept in this organization, people either do not 

understand exactly what it is, or think they know what it is but assume something similar 

to advice giving or even corrective action. One participant wanted to “enroll” other junior 

physicians into coaching but was faced with some reluctance due to their perception that 

coaching is what someone gets when they did something wrong. Another participant 

commented on the importance of how the organization presents coaching to employees: 

I don’t know how you get the docs to buy into it. I think having some experience 

in it, stressing the philosophy. Probably one of the most important things is just 

keeping it out in front of people that coaching is important, having role models of 

people who do it successfully, having a little buzz about what it is and that it’s 

going on. Most people probably don’t know about it. It’s a big organization (Phys. 

K). 

 

This participant stresses the value of “creating the buzz” about coaching and letting it be 

known. Creating coaching culture has been an institutional strategy for this organization 

and this example demonstrates that through leadership communication, training, or 

various programs, the employees can hear about it, understand the value of it and what it 



 

	   	   	  

117	  

means for them in order to fully engage in the process. Another participant felt that 

people who understand coaching are open to being coached and he has noticed that 

people are much more apt to accept coaching if it is done by peer physicians (Phys. L). 

Another participant felt that in order to generate the buy-in from the coachee, the leader 

as coach themselves should believe that coaching has credibility, and knows that this is 

the right thing to do and be committed: 

If as a leader you come across as ‘this is just something we were told we have to 

do’, that would be incredibly damning, so you look at the other side of it and you 

become a cheerleader for it by saying, ‘This is important. This will really help you 

and I’m not here to do these three things; I’m here to help you think through 

problems and then you’re going to be a leader. You’re going to be a coach.’ That’s 

what I’ve told people, and I think that couldn’t be more important. Without that 

perspective, I’m not even sure how you could be a coach (Phys. L). 

 

In this example, the participant pointed out two important elements of gaining 

commitment from the coachee; The coach being the champion of coaching process and 

being the champion of the coachee for their future development outcomes. The coach has 

a role at the start of coaching engagement in the process of enrolling in an informal 

coaching engagement where the coach finds an opportunity to engage in coaching and 

invites the coachee in a coaching like conversation or even in a formal coaching 

engagement where coachee has been “matched” by HR staff, coach’s affirmation about 

process and outcome of coaching is vital. 

Coachee’s understanding and expectation of the coaching process. One way to 

get buy-in and commitment from the coachee is to be really clear about what to expect 

from the coaching engagement. One participant noted that the coach needs to be 

respectful of the coachee by being transparent and honest about why they are being 
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coached, if the coachee himself did not seek it out: 

I would be transparent and honest about it. ‘We know you’re into this leadership 

position. This is different in some respects from what we do, and oftentimes 

physicians in general don’t have these skills, so as you go into this leadership 

position, we want to assist you in this to the best of our ability, and this is one of 

those things that we know is very helpful. It may be uncomfortable initially but 

we’ve found it to be most helpful. This is just part of your job. You’re expected to 

be coached (Phys. F). 

 

If a coaching engagement has been initiated by the HR staff for newly appointed leaders 

or leaders in the talent succession pool, it will be the job of the HR staff and the coach to 

make it really clear to the coachee why they are being coached. In this example above, 

the participant touches on the organizational expectation for these leaders to engage in 

coaching as part of the leadership onboarding process. Another participants stated that the 

coaching setting is important. The organization can make coaching to be a standardized 

process for leadership development but the coachees should never feel that they were 

forced into coaching: 

Both the coach and the person being coached have to have a willingness to 

interact to start with. That’s first thing. What I’m thinking of is if one of the two 

parties, but particularly the person being coached, really doesn’t want to be there 

or doesn’t even know why she or he is there, that’s probably not going to be a 

successful interaction. If someone is there because if they’re not there they’re 

going to be punished, just like in the real world sometimes people got to an 

alcohol education class and that was so they’ll get out of their ticket. So it 

depends on the setting. If it’s a positive setting, that’s helpful (Phys. I). 

 

When the coaching is not initiated by the coachee, it is critical that the coachee needs to 

know why they are called to be coached and the intention behind the coaching should not 
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be negative if the coach wants coachee’s commitment. The essence of coaching is 

learning and development and not being punitive or disciplinary (Gilley, Gilley, & 

Kouider, 2010). In this participant’s example, he underlines the positive setting as a 

notable motivator to the coachee.  

Coach-coachee relationship. Whatever comes out of coaching is product of a 

coaching partnership. It is based on mutual trust, and honesty. The coachee needs to feel 

psychologically safe to be vulnerable, to explore, and risk failure when trying out new 

behaviors and to reflect on them. Several participants mentioned the coaching 

relationship to be different from any other kind of relationship with colleagues: 

What also certainly needs to work is that both need to bring energy, time, desire to 

really make it work, and certainly the desire to be very open. Going along with 

that mutual trust and mutual respect, both need to really be willing to share ideas 

and thoughts that they might otherwise not with a colleague, just because it is 

more a special interaction and relationship (Phys. J). 

 

In this example, the participant stresses that both the coach and the coachee need to be 

committed not only with their resources of time and energy but with the way of being 

such as openness, trust and respect. Quite a few participants highlighted confidentiality as 

a crucial component of coaching relationships and being explicit about confidentiality in 

the beginning of the coaching relationship valuable in setting the stage: 

Then of course when the talent comes in, the talent knows I’m not competing with 

them. Why would I be spending an hour over and over and over unless I’m 

honestly engaged in their professional development? It would seem to be self-

evident. I’m even surprised. I don’t think very much effort has to be spent in 

coaching other than maybe just some of the cursory things: everything is 

confidential; nothing leaves the room. Even that should be pretty evident, and I 
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don’t feel that I need to spend very much time. I think the coachee should figure 

out that I’m there to make them better—they’re making it better (Phys. C). 

 

In this example, the participant discusses the element of confidentiality, and coachee’s 

trusting the positive intent of the coach that coaching is all about the coachee and having 

them become better in what they do. One participant found it helpful, especially when the 

coaching has been initiated by HR, to put it out there from the very beginning that there 

isn’t any question of reporting to HR, to the leaders, or coaches taking notes and taking it 

to upper level management. He stressed that the coach needs to make it absolutely clear 

that the role as a coach, there is no report nor recording and everything is between the 

two and nothing is shared beyond that. Another participant used the term, ‘safe zone’: 

You have to develop that trusting relationship and what I’ll call a safe zone, where 

the coachees can bring up issues of concern to them and where you’re really 

going to give them the time they need and you’re going to set things aside. You’re 

not going to be on your iPhone or your iPad while you’re having a discussion so 

that you’re really with them, so they know that they’re the only thing right now. 

That’s important and your job is to convey that to them (Phys. D). 

 

No matter how much good intention the coach brings to coaching and focuses on the 

coachee by being present with them, creating safe space, or building and maintaining 

partnership may be very difficult in a culture of hierarchy in organization if the coach 

holds a position that is higher than the coachee, or if they are in a direct reporting 

relationship, or if the coach is a physician leader and the coachee is a non-physician in a 

more traditional cultural environment. The example below highlights some of these 

challenges: 

In our department there is a hierarchy. Even you tell someone that it’s a 



 

	   	   	  

121	  

partnership, that’s a tough sell around here, particularly because most of the staff 

have been here ten years or more. They are not new to organization. They know 

that there is the voting staff and the consultant staff and the leadership and that 

makes it a problem. One of my coachee is a surgeon and is an associate chair of 

education. It works well because that sense of “equal” is there. But if you pair me 

up with someone from administration, nursing supervisor or a researcher in 

science and I think you walk in and there is a lot of institutional baggage that 

makes it very hard for it to be a partnership (Phys.C). 

 

This participant brings up an important point about challenges in coaching being a perfect 

partnership through internal leadership coaching programs due to inherent hierarchy in 

the organization. This has some significant implications for HR professionals that in 

order to build a culture of informal learning through coaching and mentoring, the 

organization needs to overcome the barrier of hierarchy that clearly governs people’s 

interaction and their sense of psychological safety. One participant, who was a flight 

surgeon with the U.S. Air Force with NASA made an analogy of aviation and Crew 

Resources Management (CRM) to healthcare team effectiveness: 

It was just a matter of letting go, and suddenly all the burdens of being the only 

guy responsible in making decisions were lessened by having this team of people 

working with you and coordinating and you’re developing this relationship with 

them, and suddenly they’re contributing, and so that’s what I personally found, 

how wonderful it is, when maybe early in my career, it would have been 

threatening to have one of the nurse anesthetist say, “Did you think about this?” 

And I’d go, “Holy mackerel!” It happened so many times and I really am 

appreciative. I really feel once I’ve given them part of the helm, and they’re flying 

part of the plane, it’s just been wonderful. I’ve really enjoyed the benefits of that. 

I’ve seen that snowballing of the relationship and the trust, and suddenly they are 

willing to challenge me on anything and everything, and I love it. It’s made my 
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life easier, and it’s certainly better for the patients (Phys. E). 

 

This example portrays how psychological safety in healthcare enables better patient care 

through effective team communication. And yet due to hierarchy, relationship and trust 

between different disciplines or between physicians and other clinical staff have been 

compromised. Another physician leader participant stressed the importance of 

relationship between a physician and a patient. What makes patients come back to this 

institution is the relationship: 

Therefore, again, aligning the patient and the staff, we’re people taking care of 

people. That’s all we are. We talk; we impart knowledge. We don’t make 

anything, nothing rolls off the assembly line, so the relationship becomes 

important, the relationship with people. Why do people come back to this 

institution? They have relationship with the institution and their doctors. They 

trust the relationship and they trust the people. They feel this institution cares 

about them and that’s where they go (Phys. A). 

 

Relationship in healthcare is not only important for colleagues and teams but it is what 

makes patients come back because they have the relationship with their care provider. In 

this example the nature of service healthcare provides is all based on communication and 

trust, and everything physicians do is based on relationships. Looking through this 

perspective, for physician leaders, building a trusting working environment should be 

essential part of their leadership capabilities and yet for many they found this to be not 

intuitive. This participant gave a perfect summary of what relationship means for leaders 

in healthcare: 

You have to have a leader that understands that health care is about people. It’s 

about relationships, and it’s about caring for people and supporting them. If you 
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use that alignment model, then we should be caring for and supporting our team 

members because ultimately the strongest team gives the best care; so it all fits, 

it’s all a circle.-----You have to be visible in health care as a leader. Your team has 

to see you. People want to see you. You have to be in the trenches with people, 

understanding. It all goes back to relationships (Phys. A). 

 

One participant found that using coaching method helps break down the power distance 

in organization. He explained that when a leader gives direction, or states an opinion, that 

shuts people down, because they think he or she has already decided that’s what they’re 

doing. So instead of stating the leader’s opinion, the leader can ask questions and then 

listen after the questions rather than stating the opinion. He feels that the coaching skills 

make leaders more thoughtful and brings down the hierarchy. When the participants were 

asked how the leader as coach could effectively build that level of trusting relationship, 

many participants stated that it was not difficult nor did it take a long time. 

Coaching engagement can be initiated on several different occasions. The leader 

as coach can coach their staff in an informal setting or in regular one-on-one meetings. 

And then there are the formal engagements that are initiated by HR staff by matching the 

leader as coach with the potential coachee. In most cases of the latter, the coach and the 

coachee have not met each other and somehow should find a way to build a trusting 

relationship, which is one of the important components of coaching skills. In the first 

example below, the participants discusses a case in that the coach and the coachee knew 

each other as colleagues: 

I don’t think there is a magical switch. For the first one where he and I knew each 

other as colleagues who could handle sensitive information very well and knew 

each other from complex clinical situation and education situations and so on, 

there it was actually quite easy. After the first hour and a half meeting it just 
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confirmed what he and I knew for fifteen years, which is we got along great and 

had a high level of respect for each other, and trust as well as that there wasn’t 

anything that was going to go outside these meetings. He could feel free to share 

anything with me (Phys. J).  

 

In another example where the coach did not know the coachee prior to coaching, the 

participant felt the relationship builds over time and requires continuous calibration of the 

coachee’s perception of how the coaching is going: 

I don’t think it has to take an incredibly long time. I do think that it grows over 

time, and like all relationships, sometimes everything is meshing really nicely, 

and then sometimes you have to step back and regroup a little bit about where 

they are, what they are feeling, and what do we need to do differently (Phys. H). 

 

One participant highlighted “authenticity” as critical in building relationships and making 

people comfortable while another noted the role of body language in communicating the 

coach’s positive intention and how people pick it up instantly from their interaction. What 

determines how fast the trust forms relies on how the two sides perceive each other. That 

is why it varies from case to case, as one participant states: 

What’s actually fascinating is I think it’s possible to do it in ten minutes. 

Sometimes it can happen over time, sometimes it can happen over a very short 

period of time, and it’s the interaction. It’s the language. It’s not what you say. It’s 

how you say it. It’s the body language. If the other person knows or senses that 

you’re there in a very positive way, not judging, no criticizing, you want what’s 

best for the other person- and this is all part of the coaching training-that can 

become apparent within seconds or minutes. That’s happened (Phys. I). 

 

This participant refers to people’s ability to sense using their intuition whether to trust 

someone or not. When the coach shows up in coaching with all positive intent that guides 
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his behavior or way of being that is demonstrated through their body language the 

coachee can easily pick it up to determine if the trusting relationship is there or not. This 

came up again in another interview: 

It’s everything from body language to shaking their hand to eye contact. People 

can read if you’re genuinely interested in them, in subtle clues with eye contact 

and body language and tone of voice, and if you’re interested in them, so need to 

make it a safe harbor for them. That’s part of it. You can explain that, but 

particularly if they’re someone you don’t know---this one person I’ve coached, 

we’ve known each other for twenty years, so he came in with an opinion of me. I 

don’t think he’d have agreed to the relationship if it weren’t a trusting 

relationship. But for new coachee where there is not a pre-existing relationship, 

then it’s your action over time, too. No matter what you say and how genuine you 

might appear in that hour together, if you’re doing something different than 

you’re saying then trust isn’t going to be there (Phys. B). 

 

Once the relationship is in place the coaching can really take off because as one 

participant put it, the coaching becomes very powerful because there is so much less 

resistance. Another participant used a metaphor of a dance: 

This was so different. It was listening, but it was dancing with them. It was 

sharing, and me not having to lead (Phys. F). 

 

According to the example above, in a perfect partnership, the coaching conversation is 

like a dance where there is not one person leading another following, but coming together 

and co-creating something together that they would not have without that partnership. 

The coachee’s trust in the coach and the coaching relationship was not the only kind of 

trust that emerged from the interview. There was also the mention of coachee’s trust in 

the coaching process and they need or know they can benefit from having a coach. 
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Coaching processes . Many participants have found that as their coaching 

experiences and encounters have accumulated they were coming up with their own 

coaching processes and methods that they found to be more effective. There are some 

methods and coaching skills that coaching training provided but as they were engaging 

with different coachees in different situations, they were finding that coaching should be 

tailored to meet the different context and individual needs. From the interview data I was 

able to collect several themes that would give description of some effective processes that 

the coaches learned. 

Orienting: Formal vs. informal. Originally the physician leaders who were 

chosen from the institution to be involved in the coaching training program were 

identified to serve as potential internal leadership coaches for the organization. They were 

selected based on their leadership experience, credibility, interest, and some level of 

commitment to serve as internal coaches. After the training they were all matched with 

coachees for formal coaching engagements but many of them found coaching to be 

powerful in their everyday interaction with others and some of them have invited the 

junior staff with whom they worked together to be their coachee when they saw the 

opportunity for learning and development. Some participants stuck mostly to the formal 

coaching engagements that have been assigned to them by HR staff and some have been 

able to reach out to the others in their daily working interaction to enroll them in 

coaching. The participant’s comment below points to an example of a leader seizing the 

opportunity to coach in their day-to-day leadership role: 

What has worked for me is as I’m interacting with colleagues in my chair role, I 

realized or observed scenarios in which a colleague might benefit from having 

this more detailed long-term coaching experience as opposed to just a research 
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mentor or a career direction mentor or whatever the case might be. There are so 

many opportunities that become clear in that type of setting that you can really 

make use of it (Phys. J). 

 

In this example, the leader as coach who understands and sees what a coaching 

opportunity looks like enrolled people in coaching by asking the colleague if that is 

something they would be interested in doing. The concept of coaching is still new and 

evolving in this organization and for many coaches they found a strong need to explain or 

have the coachees understand what coaching is and what they can get from it so that the 

coachee does not come to coaching thinking they must have done something wrong or 

come with an expectation that they will get some tips and advice of what to do. 

Participants found the importance of informing the coachee on the intention and the 

process fro the beginning: 

The first time I did it (coaching) here, the person didn’t know what this was 

about. There were no ground rules. He didn’t really understand what I was 

supposed to do or what he was supposed to do. Then I realized you’ve got to tell 

people. You tell them, ‘I am not here to tell you what to do’. I actually give them a 

little lecture on the difference between coaching, mentoring and directing and I 

say, ‘This is coaching. I don’t need to know anything about your lab or your 

department or anything else. This is helping you come to decisions. I’m just the 

facilitator to you for thinking out loud’. People like that (Phys. L). 

 

In this example, the participant recognizes that the coach needs to take the lead in setting 

the ‘ground rules’ in coaching. Coaching can only be successful when the two people 

have a clear idea of what to expect from each other and from the process, there needs to 

be some form of mutual understanding between them (Peltier, 2001). Participants felt that 

once coachees understand what they are really doing they become appreciative of the 
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opportunity. That is why doing the groundwork for people to understand that it’s a 

development opportunity is important and then they are very interested in capitalizing on 

that opportunity. Coaching can happen in an informal, one-time dialogue for few minutes 

or in an ongoing formal engagement or during a performance review. One participant 

indicated that if it’s a short informal meeting and the coach is having a “coaching-like 

conversation” by asking a few questions, then setting the groundwork might not be 

needed. However if it is a formal coaching in an ongoing relationship, there is a danger 

for a miscommunication if the person sitting in the opposite side doesn’t know if they are 

being coached and is wondering ‘Why are you saying that? Why are you asking me all 

this?’ Another participant felt that even in informal coaching situation it is helpful to 

clarify what it is that the coach is doing to set the tone for the conversation but the coach 

may not necessarily call it coaching: 

And in informal situation, because it’s informal it might be unclear whether in fact 

there’s coaching going on or not, and if the parties aren’t clear it may not be as 

effective as it can be. What I was saying is in an informal situation, you might call 

it coaching but you might call it not coaching; call it mentoring or call it teaching 

(Phys. I). 

 

As this example indicates, there is not a clear distinction between a coaching 

conversation and having other spontaneous, casual developmental conversations. In a 

formal situation, the coach or the HR staff may frame it as a coaching engagement and 

that will set the stage for what both sides can expect. One participant used the term, 

‘mini-coaching’ referring to the informal episodes when the coach stops and talks to a 

person and asks, “How’re you doing? How’re you getting along? Is that working? Not 

working? What can I do for you?” The coach can build these mini-coaching episodes 
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with the whole team day in and day out and that builds trust and connection. Expanding 

on the concept of informal coaching or those casual encounters a coach may have in their 

daily interaction with the colleagues, one participant felt that in an informal setting, he 

feels more natural where people may not even know that they are being coached. It’s just 

building relationships with people and the coach can use coaching skills as the coach 

builds relationships with the coachee. In the example below, the participant shares his 

experience of engaging in an informal coaching with people external to the organization 

that he is a leader of and explains his way of approaching an individual and sets the 

expectations of coaching: 

I go to board members (of an academic society) or I go to younger people who 

need help and I say, ‘Would you like to talk through some of this in a couple of 

sessions, just to really help you understand, get your thinking straight about how 

you might be able to be more effective in your role?’ and almost always they will 

say yes. And then I explain, ‘But we’re not here for me to tell you what to do. 

This is for you to think through how you could be a better board member or how 

you could be a more effective academy member.’ Young people love that, so they 

say yes. We set a time, we’ll sit down, ‘How’s it going? Are you thinking through 

things? What did you do about that? And I think they appreciate it (Phys. L). 

 

Currently in this organization there are only limited number of internal coaches 

who are involved in executive coaching or leadership coaching. Due to limited bandwidth 

of these leadership coaches, HR has some criteria of who are eligible to receive coaching. 

Formal coaching engagements initiated by HR focus on people in the talent succession 

pool who are mostly high potentials. One participant was concerned about an unintended 

message that could be sent to those who have not been tapped for coaching even though 

the individuals above certain level can request coaching themselves.  
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Defining the topic/goal. Most coaching engagements start with a coaching topic 

whether they are leadership skills, career advancement, stress management or 

communication followed by formulating some goals to work on (David, Megginson, & 

Congleton, 2013). Once they have some goals in place they can work on crafting some 

challenging action items while building self-awareness and self-learning: 

The benefits of coaching to the coachee in terms of his or her personal and 

professional development is to have an opportunity to analyze, think through, 

discuss development issues. What is it career-wise or skill-wise that an individual 

would like to focus on? What goal would they create for themselves? Then I think 

the role of the coach is to help someone talk through that goal-setting and then 

more importantly to talk through what the plan is and what the timeline is to 

achieve those goals (Phys. H). 

 

In this example the participant outlines the whole process of coaching as goal setting for 

development and then thinking through the plans to get there. This makes sense when the 

coachee has a fairly good idea of what it is that they want to work on: 

The ones that worked best were ones that came prepared with ‘this is what I’d like 

to work on’ or ‘these are the questions I have or ‘here’s the problem I’m dealing 

with’. The ones that didn’t start as easily were ones where, ‘I’m a new chair. 

Coach me.’ It was a transition but it wasn’t focused as ‘here is what I’m dealing 

with’ kind of thing (Phys. B). 

 

In both examples presented above, the participants stated that the coaching becomes 

easier and effective when the coach can guide the coachee through the process of 

clarifying coaching goals and when the coachees have a clear idea what it is that they 

want to work on rather than coming to coaching with only a vague topic. 

Using coaching skills. During the two day coaching training, the participants 
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were trained in coaching skills such as questioning, listening, discovering the strengths, 

having great expectations, confrontation and accountability. Many participants perceived 

coaching skills as not being unique to coaching but more relevant to leadership skills in 

general: 

In terms of coaching skills, some of the skills that I would think about would be 

the sense of self as the coach; that you have to have self-awareness, the positive 

regard for the other party. And the skills in terms of asking questions, probing, 

active listening, developing the partnership, so those skills clearly carry over. 

They’re almost generic leadership, good relational skills (Phys. I). 

 

This participant has provided what seems to be a clear outline of the coaching skills. 

Coach’s self-awareness is about their own view of the world, their own biases, 

experiences, confidence and self-esteem (Cox, 2013). Coach’s positive regard towards 

the coachee is the core of coaching philosophy of believing that the coachee has the full 

potential to learn and change. The coaching training has enabled the leader as coach to 

differentiate between coaching and other directive development approach such as 

directing, mentoring and advising, by teaching them the concept of open-ended inquiry; 

asking what is called the powerful questions for self-reflection and discovery and then 

engaging in active listening for what they are saying and then asking further probing 

questions.  

All of the participants felt that being able to ask questions and leaving it truly 

open ended for the coachee to come up with answers has been one of the biggest take-

aways from the training and at the same time one of the hardest to do, especially as a 

physician who were trained “to know”. Yet some participant felt that asking open ended 

questions is something the physicians do all the time, but the questions are focused on 
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more simple symptom-based issues allowing the patient to expand on the symptom in a 

way that both can understand. Another skill that participants felt valuable in coaching was 

the listening skill: 

That was my biggest one, and not trying to solve the problem for them. I need to 

listen and listen carefully, listen to what they’re saying, or where there’s 

something that doesn’t match with either what they are doing or what they said 

before and to politely challenge them a bit and try to find out more about it (Phys. 

F).   

 

Here, the participant is addressing the skill of listening in coaching. The coach is being 

deliberate about listening for something specific, which is inconsistency, and then the 

coach is challenging the coachee based on what he heard. So the coach engages in active 

listening and then takes action as a coach based on what he heard. One participant 

stressed that if both parties know clearly that it is a formal coaching engagement then the 

coach can employ the coaching skills and it will be received well with the coachee. But if 

it is not a formal coaching relationship, then a leader can incorporate coaching skills of 

listening, advising, putting the person first, challenging, probing, asking good questions, 

and looking for intermediate goals or commitment from the other person into a informal 

conversation. Another participant gave an example of how he uses coaching skills at 

home with his teenage children. 

There were three of us in the room, so my approach was, ‘Son, what do you think 

he’s going to ask you? How would you respond to that if he asked you that?’ and I 

think that was actually more comfortable for him. So it (learning coaching) has 

changes my life at home with my teenagers and I think I’m more inclined now 

even in non-formal coaching situation to ask questions and see if someone can 

discover themselves (Phys. B). 
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Coaching skills such as asking questions, listening, and acknowledging are skills that can 

be used as generic leadership and interpersonal skills. Many participants claim that the 

coaching skills are useful not only in a coaching environment but in communicating with 

patients and with others in personal realm. 

Sharing insights. The Leader as Coach training described the process of self-

awareness, self-discovery and self-learning as key component of coaching. This approach 

opened the door for the leaders as coaches to explore type of interaction that is very 

different from what they are used in medical training which is providing treatment 

options to the patients as professionals and knowledge experts. However, many 

participants who are experienced leaders in this institution did find at times that the 

coachees ask for some tips or advice or ‘words of wisdom’ from the coach. Then the 

coach will make it explicit to the coachees that they are advising or sharing insights 

because they know that they have the ‘permission from the coachee’ to do so and they are 

not doing it because of their assumption that their way is the best way.  

Implementing action and follow up. Most coaching sessions are on-going sessions 

that build on the previous session. There is usually enough time in between the sessions 

for the coachees to reflect on or experiment with new behaviors that they discussed 

during the previous session. Some participants found that being deliberate about agreeing 

on an actionable item as “homework” to the coachee at the end of the coaching session 

and following up with them during the next session was helpful for the coachee’s 

learning: 

The coach should know exactly what was mutually agreed upon for moving 

forward so that probing questions can follow, saying, ‘Last time we mentioned that 

you were going to collect your team and talk about the next step to your goal. 
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What have you done in the interim time, and what next steps do you plan?’ and 

opening it that way. Otherwise, you lose a lot from session to session, plus it 

demonstrates to the coachee that you’re really engaged in the process, that you’re 

doing your homework as a coach (Phys. C). 

 

This participant also noted that he would prefer something to occur between the meetings 

so that they will have something to discuss and reflect on every time they meet. He felt 

that it would be a waste of time if nothing has happened for them to discuss. He usually 

gives an assignment and when they meet the coachee has something to report on.  

Logistics. The health care institution that the study was done at has clinics and 

hospitals in various locations throughout the United States. Usually, coaching meetings 

are held locally where the coach and the coachee can meet face to face because most 

coachees do prefer to meet face to face. However, when there are not enough coaches in 

certain regions, the coach needs to connect via phone or by using some other type of 

technology. In the example below, a participant stresses the value of face-to-face 

interactions in developing relationships: 

One thing that’s important to me is that you have to meet in person. Everybody is 

so busy today. We’re using technology, whether it’s email, texting, Facebook, 

social blogs. All that can be complementary. What I do, one of my styles is if 

there is a critical issue, or if somebody sends me an email that sounds contentious, 

I don’t respond to the email; I call them or go find them and say, ‘This is how I’m 

interpreting this. Is that what you really mean?’ Many times it’s not. That’s the 

approach I take with something like that. I think you have to have touchpoints. It 

has to be in person, from time to time, I feel to truly develop that trusting 

relationship (Phys. D). 

 

This participant feels that his best way is to coach someone face-to-face and other 
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technology can be complementary. However, when there are some issues that are 

controversial or sensitive, he would rather check in at least via phone and hear from them 

directly. He also values face-to-face touchpoints if they have not connected for a while 

due to busy schedule.  

Coaching challenges. All of the participants fully believe that coaching is crucial 

for developing future leaders in this organization and they all see the value of physician 

leaders interacting with the staff using coaching approach for generating learning and 

solutions and for professional development. However, using coaching in organizations 

comes with certain challenges to overcome. These challenges can be summarized as lack 

of time, coachee’s expectation of wanting instant results, coach’s having hard time letting 

go of control, difficulty in opening up for both the coach and the coachee, negative 

perception of coaching, and for leadership coaching, it is hard to get people to want to 

become leaders in the first place.  

Time. When the participants were asked what were some main challenges for 

them regarding coaching, the overwhelming response was ‘time’.  Physicians are pressed 

for time more than ever due to increased patient volume and increased administrative 

responsibilities. Setting aside separate time was found to be challenging for both coach 

and the coachee. With the changes in health care policy and changes with reimbursement, 

the physicians are asked to see more patients and their calendars have become so much 

busier with less protected time to do administrative work. On top of that the pressures of 

clinical research and education get in the way of development and many coaches find 

their coaching appointments being rescheduled. This participant’s comment below refers 

to an on-going coaching engagements a luxury for physicians: 

The challenge is not so much in identifying ‘Oh, this is a coaching opportunity’, 
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especially after training, you do see the world a little bit through different lenses. 

But it’s finding the time or the technique: either the time to do it effectively or the 

technique to do it effectively in limited time. If you have a formal coaching 

engagement with someone, and you’re sitting down with them for a half-hour, an 

hour, and you’re going to be doing that on an ongoing basis over several months, 

in so many ways that’s a luxury, certainly in health care, to have that dedicated 

time to really dig deep into the issues (Phys. H). 

 

One participant when asked about the challenges of time, responded that it is true that 

they are pressed for time, but coaching is what you need because you have so much to do 

in so little time: 

I would say, you don’t have time not to do this, because this has the potential to 

give you the skills to start asking yourself what you can cut out and what you 

can’t cut out. We’re going to be pressed and pressed in medicine for years to come 

and I think it’s only going to get worse. The biggest thing is time. But I think by 

going through the coaching process, you start asking yourself some very 

intriguing and powerful questions concerning your own situation (Phys. F). 

 

This example provides justification of coaching despite the time pressure many 

physicians experience currently. Coaching offers the ability to prioritize and get clarity on 

how they can proactively manage time and be strategic about how they utilize what is 

such a limited resource for these physicians. This participant also added that he would not 

argue that coaching does take time but coaching that is done poorly takes more time. The 

coaches need to learn to coach in a way that satisfies the needs of the coachee in a fashion 

that actually gets the results.  

Coaches: Being directive and controlling. Another challenge that many 

participants addressed is the coaches themselves because they have hard time letting go 
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of control and their tendency to be too directive. Physicians have been trained and 

rewarded for problem solving skills; seeing what’s wrong and quickly coming up with 

treatment plans. In a clinical setting, they have to have control. But in coaching, the 

coach needs to let go of the need to solve problems quickly. 

The goals of the coaching is to talk through things so that the coachee comes up 

with the solution him or herself, and oftentimes that’s going to be far better 

solution than the one that you immediately were considering. That ties into this 

open-ended question and redirecting too soon, similar to what you might do with 

your patient, and then risk not coming up with the right answer in terms of 

diagnosis because you were far too directive and got your mind on a specific 

diagnosis too quickly (Phys. J). 

 

Here the physician leader uses the example of patient interaction where a physician is too 

quick in decision-making and as a consequence, risks not coming up with the right 

answer. Another participant noted that a lot of physicians have hard time coaching 

because they have the fear of losing control, or cannot put away their ego and that is why 

there is the gap between knowing how to coach and practicing what they know. One 

participant suggested making these points explicit when training leaders in coaching 

skills: 

(When we’re training physicians to be coaches), maybe it’s as simple as calling it 

just like that, right up front. ‘Hey, if your motivation here is to look smart and be 

right, that’s not what coaching is about. It’s about listening. It’s about asking some 

strong questions. It’s very different, and I think that’s why, with physicians 

becoming coaches, our biggest stumbling block may be ourselves and our own 

egos, because we’ve been rewarded for that (Phys. F). 

 

In this example, the participant names the coach’s need to look smart and to be right as 
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biggest stumbling blocks in coaching. Another participant stressed that the coach’s 

confidence is truly important so that the coach can let go of his or her own need to prove 

themselves and focus on the learning of the coachee. Overall the participants clearly 

understood the philosophy behind coaching practice and agree that it is different and 

more effective, but find it hard to actually practice them because of old habits they have 

built for so long. One participant stated that even though he completely gets it, actually 

practicing is different because it is easy to fall into old ways of thinking and doing, which 

is giving advice. He raises an important point about knowledge acquisition and 

transferring learning in organizations. Due to the vastly different worldview the coaching 

skills call for, the coaching trainings in organizations need to include how the coach 

views the world, people, performance, and leadership, making the coaching mindset more 

explicit in training (Wilson & Gislason, 2010). 

Coachee’s expectations. What the coachee expects from coaching is identified as 

source of challenge for effective coaching in various ways. When coachee is not well 

informed about the coaching process the coachee might want some instant results rather 

than long term investments: 

So it does take a little bit of active thought. And I think when you’re coaching 

physicians, That’s the model they’re used to: ‘Okay, you’re taking my history. 

Let’s go. Give me the plan.’ ‘Well I can’t give you the plan. You need to come up 

with your own plan.’ (Phys. H). 

 

In this example, the coachee’s understanding of coaching is much like the physician 

patient interaction leading to the expectation that coach “takes history” and now they are 

the ones coming up with solution as to what they should do. One solution this participant 

brought forth was to lay the framework before the first face to face meeting by a phone 
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conversation, email conversation on what coaching is about: 

(I tell the coachee) “Here is the playing field. Who knows how the game will turn 

out, but here are some ground rules; trying to serve your agenda, confidentiality, 

you need to own the issues, and there is some work.” (Phys. H). 

Setting the framework, having coachees understand the playing field serves even more 

important purposes when there is the negative perception about coaching. According to 

several participants, some staff still view coaching as disciplinary action and for these 

people, clear understanding of what coaching can do for them and at times clarifying why 

they are called to be coached, and it is not because they are performing at suboptimal 

level and needs to be fixed, but because they are seen for their potential and the 

organization wants to develop them to fully maximize their strengths.  

Hierarchy. Hierarchy in the organization is another challenge to creating a 

coaching culture. What sets coaching apart from other developmental approaches by 

leaders is the partnership approach (Cox, Bachkirova, & Clutterbuck, 2014). But when 

there is hierarchy in the organization that makes it difficult for coachees to feel safe to 

engage in an interaction with a leader in a higher position as equal partners. 

This institution takes pride in being a ‘physician led’ organization meaning that 

the business decisions are made with the best possible care for the patients in mind. And 

yet that governance model has created a hierarchy within the organization where non-

physicians do not consider themselves as true partners to physician leaders. One 

participant gave an example of when the coaching engagement is with a physician coach 

and an allied health staff (non-physicians) as the coachee, partnership is hard to establish. 

This participant went on to discuss the value of partnership in care team model. The 

institution is trying to develop care teams in the clinical side to make it optimally safe for 
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patient care. In an effective care team model, multidisciplinary team members have to 

feel equal in order to speak up and identify error, and yet not everyone feels safe to speak 

up.  

 

Lack of trust or psychological safety. Lack of trust was mentioned by another 

participant as a source of challenge for coaching in organizations. Coaching takes place 

based on the mutual understanding that the conversation is confidential. However, even 

when the contents of coaching is kept confidential, if the coachee suspects that the coach 

might report to leadership on overall potential for an additional leadership role in the 

future the trust is lost: 

Even in the back of one’s mind, it’s tough for all of us to open up. It’s just the 

nature of many of us that we’re protective, keeping within our shell. Coaching 

just by its nature challenges you, so that’s a potential challenge (Phys. J). 

 

Here, this participant mentions that it is ‘just the nature’ that people become protective. If 

that is the case, creating coaching culture asks for some groundwork on creating the 

environment that is less prone to being protective, and feeling safer at work would be 

critical.  

Other challenges. A couple of participants brought up the negative perceptions of 

coaching as another challenge to effective implementation of coaching initiative in 

organizations. The term “coaching” has a tendency to be a turn-off for some people due 

to the negative connotation relating to disciplinary action. However, once the coachee has 

experienced coaching and understands what it is about, they easily buy into it or actually 

appreciate the chance. Other challenges included lack of opportunity to be alone with 
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individuals. In healthcare, most of the work is done in teams and when a leader is with 

teams they tend to be task focused trying to get things done rather than engaging in a 

learning and development conversation. 

One participant acknowledged a challenge regarding leadership development 

coaching where he feels that it is difficult to get physicians to want to become leaders in 

the first place. He claims that the organization has not been doing a very good job in 

identifying leaders as they go through succession planning and many departments are 

unprepared. He stressed the urgent need to develop physician leaders in the organization. 

Coaching outcomes for the coach. All of the participants agreed that coaching in 

organizations has unique outcomes. In this first section the outcomes are discussed with 

the focus on the coach. 

Values and Meaning. The biggest outcome from the coaches’ perspective is the 

reward that they get from seeing people they coached be better physicians and leaders. 

Many participants shared their own values on developing others, serving and giving back. 

The participants mentioned the benefits to be having meaning and purpose in what you 

do. One participant said it gave him sense of satisfaction and enjoyment because 

coach/client interaction and partnership is very personal and unique. There is an inner 

reward in developing others to grow and see people progress, reproducing in others 

excitement for leadership. Another participant shared the excitement of investing in 

people with an analogy to finance: 

It’s exciting to see people make progress in their lives. If you’re into the stock 

market and managing you money, you get excited when your investment grows. 

It’s the same thing when you’re investing in people, when you see growth, 

personal and professional growth. The thing about it is that it’s also like investing 

in that it’s a longer term. Coaching relationships mostly last weeks or months, and 
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then for whatever reason they need to now work on some of things that they’ve 

identified as goals barriers for themselves. It may take a long time to see that come 

to fruition, but that’s the most exciting part of coaching, to see the return on 

investment (Phys. K).  

 

Learning. Several participants shared about the learning that happens for the coach 

during the coaching interactions. They commented about being a better physician, better 

listener, learning more about themselves by asking the same question that they are asking 

the coachee. 

The coach learns a great deal as well. Number one, they learn how to be a better 

coach with each coaching experience they have. They learn a lot about themselves 

as they’re hearing the responses of these talented colleagues, and then they learn 

quite a bit just about the institutional work or research issues or practices. It 

doesn’t matter what it is, but as you’re having these very in depth discussions and 

challenging your coachee with the questions, and then they’re responding and 

asking you questions as well, you learn a tremendous amount, I’ve found (Phys. 

J). 

 

In the above example the learning happens mostly by listening to the coachees’ responses 

and reflecting on them. Another participant mentioned that the coach not only learns 

about him/herself but there is a liberating and freeing sense to think that the coach does 

not have to own the issue but can fully engage in the process in a different way. Due to 

the fact that the coach can let go of taking ownership, one participant pointed out that 

coaching makes the coach less stressed and he can take some pleasure in thinking that 

now he has better people working for him. 

Coaching outcomes for the coachee. All of the participants have been involved 

in formal coaching engagements as a coachee and they shared the benefits of coaching to 
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the coachee from their own experiences as well a hearing from their coachees.  

Feeling valued and respected. Several participants have pointed out the sense of 

feeling valued by being coached. All the participants who were coaches are current and 

former leaders- chairs, medical directors and so forth- who have volunteered their time to 

meet with and coach the coachees. The fact that they took the time and effort itself meant 

so much for these coachees, as was mention in example below: 

First thing is that I think it’s huge for anybody to take interest, at any time to come 

to you and look you in the eye and suggest that you have value. That’s it right 

there, all by itself. Huge. It doesn’t happen and if it is happening, it’s not 

happening enough because there can never be too much of that (Phys. E). 

 

One participant noted that it is one of the benefits of involving physicians leaders as 

internal coaches in addition to HR professionals that they feel valued more because they 

are being coached from physician leaders who are not only coaching them using their 

own administrative time, but these leaders truly understand what the coachee is 

experiencing and that adds value: 

I think it helps to have leaders involved in coaching. That’s probably another 

benefit of having physician leaders involved: it helps them, and it has certainly 

helped me see the value that this is really an investment in an individual, and in 

their future with the organization. It’s really nice to be able to have that time and 

it’s curious to hear people say, ‘I’ve been with the organization twenty-plus years 

and this is the first time anyone has ever taken the time to focus on me and say 

“what is it that you need to do? Where do you want to go? How do you get there? 

How can we help you?” (Phys. H). 

 

This example recounts the nature of work demands the physicians have and the lack of 

one-on-one interactions, opportunities to connect with individuals and share the 
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challenges they experience. If the staff can feel truly valued by engaging in coaching, that 

itself serves the meaning and purpose from the perspective of investing in human capital. 

One participant highlighted the uniqueness of a coaching relationship and this is 

especially valuable for some physicians in leadership positions, because for many 

leaders, there is a certain detachment or loneliness that develops. These people actually 

don’t have someone to talk to who can really understand what their situation is, let alone 

offer coaching. Just that opportunity to interact with someone who is putting them first 

and has some skills and experience to boot, which is the extra part, the coaching skill, 

really helps the coachee to reflect and challenge himself to analyze better, to validate 

their situation, to advance, to try new things. In line with feeling valued, one participant 

noted that the coachees feel more confident from coaching: 

I think the benefit, if it works, is that they become more self-confident and 

independent thinkers than if you were just to give them advice and mentor them, 

so you’re helping the younger leaders learn to fly on their own. I think they grow 

as leaders in a healthier way than if you just give them advice, because they’re 

figuring it out themselves. That’s probably the biggest shift (Phys. B). 

 

The coaching philosophy, which allows the coachee to take ownership of their learning, 

creating solution and moving forward, enables the coachee to build confidence as a leader 

by encouraging them to think independently. 

Learning and shifting thinking to unleash potential. Several participants 

indicated the benefit of coaching as getting the coachee to think through things and view 

situations in a different light: 

Two of my coachees were able to really change the way they viewed their role. 

One person I was coaching basically made the transformation from thinking of his 
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role as a team leader focusing on the activities of the team, to develop himself as a 

leader in terms of enhancing leadership skills and having a much broader view of 

the world. I don’t know if that makes sense but that’s what it was. The other had a 

view of leadership as being the person with the vision and his job was to get 

people to follow his lead, follow his flag, and sign on to his vision. He was able to 

make a transformation and now is viewing the role of leadership as building a 

team, building an enterprise and creating a shared vision (Phys. I).  

 

One of the biggest benefits of asking open-ended questions in coaching is the opportunity 

to analyze, think through and discuss issues. When the coachee can shift the way they 

think and how they view things, then they can remove the barrier to achieve goals and 

that can propel people to realize their passion. Another participant mentioned that 

coaching is for those who underutilized their talents to fully maximize them. He shared 

that if he would just tell them that they were underutilized, it could risk turning them 

away or turning them off, but if the coach cared about them to help them to utilize their 

talents, they start to perform better: 

Those would be individuals where it took coaching, not just mentorship or advice. 

It took coaching there. Those are the types of individuals who don’t utilize their 

full talents who I think coaching is important to push them through. There are a 

lot of people who have talents and they work hard to use them all. They often 

don’t need a lot of coaching; they need direction and mentorship, almost 

guidance. Coaching is for those who underutilize their talents and who need 

constant nurturing and reinforcement to get them to use their talents (Phys. G). 

 

In this example, the participant talks about coaching as an ongoing interaction that is 

nurturing to get people to utilize their talents and potential more fully. His view is that 

coaching is more effective for these people than to just tell them that they are being 
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underutilized which is not a supportive way to bring up performance. Another participant 

reinforced this idea that coaching has value when they need more of a long-term 

interaction rather than a career advisor or a research advisor.  Coaching not only provides 

a long-term support but it also enables the coachee to move forward. One participant 

shared an experience on helping the coachee come to realization that what she needed 

was a little bit of a push from the coach to move forward: 

I remember getting an email from the coachee. It wasn’t that many times; it was 

only three or four times. She was ready to go and make her next move, and she’s 

done very well. She’s taken up several leaderships within the regional site. What 

she wrote to me was something to the effect of ‘I now realize I had all the skills 

available. What you did was move us along much faster than what would have 

happened.’ She would have been stymied longer than what occurred, but she 

recognized she had the resources. It’s permission, a nudge. I think that’s all it is 

(Phys. F). 

 

This example affirms that at times the coachee has the skills and ability. What is missing 

are some affirmation or giving the assurance to the coachees of the skills they have and 

speeding up the learning curve.  

Relief from stress and burnout. One of the current challenges physicians have 

with the changes in health care is seeing more patients with less administrative support. 

This has caused many physicians become prone to stress and burnout. Several 

participants mentioned that coaching has a role in addressing burnout in physicians. 

I think part of the work as we go through the coaching process is getting a sense 

of whether you have a coachee who could potentially be at risk for that (stress and 

burnout). Sometimes I want to learn, ‘Tell me more about how you go about your 

work, what your day is like,’ and so forth, and sometimes I assure them, ‘I’m 

really concerned about your work schedule. If you continue that over a period of 
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time, I would be concerned about that.’ I also think we probably need to do more 

of an assessment. There’re some validated questionnaires whereby you can help 

colleagues identify whether they have burnout or compassion fatigue, because the 

last person who recognize that is the physicians themselves. Everybody else 

around them will know that (Phys. D). 

 

Burnout and engagement are significant problems that have been identified by all staff 

surveys that can be effectively discussed and addressed as coaching topics. As this 

participant noted, the physician themselves may not always be cognizant of their own 

stress level, but a coach can listen for, or observe some of the signs that the coachee may 

demonstrate that can lead to an assessment.  Another participant gave an account of his 

own experience of asking himself some reflective questions to address his own stress 

burnout and saw the benefit for all physicians in asking some tough questions to really 

think about what it is that they truly want:  

I think you can regain some of your humanness and maybe sort out for yourself 

what is important and you know, ‘Why am I doing this?’ With all the changes that 

are going on with the system and the process, there are a lot of frustrated, 

overworked, burned out physicians, and I think we need to take a really hard look 

at that and ask some tough questions about what we really want (Phys. G). 

 

In this example, the participant highlights the importance of making the conscious choice 

about what is truly important personally and professionally and taking control of their 

priorities and the work they take on to relieve themselves from work overload.  

Leadership development. Several participants mentioned the value of coaching 

for leadership development. According to one participant, leadership skills are not 

something that they can learn in business school or MBA programs. This participant feels 
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that after experiencing the role as a leader himself, he came know for certain that how to 

lead is learned by reflecting on their leadership experiences much more than what they 

can learn from books or in a classroom: 

Very often, the first thought when someone is looking at a leadership position or 

has been recently appointed is ‘Where do I go to school to learn?’ or ‘Should I get 

my MBA? Give me my management degree. I’ll go off to Wharton or Carnegie 

Mellon and learn how to be a chair, learn about leadership’ as opposed to the 

reality that you learn it when you do it with some coaching and mentoring and 

role models and whatever and you do need a little mini-MBA course here and 

there (Phys. B). 

 

It is common expectation of physicians that leadership development is accomplished 

through some academic degree programs. But this participant shares through his own 

experience that in reality, what coaching or mentoring offer is valuable because it is really 

the soft skills that matter. Another participant asserts that all the physicians in this 

organization already pass the bar for their technical competence. These people are here 

because they have the right credentials and are viewed already as technically competent 

by their peers. But the things that really advance their careers are not those technical 

competences: 

The things that are going to help them advance and be leaders, which is what we 

want are the things that coaching offers: that is how to develop one’s career, how 

to develop the skills of building rapport, of reproducing in others important 

values, reproducing in others excitement for leadership. These are the things that 

coaching can do where other relationships don’t do. It’s really an opportunity for 

the coachee to do personal reflection, decide what direction they need to take, 

what action steps are right in front of them that they need to take and then the 

coach challenges them to do those things (Phys. K). 
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Here, the participant emphasizes the value of coaching in developing career, reinstating 

values, interpersonal skills and anticipation for leadership. Coaching provides reflection, 

action steps, and challenge for developing people not necessarily in their technical 

competence but other skillsets that help them be successful as leaders. One participant 

added that coachees can learn, as a side benefit how to coach from being coached. 

Coaching is considered a valuable leadership skill and one of the most effective ways to 

learn is through experiencing it and the coachee can learn how to coach by observing and 

experiencing as a coachee how the coaching gets done. 

Coachee’s comments from coaching evaluations 

The benefits for the coachees in leadership development have been confirmed by 

evaluations by the coachees that were conducted after each coaching session on coaching 

effectiveness. Comments from the coachees on how coaching has helped them improve 

included following items listed in Table 9. According to the coachees’ comments, 

communication, relationships, time management, conflict management, and change 

management were common coaching topics. In general, the coachees found coaching to 

be beneficial and worth their time. Many found coaching helpful in “thinking things 

through”, “having a sounding board”, “having a safe place to talk, explore option”, 

“bouncing ideas”, “suggestions” and “feedback”  

Table 9  

Coachees’ Comments from Coaching Evaluations (In exact words provided by the 

coachees, modified minimally for de-identifying purposes) 
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Please describe how coaching helped you improve in these measures 

• I have learned how to deal with personnel issues within the department and better 
communicate with staff 

• Coach provided direct guidance for improving communication, change management, 
and relationship-building skills, as well as some printed materials on these topics.  

• Practical tools and suggestions for improving my organizational and time 
management skills; encouragement and suggestions about how to be a more effective 
public speaker and how to create buy-in for my ideas and vision. 

• Coaching gives me a safe place to talk and explore options.   
• Gave direct help and insight into conflict management, improving direct 

communication to decrease my negative interactions related to leadership. Also 
helped with time management and approach to leadership goals. Helped to look at 
leadership as a worthy investment of time. Provides encouragement and unbiased 
feedback that is very helpful. 

• These are not easy questions to answer. I am assuming the individuals receiving 
coaching for different reasons. For me, coaching has helped a lot in the management 
decisions. 'Coach' has been a very strong sounding board for me when I have 
challenging issues in managing the practice and dealing with personnel issues. As a 
clinician academician for more than 20 years, I feel fairly comfortable in guiding the 
group in clinical care, research and education. Coach has been very helpful in 
providing advice on the managing component of the practice. How do we assess and 
optimize productivity?  How do we deal with personnel issues? For me, coaching has 
helped the most in providing me with additional skills in managing the practice. 

• My coach has been indispensable in terms of helping me obtain these goals by 
helping me think through each step of the process, always identifying things that I 
have missed as I try to set out my goals and put plans in place.   

• Someone to bounce ideas off of that I do not have to report to. 
• Foremost patient understanding and communication - listening, patience etc - leading 

to greater patient and MD satisfaction.  Communication- reflecting and coaching on 
interactions of/with other employees is making a great difference in the way we work 
together, especially with the several roles I am tasked with. Effectiveness has 
increased greatly. With all of those aspects, Thought Leadership has improved. This 
leads to more personal satisfaction at work and life, which in return enhances my 
productivity, safety/quality etc. A very positive cycle that affects all areas.   

What has been most beneficial about this coaching engagement so far? 

• Personal experiences of coach and suggestions shared during direct discussions. 
• Practical tools and suggestions for improving my organizational and time 

management skills; encouragement and suggestions about how to be a more effective 
public speaker and how to create buy-in for my ideas and vision. 

• The individual who I am working with is easy to approach, thoughtful, listens well 
and gives me positive and negative feedback appropriate to influence my behavior.   

• Having someone outside the organization to talk with about work-related issues. 
Often difficult to find someone to talk with internally because do not want to 
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contribute to the gossip mill or be perceived as a complainer.  
• Strong business skills tempered by an outstanding understanding of the 

organizational culture 
• Relationship 
• Understanding and reflecting on my role and actions as an employee and more so as 

leader of certain disease specific areas and research program, this reflection and 
understanding of my actions (made seen by interaction with coach) has a positive 
influence on all aspect of my performance (patients to Values).  

Other comments (e.g. anything we should know about your coaching experience) 

• The biggest hurdle in making the most of the coaching sessions was myself, i.e., 
returning to past habits not always being disciplined enough to put in place the good 
suggestions. 

• I am sure this costs the institution lots of money but I feel it is well worth it.  
• Extremely beneficial to help stay involved in leadership roles.  
• I would highly recommend [my coach] to any physician leader as a great source for 

improvement.   
• Coaching is far better to guide leadership growth than outside courses. 
• Coaching has been an EXCELLENT choice and a tremendous valuable experience. I 

still have ongoing goals and needs and continue to grow in my role and 
responsibilities in this organization 

 

Coaching outcomes for the organization. Important benefits of developing 

physician leaders as coaches for the organization have been identified as increasing 

engagement, fully utilizing talents, reproducing and upholding organizational values, 

ultimately benefiting patient care, creating pleasant work environments and reinforcing 

the idea that health care is about people and relationships. When a participant was asked 

what coaching relationships bring to organization, he replied with ‘building community’: 

In fact, I think that’s the most important part of work: working in the community, 

the community of people here, and having those connections. I agree that that has 

been lost. I think the feeling of community in the work units has been lost. People 

have lost those connections. But those are the things that are most valuable to 

people, and that’s really what causes the engagement that we want from all 

employees. Engagement has very little to do with salary and benefit structure; it 

has everything to do with feeling that what you do is important and that you have 
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relationship that are supportive. It’s really the emotional connection to the place 

(Phys. K). 

 

In this example, he clearly states the benefit of coaching not only as a development tool 

but as a ground for relationship building and connecting, feeling valued, and making 

emotional connection that will get people to be more engaged at work more. This 

participant also added that succession planning is not just thinking about who is going to 

be the next leader, but also instilling the values of the organization and getting people to 

be excited about their lives, and about leadership and doing it well, and that can be done 

through coaching or mentoring.  

One of really important coaching topics that some participants brought up from their 

coaching was operationalizing organizational values. The changes in health care are 

challenging the value of how to care for patients. This organizational holds a strong value 

of providing best possible care for patients and that has guided them for a long time. The 

physician leaders are holding the responsibility of upholding the long-standing values of 

the organization while meeting the financial demands of delivering quality care at lower 

cost. This goes back to the benefit of coaching discussed above in fully utilizing the 

talents within the organization. Another participant mentioned the benefit of coaching to 

the organization is creating a pleasant working environment: 

It (coaching) is very different. It’s just much more pleasant working environment 

to be coached rather than the way it’s done oftentimes in the training programs 

today. My medical education was one where anyone could ask you enough 

questions until you didn’t know an answer. It was somewhat shame-based. You 

saw that in medical school, specifically, and then even in residency at times. At 

least that’s how I felt. That’s not what coaching is at all. It’s finding out where the 

coachee is, and then working with that coachee with their abilities and 
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recognizing there’s another way of doing it rather than quote, “my way,” (Phys. F) 

Coaching has provided a new way of interacting and creating an environment 

conducive of learning and connecting for the physician leaders that is different from how 

they were trained. It is pleasant because people are asking what the coachee thinks and 

feels rather than assuming the all-knowing pretense that many physician leaders tend to 

portray, due to the perception that physicians are supposed to give answers to problems. 

Many participants highlighted in the interview, the value of relationships coaching brings 

to this organization seems to be the key and it comes from a different way of being as 

leaders and as one participant put it, business of health care is about taking care of 

patients, people taking care of people, and so the relationship becomes important. 

Summary of Findings  

The summary of findings is provided in Figure 3. The summary is comprised of three 

categories of coming together, process, and outcome. 
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Figure 3. Conceptual summary of all aspects of coaching engagements 

 

Coaching starts with the coach and the coachee coming together. They each bring 

to coaching certain way of being that can lead to effective coaching engagements while 

building trust and relationships with each other setting the stage for learning and 

discovery. One major finding was the participants account on the reconciliation of 

medical model and coaching model: having to understand coaching process from the 

perspective of a physician with a long training background on finding what is wrong and 

problem solving, need to have the answers with lack of tolerance for ambiguity. The 

coaching process includes components such as orienting, defining the topic and setting 

goals, identifying action items and follow up, and logistics such as using technology. 

Coaching skills used by the coaches are listening, questioning, encouraging, challenging, 

and sharing insights. The participants listed factor of ‘time’ being the biggest challenge 
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for coaching in this organization but many of them highlighted the coaches’ need to be 

directive and to take control as another main challenge as well as coachee’s expectation 

to be told what to do rather than engaging in reflection and self-discovery as well as 

hierarchy and lack of trust and psychological safety.  

  The outcome of coaching was discussed from the perspective of the coach, the 

coachee and the organization. Almost all of the participants described the value and 

meaning in developing others and seeing them grow personally and professionally to be 

one of the main takeaways for them as a coaches. It was found that the coach learns much 

about themselves and the organization from coaching as well as from the coachee. The 

benefits to the coachee included the internal gratification of feeling valued, building 

relationships, learning and developing as leaders, shifting in thinking, maximizing 

potential, moving forward, and relief from burnout and stress. Organizational outcomes 

mentioned by the participants were leadership development, increased engagement, 

utilizing talents, upholding the organizational value, better patient care, building 

relationships, and creating a pleasant working environment.  

Summary of findings unique to physician leadership. Most of the findings 

presented in this chapter are relevant to coaching in any organizations regardless of the 

type of industry they are in. However some of the findings are specific to health care and 

for developing physician leaders as coaches. What was most striking was the process of 

reconciling the physicians’ view of their role as physicians and the role as leaders as 

coaches. For many years, they have been trained to find what is wrong in patients, to 

gather information, do history taking, diagnose, and then suggest the right treatment for 

the patients. In the process they bring beliefs and assumptions that as physicians, they 

have a strong need to know and to be right and to have the control of the processes. Being 
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a leader as coach is about having the positive regard for others rather than looking for 

what is not going well, fully believing that the staff can learn and develop to fully 

maximize their potential. Coaching is about self-discovery, and the leader’s role is that of 

a facilitator, which demands higher tolerance for ambiguity and complexity. 

 Physician leaders felt that physicians value being coached by other physicians 

leaders who understand what it’s like to go to school for many years, the demands of the 

practice and the challenges in maintaining work-life balance. Physician coaches gain 

more credibility making it easier for a buy-in for coaching. The credibility contributes to 

building coaching relationships as well. Increased demands on patient volume puts much 

strain on the workload of many physicians making it a barrier to connecting and building 

relationships with colleagues. Despite the fact that many physicians consider 

relationships an important part of practicing medicine as physician-patient relationships 

and team effort is critical in quality care, trusting relationships among colleagues have 

become less common. Coachees felt more valued just by having a coach to set aside time 

for them to listen and invest energy and time in developing them. The feeling of being 

valued and supported contributed to addressing stress and burnout for physicians, which 

is becoming a growing concern especially with the growing demands for the care 

providers. 

Biggest challenges to creating a coaching culture in health care organization was 

setting aside time for physicians to coach and to be coached. Another challenge was 

hierarchy and lack of psychological safety that hindered coaching from being a true 

partnership effort. This calls for the support from the upper level leadership to allow 

administrative time for leaders to coach their staff and for increased perception that 

developing staff is a long-term investment and to create a culture or organizational 
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structure that breaks down the hierarchy. As some participants noted, there are so many 

highly talented people in the organization whose talents are not being fully utilized and 

coaching is a great way to tap into maximizing the potential of these highly skilled 

talents.  
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V. Discussion, Analysis and Conclusion 

This chapter discusses and analyzes the research findings guided by six categories 

identified from the study. The findings from the lens of the participants are discussed and 

analyzed by relating the findings with what is reported in the literature. Overall, the 

participants have not only been impressed with the classroom training they have received 

during the two days but much of what they have learned about coaching was through 

their experiences of actual coaching engagements and from the reaction of the coachees. 

Many participants completely understood what coaching is about and the process 

involved and saw the potential value of it but at the same time, they believed that 

practicing coaching was hard and they had to fight not to fall into the habitual way to 

applying the medical model to the coaching process.  

Coaching engagement for these participants took place in both informal and 

formal manner. Formal coaching engagements are the ones that are initiated by the HR 

staff with physicians identified in the talent succession pool for their leadership 

development. This role resembled more that of an executive coach’s role. In informal 

coaching engagements, the participants “enrolled” their colleagues or junior staff in 

coaching as the opportunities arose within their organizational leadership role as a 

department chair, medical director, executive dean, committee chair and so on, and the 

topics of coaching would vary. In a way, these leaders played the role of a hybrid of an 

executive coach and a managerial coach, which makes this case and this group of 

participants interesting and unique. The findings clearly indicated that these leaders who 

have gone through the series of training and development processes to be leaders as 

coaches, saw the value of it, and were willing to use it because “it made sense.” In the 
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following sections six main themes derived from the study are discussed and analyzed: 

understanding coaching and its philosophy, coaching as a leadership skill, coming 

together, coaching process and competencies, coaching challenges, and coaching 

outcomes. Lastly, implications for practice and research for human resource development 

were presented. 

Theme 1: Understanding coaching and its philosophy 

The biggest learning for the participants was to reconcile the medical model and 

the coaching model. It required much beyond just demonstrating some skills. It was about 

how they viewed others, having to let go of control, being comfortable with the unknown 

and uncertainty and being open to what came up in coaching conversations. For them 

understanding and practicing coaching behaviors were about embodying a different way 

of being, a different philosophical paradigm. The changes in management and coaching 

paradigm in last few decades have shifted in how organizational leaders interact with the 

employees: from command, control, coerce, and ultimate authority to challenge, 

empowerment, encouragement, and facilitative leadership (Evered & Selman,1989; 

Burdett, 1998; Ellinger, 2003; Ellinger, Hamlin, & Beattie, 2008). Coaching has been 

identified as one of the most effective ways to operationalize the facilitative leadership 

and many organizations have embarked on training leaders to be coaches (Grant & 

Hartley, 2013). The findings from this study indicated that the concept of non-directive, 

facilitative coaching approach was challenging for many physician leaders to take on at 

first, and the biggest challenge was the way they view the people they coached. The 

concept of humanistic approach to management and the view of positive regard would be 

difficult for any leader to incorporate if they felt the strong need to take control. The 

organization that the study was conducted in is an academic medical center that is 
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knowledge intensive and employs highly skilled professionals. Moreover, it is a matrix 

organization where leaders are leading teams comprised of team members that are either 

reporting to multiple supervisors or someone other than the team lead. In this 

environment, leaders are dependent on the staff’s discretionary effort for the team 

performance and need to rely on the leader’s positive influence to achieve the desired 

level of performance of the team. Leadership influence is built on trusting relationships 

and if leaders were still holding on to the traditional authoritative, command-control 

paradigm, the positive influence would be exercised in an extremely limited fashion 

(Souba, 2004). Leaders do not have all the answers to complex emergent ambiguous 

problems that staff face in today’s healthcare organizations. The sooner the leader forgoes 

the burden of being the problem solver for the staff, or the need to know and be right, the 

more empowered the staff will be to learn and generate the needed knowledge to problem 

solve on their own. Therefore, when coaching is done well, it is a place for knowledge 

construction by the coach-coachee partnership more than knowledge transfer from the 

coach to the coachee (Zeus & Skiffington, 2002). The coach is there to facilitate the 

process by asking open-ended, thought provoking questions. Here the knowledge that is 

generated by coaching, by the coach engaging open-ended inquiry guiding the coachee’s 

reflection and self-discovery is contextual and personal. Michael Polanyi has described 

this type of knowledge as ‘tacit knowledge’ that involves both cognitive and technical 

elements and it is mostly this type of knowledge that guides the organizational 

performance (Nonaka, 1994). Nonaka (1994) asserted that in organizations, informal 

process of knowledge creation by social interaction should be incorporated in formal 

interaction for the knowledge creation to be effective. Lam (2000) stated that tacit 

knowledge is action oriented and can only be acquired through practical experience in the 
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relevant context and the transfer of tacit knowledge requires close interaction and the 

build up of shared understanding and trust. Coaching philosophy assumes that the 

individuals in organizations should be viewed as subjects of knowledge creation, being 

able to reflect, be self aware, and not just objects of knowledge transfer as in most of the 

classroom trainings or some mentoring programs (Hunt & Weintraub 2011). The 

cognitive element of tacit knowledge is centered on “mental models” including 

paradigms, beliefs and assumptions (Senge, 1994). Thus learning in organizations makes 

critical reflection indispensible (Marsick, 1988). When the learning is about the learner’s 

reflection of their mental models, the learning agenda becomes the learner’s agenda and 

as several participants noted, the coach needs to let go of their own agenda for the 

coachee’s learning. The coach is there to create the “space” for the coachee to reflect and 

learn and partner with the coachee as the process expert. Cox, Bachkirova, and 

Clutterbuck (2014) summarized this concept of coaching in a concise manner: 

Coaching can be viewed as a type of extended cognition, an alliance, where new 

piece of knowledge may result, in either a new explanation or is used to fill a gap 

in an existing explanation, but where both help the alliance to move a little closer 

to a more complete understanding of the task and its resolution. (pp. 143) 

 

This quote provides a great explanation of coaching under a constructivist paradigm and 

how the knowledge gets constructed in the process. One participant even mentioned that 

he could coach better when he does not have all the information about the work of the 

coachee because lack of information actually makes it easier for him to let go of his own 

agenda. This speaks to the open-endedness or ambiguous nature of coaching that the 

participants have noted. In today’s changing organizational environment, many issues 

that arise are new, complex and context driven, and codified explicit knowledge of the 
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past cannot resolve them. That is why advice giving from leaders or supervisors can be 

helpful in only limited circumstances because what has worked for some in a different 

situation in the past may not work for others in solving the problem in the future. In 

today’s health care environment, many leaders are tasked with finding and creating new 

care models in a way they have never done before. They have to lead into an unknown 

future where teams are learning how to perform with less resource, which calls for 

fundamentally different ways of thinking.  

Some literatures differentiate performance coaching and developmental coaching 

and define performance coaching as something similar to giving feedback, defining 

performance gaps, and communicating expectations (Tschannen-Moran, 2010). However, 

in more recent studies, coaching scholars advocate the developmental aspect of coaching: 

coaching as a learning process focused on improving performance much more than 

coaching as performance management tool (Hamlin, Ellinger, & Beattie, 2008). If the 

coachee is dealing with issues that are complex and require behavioral change that entails 

fundamentally different ways of thinking; the change will not happen just by coach 

telling them that they need to do something differently. Rather the learning happens from 

iterative processes of discovering knowledge, applying new knowledge and integrating 

new knowledge (Griffiths & Campbell, 2009). The participants in this study elaborated 

on the learning process of reflection by asking open-ended questions, shifting the 

thinking, and applying what they learned through “homework”. In the subsequent follow 

up meetings, the coach would ask about the experiences of the homework and how the 

application went.  

This conception of coaching brings up the question of ‘How realistic is it to be 

able to coach at this level in organizations by organizational leaders where there are clear 
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performance expectations to meet?’ ‘How much should coaching be non-directive, 

person-centered, or should the coaches share their domain-specific expertise or 

knowledge or not?’ ‘Wouldn’t it be much quicker to give tips and solutions especially 

when it is a managerial coaching interaction, where managers usually have much 

knowledge about the work and the issues at hand?’ Ives (2008) states that it depends on 

the coachee’s needs and the knowledge and experience the coachee brings. When the 

coachees feel that they are the knowledge experts and highly skilled professionals who 

are willing and able to engage in reflection on their experiences, non-directive approach 

would be more effective. These coachees are capable of demonstrating the characteristics 

of self-directed learners such as deciding what knowledge and skills to learn, deciding 

specific activities to learn, setting specific deadlines to meet, detecting sources of 

hindrance, seeking resources for learning such as time and money, and finding ways to 

motivate themselves (Ellinger, 2004). The participants were all very well aware of the 

capabilities that the coachee had and showed clear effort to identify themselves as the 

provider of kind of non-directive coaching that the coaching training program proposed. 

They stated that in the beginning when they were setting the stage for coaching, they 

clarified that “I am not here to tell you what to do. I am here to ask questions and to help 

you come to conclusion and solutions.” Despite the honest acknowledgements from many 

participants that they still struggled with this concept and there is a clear gap in knowing 

and practicing it, they strive for it and most importantly they see the value of it, enough to 

go out of their own comfort zone to be willing to practice it for the benefit of themselves, 

the coachees and the organization. 

Medical model vs. Coaching model. Participants had different views when it 

came to discussing the similarities and differences between the medical model and the 



 

	   	   	  

164	  

coaching model. The similarities were related to relationships the coaches have with the 

coachees and the relationships between physician and a patient. Both relationships are 

personal in nature and based on trust. The trusting relationship helps the treatment 

process for the patients and helps the learning of the coachees. For both, the individuals 

involved can capitalize on what gets generated from the relationships. A physician needs 

to understand the life, values, motivations and goals of patients while a coach needs to 

have a holistic view of the coachee to empower, motivate and facilitate the learning and 

development. Another similarity is the communication skillsets that physicians use and 

the coaches use. The participants commented that they ask questions and apply listening 

skills when they are interacting with patients as well as with coachees in coaching. But as 

one participant explained, asking and listening to patients is not so that the physician 

would coach them, but to understand them so that the physician could help the patient get 

better. This is more information gathering for the physician to diagnose and come up with 

a treatment plan rather than to evoke thought or reflection in the coachees, meaning that 

the skills may be similar but the purpose of using the skills may differ. 

 What was interesting were the findings that view on similarities between coaching 

and medicine depended on the type of practice. When the physicians were involved in a 

practice that is ambiguous, and the patient’s life and history has bigger role in finding the 

answer to the condition, the physician would find more similarities with coaching, even 

to the point that the training in medical school can help them be a better coach as one 

participant noted. 

 The differences mentioned by participants between medical model and coaching 

model all relate to the coaching philosophy. The biggest difference seemed to be about 

the purpose of the two processes and who takes the ownership of coming up with 
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formulating the solution or treatment. In medical model the purpose is to treat the patient, 

to fix what is wrong, whereas in coaching, it is not about fixing but helping others learn 

and generate solution by reflection and self-discovery. In medical model, the physician 

takes the ownership of solving the problem so the physician is advising and teaching but 

in coaching it is the coachee who takes the ownership of coaching outcome. This 

difference was the source of challenge for physicians, because their training in medicine 

is all about quickly coming up with solutions and “giving the correct answer.” Physicians 

know that the skill of listening is important but they find themselves not listening long 

enough because while they are listening, they are already thinking of ways to solve the 

problem as one participant stated. So for the physicians to “let go” and let the coachee 

learn and find an answer was what they had to learn to be a good leader as coach. Many 

participants found the “open-endedness” and “not knowing” components of coaching to 

be different from the medical model. They noted that coaching is more “chaotic” and 

“non-linear” compared to diagnosis and treatment.  

Both the medical model and the coaching model are based on trusting 

relationships, but in coaching there is less hierarchy. Cox, Bachkirova, and Clutterbuck 

(2014) stated that power is what differentiates coaching from other development tools 

and in coaching there should be no hierarchy.  

Many physicians found themselves being compassionate and caring toward 

patients but they had difficulty translating that to other stakeholders, including 

colleagues. Participants came to realize that they were not assuming positive regard for 

the people they worked with, nor did they put their focus on what they were capable of 

learning and how they could maximize their potential. It was almost like they were 

identifying themselves with the role of physicians valuing their relationships with 
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patients but they were not identifying themselves as leaders who relate to others with the 

same compassion and empathy as they would as physicians. One of the implications of 

this findings for human resource professionals in health care is that physician leaders 

need to construct their identity as leaders moving from seeing themselves from 

professionals helping patients as individual contributors to a member of an organization 

and a leader who sees themselves from the relational and collective identity perspective 

(Day & Harrsion, 2007). 

 

Theme 2: Coaching as a leadership skill  

The recent changes in health care organizations call for continuous learning. The 

traditional ways of doing patient care is making way for a more cost effective care model. 

The role of leaders in developing staff, building a learning team to learn to meet the 

demands of the changes is critical (Taplin, Foster, & Shortell, 2013).  Health care leaders 

need to be trained in interaction with the staff that engages them in a dialogic learning 

process by taking on the role of facilitators of learning for the staff. Henochowicz, and 

Hetherington (2005) reported that coaching or mentoring from an experienced leader was 

one of the most effective methods for developing the core competencies of physician 

leaders. Moreover, the leaders should be able to adapt to the complexity of the industry 

and organizational issues, as well as leading the transformation by instilling positivity 

and hope for the future.  

Several participants in the study perceived this non-directive form of coaching as 

valuable leadership skill. Many found the coaching paradigm to be in synch with the 

leadership paradigm that they want to develop, such as servant leadership. They noted 

that leadership is about bringing out full potential in others and leader’s role in 
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developing staff to enhance performance is critical especially in times of change. 

However, many studies on managerial coaching or leaders as coaches suggest that 

coaching training for managers or leaders does not really make the connection with the 

coaching philosophy. The managerial coaching behaviors that have been reported in 

managerial coaching studies are creating learning environment, caring and supporting 

staff, providing constructive feedback, communicating effectively and providing 

resources (Beattie, Kim, Hagen, Egan, Ellinger, & Hamlin, 2014). These are mostly 

supportive forms of performance management skills that do not necessarily speak to non-

directive employee-centric, relationship-building coaching paradigm that were discussed 

for this study.  

In organizations where on-going change is given, continuous learning is essential, 

past solutions don’t fit to lead into the future and leaders are leading teams in a matrix 

organization where they are not necessarily content matter experts and they do not have 

the solution. There need to be more specific and intentional ways to introduce coaching 

skills in organizations to train leaders to be coaches. This approach to coaching entails 

certain mindset and paradigm that may be counter-intuitive for many leaders who are 

accustomed to traditional ways of managing, yet crucial for effectively leading by 

coaching. In this regard, Grant and Hartley (2013) asserted that it takes at least six 

months to get comfortable with coaching skills in the workplace because many leaders 

fail to adopt the taught coaching skills and end up slipping back into old command and 

control leadership behavior patterns. The leader as coach training this study was based on 

was structured as an ongoing training including monthly/quarterly sessions involving the 

skills practice, with mentor coaching engagements and regular newsletter with coaching 

skills reminders. 
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Many participants found meaning and purpose in developing others, and seeing 

others grow. These leaders found it rewarding and had a sense of inner satisfaction from 

coaching others. Boyatzis, Smith, and Blaize (2006) found that leaders who coach others 

with compassion may provide platform for sustainable leadership effectiveness due to 

internal processes that enable them to balance toxic effects of power stress inherent in 

their roles as leaders. As much as these leaders were excited about having learned the 

coaching skills and became better at it as they experienced in real time coaching, and 

heard from the coachees about the impact of coaching, many shared the sense of missed 

opportunity that they “wished they had this training much earlier in their career.” But 

they were glad that the organization is now investing in developing future leaders. 

Theme 3: Coming together 

This study revealed that there are certain ways of being as a coach that build 

trusting relationships in coaching and that are demonstrated more as non-verbals: fully 

being present, with confidence, commitment, credibility, and self-management. Many 

participants stressed building relationship as a precursor of an outcome of effective 

coaching and this has been echoed in the coaching literature as well (Cox, Bachkirova, & 

Clutterbuck, 2014; Kimsey-House, Kimsey-House, Sandahl, 2011; Maltbia, Marsick, & 

Ghosh, 2014; Zeus, & Skiffington, 2002). In terms of elements that create this 

relationship, the participants listed openness, authenticity, non-judgment, confidentiality 

and safety, mutual trust, mutual respect, positive intent of the coach and coach’s 

credibility. Factors that hinder the relationships are hierarchy and power distance, coach’s 

agenda and control. For some, building relationship did not take time at all, almost within 

ten minutes, while with some engagements it was built over time. Some participants 

coached someone they have known for over twenty years and there was an instant 
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bonding. For the coachee the credibility came from the gratitude for the service of these 

physician leaders committed to the development of others, using their own administrative 

time sitting down with the junior staff for the sole purpose of their success and 

development which greatly contributed to the trust.  

Relationship is what differentiates coaching from other forms of development 

because coaching relationship is based on the equality of power (Cox, Bachkirova, & 

Clutterbick, 2014). Kimsey-House, Kimsey-House and Sandahl (2011) stated that 

coaching is not so much a methodology as it is a relationship and they emphasized a 

partnership between the coach and the coachee as co-creators and collaborators. The 

trusting relationship creates an environment that is safe for learning. Researchers have 

already positioned social capital as a key factor in understanding knowledge creation 

(McFadyen & Cannella, 2004). For effective learning to occur, the learner needs to feel 

safe to speak what is on his mind and experiment and fail (Edmonson, 2012). In this 

study, the participants made it very explicit about the confidentiality, and the fact that 

purpose of this engagement is for developmental purposes only and that the coaches are 

not going to upper management to report on the coachee’s status and the details of the 

conversation is not going anywhere. For many participants, this was done at the 

beginning of the engagement where they gave “a mini lecture” about the coaching 

process to be clear for the coachees to know that this is a safe environment and that the 

coach’s concern is for the coachee’s learning only. 

Participants also mentioned that physicians tend to respond better to physician 

colleagues as coaches because the coachee feels that they are better understood for their 

personal and professional challenges, and there is a “built-in credibility” with physicians 

coaching physicians. For this organization, which intends to build a coaching culture, 
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establishing internal coaching capability is the key. Certainly every organization can 

benefit from having external coaches or trained coaches who are HR professionals but 

having the physician leaders coach physicians can have value for the collegiality and 

credibility. All of the participants were matched with coachees who are not necessarily 

their direct reports but some had known the coachees from previous interactions. One 

participant mentioned that coaching someone they knew was helpful because they knew 

the coach and they felt that “it must be okay since I know him (coach).” 

Participants who experienced coaching someone in an informal setting, a staff in 

their department or someone they worked with in professional organizations found 

trusting relationships just as important. Most of the time, they were open and trusting 

about being coached. Leader as coach, or managerial coaching is essential for learning in 

organizations and creating a coaching culture, but it is the leader’s credibility and their 

way of being that will get the coachees to be open and accepting towards being coached, 

and leaders themselves and what they bring to coaching play an important role in 

building trusting coaching relationships. Egan and Hamlin (2014) emphasized the 

importance of relationships in coaching and viewed the coach and the coachee as the co-

creators in the process. They also stated that professional coaches are generally trained to 

offer strong interpersonal capacity to engage in a dyadic partner contributing to coaching 

effectiveness. Contrary to professional coaches, managers or leaders as coaches have 

harder time building relationships at work due to their busy day-to-day managerial 

responsibilities. Leader as coaches can build more effective teams that perform better by 

creating trusting relationship and leveraging on social capital (Grant & Hartley, 2013). To 

create a coaching culture and for the coaching to be at the heart of leadership and 

managerial practice, the leaders need to focus on building the trusting environment where 
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the staff feels safe to learn. The leaders should view their working interactions as 

opportunities to build these relationships. However, with the growing demands of 

workload and added clerical responsibilities, physicians are finding it harder than ever to 

find time to connect and to build relationships. The upper level leadership needs to take 

this into consideration and invest in ways to build the social capital to create the 

environment conducive to building and enhancing connection and trust among its 

employees.  

In their study on the influence of managerial coaching behavior on relationships 

between organizational investments in social capital and employee work-related 

performance, Ellinger, Ellinger, Bachrach, Wang, & Elmadağ Baş (2011), found that to 

learn and accomplish work, employees draw upon social relationships within and across 

communities and thus investing in organizational practices that deepen collegial 

relationships enables trust among employees and encourages and rewards collaborative 

behaviors among employees and may positively influence the learning that occurs 

through social interaction. The relational dimension of social capital facilitates 

knowledge creation and sharing, providing the venue where andragogy and social capital 

meet, and HRD scholars and practitioners are well placed to contribute in promoting this 

endeavor in organizations and community (Kessels & Poell. 2004). 

Theme 4: Coaching process and competencies 

The leader as coaches engaged in both the formal and informal coaching 

engagements. Regardless of how it was initiated, they stressed the importance of setting 

the context for the coachee to understand what coaching is all about. This first step in 

coaching process was not only important for the coachee’s understanding of the coaching 

but also to instill trust in the relationships and gain commitment from the coachee, 
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making it a valuable coaching skill. For some participants, they really did not see the 

need to set the framework for a coaching engagement if it is an informal in the moment 

“coaching-like” conversation. But if the coaching is an ongoing, formal structure, they 

saw the value of setting the stage: defining what coaching is, how it is different from 

other form of developmental interactions such as mentoring, the process it entails and 

what the coach and the coachee can expect from each other. For some participants, when 

they enrolled staff in an informal coaching situation, they would casually ask if the staff 

would like to “talk this through” without calling it as ‘coaching’ and at times when a staff 

comes to them with a problem, they would give them an option and ask if they want 

someone to be a sounding board to think this through or some advice. None of these 

concepts were actually taught in the training but the participants were building these 

skills themselves through their experiences and reflection. They found that what makes 

coaching effective truly depends on the needs of the staff and how it is met and the 

environment they create. Coaching can only be successful with the commitment and 

readiness of the coachee. This can be achieved by having an intentional conversation 

about how they can come together to set the stage for effective coaching to occur 

(Ellinger, 2003). 

 Many participants mentioned setting goals for coaching to be an important step as 

goal-setting can be a motivating tool for learning (Locke & Latham, 2002). One 

participant believed that the coaching becomes much more successful if the coachee has 

more clear idea of what it is that they want to work on rather than coming to coaching 

with vague objectives such as “want to become a better leader.” And then the coach 

would need to guide them into the process of clarifying and focusing on the specific issue 

or a topic. One participant was quite vocal about the goal-setting that needs to be less 
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rigid because the topic or the focus may shift as the coaching conversation progressed 

and things were brought to awareness that weren’t there before. The non-linear and 

chaotic nature of coaching is another thing that they had to grow into in order to be a 

good coach. The coaching conversation may take many different turns as the learning is 

happening. The coachee is shifting the thinking and his view of the situation, making 

what used to be important, no longer the issue and the direction of the conversation 

changes. Although the topic of goal-setting in coaching is not without controversy in 

terms of at what stage should the goal be set, or how strict should the coach and the 

coachee stick to these goals, goal-setting at the beginning of coaching seems to be a 

common practice for many coaches (David, Clutterbuck, & Megginson, 2013). 

 Learning coaching skills were what they appreciated the most especially asking, 

listening, probing and silence. The skills do not stand alone by themselves but are linked 

to the coaching philosophy. The coaches had to uphold the principles of self-discovery, 

openness, non-judgment in order to employ these skills effectively, especially asking vs. 

telling. They felt that these skills were useful not only as generic leadership skills but as 

other personal and professional life skills as well and actually helped them be better 

physicians. Many physician leaders found asking questions most challenging because 

they are used to providing answers. The main challenge for them was to ask questions not 

in the form of information gathering, “symptom-based” or history-taking but for self-

reflection and discovery of the coachee. In coaching these questions are not leading 

questions but really open ended for the coachee to reflect on (Zeus & Skiffington, 2002). 

Cox (2013) introduced the term “bracketing” in coaching, which involves setting aside 

the prejudices and judgments that we could ordinarily bring to any verbal explanation of 

events. She went on to expand on this concept to assert that open-ended, reflective, and 
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thought provoking questions not only guide the coachee to reflect on experience 

(phenomenological reflection) but also to think critically that would ultimately be 

redirecting them to letting go of their ways to thinking or interpreting that created the 

issue to begin with.  

 Many participants mentioned the skill of listening as an important skill that was 

also challenging to practice. The participants were listening for specific items such as 

inconsistencies, or beliefs that were holding them back. When the coaches heard these, 

they were willing to “politely challenge” the coachees to think in different ways. Cox 

(2013) proposed that in coaching, the goals of listening is not just the reproduction of the 

speaker’s inner meanings, but meanings are created externally in interaction between 

speaker and the listener taking more phenomenological hermeneutic approach. There is 

the co-construction of meaning that takes place in this form of coach’s listening and 

asking questions based on what was heard. Some participants also mentioned that 

listening at this level helped to build the relationships and caused the coachee to feel 

valued. They shared that experience of being heard by leaders in such a way itself is so 

rare that just the listening itself shows that the leaders care about these individuals they 

coach. Spears (2010) listed “listening” as the first of ten characteristics of servant 

leadership. He elaborated on the skills as seeking to identify the will of a group and helps 

to clarify that will by listening receptively to what is being said and not said. It was 

evident from the findings that the participants found the listening skills to be not only 

crucial for coaching but for leadership, in interaction with patients and as their life skills 

in general.  Use of silence was another skill that was mentioned. Silence enables coachees 

to think through what was transpired during the coaching conversation, and to gather 

thoughts (Gilley, Gilley, & Kouider, 2010). The coach needs to be patient and be willing 
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to sit through the silence for the coachee to take time to reflect and think through the 

topic of discussion. 

 Several participants commented that although much of the coaching conversation 

is based on coach’s asking and listening, there are times when the coach shares his views 

or ideas with the coachee in the form of tips or advice or sharing insights from deep 

listening. When they found that the moment calls for sharing of insights, they did so with 

the permission so that it was not imposition of the coach’s agenda on the coachees. This 

was their effort to fully acknowledge that the coachee is the one who should make the 

call if they are in need of advice and that the coach is not doing it based on their 

assumption that it is the best solution.  

 According to many of its definitions coaching is mostly an ongoing process 

(Yoder, 1995; Peterson & Hicks, 1996; Bachkirova, Cox, & Clutterbuck, 2010). In some 

informal “coaching-like conversations” it is possible that coaches engage in asking and 

listening with the coachee to help the coachee move forward.  But because coaching 

involves designing some action items to move towards the goal, there is usually a follow 

up after a coaching session and the coach holds the coachee accountable to these 

actionable items for the transfer of learning  (Cox (2013) preferred the term “integrating 

experience”). Participants in the study shared the value of giving homework and when 

they met again, the coach helped the coachee to reflect on the experience of these action 

items.  

Reflection, reframing mental models, expanding the worldview, or exploring multiple 

perspectives are important part of how learning happens through coaching (Maltbia, 

Marsick, & Ghosh, 2014). When the coach asks open-ended questions to allow the 

coachee to engage in reflection, the coachee may experience a series of critical 
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assessment of assumptions, followed by exploration of options for new actions, planning 

of those actions, acquisition of knowledge and skills, building competence and 

integrating into one’s life, which is very much aligned with Mezirow’s ten phases of 

perspective transformation (Mezirow, 1991). During the coaching conversation, the 

process will take up to ‘Planning of course action’ and between the coaching sessions, the 

implementation will be done. Reflection on the experience during the follow up session 

will help the coachee on knowledge acquisition and setting up the new roles as they build 

confidence. Experimenting with new action items building small wins and fully 

integrating into work and life are what happens in coaching with action planning, 

implementing and holding the coachees accountable (Zenger & Stinnett, 2010).  

The participants claimed that coaching skills are very much aligned with various 

leadership skills. In the literature review, I discussed transformational leadership, servant 

leadership, positive leadership, complexity leadership and team leadership as leadership 

theories most relevant to coaching and current health care. Transformational leadership is 

concerned with improving the performance of followers and developing followers to their 

fullest potential to go beyond their performance expectations (Northouse, 2013). Findings 

show that coaching empowers the coachees not only by having the positive regard but by 

fully trusting coachee’s capability, setting high expectations and role modeling leadership 

by coach’s confidence, self-management and commitment. Coaching is about learning 

and developing others through asking questions, listening and sharing insights, which in 

turn shifts perspectives and builds knowledge, enabling self-discovery for the coachees. 

These elements of coaching demonstrate idealized influence, inspirational motivation, 

intellectual stimulation and individualized consideration, which are the components of 

transformational leadership. Participants also found that coaching is not about the coach’s 
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agenda but coachee’s agenda. It is achieved through partnership rather than through 

hierarchical environment leading to increased credibility of the coach. It is about having 

the coachees feel valued and respected. Servant leaders put followers first, help followers 

grow and succeed, and are empowering (Greenleaf, 1977; Northouse, 2013).  

Participants pointed out that coaching is about letting go of control. The process 

of coaching is ambiguous and chaotic and the coach needs to be comfortable with not 

knowing. The open-ended questions lead to unpredictable consequences for the coach, 

allowing the solutions and learning to be generated by the coachee and leader as coach 

needs to be flexible and adapt to deal with the uncertainty. These principles point to 

complexity leadership, which is about nurturing minimal control, valuing the complexity 

of the context of issues in organization. Participants also noted the coaching philosophy 

of positive regard for others, and aspects of coaching that build positive relationships, 

provide relief from stress and burnout. They maintained that coaching is not punitive but 

helps others to maximize potential. The findings coincide with the four strategies of 

positive leadership: creating positive climate, finding positive meaning, building positive 

relationship and engaging in positive communication (Cameron, 2008).  

The findings indicated that coaching approaches and skills align with team leadership. 

According to Kogler Hill, (2013), team leaders define team goals, are results driven, create a 

collaborative climate and set high standards of excellence. They need to decide whether to take 

action or to keep monitoring and when to meet task demands and when to meet relational needs. 

According to the participants, important part of successful coaching is having good relationships 

between the coach and the coachee. Coach practices self-management to not impose their own 

agenda but focuses on the coachee’s agenda by letting go of control. Participants pointed out that 

a coaching approach creates a pleasant working environment, and enables staff to connect with 
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others. Coaching encourages people to open up and share thoughts and feeling, and the 

partnership approach in coaching challenges hierarchy in organizations. Organizational teams 

need to feel psychologically safe to have difficult conversations, hold people accountable and 

give honest feedback to each other (Edmondson, 2012). In health care, creating the culture of 

safety has been the key in team effectiveness and patient outcomes. Much of culture of safety 

depends on fear associated with interpersonal and social interaction (Edmondson, 2013). 

Nembhard and Edmonson (2006) stated that a professional hierarchy in medicine and the 

differential status accorded to those in different disciplines is well established in the health care 

literature, and added that leaders who are inclusive helps cross-disciplinary teams by overcoming 

the inhibiting effects of status differences.  

Theme 5: Coaching challenges 

In the previous section I discussed the learning processes, the shift of 

philosophical paradigm necessary for the physician leaders to coach effectively in 

organizations in both formal and informal coaching engagements in conjunction with the 

coaching competencies. I also discussed what they were able to learn from both the 

training and actual experience of coaching others and through the feedback from 

coachees by trial and error and how they were able to come up with the processes that 

worked for both the coach and the coachee based on their needs. In this section, I will 

discuss various sources of challenges that these leaders experienced in implementing 

coaching.  

Almost all of the participants mentioned ‘time’ as the main source of challenge in 

implementing coaching effectively. For some, it would be months before they could meet 

again because the scheduled time would be cancelled on several occasions and then they 

would forget what they discussed during the previous meetings and lose the momentum. 
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But as one participant added, coaching actually helps the coachee with time pressures 

because coaching can address prioritization, meaning of work, and work-life balance that 

steers the coachee to be able to manage time better. The issue brings attention to 

organizational support in creating the coaching culture. If the organization sees the 

benefit of coaching and developing and utilizing the internal coaching capabilities, it 

needs to support the staff with time and resources for development including coaching 

(Hawkins, 2012). But as one participant put it, the role of the coach in championing the 

coaching initiative, being a witness to its potential contribution to organizational 

performance would be critical.  

Common challenge that is connected to the coaching philosophy is the difficulty 

of embodying it. Several participants highlighted the coach’s need to control and be 

directive in coaching. Ellinger, Hamlin and Beattie (2008) found from their cross-national 

comparative etic study, that ineffective coaching behaviors were autocratic, directive, 

controlling or dictatorial style, ineffective communication and dissemination of 

information, and inappropriate behaviors and approaches to working with employees. 

The findings from this study clearly indicated that being a coach is something that they 

had to make conscious effort to learn and be good at while trying to fight the old habits 

that many years of medical training has shape them into. As Graham, Wedman, & 

Garvin-Kester (1994) stated, coaching skills are not innate and they do not come 

naturally to all leaders. This was proposed two decades ago when much of coaching 

behaviors still included quite a bit of directives of what managers do to the staff such as 

“offering strategies, and advice.” In more recent coaching paradigm of being non-

directive, it is even more challenging for leaders to practice letting go of control. On a 

similar note, the coach’s need to demonstrate knowledge and experiences to coachees, be 
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all-knowing, being right, feeling good about problem solving for others were all part of 

the barriers to delivering effective coaching. These challenges are not limited to coaching 

but can be regarded as ineffective leadership behaviors as well.  

Coachees also provided sources of challenge. When coachee lacked 

understanding of coaching and they came with expectation that coaches will tell them 

what to do and play a consultant’s role, the coach felt there was even some 

disappointment due to unmet expectations. That is why the coaches felt the strong need to 

set the stage before the start of these engagements including the fact that coaching is not a 

negative intervention but a development opportunity through positive intent.  

From the organizational standpoint, hierarchy and lack of psychological safety 

may hinder the implementation of coaching in the organizations. Coaching is a 

partnership process founded on trusting and safe environment that is conducive to 

learning (Cox, Bachkirova, & Clutterbuck, 2014). The participants in the study made 

conscious effort to set the context for confidentiality, and the learning and development 

nature of coaching engagements by making the ground rules explicit at the onset of 

coaching. The safety of the coaching space is something that is built on and created from 

the trust level between the coach and the coachee. Because the coaching interaction is so 

intimate, the coaching effect can depend more on the relationship and trust than any 

learning methodologies (Hunt & Weintraub, 2007). As participants noted, health care 

organizations are especially prone to hierarchical communication. Today’s health care 

consists of countless number of professionals that have different knowledge, experience 

and viewpoints that all collectively contribute to patient care as a team. Yet, hierarchy 

among different disciplines especially between physicians and non-physicians and even 

within the physician group, specialists vs. primary care has been an ongoing cultural 
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challenge in delivering the best possible care (Nembhard & Edmondson, 2006). If an 

organization wants to expand the coaching capabilities of its leaders with an aim of 

creating a coaching culture, the organization needs to attend to breaking down the 

hierarchy and establishing psychological safety by making it a priority. 

Theme 6: Coaching outcomes 

In this section I will discuss and analyze the theme of coaching outcome for the 

coach, coachee and the organization. In this study, participants shared some outcomes for 

the coaches, which were finding meaning and inner satisfaction from seeing others grow, 

and learning about themselves and the organization. Most of literature on coaching 

outcomes focuses on the individual performance of the coachee, or the organizational 

outcome (Ellinger, Ellinger, Bachrach, Wang, & Elmadağ Baş, 2011; Gilley, Gilley, & 

Kouider, 2010; Kim, 2014; Vidal-Salazar, Ferrón-Vílchez, Cordón-Pozo, 2012). Findings 

in this study clearly indicated that coaches are also learning from the coaching 

interactions about themselves and the organization by listening to what coachees are 

saying and by asking the same questions to themselves. Through these coaching 

engagements the coaches are learning to be better coaches, leaders and physicians.  This 

result affirms that learning in coaching is a product of social interaction and the 

knowledge creation is not limited to the coachee but the coach is also creating knowledge 

simultaneously. This has significant implications for organizations that are developing 

internal coaching capabilities specifically when coaching is viewed and implemented 

through the lens of knowledge construction through social interaction and partnership, 

both the coach and the coachee learn from coaching. From this form of co-creating, 

coaching shapes the coach as well as the coachee. This will serve as a motivating factor 

for the leaders to coach more.  
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For the coachees, they felt valued just by having these leaders’ take time for the 

development of the coachee. Previous studies on coaching in organizations showed that 

coaching has positive effect on organizational commitment (Kim, 2014). According to 

Rhoades and Eisenberger (2002), development of organizational support theory is 

encouraged by employees’ tendency to assign the organization’s humanlike 

characteristics and on the basis of the organization’s personification, employees view 

their favorable or unfavorable treatment as an indication that the organization favors or 

disfavor them. They reported that perceived organization support is positively related to 

job satisfaction, organization commitment, and performance among others.  Having 

someone to talk to especially for those who hold leadership positions was another benefit 

for coachees. Study participants noted that holding leadership positions can be lonely and 

finding someone to talk to can be a challenge and coaching provides these leaders with a 

sounding board. Coachees were also able to shift their thinking and move forward by the 

help of the coach. One participant commented that the coachee discovered that she had 

what was needed to achieve the goal all along. The coaching gave her an affirmation and 

“a nudge”. One of the important coaching skills is to shift coachee’s thinking by 

reframing or addressing the self-limiting beliefs, and by shifting the meaning schemes 

(Zeus & Skiffington 2002; Hawkins, 2012). Critical reflection is an important part of 

learning in workplace that includes dialogic and self-reflective learning (Marsick, 1988).  

Coachees were able to develop crucial leadership skills from coaching such as 

communication, time management, decision-making, conflict management, and 

interpersonal relationships among others, according to the study results. As one study 

participant mentioned, the essence of what makes a great leader is not something that can 

be learned in MBA programs but through coaching and mentoring. A study done on 
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physician leadership demonstrated that coaching and mentoring from a leader and on the 

job experience were the most effective means of developing leadership competencies 

(Geist & Cohen, 2010). The learning from coaching is differentiated from other forms of 

learning in organizations due to self-discovery of new knowledge through the process of 

relating, questioning, reflecting and listening (Griffiths & Campbell, 2009). Lord and 

Hall (2005) proposed that leadership performance is organized in terms of progression 

from novice to intermediate to expert skills level and at each level the emphasis is on 

qualitatively different knowledge and information processing capabilities. At novice 

level, leaders are concerned with surface structures, the immediate observable 

components of leader processes, such as the behavior of leaders vis a vis subordinates, 

comprising of mostly what leaders do when they lead. Leaders at this level apply general 

problem solving knowledge and behaviors that are not tailored to the particular context. 

For expert leaders, they are concerned with deep structures that are associated with 

principle-level task, social expertise, emotional regulation, personal articulation of self-

identity and core values. These skills are domain-specific and thus the related knowledge 

cannot be generalized to other domains with different principles. This has important 

implications for leadership development and explains why the skills and knowledge of 

leaders need to be tailored to individual context for it to be most effective.  

Lastly this study found that coaching has potential to address stress and burnout 

for physicians. Health care professionals are reported to be among the high-risk groups in 

the areas of stress and burnout (Shanafelt, 2009). Burnout is the most common 

manifestations of distress for physicians.  According to Shanafelt, Kaups, Nelson, Satele, 

Sloan, Oreskovich and Dyrbye (2014) recent studies indicate that 30% to 45% of US 

physicians are experiencing burnout that is reported to affect patient outcomes and one-
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on-one coaching has high potential to address and mitigate burnout and stress in 

physician leaders resulting in patient outcomes. The participants noted that coaching 

helps a coachee to prioritize, build confidence and move forward. Coaching creates 

supportive relationships and enables the coachee to feel valued by the organization, 

which contributes to relieving stress and burnout. Grant, Curtayne, and Burton (2009) 

studied effects of coaching on resilience, stress and well-being. A half-day leadership 

training workshop followed by executive coaching using cognitive behavioral, solution 

focused framework resulted in increased resilience, reduced stress and increased well-

being.  

Organizational outcomes have also been listed in the findings. Some notable 

outcomes identified in this study which are not common outcomes documented in the 

previous coaching literature were upholding organizational values, creating pleasant work 

environment, building community, which ultimately benefit patients. Most of the 

coaching-related studies report coaching outcomes in terms of enhanced performance, 

lower turnover, job satisfaction, commitment, increase confidence, and customer 

satisfaction (Batson, & Yoder, 2012; Gilley, Gilley, & Kouider, 2010; Kim, 2014). 

Organizational values implementation and collective building of social capital as 

outcomes of internal coaching initiatives identified in this study will provide an expanded 

view of research on impact of coaching. Gehman, Trevino, and Garud (2013) discussed 

“values work” which means the work that is going on at any moment as values practices 

emerge and are performed. They proposed that the values work is a distributed, relational, 

interactive, and ongoing process. Changes in care model in this institution have brought 

many discussions on how the organizational values of patient care are being challenged 

or upheld. Coaching interactions can be a perfect opportunity to discuss how the 
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organizational values can be practiced, interpreted, and refined in order to align with 

individual values. It would be meaningful to expand the coaching research to study the 

role of coaching in organizational values work, and building community as a whole. 

Summary 

This study looked at the topic of training and developing physician leaders as 

coaches to build the internal coaching capabilities as well as to create a coaching culture 

in a health care organization. The research questions of “What are the processes and 

challenges of learning and developing to be physician leaders as coaches?” “What is the 

perspective of the physician leader that generates positive coaching behavior?” and “How 

does developing physician leaders as coaches benefit the health care organization 

overall?” were investigated using a qualitative case study approach through a 

constructivist paradigm. In addition to evaluation documents, twelve participants from 

the training engaged in one-on-one interviews. In this chapter, six themes that were 

inductively derived from data, understanding coaching and its philosophy, coaching as a 

leadership skill, coming together, coaching process and competencies, coaching 

challenges, and coaching outcomes were analyzed with reference to existing literature. In 

the following section, several implications for HRD practitioners and researchers will be 

discussed. 

Implications for practice and research  

Drawing from the discussion and analysis presented in the six themes from this 

chapter, I will focus on five areas of implications for research and practice in the area of 

human resource development. 

Building the internal coaching capabilities in organizations. There has been a 
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growing interest and demand for coaching in organizations worldwide and increasing 

number of research studies provides evidence that coaching in organizations has various 

effects on organizational outcomes (Ellinger & Kim, 2014). However implementing 

coaching initiatives in organizations does not come without a cost. Relying on external 

coaching expertise is immensely costly and more organizations are finding ways to 

develop internal coaching capabilities (Hunt & Weinstrub, 2007). One of the ways to do 

this is to develop organizational leaders to be coaches, both at mid-level and at senior 

level. It is important not to assume that just because the leaders have some years of 

managerial experience they have the skills to develop and coach others. Coaching entails 

not only specific set of skills but unique frame of mind and philosophy to implement 

effectively and to get the most of the time invested. Developing leaders as coaches takes 

time and organizations need to be committed and invested in training and developing 

these leaders and with active support to provide the leaders with opportunities to engage 

in actual coaching by either formal matching or giving them the administrative time to 

coach. This case study has provided empirical support for the value of coaching in 

organizations especially in time of rapid change where leadership is not about leading 

from existing knowledge and past experiences but leading in uncertainty and ambiguity, 

by constructing the context specific tacit knowledge. Organizations need to develop 

training programs that are customized to meet the demands of current challenges, and 

organizational coaching capabilities need to be embedded in hiring strategies, 

supervisors’ job descriptions, while holding them accountable to incorporate coaching in 

their managerial practice. 

Embodying a new mindset for leadership development. This study has 

revealed the importance of embodying the coaching mindset, which is the developmental, 
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positive, and trusting view of people, believing that they are capable of learning on the 

job, of generating knowledge and solution needed to improve performance and develop 

as a leader. Coaching training or leadership training needs to include the “unlearning’ of 

what is the habitual form of thinking or the view of leadership and management practices 

and their current perception of performance management, which largely consist of one-

way communication from the leader to the staff. This notion has valuable implication for 

highly trained professionals like physicians who mostly have a certain ways of thinking, 

view of the world or assume a certain mindset due to many years of professional training 

or what has been specifically defined by their role and their work experiences.  

The coaching mindset is aligned with various leadership approaches especially 

transformational leadership, and servant leadership, which places developing the 

employees as key leadership priorities. This means that developing leaders cannot be 

effective without addressing the leadership mindset and ways of viewing themselves, 

others and the world. Most of the leadership attributes, or behaviors are born out of 

particular mindset and the leaders need to find ways to integrate it into their leadership 

practices. This mindset sets coaching apart from other developmental methods such as 

directing, consulting, or mentoring and is the key in building social capital, creating safe 

learning environment for the employees to feel valued, to experiment, adapt and learn in 

the environment that is complex, involving a future that is uncertain and ambiguous.  

Kennedy, Carroll, and Francoeur (2013) described a shift from skillset to mindset 

as a different way of knowing leadership. They argued that skillset approach to leadership 

development stems from the assumption that the future can be known that change can be 

planned and managed as opposed to the mindset approach born from the complexity 

perspective which states that leaders cannot control the future and unpredictable and 
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unexplainable internal dynamics determine future conditions. This argument is congruent 

with complexity leadership (Marion & Uhl-Bien, 2001). From this perspective of 

leadership, leaders need to view their role as enablers, who disrupt existing patterns of 

behaviors, and encourage novelty (Plowman, Solansky, Beck, Baker, Kulkarni, & Travis, 

2007). Transformational leadership behaviors such as idealized influence, intellectual 

stimulation, individualized consideration, and inspirational motivation discussed in the 

literature review, entail dedication, optimistic envisioning, linking follower’s and values 

and ideals with organizational goals, which arouse strong follower emotion and 

identification with the leader (Yukl, 2010).  

Servant leadership involves quite a drastic mindset shift for any leader due to its 

concept and underlying belief that a great leader is seen as a servant first (Greenleaf, 

1977). As the findings indicated, coaching process involves listening, asking questions, 

acknowledging, empowering, care and commitment and moving action forward by 

challenging the coachee. Several participants specifically linked servant leadership with 

leader as coach. In the quote below, Greenleaf (1977) described how listening is a natural 

way of being as a servant: 

But if one is a servant, either leader or follower, one is always searching, 

listening, expecting that a better wheel for these times is in the making. It may 

emerge any day. Any one of us may find it out from personal experience. I am 

hopeful. (p. 9) 

 

This perception of servant leader describes set of behaviors that a servant is not only 

searching and listening, but has optimistic view of life, having hope for the future. 

Practicing positive leadership involves facilitating positive emotion, creating 

positive relationships, and meaning of work for the followers by demonstrating leader 
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positivity such as hope, optimism, resilience, and self-esteem (Kelloway, Weigand, 

McKee, & Das, 2013). The findings indicated that coaching involves positive regard for 

the coachee, believing that they have the potential and supporting them to fully utilize 

their strengths. This requires distinctive mindset that intentionally looks for what is 

positive more than negative. In most cases organization processes are developed to avoid 

errors, to prevent or reduce deviances, which nurtures attention towards negative 

phenomena. Shifting the leader’s mindset to focus more on positive deviance calls for 

deliberate practice to emphasize success, build on strengths, and celebrating the positive 

more than correcting the negative (Cameron, 2008).  

In order for the leaders to demonstrate new skills or change their behaviors, they 

need to view the world, themselves, and others in a different way. HRD professionals 

need to view leadership development from the lens of developing leadership mindset. 

Further studies on how to develop leadership mindset, how certain mindset of leaders 

guides their behaviors and their relationship with the people they lead will contribute to 

overall understanding on leadership development. This implication can be expanded to 

other industries or other highly skilled professionals such as scientists, engineers and 

lawyers who have been through many years of training and education that have shaped 

them towards a certain worldview or role identity. There is always a limitation in trying 

to capitalize on their professional competencies for leadership effectiveness and that is 

something the leadership development professionals always need to be conscious of 

when developing and delivering leadership development programs for these 

professionals. 

Enhancing transfer of learning in leadership development. This case study 

involved leader as coach training consisting of a formal two-day training followed by 
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three sessions of coaching by external executive coach. The participants were able to 

experience the coaching processes and outcomes as a coachee. And then the participants 

were paired with coachees by HR management in on-going coaching engagements as 

coaches. The interview for this study was done a year and a half after the formal training 

and by that time, all of them have been either coaching their staff in an informal setting or 

have been in formal coaching engagements initiated by HR during that time. What the 

participant leaders shared was much more than what they had learned during the 

classroom training indicating that these leaders’ experience of actual coaching has 

immensely impacted their learning and development as coaches and transferring the 

learning in their work context. The participants continuously reflected on their coaching 

experience to become better and competent as coaches creating their own guidelines, 

such as setting context with the coachee, giving them assignments and knowing 

intuitively to fluctuate between the role of a facilitator and an experienced mentor. They 

were experimenting, gauging and implicitly theorizing their methods using the process of 

experimental learning and reflective practice (Merriam, Caffarella, & Baumgartner, 

2007). From their study on workforce training transfer, Burke and Baldwin (1999) found 

that providing trainees with transfer strategies to use in period after training, improved 

skill maintenance on the job. What it takes to succeed as leaders can be learned mostly 

through experience and the heart of leadership development training programs should be 

the experience rather than the program itself (McCall, 2004). Leadership challenges are 

complex and hard to master. For many it not only takes years of experience but also 

endless reflection-in-action and reflection-on-action to make sense and meaning of the 

events (Merriam, Caffarella, & Baumgartner, 2007). 

In many ways coaching philosophy requires different mindsets from what 
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physician leaders brought to leadership and these leaders as coaches had to experience 

quite a bit of paradigm shift in order to use and practice coaching. Although the 

participants fully understood the value of coaching and the different mindset and had 

some level of awareness of assumptions and beliefs as physicians in terms of how they 

interact with patients, there was the danger of falling back to their habitual ways of 

controlling, directing, or advising. Grant and Hartley (2013) proposed several strategies 

to embed the learning in organizations following a Leader as Coach training programs. 

They are: senior management support, positive message to broader workforce, follow up 

coach-the-coach session, and sending regular reminders as emailing tips. The leadership 

development professionals in organizations need to know that any formal training should 

be partnered with opportunity to experience, utilize and practice the skills in real setting 

where they can integrate the competencies through deliberate practice. There needs to be 

a support structure as part of the development process for these leaders to experience, 

reflect and internalize the new knowledge. 

 Role of coaching in knowledge management. This study revealed that coaching 

outcomes needed to be examined at multiple levels: the coach, the coachee and at an 

organizational level. If coaching in organization is a medium for knowledge construction 

through partnership and trusting relationships as this study suggests, the knowledge is 

generated by social interaction between the coach and the coachee. Research in coaching 

outcome needs to include and capture the learning and development of the leader as 

coach and how the learning in organizations of the coach influences the learning of the 

coachee and vice versa.  

At the same time, the mechanism of how the knowledge is created, and shared 

through the coaching relationships and interactions needs to be explored further. 
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Knowledge management includes knowledge identification, creation, collection, storage, 

sharing, and application (Analoui, Doloriert, Sambrook, 2013). Findings of this study 

indicated how leader as coach interact with the coachee by building relationships, 

creating safe space, asking open-ended questions, engaging in reflection, and listening, 

generated effective learning environment where new knowledge was constructed. Several 

studies have been reported on leadership styles and knowledge management (Analoui, 

Doloriert, & Sambrook, 2013; Politis, 2001; Shih, Chiang, & Chen, 2010; von Krogh, 

Nonaka, & Rechsteiner, 2012). Analoui, Doloriert and Sambrook (2013) studied the 

information and communications technology organizations in the UK and found a 

significant and positive relationship between the leadership style adopted by the 

organization’s primary knowledge manager and knowledge management activities. When 

the leaders adopt the transformational and transactional leadership style, there is a notable 

increase in knowledge management activity. In their study using random samples from 

Taiwanese electronic manufacturers, Shih, Chiang, and Chen (2012) showed that 

transformational leadership nurtures a trusting climate, which in turn promotes employee 

knowledge-exchange behaviors. Politis (2001) proposed the leadership style of self-

management leadership who encourages self-observation, self-goal-setting, self-

reinforcement, self-criticism, self-expectation, and rehearsal. He found that participative 

nature of self-management leadership, creating mutual trust, showing respect for 

subordinate’s ideas and feelings is positively related to knowledge acquisition attributes. 

As discussed earlier, coaching is most related to the knowledge creation, sharing and 

application. Von Krogh, Nonaka, & Rechsteiner (2012) proposed that in knowledge 

creation, motivation, inspiration, empowerment, and autonomy are important elements. 

They asserted that different leadership approaches depend on different context. One 
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example would be that sharing tacit knowledge between individuals requires different 

assets than sharing explicit knowledge in the form of database. They went on to propose a 

new leadership framework based on distributed leadership stating that knowledge 

creation often involves spontaneous collaboration. Distributed leadership seeks to diffuse 

personal growth and development among participants so that they may take on leadership 

and followership in peer structure. Coaching interaction takes place in a positive, 

empowering, motivating space where the coach and the coachee are partners in learning 

and knowledge creation and sharing. Further research on the effect of mindset and 

behaviors of leader as coach on knowledge creation, sharing and application will shed 

light on how coaching can be used for knowledge management in organizations. Health 

care organizations are highly knowledge intensive that are faced with fast changes, and 

many of the problems are highly complex requiring new knowledge, collaborative effort 

and continuous learning in teams. HRD professionals in health care organizations need to 

fully utilize coaching capabilities of leaders to further leverage knowledge creation 

activities. 

Organizational support for creating a coaching culture. This study suggest 

that organizational support is critical in securing a culture of learning, coaching and 

developing its employees as part of the daily practice. In this case study, the organization 

put a strategic priority in developing leaders as coaches, committed to building the 

internal coaching capabilities and training them and managing the formal coaching 

engagements to further develop its leaders by utilizing the internal leaders as coaches. As 

having the time to coach and to be coached was the main challenge, organizations need to 

secure administrative time for the leaders to engage in developmental activities with 

individual, or teams. As some participants noted that it was beneficial for the coachees to 
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understand the coaching process and the expectations, the organizations need to 

communicate to and educate its entire employees about the benefits and process of 

coaching in organizations. Further study on the role of organizational support in 

developing the internal coaching capability, increasing the social capital by providing 

more opportunity to build relationships and connections would be a valuable addition to 

the body of knowledge on coaching in organizations. Lastly, studies on the long-term 

effects of coaching would be a challenging task but a very important topic to study for 

organizations to make the strategic investments. There are different levels of coaching as 

in skills or performance coaching which are done in a shorter timeframe and the results 

are expected immediately, but coaching for development, especially for leadership 

development takes time because the development coaching aims at different ways of 

thinking by engaging in reflection and coaching will have effect when leaders 

continuously engage in coaching others over time.  

Recommendations for future research While this study provided detailed 

account of the processes and challenges of developing physician leaders as coaches from 

the coach’s view, it does not present the direct account of the coachee’s views and 

perspectives: the benefits of coaching, how the learning happens within the space of 

coaching in the context of coaching relationships. Further research needs to be done on 

the effect of positive paradigm of coaching, utilization of coaching skills and processes 

on the impacts of coaching in development of the coachee by exploring the coachees’ 

responses and reactions from their perspectives. 

Conclusion 

 This case study has investigated a group of physician leaders trained in coaching 

and had actual coaching engagements with coachees in a large academic medical 
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institution. The research was conducted to look into the processes and challenges of 

developing physician leaders as coaches, their perspectives that generate positive 

coaching behaviors and benefits to health care organizations. The participants in this case 

study underwent a two-day leader as coach training program followed by three coaching 

sessions. And then they were assigned coachees for ongoing coaching engagements while 

participating in monthly coaching circles. The learning processes and challenges were 

captured by one-on-one interviews as well as evaluation of the training. From the 

interview data, the participants shared the process of embodying the coaching mindset, 

and the philosophy on coaching and how that philosophy was imperative in 

demonstrating the relevant coaching skills and behaviors. The coaching philosophy based 

on adult learning principles, that are non-directive, humanistic, positive, and that enables 

the coachee to generate knowledge and solutions based on reflection was challenging for 

the physician leaders to take on due to vastly different training they received to be 

physicians. They had to practice letting go of control, building relationships, being in the 

“not knowing” and ambiguity, take time and make effort to be of service to the coachee 

for their growth and learning. Much of what they learned from the training and actual 

coaching engagements included the skills, the processes, importance and the means of 

building relationships with the coachee and their view of benefit of developing physician 

leaders as coaches to the health care organization. They also learned that the physician 

leaders do not exercise the same level of respect and compassion towards employees that 

they demonstrate towards the patients. They learned that building relationships in 

coaching is critical as is in physician patient relationship and yet in today’s health care, 

the pressure of meeting the patient volume and demands of clerical work is making the 

relationship component of the leaders hugely limiting. They also shared the value of 
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physician leaders coaching physicians because of their understanding on unique demands 

of work, the many years of training that brought them to where they are and unique 

concerns they share about the future of health care and medicine. 

From their coaching trainings and experiences, the physician leaders found that there are 

certain processes that the coach needs to implement in order for coaching to be effective. 

The coaching process usually started with setting the context by explaining to the 

coachee what the process entails and the expectation from both sides. They felt that 

coaching also should involve some kind of goals setting but emphasized that due to the 

open-endedness and the ambiguous, chaotic nature of coaching, the goals can evolve as 

coaching unfolds and sometimes being strict about goals can be even limiting. 

All of the participants found it challenging to ask open-ended questions rather 

than providing the coachee solutions due to their habitual response of being the 

knowledge matter experts as physicians and their automatic response to problem-solve 

for others by quickly coming up with a treatment plan. Questioning is an important skill 

for these physicians to use with patients too but the purpose is history-taking or 

information gathering as opposed to enabling critical reflection and self-awareness in 

coaching. They learned that active listening is an important part of coaching as well as in 

patient-physician interaction and being a coach made them be a better physicians because 

coaching made them become better communicators. When they needed to share insights, 

they felt it best to ask for permission before doing so. They expressed the value of action 

planning and holding the coachee accountable by following up with their assignments.  

They also found some challenges of developing physician leaders to be coaches 

and implementing coaching in organizations. Finding time was the biggest challenge and 

yet most participants think that the organization and the people within should make effort 
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to find time because they find the time spent on coaching worthwhile. Coaches 

themselves also provided challenges due to their need to control, and to be directive. 

Coachee’s expectations to be provided with solutions by the coach and negative 

perception of coaching were factors that contributed to challenges in coaching and for the 

physician leaders to be coaching effectively. 

Lastly, they found that coaching had various outcomes for the coach, the coachee 

and the organization. While most of the studies on coaching report the impact on the 

coachees, this study revealed that coaches learn much from coaching others by asking the 

same question to themselves, and by hearing about what is going on in the organization. 

For the coachees the biggest gains were their feeling of being valued, by having these 

physician leaders as their coaches to share insights, listen and engaging in a reflection as 

partners and just having someone to talk to outside of their departments or divisions. 

Other benefits were to shift their thinking, and move forward, and to gain affirmation 

from the coach. Some leadership skills that the coachees developed from coaching were 

communication, time management, decision-making, conflict management, and 

interpersonal relationships among others. The participants felt that coaching process and 

asking open-ended questions, engaging in reflection allowed the coachees to develop 

leadership skills that could not be learned from graduate programs or other formal 

trainings implying the value of creating the tacit knowledge through coaching. The 

individualized and context-specific attributes of coaching and being able to experiment 

with thoughts and actions in a safe environment set the stage for learning and generating 

knowledge needed to develop as leaders and enhance performance. Coaches had 

opportunities to address stress and burnout through the coaching engagements indicating 

the potential value of utilizing coaching in dealing with physician burnout and stress that 



 

	   	   	  

198	  

is a growing concern in health care. Some perceived benefits of coaching for 

organizations from the participants were building community, relationships, increasing 

the social capital, succession planning, increasing engagement, fully utilizing talents, 

creating pleasant work environment which ultimately benefits patient care.  

This case study has provided an insight into the learning processes and challenges 

for physician leaders to be developed as coaches and indicated that increasing the internal 

coaching capabilities in health care organizations by developing physician leaders as 

coaches can have great impact in paving the way into many changes and challenges that 

are facing health care today. Coaching has been shown to be an effective way to 

operationalize approaches to leadership needed in time of uncertainly and complexity, 

and to enable continuous learning for the staff by constructing context-specific, tacit 

knowledge, leveraging the social capital and upholding the organizational values. This 

study also showed that in developing physician leaders, training them in the mindset and 

philosophy of coaching allowed them to demonstrate positive coaching behaviors and 

skills and build the relationships needed to maximize the coaching outcome. 
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 This e-mail confirmation is your official University of Minnesota HRPP notification of 
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Appendix C: Participant Consent Form 

Participant Consent Form 
 
Title: Developing physician leaders as coaches: Case study 

 
You are invited to participate in a qualitative research study about developing physician 

leaders as coaches. You were selected to be a possible participant because you have 

participated in the Internal Leadership Coaching Training and have engaged in an 

ongoing coaching with at least one coachee. We ask that you read this form and ask any 

questions you may have before agreeing to be in the study. This study is being conducted 

by Ji-Yun Kang a Learning and Development Consultant at Mayo Clinic and a graduate 

student in the Department of Organizational Leadership, Policy and Development at the 

University of Minnesota for a Ph.D. dissertation. 

 

Background Information  

The purpose of this study is to explore the processes and challenges of developing 

physician leaders as coaches and their perspectives on coaching, and its benefits at the 

personal level of the coachee. 

 

Procedures  

Individual interviews will be audio taped and the recordings transcribed. Participants will 

have direct access to the transcription to verify accuracy. Individual audiotapes are 

destroyed when the research study is completed.  

 

Risks and Benefits of Being in the Study  

The study has only minimal risks: Some potential risk factors are, first, personal sharing 

of significant events can evoke emotional or psychological responses. Second, there is 

always a danger when reducing a complex phenomenon such as coaching between 

individuals to identifiable components, that there will be a resulting oversimplification or 

failure to recognize complex components. Precaution will be taken that recognizes the 

complexity of leadership and the coaching interaction during data collection and analysis 

to limit this risk.  
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The benefits to participation are the opportunity to discuss experiences in the workplace, 

and the opportunity to be part of the development of new knowledge that will advance 

the understanding to inform the practices of developing physician leaders as coaches. 

Compensation  

You will not receive payment for participation in this study.  

 

Confidentiality  

The records of this study will be kept private. In any sort of report I might publish, I will 

not include any information that will make it possible to identify a subject. Research 

records will be stored securely and only I will have access to the records. Tape recordings 

will be destroyed when the study is complete and when dissertation requirements have 

been met. 

 

Voluntary nature of the study 

Participation in this study is voluntary. If you decide to participate, you are free to not 

answer any question or withdraw at any time.  

 

Contacts and Questions  

The researcher conducting this study is: Ji Yun Kang. You may ask any questions you 

have now. If you have questions later, you are encouraged to contact me at 

kangx242@umn.edu. You may also contact my advisor, Dr. Alexandre Ardichvili at the 

University of Minnesota, at ardic001@umn.edu. 

 

You will be given a copy of this information to keep for your records.  
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Appendix D: Participant Recruitment Email 

Dear Dr. ___ 
 
You are receiving this email because you are invited to participate in a research study 

named “Developing physician leaders as coaches”. This study is a qualitative study that 

seeks to explore the processes and challenges of developing physician leaders as coaches, 

their perspectives on coaching, and the benefits of coaching on the coachees, at the 

personal and professional level. 

If you consent to participating in this study, you will be taking part in an individual 

interview as an interviewee for approximately one hour using the questions below. The 

interview will be audiotaped. For details please refer to the attached consent form.  

Interview questions:  

 

1. What are the biggest take-aways from the Bluepoint Leaders as Coaches training? 

2. In your view, why is it important for physician leaders to have /use coaching skills in 

their leadership practice? 

3. What are the elements of a successful coaching engagement? 

4. What are the perspectives and views of a leader as coach that relate to positive 

coaching behavior? 

5. How do you build the trusting coaching relationship? 

6. What do you perceive to be the benefits of coaching to the coachee in terms of his/her 

personal and professional development? 

7. What are the benefits of coaching to the coach? 

8. How does human development model of coaching compare with the medical model of 

diagnosis and treatment? 

9. What are some potential challenges for physician leaders in using coaching with the 

staff?  

10. Is there anything else that you would like to share? 

 

There will be probing questions when the researcher finds the need. 

Please respond to this email by (date). Thank you. 


