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Abstract

The rapidly evolving coaching profession has permeated the health care industry and is gaining
ground as a viable solution for addressing physician burnout, turnover, and leadership crises that
plague the industry. Although various coach credentialing bodies are established, the profession has
no standardized competencies for physician coaching as a specialty practice area, creating a market of
aspiring coaches with varying degrees of expertise. To address this gap, we employed a modified
Delphi approach to arrive at expert consensus on competencies necessary for coaching physicians and
physician leaders. Informed by the National Board of Medical Examiners’ practice of rapid blue-
printing, a group of 11 expert physician coaches generated an initial list of key thematic areas and
specific competencies within them. The competency document was then distributed for agreement
rating and comment to over 100 stakeholders involved in physician coaching. Our consensus
threshold was defined at 70% agreement, and actual responses ranged from 80.5% to 95.6% agree-
ment. Comments were discussed and addressed by 3 members of the original group, resulting in a
final model of 129 specific competencies in the following areas: (1) physician-specific coaching, (2)
understanding physician and health care context, culture, and career span, (3) coaching theory and
science, (4) diversity, equity, inclusion, and other social dynamics, (5) well-being and burnout, and
(6) physician leadership. This consensus on physician coaching competencies represents a critical step
toward establishing standards that inform coach education, training, and certification programs, as
well as guide the selection of coaches and evaluation of coaching in health care settings.
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T hese are particularly difficult and un-
settling times for the medical profes-
sion. Although being a physician has

always been a demanding vocation, disrup-
tive trends in the industry, now com-
pounded by the COVID-19 pandemic and
its aftermath, have brought severe pressure
to bear on physicians and their organiza-
tions, and some are breaking under the
strain.1,2 Physician burnout is now at the
highest level ever reported, and health care
organizations struggle with retention,
engagement, and lagging morale in the entire
health care workforce.
Mayo Clin Proc. n May 202
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Although data revealing high levels of
burnout abound, data on solutions remains
scant. Coaching is a strengths-based method
of facilitating growth and change rooted in
self-determination, autonomous motivation,
and a trusting relationship. Science-based
physician coaching provides a powerful ally
and support, leading to greater self-efficacy,
something particularly important in the
setting of reduced external autonomy.
Coaching for executives and managers in
leadership development in other industries
and coaching for workforce health and
well-being are well established.3-5 Although
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COMPETENCIES FOR THOSE WHO COACH PHYSICIANS
research on coaching for physicians is in its
infancy, a number of studies support it as a
modality to reduce burnout.6,7

Currently, there are no standards for
those who coach physicians and no single
certification pathway required to enter the
coaching profession. Hence, physicians and
leaders lack a clear way of assessing the
expertise of those claiming to be physician
coaches. If coaching is to honor its responsi-
bility to medicine, it will be attuned to the
medical profession’s context, circumstances,
and needs, and coaching practitioners need
to deliver services of high quality. This situ-
ation calls for identification of a set of com-
petenciesdthose widely shared in coaching
and needing special emphasis, as well as
some freshly formulated for their particular
relevance and utilitydspecific to the subspe-
cialty of physician coaching.

We describe the results of a modified
Delphi study orchestrated by the Institute
of Coaching at McLean Hospital to establish
expert consensus on core competencies for
physician coaching. The intention of this
study was to build upon existing models of
coaching competencies, standards, and cre-
dentials and not to replace or substitute for
established standards and credentials for
professional coaches.

PHYSICIAN COACHING
Coaching is a relational process intended to
facilitate self-directed, positive change and
growth on the part of the “coachee.” Coach-
ing addresses both personal (eg, reduced
burnout, enhanced work-life integration or
well-being) and professional (eg, enhanced
leadership skills, job satisfaction, or perfor-
mance) development objectives of the physi-
cian being coached.6,8 Coaching of
physicians has been introduced in various
formats. The first format, traditional coach-
ing, involves a certified professional coach
working one-on-one with a physician. Such
coaches are often, but not always, external
to the health care system or practice at
which the physician is employed. We refer
to coaches who work with physicians as
“physician coaches,” noting that physician
coaches need not be physicians themselves.
Mayo Clin Proc. n May 2024;99(5):782-794 n https://doi.org/10.101
www.mayoclinicproceedings.org
To reduce costs associated with one-on-
one coaching by an external coach, group
coaching and faculty/peer coaching formats
have emerged. In the group coaching format,
one professional coach meets with a group of
physicians simultaneously.3,9 Participants in
group coaching may benefit from learning
from the experiences of others, supporting
each other, and building social connections.
Personalization of group coaching is
achieved through individual efforts between
sessions (eg, reflective exercises, goal setting,
and deliberate practice with new behaviors).
Finally, faculty or peer coaching is similar to
the previous 2 formats, but rather than uti-
lizing certified professional coaches, physi-
cians are trained in coaching fundamentals
and perform this service for peers or stu-
dents, not in their direct reporting path, as
a component of their job responsibilities.10

As a helping relationship, coaching is oc-
casionally conflated with psychotherapy.
Although coaching and psychotherapy share
some features, they are distinct interven-
tions. Both coaching and psychotherapy are
dialogic in nature, rely on a high-quality
relationship, involve asking questions that
enable the client to explore subjective expe-
riences, and foster behavior change. Howev-
er, the aim and approach of the 2
interventions are different. Whereas psycho-
therapy aims to alleviate distress and restore
functioning, physician coaching aims to
address physicians’ career development
needs.11,12 Thus, coaching takes a present-
and future-focused approach to extracting
learning from life’s challenges that can be
applied to the pursuit of a desired future
state. Psychotherapy is more likely to delve
into the past to understand and resolve cur-
rent challenges. Moreover, physician coach-
ing presupposes mental health. Although
physicians may come to coaching with
high levels of stress, depression, or anxiety,
coaches do not diagnose or treat mental
health disorders, nor utilize medication as
part of a treatment plan. A coach can work
with a physician on visible, observable be-
haviors as well as topics that may be less
evident, such as the physician’s orientation,
goals, assumptions, and values.13 As Brazeau
6/j.mayocp.2024.01.002 783
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et al12 point out, individual psychotherapy is
more appropriate than coaching when
“distress is severe, persistent, or generalized
across professional and personal life do-
mains.” It becomes the therapist’s role to
address root causes, such as personality dis-
orders, childhood traumas, and unprocessed
life experiences.13 Physician coaches should
be trained to recognize signs of psychologi-
cal distress and know how to refer a client
to an appropriate mental health care
provider.

These complexities raise the imperative
that physician coaches pursue credentialing
and continuing education and adhere to a
common code of ethics. Regardless of the
format of coaching and the background of
the coach, we propose that the preparation
of physician coaches be guided by a stan-
dardized set of competencies.

EVOLUTION OF STANDARDIZED COACHING
COMPETENCIES
The emerging subspecialty of physician
coaching rests on the conventions of the
broader coaching industry. However, general
competency models, credentialing processes,
and ethical standards insufficiently address
the unique needs of medicine. In order to
support the subspecialty of physician coach-
ing, domain-specific competencies must be
articulated and agreed upon. As the field ma-
tures, the initial competencies will be refined
based on empirical evidence so that educa-
tion, credentialing, and possibly licensure
rest on a valid set of knowledge, skill, and
ability areas.14

We summarize 3 coaching standards and
credentials established by nonprofit organi-
zations in the United States since the mid-
1990s. The majority of coaching profes-
sionals in the United States seek, hold, and
maintain a coaching credential from one or
more of these organizations. Each of these
organizations assembled coaching stake-
holders and large groups of coaches to define
coaching competencies and deliver standard-
ized credentials, deploying various best prac-
tice processes.

In 1998, the International Coach Federa-
tion was the first to complete a coaching
Mayo Clin Proc. n May 202
practice analysis and release its core compe-
tency model and standards, along with 3
levels of coach credentials now completed
by 30,000 coaches worldwide (Associate
Certified Coach, Professional Certified
Coach, and Master Certified Coach). The
core competencies were substantially
updated in 2019 to 63 coaching compe-
tencies in 8 domains (ethics, coaching agree-
ments, coaching mindset, presence, trust
and safety, active listening, evoking aware-
ness, and cultivating learning and growth).15

In 2022, the National Board for Certified
Counselors’ Center for Credentialing and
Education launched the Board Certified
Coach credential, completed by 3900
coaches, based on 154 competencies in 4 do-
mains (ethics, coaching knowledge and ap-
plications, assessment, practice
management).16

In 2015, the National Board for Health
and Wellness Coaching (NBHWC; a
controlled, nonprofit affiliate of the National
Board of Medical Examiners [NBME])
launched the National Board Certification
for Health and Wellness Coaches, based on
128 competencies in 4 domains: coaching
structure, coaching process, health and well-
ness, ethics and legal.17 The NBHWC/NBME
process articulated the scientific theories and
literature that were translated into their
coaching competencies, which informed
the coaching theory and science section of
the physician coaching competencies
described subsequently. There were 9000
National Board Certified Health and Well-
ness Coaches as of June 2023.

STUDY METHODS
Despite the existence of general coaching
competency models adopted by various
accrediting bodies, no set of competencies
exists to guide a subspecialty of physician
coaching. Given the absence of existing
empirical data and lack of agreement in the
field, we employed a Delphi technique. The
Delphi is a common approach to establishing
competencies in medicine18-22 via a struc-
tured process to collate diverse opinions
and experiences into a convergent
framework.23
4;99(5):782-794 n https://doi.org/10.1016/j.mayocp.2024.01.002
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Specifically, we employed a modified
Delphi approach, informed by the practice
of rapid blueprinting. Rapid blueprinting is
a method by which the NBME works with
subject experts to efficiently and rigorously
develop content for medical credentialing
and evaluation examinations.24 Our process
consisted of 2 phasesdthe development
phase and the confirmation phase. In the
development phase, we drew on practices
of rapid blueprinting to generate an initial
set of competencies. A group of 11 experts
from various stakeholder groups determined
a list of key thematic areas and specific com-
petencies within them. In the confirmation
phase, a larger stakeholder group was invited
to rate agreement with and comment on the
initial competency document via an elec-
tronic survey, consistent with a traditional
Delphi approach.

Development Phase
Expert Panel. Rigor in the Delphi technique
relies on the involvement of a representative
group of expert stakeholders. However, there
are no universally agreed upon criteria for
the selection of experts, nor is there minimum
or maximum number of experts on a
panel.23,25 Guided by existing studies, we
defined experts as informed individuals who
are knowledgeable about and have a stake in
effective physician coaching from diverse
vantage points (eg, as a coach, physician being
coached, purchaser of coaching).19,23,26

In the development phase, an expert panel
of 11 physician coaches from the United States
and Canada was purposively selected to draft
the initial competency document. This group
included expert physician coaches representing
adiverse arrayofpractice areaswithinphysician
coaching (eg, coaching of physician leaders,
medical residents, and surgical residents).
Physician and nonphysician coaches were rep-
resented, as well as key organizations in the in-
dustry, including the American Medical
Association, Canadian Medical Association,
Institute of Coaching, and International Coach-
ing Federation. Attention was also paid to
ensuring that both communityhospitals andac-
ademic medical centers were represented.
Among our 11 panel experts, 8 (72.7%)
Mayo Clin Proc. n May 2024;99(5):782-794 n https://doi.org/10.101
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identified as female and 7 (63.6%) had
doctoral-level training in medicine.

Data collection. Traditionally, the first
round of a Delphi process involves qualita-
tive idea generation via an open-ended sur-
vey. To expedite this round, we utilized the
rapid blueprinting approach of orchestrating
2 virtual half-day meetings of the 11-person
panel. In the first virtual meeting, the panel
identified key areas or “categories” of com-
petencies based on the following 2 ques-
tions: (1) In what general fields of
knowledge should a physician coach be
proficient to realize successful performance?
(2) In what general areas must the coach
have skills? This process yielded 6 key areas.
The panel then broke into subcommittees to
write specific competencies in each area as
interim work. These competencies were
compiled into one document that was
reviewed by the entire working group in the
second half-day meeting. The steering com-
mittee then integrated the feedback from the
virtual meeting into final changes to the
competencies document.
Confirmation Phase
Study Participants. Institutional review
board approval was received for the confir-
mation phase. Participants were identified
by both self and peer nomination. An open
call for participants invitation was posted
on several social media sites and distributed
in snowball fashion by members of the
expert panel. Inclusion criteria for expert
stakeholders included those who had knowl-
edge and practical experience with success-
ful coaching of physicians or physician
leaders within the preceding 3 years as either
(1) the coach, (2) the individual being
coached, (3) the sponsor of coachingdeg,
chief medical officer or practice manager
who hires coaches, (4) a physician educator
who uses coaching, or (5) an educator/
trainer of those who coach physicians and
who were employed in the health care
context in the United States or Canada.
This recruitment process allowed us to
monitor representation across stakeholder
groups in the sample. This step yielded a
6/j.mayocp.2024.01.002 785
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TABLE 1. Demographic Characteristics of the 97
Study Participants in the Confirmation Phase

Variable
No. (%) of
participants

Sex
Male 22 (22.7)
Female 74 (76.3)
Nonbinary 1 (1.0)

Age (y)
25-34 1 (1.0)
35-44 23 (23.7)
45-54 30 (30.9)
55-64 21 (21.6)
65-74 20 (20.6)
75-84 2 (2.1)

Stakeholder categorya

Coach 73 (75.3)
Individual coached 20 (20.6)
Sponsor of coaching 4 (4.1)
Physician educator 16 (16.5)
Coach educator/trainer 12 (12.4)

Coach credential
Yes 70 (72.2)
No 27 (27.8)

Years of coaching experience
<1 9 (9.3)
1-3 33 (34.0)
4-6 20 (20.6)
7-10 16 (16.5)
>10 19 (19.6)

Work in academic medical
environment
Yes 50 (51.5)
No 47 (48.5)

Physician
Yes 69 (71.1)
No 28 (28.9)

aMultiple responses could be selected for stakeholder cate-
gory; hence, the total is greater than 100%.
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group of 176 individuals to whom the survey
was emailed. The email addresses failed for 8
stakeholders, leaving 168 who presumably
received the email. More than 100 stake-
holders started the survey, but some did
not continue after entering their demo-
graphic data and therefore are not included
in the final sample; 97 stakeholders
completed the survey in full, resulting in a
57.7% response rate. Demographic informa-
tion is presented in Table 1.

Data Collection. The competency document
finalized in the development phase was
sent to this broad group of stakeholders for
evaluation and comment. After providing
consent to participate in the study, respon-
dents completed a survey in which they
could download the full competency docu-
ment. In the survey, the full competency
document was split into the 6 key areas, 4
of which were further divided resulting in
17 subsections. Respondents rated the extent
to which they agreed with the competencies
in each subsection using a 5-point Likert
scale (1 ¼ strongly disagree, 5 ¼ strongly
agree) and had an opportunity to elaborate
on their scores with open commentary.
Finally, survey respondents were asked to
indicate the relative importance of each key
area by distributing 100 percentage points
across them such that a greater percentage
indicated greater importance to effective
coaching of physicians.

Agreement levels (analyzed as described
subsequently) exceeded the predetermined
70% threshold, indicating only one survey
round was necessary to establish consensus.
That said, for completeness, 3 physician
coaches from the phase 1 expert panel
reviewed all comments and as a group,
decided if and how to respond by editing the
competencies. Their modifications to the orig-
inal competencies did not introduce any
substantive changes in meaning, further sup-
porting the decision to conduct only one sur-
vey round.

Consensus Thresholds and Data Analysis
Rigor in the Delphi approach requires that a
priori thresholds be set for establishing
Mayo Clin Proc. n May 202
consensus.27 Based on previous studies and
best practice recommendations, we deter-
mined that 70% agreement would indicate
consensus.23,25 Agreement was determined at
the subsection level by calculating the percent-
age of respondents who responded “agree” or
“strongly agree.” Average scores were also
calculated. Qualitative comments were dis-
cussed and reconciled among 3 members of
the steering committee. Finally, relative
weighting was analyzed by calculating the
average percentage assigned to each key area.
4;99(5):782-794 n https://doi.org/10.1016/j.mayocp.2024.01.002
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TABLE 2. Agreement Scores From Confirmation Phase Survey

Key area and subareas
No. of

competencies

Average
agreement

score
Agreement

(%)

(1) Physician-specific competencies

Demonstrates ethical practice 12 4.68 94.3

Professional practice standards when
working with sponsors and
stakeholders

6 4.73 95.5

Addressing physician mindset 9 4.71 95.6

Evoking awareness and listening
actively

8 4.61 92.2

(2) Understanding physician and health
care context, culture, and career
span

Health care system and culture of
medicine

17 4.57 89.2

Role management 8 4.63 92.8

Physician career paths 3 4.44 89.3

(3) Coaching theory and science 16 4.37 86.7

(4) Diversity, equity, inclusion, and
other social dynamics

14 4.65 91.6

(5) Well-being and burnout

Developmental tasks to support well-
being

7 4.76 95.1

Self-care 4 4.76 92.7

Stress management, burnout, and
resilience

7 4.68 91.4

Mindfulness 3 4.39 85.5

(6) Leadership

Leadership mindset 6 4.60 92.5

Managing adversity 5 4.52 91.4

Communication skills 2 4.46 87.7

Organizational development 2 4.36 87.2

COMPETENCIES FOR THOSE WHO COACH PHYSICIANS
RESULTS
The first (development) phase of the study
yielded a competency document with 6 key
areas: (1) physician-specific competencies,
(2) understanding physician and health
care context, (3) coaching theory and sci-
ence, (4) diversity, equity, and inclusion
(DEI), (5) well-being and burnout, and (6)
physician leadership. These 6 areas were
further divided into subareas containing
129 specific competencies. Core skills for
all physician leaders, including team/unit
leaders and senior leaders, were outlined in
the physician leadership key area. These
core skills differed from all other compe-
tencies in that they described skills that
coaches might presumably develop in others,
rather than competencies of coaches them-
selves. Despite this difference, the research
team believed consensus was required if
the skills were to appear in the final docu-
ment, so they were included as a subarea
in the confirmation phase of the study.

The second (confirmation) phase of the
study provided overall confirmation of the
competency model. Agreement scores
ranged from 80.5% to 95.6% (Table 2).
Although agreement scores for all subareas
surpassed the 70% threshold for consensus,
qualitative comments were also taken into
consideration in determining whether to
retain, modify, or delete competencies. Com-
ments relating to assumptions about the core
skills for physician leaders indicated a lack of
consensus and possible confusion about that
item set. Most convincingly, a clear theme in
the comments suggested that these assump-
tions were neither necessary nor appropriate
for a physician coaching competencies
document. The steering committee opted to
remove these core skills from the final com-
petency document, resulting in agreement
scores that ranged from 85.5% to 95.6%.

The steering committee modified the lan-
guage in the competency document based on
the comments. No substantive changes were
made to the nature or number of compe-
tencies. The final document is available in
the Supplement (available online at http://
www.mayoclinicproceedings.org).
Mayo Clin Proc. n May 2024;99(5):782-794 n https://doi.org/10.101
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The assigned weighting provides guid-
ance in terms of the relative importance of
the key areas to effective physician coaching
(Table 3). Weighting ranged from 21.1%
(most) to 11.8% (least) for important key
areas and did not correspond to the number
of specific competencies within the area.

DISCUSSION
Coaching is an approach that has rapidly
gained momentum in health care with an
6/j.mayocp.2024.01.002 787
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TABLE 3. Key Area Weighting

Key area
Average
weight

Coaching theory and science 21.1%

Understanding physician and health care
context, culture, and career span

18.6%

Well-being and burnout 18.0%

Physician-specific coaching competencies 14.3%

Physician leadership 12.1%

Diversity, equity, inclusion, and other
social dynamics

11.8%

MAYO CLINIC PROCEEDINGS
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increasing body of research substantiating its
efficacy in mitigating burnout. There are no
standards for those who coach physicians
and no one certification pathway required
to enter the profession. A modified Delphi
technique, informed by the NBME’s rapid
blueprinting practices, was utilized to estab-
lish consensus among stakeholder groups in
understanding what competencies are
required when coaching the physician popu-
lation. This step yielded competencies in 6
key areas.

Key Areas
Key Area 1: Physician-Specific Coaching
Competencies. Physician-specific coaching
competencies situate common coaching
standards in the physician coaching context
(eg, subarea 1.1, demonstrates ethical prac-
tice), and explicate new competencies spe-
cific to physician coaching (eg, subarea 1.3,
addressing the physician mindset). These
competencies call for coaches to demon-
strate ethical practice and avoid assuming
diagnostic or prescriptive roles, especially
regarding mental health issues. Physicians’
legitimate sensitivity around mental health
and malpractice risks necessitates creating a
particularly safe and private coaching envi-
ronment. Vital for trust and rapport, coaches
must respect the privacy of physicians and
patients and maintain confidentiality in and
beyond coaching sessions. When working
with sponsors and stakeholders, coaches
must remain unbiased, refrain from acting
as intermediaries, and proactively manage
boundaries among multiple roles and/or
Mayo Clin Proc. n May 202
multiple clients in the same health care orga-
nization (eg, subarea 1.2).

Effectively coaching physicians requires
an understanding of the unique factors that
may shape their mindsets. Physician mind-
set, as used here, refers to a set of beliefs
generated in part by various challenges faced
at different career phases that shape physi-
cians’ self and world views. For example,
medical education is intensely focused on
cognitive training and inadequately ad-
dresses self-awareness and self-leadership,
emotional and social intelligence, teamwork,
leadership, and well-being skills.28 The sys-
tem of medical training creates a strict sense
of hierarchy based on status, which inadver-
tently fosters harsh self-criticism (low self-
valuation29), perfectionism, and imposter
beliefs.30

Addressing the physician mindset re-
quires understanding and validating com-
mon phenomena such as a particularly
intense cognitive focus and dominant (even
intimidating) expert, fixer, and perfectionist
mindsets. Coaching can help physicians
work through an excessive sense of responsi-
bility, which may be trauma-based.31

Coaches evoke awareness and self-
compassion by validating the internal and
external challenges physicians face and
shining a compassionate light on harsh
self-criticism.

Listening actively is crucial, with coaches
holding space32 and speaking succinctly and
minimally in order to draw out a physician’s
experiences and perspectives, as well as
clarity on growth opportunities. Coaching
creates a safe and positive environment,
conducive to rapid awareness and learning.

Coaching can help physicians develop a
healthy receptivity toward feedback that is
strengths-focused (eg, building on what’s
good, using strengths to overcome chal-
lenges) and deploy a growth mindset (eg,
focus on getting better rather than looking
good).33 Coaches help physicians develop
new resourcefulness (eg, efficacy, resilience,
hope) for navigating their workplaces more
effectively.7 They cultivate physical body
awareness (eg, noticing breathing patterns,
muscle tension) and use science-based
4;99(5):782-794 n https://doi.org/10.1016/j.mayocp.2024.01.002
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mindfulness tools to generate mental and
emotional awareness, regulation, and
calm.34 Coaching helps physicians identify
their cultural triggers and loosen their
biases. Encouraging openness and vulnera-
bility, while maintaining healthy boundaries,
coaches help physicians notice their blind
spots and use their strengths to turn their
challenges into growth.

Key Area 2: Understanding Physician and
Health Care Context, Culture, and Career
Span. This set of competencies calls for
coaches working with physicians to be aware
of the various factors particular to health
care that impact physicians. Medicine is a
dynamic field with constant innovation and
changes in knowledge, technology, adminis-
trative oversight, and regulations, requiring
physicians to engage in lifelong learning
and adaptability. Common stressors include
electronic medical record systems, malprac-
tice risk, and shifting performance targets
and financial incentives, causing stress and
even moral injury.35 The corporatization of
health care has compromised the physician
autonomy, the foremost core psychological
need established by self-determination the-
ory, impacting their work conditions and
focus on patient care.36 Physicians face
challenges in working with nonphysician
administrators and are expected to be ever-
competent experts while adapting to chang-
ing performance targets.

We suggest that coaches will be more
effective if they understand the health care
system’s cultural dynamics, hierarchy, and
the concept of moral injury.37 This knowl-
edge will allow them to help physicians
recognize unrealistic expectations, address
disempowerment, navigate ethical chal-
lenges, and develop adaptability. Coaches
must also understand the emotional impact
of productivity pressures, helping physicians
optimize efficiency and balance administra-
tive tasks with high-quality patient care.

Effective coaches help physicians
manage their role within the health care sys-
tem. In order to do this, coaches need an
awareness of power dynamics, know how
help physicians navigate resourcefully, and
Mayo Clin Proc. n May 2024;99(5):782-794 n https://doi.org/10.101
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address the victim mentality for self and
others. Coaching promotes collaboration,
self-awareness, and critical conversations
with peers and superiors. Coaches assist
physicians in managing conflict and recog-
nizing potentially disruptive behaviors that
could lead to disciplinary actions. At critical
junctures in physician career paths, coaches
support identity formation and facilitate
role transitions.

Key Area 3: Coaching Theory and
Science. Effective physician coaches un-
derstand the scientific underpinnings of
coaching techniques and processes, just
as physicians understand the scientific un-
derpinnings of medical procedures, inter-
ventions, and medicines. Coaches are well
informed about evidence-based theories
including physician well-being, mindful-
ness, emotional intelligence, self-
determination theory, positive psychol-
ogy, motivational interviewing, the trans-
theoretical model of behavior change,
intentional change theory, growth mindset,
adult development, goal-setting theory,
design thinking, and coaching outcomes
research.32 Coaches apply the relevant
scientific knowledge to support physicians
more effectively in improving their well-
being, leadership, and overall performance.

Key Area 4: Diversity, Equity, Inclusion, and
Other Social Dynamics. This set of compe-
tencies represents an important advance-
ment over existing competencies models,
which have insufficiently addressed DEI is-
sues to date. Long-standing patterns of so-
cietal, structural, and individual inequity in
North American society have had consider-
able impact on health care, requiring coaches
be attuned to these issues.38,39 Diversity,
equity, and inclusion comprises various do-
mains such as sex, race, neurodiversity,
sexual orientation, ethnicity, and more, as
well as their intersections. This set of com-
petencies calls for coaches to understand
larger systemic structures at play, show
genuine empathy, reduce biases, and be
sensitive when coaching individuals who feel
excluded or different.
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Effective physician coaches recognize the
unique nature of physician-patient relation-
ships, starting with the moral imperative
physicians honor in caring for all patients
and being aware of biases patients may
have against physicians or vice versa. Com-
petencies in physician coaching related to
DEI issues include understanding the pres-
ence and impact of bias and inequity in the
medical setting, developing curiosity and
cultural humility, adapting communication
styles to accommodate identity-based needs,
and managing emotions around equity and
inclusion. The coach also validates the phy-
sician’s experiences, creates opportunities
for exploration and growth, and is aware of
stereotypes and implicit bias that exist
within various groups and power dynamics
in medicine.

Key Area 5: Well-being and Burnout. Phy-
sicians face unique threats to their well-
being, including high rates of burnout and
mental health disorders.35 The demanding
nature of medical training and practice,
combined with the pressure for perfection
and limited time for self-care, contributes to
these risks. Additionally, physicians may
experience vicarious grief and other
emotional pain from witnessing patients’
suffering, losses, and societal burdens.40

Effective coaches are equipped to help
physicians focus on aspects within their con-
trol to improve their sense of agency and
well-being. This process includes connecting
with their values, developing emotional in-
telligence and self-compassion, and access-
ing inner wisdom. Coaches can help
physicians overcome socialized beliefs that
hinder self-care and set appropriate bound-
aries. Stress management, burnout preven-
tion, and resilience building are also vital
components of coaching, with mindfulness
techniques used to process and integrate un-
helpful thoughts and fears contributing to
burnout.

Key Area 6: Leadership. Physicians often
take on leadership roles without formal
training or support. They may face chal-
lenges integrating leadership responsibilities
Mayo Clin Proc. n May 202
with their clinical work. Some physicians
progress up the organizational ladder,
requiring additional leadership skills.41 Key
areas for physician leaders to develop
competence in include effective communi-
cation, conflict management, delegation,
developing others, emotional intelligence,
listening, adaptability, overcoming imposter
syndrome, self-awareness, well-being and
self-care, and workload management.

Coaching for physician leaders focuses
on developing a leadership mindset (extend-
ing self-leadership to others), including self-
awareness, self-regulation, empathy, and so-
cial skills. Coaches help physicians shift
from individual contributors to team-
oriented leaders and develop executive pres-
ence and inclusive leadership skills.42

Coaching also involves managing adversity,
supporting physicians in crisis management,
critical conversations, and handling resis-
tance to organizational mandates. Trauma-
informed coaching is essential due to the
prevalence of trauma in physicians and
physician leaders.31

Furthermore, coaching addresses
communication skills, including aligning
unit goals with the organization’s mission
and strengthening listening and verbal
communication skills. Finally, coaches assist
physician leaders in organizational develop-
ment by recognizing the importance of
developing current and future leaders and
guiding them in strategic planning, board
alignment, navigating the health care envi-
ronment, and managing external stake-
holders and media relations.

Implications for Practice
This study addresses the specific coaching
competencies required for those who pro-
vide coaching to physicians. The results of
this study can be useful in at least 4 ways.
First, those who coach physicians are often
not physicians themselves and may have an
incomplete understanding of the rigors of
training, the current health care industry
context, professional culture, and issues fac-
ing physicians over their career span. More-
over, when physicians coach other
physicians it is essential to put aside the
4;99(5):782-794 n https://doi.org/10.1016/j.mayocp.2024.01.002
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lenses of expert, mentor, or teacher in the
service of the coaching role. These compe-
tencies provide guidance in both situations.

Second, physicians and health care insti-
tutions seeking coaches have not previously
had a way to analyze and gauge an individual
coach’s competence. This study’s results pro-
vide concrete standards that can effectively
guide coach selection and evaluation.

Third, while widely accepted, coaching
competencies such as those from the Inter-
national Coach Federation utilized in gen-
eral coaching training programs lack a
focus on coaching theory and science, DEI,
and well-being and burnoutdtopics essen-
tial for effective physician coaching. Thus,
the competencies established here may
have broader application to general coaching
competencies.

Fourth, these competencies provide a
road map for training physician coaches in
the future. Importantly, the weighting sug-
gests that (1) coaching theory and science,
(2) understanding physician and health
care context, culture, and career span, and
(3) well-being and burnout are of particular
importance in coach education. This is a
very timely issue as many such health care
and physician-focused coach training pro-
grams are emerging and currently no
standards exist for their curricula.

Limitations and Future Research
Although this study drew on an interna-
tional sample of stakeholders, the generaliz-
ability of the findings is limited to
physicians in the US and Canadian health
care contexts. Because the focus was on phy-
sicians, the unique needs of nursing profes-
sionals, technicians, therapists, or other key
professionals in the health care ecosystem
are not represented. Additionally, the results
may not be generalizable to physician coach-
ing in other countries. Although the study
sought to include a group of highly expert
coaches to develop the initial competency
document, we acknowledge that their selec-
tion was based on reputation rather than
an objective measure of performance. Lastly,
the results could be biased by the overrepre-
sentation of women and underrepresentation
Mayo Clin Proc. n May 2024;99(5):782-794 n https://doi.org/10.101
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of recipients of coaching in the confirmation
sample. The percentage of respondents who
identified as women (76.3% [74 of 97]) par-
alleled the number of women coaches more
generally43 (72%). To examine potential
sex differences in our sample, 2-tailed inde-
pendent samples t tests were conducted on
all areas in Table 2. These analyses revealed
that men and women differed significantly
in agreement in only one areadkey area 1,
subarea 4: evoking awareness and listening
actively (t75¼2.26; P¼.027). Men (n¼20;
mean � SD average agreement score,
4.85�0.37) agreed more strongly than
women (n¼69; mean � SD average agree-
ment score, 4.5�0.87) with these compe-
tencies. With regard to recipients of
coaching, future research should examine
the lived experiences of physicians who
have been coached regarding what compe-
tencies would have been helpful to them.
This factor could further validate or refine
the current results.

Further, although the Delphi technique
is considered an excellent method to obtain
consensus,23 it has been criticized as being
less rigorous and scientific than such
methods as a randomized controlled study.44

Future research is needed to transform the
competencies into behavioral constructs
that can be reliably measured and tested
against desired outcomes.

Despite the emergence of several compe-
tency models from professional coaching
bodies, the term competency remains a con-
tested issue in the coaching field. First, there
has been debate about what constitutes a
competency. Coach credentialing bodies
define competencies as knowledge, skills,
abilities, and personal characteristics impor-
tant for coaching.14,45,46 These competency
models are typically developed through
expert consensus building and/or job task
analysis.14,45 In the absence of evaluation
vis-à-vis performance, this approach likely
results in minimum thresholds for entry
into professional practice rather than indica-
tors that differentiate superior performance.

Competency definitions from profes-
sional coaching bodies stand in contrast to
the definition of behavioral competencies
6/j.mayocp.2024.01.002 791
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advanced by Boyatzis and McClelland,47,48

who define a competency as a capability or
ability of a person, not a characteristic of a
job, that results in effective performance of a
role or job. In this view, competencies are
sets of behaviors intentionally enacted in a
context that empirically distinguish effective
performance. Boyatzis et al argue that
consensus-based approaches to defining
competencies may result in a list of job tasks,
skills, and values that do not reflect behavior
and intent, and hence, would not be consid-
ered competencies. Rather, the list may indi-
cate ‘threshold’ knowledge or capabilities
necessary for minimal or average perfor-
mance, but likely will not empirically distin-
guish effective performance. 49

Second, some argue that existing compe-
tency models do not adequately depict the
complexity of what coaches do in coach-
ing.50 Moreover, having highly competent
coaches does not guarantee that successful
coaching will ensue. Outside influences
such as characteristics, capacities, and moti-
vation of the person being coached and the
environment in which coaching takes place
can have profound effects on the outcomes
of coaching.50

Given these limitations, what is the value
of this undertaking? We contend that this
compendium of competencies establishes
minimum expectations for ethical practice,
provides structure for education and training
programs, offers foci for supervision, and
helps to clarify public understanding of the
role and functions of physician coaches.51

It also establishes a baseline from which
further behavioral studies can be developed.

CONCLUSION
Coaching in health care settings is an impor-
tant opportunity to improve the well-being,
agency, and impact of the health care work-
force. Although coaching standards have
been developed for coaching patients in
health care (NBME and NBHWC), standards
for coaching health care professionals or
health care leaders have not been estab-
lished. We sought to establish a compen-
dium of competencies as baseline standards
for the emerging subspecialty of physician
Mayo Clin Proc. n May 202
coaching. Our aim is for these competencies
to inform the selection, education, certifica-
tion, and evaluation of physician coaches as
the field evolves.
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