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Introduction: Peer coaching has the potential to enhance the effectiveness of clinical performance
feedback reports to family physicians, but few peer-coaching quality improvement programs have been
implemented and evaluated in primary care. Authors designed, implemented and evaluated a peer-
coaching program for family physicians in a large, academic primary-care organization to explore its
potential to enhance family physicians’ use of clinical performance data for quality improvement.

Methods: Coaches were nominated by their peers and were trained to follow an evidence-informed
facilitated feedback model for coaching. Data were collected through surveys, a focus-group with
coaches, and individual interviews with coached family physicians (“coachees”). Data were analyzed
inductively using reflexive thematic analysis.

Results: Authors trained 10 coaches who coached 25 family physicians over 3months. Coachees who
completed the survey (21/25) indicated a desire for additional coaching sessions in future; most (19/
21) reported confidence in making practice change. Interview (n ¼ 11) and focus-group participants
(n ¼ 8) findings validated acceptability of the coaching approach that emphasized empathy ahead of
change-talk. Coaches helped coachees interpret care-quality measures, deal with negative emotional
responses evoked, encouraged a sense of accountability for improvement, and sometimes offered new
ways to manage common challenges. Coaching sessions led to a wide range of practice-improvement
goals. However, effects on practice change were felt to be limited by the data available and the focus
on individual physician factors when broader clinic issues acted as important barriers to improvement.

Conclusions: Peer coaching is a feasible approach to supporting family physicians’ use of data for
learning and practice improvement. More research is needed to understand the impact on practice out-
comes and physician wellness. ( J Am Board Fam Med 2024;37:996–1008.)
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Background
There are persistent gaps in the quality of primary
care, from long wait times to suboptimal chronic

disease management.1–6 Feedback of clinical per-
formance data to family physicians has been identi-
fied as a valuable strategy7 to improve quality of
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care, but its effectiveness depends on various fac-
tors, including the nature of the data, how it is pre-
sented, and who presents it.8 Our previous research
noted a gap between physicians’ intention to use
clinical performance data for practice improvement
and their actions.9 Discussions with colleagues are
one recognized way to improve the effectiveness of
clinical performance feedback8 but more research is
needed on how structured discussions can poten-
tially close this intention to action gap in the con-
text of family medicine.

Specifically, targeted peer-coaching interventions
piloted in specific contexts and settings have shown
promise for improving performance of physician
trainees,10 improving patient experience scores in out-
patient settings,11 and improving physician readiness
for self-directed learning.12 Yet, there is limited evi-
dence guiding integration of peer-coaching for fully-
licensed family physicians. In 2018 to 2019, we
launched 3 cointerventions sequentially to accompany
physician-level audit and feedback reports at a large
academic practice. The cointerventions included
structured self-reflection, peer-coaching, and facili-
tated group discussions. This article describes the
implementation and process evaluation of the peer-
coaching program and explores its potential to sup-
port family physicians to use clinical performance
data to improve practice. We hypothesized that our
program would be feasible to implement, acceptable
to physicians and have the potential to shift family
physicians along the behavior change spectrum, from
reviewing data to making changes in clinical practice.

Methods
Context

The peer-coaching program was implemented at
St. Michael’s Hospital Academic Family Health
Team (SMHAFHT) in Toronto, Canada. The
team consisted of approximately 75 staff physicians,

40 resident physicians, and 60 other health profes-
sionals, serving around 45,000 patients across 6
downtown clinics. The team received performance
reports on quality measures, covering patient expe-
rience, continuity, diabetes, cancer screening, and
high-risk prescribing (Appendix 1), collected from
electronic medical records, administrative data,
patient experience surveys, and manual collection.13

Intervention

The coaching program was based on Sargeant’s
R2C2 facilitated feedback model14 and informed
by the Institute for Health care Improvement’s
(IHI) Model for Improvement15 and the Clinical
Performance Feedback Intervention Theory (CP-
FIT).16 Peer-coaches were physicians nominated
by peers who participated in structured self-reflec-
tion.9 Coaches attended a 2-hour training session
covering the theory of clinical performance feedback,
quality measures, and common physician concerns.14

The R2C2 approach consists of 4 phases: build
Relationship, explore Reactions, explore Content,
andCoach for performance change.

In their one-time coaching interaction, coaches
and coached physicians (“coachees”) collaborated on
a ’commitment to change’ form, identifying areas for
improvement, setting SMART goals following IHI’s
Model for Improvement, and sharing practical
change ideas (Appendix 2). Coached physicians and
coaches submitted this form to the coordinator, and
3 months postcoaching, coachees received their
forms reflecting on goal progress. Coaches were
compensated at $135 per coaching hour.

Recruitment

In January 2019, staff physicians received personal-
ized e-mails with instructions on accessing feedback
reports. The e-mail included an invitation to sign
up for a one-on-one session with a peer-coach.
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Specifically, they were invited to indicate their top 3
coaches, and then matches were assigned based on
preferences, coach workload, and availability. Three
reminders were sent over a 4-month period, to encour-
age physicans to sign up for a session. Coachees could
claim 4 professional development credits on submitting
a commitment to change form. Coachees had the
option of sharing practice data with their coach.

Data Collection

Coachees had the option to complete an evaluation
form and a subset of coachees participated in semi-
structured interviews, guided by Normalization
Process Theory (NPT),17 between March and July
2019. Coaches completed a self-assessment survey,
and a subsequent focus group with 10 coaches
explored their perceptions of data for physicians,
the impact of the coaching session, and reflections
on supporting physicians in using data.

Data Analysis

Data analysis utilized codebook thematic analysis
and NPT’s 4 components as the coding frame.18,19

Two coders independently coded a subset of 3 tran-
scripts, creating an initial codebook. Early codes
and potential themes were shared with the research
team to establish clarity on objectives of the coding
and share initial interpretation. One team member
coded the remaining transcripts, regularly meeting
with the research team to discuss findings. The
coaching experience and reactions of both coaches
and coachees were explored using the R2C2

framework. We used NVivo 12 to organize our
analysis. Themes were shared with SMHAFHT
physicians at staff meetings as a form of member
checking.

Results
Out of 75 eligible physicians, 70 were nominated to
become a peer-coach. We selected and trained 10
physician peer-coaches who had multiple nomina-
tions to cover a range of seniority, expertise, prac-
tice sizes, and location, with at least 1 representative
from each of the 6 clinical sites. Of these peer-
coaches, 60% were women, the number of clinical
half-days ranged from 4 to 10, and medical school
graduation year ranged from 1977 to 2010, with
60% graduating between 1997 to 2005.

In thefirst 3months 33%of physicians completed
a coaching session (Table 1). More than half of
coachees chose a colleague from a different clinic site
as their coach, and most were comfortable sharing
their data with their coach. All completed a commit-
ment to change form, with SMART goals covering
various topics, leaving participants motivated and
confident tomake practice changes (Appendix 3).

Peer-Coach Self-Assessment Survey

The average reported duration of a coaching session
was 37minutes. Coaches reported high levels of
engagement from coachees and consistent applica-
tion of the R2C2 model during the session (Table 2).

Table 1. Characteristics of Coachees Who Participated in Peer-Coaching Sessions Compared to All Staff

Physicians in the Primary Organization (2019)

Coachees (n ¼ 25) All Staff Physicians (n ¼ 75)

n % n %

Gender
Women 15 60 51 68
Men 10 40 24 32

Graduation year range 1977 to 2015 1977 to 2015
Graduation year
1977 to 2001 7 28 25 33
2002 to 2007 9 36 17 23
2008 to 2015 9 36 33 44

FTE range 0.3 to 1.0 0.2 to 1.0
FTE
0.2 to 0.5 12 48 27 36
>0.5 to 1 13 52 48 64

Abbreviation: FTE, Full-time equivalent.
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Coachee Written Evaluation Survey

Twenty-one of 25 coachees completed the optional
written evaluation. Written feedback was generally
positive (Appendix 3), with coachees expressing the
desire to meet with a coach again (21/21), indicat-
ing learning from the session (20/21), and planning
to make changes to their practice (19/21).

Qualitative Data

Twenty physicians were invited for a qualitative
interview; 11 agreed to participate, 2 declined, and
7 did not respond. Eight of the 10 coaches partici-
pated in a focus group.

Building Relationships

Coachees highlighted the importance of qualities
like humility, nonjudgment, curiosity, thoughtful-
ness, and support in a coach. Both coachees and
coaches emphasized the development of a trust-
ing, supportive relationship as foundational to
coaching success. Coaches intentionally consid-
ered the broader context of a physician’s life when
discussing quality measures and described the im-
portance of supporting physician wellness even
though this was not a focus of the training. Many
highlighted that the coaching session seemed to
enhanced collegiality (Table 3).

Exploring Reactions

Coaches assisted coachees in dealing with negative
emotions sparked by data, including feelings of
inadequacy and hopelessness. The impracticality of
improving care for each quality measure, potential
time constraints, and concerns about unfair judg-
ment led to a reluctance to engage fully with the
data. Coaching sessions validated coachees’ experi-
ences of juggling numerous priorities and acknowl-
edged emotional reactions to quality measures,
providing reassurance and diminishing feelings of
isolation and overwhelm (Table 3).

Exploring Content

Coaches helped coachees interpret the data and
supported them in gaining insights despite known
data limitations. Coachees appreciated being able
to set and lead the agenda of the conversation
(Table 3).

Coaching for Performance Change

Coachees described how the session led to a sense
of feeling accountable for acting on the data. The
dedicated time and coaching helped them focus on
a practice area and set a goal. The sessions offered
an opportunity to learn from colleagues and man-
age common challenges (Table 3).

Limitations and Dissent

Participants highlighted that coaching could not
compensate for incomplete or inaccurate data, or

Table 2. Results of the Self-Assessment Survey

Completed by Coaches After Their Coaching Session to

Assess Fidelity to the Planned R2C2-Informed

Coaching Approach

Question n ¼ 24

How long did the conversation last
(approx.)? Mean (range)

37 minutes (20 to 60)

Was a follow-up call scheduled?
Yes N (%)

5 (21%)

How much do you agree or disagree with
each of the following statements.
Strongly agree/agree N (%)

The physician I coached thought the
feedback was valuable.

22 (93%)

The physician demonstrated
understanding and
cooperativeness.

24 (100%)

The physician demonstrated self-
reflection, self-awareness, and insight.

24 (100%)

The physician was able to develop a
change plan.

24 (100%)

The physician demonstrates the
commitment to making the
change.

23 (96%)

Did you apply part or the entire R2C2
model over the course of your
conversation? Yes N (%)

18 (75%)

Which of the following R2C2 stages
did you use over the course of
your conversation? N (%) of
respondents

Build rapport and relationship 20 (83%)
Explore reactions to and perceptions
of the data/report

22 (92%)

Explore physician understanding of
the content of the data/report

22 (92%)

Coach for performance change 22 (92%)
None 1 (4%)

Which of the following R2C2 stages
would you like to improve on for
your next conversation? N (%)
of respondents

Build rapport and relationship 4 (17%)
Explore reactions to and perceptions
of the data/report

7 (29%)

Explore physician understanding of
the content of the data/report

10 (42%)

Coach for performance change 20 (83%)
None 2 (8%)

Abbreviation: R2C2, Report, React, Recommend, and Commit.
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aspects of care not captured by the feedback report.
In addition, peer-coaching focused primarily on
physician-level actions rather than clinic-level
actions, although both were often necessary for sys-
temic change (Table 3).

Discussion
The study demonstrates the implementation suc-
cess and acceptability of a pilot peer-to-peer coach-
ing program among family physicians. Coaching
enabled physicians to develop specific quality

Table 3. Quotations from Coaches and Coachees Who Participated in the Focus Group and Interviews, Organized

by the Sargeant’s R2C2 Facilitated Feedback Framework

Building Relationships “He’s senior but not too senior so he’s sort of, he is a peer and we have a good relationship going in so he’s
collegial, he’s friendly, he’s open-minded, he’s non-judgemental which actually means a lot to me. . . we
all want to be doing really well and we don’t want to be making mistakes so to share that you know
there’s potentially gaps you want to be with somebody who you trust.” (Coachee 2302)

“I found universally the conversation actually got back to individual providers’ balance and wellness too
because it’s easy to say to fix this you just need to work harder or add more clinics but inevitably these
one-on-one conversations got to like the root of who the person is and what their practice style is and
trying to balance like what the outcome would be in terms of improving these numbers versus
continuing to support their happiness and fulfillment as a doctor.” (Coach R8)

“the first person that I was coaching is someone. . . who personality-wise I don’t necessarily align with all
the time but, and so I was quite nervous going into it and did a lot of preparation looking at the data
and just feeling, making sure I had some talking points and it was actually amazing. It went so well.
This person was very open to exploring the data and learning and setting goals and I came away from
it actually feeling a) very positive and b) also that I had a new appreciation for this person so that was
really nice” (Coach R3)

Exploring Reactions “I was overwhelmed by my practice and the data was just like another part of it that felt overwhelming
and so their kind of validation of my perception of my patient population and then practical like
problem-solving, yeah, it made me feel less overwhelmed.” (Coachee 2303)

“you feel like you’re able to share your potential practice vulnerabilities without feeling as though you’re
really a negative anomaly like you’re like oh, we’re, you know we have similar habits and so now
maybe we can share ideas and not feel intimidated or as though there’s dissimilarity between the
providers.” (Coachee 2302)

“one of the challenges of course with the data is you feel a little bit hopeless about it like there are all these
problems and what am I going to do about solving them and Lord knows I’m trying but. . .” (Coachee
1813)

Exploring Content “It seems like a good idea. . . to better understand the data because as I said I did find it a bit
overwhelming. . .I guess I was looking for someone to help me interpret it and kind of advise.”
(Coachee 1813)

“it was great cause she let me kind of drive what my priorities were but I also was able to ask her like was
there anything else you noticed in my data as well.” (Coachee 2012)

“the first one I think was more about we set priorities based on sort of that person’s kind of, their, what
stuck out to them kind of thing and what was relevant to them. The second one. . .we worked together
to actually see you know what stuck out for each of us. It just proceeded differently. I think that we
ended up in the same place.” (Coach R5)

Coaching for Performance Change “I just think like if you have an opportunity to look over data with someone else like why wouldn’t you
take it because I think that when you look at the data on your own like I think it’s harder to pick out
areas that you can work on and to kind of do this actively so I think having a peer-coach like forces you
to look at it in more detail and then also to set some goals on what you want to try to improve.”
(Coachee 2306)

“it was kind of helpful that she wasn’t in my clinic because there were things that she was doing in her
clinic or even their clinic as a whole that we do have little variations in that help improve some of the
quality measures so I felt like maybe I had more to learn from her in some sense than the people I work
right next to who we kind of do the same thing all the time as each other.” (Coachee 2012)

Limitations and Dissent “The care is being delivered. It’s just not being documented in a way that it can be tracked and therefore
you know the data tells a different picture.” (Coachee 2307)

“It makes me feel inadequate as a clinician to be measured on things that are small snippets of care that
don’t reflect a larger picture” (Coachee 2307)

“I just don’t know, like other physicians are too busy and then anybody else I feel like you’re stepping on
toes if you ask them to do more work like basically to improve your data requires more work which is
fine but that’s, time is limited for all of us. Everybody feels a bit overstretched so I’m hesitant to ask
anybody to do anything to help.” (Coachee 2302)

“[T]he critical or negative things are the hardest things to kind of take; however, they’re often the most
[Pause] useful because they do call us to action. They’re the things that people remember the most, I
think are the critical or negative things.” (Coachee 1805)

Abbreviation: R2C2, Report, React, Recommend, and Commit.
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improvement goals in an area relevant to them.
Evaluations found that physicians valued the time
spent with the coach and left the session feeling
highly motivated and confident that they would
make practice change. Qualitative interviews sug-
gested that the coaching supported physicians to
move from intention to action. It helped them
interpret the data and deal with negative emotional
responses to the data, it helped keep them account-
able to act, and it provided them with practical
change ideas used by colleagues that they could
enact in their own practice.

The findings align with existing literature on peer-
coaching as an innovative model of continuing profes-
sional development, enhancing physician readiness
for self-directed learning and improvement.12,20,21

Our results are also consistent with research demon-
strating relationship-centered coaching’s positive
impact on physician-assessor interactions during reg-
ulatory authority visits.22 Sargeant’s R2C2 facilitated
feedback model to train and guide peer-coaches14

provided a helpful framework for this program,
emphasizing the importance of building relationships,
exploring reactions and content, and coaching for
performance change.

The study describes a pilot of a theory-informed
peer-coaching program for family physicians that
was well-received in a large, urban, academic pri-
mary care setting. However, data on potential
impact is limited by biases inherent in self-report-
ing and self-selection of physicians into the pro-
gram. Comments from both coaches and coachees
suggested that coaching may have impacted family
physician wellness and enhanced collegiality, how-
ever, these impacts were not formally measured
in our study. We also did not collect data on clin-
ical outcomes or patient. We report on early
uptake, but further research is needed to under-
stand the potential for spread, sustainability and
medium to long-term impact with ongoing coach-
ing sessions.

Conclusion
Peer-to-peer coaching is a promising approach to
supporting family physicians in using data for learn-
ing and practice improvement. Specifically, it has
the potential to close the gap between improvement
intention and action. Future research is needed to
understand whether peer-to-peer coaching can
improve practice outcomes and physician wellness.
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Appendices

Appendix 1. Sample Screen Shots from the Physician Dashboard
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Appendix 2. Commitment to Change Plan

Authors: Tara Kiran, Kimberly Devo�a, Laura Desveaux, Karen Weyman, Noor Ramji, Trish O’Brien and Noah Ivers
Ins�tu�on: Unity Health Toronto 
This project was funded by AFP Innova�on Funds
© Copyrighted by Unity Health Toronto 2020. 
The materials are intended for non-commercial use only.  No part of the materials may be used for commercial purposes without the wri�en permission of the copyright owner.

Name: Date: Coach:

Iden�fy one area of your prac�ce that you want to improve and set a SMART* goal (*Specific Measurable Achievable Relevant Time bound)
(e.g. increase the propor�on of people with diabetes who I have counseled to quit smoking from 50% to 75%)

a) List one learning opportunity that could help you achieve your goal?
(e.g. read a review ar�cle about the pharmacological op�ons for smoking cessa�on in people with co-morbidi�es )

b) List 1-2 prac�ce changes that you can make to help you achieve this goal
(e.g. use a diabetes flow sheet that includes a reminder to counsel on smoking cessa�on and a link to the OMSC form; ask the team nurse to assess and 
counsel for smoking during the diabetes pre-visit)

i) What factors may enable you to make the prac�ce change(s)? What supports or resources might you need?
(e.g. having a flow sheet that links to the OMSC form that is easy to use during a visit) 

ii) What factors might get in the way of making the prac�ce change(s)?
(e.g. compe�ng priori�es during a visit. Needing to open mul�ple forms to document) 

\_____________________________________________________________________________________________

iii) How mo�vated are you that you can make the prac�ce 
change(s)? 

1       2       3       4        5       6       7       8    9       10
(not mo�vated) (highly mo�vated)

iv) How confident are you that you can make the prac�ce 
change(s)? 

1       2       3       4        5       6       7       8       9       10
(no confidence) (total confidence)
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Appendix 3. Topic Foci for SMART Goals for Practice Improvement, Sample SMART Goals
from the Commitment to Change Form and Feedback from Coachees

A) Topic foci for SMART goals for practice improvement that physicians and their coaches
indicated on the commitment to change form following the initial peer-coaching session  
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SMART Goals

B) Sample SMART goals from the commitment to change form and feedback from 
coachees 

Sample SMART goals

Cancer screening Improve colorectal cancer screening rate from 59 % to 70 % by next year

Access Improve access through reduced TNA to consistently <10 days. Book f/u 

visits (routine) with interdisciplinary team members

High-risk prescribingStart using opioid maintenance tool with patients on opioids to improve 

care of pts on opioids and work toward deprescribing or reducing the dose

Motivation and Confidence to achieve practice change

How motivated are you that you can make the practice change(s)? mean 8.2/10 (range 7-10)

How confident are you that you can make the practice change(s)? mean 7.5 (range 5-10)
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Sample Comments from post-session written evaluation

� “We don’t often get the luxury of looking at our practice at a whole and thinking about 

why we approach our every-day in the way that we do. I found this exercise extremely 

helpful for my future practice management and functioning, but also therapeutic as it was 

nice to find common challenges and frustrations.”

� “[coach] has tremendous practice experience and knowledge of CPSO policies to 

contribute. Pushed me to carefully review and reflect on the data.  Contributed to sense 

of physician wellness – support of colleagues.”

� “It was informal and enjoyable (the product of getting to “choose” one’s coaching 

match). It was fascinating to learn how others run their practice and pick up new ideas 

and tricks.” 

� “Informed. Frank and open discussion, non-judgmental. I learned a lot about my 

practice.” 

� “A chance to have a different point of view discussed with my peer-coach. I value my 

peer-coach’s different point of view.” 
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