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Maintaining currency and managing complexity in a rapidly evolving healthcare environment requires health professionals to be competent in monitoring and regulating their own learning. While health professional educators can scaffold learners to develop this competency, maintaining these skills in the absence of ongoing, structured support can prove challenging. Academic coaching is a pedagogical approach that supports learners to develop as self-regulated learners. This longitudinal support can facilitate learners’ capacity to plan, monitor and evaluate their performance and apply these skills to novel contexts, which is needed to navigate the increasingly complex healthcare environment. In this paper, we introduce the intersecting concepts of self-regulated learning and academic coaching. We suggest ways that academic coaching can be used to support learners in the health professions to continually improve their practice and develop their capacity to cope with complexity. We draw on our experiences of implementing academic coaching into two medical programs in the UK and Australia (school-leaver and graduate entry programs, respectively) and offer considerations for implementing academic coaching across the health professions education continuum.
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Introduction

Healthcare professionals are working in an era where uncertainty has become the norm, accelerated by behavioral factors and recent worldwide events including the COVID-19 pandemic, civil unrest, and climate change. While each of these events is significant and impacts health and healthcare, challenges become increasingly complex when circumstances overlap. Consider a patient with COVID-19 and underlying respiratory conditions brought about by poor air quality, obesity, and smoking. This patient’s condition could be exacerbated by mental health issues triggered by forced migration. This example serves to highlight the reality of changing patient profiles.

Internationally, multimorbidity is on the rise, with aging populations increasingly presenting with multiple lifelong conditions (1). For example, the Australian Institute of Health and Welfare (2) reported that in 2022, 15.4 million Australians (61%) were living with a long-term health condition and 9.7 million (38%) had two or more lifelong conditions. In England, Head and colleagues (3) found an increase in prevalence of basic morbidity (two or more chronic conditions) and complex multimorbidity (at least three chronic conditions impacting three or more body systems) from a random sample of general practice records (n = 991,243) between 2004 (30.8% basic; 15.1% complex) to 2019 (52.8% basic; 32.7% complex).

Patients with multimorbidity require complex management, typically involving frequent interactions with healthcare providers and a greater emphasis on patient-centered care (4). Clinicians need to develop bespoke management approaches that rely on multiprofessional collaboration to facilitate complex problem-solving. Additionally, the rise of international migration due to civil unrest and climate change means that clinicians need to adapt their communication to provide culturally appropriate care for increasingly diverse communities. Alongside these challenges, healthcare professionals must remain up to date with technological advances (e.g., generative artificial intelligence) that can enhance diagnostics, patient care, and data management while recognizing the ethical dimensions of their use. This begs the question—how do we prepare and support health professionals to manage this complexity?

In terms of preparation, university-based medical education programs typically adopt a traditional “block” approach to curriculum, where students learn patterns of disease within disciplinary boundaries and/or body systems. While this approach has utility in terms of the scaffolding it affords, it does not reflect changing patient profiles. Consequently, this places responsibility on students to navigate complex cases as they begin interacting with patients in the community. Yet, effectively managing patients with multimorbidity is not solely a challenge facing students; rather, it persists in clinical practice.

Clinical management is inhibited by fragmented healthcare system policies and structures that support single condition care and specialization, with clinicians’ decision-making informed by limited supportive evidence and clinical uncertainty (5). This can create a training-practice chasm, where clinical reasoning is tested, requiring extrapolation and expert use of technology-driven decision support systems to manage complexity. Bridging this gap requires clinicians to develop adaptive expertise (6) and maintain their knowledge and skills throughout their careers (7), including the management and use of infinite information. The ability to evaluate, derive meaning and learn from clinical encounters forms part of the standards set by regulatory bodies around the world including the UK (8), Australia and New Zealand (9). To address this requirement, clinicians must become experts in their own learning—they must become master adaptive learners (10).



Adaptive and self-regulated learning

Managing and solving complex clinical problems requires agility and adaptive expertise. In turn, this requires skills to identify and address gaps in current knowledge to improve practice (10).

Self-regulated learning is a process whereby learners actively set learning goals and develop action plans which involve monitoring and regulating their motivation, cognition, behaviors (11), and emotions (12). It focuses on learning controlled by the learner, rather than a covert reaction to teaching (13). Self-regulated learners have metacognitive awareness (13); recognizing strengths and weaknesses, and proactively addressing areas for development (14). Using wide-ranging evidence, including feedback, self-regulated learners evaluate their abilities to develop goals and actionable plans. Progress is monitored by evaluating strategies and making adjustments as needed (13). Self-regulated learning is associated with academic achievement and mental health (15) with a role in mitigating the risk of burnout (16).

Self-assessment, goal setting, and monitoring require self-reflection (10, 17) and reflective practice—a process of engaging in critical thinking about one’s own professional activities to analyze decisions and reasoning (18), aligned with principles of reflective learning (19). Reflective practice is a mechanism whereby learners navigate complex situations (20) to derive meaning from their experiences through critical analysis (21), and analyze feedback for improvement. In reflective practice, the learner analyzes their experiences, often from multiple perspectives, to identify key learning (and action) points. Hence, reflective practice is fundamental to self-regulated learning and among the core requirements for safe, effective clinical practice. For example, the Medical Board of Australia’s (22) code of conduct includes the expectation that medical practitioners will demonstrate self-awareness and regularly engage in self-reflection. Similarly, the UK General Medical Council expects students to use reflective practice and self-directed learning for continuous learning and improvement (8). Murdoch-Eaton and Sandars (23) extend this idea, suggesting that reflection lies at the heart of professional practice.

Various models, introduced in the 1980s following on from John Dewey’s (24) work, continue to be used to facilitate reflective practice [e.g., Kolb’s (25) experiential learning cycle, Gibbs’ (26) reflective model, and Schon’s (27) reflective practice model]. What these models have in common is the link between reflection, metacognition, and action. Learners can engage in reflection for action to identify learning needs and develop goals and plans to address these needs. They can reflect in action to evaluate the effectiveness of learning strategies and monitor progress to achieve their goals. Finally, learners can reflect on action, adopting a retrospective stance to evaluate achievement of their goals.

It is clear from the literature and from professional standards that adaptive and self-regulated learning are fundamental competencies required of medical practitioners. Indeed, the capacity to identify and address gaps in knowledge and skills is critical to navigating the complexities of clinical practice. So, how can we support health professional students and clinicians to develop and maintain these competencies throughout their careers?



The need for learning support

Considered essential for safe clinical practice (15), self-regulated learning is increasingly becoming an accreditation requirement for medical education programs. While programs exist to facilitate self-regulated learning [e.g., the Self-Directed Learning in Medical Education model (28)], there is likely to be variability in medical graduates’ preparedness for self-regulated learning as they commence clinical practice. Furthermore, junior doctors are likely to work alongside experienced practitioners with little or no training in self-regulated learning, despite requirements for self-reflection and goal setting as part of annual competency review processes. Additionally, the workplace culture may not actively and explicitly facilitate the development of self-regulated learning and adaptive expertise. Given the increasing complexities of clinical practice coupled with the emotional elements of self-regulated learning, facilitating adaptive expertise is critical to effective ongoing learning in the workplace (10) and clinician wellbeing.

It could be argued that medical courses inadvertently select for students who are effective learners; evidenced by sustained academic achievement required to be competitive for admission. Yet, crowded medical education curricula can challenge even the brightest of learners, with an identified link between burnout and perceptions of the learning environment (29). Once enrolled, students may be prompted to re-evaluate their existing, previously highly effective learning strategies in favor of those offering increased efficiency. Additionally, the shift from memorizing information to pass assessments, to understanding and applying knowledge to real-world clinical practice scenarios inherently requires different study techniques. While learners may come with expertise in passing assessments, they do not necessarily have the skills to monitor and evaluate their learning, as Zheng et al. (30). Hence, we argue that self-regulated learning characteristics are not necessarily innate. Just as health professional courses support students to develop foundational knowledge and skills upon which to continue to build throughout their career, they must prioritize explicit teaching and support to develop as self-regulated learners.

Self-regulated learning is emphasized as a core competency of the medical programs at Flinders University (Australia) and Brunel University of London (UK). In both programs, medical students maintain a reflective practice portfolio wherein they reflect on their learning experiences, evaluate their strengths and areas for development, set learning goals, and monitor progress in achieving these goals. This portfolio is maintained for the duration of enrolment, providing students with opportunities to evaluate their progress longitudinally. This forms a key component of programmatic assessment—a longitudinal, integrated learning and assessment system in which progression decisions are made based on multiple datapoints over time (31). Here, learners use assessment results and feedback to evaluate their progress over time, moving from a focus on assessment of learning, to increasingly prioritize assessment for learning (32).

While programmatic assessment and the portfolio are structurally integrated into our programs, their presence alone is limited in facilitating self-regulated learning. Learners can find it difficult to transfer metacognitive processes across contexts, particularly in and around key transition points. For example, we have observed that students find it challenging to apply self-regulated learning principles in transitioning from the structured, predictable university learning environment to the unstructured, unpredictable clinical setting. Similarly, learners can encounter the challenge of transfer as they transition to medical student, to postgraduate trainee/resident and, later, to independent specialist practitioner. Successfully navigating these transitions and distinct learning contexts, while attending to health and wellbeing, requires scaffolding and support. The same, we argue, applies in clinical practice. A study of specialist trainee reflections found substantial variability in the level of portfolio engagement, suggesting the need for structured support (33). Without ongoing support, there is a risk that metacognitive and reflective practice processes will become de-emphasized and deprioritized, reducing clinicians’ capacity to develop adaptive expertise.



Academic coaching

Coaching is a learner-centered pedagogy (34) that focuses on continuous improvement (35). The concept of coaching in medical education has been adapted from other disciplines such as business, music and sport (36). It is based on the premise that medicine is a similarly elite pursuit, characterized by continual refinement. While there are similarities with mentoring (37), coaching is distinct with its targeted, improvement focus (38) and goal orientation (39). The coaching relationship is typically finite (40) and learner-driven (39, 41), while mentoring is often longer-term and centered around the mentor’s expertise (42).

Coaching aligns with the principles of reflective (19) and adult learning (43) theory, introducing a collaborative, dialog-based learning partnership. It can take different forms including performance-based coaching, involving direct observation in a clinical setting (44), and academic coaching. In this paper, we focus on academic coaching, defining it as “… an interactive, longitudinal, relational, learner-centered process” (45) that supports learners to develop as self-regulated learners and reflective practitioners (46, 47).

Academic coaching differs from performance-based coaching which routinely involves direct observation and real-time feedback to enhance technical proficiency for improved patient care (48). Richardson et al. make a similar distinction in their Competence By Design model, referring to performance-based coaching as “coaching in the moment” and academic coaching as “coaching over time” (49).

Academic coaching is becoming integral in medical education programs that adopt programmatic assessment (50) and competency-based medical education (35). It focuses on reviewing learners’ accounts of experiences, feedback analysis and self-assessment (50–52) to support metacognition and reflective practice (41) and facilitate transfer across novel contexts (53). Academic coaches do this by actively assisting learners to: derive meaning from their experiences; challenge their assumptions (34); evaluate their abilities using evidence; set learning goals (54, 55); and develop action plans (41, 53). Because academic coaching is learner-centered (50), coaches provide tailored guidance (40, 56), working with learners to create bespoke, targeted improvement plans (56, 57). This may involve specific performance-based coaching provided by an expert in the identified area for improvement.

Academic coaches require strong communication skills, the capacity to make informed observations and judgments (58), the ability to identify and recognize learning patterns by reframing information (34, 40), and the ability to ask powerful questions (59) and motivate and encourage the learner (60) to maintain personal accountability (41). Academic coaching involves scaffolding (46) as requirements evolve over time in response to the developing learner-coach relationship, and the learner’s changing needs as they enhance their capacity for independent self-regulation (41).

Academic coaches play a crucial role in supporting learners to recognize the multiple domains that contribute to, and impact on their learning. For example, coaching can support learners to evaluate their motivations to learn for gateway postgraduate examinations. Coaching can facilitate early identification of learners who are struggling to meet expectations (61) and promote the adoption of adaptive help-seeking behaviors (42, 51) by connecting them with relevant support services. Coaches can support learners to develop effective time management strategies tailored to unique workplace challenges alongside personal circumstances and ameliorate the risk of burnout (62). Academic coaching can also facilitate preparedness for leadership roles, and foster communication skills such as advocacy and negotiation. Additionally, academic coaching has been linked to enhanced academic performance and program completion (53, 63).

Academic coaching offers health services a mechanism to support clinicians across the continuum to continue to develop adaptive expertise to meet increasingly complex healthcare demands. Indeed, several coaching programs have been developed that focus on facilitating the transition to clinical practice [(e.g., 64, 65)]. Offering such support can equip clinicians with the skills to expertly handle uncertainty, manage their own health and wellbeing, and maintain their commitment to lifelong learning. This could enhance career satisfaction, facilitate motivation and accountability to follow through with learning plans, and support preparation for increasing levels of responsibility along the learning continuum. Ultimately, ongoing support for self-regulated learning through academic coaching could improve patient care and outcomes.

In addition to learner benefits, academic coaches themselves have much to gain from the process including increased job satisfaction and the development of new skills (60). For example, a Flinders University project (underway) has revealed that academic coaches experience parallel development as self-regulated learners through their involvement with the program. One participant, an experienced consultant clinician, noted that he has become a better practitioner because he actively and routinely seeks feedback from various sources to improve his practice. Additionally, we support academic coaches to recognize the transferability of their coaching skillset to other contexts such as clinical supervision, postgraduate education, and trainee development. Hence, the academic coach role affords the opportunity for experienced clinicians to develop their own capacity for self-regulated learning through the support they provide to junior colleagues. This would foster a strong improvement-focused workplace culture that promotes the development of adaptive expertise among every clinician, ultimately optimizing patient care.



Considerations for embedding academic coaching in practice

Our academic coaching experiences are situated in the university context and we have previously published recommendations for program-level design and implementation of academic coaching (45). Our intention, therefore, is not to replicate these recommendations but, rather, adopt a broader perspective to present individual-, organizational- and system-level considerations for embedding academic coaching in clinical contexts.

At the individual level:

1. Foster learner-coach relationships based on mutual trust and respect

Academic coaching is founded on an effective relationship between the learner and the coach (53, 66). Indeed, the quality of the relationship is fundamental to coaching success (51, 58). This is critically important because learners need confidence to be vulnerable in disclosing uncertainties and weaknesses. This is particularly challenging within the culture of medicine which privileges competence and success over development and failure (35). Productive coaching relationships can also facilitate adaptive and proactive help-seeking (51). The learner may seek out their coach to debrief (positive and negative) learning experiences which may not otherwise be discussed with colleagues. While debriefing has therapeutic benefits, in a coaching relationship, it also has an educative focus. Where a therapeutic relationship is warranted, the academic coach can facilitate help-seeking by encouraging access to counseling. This can mitigate the risk of burnout—a well-recognized issue among medical practitioners—and foster wellbeing, creating a healthier workforce.

2. Support learners to bridge the theory-practice gap

Encourage learners to seek opportunities to consolidate their learning using multiple strategies, fostering metacognition, critical thinking, and reflection. For example, if a learner identifies the need to refine their technique for a particular procedural skill, use open questions to promote exploration of multiple perspectives: Which aspects of the procedure do you perform well, and how do you know you perform these steps well? Which aspects of the procedure would you like to improve, and how do you know these aspects require improvement? (informed self-assessment, reflection) What resources will enhance your understanding of the procedure, and how do you know these resources are evidence-informed? (critical thinking) How will you know whether the resources you have selected are helping to address the gap you have identified? (reflection) How will you address the aspects of the procedure you have identified as requiring improvement? How and when will you know you have improved? (metacognition).

At an organizational level:

3. Embed academic coaching into health services

Recognizing and embedding academic coaching as a professional activity in the workplace can facilitate clinician engagement with the program. Having such programs staffed by health service employees can foster a culture of continuous, contextualized learning in the workplace. Creating opportunities for clinicians to contribute as academic coaches can also enhance career satisfaction (34) and their own self-regulated learning practices, as seen in the Flinders program.

4. Provide opportunities for academic coaches to develop self-regulated learning and coaching skills

Like other programs (47, 67), establishing a community of practice among academic coaches has been critical in our academic coaching programs. While this builds individual and collective coaching capacity, it also creates space for reflective practice. Encouraging academic coaches to seek feedback from learners and fellow coaches fosters a continuous improvement mindset for all those involved in academic coaching. Additionally, it facilitates transfer of self-regulation and coaching practices to other contexts where coaches provide pedagogical support (e.g., clinical supervision).

At a system level:

5. Integrate academic coaching across the health professions education learning continuum

Academic coaching has the potential to enhance more meaningful clinician engagement with regular performance reviews and continuing professional development. Here, the coach could support the learner to evaluate their learning needs, and partner with the learner to deliberately and purposefully select professional development activities that address the learner’s needs while simultaneously addressing professional regulation requirements. This could facilitate discussion and review of holistic issues that affect performance and wellbeing, extending the focus of annual competency reviews beyond maintaining skills. In this way, academic coaching would move from a ‘nice-to-have’ initiative to become a critical vehicle to foster ongoing self-regulated learning within the continuing professional development context.



Conclusion

Clinicians require skills in self-regulated learning to continue to adapt to the evolving healthcare landscape. Academic coaching can foster these skills by guiding learners through the processes of self-assessment, goal setting, and reflective practice. Through targeted support and feedback, academic coaches can assist clinicians to identify knowledge and skills gaps and develop effective strategies for continuous learning and improvement. This powerful pedagogical practice not only enhances clinical reasoning and decision-making but also empowers clinicians to navigate complexity and uncertainty with confidence throughout their careers, ultimately improving patient care.



Data availability statement

The original contributions presented in the paper are included in the article. Further inquiries can be directed to the corresponding author.



Author contributions

SK: Conceptualization, Writing – original draft, Writing – review & editing. RC: Conceptualization, Writing – original draft, Writing – review & editing. SA: Conceptualization, Writing – original draft, Writing – review & editing. NL-B: Conceptualization, Writing – original draft, Writing – review & editing.



Funding

The author(s) declare that financial support was received for the research and/or publication of this article. The article processing charge for this publication was supported by a Flinders Health and Medical Research Institute (FHMRI) Publication Grant 2025.



Acknowledgments

We wish to thank Dr. Robert Menzies for his feedback and suggestions on an earlier version of this paper.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The authors declare that no Gen AI was used in the creation of this manuscript.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 1. Garin, N, Koyanagi, A, Chatterji, S, Tyrovolas, S, Olaya, B, Leonardi, M , et al. Global multimorbidity patterns: a cross-sectional, population-based, multi-country study. J Gerontol A Biol Sci Med Sci. (2015) 71:205–14. doi: 10.1093/gerona/glv128

 2. Australian Institute of Health and Welfare. Multimorbidity: Australian government; (2024). Available online at: https://www.aihw.gov.au/reports/australias-health/multimorbidity#:~:text=Multimorbidity%20estimates%20vary).-,How%20common%20is%20multimorbidity%3F,and%20over%20(Figure%201) (Accessed June 17, 2024).

 3. Head, A, Fleming, K, Kypridemos, C, Schofield, P, Pearson-Stuttard, J, and O’Flaherty, M. Inequalities in incident and prevalent multimorbidity in England, 2004-19: a population-based, descriptive study. Lancet Healthy Longevity. (2021) 2:e489–97. doi: 10.1016/S2666-7568(21)00146-X 

 4. World Health Organization. Multimorbidity. Geneva: World Health Organization (2016).

 5. Damarell, RA, Morgan, DD, and Tieman, JJ. General practitioner strategies for managing patients with multimorbidity: a systematic review and thematic synthesis of qualitative research. BMC Fam Pract. (2020) 21:131. doi: 10.1186/s12875-020-01197-8 

 6. Croskerry, P. Adaptive expertise in medical decision making. Med Teach. (2018) 40:803–8. doi: 10.1080/0142159X.2018.1484898 

 7. Swanwick, T, Forrest, K, and O’Brien, BC. Understanding medical education: Evidence, theory and practice. (3rd ed.). Hoboken, NJ: Wiley-Blackwell; (2019).

 8. General Medical Council. Promoting excellence: standards for medical education and training. (2015).

 9. Australian Medical Council. Standards for assessment and accreditation of primary medical programs. (2023).

 10. Cutrer, WB, Miller, B, Pusic, MV, Mejicano, G, Mangrulkar, RS, Gruppen, LD , et al. Fostering the development of master adaptive learners: a conceptual model to guide skill acquisition in medical education. Acad Med. (2017) 92:70–5. doi: 10.1097/ACM.0000000000001323 

 11. Pintrich, PR. The role of goal orientation in self-regulated learning In: M Boekaerts, PR Pintrich, and M Zeidner, editors. Handbook of self-regulation. San Diego, California, USA: Academic Press (2000). 451–529.

 12. Panadero, E. A review of self-regulated learning: six models and four directions for research. Front Psychol. (2017) 8:422. doi: 10.3389/fpsyg.2017.00422 

 13. Zimmerman, BJ. Becoming a self-regulated learner: an overview. Theory Pract. (2002) 41:64–70. doi: 10.1207/s15430421tip4102_2

 14. Zimmerman, BJ. Self-regulated learning and academic achievement: an overview. Educ Psychol. (1990) 25:3–17. doi: 10.1207/s15326985ep2501_2

 15. Cho, KK, Marjadi, B, Langendyk, V, and Hu, W. Medical student changes in self-regulated learning during the transition to the clinical environment. BMC Med Educ. (2017) 17:59. doi: 10.1186/s12909-017-0902-7 

 16. Abbasi, M, Moslemi, Z, and Ghomi, M. The relationship between the quality of learning experience and self-regulation with academic burnout. Educ Strat Med Sci. (2019) 12:31–43. doi: 10.22038/jhl.2019.36772.1019

 17. Sandars, J, and Cleary, TJ. Self-regulation theory: applications to medical education: AMEE guide no. 58. Med Teach. (2011) 33:875–86. doi: 10.3109/0142159X.2011.595434 

 18. Mamede, S, and Schmidt, HG. Correlates of reflective practice in medicine. Adv Health Sci Educ. (2005) 10:327–37. doi: 10.1007/s10459-005-5066-2 

 19. Tan, SY. Reflective learning? Understanding the student perspective in higher education. Educ Res. (2021) 63:229–43. doi: 10.1080/00131881.2021.1917303

 20. Winkel, AF, Yingling, S, Jones, AA, and Nicholson, J. Reflection as a learning tool in graduate medical education: a systematic review. J Grad Med Educ. (2017) 9:430–9. doi: 10.4300/JGME-D-16-00500.1 

 21. Finlay, L. Reflecting on ‘reflective practice’: Practice-based professional learning paper 52. Chicago, Illinois, USA: The Open University (2008).

 22. Medical Board of Australia. Good medical practice: a code of conduct for doctors in Australia. (2020).

 23. Murdoch-Eaton, D, and Sandars, J. Reflection: moving from a mandatory ritual to meaningful professional development. Arch Dis Child. (2014) 99:279–83. doi: 10.1136/archdischild-2013-303948 

 24. Dewey, J. How we think: A restatement of the relation of reflective thinking to the educative process. Chicago, IL: Henry Regnery (1933).

 25. Kolb, D. Experiential learning: Experience as the source of learning and development. Englewood Cliffs, NJ: Prentice-Hall (1984).

 26. Gibbs, G. Learning by doing: A guide to teaching and learning methods. Oxford: Oxford Further Education Unit (1988).

 27. Schon, D. The reflective practitioner. New York: Basic Books (1983).

 28. Ricotta, DN, Richards, JB, Atkins, KM, Hayes, MM, McOwen, K, Soffler, MI , et al. Self-directed learning in medical education: training for a lifetime of discovery. Teach Learn Med. (2022) 34:530–40. doi: 10.1080/10401334.2021.1938074 

 29. Dyrbye, LN, Thomas, MR, Harper, W, Massie, FS Jr, Power, DV, Eacker, A , et al. The learning environment and medical student burnout: a multicentre study. Med Educ. (2009) 43:274–82. doi: 10.1111/j.1365-2923.2008.03282.x 

 30. Zheng, B, Ward, A, and Stanulis, R. Self-regulated learning in a competency-based and flipped learning environment: learning strategies across achievement levels and years. Med Educ Online. (2020) 25:1686949. doi: 10.1080/10872981.2019.1686949 

 31. Van der Vleuten, CP, Schuwirth, LW, Driessen, EW, Govaerts, MJ, and Heeneman, S. Twelve tips for programmatic assessment. Med Teach. (2015) 37:641–6. doi: 10.3109/0142159X.2014.973388 

 32. Schuwirth, LW, and Van der Vleuten, CP. Programmatic assessment: from assessment of learning to assessment for learning. Med Teach. (2011) 33:478–85. doi: 10.3109/0142159X.2011.565828 

 33. McNeill, H, Brown, JM, and Shaw, NJ. First year specialist trainees’ engagement with reflective practice in the e-portfolio. Adv Health Sci Educ. (2010) 15:547–58. doi: 10.1007/s10459-009-9217-8 

 34. Donner, GJ, and Wheeler, MM. Coaching in nursing: An introduction. Indianapolis: International Council of Nurses (2009).

 35. Watling, CJ, and LaDonna, KA. Where philosophy meets culture: exploring how coaches conceptualise their roles. Med Educ. (2019) 53:467–76. doi: 10.1111/medu.13799 

 36. Lovell, B. What do we know about coaching in medical education? A literature review. Med Educ. (2018) 52:376–90. doi: 10.1111/medu.13482 

 37. Manek, N. Developing coaching skills: a practical approach for education supervision. Clin Teach. (2004) 1:74–6. doi: 10.1111/j.1743-498X.2004.00036.x

 38. Chopra, V, Arora, VM, and Saint, S. Will you be my mentor?—four archetypes to help mentees succeed in academic medicine. JAMA Intern Med. (2018) 178:175–6. doi: 10.1001/jamainternmed.2017.6537 

 39. Najibi, S, Carney, PA, Thayer, EK, and Deiorio, NM. Differences in coaching needs among underrepresented minority medical students. Fam Med. (2019) 51:516–22. doi: 10.22454/FamMed.2019.100305 

 40. Cleary, M, and Horsfall, J. Coaching: comparisons with mentoring. Issues Ment Health Nurs. (2015) 36:243–5. doi: 10.3109/01612840.2015.1002344 

 41. Deiorio, NM, Carney, PA, Kahl, LE, Bonura, EM, and Juve, AM. Coaching: a new model for academic and career achievement. Med Educ Online. (2016) 21:33480. doi: 10.3402/meo.v21.33480 

 42. Alfa-Wali, M. Surgical leadership through coaching. J Surg Educ. (2013) 70:680–2. doi: 10.1016/j.jsurg.2013.02.003 

 43. Cox, E. Coaching and adult learning: Theory and practice. New directions for adult and continuing education. (2015). San Francisco: John Wiley & Sons; 27–38.

 44. Wolff, M, Morgan, H, Jackson, J, Skye, E, Hammoud, M, and Ross, PT. Academic coaching: insights from the medical student’s perspective. Med Teach. (2020) 42:172–7. doi: 10.1080/0142159X.2019.1670341 

 45. King, SM, Anas, S, Carnicer Hijazo, R, Jordaan, JH, Potter, JD, and Low-Beer, N. Twelve tips for designing and implementing an academic coaching program. Med Teach. (2024) 46:1140–6. doi: 10.1080/0142159X.2024.2308058 

 46. Deiorio, NM, and Hammoud, MM. Coaching in medical education: A faculty handbook. (2017).

 47. Heeneman, S, and de Grave, W. Tensions in mentoring medical students toward self-directed and reflective learning in a longitudinal portfolio-based mentoring system–an activity theory analysis. Med Teach. (2017) 39:368–76. doi: 10.1080/0142159X.2017.1286308 

 48. Pradarelli, JC, Yule, S, and Smink, DS. Performance coaching for practicing surgeons enhancing clinical performance, well-being, and trainee experience. J Surg Educ. (2020) 77:495–8. doi: 10.1016/j.jsurg.2020.01.014 

 49. Richardson, D, Landreville, J, Trier, J, Cheung, W, Bhanji, F, Hall, A , et al. Coaching in competence by design: a new model of coaching in the moment and coaching over time to support large scale implementation. Perspect Med Educ. (2024) 13:33–43. doi: 10.5334/pme.959 

 50. Sargeant, J, Lockyer, JM, Mann, K, Armson, H, Warren, A, Zetkulic, M , et al. The R2C2 model in residency education: how does it foster coaching and promote feedback use? Acad Med. (2018) 93:1055–63. doi: 10.1097/ACM.0000000000002131 

 51. Armson, H, Lockyer, JM, Zetkulic, M, Könings, KD, and Sargeant, J. Identifying coaching skills to improve feedback use in postgraduate medical education. Med Educ. (2019) 53:477–93. doi: 10.1111/medu.13818 

 52. Sargeant, J, Lockyer, J, Mann, K, Holmboe, E, Silver, I, Armson, H , et al. Facilitated reflective performance feedback: developing an evidence- and theory-based model that builds relationship, explores reactions and content, and coaches for performance change (R2C2). Acad Med. (2015) 90:1698–706. doi: 10.1097/ACM.0000000000000809 

 53. Reynolds, AK. Academic coaching for learners in medical education: twelve tips for the learning specialist. Med Teach. (2020) 42:616–21. doi: 10.1080/0142159X.2019.1607271 

 54. Graddy, R, and Wright, S. On the value of coaching in medicine. Acad Med. (2016) 91:1037. doi: 10.1097/ACM.0000000000001270 

 55. Tofade, T. Coaching younger practitioners and students using components of the co-active coaching model. Am J Pharm Educ. (2010) 74:51. doi: 10.5688/aj740351 

 56. Marcdante, K, and Simpson, D. Choosing when to advise, coach, or mentor. J Grad Med Educ. (2018) 10:227–8. doi: 10.4300/JGME-D-18-00111.1 

 57. Wolff, M, Stojan, J, Buckler, S, Cranford, J, Whitman, L, Gruppen, L , et al. Coaching to improve self-directed learning. Clin Teach. (2020) 17:408–12. doi: 10.1111/tct.13109

 58. Gawande, A. Annals of medicine: personal best. The New Yorker. (2011) 87:44.

 59. Clutterbuck, D. What’s happening in coaching and mentoring? And what is the difference between them? Dev Learn Organ. (2008) 22:8–10. doi: 10.1108/14777280810886364

 60. De Souza, B, and Viney, R. Coaching and mentoring skills: necessities for today’s doctors. BMJ. (2014) 348:g4244. doi: 10.1136/bmj.g4244

 61. Elster, MJ, Parsons, AS, Collins, S, Gusic, ME, and Hauer, KE. ‘We’re like spider-man; with great power comes great responsibility’: coaches’ experiences supporting struggling medical students. Med Teach. (2025) 47:329–37. doi: 10.1080/0142159X.2024.2337250 

 62. Gazelle, G, Liebschutz, JM, and Riess, H. Physician burnout: coaching a way out. J Gen Intern Med. (2015) 30:508–13. doi: 10.1007/s11606-014-3144-y 

 63. Alzen, J, Burkhardt, A, Diaz-Bilello, E, Elder, E, Sepulveda, A, Blankenheim, A , et al. Academic coaching and its relationship to student performance, retention, and credit completion. Innov High Educ. (2021) 46:539–63. doi: 10.1007/s10755-021-09554-w

 64. Wolff, M, Ross, P, Jackson, J, Skye, E, Gay, T, Dobson, M , et al. Facilitated transitions: coaching to improve the medical school to residency continuum. Med Educ Online. (2021) 26:1856464. doi: 10.1080/10872981.2020.1856464 

 65. Winkel, AF, Porter, B, Scheer, MR, Triola, M, Pecoriello, J, Cheloff, AZ , et al. Evaluating the impact of coaching through the transition to residency. J Gen Intern Med. (2025) 40:10–6. doi: 10.1007/s11606-024-08865-w 

 66. Brown-O’Hara, P. The influence of academic coaching on: Baccalaureate nursing students’ academic success, perceptions of the academic coaching relationship, perceived NCLEX-RN exam readiness and success on the NCLEX-RN exam. Chester, Philadelphia: Widener University School of Nursing (2013).

 67. Sheu, L, Hauer, KE, Schreiner, K, van Schaik, SM, Chang, A, and O’Brien, BC. “A friendly place to grow as an educator”: a qualitative study of community and relationships among medical student coaches. Acad Med. (2020) 95:293–300. doi: 10.1097/ACM.0000000000002900 


Copyright
 © 2025 King, Carnicer Hijazo, Anas and Low-Beer. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/xhtml/Nav.xhtml




Contents





		Cover



		Academic coaching as a pedagogy to facilitate the navigation of complexity across the health professions education continuum



		Introduction



		Adaptive and self-regulated learning



		The need for learning support



		Academic coaching



		Considerations for embedding academic coaching in practice



		Conclusion



		Data availability statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Generative AI statement



		Publisher’s note



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in Medicine

Academic coaching as a
pedagogy to facilitate the
navigation of complexity across
the health professions education
continuum












OPS/images/crossmark.jpg
©

2

i

|






OPS/images/logo.jpg
¥ frontiers Frontiers in Medicine






