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ORIGINAL ARTICLE

Peer coaching in a rural setting:

A feasibility study

Abstract

Introduction: Peer coaching has gained traction as a method for enhancing
practical and personal skills without the hierarchical dynamic sometimes found
in mentorship. It creates a collaborative environment, encourages inclusivity and
community building, and supports skill development across various disciplines
and levels of experience. The objective of our study was to assess the feasibility,
satisfaction, and effects of a reciprocal peer coaching pilot program for practising
physicians in Northern Ontario’s remote and rural regions.

Methods: Participants completed ‘Peer coaching in practice’ micromodules from
The Royal College of Physicians and Surgeons of Canada and attended an in-person
demonstration. Each participant committed to 2 sessions as both coach and coachee
with a self-selected partner. Feedback was gathered at each study interval.
Results: Our qualitative study found that peer coaching positively impacted
physicians’ daily habits, wellness, and professional growth. The study emphasised
the importance of cohesive partnerships in peer coaching and highlighted substantial
benefits for both coaches and coachees. The feasibility of peer coaching was a key
finding, demonstrating its potential to build supportive communities, particularly
for providers in remote areas. While in-person interaction was preferred, the study
also acknowledged the potential of virtual coaching, which could benefit providers
isolated by geography, demographics, or practice modality.

Conclusion: Peer coaching is an alternative, novel form of continuing medical
education and knowledge exchange. It is particularly relevant in rural communities
offering crucial support to local providers, especially those in rural or isolated
areas where access to formal continued medical education is limited. Our results
suggest that peer coaching can significantly improve the daily practices and overall
well-being of physicians.
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Résumé

Introduction: Le coaching entre pairs s’est imposé comme une méthode permettant
d’améliorerles compétences pratiques et personnelles sansladynamique hiérarchique
que l'on retrouve parfois dans le mentorat. Il crée un environnement collaboratif,
favorise l'inclusion et le développement communautaire, tout en soutenant le
développement des compétences dans diverses disciplines et a différents niveaux
d’expérience. L'objectif de cette étude était d’évaluer la faisabilité, la satisfaction et

Received: 29-07-2024 Revised: 10-12-2024 Accepted: 22-12-2024 Published: 13-08-2025

This is an open access journal, and articles are distributed under the terms of the Creative Commons
Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially,
as long as appropriate credit is given and the new creations are licensed under the identical terms.

https://journals. lww.com/cjrm For reprints contact: WKHLRPMedknow_reprints@wolterskluwer.com ]25
por: How to cite this article: Valanci-Aroesty S, Juneau M, Lapp T, Nairn J, Allen L, Kirkpatrick R. Peer coaching
10.4103/cjrm.cjrm_41_24 in a rural setting: A feasibility study. Can J Rural Med 2025;30:125-31.

© 2025 Society of Rural Physicians of Canada | Published by Wolters Kluwer - Medknow Can ] Rural Med 2025;30(3)



126

les effets d'un programme pilote de coaching réciproque entre pairs destiné aux médecins en exercice dans les
régions rurales et isolées du nord de I'Ontario.

Méthodes: Les participants ont suivi les micromodules “ Expérience Coaching entre pairs ” du College royal
des médecins et chirurgiens du Canada et ont assisté & une démonstration en personne. Chaque participant
s’est engagé a participer & deux séances en tant que coach et aidé (e) avec un partenaire de son choix. Des
commentaires ont été recueillis & chaque intervalle de I'étude.

Résultats: Notre étude qualitative a révélé que le coaching entre pairs avait un impact positif sur les habitudes
quotidiennes, le bien-étre et le développement professionnel des médecins. Elle a souligné l'importance de
partenariats solides dans le cadre du coaching entre pairs et a mis en évidence des avantages substantiels tant
pour les coachs que pour les aidés. La faisabilité du coaching entre pairs a été une conclusion clé, démontrant son
potentiel pour créer des communautés solidaires, en particulier pour les prestataires de soins dans les zones isolées.
Bien que les interactions en personne aient été préférées, 'étude a également reconnu le potentiel du coaching
virtuel qui pourrait bénéficier aux prestataires isolés par la géographie, la démographie ou leur mode d’exercice.
Conclusion: Le coaching entre pairs est une forme alternative et novatrice de formation médicale continue
et d’échange de connaissances. Il est particuliérement pertinent dans les communautés rurales ou il offre
un soutien crucial aux prestataires locaux, en particulier ceux des zones rurales ou isolées ot I'accés & une
formation médicale continue formelle est limité. Nos résultats suggérent que le coaching entre pairs peut

Mots-clés: Coaching entre pairs, Rural, Faisabilité

améliorer considérablement les pratiques quotidiennes et le bien-étre général des médecins.

INTRODUCTION

Medical education has

on an apprenticeship model. Undergraduate

always been based

learners (mentees) typically work with senior
and experienced practitioners (mentors) to
develop their clinical skills and strengthen their
academic knowledge.'? This relationship helps
familiarise mentees with community practices
and administrative tasks and optimises new or
infrequently practised skills.

Peer coaching, on the other hand, fosters a
collaborative environment by not establishing the
senior/junior relationship present in mentorship,
although both aim to support recipients. This
collaborative nature supports the foundation of
deliberate practice, which is essential in developing
expertise across numerous disciplines.**

Peer coaching is a modality that has gained
a growing interest for improving practical and
personal skills such as surgical procedures,
managing learners with difficulty, and improving
communication with patients and colleagues.’
Peer coaching is a moderately structured process
that enables experienced providers to support
colleagues in identifying solutions to their
questions, thereby fostering a sense of inclusion
and community.

Peer coaching typically requires less time
commitment, is less structured, and supports
open discussion without the power relationship
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associated with the apprenticeship model.>” Peer
coaching topics can be specific for early career
physicians, marginalised or underrepresented
participants, and may include resident learners.>®®
Peer coaching is historically common in surgical
practice, although it was not always identified
as such, where experienced staff supports the
acquisition of new skills in novice colleagues.'
Peer coaching programs are predominantly
%11 However, digital and virtual
technology use increased throughout the
COVID-19 pandemic.!" Virtual opportunities

facilitate coaching for physicians who may live in

done in person.

remote communities or prefer support outside of
their medical community.®'? Topics may include,
but are not limited to, emotional support, patient
advocacy, governance structure, practical advice
or integration of research into routine practices.®
What is unique about peer coaching is that
it supports self-disclosure in a safe environment,
allowing colleagues to communicate openly,
Supportive work
environments are directly related to reduced

without  judgement.®
physician burnout and increased physician
retention.'”” Peer coaching has been shown to
improve knowledge acquisition and retention
and skill development with high participant

satisfaction."”” However, peer coaching is
traditionally initiated at senior levels of
organisations and within academic centres,

seldom including rural or remote faculty who



are geographically or ethnically isolated. Peer
coaching supports continued self-improvement,
medical education and skill development.”!%!3

Continuing medical education (CME) is a
requirement in most countries. However, most
CME requires practitioners to attend conferences
away from their practice, read articles, watch
videos or take additional coursework. Peer
coaching supports adult learning theories through
practice, goal setting, reflection and critical
analyses in real time. It facilitates and reinforces
personal reflection in a supportive environment.'?

While studies confirm peer coaching benefits
the coach and the coachee in various ways, data
regarding rural communities are absent."

This study was designed to evaluate the feasibility
of, satisfaction with and implications for the practice
of a reciprocal peer coaching pilot program for
practising physicians in various career stages in
remote and rural areas of Northern Ontario.

METHODS

Research personnel from the Huntsville
Physicians, South Muskoka and Parry Sound
Local Education Groups coordinated this single
cohort prospective longitudinal study.

included the faculty of the
Northern Ontario School of Medicine University.
Invitations were sent by E-mail through the Local

Participants

Education Group administrative staff and snowball
sampling among peers. All participants completed
an informed consent before the start of the study.
Each participant was provided with a research 1D
following consent to link surveys and feedback
while ensuring participant anonymity. Coaching
pairs were matched by mutual agreement,
personal goals and experience; they were required
to communicate verbally and have identified
learning goals (technical or non-technical) that
could reasonably be expected to be met through
coaching interactions with their partner. In other
words, they were to coach each other. Partners
self-selected at the In-person Workshop based on
pre-existing relationships, experience and expertise
of the partner and relatable goals. Each partner
had to agree to the pairing before the pairs were
confirmed. Members of each pair did not need to
be from the same speciality or geographic region.
Before the training sessions, participants
questionnaire

completed an online baseline

regarding their attitudes towards reciprocal
peer coaching, their expectations about this
intervention and a demographic questionnaire.

All participants were given access to the ‘Peer
coaching in practice’ micromodules from The Royal
College of Physicians and Surgeons of Canada.
Completion of these modules (6 modules, each
10 min in length) was required before the coaching
workshop. The coaching workshop, which was an
in-person eventatalocal facility, included a coaching
instructor who demonstrated a coaching session
and allowed participants to practice, familiarise
themselves and delve further into coaching skills
and practices. Participants openly discussed their
coaching needs and/or goals, which facilitated the
natural pairing of partners before the workshop
was complete. All participants were offered an
orientation to the Zoom platform (zoom. com)
to facilitate their coaching sessions if face-to-face
meetings were not feasible.

Each participant committed to 4 coaching
sessions, 2 as the coach and 2 as the coachee.
These sessions occurred virtually or in person
and were scheduled for at least 30 min each (more
if required — no hard stop time). Coaching
sessions were anonymous to the researchers, and
information shared within a coaching session was
not shared for study purposes. Partners were
instructed to discuss their individual goals, fears,
concerns and areas they wished to focus on during
the sessions. Eligible participants’ topics could
be subject oriented (i.e. provision of MAID),
administrative (i.e. tips to adhere to a clinical
schedule — time management with patients) or
medico-legal (i.e. dealing with addiction treatment
and prescribing), among others identified by
participants. The coaching sessions were to be
completed within 9 months of the initial training.
Pre- and post-intervention survey responses were
collected prior to, immediately after and 9 months
following the initial coaching workshop.

The post-intervention questionnaire explored
the impact of the coaching interventions on
the physicians’ practices, the usefulness of
the experience compared to other continuing
professional development (CPD) activities and
the impact of the exchange on their relationship
with their partner.

Two  independent reviewers analysed
qualitative data according to the grounded
theory methodology. Inferential (-tests were

Can J Rural Med 2025;30(3)
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used to examine differences in pre- and
post-interventional responses between males and
females, between respondents who had been in
practice for 9 or fewer years and 10 or more years
or between Family Medicine Specialists and all

other Specialists.
RESULTS

Thirty-two physicians confirmed an interest in

participating, including representatives from
each community. Participants included those
with specialised practice (e.g., surgery, internal
medicine, physiatry and emergency medicine)
and primary care providers. A total of 22
participants completed all the requirements for
this study, equally represented by male and female
participants. Respondents primarily practised
family medicine (63%), with others specialising in
surgery, emergency medicine, gastroenterology,
internal medicine and physiatry. Thirty-five per
cent of respondents were in practice for <10 years,
and 63% were in practice for 10 or more
years. Four respondents (18%) had previously
experienced peer coaching, while 15 (68%) had
experienced mentorship.

There
pre- and post-interventional responses between

were no statistical differences in
males and females, between those who had been
in practice for <10 years and those who had been
in practice for 10 or more years. However, there
was a trend for more inexperienced participants
to be concerned about their reputation and
professional acceptance when discussing personal

areas of difficulty.
Qualitative analyses

Responses were collected for 7 questions related
to the pre- and post-intervention coaching
experiences. Using the grounded theory, common
themes were identified by respondents about their
experience with peer coaching.

Participants explored wellness and professional
&qmw[b through the reflective and supported nature
of peer coaching. Participants were asked to
comment on various aspects of the need for peer
coaching, how the coaching impacted them, it’s
relevance and applicability in the rural setting and
how the experience impacted their practice. They
indicated a goal to enhance their skills as coaches,

Can J Rural Med 2025;30(3)

emphasising the self-directed aspect of coaching.
It was also noted that coaching skills should be
reciprocal and standard for all physicians.
Anxiety was  alleviated, having completed  the
interaction’,
‘Learning how to create a vafe space for discussion
and explore situations non-judgmentally (s a life
okdl?,
‘In a time of high physician burnout I think most of
us would recognize the value in peer coaching’,
The benefit w hard to perceive at the front end, but
it does tmprove communication and team buiding as
well as emotional health’.

The role of coaching was found to be effective
in fostering a oupportive network and community.
Participants were asked about the reproducibility
of this programme, the impact on their established
relationships and their feelings about coaching
after participating.

Peer coaching promuses to become a very enjoyable

and efficient way to achieve this goal and foster the

connections to my colleagues and peers’.

T appreciated the opportunily to work alongside my

colleagues. I felt supported”.

We could all use some help and help others’

It w tmportant to feel supported emotionally and

voctally in a community’.

In developing a community of support,
participants were asked how this peer coaching
compared to more traditional forms of CME
and indicated that adapting this type of coaching
programme to meel the needs of participants and
the local context is essential for its success. The
opportunity to receive CME in the community
relevant to practitioners and community health
was noted to be of significant value.

‘Rural peer coaching has the dwstinct advantage of

providing asstslance in the setting (or equivalent) in

which the need has arwen’.

This type of peer coaching could be implemented in

virtually any workplace, not only medicine. Although,

with the current strains on our medical system and
it health care providers, it i particularly valuable in
medicine’,

The program (s quite adaptable’.

Peer coaching enbanced participant learning
and engagement and was perceived to be a more
effective method of

interactive, relevant and



professional development compared to traditional
CME opportunities. While CME is required in
medical practice, many options lack hands-on
practice, require travel and require time away
from family and clients. A significant number of
respondents appreciated the relevance to their
practice, community and patients of peer coaching.
‘Adult learning, to me, is comprised of presentation of
information or a okill followed by an opportunity to
apply the information or skill to allow consolidation
of the information or oskill. This modality supplied
(nformation to review before meeting and instruction
Sfrom the expert, followed by an tmmediate opportunity
to (zpp/y the knou)/etzqe and okills, followed by a
consolidation period over months’.
More engaging, ability to form relationshyps and
bond with peers’.

When asked about the universality of a
program such as this, peer coaching was reported
as an effective medium for mutual knowledge
exchange and CPD, which may be highly relevant
to the growth of newer medical schools.

As NOSHM U expands we will have a lot of colleagues

who will need our coaching as they assume greater

roles in medical education’,

‘Fxcellent  opportunity to meet and exchange

knowledge and experience’,

7 think we will be able to draw experiences from our

colleagues’.

Coaching was also reported as directly
applicable and valuable av dacly CME. Coaching
not only expands personal knowledge and
skills but also establishes and supports collegial
communication and support.

This is a unique skills area that I don’t think I have

come across any CME for previously’, ‘More relevant

and engaging,

Peer teaching (sic) tn our community will be much

better than traditional CME as it will recognize our

context and our current strengths and weaknesses’.

Participants expressed a desire to enhance their
skills as coaches, underlining the self-directed
aspect of peer coaching. In rural communities,
physicians are at various stages of their careers.
Coaching can be an effective learning strategy for
all levels of expertise, for physicians who often
have skills in different areas based on when they
received their training, what additional education

they have pursued and what their practice focuses
on.
Peer coaching seems to be a more efficient and
enjoyable way of leaching towards becoming an
excellent phyoician’,
7 think we can all benefit from learning how to coach
our physician colleagues at variows stages of thetr
careers’,
T would convsider it a form of emotional intelligence,
which s as important as intellect in my opinion’.
also

Respondents highlighted how peer

coaching enhanced collaborative practices
among physicians. Collaborative practice and
effective communication were noted as necessary
in tmproving patient care and establishing a more
cohesive, positive, work environment.
Av a newly practicing family physician, collegiality
amongst my co[/ea_qued s a tool that can g/‘ea[[y
tmprove my day-to-day function both clinically and
professionally’, ‘Coaching okills such as helping
people find their own answers as well as supporting
colleagues beyond any agenda other than ensuring
they act with integrity and according to their own

values and core beliefs are much needed in medicine’.

Rural physicians have different practice needs
and Jdemands than their urban counterparts.
Coaching that provides support specific to this
environment was reported to be closel_y aligned
with physicians’ practical needs, enhancing the
immediate applicability of these skills.

‘Local solution to local issues’,

beneficial for health care professionals of all levels of

expertence,

Peer coaching was also found to positively
tmpact  physicians’ daily practice habits  through
increased communication and knowledge sharing,
thus improving their confidence. Rural physicians
can feel isolated and reluctant to ask for help or
reveal their challenges, particularly in smaller
communities. Participating in peer coaching can
motivate and engage physicians, offering collegial
support, which can be accomplished in person or
through hybrid technology.

It was a reminder to listen more actively without

wanting Lo jump in and offer solutions or suggestions’,

T am better at dwscussing tsoues with colleagues’,

1 feel comfortable aak[ngfor /)e[p and not be labelled

as ‘weak’,

Can J Rural Med 2025;30(3)
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In a rural communilty it s easy to feel tvolated
so knowing that a peer ts offictally there for you if
needed would be a comfort for moot’.

Challenges to  successful

programs were noted, including time constraints

peer coaching

currently facing medical professionals and
ensuring a good match between the coach and
coachee. Suggestions were made to compensate
for participation and offer protected time for those
interested in participating.
Finding the right coach-coachee relationship will be
key,
Anything that requires time i challenging to
implement,

The only woue might be time constraints’.

DISCUSSION

Peer coaching programmes aim to develop
relationships within peer groups that allow the
coach and the coachee to expand their knowledge
and skills while fostering a supportive work
environment.! Peer coaching may begin through
that

essential in providing social and professional

organic, informal interactions become
support in times of need. By establishing trusted
interactions and peer relationships, physicians
experience better camaraderie. These physicians
are more supported in professional and personal
challenges, positively impacting physicians’
well-being and reducing burnout.'*
Cross-disciplinary peer coaching can be
particularly supportive in developing relationships
to establish collaborations for academic and

%6 Peer coaching can be

research purposes.
implemented in regular small group meetings or
as a one-to-one experience.'? It is associated with
increased physician retention, research interest
and publications."” Formalised feedback to help
the coachee meet self-defined goals distinguishes
peer coaching from mentoring (the apprenticeship
model), which involves informal advice without
specific goals in mind.'* Peer coaching differs from
mentorship programmes in that it can reduce the
time commitment, has fewer power differentials
and increases the alignment of goals.” Peer
coaching facilitates the transfer of knowledge and
skills into the workplace, improving experience,
skills and attitude.?

Can J Rural Med 2025;30(3)

There exists minimal research on the impact of
peer coaching across different practices and even
less in rural communities.”” To our knowledge,
this study is the first of its kind to report how
meaningful peer coaching can be in supporting
rural providers academically, intellectually and
personally.

Our study found that peer coaching was easily
facilitated, supported wellness and professional
growth and met the local physician community’s
needs while developing a supportive network
for them. It was noted that learning about and
incorporating peer coaching into their routine
was accessible and more effective than many
other CME options. Having the opportunity to
interact with a peer coach positively impacted
self-perceived physician communication and
interactions with patients and colleagues and was
reported to reduce feelings of physician burnout.
Barriers exist for peer coaching, most notably
time, followed by ensuring an appropriate coach/
coachee match, which others have recognised."'?

Qualitative findings reported elsewhere and
confirmed in our study demonstrate substantial
benefits for both the coach and coachee in an
array of areas."” Establishing a community of
support can reduce provider burnout and improve
job satisfaction, which in turn may lead to better
quality of life and patient care.

Limitations

This study included physicians with diverse
practice focus who lived across a vast geography.
While the methodology was sound and included
pre- and post-questionnaires with long-term
fol]ow—up, our results are related to this group
of physicians and may not extrapolate similarly
to other communities. More research needs to be
completed to inform people about the long—term
benefits of coaching and its transferability to other
areas.

CONCLUSION

Peer coaching is an alternative, novel form of
continuing medical education and knowledge
exchange. It is particularly relevant in rural
communities offering crucial support to local
providers, especially those in rural or isolated
areas where access to formal continued medical



education is limited. Our results suggest that
peer coaching can significantly improve the daily
practices and overall well-being of physicians.

Acknowledgement: We would like to acknowledge and
thank Paula Paunic for her planning and support of the
in-person coaching demonstration.

Financial support and sponsorship: Funding for this study
was supported by the Royal College of Physicians and
Surgeons of Canada.

Conflicts of interest: There are no conflicts of interest.

REFERENCES

1. Valanci-Aroesty S, Gtz-de-V JM, Feldman LS, Fiore JF Jr., Lee L,
Fried GM, et al. Reciprocal peer coaching for practice improvement
in surgery: A pilot study. Surg Endosc 2022;36:7187-203.

2. Ericsson KA. Deliberate practice and the acquisition and
maintenance of expert performance in medicine and related
domains. Acad Med 2004;79:S70-81.

3. Berenstain L, Markowitz SD, Yanofsky SD, McElrath Schwartz J.
Coaching to improve individual and team performance in
anesthesiology. Anesthesiol Clin 2023;41:819-32.

4. Hupp JR, Halpern LR. Mentoring, coaching and role-modeling
in surgical education. Oral Maxillofac Surg Clin North Am
2022;34:571-6.

5. Bell AE, Meyer HS, Maggio LA. Getting better together: A website

10.

1

—

12.

13.

14.

review of peer coaching initiatives for medical educators. Teach
Learn Med 2020;32:53-60.

Cree-Green M, Carreau AM, Davis SM, Frohnert BI, Kaar JL,
Ma NS, et al. Peer mentoring for professional and personal
growth in academic medicine. J Investig Med 2020;68:1128-34.

. Jacob RA, Williams PN, Chisty A. Twelve tips for developing

and maintaining a successful peer mentoring program for junior
faculty in academic medicine. Med Teach 2022;45:252-6.

. lyasere CA, Baggett M, Romano J, Jena A, Mills G, Hunt DP.

Beyond continuing medical education: Clinical coaching
as a tool for ongoing professional development. Acad Med
2016;91:1647-50.

Carlson K, Ashford A, Hegagi M, Vokoun C. Peer coaching as a
faculty development tool: A mixed methods evaluation. J Grad
Med Educ 2020;12:168-75.

Cohen C, Pignata S, Bezak E, Tie M, Childs J. Workplace
interventions to improve well-being and reduce burnout
for nurses, physicians and allied healthcare professionals:
A systematic review. BMJ Open 2023;13:e071203.

JJunn JC, Whitman GJ, Wasnik AP, Wang MX, Guelfguat M,

Goodman ED, et al. Virtual mentoring: A guide to navigating a
new age in mentorship. Acad Radiol 2023;30:749-54.

Farid H, Bain P, Huang G. A scoping review of peer mentoring in
medicine. Clin Teach 2022;19:e13512.

Pollak KI, Gao X, Kennedy D, Youssef-Elgamal A, Morales A,
Huntington J, et al. Assessing the feasibility and acceptability of
a peer-based communication coaching model among hospital
clinicians. PEC Innov 2022;1:100072.

Schwellnus H, Carnahan H. Peer-coaching with health care
professionals: What is the current status of the literature and
what are the key components necessary in peer-coaching? A
scoping review. Med Teach 2014;36:38-46.

COUNTRY CARDIOGRAMS: SUBMIT A CASE!

Have you encountered a challenging ECG lately?
In most issues of the CJRM, we present an ECG and pose a few questions. On
another page, we discuss the case and provide answers to the questions.

Please submit cases, including a copy of the ECG to Suzanne Kingsmill,
Managing Editor, CJRM, email to manedcjrm@gmail.com

Cardiogrammes ruraux
Avez-vous eu a décrypter un ECG particuliérement difficile récemment?

Dans la plupart des numéros du JCMR, nous présentons un ECG assorti de questions.
Les réponses et une discussion du cas sont affichées sur une autre page.
Veuillez présenter les cas, accompagnés d'une copy de I'ECG, & Suzanne Kingsmill,
rédactrice administrative, JCMR,
manedcjrm@gmail.com
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