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BACKGROUND: A culture of improvement is an impor-
tant feature of high-quality health care systems. However,
health care teams often need support to translate quality
improvement (QI) activities into practice. One method of
support is consultation from a QI coach. The literature
suggests that coaching interventions have a positive im-
pact on clinical outcomes. However, the impact of
coaching on specific process outcomes, like adoption of
clinical care activities, is unknown. Identifying the pro-
cess outcomes for which QI coaching is most effective
could provide specific guidance on when to employ this
strategy.
METHODS: We searched multiple databases from incep-
tion through July 2021. Studies that addressed the ef-
fects of QI coaching on process of care outcomes were
included. Two reviewers independently extracted study
characteristics and assessed risk of bias. Certainty of
evidence was assessed using GRADE.
RESULTS: We identified 1983 articles, of which 23
cluster-randomized trials met eligibility criteria. All but
two took place in a primary care setting. Overall, interven-
tions typically targeted multiple simultaneous processes
of care activities. We found that coaching probably has a
beneficial effect on composite process of care outcomes (n
= 9) and ordering of labs and vital signs (n = 6), and

possibly has a beneficial effect on changes in organiza-
tional process of care (n = 5), appropriate documentation
(n = 5), and delivery of appropriate counseling (n = 3). We
did not perform meta-analyses because of conceptual
heterogeneity around intervention design and outcomes;
rather, we synthesized the data narratively. Due to impre-
cision, inconsistency, and high risk of bias of the included
studies, we judged the certainty of these results as low or
very low.
CONCLUSION: QI coaching interventions may affect cer-
tain processes of care activities such as ordering of labs
and vital signs. Future research that advances the iden-
tification of whenQI coaching is most beneficial for health
care teams seeking to implement improvement processes
in pursuit of high-quality care will support efficient use of
QI resources.
Protocol Registration.
This study was registered and followed a published pro-
tocol (PROSPERO: CRD42020165069).
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INTRODUCTION

High-quality health care is a priority for both patients and
clinicians. In 2001, the Institute ofMedicine (now the National
Academy of Medicine) outlined a strategy to improve the
quality of health care in the USA anchored on six aims: safety,
effectiveness, patient-centeredness, timeliness, efficiency, and
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equity [1]. The pursuit of these aims is the process of quality
improvement (QI), which can be defined as “a framework we
use to systematically improve the ways care is delivered to
patients” [2]. QI is one aspect of the science of improvement,
or “an applied science that emphasizes innovation, rapid-cycle
testing… and spread in order to generate learning about what
changes, in which context, produce results” [3]. Improvement
science offers rigorous approaches to the attainment of high-
quality care through clinic-level process refinement and the
uptake of evidence-based practices [4, 5]. One approach to
promote the pursuit of high-quality health care is the provision
of longitudinal, expert support to help individuals and health
care teams identify and implement areas of practice change
[6–8]. QI coaching [9] is a commonly used strategy for the
provision of longitudinal, expert support to clinical teams
seeking to engage in QI processes.
A quality improvement (QI) coach supports an interdisci-

plinary health care delivery team in their pursuit of achieving
sustained change and the improvement of clinical processes.
Quality improvement coaches assist with goal setting and
attainment, connect teams to system-level resources for
change, and improve efficiency and team dynamics around
improvement processes utilizing a variety of strategies [9].
The coach role can be agnostic to the clinical content area
and does not require topical expertise. QI coaching is similar
to other approaches that encourage the systematic adoption of
high-quality, evidence-based practices such as facilitation.
While there are multiple definitions, facilitation can generally
be thought of as a “process of working with groups to support
participatory ways of doing things.” [10] There are multiple
scholarly fields that promote a coach-like role to support the
optimal improvement of clinical care delivery (e.g., QI, im-
plementation science, systems redesign), each with its own
terms to describe the coaching-like processes (Supplementary
Information) [11]. The effects of the coaching intervention can
be measured at multiple levels including the level of care
delivery such as provider behaviors or practice activities and
policies (process outcomes) or at the level of patient care
(clinical outcomes) [9].
To address the current gap in the literature, we investigated

the effect of QI coaching on practice- or clinical team-level
behaviors and process outcomes and found that QI coaching is
a complex intervention that has the potential to improve the
capacity for improvement activities at the team and practice
level. Specifically, this reviewwas conducted to support a type
of QI coaching (i.e., transformational coaching) used in the
Department of Veterans Affairs (VA) which has not been
specifically described in the literature. Thus, we used a broad
search strategy to identify interventions that shared the essen-
tial components that must be maintained to ensure fidelity to
the VA’s QI coaching intervention. Components considered
essential for the QI coach for this review include the follow-
ing: (1) the coach is content-agnostic (not required to be an
expert in the specific clinical topic or intervention that is the
focus of the QI project). (2) The coach is external to the target

of coaching (i.e., not a member of the health care delivery team
being coached). (3) The coach aims to catalyze and/or build
capacity for sustained change and improvement through ac-
tivities such as assisting with goal setting, goal attainment,
connection to system-level resources for change, and/or im-
proving efficiency and team dynamics around change/
improvement processes.

METHODS

Study Design

This work is part of a larger Veterans Health Administration
(VHA)–funded report (www.hsrd.research.va.gov/publica-
tions/esp), which addresses the effects of QI coaching on
practices, providers, patients, and processes. We established
an a p r i o r i p ub l i s h ed p r o t o co l ( PROSPERO:
CRD42020165069) and followed PRISMA (Preferred
Reporting Items for Systematic Reviews and Meta-Analyses)
guidance [12].

Data Sources and Searches

In collaboration with a reference librarian, we searched
MEDLINE® (via Ovid®), Embase (via Elsevier), and
CINAHL Complete (via EBSCO) from inception (since the
database began indexing journal content) through July 2021
(Supplementary Information). As there is no MeSH term
existing for QI coaching and there are multiple terms for
similar interventions, we identified the most commonly used
terms and pseudonyms for a person (or persons) who poten-
tially shared the essential components based on our operation-
alized definition of QI coaching listed above (e.g., practice
facilitator, outreach visitor, QI coach). Specifically, we incor-
porated related terms from the fields of QI, improvement
science, and implementation science, which themselves em-
ploy overlapping terms and methods pertaining to the support
of clinical teams and practices in the uptake and improvement
of evidence-based clinical processes. We also screened refer-
ences from high-quality systematic reviews and studies iden-
tified by stakeholders during topic development.

Study Selection

Our inclusion and exclusion criteria are listed in Supplemen-
tary Information. Relevant terms identified after execution of
the literature search were searched independently, and any
references meeting our inclusion criteria were imported into
two electronic databases (for referencing, EndNote®,
Clarivate Analytics, Philadelphia, PA; for data abstraction,
DistillerSR; Evidence Partners Inc., Manotick, ON, Canada).
Citations classified for inclusion by at least one investigator at
title and abstract were reviewed at full text by two investiga-
tors according to a priori established eligibility criteria. All
articles meeting eligibility criteria at this level were included
for data abstraction.
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Data Extraction and Quality Assessment

One investigator abstracted data into a customized DistillerSR
database; a second investigator reviewed data for accuracy.
Data elements included descriptors to assess applicability,
quality elements, intervention details, and all measured out-
comes. Multiple reports from a single study were treated as a
single data point, prioritizing results based on the most com-
plete and appropriately analyzed data. Key features relevant to
applicability included the match between the sample and target
populations (e.g., age, large health care system). Two investi-
gators independently assessed study quality using the
Cochrane Effective Practice and Organisation of Care
(EPOC) Risk of Bias (ROB) Tool [13]. We assigned summary
ROB scores (low, unclear, or high) to individual studies (Sup-
plementary Information).

Data Synthesis and Analysis

We collected all outcomes reported by studies meeting eligi-
bility criteria and organized them by the level at which they
produced potential changes. Specifically, we grouped out-
comes by the level at which a process occurred: practice
(e.g., processes requiring collaboration and simultaneous par-
ticipation of multiple providers or clinical teams in a practice
setting) or provider level (e.g., processes conducted by indi-
vidual clinicians at the point of care such as ordering labs for a
given condition). Other measures targeted clinical outcomes at
the patient level (e.g., improved individual health outcomes).
We described key study characteristics of the included studies
using summary tables. Because complexity of targeted behav-
ior change predicts intervention success, we grouped out-
comes by the complexity of desired clinical practice or pro-
vider behavior promoted by the QI coach [14]. Specifically,
those behaviors that required multiple steps or those requiring
the agreement or collaboration of multiple individuals were
considered more complex (e.g., adherence to multi-step guide-
line recommendations for asthma-related care) and those that
could be completed individually less complex (e.g., ordering a
lab). Then, we grouped outcomes by clinical care delivery
similarity (e.g., ordering a lab, improving documentation).
Within these groupings, we organized findings by study-
level ROB.
Across included studies, we identified intervention activi-

ties employed by coaches to support interdisciplinary teams
and matched them to the Expert Recommendations for Imple-
menting Change (ERIC) strategies [15]. ERIC was chosen
because it is widely cited and incorporates relevant QI ideas.
Given the conceptual heterogeneity in process of care out-
comes assessed, the measure used to assess a given outcome,
and the selection and dosing of coaching strategies employed,
we described the specified outcomes narratively rather than
calculating a summary effect.
We organized the adoption of targeted process of care

activities according to the complexity of the specific behavior
required by the relevant QI activity; specifically, we used the

following eight categories: composite outcomes of multiple
clinical processes of care, organizational processes of care,
documentation, medication prescription, counseling, provider
exams and procedures, lab tests, and vital signs. Heterogene-
ity, primarily of outcome measurement, precluded pooled
assessment of the effect of coaching across these categories.
To support synthesis across the included studies, we em-

ployed a vote-counting method based on direction of effect
[16, 17]. Following this approach, we categorized the inter-
vention effect as harmful or beneficial based on the direction
of effect without consideration for magnitude or statistical
significance [16, 17]. We calculated the overall proportion of
beneficial findings and obtained the exact 95% confidence
interval (CI) for the true proportion of beneficial findings.
We employed an exact binomial probability test to test the
hypothesis that the intervention was truly ineffective, and
provided the resulting p-value (i.e., the probability of observed
or more extreme proportion if, in fact, the proportion of
beneficial studies is truly 0.5). Exact CIs and p-value were
calculated using “binom.test” function in the R statistical
package. The certainty of evidence was assessed using Grad-
ing of Recommendations Assessment, Development and
Evaluation (GRADE) [18]. Certainty of evidence assessment
conveys the level of confidence in effect estimates supporting
a given conclusion [18].

Role of Funding Source

The US Department of Veterans Affairs was not involved in
the design, conduct, or analysis interpretation.

RESULTS

From 1983 screened citations, we reviewed 116 full-text arti-
cles and identified 23 unique studies (all cluster-randomized
trials [CRTs]) (Fig. 1) [19–41]. All studies were conducted
across North America, Europe, and Australia. All but two
trials were conducted within the primary care setting and one
study was conducted in the VA [25]. Among the included
studies, two were in children and twenty-one were in adults.
The targets of the coaching included diabetes (n = 3), mental
health (n = 1), and preventive services (n = 15). Details of
each of the 23 included studies are in Table 1.
Terms used for the QI coach–like role included practice

facilitator, practice outreach facilitation, practice coach, nurse
facilitator, nurse prevention facilitator, and outreach visitor.
Interventions varied in duration from 4 to 48 months. Coaches
employed varied combinations of 13 distinct implementation
strategies. Studies reported a median of 5.56 implementation
strategies (range 3 to 9) delivered by the coach-like role. The
four most used coach-delivered implementation strategies
were to develop a formal implementation plan (19/23 studies),
audit and provide feedback (18/23), develop/distribute educa-
tional materials (17/23), and conduct educational outreach
visits (17/23). The least used strategies were organizing
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clinician team meetings (3/23) and developing stakeholder
interrelationships (2/23). Table 2 details the transformational
coaching activities used in the included studies.
Across the included studies, four studies measured practice-

level outcomes, nineteen measured provider-level outcomes,
and eight measured patient-level outcomes (Supplementary
Information). Nine studies evaluated composite measures of
process of care activities (i.e., outcomes which included the
conduct of multiple disease-specific or clinical care approach
actions). Overall, interventions typically targeted multiple si-
multaneous processes of care activities requiring disparate
clinical behaviors (e.g., ordering a lab test, complicated patient
counseling), but which were usually linked by a common goal
(e.g., improving management and outcomes for a specific
disease).
Of the nine trials that assessed the composite process of care

outcomes, six were low or unclear ROB and two were high
ROB. Six of eight low or unclear ROB trials favored the
intervention (75%; 95% CI 35 to 97%). The probability of
observing 75% or more trials with a beneficial effect, assum-
ing the proportion of beneficial studies is truly 0.5, is p = 0.29.
For the organizational process of care outcomes, four of five
trials (including the two low ROB studies) favored the
coaching interventions (80%; 95% CI 28 to 99%; p = 0.38).
Of the five studies (1 unclear and 4 high ROB) that assessed
the effect of coaching on appropriate documentation, three
included outcomes that favored the interventions (60%; 95%
CI 15 to 95%; p = 1). Six of seven studies (2 unclear and 4
high ROB) testing the effect of coaching on appropriate med-
ication prescriptions contributed to the analysis. Four of these

six studies included at least one outcome that favored the
coaching intervention (66%; 95% CI 22 to 96%; p > 0.69).
The three trials (1 unclear and 2 low ROB) that assessed the
effect of coaching on counseling provision favored the inter-
vention (100%; 95% CI 29 to 100%). Four trials assessed the
provision of appropriate exams or procedures, and three out of
those four included at least one outcome that favored the
interventions (75%; 95% CI 19 to 99%). Of the six trials that
assessed the effect of coaching on ordering of labs or vitals, all
but one included at least some outcomes that favored the
intervention (83%; 95% CI 36 to 100%; p = 0.22). Figure 2
shows a high-level summary of these results.
Two trials measured the effect of coaching on QI process

goal attainment. One unclear ROB study found a significant
increase in the number of QI projects per practice in the inter-
vention versus the comparator arms with a mean of 3.9 QI
projects per practice versus 2.6 (p < 0.001). In a high ROB
trial, there was no significant difference between the interven-
tion and control practices in the percentage of mean QI indica-
tors at or above target (p > 0.2). No studies directly addressed
the self-efficacy of teammembers related to QI method skills or
a specific QI project activity. No trials addressed the effect of QI
coaching or similar roles on team member knowledge.

Certainty of Evidence

Overall, our assessment of the certainty of evidence based on
GRADE ranged from very low to low across outcomes (see
Table 3). Downgrading, or causes for lower certainty, included
imprecision, inconsistency, and a high risk of bias.

Search results: 

1,983 references

Retrieved for full text 
review: 116 references

Included studies:
26 references reporting 
on 23 unique studies

Excluded = 1,867 references
After review of titles and abstracts

Excluded = 90 references

Not full publication/OECD: 26
Not eligible setting: 2
Not population of interest: 13 
Not eligible intervention: 31
Not eligible comparator: 3
Not eligible outcome: 2
Not eligible timing: 0
Not eligible design: 12
Unable to retrieve full text: 1

Fig. 1 Literature flow diagram. Search results from MEDLINE (1,231), Embase (503), CINAHL (241), and identified from relevant articles (8)
were combined
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DISCUSSION

QI coaching is a complex intervention that has the potential to
promote high-quality care through effective and efficient im-
plementation of improvement activities at the team and prac-
tice level. We identified 23 trials that addressed the effects of
QI coaching primarily in the context of primary care practices.
We found that coaching interventions seemed to have more of
an impact on less complex tasks like documentation possibly
due to fewer implementation barriers. Process tasks that were

more complex like medication prescription have lower confi-
dence ratings due to the imprecision of the outcome measure-
ment. While our confidence in these findings was found to be
low to very low due to imprecision, inconsistency, and high
risk of bias, the results suggest that clinical teams may be able
to preferentially identify types of QI activities most likely to
benefit from coaching support and thus help to facilitate the
efficient use of process improvement resources around the
implementation of evidence-based guidelines within busy
clinical practices.

Table 2 Transformational Coaching Activities

Coach-delivered
implementation
strategy

Operationalized definitiona ERIC strategy
category

Examples from included studies

Baseline local need
assessment
(8 studies)

Collect and analyze data before the start of
coaching intervention to assess local needs
related to QI project

Use evaluative and
iterative strategies

Performed a multimethod practice assessment,
including assessment of practice
communication, change and work culture, and
level of implementation of the Chronic Care
Model.[23]

Develop a formal
implementation plan
(19 studies)

Develop a formal implementation plan that
includes clear goals and strategies

Use evaluative and
iterative strategies

Group discussion to reflect on findings and
identify priorities for improvement.[24]

Educational outreach
visits (17 studies)

Coach meets with providers in their practice
settings to educate about the clinical innovation

Train and educate
stakeholders

Training: study staff conducted an in-person, 6-
h training with each subteam on how to use Get
To Outcomes plan, implement, evaluate.[25]

Develop/distribute
educational materials
(18 studies)

Provide manuals, toolkits, and other supporting
materials to teams

Train and educate
stakeholders

Coaches introduced the concept of the Chronic
Care Model and presented an evidence-based
“toolkit” comprised of 5 activities to improve
diabetes outcomes.[24]

Teach and support
implementation/QI
tools
(9 studies)

Introduce and train teams on QI techniques and
tools appropriate to the innovation or QI project
being implemented

Use evaluative and
iterative strategies

Education on “fostering a continuous QI
culture.”[20] Used the Chronic Care Model: the
QI approach.[34]

Revise professional
roles
(10 studies)

Shift and revise roles among professionals who
provide care, and redesign job characteristics

Support clinicians A “lead physician” for liaising with the
facilitator was identified in the practice.[35

]Technical assistance
(9 studies)

Provide technical assistance (e.g., data support)
focused on QI project needs

Provide interactive
assistance

MISSION-Vet service data was collected with a
Computerized Patient Record System note
template that was developed for each team. Data
from the notes were extracted to create feedback
reports.[25]

Develop resource
sharing
(4 studies)

Develop partnerships with organizations that
have resources needed to implement the
innovation

Support clinicians Enhanced community linkage; “community
resources.”[34]

Create a learning
collaborativeb

(5 studies)

Facilitate the formation of groups of providers
or provider organizations and foster a
collaborative learning environment to improve
implementation of the clinical innovation

Train and educate
stakeholders

The learning sessions provided an opportunity
for practice members to share successes and
challenges with other practices [23]

Organize clinician
team meetings
(3 studies)

Develop and support team meetings to structure
protected time to reflect on the implementation
effort, share lessons learned, and/or support one
another’s learning

Develop stakeholder
interrelationships

All practices were encouraged to initiate or
increase routine staff meetings.[24]

Partner with local
leadership
(2 studies)

Create and engage a formal group of multiple
levels of stakeholders (e.g., local leadership) to
provide input and advice on QI/implementation
efforts and to elicit recommendations for
improvements

Develop stakeholder
interrelationships

Get administrative buy-in.[20] Work with
opinion leaders and encourage networking.[36]

Audit and feedbackc

(18 studies)
Collect and summarize clinical performance
data over a specified time period and provide it
to clinicians and administrators to monitor,
evaluate, and modify provider behavior

Use evaluative and
iterative strategies

Written feedback and practice-based discussion
of clinical record audit of recording and levels
of behavioral and physiological risk factors.[37]

Ongoing consultation
(12 studies)

Provide ongoing consultation to support
maintenance of QI project or innovation

Train and educate
stakeholders

The facilitator gradually transfers various tasks
to an interested member of the team. The
practices also meet without the facilitator to
further customize their work.[32]

aOperationalized definitions were modified from the ERIC strategy taxonomy
bStudies with a learning collaborative were only included if the collaborative was not longitudinal and was only a minor part of the overall coaching-
like intervention
cAudit and feedback are considered 2 separate strategies, [48] though in many included studies they were described together
Abbreviations: QI quality improvement
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Our findings are largely consistent with and build on re-
cently conducted reviews of roles like QI coaching, specifi-
cally external change agents and practice facilitation. Basker-
ville and colleagues [42] conducted a systematic review of 23
articles looking at the impact of practice facilitation on
evidence-based practice behavior. Their approach differed
from ours in that they considered the adoption of evidence-
based guidelines to be a conceptually common outcome mea-
sure and did not distinguish between high and low complexity
guidelines. They calculated standardized mean differences
across studies and combined them for a pooled estimate. With
this approach, they reported an effect size of 0.56 (95% CI
0.43 to 0.68) favoring practice facilitation in the adoption of
evidence-based guidelines. However, we considered the adop-
tion of evidence-based processes of care by the complexity of
the care activity and noted that there appears to be variation in
the effect of coaching-type roles on different types of process-
es of care. Additionally, our review differed from Baskerville
et al. [42] in that it included a more expansive definition of the
coaching intervention and focused on process outcomes.
A more recent review by Wang and colleagues [43] exam-

ined the impact of an intervention similar to QI coaching (i.e.,
practice facilitation) on chronic disease management in prima-
ry care. They grouped outcomes by type of outcome (e.g., lab
vs diagnosis) within disease group (e.g., cervical cancer pro-
cess of care measures vs chronic kidney disease process of
care). This approach is consistent with the way interventions
are often designed, specifically around the management of a
particular disease; however, it could mask differences in effect
by the complexity of the process of care. Across 25 studies,
Wang et al. [43] concluded that process measures improved
8.8% with screening, and diagnosis improved the most. In
contrast, we found the best evidence for a likely effect on the
composite process of care outcomes (which were usually
disease-specific and more general like preventive guidelines),
organizational processes of care, counseling, and simple tasks
like ordering of labs and vital signs. We found an uncertain

effect on documentation (including documentation of diagno-
ses) and likely no effect on the prescription of disease-
appropriate medications.
While there has been increased awareness about what

coach-like interventions consist of, as well as their effective-
ness, [42] QI coaching utilization remains uneven. One reason
for this variability could be the barrier of establishing and
sustaining funding for these roles, especially from smaller,
independent practices. However, the benefits of using a coach
to implement improvement activities could outweigh this ini-
tial cost. Prior reviews have also looked at which aspects of
coach-like roles are likely contributors to an overall effect.
Alagoz and colleagues [44] explored the role of external
change agents in promoting changes in health care organiza-
tions in small primary care clinics across 21 included studies.
They concluded that clinic-level individualized follow-up via
practice facilitation is the most effective approach; however,
the most commonly employed approaches are academic de-
tailing and audit and feedback. Similarly, we found that audit
and feedback (89% studies) and academic detailing, or educa-
tional outreach visits (68% studies), were among the most
commonly used implementation strategies along with devel-
oping a formal implementation plan (95%) and distributing
educational materials (74%), and that only 10 of 19 studies
employed ongoing consultation (53%).
Limitations of the identified literature included loss of sig-

nificant data when an entire practice (or cluster) dropped out of
a study; inadequate descriptions of both the teammembers and
patients; a lack of statistical consideration of clustering; and a
lack of clearly identified primary outcomes. In addition, there
was notable heterogeneity across study intervention core com-
ponents, outcome measures, and the practice setting in which
these studies took place. These factors along with inconsisten-
cy and imprecision of results led to downgrading the certainty
of evidence. The uncertainty of these results could be ad-
dressed by more high-quality studies of QI coaching

Fig. 2 Summary of results
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interventions, as well as investigation of coaching on very
specific and consistently identified outcomes. Limitations of
our approach to this review include potentially introducing
heterogeneity by including literature from multiple fields of
study and the loss of relevant information due to exclusion of
studies with co-interventions, which prevented isolation of the
coaching effect.
We also identified multiple gaps in the literature. First, few

coaching interventions employed the strategies we identified
as being most helpful in combination (e.g., stakeholder/
leadership engagement and technical support). Second, most
coaching interventions focused on predetermined QI projects
rather than on the capacity for QImore generally. Third, all but

one of the included interventions were conducted in primary
care settings, so the effect of coaching in other clinical settings
(e.g., inpatient, subspecialty clinics) is unknown.

CONCLUSION

QI coaching is a complex intervention that has the potential to
improve the capacity for improvement activities at the team
and practice level. QI coaching, and other interventions with
similar characteristics (i.e., facilitation, outreach visitors), may
have an effect on certain processes of care activities including
composite process of care outcomes, ordering of labs and vital
signs, and possibly on changes in the organizational process of

Table 3 Certainty of Evidence Ratings

Outcome Number of studies
(N)

Range of effects Certainty of evidence
(rationale)

Adoption of targeted process of care activities
Composite process of
care outcomes

9 randomized trials
(677 practices and
health service
organizations)

6 of 9 trials (75%; 95% CI 35 to 97%) with at
least 1 outcome favoring the intervention; 5
trials with statistically significant findings

Moderate certainty that coaching probably has
a beneficial effect on composite process of care
outcomes
(rated down for serious risk of bias)

Organizational
processes of care

5 randomized trials
(471 practices)

4 of 5 trials (80%; 95% CI 28 to 99%) with at
least 1 outcome favoring the intervention; 3
trials with statistically significant findings

Very low certainty that coaching possibly has a
beneficial effect on organizational processes of
care
(rated down for serious risk of bias, inconsistency,
indirectness, and imprecision)

Appropriate
documentation

5 randomized trialsb

(168 practices)
3 of 5trials (60%; 95% CI 15 to 95%) with at
least 1 outcome favoring the intervention; 3
trials with statistically significant findings

Very low certainty that coaching possibly has a
beneficial effect on appropriate documentation
(rated down for very serious risk of bias, serious
inconsistency, and imprecision)

Appropriate
medication
prescription

7 randomized trialsb

(452 practices)
4 of 6 trials (66%; 95% CI 22 to 96%) with at
least 2 outcomes favoring the intervention;
none statistically significant

Very low certainty that coaching probably
does not have a beneficial effect on appropriate
medication prescription (rated down for very
serious risk of bias, serious inconsistency, and
imprecision)

Appropriate
counseling

3randomized trials
(412 practices)

3 of 3 trials (100%; 95% CI 29 to 100%); all
statistically significant

Very low certainty that coaching possibly has a
beneficial effect on appropriate counseling
(rated down for serious risk of bias, indirectness,
and imprecision)

Appropriate provider
exams and procedures

4 randomized trials
(255 practices)

3 of 4 trials (75%; 95% CI 19 to 99%) with at
least 1 outcome favoring the intervention; 2
trials with statistically significant findings

Very low certainty of uncertain effect of
coaching on improvement of provider exams/
procedures (rated down for serious risk of bias,
inconsistency, and imprecision)

Ordering of lab tests
and vital signs

6 randomized trials
(146 practices)

5 of 6 trials (83%; 95% CI 36 to 100%); 4
trials with statistically significant findings

Very low certainty that coaching probably has
a beneficial effect on ordering of labs/vitals
(rated down for serious risk of bias, inconsistency,
and very serious imprecision)

QI process goal attainment (e.g., the number of QI projects reaching completion)
Mean # of QI projects
initiated

1 randomized trial
(49 practices)

3.9 QI projects per practice (intervention) vs
2.6 (comparator);p < 0.001

Low certainty that coaching possibly has a
beneficial effect on number of the projects
initiated
(rated down for serious inconsistency and
imprecision)

% mean indicators at
target

1 randomized trial
(23 practices)

Not significanta Very low certainty that coaching has no effect
on the number of indicators at target (rated
down for serious risk of bias, inconsistency, and
imprecision)

Improved team member knowledge
No trials addressed
this outcome

– – –

Improved team member self-efficacy
Confidence in
management

1 randomized trial
(26 practices)

Mean confidence (pre) = 3.36 (SD 0.82);
(post) = 3.89 (SD0.79); p value 0.000

Low certainty that coaching possibly has a
beneficial effect on team member self-efficacy
(rated down for serious risk of bias, and
inconsistency)

aAuthors only reported not significant results for comparison of relevance
bOnly 3 trials provided valid information on direction of effect
Abbreviations: CI confidence interval; QI quality improvement
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care and delivery of appropriate counseling. Differences
among studies in the description and dosing of implementation
strategies employed by coaches, as well as outcome measure-
ment, precluded a more definitive estimate of effects. Future
research that standardizes and provides more detail about
when coaching interventions are most effective will better
support future comparisons and implementation efforts.

Supplementary Information The online version contains supple-
mentary material available at https://doi.org/10.1007/s11606-021-
07217-2.
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