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Abstract 

Background:  An increasing number of interventions have focused on leadership development for healthcare man-
agers, among which coaching is a common strategy. The purpose of the present systematic review is to synthesize 
evidence on the effect of coaching in developing leadership of healthcare managers.

Methods and analysis:  A literature search will be conducted in six English databases (MEDLINE (Ovid), CINAHL, 
Embase, Cochrane library, Nursing & Allied Health Premium, and Scopus) and four Chinese databases (Wanfang, CNKI, 
SinoMed, and VIP) from inception to April 1st, 2022. The titles, abstracts, and full texts of the studies will be screened 
by two independent researchers to determine their eligibility. The RoB 2, ROBINS-I, CASP, and MMAT will be applied 
to assess the quality of randomized trials, non-randomized studies, qualitative studies, and mixed-method studies, 
respectively. We will then extract the study characteristics, participant characteristics, and study outcomes of the 
reviewed papers. The Aims, Ingredients, Mechanism, and Delivery framework will be used to extract the components 
of coaching strategies. For quantitative data, a meta-analysis will be performed if sufficient data are available; other-
wise, we will conduct a narrative synthesis. Thematic synthesis methods will be used for qualitative data analysis.

Discussion:  By conducting this systematic review, we expect to synthesize evidence regarding the components of 
coaching for leadership development among healthcare managers; the influence of coaching on leadership develop-
ment among managers at the individual, unit-wide, or organizational level; and how managers view coaching as a 
leadership development strategy.

Trial registration:  PROSPERO registration number: CRD42​02019​4290.
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Background
Leadership is defined as “a process whereby an individual 
influences a group of individuals to achieve a common 
goal” (p. 5) [1]. The importance of leadership is well rec-
ognized in healthcare organizations [2, 3]. The uptake of 

healthcare leadership frameworks is growing in countries 
such as the UK, the USA, Canada, and Australia to guide 
the development of leadership in healthcare organiza-
tions and ensure that high-quality care is provided for all 
[4–7]. For example, the Scottish Social Services Leader-
ship Strategy Leadership Capabilities Framework was 
adopted for clinical nursing leadership development 
in the UK [8], and another theoretical empowerment 
framework was used to design and deliver a leadership 
development program for front-line nurse leaders in 
Canada [9].
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Leadership development in healthcare organizations 
occurs at almost all levels [6, 7]. Healthcare managers are 
the primary target group [10] because many research-
ers and healthcare professionals contend that leadership 
among these individuals plays a critical role in improv-
ing individual and organizational performance [11, 
12], enhancing productivity [12, 13], and incorporat-
ing research evidence in practice [14–16]. Continuous 
improvements in these areas can thus have a decisive 
impact on the quality of medical services and patient 
outcomes [17–19]. For example, the results of a study 
conducted by Gifford et al. [20] showed that the enhance-
ment of nurse managers’ leadership behaviors can benefit 
the facilitation of guideline implementation and there-
fore positively influence the care of patients. The leader-
ship development of healthcare managers is essential for 
implementing and sustaining practice innovation, and 
ensuring high-quality patient- or client-related health-
care delivery within an increasingly complex healthcare 
system [6, 21–23]. Therefore, it is essential to adopt effec-
tive strategies when developing healthcare managers’ 
leadership to improve healthcare service delivery [6, 24].

Coaching was initially used in the private sector as a 
method of leadership development among managers 
[25]. In 2011, 93% of US-based global 100 companies 
used coaching as a leadership development method [26]. 
Coaching was first introduced in the healthcare field in 
the 1830s [27]. Since then, an increasing number of stud-
ies have shown that coaching has the potential to retain 
leadership talent, support succession planning, and assist 
healthcare professionals in meeting personal and organi-
zational goals [19, 23, 28, 29]. Researchers have found 
that coaching is an important leadership development 
strategy and a valuable investment for the long-term suc-
cess of healthcare organizations [30, 31].

The Center for Creative Leadership defined coach-
ing as a mutually beneficial relationship [32] “in which 
the coachee collaborates with the coach to assess and 
understand the coachee and his or her leadership devel-
opmental tasks, challenge current constraints while 
exploring new possibilities, and to ensure accountability 
and support for sustaining development and reaching 
goals” [33]. The essential role of a coach is to provide a 
dynamic, goal-based learning context for coachees. In 
such a context, the way coachees view themselves and the 
effect of their behaviors on others continues to expand, 
enabling them to be more influential and powerful and 
consequently achieve their goals [34]. Coaching involves 
investment in self-awareness development and focuses 
on sustained behavior development, modification, and 
the broadening of coachees’ perspectives [35, 36].

Athanasopoulou and Dopson [37] presented an exten-
sive systematic review of 117 studies that evaluated 

coaching interventions for organizational executives. 
Executive coaching, as defined by the authors, is a tar-
geted and purposeful intervention that helps executives 
develop and maintain positive changes in their personal 
development and leadership behavior. The review showed 
that cognitive behavioral, solution-focused, and posi-
tive psychology/strength coaching approaches were the 
most frequently applied coaching methods. The majority 
of the included studies showed that coaching has a posi-
tive influence on coaches, coachees (i.e., executives), and 
sponsored organizations. However, flaws in the research 
design limited the generalizability of the study outcomes. 
For example, many of the case studies consisted of nar-
ratives about coaching interventions from one or more 
coaches without looking for patterns or variations across 
cases.

To date, even with the increasing focus on coach-
ing in leadership development for healthcare managers, 
no studies have examined the components of coaching 
strategies or the effectiveness of coaching in developing 
leadership for healthcare managers [19, 24, 38–40]. This 
systematic review addresses this gap in the literature 
by synthesizing studies that report on the content and 
influence of coaching, specifically for healthcare manag-
ers, and explore evidence-based approaches to develop 
coaching for healthcare managers’ leadership develop-
ment. The overall goal of the systematic review is to syn-
thesize evidence on the effect of coaching in developing 
leadership of healthcare managers. The specific objec-
tives are as following: (1) to identify the components 
(aims, ingredients, mechanism, and delivery methods) 
of coaching for leadership development among health-
care managers, (2) to determine the impact of coaching 
on leadership development outcomes, and (3) to describe 
the perceptions of participants of coaching for leadership 
development.

Methods and analysis
Study design
A systematic review will be conducted using the 
Cochrane systematic review method [41]. The protocol 
will follow the Preferred Reporting Items for Systematic 
Review and Meta-Analysis Protocols (PRISMA-P) guide-
lines [42].

Eligible criteria
Population
The eligible population in this review includes health-
care managers, defined as individuals in managerial 
positions responsible for managing daily activities and 
long-term goals for a healthcare organization [43]. Spe-
cifically, healthcare managers are classified by their role 
at two hierarchical levels: middle and senior levels [44, 
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45]. Middle managers [44, 46] manage front-line clini-
cal practice on a daily basis and play an important role 
in translating top-level policies, strategies, and resources 
into practical improvements. Turnover and shortages of 
personnel, engagement, motivation, and the results of the 
workplace are all closely associated with healthcare man-
agement. Senior managers [47] have executive positions 
that involve wider organizational or departmental opera-
tional activities for healthcare delivery and have titles 
such as chief executive, health facility/hospital adminis-
trator, director, senior executive, executive manager, or 
operating officer. Only studies in which more than 50% 
of the target population are healthcare managers will be 
included.

Interventions
Coaching is an intervention or component of a complex 
intervention for leadership development among health-
care managers, including but not limited to leadership 
knowledge, behaviors, skills, attitudes, or practices [35, 
40, 48, 49].

Comparators
Interventions (coaching) will be compared with alterna-
tive interventions or usual practices. As this is a mixed-
method review, intervention studies with no control 
group will also be included [29].

Outcomes
The included quantitative studies must include quantita-
tive outcome measures of coaching at the manager (e.g., 
leadership knowledge, skills, and behaviors), organization 
(e.g., length of hospital stay), practitioner (e.g., staff’s job 
satisfaction), or patient level (e.g., patient satisfaction and 
health outcome). The included qualitative studies must 
specifically focus on managers’ leadership (i.e., knowl-
edge, skills, and behaviors) that result from a coaching 
intervention or the perceptions of participants of coach-
ing for leadership development.

Types of studies
We will include several types of studies: (1) quantitative 
studies—randomized and non-randomized controlled 
trials and observational studies, such as cohort, case con-
trol, and cross-sectional studies; (2) qualitative studies, 
including those based on direct observation, in-depth 
interviews, and focus group discussions, among oth-
ers, and (3) mixed-method studies. Non-empirical stud-
ies, such as discussions, commentary papers, reviews, or 
meta-analyses, will be excluded.

Search strategy
The search strategy will use a mix of controlled terminol-
ogy (MeSH or Cumulative Index to Nursing and Allied 
Health Literature headings) and keywords to ensure ade-
quate subject coverage based on the concepts of coach-
ing, leadership, and healthcare managers. Limits will 
be applied to language (English and Chinese only). No 
limits will be applied to the date of publication. A litera-
ture search will be performed in the MEDLINE (Ovid), 
CINAHL, Embase, Cochrane Library, Scopus, Nurs-
ing & Allied Health Premium,  China National Knowl-
edge Infrastructure (CNKI), Wanfang, 维普中文科技期
刊全文数据库 (VIP), and 中国生物医学文献服务系统 
(SinoMed) databases from inception to April 1st, 2022. 
The search strategy will be developed in accordance with 
the Cochrane Handbook [41]. Chinese and English librar-
ians will be consulted to identify additional databases 
and formulate the most appropriate search strategy. A 
proposed sample search strategy in MEDLINE (Ovid) is 
included as an additional file (see Additional file 2). After 
the MEDLINE strategy is finalized, it will be adapted to 
the other databases listed above. After completing the 
electronic database search, we will cross-check the ref-
erence lists of the included studies to identify additional 
studies. We will also search key websites, such as Google 
Scholar, the Canadian Physician Coaches Network, and 
the Health Coach Alliance, for grey literature [50, 51].

Study screening and selection
There researchers (SH, WH, WC) will screen and select 
the studies. First, all studies will be imputed into Covi-
dence, a screening and data extraction software working 
in partnership with Cochrane to improve the production 
and use of systematic reviews for health and well-being. 
Duplicates will be removed and the remaining stud-
ies will be screened in two stages. In the first stage, two 
researchers (SH and WH) will independently screen titles 
and abstracts; in the second stage, full-text screening will 
be conducted independently by two researchers (SH and 
WH). These two stages will be recorded on Covidence, 
including the reasons for exclusion. Any discrepancies 
in the selection process will first be discussed between 
the two researchers, and if no consensus is achieved, a 
third researcher (WC) will be consulted. The results of 
the search and the screening process will be presented 
in a study flow diagram in accordance with the PRISMA 
guidelines [52].

Methodological quality
Two researchers (HJ and HH) will independently assess 
the methodological quality of the studies. Any disagree-
ments will be resolved through discussions with WC.
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Quantitative studies
We will assess the methodological quality of randomized 
trials using the revised Cochrane Risk-of-Bias (RoB 2) 
tool [53] (see Additional file 3), which measures (1) meth-
odological quality arising from the randomization pro-
cess, (2) methodological quality due to deviations from 
the intended interventions, (3) missing outcome data, (4) 
methodological quality in measurement of the outcome, 
and (5) methodological quality in the selection of the 
reported result. For non-randomized trials, the Risk of 
Bias in Non-randomized Studies-of Interventions (ROB-
INS-I) tool [54] (see Additional file 4) will be applied to 
assess the methodological quality based on the following 
domains: (1) confounding, (2) selection of participants 
into the study, (3) classification of interventions, (4) devi-
ation from intended interventions, (5) missing data, (6) 
measurement of outcomes, and (7) selection of reported 
results. We will assess each domain of bias and the over-
all methodological quality as high, low, or unclear and 
then present a “methodological quality” table for all stud-
ies to increase transparency.

Qualitative studies
We will use the Critical Appraisal Skills Programme 
(CASP) checklist [55] (see Additional file  5) for each 
qualitative study. The CASP checklist includes ten ques-
tions that are used to assess three broad issues: Are the 
results of the study valid? What are the results? Will the 
results help locally? Specifically, the ten questions relate 
to the research aim, methodology, recruitment, data col-
lection, relationship between researcher and participants, 
work ethics, findings, and value of the research. Each 
question can be answered with “yes,” “no,” or “cannot tell.” 
We will then present the methodological quality of the 
studies in a tabular format. This checklist has been rec-
ommended by the Cochrane Collaboration for qualitative 
literature [56].

Mixed‑method studies
We will use the Mixed Methods Appraisal Tool (MMAT) 
to assess the methodological quality of mixed-method 
studies (see Additional file  6) [57]. We will assess three 
sets of items based on the study design: the qualitative 
set, quantitative set (either the RCT, non-randomized 
studies, or quantitative descriptive studies), and mixed 
methods set. Each item is rated on a categorical scale 
(yes, no, or cannot tell) [57].

Data extraction
We will develop a form using Microsoft Excel sheets for 
data extraction. Two researchers (SH and JC) will per-
form data extraction independently. Discrepancies will be 
resolved by discussion with a third researcher (WC). We 

will search for secondary publications or make requests 
to the authors if implementation data are not included 
in the published articles or there is missing data. The fol-
lowing information will be extracted:

Study characteristics: authors, year of publication, jour-
nal, language, country, study purpose, research design, 
data collection method(s), and instruments or tools used.

Population characteristics: profession (e.g., nurse, phy-
sician), number of coaches and coachees, age range, gen-
der, ethnicity, position, and level of seniority (e.g., junior, 
mid-level, or senior).

Coaching
The Aims, Ingredients, Mechanism, Delivery (AIMD) 
framework [58] (see Additional file 7) will be applied to 
organize the extraction of coaching: (1) aims (what the 
intervention is intended to achieve and for whom); (2) 
ingredients (what comprises the intervention); (3) mech-
anisms (how the intervention is proposed to work); and 
(4) delivery (how the intervention is delivered).

Outcomes
These include outcomes related to the effectiveness of 
coaching and managers’ perspectives and their experi-
ence of coaching.

Data synthesis
To identify the components of coaching (objective one), 
as described above, all data about the components of 
interventions will be categorized based on the AIMD 
framework. We will then systematically code the data 
and inductively develop themes as they emerge in each 
category. Themes will be based on the primary author’s 
descriptions within each study whenever possible.

For quantitative data (objective two), we will decide 
whether to perform a meta-analysis based on data het-
erogeneity. There are three types of heterogeneity: clini-
cal, methodological, and statistical. For all studies with 
statistical heterogeneity, we will use a random-effects 
model to combine the study data. For all studies with 
methodological and/or statistical heterogeneity (1) if the 
heterogeneity is too large to be resolved, we will report 
data narratively and descriptively instead of conduct-
ing a meta-analysis; (2) we will conduct a meta-regres-
sion analysis and mixed effects model; and (3) we will 
conduct subgroup analysis. Finally, we will perform a 
sensitivity analysis on the results to determine their reli-
ability. We will report heterogeneity for pooled studies 
in meta-analysis using H statistics (CI = 95%, P < 0.05) 
and I2 statistics (the larger the I2 statistics, the greater the 
heterogeneity; low, medium, and high levels of heteroge-
neity are indicated by I2 statistics of 25%, 50%, and 75%, 
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respectively, and I2 > 50% indicates that there is obvious 
heterogeneity).

We will analyze qualitative data regarding the influence 
of coaching on leadership development outcomes (i.e., at 
the managerial, organizational, practitioner, and patient 
level) (objective two) and participants’ perceptions of 
coaching for developing leadership (objective three) 
using thematic synthesis methods [59], which involves 
the following four-step process: (1) become familiar with 
data through an in-depth reading of included papers, 
(2) code the extracted qualitative data line-by-line, (3) 
categorize these codes into descriptive themes, and (4) 
develop these descriptive themes into analytical themes. 
The data synthesis will be completed by both SH and WC 
to ensure a high level of interrater reliability for qualita-
tive rigor. The results will be compared and discussed at 
the meetings between both authors. A third author will 
also independently compare both analyses, provide feed-
back, and solve any outstanding disputes.

Confidence in cumulative evidence
The quality of supporting evidence will be assessed using 
the Grades of Recommendation, Assessment, Develop-
ment and Evaluation (GRADE) framework [56]. The 
GRADE-CERQual (Confidence in the Evidence from 
Reviews of Qualitative Research) tool will be used to 
assess the confidence of the qualitative data synthesis 
findings. This will provide readers with a detailed assess-
ment of the methodological strengths and weaknesses of 
each reviewed study, which can then be used to assess 
the validity of their key findings [60]. We will report the 
assessment results and highlight the findings with the 
highest quality in the final review manuscript.

Amendments
This is an original research protocol, as opposed to an 
amendment to a previously completed protocol. If the 
protocol requires major amendments, the changes will be 
documented and updated via PROSPERO and stated in 
the final review manuscript.

Patient and public involvement
No patient was involved.

Discussion
This systematic review is expected to provide a detailed 
summary of the evidence on the components of coaching 
for leadership development among healthcare managers. 
It is also expected that the results of this study will reveal 
the influence of coaching on leadership development 
among managers at the individual, unit-wide, or organi-
zational level, as well as how managers view coaching as 
a leadership development strategy. This could provide a 

reference for future leadership development interven-
tions among healthcare managers. The interaction and 
contributions of team members, as outlined in this proto-
col, will ensure a robust and rigorous review process. The 
research findings will be published in a peer-reviewed 
journal and presented at conferences and scientific meet-
ings to disseminate knowledge.
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