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ABSTRACT

OBJECTIVE To identify the essential components of a mentorship program as the first step in the ongoing
development of a mentorship program for primary care physicians.

DESIGN Mixed-methods study.
SETTING Saskatchewan.

PARTICIPANTS Forty-nine of 170 physicians responded positively to a letter of invitation. Of these, 25
physicians were purposively sampled based on location, sex, and experience. Fourteen participants practised in
urban areas and 11 in rural settings; 11 were men and 14 were women; and 10 were junior physicians and 15
were senior. Junior physicians were defined as those who had graduated from medical school after 1995, and
senior physicians were those who had graduated before 1980.

METHODS This study employed qualitative, in-depth, semistructured interviews. Interview questions, based
on an environmental scan, were developed then pilot-tested with a family physician. Interviews lasted
approximately 60 minutes and were audiotaped. Digital audio files were transcribed verbatim and analyzed
thematically.

MAIN FINDINGS Family physicians described positive and negative aspects of mentoring, or having a lack of
experience with mentoring. They also outlined key components of a potential mentorship program: matching
mentees with mentors; integrating formal and informal mentorship; and the evaluation process of the
mentorship relationship and program.

CONCLUSION Based on the feedback from family physicians, mentorship is viewed as an important and
meaningful program of action that regional health stakeholders and medical educators in Saskatchewan could
implement. A pilot test of a mentorship program model will be the culmination of this study. Further research
will be undertaken to evaluate the model once it is implemented. This will have important implications for
establishing a national mentorship program for family physicians across the country.

EDITOR'S KEY POINTS

» Physician mentorship might be a feasible and mean-
ingful strategy to address physician shortages and a
declining interest in family medicine.

» Developing the model for a mentorship program for
primary care physicians in Saskatchewan is a multi-
phase and ongoing project. The focus of this article
is to identify the essential components of a mentor-
ship program.

* Matching mentees with mentors, integrating formal
and informal aspects of a mentorship program, and
determining the process for evaluation of the rela-
tionships and program were the key components

This article has been peer reviewed. family physicians outlined for a mentorship program.
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OBJECTIF Identifier les éléments essentiels d'un programme de mentorat comme premiere étape de
I'élaboration courante d'un tel programme pour les médecins de premiére ligne.

TYPE D'ETUDE Etude par des méthodes variées.
CONTEXTE La Saskatchewan.

PARTICIPANTS Sur 170 médecins, 49 ont répondu favorablement a la lettre d’invitation. Parmi eux, 25 ont

été retenus pour faire partie d'un échantillon raisonné fondé sur le lieu de pratique, le sexe et I’expérience.
Quatorze participants pratiquaient en milieu urbain et 11 en milieu rural; I'échantillon comprenait 11 hommes
et 14 femmes, dont 10 médecins juniors et 15 séniors. Les juniors avaient obtenu leur diplédme de médecine
apres 1995, les séniors, avant 1980.

METHODES 1 ¢tude utilisait des entrevues semi-structurées en profondeur de type qualitatif. Les questions de
I'entrevue, choisies a partir d’'une enquéte sur le milieu, ont été formulées puis testées auprées d'un médecin de
famille. Les entrevues d'une durée approximative de 60 minutes ont été enregistrées sur bande magnétique.
Les dossiers sonores numeérisés ont été transcrits mot a mot et soumis a une analyse thématique.

PRINCIPALES OBSERVATIONS Les médecins participants ont souligné les aspects positifs et négatifs

du mentorat ou déclaré en avoir peu d’expérience. Ils ont aussi indiqué les éléments clés d'un éventuel
programme de mentorat: association mentor-mentoré judicieuse, intégration des aspects formels et informels,
et évaluation de I'évolution de la relation mentor-mentoré et du programme.

CONCLUSION Les médecins participants estiment que le mentorat est un programme d’action important
et pertinent qui pourrait étre instauré par les responsables régionaux de la santé et de I'enseignement
meédical en Saskatchewan. Lessai pilote d'un modéle de programme de mentorat sera le point culminant
de cette étude. Une fois en place, ce modele devra €tre évalué par des études additionnelles. Cela aura des
conséquences importantes pour la création d'un programme national de mentorat pour les médecins de
famille canadiens.

POINTS DE REPERE DU REDACTEUR

* Un mentorat pour les médecins pourrait étre une
stratégie réalisable et pertinente pour réagir a la
pénurie de médecins et a la perte d'intérét pour la
médecine familiale.

» L'instauration d'un programme de mentorat pour
les médecins de premiére ligne en Saskatchewan est
un projet en développement qui comporte plusieurs
étapes.

» Selon les participants, les éléments-clés d'un tel
programme sont:bien apparier mentor et mentoré,
intégrer les aspects formels et informels du pro-
gramme et établir le processus d'évaluation de la

Cet article a fait I'objet d'une révision par des pairs. relation et du programme.
Can Fam Physician 2010;56:¢263-72
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hile the number of physicians practising in
WCanada has risen slightly in the past 5 years,
there is a marked shortage of family physicians
in some regions.!"!! Saskatchewan is such a region, and
counterstrategies are needed to alleviate this trend.
The World Health Organization (WHO) indicates that
there are no criterion standards with which to assess
optimal physician density.'? Nonetheless, the WHO
uses the measure of “physicians per 1000 population”
to describe global numbers of practising physicians.'?
In 2005, Saskatchewan had 0.89 family physicians per
1000 population compared with the national rate of 0.98
family physicians per 1000 population.'® From 2005 to
2007, the Canadian rate remained stable at 0.98 per
1000.21° As of December 31, 2008, Saskatchewan had
1010 practising family physicians on its roster, with an
estimated population of 1023810 people.!''* The current
number of family physicians per capita in Saskatchewan
is 0.99 per 1000 population, up from 0.89 in 2005 and
up somewhat from the 2007 Canadian national rate of
0.98.21° However, as Saskatchewan'’s economy remains
robust relative to other areas in Canada, the demand for
family physicians in Saskatchewan will increase com-
mensurate with continued population growth connected
to positive economic development!*!7 and to the antici-
pated medical needs of an aging population.'8-20

Nationally, in 2006, 13.2% of Canadians were 65
years of age or older; provincially, in 2006, 14.9% of
Saskatchewan'’s total population was 65 years of age
or older.?! The projected 2031 population estimate for
Saskatchewan indicates a 10% increase from 14.9% to
24.9% for that age demographic, and the comparable
Canadian figure increases roughly the same amount
from 13.2% to 23.4%.2' These projected population
estimates were based on census data obtained before
Saskatchewan'’s dramatic economic upturn and before
the province’s population burgeoned. Saskatchewan'’s
population for 2008 was projected to be 986900%!; in
reality it was considerably higher at 1023810 people.!
More dire projections forecast Saskatchewan'’s popula-
tion will plummet to 975800 people by 2031.2! Yet, pro-
jections are not predictions; and according to Statistics
Canada, Saskatchewan’s provincial population was esti-
mated to be 1027092 as of April 1, 2009, higher than the
long-term Statistics Canada projections.??

While socioeconomic circumstances (eg, provin-
cial population numbers and income) can shift rapidly,
some conditions, such as a population’s rate of aging,
are not subject to such rapid reversals.?*> The elderly
in Canada comprise a growing percentage of the total
population, and aging residents require more health
services. Kondro points out that physicians themselves
are not immune to the passing of time, as the aver-
age age of family physicians in 2007 was 48.9 years.’
Further, in Canada, 85.9% of the population had regu-
lar medical doctors in 2003; this rate dropped to 84.4%

in 2008.24 Correspondingly, in Saskatchewan, the rate
of people who reported having regular medical doctors
fell from 85.6% (2003) to 82.3% (2008) .24 Saskatchewan'’s
population is increasing faster than was projected, the
population is aging, and fewer people have regular phy-
sicians. The supply of family physicians per capita in
Canada and Saskatchewan is not keeping pace with
demand—and that demand is growing.

Physician attrition, fee-for-service payment differ-
entials, physician retirement, low interest in family
medicine (recruitment problems), a growing and aging
provincial demographic, physician stress and burnout,
and the challenges of rural practice have converged
to create a “perfect storm” of physician shortages in
Canada.!-'#!¢4! Rapid changes in the practice of medi-
cine that include an increasing incidence of chronic ill-
ness, the adoption of innovative medical information
technologies, and the complexity of care further compli-
cate this situation.**

Mentorship

Physician mentorship might be a feasible and mean-
ingful strategy to address physician shortages and a
declining interest in family medicine.*5!5424% This arti-
cle focuses on the qualitative findings of a mixed-
methods physician mentorship research program in
Saskatchewan. Mentorship implies different things to
different people. Implementing a mentorship program
can be problematic, depending on how mentorship is
imagined, the actors involved in the mentorship process,
and the environment in which it is introduced.® Leslie et
al defined mentorship as informal and confidential men-
toring to support mentee career development.“® Day and
Allen® and Lankau and Scandura® described Kram’s®
notable conceptualization of the mentorship process
as including career and psychosocial functions. Career
functions consist of sponsorship, exposure and visibility,
coaching perception, and challenging work assignments;
psychosocial functions promote an interpersonal rela-
tionship, which includes role modeling, acceptance and
confirmation, counseling, and friendship.®-*? Day and
Allen outlined the positive effects that mentorship has
on career motivation, as it facilitates “self-directedness,
career involvement, career success, and positive atti-
tudes toward the protégé’s career.”® According to Hay,
transformational mentoring begins with acknowledg-
ment of mentorship as “a relationship between equals
in which one or more of those involved is enabled to:
increase awareness, identify alternatives and initiate
action, and develop themselves.”®® Traditional mentor-
ing often involves “older, wiser, and senior” mentors
who groom younger mentees; there is a hierarchical
standard that might value the wise senior above the
unversed junior. Transformational mentoring places the
mentor-mentee relationship on an even plane; the men-
torship partners learn from each other. In this model,
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not only is knowledge of and expertise in the discipline
exchanged, but also the skills of mentoring are honed
and passed on. Hay explains that transformational men-
toring encompasses more than just sharing expertise
and technical know-how. Transformational mentor-
ing taps into the human capacity for inner growth and
development.

Studies indicate that recruitment and retention issues
can be addressed through education and exposure to
family medicine via mentorship. Experienced senior
physicians can share knowledge and expertise that
might reduce stereotypes about family medicine.?7-31.54
As well, mentoring can contribute to ongoing profes-
sional development that facilitates a shift to chronic
illness management.323342-46 Mentorship has the poten-
tial to minimize attrition by increasing physicians’ job
satisfaction.>¢283¢-41 However, mentorship programs for
Canadian physicians are conspicuous in their absence.

Our research addresses the gap in knowledge about
mentorship from the perspective of family physicians.
Using qualitative research methods, this study queried
primary care physicians (PCPs) about their mentorship
experiences and their suggestions for program devel-
opment in order to create opportunities for mentor-
ship practices that would be meaningful for physicians
as mentors and mentees.**® The overarching research
goals of the study include the following:

« identify the essential components of a mentorship
program;

« determine what family physicians would be prepared
to contribute to a mentorship program; and

« develop a mentorship program model based on data
collected from family physicians who are either new to
practice or who have a number of years of experience.

The focus of this article is on the first goal. Primary
care physicians in Saskatchewan were invited to engage
in the design of a mentorship program model for PCPs
by participating in in-depth interviews.

METHODS

Qualitative techniques explore and reveal partici-
pants’ first-hand knowledge of a topic.**%%¢ In this
study, we combined a participatory research strategy
with an adapted grounded-theory methodology (GTM).
Participatory research uses “a dynamic process of action,
reflection and collective investigation.”®! The report
“Guidelines and Categories for Classifying Participatory
Research Projects in Health” defines participatory
research as “a systematic inquiry [done in] collabora-
tion [with] those affected by the issue ... for purposes of
education and taking action or effecting change.”®* This
study incorporated these aspects of an adapted GTM
and participatory research, as PCPs’ views about men-
torship will form the basis of the mentorship model.

Discussing mentorship | Research

Grounded-theory methodology uses a theoretical
sampling of participants and emphasizes an inductive
process of “constant comparison,” which facilitates
integration of a variety of participants’ perspectives.5
Theoretical sampling is a means of identifying signifi-
cant data “to develop ... emerging theory [and to] elabo-
rate and refine the categories ... until no new properties
arise [and] you saturate your categories with data.”s
An adapted GTM provided tools for the development
of the model of a mentorship program, which will be
pilot-tested by regional health stakeholders and medi-
cal educators in Saskatchewan. Combining a participa-
tory research approach with the adapted GTM strategy
ensured that the development of the mentorship survey
model included physician input and recommendations
drawn directly from physicians’ mentorship experiences.

Procedure

This ongoing mixed-methods study consists of an envi-
ronmental scan, qualitative interviews with family phy-
sicians in Saskatchewan, physician responses to a
mentorship model survey, and development of a men-
torship model, which will be pilot-tested at the College
of Medicine at the University of Saskatchewan in
Saskatoon. The first stage of the study included the envi-
ronmental scan, qualitative interviews, and design and
distribution of the mentorship model survey. The next
stage of the program included analysis of the survey and
development of the model. The environmental scan fea-
tured a systematic literature review of the terms physi-
cians and mentorship, mentorship and health, mentor and
doctor, and research mentorship. Another component
of the scan included online searches of provincial and
territorial departments of health and colleges of medi-
cine in New Brunswick, Nova Scotia, Ontario, Manitoba,
Saskatchewan, Alberta, and British Columbia. Data from
the scan guided the formulation of in-depth, semistruc-
tured interview questions for physicians.

An invitation to participate was sent to 170 physi-
cians with faculty appointments in the Department of
Medicine at the University of Saskatchewan. Forty-
nine physicians responded to the invitation, and 25
of them were purposively sampled based on loca-
tion, sex, and years of experience. Fourteen were
urban physicians and 11 were rural; 11 were men
and 14 were women; and 10 were junior faculty and
15 were senior. Senior physicians were defined as
those who graduated from medical school before
1980, and junior physicians were those who gradu-
ated after 1995. Family physicians who participated in
this research project received 4 Mainpro-M1 credits
from the Saskatchewan College of Family Physicians,
as the study met the accreditation criteria for con-
tinuing education as defined by the College of Family
Physicians of Canada. Participants also received hon-
oraria in recognition of their time.
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The study was approved by the University of
Saskatchewan’s Research Ethics Board. All identi-
fying information was removed from the data and
pseudonyms were attached to each transcript file.
Written data are kept in locked cabinets in locked
offices at the University of Saskatchewan. Audio, tran-
script, and NVivo 8% computer files are kept on a
password-protected computer.

Semistructured interview questions, generated
from information collated during the environmental
scan, were pilot-tested with a family physician. Each
interview was approximately 60 minutes long; and
interviews were audiotaped and transcribed verbatim.
Thematic codes and a standardized coding structure
were created using NVivo 8.9 Categories, or themes,
were identified via thorough reading of transcripts.
The coding structure was initially developed by the
research assistant who conducted the interviews. The
interview guide was adapted during interview analysis
in order to refine interview questions and create “novel
questions” based on “constant comparison” of partici-
pant views.®® Discussion between 2 researcher team
members and the research assistant provided addi-
tional verification and trustworthiness of the coding
structure, codes, and categories (or themes). The inter-
view sample size (n=25) is consistent with Charmaz'’s
discussion regarding the criteria for category satura-
tion for analysis of data from a small group.®® After
the completion of 25 interviews, and concurrent and
cumulative data analysis, the team believed that sat-
uration was achieved.

Interviews revealed details of physicians’ experiences
with and understanding of mentorship. An aggregate
mentorship model survey (Figure 1) was developed as
a visual representation of the attributes and processes
of initiating and maintaining a mentorship protocol. The
mentorship model survey was sent to the 49 physicians
who originally responded to the letter of invitation. The
survey questions, which were derived from the inter-
views, provided physicians with a selection of config-
urations to choose from. This study is ongoing, and
quantitative data gathered from the survey and physi-
cian responses will be used to design a mentorship pro-
gram model for use in the pilot program.

FINDINGS

This part of our research focuses on physician mentorship
experiences and on program conceptualization and devel-
opment. Physician responses identified positive and nega-
tive aspects of mentoring or a complete lack of mentorship
opportunities. Program development suggestions centred
on matching mentors and mentees, integrating formal and
informal relationships, and determining the process for
evaluating mentorship relationships.

Experiences with mentorship

Many physicians’ experiences highlighted the impor-
tance of the mentorship role and described positive
experiences with mentorship:

My mentor in family medicine ... was a true gentle-
man, the typical, stereotypical family physician. He
was kind and gentle. I was fortunate to do my family
medicine training under him. I learned lots from him.
(MRS24)*

A physician spoke positively of her role as a mentor,
even though she was at a distance from the physician
she mentored:

[My mentee] just knew ... where to find me, and she
knew I was a source of information she could trust,
and she knew I wouldn’'t mind being called and it
would be a quick 3-minute mentoring experience and
it was thousands of miles away. (FUS2)

Positive mentorship experiences also involved a
sense of being “excited” about primary care (noted by
MRS12). Further, mentorship did not always involve a
formal relationship. One participant described someone
who supported her work: “She was just a good person.
And I learned a lot from her. But I didn't have a specific
mentor medically.” (FRS15)

Other participants spoke of negative experiences with
mentorship: “I remember having an anti-mentor .... He
was so unhappy about his work and expressed that to us
as students and that was the reason I didn't go into inter-
nal medicine.” (FUJ19) Another physician also used the
concept of the “anti-mentor” to describe her experiences:

And it's been hit and miss, and you're just darn lucky
if you found someone that was really a terrific men-
tor to you, just really lucky. And lots of people don't
have that at all. They don't have anybody. In fact they
have sort of a negative mentor ... anti-mentors who
make you feel awful and can actually scar you for life
and your confidence is in the toilet. And you only get
your confidence back after you've been practising for
a while and realize that “Gee, I can do this. They were
wrong. I can do this.” Boy, it takes a long time to dig
yourself out of that hole if you were given a really bad
experience. (FUJ22)

While physicians commented on positive and nega-
tive mentorship experiences, some physicians described
a lack of availability of mentors and clearly felt the
absence of a mentor:

*Interviewee pseudonyms indicate the following: sex (male
[M], female [F]), location of practice (urban [U], rural [R]),
experience (senior [S], junior [J]), and a unique number.
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Figure 1. Mentorship model survey
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I started here as junior faculty ... I asked actually
if there is an opportunity to get a mentor ... lots of
times, I've been disappointed. I've needed help, I
needed to talk to someone, but it wasn't there. So 1
think it's a good thing to have someone. (FUJ20)

One physician addressed both the lack of mentorship
and the need for it:

I think a lot of people come out of medical school
feeling pretty rough, and it’s really nice to have some-
one along the way, giving you gentle encouragement,
and I think a lot of people miss out on that. We don't
get a lot of that in med school. (FUJ22)

Program development

Based on their experiences with mentorship, physicians
had a number of suggestions related to the development
of a mentorship scheme and program model.

Matching mentors and mentees. Opinions differed
about the appropriate methods for matching mentors
and mentees (or vice versa). The interviewer suggested
several matching options to the physicians (Figure 1):
random selection by the program facilitator; pairing by
the facilitator based on profiles of mentors and mentees;
mentee selection of mentor from a profile list; mentor
selection of mentee from a profile list; and a reception
to meet and mingle. Random assignment of a mentor to
a mentee was often seen as problematic. But one physi-
cian stated that a randomly assigned mentor would be
better than none at all:

Assigning a mentor, I think, is a problem, but it does
give mentees an idea of, hey people are there to help
you, and people who sign up for faculty advising or
student advising usually want to help. So they get to
meet a helpful person. They may learn how to work
with somebody who's already in the field, act as a
role model, act as a friend, act as a guide, a guide
through life, or a guide through their professional
career. (FUS17)

In contrast to random assignments, it was suggested
that mentors and mentees could create personal profiles
that included information pertaining to family medicine
interests, hobbies outside of work, ideal sorts of practice
settings, and desirable mentor or mentee traits. A medi-
ator could act as a liaison between mentors and men-
tees to complete the matching process. Some physicians
did not think this was workable, as potential mentors
might “not look good on paper” even if they possessed
positive mentorship qualities.

A reception was also suggested as a venue for facil-
itating the matching process. Mentors and mentees
could meet, and mentees would note their top 3 choices

on a form. As before, a mediator would facilitate the
matching process. Some physicians preferred this plan
over profile matching:

Well, I actually like the idea of meeting ... rather than
a match process quite honestly ... because learn-
ing styles are so unique and teaching styles are so
unique. I've done a lot of teaching ... and I've had
students where we connected immediately and it
became a mentorship, and I've had others where we
didn't connect at all. So, maybe that kind of personal
opportunity to interact gives you some idea of wheth-
er this is gonna work or it isn't. (FUS2)

Concerns expressed around this type of reception
included issues of time, shyness, and the potential for
the matching process to devolve into a “popularity
contest” between mentors and mentees. One physi-
cian suggested offering several modes of matching to
accommodate to the different personal and professional
styles of the individuals involved.

Formal and informal aspects of the program. Formal
and informal aspects of the program were discussed.
The interviewer asked if physicians envisioned the pro-
cess generally to be formal or informal or if specific
components of the program could be formal, informal,
or both. Several physicians viewed mentorship as a for-
mal process. A senior physician said, “I would say the
biggest portion of mentorship I see is a formal training
program.” (MRS24)

Similarly, a junior physician stated, “I think it's impor-
tant to have some formal discussion established before-
hand that this ... will take place once a week.” (MRJ14)

Other physicians thought mentorship could be informal:

I think you have to sort of differentiate mentoring
from preceptoring. Preceptoring is sort of a formal
teaching role with more formal expectations. “I'm
going to teach you something. I'm going to evaluate
you.” While the mentoring, I think of more as social-
ization into the roles of the professional. (MUSI11)

Another senior physician recalled her previous expe-
riences: “Well in my case [mentorship has] certainly
been all informal. There was never any kind of for-
mal thing. I don’t know how you would do it formally.”
(FUS22) Thus, the interviewees indicated there is need
to integrate both formal and informal components into
a mentorship program.

Evaluating the relationship. Analysis of interview
data indicated that evaluation was an important but
controversial component of any mentorship relation-
ship and program. Physicians who supported an eval-
uative process noted both potentially negative and
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positive aspects. Evaluation would represent feedback
on specific relationships, the entire program, or both.
Viewpoints differed regarding whether the evaluations
would be confidential (eg, accessible only to the men-
tor and mentee), or if collected evaluations would be
analyzed by someone or some group external to the
process. For example, some physicians thought that
evaluation of those being mentored (ie, the mentees)
should not be included in the process. One participant
said that evaluation was the role of the faculty advisor,
not of a mentor:

I mean, as a faculty advisor, we are supposed to look
after the educational needs of that resident and make
sure that they are on track, and that's sort of your
advocate, as a resident, when it comes to evaluations.
Your faculty advisor will talk for you or speak for you
or help you, steer you a little bit. I still think mentor-
ship is something else, and that faculty advisor is
more a formal process that's recommended or that's
part of the residency program. (MRJ10)

A junior physician who was against evaluation within
the mentorship program explained the following:

I think it’s better not to be [evaluated as a mentee]
because that gives more confidence to the trainee
to trust the person. If you're thinking that person'’s
going to evaluate you, you're always thinking maybe
the stuff that you are confessing or admitting to may
affect their judgment. It's so difficult to, uh, establish
that trust. (FUJ20)

Other physicians spoke about the need for a process
that would evaluate the mentors’ abilities. A senior phy-
sician (FUS17) stated that mentors should be evaluated
according to whether or not they were knowledgeable,
organized, and able to establish rapport and accessibility.

Other participants suggested that program evaluation,
rather than evaluation of individuals, was key:

Without some process of evaluating, I don't know
how you can adequately learn, ensure that you're
doing what you're supposed to be doing as a mentor,
and also ensure that whoever’s learning with you is
getting what they need out of the experience. (MRJ14)

Thus, the issue of evaluation in mentorship was com-

plex and there was no clear consensus on the most suit-
able approach.

DISCUSSION

All participants supported the development of some
form of mentorship program. Their responses reflected
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the definitions of mentorship by Leslie et al,*® Hay,*
and Kram.*? Leslie et al describe informal and confi-
dential mentoring that supports mentee career devel-
opment.* Career development was reflected in the
response of one physician, who explained that the men-
tor had fostered a feeling of “excitement” about primary
care. Another physician commented that mentorship
could provide “gentle encouragement” after the rigours
of medical school. These observations bring to mind
Hay’s concepts of mentorship, which incorporate career
development and personal growth.®® Kram'’s descrip-
tion of the career and psychosocial functions of mentors
highlight the 2-fold functions of mentoring.>

Physicians, as professionals who deal with human-
ity in life-and-death situations, are increasingly called
upon to treat not only physical symptoms but also the
whole person. Training in the biomedical sciences might
not adequately prepare physicians for the immediacy
of patient-doctor relationships. Knowing that a mentor
is accessible for support, guidance, and expertise can
ease the concerns of physicians who need the “gentle
encouragement” that goes beyond the scope of profes-
sional competency. This relationship is an opportunity
for mentors to reaffirm personal commitment to their
vocation. The benefits and consequences of investing
energy in treating patients holistically might come with
a cost, and by having a mentor, a physician can have
a “friend ... a guide through life, or a guide through
their professional career.” Career development, for pro-
fessional health workers, includes more than ongoing
technical education that ensures competent execution
of medical procedures; as such, the need for collegiality
and peer support through mentorship is apparent.

Confidentiality was a concern mentioned by some
physicians with respect to evaluation of mentees, men-
tors, and the program. Confidentiality would enhance
trust between mentorship partners; mentees are less
likely to bond with mentors if evaluation occurs (of
the mentee, the mentor, or the program) during the
mentorship process. Further, Leslie et al discuss the
“evaluative role” as a potential barrier and that the
notion of mentee evaluation might negatively affect
mentee confidence.*® This is not to say that evalua-
tive functions are not a necessary part of a mentorship
relationship, as program development is informed by
members’ feedback. Monitoring of program delivery
and fine-tuning programs to specific mentor and men-
tee needs depend on user input, and all participants
have a stake in making the program a good “fit” for
everyone involved. Any program model requires inclu-
sion of both formal and informal dimensions to allow
for trust-building and to facilitate program growth and
evolution. Transparency, accountability, and mainten-
ance of high standards of professional conduct are
foundational aspects that underline the mentor-mentee
process, and evaluations keep that process viable and
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dynamic. Confidential feedback protocols would pro-
tect both mentees and mentors.

Day and Allen’s® discussion of the beneficial effect of
mentoring upon career motivation is clearly expressed in
the view of one physician who responded that his mentor
kept him excited about primary care. To avoid negative
experiences like the one participant’s encounter with an

“anti-mentor,” careful attention must be paid to matching
criteria and protocols as key aspects of program design.
Hay’s concept of equality is important when contemplat-
ing matches and for fostering the mentee-mentor rela-
tionship.5* Kram'’s career functions are in line with formal
mentoring and might include filters that ensure appropri-
ate mentor knowledge and accessibility.5

The emergent nature of GTM and the principles of
participatory research furnished us with the desired
breadth of data for the preliminary findings presented
in this paper. In this study, the use of an adapted GTM
allows for an inductive process of “constant compari-
son” and integration of a variety of physician perspec-
tives.®® Further, this combined research method reflects
the guidelines for participatory research in health in that
it is “a systematic inquiry [done in] collaboration [with]
those affected by the issue ... for purposes of educa-
tion and taking action or effecting change.”®? This study
incorporates the aspects of an adapted GTM and partici-
patory research. Primary care physicians’ views about
mentorship being an extension of and change to current
medical education models generated the development
of the survey (Figure 1), which will be the foundation of
the final program.

The variety of perspectives offered by participants
illustrates the importance of considerable and ongo-
ing collaborative dialogue with physicians in the devel-
opment of a mentorship program. Critical assessment
of the needs and preferences of PCPs with respect to
mentorship are inherent to the creation of a useful and
successful program. Our subsequent analysis of survey
material, pooled with the qualitative data presented in
this paper, will ensure that the forthcoming mentorship
program model will be consistent with the expressed
needs and interests of physicians in Saskatchewan.
Developing such a program requires careful consider-
ation of both the roles and responsibilities of mentors
and mentees across several dimensions: matching men-
tors and mentees; integrating formal and informal com-
ponents to the program; and determining the evaluation
process of the various program elements, including the
relationships.

As a result of the qualitative data analysis presented
in this article, our team developed a survey in order to
reach a wider sample of physicians. Like any qualitative
research, the initial phase did not seek generalizability.>
Rather, we sought a diversity of ideas and perspectives
knowing that we could reach a wider sample if neces-
sary in the follow-up, quantitative phase. Analysis of the

quantitative data will provide us with a broader sense
of where consensus might be reached, while still relying
on the ideas put forward by the family physicians them-
selves. Additional research into the experiences of fam-
ily medicine residents could also inform such a program.
Reaching this population constitutes a further phase of
our team’s program of research into mentorship.

Conclusion
This multiphase project, which is ongoing and in col-
laboration with several stakeholders, seeks to develop
a practicable mentorship program model for PCPs in
Saskatchewan. Extended objectives include a national
mentoring program designed from the pilot study.
Family physicians spoke about the definite need for
a mentorship program and were able to identify key
components for future discussion and refinement. The
qualitative findings were used to generate a survey, the
responses to which can be readily integrated in the
development of a mentorship model and the eventual
pilot testing of a mentorship program. [’4
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