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Mentorship in anesthesia
Alana M. Flexman and Adrian W. Gelb

Introduction

Mentorship in medicine has been increasingly

recognized as a core component of training and career

advancement in academic medicine [1–3,4�,5]. Despite

this, relatively little has been written on mentorship in

anesthesia. This article will provide a review of academic

mentorship including definitions and an overview of the

evidence supporting the benefits, barriers, and structure

of mentorship programmes in academic medicine and

anesthesia. Finally, we will identify areas for further

research.

Definitions
The concept of mentorship first originated in Greek

mythology when Homer’s Odysseus, left his teenage

son in the care of a Mentor to guide and teach him during

his absence in the Trojan wars [6]. The popularity of

mentorship in academic medicine and anesthesiology

has grown significantly in recent decades. Modern day

mentorship retains many of the same elements described

in Homer’s work although the term has been applied

inconsistently and erratically within academic medicine.

‘Mentorship’ is often used interchangeably with ‘role

models’ and ‘supervisors’ although these labels are not

equivalent [7��]. Although emulated, there is no relation-

ship between the parties and the role model is frequently

oblivious of their role. Supervisors are appointed,

often temporarily, to ensure a specific task is completed

and are not responsible for the development of the

mentee. Despite this variability, several elements are

consistently tied to the concept of mentorship: this

relationship typically involves an older, more senior

faculty (the mentor) who provides wisdom and advice

to a more junior person (the mentee). In one study of

mentors in academic general internal medicine, over

90 percent were at the associate professor rank or higher

[8]. Berk et al. [9] defined a mentoring relationship as

‘one that may vary along a continuum from informal/

short-term to formal/long-term in which a faculty with

useful experience, knowledge, skills, and/or wisdom

offers advice, information, guidance, support, or oppor-

tunity to another faculty member or student for that

individual’s professional development’. Moreover, this

relationship should not be taken lightly; Bergstresser [1]
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Purpose of review

This article will provide a review of mentorship in academic medicine. The review will

include definitions and an overview of the evidence supporting the benefits, barriers,

and structure of mentorship programmes in academic medicine and anesthesia.

Finally, we will identify areas of further research.

Recent findings

Mentorship in medicine has been increasingly recognized as a core component of

training and career advancement in academic medicine. Mentoring provides many

benefits to both mentor and mentee and facilitates the growth of academic departments

by improving research productivity, faculty career satisfaction, recruitment, and

educational performance. Mentorship programmes may be formal or informal and

should include some form of mentor education. There are several barriers to successful

mentorship including time constraints, limited availability of mentors, gender, minority

status, and generational differences. These barriers may be overcome with improved

awareness and sensitivity. Further investigation into the prevalence of mentorship and

specific needs in our specialty are urgently required.

Summary
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development in academic medicine and benefits both mentees and mentors. Despite

the promotion of mentorship in many academic anesthesia departments, little is

published in the available literature supporting mentorship in anesthesia.
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states ‘mentorship is not a casual relationship; rather,

it represents a specific and formal agreement between

two individuals’. The relationship between mentors and

mentees is not equal; however, the relationship can still

be enjoyable and fun [10]. Finally, mentorship is a two-

way transfer of information between mentor and mentee

through which the capabilities of both are increased [5].

Multiple types of mentors may fulfill different roles for the

mentee [4�]. For example, the roles of primary, secondary,

and senior mentor have been described, where the primary

mentor shares the same (research) interests and is closest to

the mentee; the secondary mentor(s) offer specialized

knowledge and expertise and may only be intermittently

involved with the mentee. The primary mentor should not

be someone who may have competing interests such as

a departmental chair. The broader obligations of these

individuals may conflict with those of the mentee and

impede successful mentorship [1]. A chair or division head

may provide mentorship, however, as a secondary or senior

mentor. An alternative classification by Feldman et al.
[11��] defines the career mentor, the scholarly mentor

and the co-mentor. The career mentor is a senior faculty

member primarily responsible for overall career guidance

and support and although typically from the same depart-

ment, may not have specialized expertise in the mentee’s

area of interest. In contrast, the scholarly mentor must

offer expertise in the mentee’s area of academic interest

and provide professional, research, and academic skills as

well as networking. Finally, the comentor, similar to the

secondary mentor above, is responsible for providing

particular guidance in their area of expertise.

Status of mentorship in anesthesia and
medicine
The prevalence of mentorship among medical students

and physicians has been variably reported from 19 to 93%

depending on the medical discipline [3]. The definition of

mentorship used and informal versus formal mentorship

may account for some of this variability. For example,

a survey of otolaryngology residents revealed 38% were

officially assigned a career mentor although 83% reported

meaningful mentorship from unofficial mentors during

their training [12].

Mentorship is considered a valuable component of

residency training programmes yet a gap exists between

the perceived value and application of this resource.

For example, in a study of radiology programme directors,

85% agreed that it was important for residents to have

mentors yet only 52% thought their residents had

identified mentors [2].

Little is known about the prevalence of mentorship in the

specialty of anesthesiology. In a solitary survey in the UK,

20% of anesthesia trainees could identify a mentor

although only 38% of those trainees had formally

established a relationship with their mentor [13]. Nearly

70%, however, stated they would have benefited

from a mentor–mentee relationship, suggesting a high

demand for this resource in anesthesia training. In the

Department of Anesthesia at University of California,

San Francisco (UCSF), new residents are assigned a

mentor for a limited term. After a 6-month trial period,

the residents are required to select their own mentor,

which may or may not be the same person. Approximately

60–70% of residents select someone else (unpublished

data). An electronic evaluation system is used to send

meeting reminders and document meetings.

Benefits of mentorship
Mentorship provides significant benefits to both the

mentee and mentor. The advantages to the mentee are

numerous and include improved personal and career

development, increased academic productivity, and

superior educational skills [3,11��,14]. Multiple studies

have shown that physicians with identified mentors

have increased career satisfaction and confidence when

compared with those without mentors [3], and mentored

individuals are more likely to pursue an academic career

[15]. Mentored individuals are more likely to get

promoted and exhibit increased success rates in obtaining

peer-reviewed grant funding as well as research publi-

cations [3,16–18]. The positive impact of mentoring on

career, health, and motivation has been demonstrated in

both medical and business mentorship models [19,20].

Mentoring also produces an effect on specialty and

academic career choice. Multiple studies have demon-

strated that the presence of a mentor positively influences

the decision to pursue an academic career in a wide

spectrum of medical specialties [3]. The quality of

mentoring itself was shown to influence the perceived

probability of continuing an academic career in one study

[15]. The rate of academic faculty retention also increases

with the implementation of faculty mentorship pro-

grammes [21,22]. Finally, mentored research fellows

were shown in another study to be more likely sub-

sequently mentor others and continue the cycle [23].
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Key points

� Mentorship has been increasingly recognized as a

core component of training and career advancement

in academic medicine.

� Mentoring provides many benefits to both mentors

and mentees although several barriers to successful

mentorship have been identified.

� Little is known about the current status of mentor-

ship in anesthesia and further research is required.
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Although the benefits of mentorship have traditionally

focused on the mentee, there are additional benefits

to the mentor. Mentors may experience professional

stimulation, personal satisfaction, and a sense of giving

back to their profession and having a positive influence

on another individual’s life [4�,22,24]. In addition, it has

been shown that mentors also experience increased

research productivity, networking, and professional

recognition when working with a successful mentee

[24]. Finally, an increasing number of universities,

including UCSF, consider mentorship activity during

assessment for promotion.

Roles in mentorship
The roles of both the mentor and the mentee must be

clarified and understood to ensure successful mentorship.

Although there are multiple descriptions in the literature,

several common themes exist.

Role of the mentor

A thorough understanding of the characteristics and

responsibilities of a good mentor is required of both

parties embarking on this relationship. Tobin [25]

described the seven roles of the mentor as teacher,

sponsor, advisor, agent, role model, coach, and confi-

dante. Another study identified seniority, altruism,

approachability, accessibility, patience, and honesty as

important characteristics of a mentor [26]. A successful

mentor must be inspired by the process of mentorship

in order to produce inspiration, they must affirm the

strengths of their mentorship and foster a community

of scholars to multiply the learning opportunities for the

protégée [27].

Role of the mentee

Sambunjak et al. [7��] identified several desirable

characteristics of mentees required for a successful

mentoring relationship in their systematic review of

the qualitative aspects of mentorship. Mentees should

be proactive in initiating and taking ownership of the

relationship with their mentors and display commitment

and passion to succeed [4�,7��]. In addition, mentees

should be receptive to criticism and advice from their

mentor; however, they may need to be selective in

accepting advice [7��]. Finally, mentees need to be

clear in communicating their needs and expectations

for a successful relationship [24].

Barriers to successful mentorship
Multiple barriers may impede a successful mentoring

relationship. There may be a limited pool of available

or skilled mentors and a mentee may have difficulty

identifying an appropriate mentor [24]. Furthermore,

few institutions provide education in mentoring which

may further reduce the availability of capable mentors

[28�]. One solution is the implementation of mentorship

training programmes, such as that described by Feldman

et al. [28�] at the University of California, which may

improve the mentor’s confidence and increase their

understanding of mentorship issues.

Limited time available for mentorship was cited most

often as a barrier in one survey [26]. Many institutions

do not recognize mentorship in annual reviews or

promotions, do not provide adequate protected time

for participation in mentorship, and do not explicitly

include mentorship in nonclinical activities. Increased

recognition of mentorship within academic institutions

and incorporation into protected nonclinical time are

potential solutions to this issue.

Women and under-represented minorities are often

identified in the literature as groups facing obstacles in

obtaining adequate mentorship. Women faculty have

been shown to have difficulty identifying mentors, and

specifically a lack of available female or minority mentors

who may have increased understanding and sensitivity

regarding the issues faced by these groups [22,26,29].

Formal mentoring programmes targeting women faculty

have been described successfully with improvements

in recruitment, retention, and promotion of women

faculty [22]. Given the relatively low numbers of women

pursuing and continuing in academic anesthesiology [30],

further research into the mentorship of women in

academic anesthesiology is needed.

The necessity of gender matching in the mentor–mentee

relationship is unclear [7��,26]. A survey of radiology

programme directors revealed significantly different

opinions on the need for gender-matched mentors as

female programme directors felt it was important for

female residents to have female mentors more frequently

[2]. In another survey, female mentees expressed diffi-

culty finding female mentors who could guide them on

the timing of maternity and returning to work [26].

Intergenerational differences may present difficulty

in establishing effective mentorship relationships.

Different generations of physicians have been exposed

to formative life events that influence their attitudes,

perceptions, and values [31]. Although not universal,

differences in the attitudes of senior and junior faculty

are important to recognize and may impact everything

from education and learning styles to work-life balance to

communication styles [32]. For example, junior faculty

may prefer greater flexibility and control over work hours

and this may conflict with the expectations of senior

faculty. Effective strategies to overcome these barriers

include managing expectations, enhanced communi-

cation, and awareness of these issues.
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Nonresearch focused physicians may face poor accessi-

bility to adequate mentorship. Traditionally, mentorship

in academic medicine has focused on physicians pursuing

research-oriented careers rather than those in primarily

educational or clinical careers despite the fact that these

physicians form a majority in many academic institutions.

In a study of otolaryngology residents, lower satisfaction

scores were given for availability of mentorship in pre-

paration for a career in private practice versus mentorship

in academic medicine [12]. A survey of academic faculty

at a major university demonstrated that clinical faculty

with increased teaching and patient care responsibilities

were significantly less likely to have a mentor compared

with faculty in research intensive series [11��].

Structure of mentorship programmes
Mentorship has typically been poorly organized and

unstructured in its implementation in modern medicine

[33]. Formal mentorship programmes are not common

[33]. Controversy exists as to whether mentor–mentee

partnerships should be assigned or self-identified as there

are advantages and disadvantages to both approaches

[24]. The mentorship literature supports the idea that

formal mentoring is better than no mentoring at all;

however, informal mentoring is more effective as both

participants are voluntary [34]. It is clear that for a

satisfying, successful mentorship relationship to occur

ideally, the mentor and mentee should be compatible

in personality, interests, and goals. It may be difficult,

however, to identify appropriate candidates, particularly

for individuals new to an institution or junior faculty.

A formal mentor assignment may facilitate the process.

Several studies have demonstrated that physicians who

are officially assigned a mentor may have greater success

with mentorship [12]. In contrast, other evidence sug-

gests mentees who are allowed to choose their mentor

have greater satisfaction with the mentorship process

[26]. Overall, it is clear that mentorship programmes

should be flexible and maximize participant input.

Mentoring should not be limited by geographical

location. Appropriate mentors may not be available in

proximity to the mentee and certain potential mentors

may offer specific expertise to the mentee that is not

available at their home institution. Furthermore, both

mentees and mentors may move location during their

careers but this should not necessarily limit the mentor-

ship relationship. A survey of general internal medicine

mentors confirmed that two-thirds were involved in some

form of long-distance mentoring although almost 80

percent did not feel it was as effective as onsite mentoring

[8].

The concept of ‘speed mentoring’ has recently been

introduced as a method to facilitate matching of mentors

and mentees [33,35�]. The method described by

Cook et al. [35�] allowed junior faculty members to

interact with potential mentors using multiple, short

(5–10 min) encounters. Afterwards, mentees had the

option of contacting one of the participating mentors

for further discussion. The activity was rated highly by

the participants; however, most of the mentees felt the

time per encounter was too short and only two mentees

contacted a participating mentor afterwards. Although

the outcomes in the small study did not produce long-

term mentoring relationships, overall participants were

satisfied with the experience and it was relatively easy to

organize. Overall, further investigation is needed into the

optimal structure of speed mentoring.

Assessment of mentorship quality and
outcomes
Although many institutions provide assistance in match-

ing mentors and mentees, few have any mechanism for

monitoring the effectiveness of the mentoring provided.

Even if mentorship opportunities are available to medical

trainees and faculty, the quality of mentoring may not

be adequate. For example a survey of faculty at UCSF

revealed that although 58% were mentored, only 12% felt

that the experience was good or excellent [33]. Validated

assessment tools are essential but are difficult to

construct. Berk et al. [9] describe the Mentorship Profile

Questionnaire and the Mentorship Effectiveness

Scale, the combination of which are intended to formally

evaluate the effectiveness of faculty mentoring relation-

ships; however, these tools require further validation.

Regardless of the scale used, anonymity is difficult to

preserve when conducting assessments of mentorship

and this may result in overly favorable responses.

The University of California, San Francisco
experience
The Faculty Mentoring Programme (FMP) at the UCSF

was implemented in 2006 and is one of the largest and

most comprehensive mentorship programmes in the

USA [28�,36�]. This programme, currently used by the

Department of Anesthesia, was developed in response to

a survey of faculty showing poor satisfaction with the

current mentorship support at UCSF [11��]. The FMP

facilitates pairing of junior faculty from the four

health sciences professional schools (Medicine, Nursing,

Pharmacy, and Dentistry) with a career mentor as well as

a mentoring team. This task is accomplished though

‘mentoring facilitators’ in each department and overseen

by the Director of Faculty Mentoring, the Mentoring

Programme Coordinator, and the Vice Provost Office

[11��]. The mentors may be either chosen or assigned

by the facilitator. The mentor and mentee must meet bi-

annually at a minimum and are responsible for discussing

Mentorship in anesthesia Flexman and Gelb 679
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the mentee’s Curriculum Vitae and Individual Develop-

ment Plan outlining career plans and goals. Mentoring

activities and awards must be documented during the

promotion process.

Future directions
The paucity of literature on anesthesia and mentorship

is concerning for many reasons. Much of the current

literature on mentorship in academic medicine is derived

from other specialties, many of whom have strong

reputations as academic specialties. The lack of interest

in mentorship in anesthesia is worrisome given the

increased attention to the apparent decline of academic

anesthesiology [37]. Schwinn and Balser [37] have shown

that anesthesiology is significantly under-represented

in National Institutes of Health funding relative to the

rest of academic medicine both in successful and total

applications. Furthermore, the lack of data on the status

of mentorship in anesthesia suggests we may be lagging

behind in the development and implementation of

mentorship programmes in our specialty and that this

may be a key contributor to limited academic growth

in our discipline. Finally, a recent timely editorial on

academic misconduct argues that mentorship may have

a role in preventing unethical research practices by

mitigating both professional and personal stress among

junior faculty as well as providing role models for research

integrity [38�]. As multiple studies have shown that

academic and, specifically, research success is closely

linked to mentorship [3,16,18,33], it is critical that we

in anesthesiology understand the current prevalence and

quality of mentoring in our specialty.

Conclusion
Mentorship has been demonstrated to be an integral

part of training and career development in academic

medicine. High-quality mentoring provides numerous

benefits to both mentor and mentee and facilitates the

growth of academic departments by improving research

productivity, faculty career satisfaction, recruitment, and

educational performance. These attributes make the

implementation of mentorship programmes critical to

the specialty of anesthesia given our declining academic

performance. Mentorship programmes may be formal

or informal, and although self-pairing of mentors with

mentees has been shown to produce higher satisfaction,

assigned mentors are better than none. There are

several barriers to successful mentorship, including

issues related to availability of mentors, time, gender,

minority status, and generational differences; how-

ever, these may be overcome with improved awareness

and sensitivity. Finally, the virtual invisibility of

anesthesia in the mentorship literature requires urgent

attention. Further investigation into the prevalence of

mentorship and specific needs in our specialty are

required.
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