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Preface

Graduate medical education (GME) continues to evolve. During the past two
decades, evidence-based approaches began to increasingly transform the way we
educate, evaluate, and promote GME trainees. Key to this transformation is our
ability to recognize that broadly defined “medical education” constitutes a true
lifelong continuum, beginning with pre-medical education, then proceeding to
medical school, residency (and potentially subsequent fellowship) training, and
then finally the so-called maintenance of certification that continues throughout
one’s entire professional career.

This book touches upon various aspects of GME-specific innovation, beginning
with an exploration of various challenges and opportunities associated with the
modern graduate medical education environment. The reader is then introduced

to the concept of “coping intelligence,” a paradigm that builds on the framework

of “emotional intelligence,” and extends that paradigm into the realms of chronic
and/or severe stress (often experienced by GME trainees). Within the latter context,
the authors also discuss the importance of “work-life integration” as an extension
of the traditionally understood “work-life balance.”

The book then transitions into the topics of professional coaching and mentorship,
which are critical components of an effective GME system, the transition-to-practice
period, and the subsequent professional development and career-long learning
paradigm. A further compendium then follows, dedicated primarily to mentorship
and related areas, specifically as they relate to graduate medical education trainee
experience. Taken together, these two chapters provide a solid foundation upon
which readers can build their own professional support networks.

The importance of an excellent patient-provider relationship is highlighted in the
subsequent chapter. Elements critical to establishing and maintaining excellent
working clinical partnerships with patients and their families are presented. In addi-
tion, an in-depth discussion of the many benefits of a positive patient-practitioner
relationship is provided, with emphasis on various successful initiatives, examples,
and behaviors. The chapter also provides a practical correlation with directly relevant
associated educational curricular elements and interventions during both medical
and postgraduate medical education.

The book then transitions to a discussion of the coronavirus disease 2019 (COVID-19)
pandemic and its effects on medical education in general, with a specific focus on GME
and various behavioral health aspects. Various strategies to address the challenges of
coping with an overwhelming event, such as the COVID-19 pandemic, are presented.
The topic of COVID-19 then continues into the subsequent chapter, with emphasis on
the use of modern technologies and web-based approaches to facilitate residency and
fellowship interviews during an active pandemic.

The next two chapters focus on topics directly related to GME program manage-
ment. The first discusses the process of establishing new GME programs in a
large teaching hospital setting. The second discusses the various challenges and



opportunities associated with residency program mergers, focusing on real-life
examples and experiences. Different aspects and perspectives are incorporated in a
balanced fashion, including those of residents, faculty, and program leadership.

The book concludes with two very important contributions, further expanding the
scope of the current collection. The first chapter presents key aspects related to gen-
der equity among physicians, focusing on academic general surgery as the primary
area of discussion. The importance of diversity, equity, and inclusion is highlighted.
The second chapter touches upon community-based medical education, with key
components required for programmatic success outlined by the authors.

We hope that this structured collection of chapters on key GME topics will provide
our readers with a solid foundation for further research in this important area, as
well as powerful tools for professional growth and development. When commencing
the work on the current book, it was our goal to create an innovative, high-quality
platform that will become one of the “go-to references” for professionals navigating
the complex landscape of modern GME.

Stanislaw P. Stawicki, MD, MBA, FACS, FAIM
Department of Research and Innovation,

St. Luke’s University Health Network,
Bethlehem, Pennsylvania, USA

Michael S. Firstenberg, MD, FACC, FAIM
Director of Research and Special Projects,
William Novick Global Cardiac Alliance,
Memphis, Tennessee, USA

James P. Orlando, EAD

Chief Graduate Medical Education Officer,
St. Luke’s University Health Network,
Bethlehem, Pennsylvania, USA

Thomas J. Papadimos, MD, MPH, FCCM, FAIM
Department of Anesthesiology,

University of Toledo Medical Center,
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Chapter1

Introductory Chapter: Navigating
Challenges and Opportunities

in Modern Graduate Medical
Education

Stanislaw P. Stawicki, Kushee-Nidhi Kumar;
Michael S. Firstenberg, James P. Orlando,

Thomas ]. Papadimos, Elisabeth Paul, Melissa Wilson,
Neil D. Belman and Lauvel Erickson-Parsons

1. Introduction

Modern graduate medical education (GME) continues to evolve and transform,
with increasing emphasis on evidence-based approaches, general competencies,
objective assessment, and focus on value-and-quality considerations [1-3]. GME
represents the gradual transition between what is traditionally understood as
“undergraduate education” (including medical school) and one’s full professional
engagement within a medical or surgical specialty [4, 5]. The concept of “readi-
ness for practice” has emerged as an important driver of how graduate medical
training is adapting to each trainee’s individual needs and accomplishments, with
milestone-based re-calibrations throughout the learning continuum [6, 7]. This
results in the creation of a highly competent medical workforce ready to meet the
expectations and sophistication of a busy, modern-day clinical practice [5, 8]. As
part of this transition, contemporary GME’ character has evolved beyond a well-
established repertoire of didactic techniques, increasingly embracing immersive
simulation, multimedia platforms, and various emerging real-time feedback
technologies [9-11].

Consistent with the current book series title, Contemporary Topics in Graduate
Medical Education, our editorial team and chapter authors are focused on shar-
ing their thoughts and wisdom regarding the optimal approaches to preparing
future generations of physicians (Figure 1). Parallel to the current GME paradigm
shift, we clearly observe that the nature of physicians’ work continues to change
and evolve [12, 13]. The themes underlying this transformation will create unique
opportunities and challenges for tomorrow’s physicians, requiring an in-depth re-
engineering of the established construct of “readiness for (independent) practice”
[14, 15]. Within this overarching context, modern GME experts must navigate the
careful balance between “the art and science” of medicine.

1 IntechOpen
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Figure 1.
A word cloud depicting an amalgam of key concepts discussed in this chapter and throughout this book.

2. Focus on outcomes: safety and quality as cornerstones of modern
graduate medical education

The above-mentioned challenges are clearly evident when examining contem-
porary healthcare practices and outcomes, especially when compared to quality,
reliability, and safety across other major industries, such as air transportation and
finance [16, 17]. Progress is being made, with ongoing focus on quality and value
creation beginning to result in measurable improvements. For example, the overall
mortality has declined in high-income countries over the past ten years due to better
prevention, early detection, and improved treatments [18-20]. This was accom-
panied by increases in life expectancy and a shift in chronic comorbidity patterns
[21, 22], creating unique socioeconomic challenges [23]. Note that although the
average annual per-capita growth in health expenditures has declined during the
past decade, the US health-care system still holds the highest per-capita cost among
high-income countries (approximately $11,000) [24, 25]. The coronavirus disease
2019 (COVID-19) pandemic exposed several critical vulnerabilities among global
healthcare systems. Among the most urgent systemic shortcomings,, behavioral
health needs, which were among the top five conditions driving overall healthcare
costs, have become a major challenge [26, 27].

3. Navigating complexity: interdisciplinary and team-based character of
modern graduate medical education systems

As one explores this second volume of Contemporary Topics in Graduate Medical
Education, it becomes apparent how complex and interdependent various compo-
nents are within the matrix of modern healthcare and graduate medical training
[25]. The same can be said about the different domains of one’s life, as a physician-in-
training is an individual with a personal life, family, goals and ambitions, and hobbies
as well as unique gifts and abilities. Residents and fellows experience a tremendous
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amount of personal and professional stress, and because it is virtually impossible to
separate the “clinical life” from the “home life,” concepts such as burnout, resilience,
and work-life integration (as opposed to the increasingly outdated paradigm of work—
life balance) begin to emerge [28, 29]. The latter paradigm is especially important in
the context of training “practice-ready” physicians in the era where our daily routines
are increasingly defined by technological implementations, such as electronic medical
records [30]. Novel developments in work-life integration include a rapidly growing
area of “coping intelligence” — one of many innovative topics in this book [31, 32].

4. Embracing technology: telepresence and virtual platforms in graduate
medical education

Graduate medical education is not a random process; individuals who graduate
from medical schools and begin the residency training process dedicated themselves
to attaining the goal of becoming a physician from much earlier in their lives [33]. As
their journey through the decade-long quest to join the medical community contin-
ues, new challenges emerge and many important life lessons are learned. For the most
recent generation of medical trainees, the COVID-19 pandemic has become a defin-
ing, once-in-a-generation (if not once-in-a-century) event. In this book, we discuss
some of the adaptations by the GME community in response to the global pandemic.
One of such adaptations - “virtual interviews” — helped leverage the existing tech-
nologies to transform our well-established candidate selection/match process [34].

Due to the COVID-19 pandemic, the use of telemedicine has increased markedly
in the medical world, including resident education. Residents are now expected to
navigate through the new world of telemedicine with little guidance or instruction,
and minimal to no experience. Almost overnight, telemedicine became the main
means of communicating with patients, especially for outpatient visits, and was
used extensively during the pandemic. The Accreditation Council for Graduate
Medical Education (ACGME) responded to this immediate need by setting up a
framework for permitting residents/fellows to use telemedicine for patient care
[35]. However, some residents reported a degree of unease in managing chronic dis-
eases via telemedicine visits [35]. Careful consideration of how telepresence affects
resident education and patient care, including further development of guidelines
for its use, will be necessary as telemedicine services continue to grow.

5. Addressing critical shortages: investing in the next generation of
primary care physicians

Primary care remains the cornerstone of modern, highly progressive, patient-
centered, integrated healthcare systems, and the need for primary care providers
(PCP) remains a global priority [36-38]. Regions with the best-performing healthcare
systems tend to have the highest percentage of PCPs [39]. Consequently, numerous
initiatives are underway to address the looming shortages, including the development
of more targeted high-school/college career “pipeline” programs, medical training
innovations, office practice transformation, and compensation/payment reforms [40].

6. Training future leaders: the growing importance of physician
leadership and leadership education

Leadership in healthcare is extremely important, and there needs to be more
emphasis on fostering the development of physician-leaders within our GME
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programs [25]. The physician’s primary purpose is patient care, accompanied by the
education of patients, students, residents, colleagues, and various decision-makers
within the society. In doing so, physicians bear the social responsibility of not only
individual healthcare, but also the public’s general health and well-being. Beyond
this, it is critical that physicians understand what leadership is, are skilled in apply-
ing it, and know how to effectively interact within the “leadership sphere.” As such,
they will be well suited to advocate for patient safety, efficacious delivery of care,
and financial stewardship of resources — factors required for sustainable healthcare.

Contemporary Topics represents a tremendous effort by many GME leaders, and
this second Volume will hopefully serve as a foundation for further texts as educators
continue to explore the general question of “what are the best approaches to train
tomorrow’s doctors?” The challenges are great as both the goals and the overall GME
landscape continue to evolve rapidly. Above all, a physician is an individual who is
responsible for the health and well-being of his or her patients. However, being a physi-
cian is not limited to providing healthcare services or medical/administrative leadership
but extends beyond these functional domains. Consequently, physician education
must ensure a certain degree of proficiency across all relevant spheres of professional
functioning. In addition, unique challenges may arise regarding the most optimal ways
of instilling the sense of “ownership” regarding patient outcomes and creating account-
ability within a framework where constructive feedback is not perceived as unfair or
punishing. These concepts, especially as they relate to the ethical basis of “what physi-
cians do” at the fundamental level, permeate throughout this text, along with the key
question related to GME — “how do we best educate physicians-in-training”?

Interprofessional education is becoming increasingly important as an integral
part of modern GME methodology [41]. Within interprofessional collaboration, the
most fundamental operating principle is the maintenance of multilateral commu-
nication, respect, and open-minded attitude [42, 43]. As more areas of medicine
evolve toward team-based and multidisciplinary models of care, we must actively
pursue effective ways to train physicians to embrace the leadership of interprofes-
sional, collaborative, and team-based models [44—47].

Effective multidisciplinary teams require strong, yet flexible, leaders who pos-
sess a good understanding of clinical research and key scientific principles, the abil-
ity to comfortably approach complex disease states and pathophysiology, familiarity
with medical economics, ethics, diversity and inclusion, as well as skills required
to build and maintain collaborative relationships across disciplines [25]. Physicians
are uniquely suited to provide such leadership, and it is critical for our GME systems
to adequately prepare such leaders of tomorrow by teaching flexibility, nimbleness,
and adaptability. Our medical education system must effectively adapt and evolve
with the times because change is a continuous state of this noble profession.

Unfortunately, as we argue for physicians to emerge as leaders and wear several
“hats” all at once, the time crunch of everyday clinical practice stands in stark
contrast to this call. Physicians find themselves unable to “do it all” as “patient-
consumer” demands, new technologies, and increased administrative burdens
[48] become more prominent. Because the evolution of medicine is inevitable and
ultimately a necessity, the physician of the future may be prone to misperceive
himself or herself to be overwhelmed or potentially even redundant. If physicians
are expected to teach, listen, innovate, and lead, in addition to the traditional pro-
cedural and diagnostic aspects of the job, then the time dedicated to such pursuits
must be re-allocated from some other aspect of their professional life. This would
seem particularly true for primary care physicians who appear to be disproportion-
ately affected by the often competing time pressures [49].

Although controversial, physicians may have to “give up” some of their tradi-
tional role to take on new challenges. Some solutions could include outsourcing
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diagnostics to artificial intelligence and advanced electronic medical record (EMR)
and software [50, 51]. Additionally, particularly in the case of outpatient primary
care and hospitalist practice, physicians and physicians-in-training may face the
risk of being increasingly replaced by advanced practitioners [52, 53] with little or
no perceptible compromise to patient safety or satisfaction. Similarly, one study
points out that physical therapists could replace physicians during encounters for
assessment of knee osteoarthritis and other similar conditions [54].

This outsourcing of work may ultimately improve the primary care shortage,
without increasing the cost to the healthcare system at large. Additionally, it may
lessen the time constraints on physicians while enabling them to take on more lead-
ership and teaching roles. However, as physicians render themselves increasingly
redundant or replaceable in more fields, there is also the danger of devaluation of
the profession itself. Any solutions to the above will require a fine balance involving
the creation of appropriate synergies between advanced practitioners and physi-
cians, and the associated process will necessitate significant amounts of time and
investment by all stakeholders. This delicate equilibrium is one area that will need
to be addressed in GME training - the creation of a carefully crafted framework that
fosters the interplay of team care models and inclusivity. It is a unique opportunity
to include all types of clinicians in shaping the future of patient care in the post-
COVID era.

7. Focus on diversity, equity, and inclusion

It is of utmost importance for the medical community (and the society, in
general) to address the challenge of, and opportunity for, inclusion and advance-
ment for underrepresented minorities and women in medical leadership posi-
tions. There is an established bias in academic medicine leadership, which, if not
addressed, will continue to propagate. Only 21% of women are full professors and
only 15% of department chairs are female [55, 56]; moreover, a disproportionately
small 8% of academic faculty are underrepresented minorities [56]. This gap is
very likely to widen post-COVID. We will not fully understand the toll of the
COVID-19 pandemic, but the tremendous burdens placed by our society on women
physicians have resulted in formidable challenges for maintaining clinical practice.
Addressing this fundamental issue, especially within GME, is of highest priority.
If properly structured and implemented, solutions based on diversity, equity, and
inclusion will lead to improved health care and outcomes for patients, which is our
ultimate goal.

A simple yet profound concept in medical learning is that of interdependent
opposites: presentation of opposing ideas to explore the alternatives and stake
out the trainee’s own position on a given matter. Through this repeated exercise,
the trainee develops a medical attitude that informs future decision-making and
philosophy. Ultimately, this allows expression of the developing practitioner’s
unique medical personality, a blend of personal thought and collective information
grounded in the latest scientific and ethical frameworks.

8. Synthesis and conclusion

Graduate medical education continually evolves to meet the challenges facing
physicians-in-training. Contemporary Topics in Graduate Medical Education
discusses concepts of physician leadership in team-based healthcare models, the
lasting impact of the COVID-19 pandemic on medical training and resources, and
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the importance of inclusivity and advancement of underrepresented minorities
and women in academic medicine. The recognition and ongoing discussion of these
topics will be important at the level of graduate medical education. These funda-
mental sets of knowledge and skills will help positively shape a physician’s career to
support the development of competent future leaders who have the foundational
skills to adapt to the inevitable transformation of medicine and healthcare delivery
over time.
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Abstract

Effective coping strategies are of great importance for trainees actively navigating
the challenges and stresses of graduate medical education (GME). Although there is
increasing empbhasis on the concept of emotional intelligence (EI) in medical curri-
cula, the range of behavioral skills learned in typical EI training may not be sufficient
when dealing with extreme stress — something that healthcare students in general, and
GME trainees as a subset, continue to struggle with. Under the conditions of extreme
stress, multiple competing priorities and high cognitive load, even those with excellent
command of EI skills may not be able to universally maintain sufficient emotional
control. This, in turn, exposes a significant opportunity for further understanding and
development in this dynamically evolving area of investigation. Increasing amount of
research suggests that a unique skill set exists, known as ‘coping intelligence’ (CI), that
may help fill the gap under the conditions of extreme stress and significantly elevated
cognitive load. This chapter will discuss CI as a unique and novel concept, further
exploring the possibility of introducing this new construct into the realm of GME.

Keywords: cognitive load, coping intelligence, emotional intelligence, graduate
medical education, stress management

1. Introduction

The individual ability to cope with the acute stresses and demands within both
professional and personal domains is an important and often overlooked construct,
especially in the context of organizational functioning and the ability to appro-
priately process and respond to external stimuli [1-5]. In the era of near-universal
embrace of the concept of ‘emotional intelligence’ (EI) and related topics [6], it is
becoming increasingly apparent that the experience of repeated ‘micro-stresses’ and
the associated emotional trauma may contribute to the development of burnout and
other behavioral health sequelae [7-11]. When compounded by acute elevations in
stress levels and cognitive load, as often experienced by graduate medical education
(GME) trainees, a set of environmental conditions may create a fertile substrate for
both momentary (and at times sustained) loss of emotional control [12-15].
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Medical trainees, both graduate and undergraduate, are among the most
affected and burnout-prone groups [6, 11]. Consequently, explorations are ongoing
into why extensive efforts and research in the area of medical trainee burnout have
not appreciably reduced the incidence of this damaging phenomenon [16-18]. As
the complexity of the problem at hand became increasingly apparent, so did the
need for a more comprehensive and integrated approach to coping with a combina-
tion of personal and professional life difficulties [19]. The result is the emergence
of the concept of ‘coping intelligence’ (CI) which can be defined as a collection
of “efficient individual ways of managing life stress” [20]. In this chapter, we will
explore key concepts related to CI, focusing on the graduate medical education
(GME) as our contextual anchor. We will also propose a conceptual foundation
whereby CI can be thought of as a logical extension of EI, both being functionally
important components of the ‘coping continuum’.

2. Methods

Research pertinent to this manuscript was performed using a comprehensive
literature search strategy. Internet-based indexing and search platforms used during
the preparation of this manuscript included Google™ Scholar, PubMed, and Bioline
International. Specific search terms included, but were not limited to, “coping

<« » <« <«

intelligence,” “graduate medical education,” “emotional intelligence,” “cognitive
load,” “coping strategies,” “leadership,” “medical training,” and “wellness.” Out of

a total of 7,452,110 initial search results, we narrowed down our reference list to
approximately 472 results highly specific to our intended area of focus. Further
screened and excluded were sources that did not specifically address the concept

of coping and/or its relevance and connection to “emotional intelligence” as well as
medicine/medical training. After the above screening was completed, our literature
sources were narrowed down to the list of 107 citations included herein. Word cloud

representative of key terms pertinent to the current chapter is shown in Figure 1.
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Figure 1.
Word cloud representing key words and phrases in this chapter.
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3. Coping intelligence: a logical extension of emotional intelligence?

Concepts such as ‘Emotional Intelligence’ (EI) have been introduced into the
area of GME some time ago, and although significant progress has been made in
promoting and implementing the much needed change across various medical
education settings, there remains an unaddressed behavioral niche that does not
seem to fit the ‘standard descriptors’ and ‘routine situations’ encountered under
high-stress, ‘zero-sum game’ clinical scenarios or ‘no-win’ situations [6, 10].
Consequently, the much dreaded phenomenon of physician and trainee burnout
(using the definition from Korunka et al. [21].) continues unabated, despite the
above efforts to enhance individual ability to cope with the combined macrotrauma
of major clinical and life events, combined with the repeated microtrauma of
multiple stressful events across different domains of life.

Within this overall context, it is becoming increasingly evident that EI simply stops
being effective above a certain - likely highly individualized - threshold of stress and
cognitive loading. At that point, no matter how well someone can handle themselves
within a ‘normal set of circumstances, loss of emotional control becomes much more
likely. As emotional control is lost, one’s coping approaches transition from more
mature defense mechanisms to increasingly immature defenses (Table 1), and he or
she is more likely to commit judgment errors and/or become engaged in maladaptive
behavior patterns. If the above is indeed the case, how can the awareness of (and
training in) CI help one avoid the potentially disastrous emotional ‘loss of balance’?
Of additional importance to patient safety and patient well-being is the question that
we must ask in this context, “what is the effect of the provider’ or trainee’s emotional
state on bedside care?”

4. Current understanding of coping approaches

Literature focusing on individual coping with life difficulties provides limited
answers and/or practical solutions [20]. Under the general umbrella term “coping,”
there are two subdomains — applied problem solving [22, 23] and coping with stress
[24]. Early work published by Lazarus and Folkman categorizes coping as either
problem-oriented or emotion-oriented [24]. At a more granular level, problem-
focused coping is centered on managing and/or regulating a stressful scenario (e.g.,
when “something can be done”) [20]. On the other hand, emotion-focused coping
is used to modulate emotional response to a stressor (e.g., when “nothing can be
done”) [20]. Important within the broader context of CI is the role of problem
solving competence through attitudes and belief systems [24, 25]. More recently,
combined approaches began to emerge, based on the assumption that the perceived
problem-solving effectiveness can be regarded as the degree to which one’s actions
promote or impede progress toward a resolution of the problem at hand [23].

Essentially, in academic systems, overall levels of stress are generally higher
when compared with other areas within the fabric of our society [26-28]. Both
professional and social complexities associated with a typical academic position,
regardless of whether one’s role is a trainee or a teacher, can be overwhelming and
may lead to burnout [10, 11, 29, 30]. Additional socioeconomic and diversity-
related considerations may also be important in this context [31, 32], and various
forms of academic networking appear to be helpful as an approach to ameliorate
the demands and overall stress of an academic career [33, 34]. Engagement within
a social network may bring some advantages in terms of both greater resiliency and
better coping skills [35-37].
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Medical students, residents, and medical faculty are generally considered to be
highly talented and competitive. According to Fabio and Buzzai, “The most com-
mon traits associated with giftedness are: high sensitivity, higher speed of thinking,
introversion, high emotional development, elevated creativity, independence,
perfectionism and interpersonal and intrapersonal conflicts [38].” Physicians, gener-
ally, may not be introverted, but much of the description above can apply to them.
It is important to note that the literature has indicated that EI, coping style and
creativity coexist within a complex relationship, and can affect the health of an
individual [38-42].

Fabio et al., show that among key characteristics of individuals who are able to
deal with problems and challenges more effectively is the ability to think in a flex-
ible manner, which in turn seems to facilitate innovative solutions to complex tasks,
often approached form different viewpoints or angles and featuring more granular
details and conceptualizations [38]. However, this does not mean that the more
talented have greater EI and are more resilient. Fabio et al. show that highly talented
individuals may have the propensity to utilize avoidance coping instead of more
direct coping approaches or strategies [38]. In other words, CI becomes very impor-
tant as an adjunct to EI. Coping intelligence has been defined as “efficient individual
ways of managing life stress,” and can be further defined as, “a broad repertoire of
life skills required to solve successfully everyday stress and life adversities in order
to achieve desired goals and maintain physical, mental, and social well-being [20].”

A positive coping model emerged recently, championed by Libin [19, 20]. This
multi-dimensional positive coping model (MDPCM) provides a framework for
an objectivized assessment, Coping IQ [19, 43]. In this model, CI is defined by the
quality, functionality, repertoire, and efficiency of cognitive, emotional, and behav-
ioral strategies that individuals resort to when approaching stressful or otherwise
difficult circumstances [20]. In brief, the new model categorizes efficient and inef-
ficient coping strategies based on “their functionality or the organization of coping
efforts,” and not on their modality [20]. Consequently, the MDPCM is characterized
by: [a] The primary cross-cutting parameter: organization of the efforts (either
efficient or inefficient); [b] The secondary cross-cutting parameter: modality of
manifestation (either emotional, cognitive or behavioral); and [c] The cross-cutting
tertiary parameter: intensity of efforts (e.g., passive versus active) (Figure2) [20].

Subsequent research showed that: (a) efficient cognitive coping is characterized
by cognitive activity that is focused on the resolution of the difficult situation; (b)
efficient emotional coping consists of emotional efforts concentrated on the solu-
tion to the problem at hand; and (c) efficient behavioral coping is based on behav-
ioral efforts applied toward resolving the difficulties encountered [20]. On the other
end of the spectrum, inefficient cognitive coping is defined as: (a) cognitive activity
deviating from the difficult situation; (b) inefficient emotional coping that is tied to
emotional efforts divergent from resolving the problem at hand; and (c) inefficient
behavioral coping consisting of behaviors that deviate from problem-solving [20].

5.Identifying efficient and inefficient coping strategies in trainees

Due to the high levels of stress experienced by GME trainees, it is paramount
to identify issues with CI early and develop potential strategies for improvement.
Leaders working in Business and Marketing have identified 2 major coping strate-
gies in most individuals: (a) active coping, an efficient strategy, and (b) avoidance
coping, an inefficient strategy [44]. As can be seen in Figure 2, active versus passive
coping is among the key components of the multi-dimensional positive coping
model championed by Libin [19, 20].
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Figure 2.
The three cross-cutting parameters within the multi-dimensional positive coping model championed by
Libin [19, 20].
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In active coping, individuals identify problems or sources of stress, actively work
to remove them, and promote positive outcomes [44, 45]. In avoidance coping, or
evasive coping behavior, individuals develop mechanisms for avoiding stress and
conflict passively, leading to more negative outcomes—lower job satisfaction, lower
job performance, higher burnout, and deleterious consequences on health [44, 46].
Avoidance coping has been proven to increase emotional exhaustion, contribute to
a decreased sense of personal pride in one’s work, and lead to the development of
self-endangering work/professional behaviors [44, 47].

Of importance within our current discussion’s context, low EI correlates with
worry states, greater degrees of psychological stress, and use of avoidance cop-
ing strategies [48]. Competence in EI often leads to effective coping strategies in
times of stress, with problem-focused coping in particular leading to alleviation of
psychological distress [48]. An important measure of a certain individual’s ability
to properly cope with stress and adversity is resilience [49]. If a trainee exhibits
resilience, this is often a good indicator of his or her stress coping ability [48].

Many mind-body training programs for stress reduction focus on mindfulness and
resilience training to mitigate stress, anger, anxiety, and depression.

6. How should coping intelligence be incorporated into existing
emotional intelligence training?

The process of integrating CI into existing EI training paradigms can be chal-
lenging. First, trainees should be introduced to, and become proficient in, EI itself.
This provides a solid foundation for the subsequent discussion and incorporation
of CI as a meta-layer that functions as a ‘safety valve’ on top of EI (Figure 3).

It is important to note that EI is a powerful moderator of coping strategies and
perceived service outcomes, especially in situations where service failure (e.g.,
inability to deliver services as promised) is present [50]. This is indeed a common
scenario within the functional realm of a graduate medical education (GME)
trainee.
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Figure 3.

Simplified diagram showing the ability to transition from “routine” emotional intelligence (EI) skillset to a
“more specialized” coping intelligence skillset can be viewed in the context of escalating levels and complexities
of stress.

Second, those who made sufficient progress in their EI training (as evidenced
through significant improvement on repeat standardized EI assessment tools)
should be gradually introduced to the concept of CI. Experience-based group dis-
cussions are well suited toward increasing one’s awareness that the ability to handle
emotions under ‘normal circumstances’ has its limits, and that despite one’s best
efforts there are instances where ‘extreme pressure’ may result in loss of emotional
control (Figure 3).

Current hospital policies and procedures that help providers/trainees deal with
‘extreme pressure’ in medicine tend to be retrospective in orientation, although
there are programs that incorporate prospective measures to improve coping,.

An example of this is obstetrical hemorrhage. The stress of managing obstetrical
hemorrhage can take clinicians and staff from problem-based coping to emotion-
based coping in a matter of minutes, compounding errors and potentially leading to
devastating outcomes for patients and providers [51]. In the typical scenario, these
cases are extensively discussed after the fact using mechanisms such as intense
analysis and morbidity and mortality (M&M) conferences [52-54]. These are
protected conferences that are meant to highlight quality and safety considerations
while also acting as experience-based educational group discussions. Focus on
process can build problem-oriented coping skills for future traumatic events.

Many residency training programs have taken a proactive approach to enhance
problem-based coping and minimize emotion-based coping. In obstetrics, this
is achieved through post-partum hemorrhage drills and group training that can
reduce post-partum hemorrhage [55-57]. Adherence to guideline-based care and
check-lists can also enhance problem-based coping [58, 59]. This, in turn, facilitates
improved coping at the individual level. Although rigorous training (drills) and
adherence to checklists can help enhance problem-based coping, there will always
be situations that can appear hopeless to the provider/trainee. Preparing trainees
to cope more effectively with highly stressful and potentially chaotic situations,
such as the management of maternal hemorrhage, will be an important aspect of
addressing the need for better overall management of the ‘emotional burden’ associ-
ated with low-frequency, high-impact clinical events [60, 61].

GME programs can turn to other strategies to mitigate stress and anxiety.
Dedicated support programs were originally initiated to reduce symptoms of burn-
out: depersonalization, emotional exhaustion, and diminished sense of personal
accomplishment. At the same time, tools that can reduce stress and anxiety may also
help enhance efficient coping. Mindfulness training programs have been demon-
strated to be feasible — even among the most demanding residency programs [62].
For example, implementing a mindfulness-based cognitive training program for
surgical residents showed improvement in perceived stress and interestingly may
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have resulted in improved technical skills [63]. In another example, when a broad-
based curriculum including mindfulness training was applied to intensive care unit
(ICU) providers, there were fewer patient safety events [64].

GME programs can promote efficient coping by enhancing problem-based
coping and mitigating the effects of inefficient emotional coping through programs
that can reduce stress and anxiety. Running drills for high-stress situations, devel-
oping and adhering to guidelines/quality bundles and checklists are all practical
methods for improving providers’ and trainees’ problem-based coping [65-67]. The
overall goal should be to provide tools to reduce the immature coping mechanisms
that can occur in high-stress situations (Table 1). Mindfulness programs have been
effectively instituted and can help mitigate the over-reliance on emotion-based cop-
ing. Taking a prospective approach to coping is likely to have a greater effect than
retrospective, peer-protected group discussions such as M&M conferences.

7. What are the potential benefits of implementing coping intelligence
programs in a workplace?

It is postulated by the authors that the introduction of CI into a workplace,
especially one that is focused on the provision of services, may help with both
employee coping under stress and with conflict resolution. Going back to our
earlier discussion, the importance of CI may emerge in highly stressful situations
where the overwhelming perception is that “nothing can be done” [20]. Under such
circumstances, emotions may ‘take over’ and lead to inability to cope effectively
with the particular stressor or a set of interrelated stressors. On the other hand,
individuals who are able to maintain rational stance during highly stressful
situations or circumstances, may be able to ‘weather the storm’ by either employing
their social problem-solving skills or by relying on their attitudes and belief systems
[20, 24, 25]. As noted previously, institutions, patients, and GME trainees can
benefit from programs that teach effective coping. As shown in published research,
if trainees can better ‘weather the storm, there will likely be fewer patient safety
events, improved clinical outcomes, and reduced provider burnout [63, 64, 68].

8. Efficient versus inefficient coping: importance in life satisfaction

Research suggests that older individuals employ efficient coping strategies more
often than younger groups, likely a reflection of an individual ‘coping repertoire’
that arises as a result of the cumulative ‘life experience’ and the associated develop-
ment of emotional and cognitive mental processes. Of importance, there is evidence
to support the viewpoint that low life satisfaction is related to inefficient coping
strategies across emotional, cognitive, and behavioral domains [20]. To support this
viewpoint, data show a relationship between increase in maladaptive behaviors and
high levels of impulsivity [69, 70]. Other important concepts within this general
context include social plasticity (e.g., ability to be flexible in social relationships
and establishing social contacts) as well as one’s adequacy and timely channeling of
emotional responses [20].

9. Mentoring to improve coping skills

Traditional medical education involves the use of mentors since the time of
Aristotle. It allows a physician who has navigated the training and practice of
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medicine to model and encourage the coping skills previously described. The
personal relationship developed within a mentoring relationship has been shown

to improve transitions for practicing physicians new to a hospital [71]. The tremen-
dous time and intellectual commitments required to effectively train residents and
medical students are, in turn, known to affect the trainees’ personal lives, including
interpersonal relationships, community activities (and thus support), and even the
financial domain. Well-designed mentoring programs should incorporate all of the
above-listed topic areas, beginning with the training dedicated to ensuring mentor
competency and optimization of mentorship efficacy. Subsequent to this, properly
trained mentors may begin to guide their mentees through a series of conversations
that provide the opportunity to suggest methods of dealing with the issues of time
management, practice management, meaning and purpose in medical practice, as
well as bringing to light the topic of coping mechanisms that may be useful to the
mentee in regards to the various domains and/or stressors of the modern health-
care environment. Physicians who participated in such well-structured programs
reported that despite the time constraints and added work demands, the mentoring
process helped them achieve greater professional fulfillment and a sense of personal
accomplishment [72].

9.1 Coping intelligence in the context of resiliency

The concept of resiliency warrants a brief discussion as well. Resiliency has
been recognized as a quality beneficial to coping with adversity, and can be defined
as the ability to respond to stressful situations in an adaptive and healthy manner
[73]. It can also be thought of as the ability to withstand, adapt to, and recover
from adversity and stress [74, 75]. Consequently, there is inherently a significant
amount of overlap between resiliency and CI. Individuals with high resiliency
address challenges and stressful changes in their personal and professional lives
with flexibility and retained optimism [49]. Highly resilient individuals also
recover from stressful or difficult experiences faster and with greater awareness of
their environment and their responses to it [76, 77]. In brief, having resiliency not
only enables an individual to be adaptive when confronted with difficulties, but
also allows them to learn from the experience and therefore, be better prepared for
future stressors. Ultimately, this fosters self-confidence and success in the face of
adversity.

The Resiliency Scale was developed in the early 1990 by psychologists Wagnild
and Young [78-80]. Early on, it was applied primarily in older patient populations
to assess one’s ability to adapt more effectively as they aged [81-83]. It sought to
quantify and stratify individuals into groups that were at risk for maladaptive cop-
ing when faced with change and adversity as they aged. The ultimate goal of such
efforts was to devise new interventions to enhance coping skills in individuals with
diminished resiliency.

Research is also helping to define the quality of resilience that has been anecdot-
ally recognized in successful GME trainees. For example, some have referred to this
trait as “grit” — the previously undesignated characteristic that makes an individual
both less likely to experience burnout and better equipped at managing demands of
graduate medical training. It is specifically defined as perseverance and passion for
long term goals; clearly a valuable quality in GME trainees across all specialties [84].
Higher levels of “grit” have been shown to result in decreased feelings of burnout,
depersonalization and emotional exhaustion. It also supports the belief that with
determination and hard work, one can be highly successful regardless of innate
talent. Finally within the context of this chapter, the substance of “grit” may indeed
represent a manifestation of CI.
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Several instruments now exist to measure resiliency, expanding on the
initial work of Wagnild and Young. Of special importance to our discussion is
the Academic Resilience Scale (ARS-30) [85]. Created in 2016 by Cassidy, the
ARS-30 aims to measure the participants’ mood and attitudes toward adversity in
education, focusing on three key factors — perseverance, reflecting and adaptive
help-seeking, as well as negative affect and emotional response [85]. These fac-
tors further delineate and quantify resiliency as key characteristic of individuals
who do not give up when faced with stressors, recover from adversity in a positive
manner and maintain optimism. The ARS-30 reinforced the qualities of resiliency
and the ability to identify those who will be successful in academics as well as those
who would benefit from further, more personalized skill-building. While research
is ongoing, the ability to recognize and quantify resiliency may ultimately lead to
more effective interventions to avoid burnout, improve CI and finally, facilitate
individual and team success amid adversity.

9.2 Empathy and compassion: key components of the overall matrix of coping

Without a doubt there is a need in medicine to develop both EI and CI to help
manage the stress that comes from one’s very functioning in an administrative
system that may be characterized by at least some priorities that may deviate from
the primary role of a physician/trainee — to help the sick and save lives [86-88].
Various administrative tasks and clinical challenges that physicians must success-
fully navigate may create a highly stressful environment. Without the ability to cope
effectively, draw appropriate boundaries, and recognize one’s limits, many physi-
cians are unable to successfully reconcile clinical and administrative responsibili-
ties. In this context, one phrase often used by physicians captures the above, “you
can only control what you can control.” Moreover, it is important that healthcare
leaders are aware of, and subsequently embrace critical skillsets that help elevate
one’s overall leadership effectiveness [89, 90].

High quality, compassionate leadership is critical in today’s highly stressful
healthcare environment [91-93]. As such, it is crucial for the institutional leader-
ship (at various levels) to bring structure and order to an environment often
characterized by controlled chaos within a highly diverse matrix of people, skills,
and functions [92, 94, 95]. Hence, in difficult time — regardless of the circumstances
- and despite all of the efforts to develop and mature our individual and collective
emotional and coping intelligence, physicians must remember their professional
oath and responsibility - to do no harm and to help the sick [96, 97]. Our patients
depend on our empathy and compassion and balancing our emotions in a system
that inherently fosters the emergence of burnout as well as mental and physical
exhaustion [6, 11, 29, 64, 98].

Unfortunately, there are growing concerns that among the consequences of
relying on CI and/or EI, especially in the context of managing burnout, is increas-
ing apathy and a recognition that the “system is broken.” This, in turn, may result in
further physician/trainee disengagement and deterioration of the critically impor-
tant emotional component that is necessary to venture beyond the mindset that
providing healthcare is “just a job” or “over when my shift ends.” It is therefore criti-
cal, as life-long students of EI and CI, that we recognize that our inherent human
compassion and empathy must not only be preserved, but also maintained within a
framework which fosters an individual’s ability to be an effective, empathetic, and
emotionally stable physician/trainee [99, 100].

While the topic of burnout, including its avoidance and mitigation, is beyond
the scope of this manuscript, there are overlaps across the physical and emotional
drivers of burnout. Physicians/trainees may benefit from the knowledge of such
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overlaps, including the knowledge of how EI and CI may be beneficial in learning
how to better establish and manage critical boundaries that are critical to one’s
emotional and physical well-being. Mahatma Gandhi once said: “Where there is
love there is life” [101]. Nowhere else is such a concept more true than in medicine,
but such energies must be kept in balance with the recognition that medicine is a
life-long endeavor and to function effectively, for an entire career, a mastery of CI
is necessary to successfully manage and contain the growing stressors, professional
and personal challenges, and administrative complexities of modern healthcare.

It is also important to recognize that even in the best of circumstances and
workplace environments there will be substantial personal and professional
career challenges. One must concede that “modern medicine is a business” — and
much like most businesses, leadership may change, high (and low) performers
will come and go, and economic variables and incentives will be in constant flux
[102, 103]. The overall environment can (and likely will) change. At times, this
change may be rapid and not always consistent or in alignment with established
goals and/or agenda. Having a solid foundation in EI and CI will be invaluable
when such changes occur, especially when the positive aspects of our work-life
integration or culture, become misaligned [104-107]. Such misalignments will
often result in substantial institutional changes — changes in processes, protocols,
cultures, team structures and organization — and individuals. You (or key mem-
bers of your team) might, and potentially will, leave (even if not on their own
accord), but a true sign of a solid foundation in CI and EI is to be able to adapt,
accept, and navigate such changes when they occur.

Limitations: This is a largely exploratory chapter in an area that requires a sig-
nificant amount of work to better understand all of the intricacies and complexities
involved in behavioral responses to burnout and extreme stress. Current literature
tends to be more focused on EI, with admittedly insufficient attention to coping
as a unique and separate topic. Only with greater appreciation of various factors
that contribute to maladaptive coping can we develop better informed and more
effective mitigation strategies.

10. Conclusion

When the professional environment becomes too complex for one to fully
understand and manage, social and emotional skills that allow one to function
meaningfully under normal conditions may become insufficient. This, in turn,
exposes an important gap in our current ability to cope with either momentary or
sustained stressors. Under the proposed new paradigm, coping intelligence can be
viewed as an extension of emotional intelligence when one’s capacity to deal with
stress exceeds a certain, highly individualized threshold. In a way, coping intel-
ligence represents a much deeper and more refined form of applied self-awareness
and requires much more intensive self-reflection and self-discovery. More research
is warranted in this critically important and developing area.
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Chapter 3

Coaching and Mentoring: Focus on
Graduate Medical Education
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Abstract

Individuals at any level of the medical field could potentially benefit from
feedback and supervision: from medical students, nurses, or physician assistants;
to residents, advanced practitioners, and attending physicians. Two of the most
common forms of feedback and supervision utilized in medical education are
coaching and mentoring. These terms are often used interchangeably but are com-
monly misunderstood. In this chapter, we will highlight the differences between
coaching and mentoring, place emphasis on the use of mentoring in medical
education, discuss the characteristics of a successful mentor-mentee relationship,
and provide an example of a mentoring program at a local community hospital.

Keywords: mentor, mentoring, coach, coaching, mentor-mentee relationship

1. Introduction
1.1 Origins of mentoring

When examining the differences between coaching and mentoring, it is useful
first to consider the origins of these words, and their original usage and meanings.
The term mentor comes from ancient Greek mythology [1]. In Homer’s epic poem,
The Odyssey, a character named Mentor was a trusted friend and advisor to king
Odysseus. When Odysseus left for the Trojan War, he entrusted Mentor to look
after and care for his son Telemachus. While away, Odysseus’s house was overrun by
those who wished to remove him from power. The goddess Athena disguised herself
as Mentor, and provided counsel and guidance to Telemachus, and encouraged him
to go on a journey to find his father [2]. In modern times, mentor was first men-
tioned in the Francois Fenlons book Les Adventures deTelemaque in 1699, a rewriting
of The Odyssey. In this version, Mentor takes a more pivotal role in the teaching and
guidance of Telemaque. The book was immensely popular and became the most
reprinted book in the 18th century. It is from the book’s popularity that the word
which we now use as mentor gained usage, first appearing in the English language
around 1750 [2]. Today mentoring has become a well-established pillar in medicine
as well as many other fields, including business, teaching, and academics.

1.2 Origins of coaching

The term coach was first used to refer to academic tutors at Oxford in the 1830s.
These coaches would guide students by asking questions that helped them develop
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reflective thinking and analysis [3]. This term is now commonly associated in
sports, where a coach guides a player in the development of skills and instructs
them what to do during games. Nowadays, coach is more so used in business and
psychology, and is rarely a term related to medical education [4, 5].

2. Research methods

Pubmed and Google scholar databases were used to conduct literature
searches. Searches were conducted with the terms: “Mentoring” or “Mentors” and
“Coaching” or “Coaches” both with and without additional qualifiers “Graduate
Medical Education”, “Residents,” “Residency,” “Medical Students,” and “Medical
School” Titles and abstracts were reviewed for relevancy, and full text of selected
articles were reviewed. References of articles were also reviewed for relevance and
unique insight or perspectives on the topic.

3. Purpose of mentoring

The purpose of mentoring is to provide a nurturing relationship, where a
more experienced person serves as a role model, teacher, and counselor to the
mentee [6]. The goal of mentoring is to enhance the professional development
of the mentee through the direct transfer knowledge and experience. The
relationship may last for several years and evolve as needs for continued profes-
sional development evolves. Mentors provide guidance in a wide area of topics
such as career development, political advice, and personal issues. The guidance
should be provided in a “push” method, directly advising the mentee what
they should do [7]. In addition to providing advice, mentors may help facilitate
the mentee’s career development by providing new opportunities. As a more
senior professional, mentors often have connections within the field, which
may benefit the mentee. Introducing the mentee to other significant players
in the field and providing opportunities to attend networking events are some
ways the mentors can use these connections to help the mentee’s development
[7]. Mentoring relationships are often bidirectional, as mentors should feel a
great sense of fulfillment from helping others, but both parties can benefit from
professional development. Professional development can lead to more efficient
and effective workers, as well as opportunity for individual introspection, self
reflection and self-renewal.

4. Purpose of coaching

Coaching is a type of inquiry-based learning that guides people to effectively
use their existing knowledge and skills [8, 9]. The purpose of coaching is to focus
on specifically defined goals, leading to an immediate improvement in perfor-
mance. Goals can be skills-based, such as surgical technique, or more abstract
goals such as personal skills (e.g., goal-setting, planning, proactive initiation) and
interpersonal skills (e.g., communication, conflict resolution, and team develop-
ment) [10]. To accomplish these goals, coaches should facilitate the coachee to find
their answers or solutions. This is best accomplished in a” pull” method, where the
coach asks questions to allow the coachee to develop skills in self-evaluation and
critical thinking [7].
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5. Mentoring: the traits of a mentor

Mentors should exemplify several key character traits necessary for successful
mentor-mentee relationships: display admirable qualities, be honest and trustworthy,
be altruistic, be approachable, and have professional experience.

5.1 Admirable characteristics

An ideal mentor should serve as a role model with personal and professional
admirable qualities that motivate the mentee to further their own career. Some
personal qualities include being compassionate, insightful, inspiring, ethical, and
wise. Important professional qualities include being collaborative, intellectual,
skilled, accessible, articulate, passionate about medicine and health, and to be a
visionary [11].

5.2 Being honest, trustworthy, and an active listener

The mentor should always be honest when guiding the mentee. It’s important
that the mentor tells the mentee whether something is a bad idea or if they need to
take a completely different approach to obtain their goals. A good mentor under-
stands the limitations of the mentee. Honesty can create a trustworthy relationship
between the mentor and mentee that can further their productivity [12].

Trustworthiness is a very important characteristic of being a good mentor and
involves the mentor to be a good active listener. The best way for a mentor to give
effective advice is to listen to what the mentee is saying and understand the men-
tee’s aspirations and goals. This is crucial to help the mentees work through their
problems and give tailored advice. The mentor should be engaged at every session
with the mentee and help to facilitate a goal for the mentee [13].

5.3 Being altruistic

The mentor should always act and advise in the best interest of their mentee.
It is crucial for a good mentor to be altruistic and have selfless concern for the
progression and goals of their mentee’s career. Inattention and exploitation are
counterproductive to effective mentoring. A mentor should not make much distinc-
tion between proposals or projects where he or she may or may not be a co-author
between themselves or mentees. Mentees gain even more admiration for their
mentors when the mentor looks for little to no professional recognition or benefit.
A good mentor should put the mentees’ careers before their own and introduce key
collaborators that can further the mentees’ careers [12, 14].

5.4 Being approachable and available

A successful mentor-mentee relationship requires the mentor to have a strong
commitment to being available and accessible. The mentor should not only be ini-
tially meeting with the mentee frequently but also stay in touch with the mentee for
the duration of the mentee’s career. There should also be a certain quality of effort
given to the mentee. During the meetings, the mentor should not be distracted and
should give his or her full undivided attention to the mentee [11].

Approachability is an important characteristic that goes hand in hand with being
a good mentor. There should be scheduled, consistent meetings and an open-door
policy, so the mentee always feels comfortable reaching out to the mentor. This
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is crucial for a longstanding, stable mentor-mentee relationship. Mentors should
always be encouraging and check in with their mentees to show how they are
progressing [12].

5.5 Have professional experience

Credibility is a very important characteristic of a good mentor. A mentor should
have a good network of colleagues and collaborators that can help also guide and
optimize the chances of success for the mentee. The mentor should continually
create opportunities that bring value to the mentee. While mentors should always
allow their mentees access to their network and connections, they should also warn
and protect the mentees from harsh interactions [12].

Good mentors are able to effectively cultivate and develop highly productive
faculty members. This leads to higher retention numbers of faculty at institutions.
These faculty members are also able to obtain more grants, get more articles pub-
lishes, and promoted sooner than their colleagues without mentors [15, 16].

5.6 Promote a balance between personal and professional goals

Successful mentors should be able to provide a good balance between personal
life and professional work to the mentee. The mentees should not only look at their
mentors as role models at work or in a professional setting but also at home in their
personal life. Good mentors are able to show the mentee how to deal with stress and
are able to support them through their struggles. A mentor should be a guide and
not force a mentee down a particular path. This requires the mentor to be compas-
sionate and to stand by the mentee to offer emotional support. The mentor should
be able to identify factors that might contribute to the mentee’s stress and then teach
the mentee how to deal with the stress or problem [11].

It is the mentor’s responsibility to guide and transform the mentee toward their
goals, but to also unlock their full potential. Mentors should be able to see the big
picture and identify the mentee’s potential. They should then set high standards and
give a vision to help create a plan that can prioritize and achieve the mentee’s goals.
The mentor’s advice should be specifically tailored to each mentee and offer a unique
perspective to help expand the vision and ambition. The mentee should be allowed
to fail, but it is important for the mentor to be present to advise and be a pillar of
support as the mentee’s career progresses. It is also important that the mentor allows
the mentees to find their own way by leading instead of direction [12].

6. Mentoring: the traits of a mentee

Persons who would especially benefit from mentoring include those recently
entering the profession or transitioning to a new position, those experiencing
personal or professional difficulty, and those seeking to become organizational
leaders [17]. It is important for the mentee to drive the relationship with the mentor
and take the responsibility to seek out the mentor. Mentees should be respectful of
the mentor’s time and input. An effective mentee is able to make the most out of
their time with their mentors by being prepared before sessions: come to the session
with a structured plan, list of discussion points, timelines, and questions. During
the session, the mentee should actively listen to the advice given by the mentors and
be open to the criticism or feedback given by the mentor [9].

The mentee should feel inspired by the mentor and gain motivation to pursue
their career. They should think of their mentors as a resource and not rely on their
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mentors to obtain their goals. Having someone to lean on and go to for advice can
then inherently lead to more confidence and a greater chance for them to reach
success [18, 19].

7. Coaching: the traits of a coach

Unlike mentoring, coaching is not necessarily a confidential relationship. A
more supervisory role is also provided to the coachee. Although some goals may
require that a coach is an expert in the same field as the coachee (e.g., improving
surgical techniques), this is not always the case. The key characteristics seen in good
coaches include: being a skilled interviewer with excellent listening skills, being
analytical and observant, being able to provide meaningful performance feedback,
and being able to possess appropriate qualifications [20].

7.1 Skilled interviewer and excellent listening skills

Coaches help guide the coachee to develop their own insight and synthesize
knowledge during coaching sessions. It is vital that the coach has the skills to guide
the coachee in learning toward self-reflection and new knowledge. This requires
a balance of both active listening for areas where insight may be lacking, and the
ability to guide interviews in the desired direction. It is important that the coachee
not only provide the information directly, but also allow the coachee to realize new
insights themselves.

7.2 To be analytical and observant

In assessing objective measures of skills and performance, a coach must be able
to identify areas of improvement. This requires them to be observant to not just
major significant areas for development to meet an adequate level of skills, but also
minor deficiencies that need to be corrected to reach superior skill levels. They must
be analytical in their approach so that they may break down a skill in individual
components and assess each part. Without these skills, it would not be possible to
provide feedback for areas of improvement.

7.3 To provide meaningful performance feedback

During coaching sessions, coaches should review objective skills and perfor-
mance assessments with the coachee. The insights the coach gained from observing
and analyzing skills needs to be presented to the coachee in a constructive insight-
ful manner. Providing constructive criticism and insight will allow the coachee
to implement changes in the future necessary to accomplish the goals previously
established. The feedback should be tailored to the expectation and skill level of the
coachee, in order to provide achievable goals.

7.4 To possess appropriate qualifications

Not all coaches need to be medical professionals to provide coaching on certain
skills. Skilled coaches without medical qualifications may provide insight into
personal and interpersonal skills. However, technical skills (e.g., surgical skills,
procedural skills) require a medical expert who is able to meaningfully assess the
coachee’s performance. It is, therefore, essential to select a coach with the knowledge
to help the coachee reach their desired goals.
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8. Coaching: the traits of a coachee

The traits a coachee should display are similar to those needed in a mentee. Before
attending a coaching meeting, a coachee should self-reflect and be able to attend
sessions with an agenda of challenges they wish to address [21]. They should also seek
feedback from their coach and any supervisors to aid in this self-reflection. During
coaching sessions, the coachee should be fully present and take advantage of the input
from their coach. Immediately after a session and in between sessions, a coachee
should practice new skills and be committed to follow through on their assignments
[22]. Practicing the skills should be done with intention and consistency [21]. As their
skills develop, coachees they should be able to track their progress and recognize and
celebrate their success.

9. Establishing a mentoring relationship

A good mentoring relationship highlights a mutual symbiosis between mentor
and mentee. Both parties can benefit personally and professionally. It is crucial that
the mentor does not play a supervisory position. Having a mentor who has influence
over the mentee’s current position would make the mentee feel uneasy about being
honest with the mentor about any difficulties they are having. Mentors should
maintain a confidential relationship with the mentee, so that problems may be
discussed freely without fear of repercussions.

Mentoring relationships can be formed through formal or informal means.

Most mentoring relationships develop informally [23]. These relationships develop
organically; typically a mentee seeks out a mentor on their own. Although most
agree that having a mentor is essential, many without access to formal mentoring
programs do not have a mentor. This is especially true for women and racial minori-
ties, who are less likely than their peers to have a mentor [19, 24, 25]. Common rea-
sons cited for lack of mentorship include fear of approaching faculty and inability
to find a trusted faculty member [24].

There have been an increasing number of formal mentoring programs in the
academic and medical fields. Mentors and mentees are paired together through a
commitee process. The pairing may be decided based on similar personality traits
or common goals between the two parties. One key advantage of formal mentoring
programs is that mentees that would otherwise not have a mentor can find one.
Formal mentoring programs typically provide more structure compared to informal
mentoring, wherein they explicitly establish rules, goals, expectations, and meeting
times. If a formal mentoring program does not consider the importance of pairing
between the mentor and mentee, the relationship may not be successful [26].

When first establishing a mentoring relationship, the two parties should get to
know each other through open dialog, establish goals and expectations, and agree to
a commitment of confidentiality [27]. The mentee’s goals may be personal, edu-
cational, clinical, professional, or research-oriented. These goals may change over
time when new priorities, opportunities, and difficulties arise, so it is essential to be
flexible. Expectations should include establishing how frequent the two will meet
in person and form an open line of communication available between meetings.
During mentoring sessions, the mentor should advise the mentee on what steps
should and should not be taken to reach their goals. Early on, the mentor may iden-
tify which professional organizations or institutional committees the mentee should
join. The mentor should also be willing to share their own professional and personal
experiences to provide context and facilitate in establishing the relationship.
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10. Establishing a coaching relationship

Coaching relationships are almost always formed formally through structured
institutional programs. Coaching relationships should first establish what the
specific tasks that the coachee wishes to improve upon and assess the coachee’ skills
through observation and questioning. During coaching sessions, coaches should
not lecture or tell the coachee what to do. Instead, development should come from
a dialog where knowledge and insight are generated by the coachee through guided
questions to facilitate discussion [28]. Coaches should review objective performance
data, guide the coachee to gain their own insights into their assumptions, clarify
meaning about the outcome, and identify specific actions necessary to achieve
results. The coach does not need to share the same level of personal information as
a mentor, as the goal is focused on accomplishing single tasks and not developing a
relationship.

11. Examples of mentoring

At alocal community hospital in Bethlehem, PA, an Emerging Leader mentor-
ing program has been established to support and encourage interaction between
more experienced leaders with newer or less experienced leaders. This program
aims to create a mutually beneficial mentoring relationship where mentors and
mentees share candid insights and discussions about how to effectively navigate
and function as a leader in the hospital network. The program creates an environ-
ment of support that positively impacts a leader both professionally and personally
and encourages the leader to be successful and to develop to their fullest potential.
Among the program’s competency goals include: development of business acumen,
gaining interpersonal savvy and skills, obtaining self-fund of knowledge, under-
standing and managing the vision and purpose of his/her position, and to provide
accountability and responsibility to those he/she is managing.

A brief survey/questionnaire was sent out to mentors and mentees of the
mentoring program. Here are some receptive comments from mentees:

“I had a pleasant and affable mentor who was more than willing to get together.
We met 2-3 times over the course the 18 months.”

“I found the program very helpful. We met once every 2 months. I feel we were
matched very well — similar personalities, thinking and approaches to issues. The
best advice I've veceived: Invest time now developing my divect goal reports. Focus
on the ones who take projects and run with them. I felt that this program changed
my approach to our growing group. I have delegated more in my department and
spent move time developing my leadership skills. This program has helped me mold
into being a good leader/individual.”

“I see better opportunities in the pairing process between a mentor and mentee. I
would have preferred a pairving with a person from a different area of the health
network. For example, clinicians pairved with strategic/business leaders as opposed
to paived with other clinicians. I think this would broaden both the relationship
development in the network, as well is the skills set each mentee can expand.”

“Opportunities to touch base were limited based on my mentor’s off-site location
and busy clinical schedules”
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Below are some comments taken from mentors in the program:

“My mentees are my most valuable asset. That is why I would make myself avail-
able for them as much as possible. They will gain your trust and vespect when you
as a mentor dedicate/carve out time for them out of your busy schedule”.

“One of my goals as a mentor is to provide servitude of others. I ask myself how
can I use my fund of knowledge and experiences to help serve others’?”

“It is important to steer your mentee on motives on becoming a leader. I have them
ask themselves “what is your vision for your department?” It is also just as impor-
tant to allow your mentee to make mistakes and to learn from them. Self reflection
is a must.”

“Do not allow your mentee to make hievarchal relationships with others, as no one
may listen or vespect the “do as I say” approach. Instead, guide your mentee into a
‘what can I do to help you and to help me’ approach. This will provide success in
leadership™.

“So as not to waste anyone’s time during a meeting, in the fivst meeting, I lay out
my goals in the relationship and my mentee will lay out his/hers. We come up with
a plan for future meetings as well. Having a concrete structure in our meetings
helped expedite each others goals and expectations in our relationship.”

“An aspect of mentoring involves how well you may be able to “read” your mentee.
That is, to develop the insight about your mentee’ personality traits and to get

to understand his/her strengths and weaknesses. The sooner you may lock into a
strength or weakness, the sooner you may be able to help guide your mentee.”

12. Examples of coaching

In a clinical/academic setting, coaching should be used when an individual
needs to improve specific skills through repetition. For example, obtaining surgical
skills to perform surgery is an area that would benefit from improvement through
coaching. Studies on utilizing coaching techniques have shown that it improves
surgical skills more than traditional training alone [29]. In one study, surgical
trainees were randomized to receive either coaching or traditional training. The
coaching group received structured feedback based on video reviews of surgical
techniques. During coaching sessions, video clips of surgical performance were
reviewed and self-reflection of performance was encouraged. The trainees devel-
oped training goasl with the coach and then implemented them in subsequent
cases. Those in the coaching group showed considerable improvement in general
surgical skills, procedure skills, and fewer errors [30].

Coaching to improve surgical techniques is not only useful for those in train-
ing, but for attending surgeons as well. In an article in the New Yorker, Dr. Atul
Gawande described his experience with surgical coaching [31]. At the time, he had
been a surgeon for several years and had seen his complication rate improve past
the national average but then plateau. He sought out a retired surgeon, Dr. Robert
Osteen, who was his attending during residency. Dr. Osteen observed Atul’s opera-
tions in the OR and on video recordings providing feedback on what small changes
could be made. Since he started working with a coach, Dr. Gawande reported that
his complication rates have improved.
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Coaching is also useful for nonphysical skills, including communication and
clinical reasoning. In one study, Family Medicine residents were coached by psychi-
atry faculty in order to improve their communication skills with difficult patients
[32]. The coaching sessions followed encounters with standardized patients where
difficult clinical situations could be evaluated. During one month of weekly coach-
ing sessions, communication skills improved in the residents and were maintained
at a follow up of 6 months. After residency, clinical coaching has been found to
be useful as well. At Massachusetts General Hospital, a coaching program was
developed that allowed new hospitalists to review cases and clinical questions with
more senior and experienced hospitalists [33]. During the program more junior
hospitalists changed their diagnostic approach, called fewer consults, and felt more
comfortable as attending physicians. After reviewing cases with the senior hospital-
ists, unnecessary laboratory tests and invasive procedures were avoided. The senior
hospitalists also reported being satisfied with the program and being more comfort-
able acting as coaches after participation.

13. Conclusion

Mentoring and coaching are distinct in many ways, including in their pur-
pose, duration, methods, and driving factors (Table 1). Mentoring is based on
the formation of a long term nurturing relationship, where mentors guide the
professional and personal development of the mentee. Mentors provide guidance
to mentees by advising on personal, professional, and educational issues. They
may provide insight into institutional and professional politics, and provide the
mentee with opportunities to network with others in the field. These relationships
are unique in their influence on the development of the trainee and are pivotal
for achieving maximal career success. Individuals who have an identified mentor
often have greater career satisfaction and go on to achieve more than those who
never had a mentor. Coaching is distinct from mentoring in both its methods and
end goals. Coaching aims to improve specific skills in a short period of time. It is
driven by improving performance and through self-reflection so that the coachee
may become more self-aware. Studies assessing coaching-based programs show
that this method of teaching is more effective when compared to traditional
teaching methods.

Coaching Mentoring
Formality Formal Formal or Informal
Purpose To accomplish specific goals; To promote Professional & Personal
Task oriented Development; Relationship Oriented
Duration Weeks to months Years
Assessment Requires observation of skills No initial assessment

and behaviors

Methodology Pull-Encourage Self-Reflection Push-Provide guidance and advice
Performance review Required Not required
Directionality Unidirectional Bidirectional
Confidentiality Not necessary Necessary
Supervisory role Yes, may be a clinical supervisor Not recommended in relationship
recommended? or manager to coachee

Table 1.

Coaching vs. mentoring velationship summary [28, 34].
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COACHING MENTORING

Formal or informal

Formal
Relationship oriented

Task oriented

Pairs ine¥perienced Career Development

Improve specific skill wi
Long duration

Short duration
Bidirectional

One direction
Always Confidential

May or may not be
Confidential

Shouldn't be Supervisor

May be Supervisor

Initial assessment not needed

equires initial skill assessment

Figure 1.
Similarities and differences between coaching and mentoring.

Both coaching and mentoring focus on building up a less experienced person
(medical student, resident, new attending). However, the methods used for devel-
opment are different between the two. Understanding these differences allows
program to better utilize resources and develop students or employees to maximize
their potential (Figure1, Table1).
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Abstract

Mentorship is critical to the development and professional growth of graduate
medical education (GME) trainees. It is a bidirectional relationship between a
mentor and a mentee. Mentorship has consistently been shown to be beneficial for
both the mentor and mentee, with the mentee gaining valuable skills in education,
personal growth, and professional support, and the mentor attaining higher career
satisfaction and potentially greater productivity. Yet, there is a lack of research and
in-depth analysis of effective mentorship and its role in postgraduate medical edu-
cation. This chapter outlines different approaches toward mentorship and provides
the reader with basic concepts relevant to the effective and competent practice of
mentorship. The authors discuss the challenges that physician mentors and mentees
face, the organizational models of mentorship, the approaches and techniques for
mentorship, and the deleterious effects of mentorship malpractice. Our general
discussion touches on best practices for both the mentor and mentee to allow for
self-improvement and lifelong learning. The variety of applicable models makes it
difficult to measure effectiveness of mentorship in GME, but there is an ongoing
need for expanded research on the benefits of mentorship, as greater amount of
supporting evidence will likely incentivize organizations to create mentorship-
friendly policies and support corresponding institutional changes.

Keywords: Mentorship, Postgraduate medical education, Graduate medical
education, Professional development

1. Introduction

Mentorship is the bidirectional partnership between a mentor, who acts asa
guide or teacher, and a mentee, who acts as a learner. In graduate medical educa-
tion (GME), mentorship serves to enhance mastery of curriculum content and is
important in conveying various non-clinical aspects of training like professional-
ism, networking, values, clinical judgment, and other soft-skills that are not easily
taught in a structured curriculum format [1-3]. This is an often overlooked aspect
of personal and professional trainee growth process, as this chapter will outline in
granular detail.

Mentorship is important for a variety of reasons, including the ability of participat-
ing parties to develop opportunities in education, personal growth, and professional
support [4]. Because it is not a strictly defined process, mentorship may appear
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somewhat ambiguous to participants. As such, mentorship is not to be confused with
advising, coaching or sponsorship [5]. Advising is a system in which one party offers
advice and guidance to another party. This is often an administrative task to help ensure
the ‘advisee’ is on track; thus it tends to be a unidirectional exchange [6, 7]. Sponsorship
typically involves a well-connected individual advocating for the career advancement
of aless established individual. Similar to advising, it is a primarily unidirectional
relationship [8]. While mentors may also engage in sponsorship, the two concepts are
definitionally distinct while having the potential for synergistic interaction [9, 10].
Mentorship, which is based largely on the difference in experiences between
individuals at various stages of their careers, creates a space to “flatten” the vertical
hierarchy that governs medical education and offers an opportunity for a more hori-
zontal exchange of information and perspectives. While mentorship is not a new
concept or practice in medicine, the analysis of effective mentorship and its role in
addressing modern challenges in postgraduate medical education is relatively new,
and an area that clearly warrants more investigation [11]. The goal of this chapter
is to outline different approaches toward mentorship and provide the reader with
basic concepts relevant to effective and competent practice of mentorship.

2. An overview of benefits of mentorship

Mentorship can be used as a tool to improve outcomes, professional transitions,
research productivity, recovery from burnout, and can even teach resilience. The
role of mentorship in easing the transition from being a medical student to becom-
ing a practicing clinician has been demonstrated in several studies [12-15]. Similar
to medical students entering into residency training, nurse practitioners experience
a similar transition and ‘reality shock’ when they move to a full-time hospital posi-
tion [16, 17]. Of importance, a negative experience during this transition can have
significant impact on preventing individuals from reaching their potential and may
cause some to even leave the profession. The dichotomy between expectations and
reality, along with increased responsibility, can take a toll as individuals navigate
their new roles. When mentorship is utilized to ease such transitions, confidence
and competence of mentees may increase [18, 19]. It may also be reasonably
expected that mentorship-based interventions may produce a number of beneficial
effects, including decreased burnout and turnover [18, 20-22].

3. Mentorship and burnout

Based on the above observations, it follows that mentorship is an emerging tool
in combating burnout. In fact, residency training is the stage where physicians are
most vulnerable to burnout [23-26]. The annual cost of burnout-related medical
errors and workforce turnover is estimated to be $4.6 billion excluding the emo-
tional cost of these errors to patients, families, and physicians [23, 27, 28]. Burnout
is largely due to work demands, personal relationship strain, lack of rest/sleep, and
high levels of responsibility [29-31]. Residents who have experienced burnout iden-
tified mentorship from colleagues and attendings as an important part of recover-
ing from this insidious condition [23, 32]. Additionally many of the factors related
to burnout are ubiquitous to residency and by implementing peer mentorship from
more advanced residents, programs have been able to normalize the intern experi-
ence and minimize difficulties, while promoting resilience and wellness in these
vulnerable groups [33, 34].
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4. Mentorship and academic productivity

It has been shown that mentees generate more peer-reviewed publications,
receive more grant funding, report greater career satisfaction, and are more likely to
be mentors themselves [8, 35, 36]. Mentees are also likely to achieve faster academic
promotion and have greater faculty retention [37, 38]. Despite these benefits,
the number of physicians engaged in academics and research is decreasing, the
proportion of NIH-funded principal investigators over age 60 is increasing, and
it is becoming more difficult for early-physician scientists to find mentors [37].
Furthermore, the expectations of physicians at the conclusion of their training are
extensive, and include proficiency in clinical, teaching, scholarly, and administra-
tive duties [39-41]. Mentorship is a means for mentees to develop soft skills such as
written and verbal communication, team building, leadership, professionalism, and
various other nontechnical skills — items that are often not included in our standard
curricula or overlooked during training [39]. In addition, mentees benefit from
professional coaching, emotional support, and networking opportunities provided
by mentors [42], and mentorship meetings that include discussions of wellness,
mindfulness, and coping skills add further benefit to participants [22, 43-45].

5. Mentorship and mentors

The many benefits of mentorship outlined above are not just limited to mentees.
Of importance, mentors are also more likely to report higher career satisfaction,
greater academic productivity and publications, personal gratification, and renewed
passion for medicine [46, 47]. It is not uncommon for attending physicians to experi-
ence “monotony” of their everyday routines — a factor that undoubtedly contributes to
burnout [48, 49]. Within this broader context, the opportunity to interact with enthu-
siastic trainees and seeing medicine from a fresh perspective can be both refreshing
and rejuvenating [50, 51]. Furthermore, mentorship is a way to extend one’s legacy by
supporting the professional longevity and acumen of the next generation of physi-
cians [37]. Itis in the best interest of society to train compassionate and competent
physicians, and among the most important aspects of long-term sustainable develop-
ment is the fostering of mentorship as an avenue of transmitting experience-based
skills, knowledge, and the very important ability to self-reflect and embrace self-
improvement [52]. The field of medicine is evolving rapidly, and physicians further
removed from training may benefit greatly from knowledge of new approaches,
schools of thought, technologies, and other trends shared by their mentees.

6. Mentorship and gender

Mentorship is important in guidance regarding setting and managing expecta-
tions for daily practice and career trajectory. As such, it is a very effective method
for achieving better professional outcomes and retention. This type of intervention
is especially needed to address women leaving medicine, a trend that is increasingly
costly and dangerous for the medical system and patients. Of concern, nearly 40%
of women physicians decide to pursue part-time work or leave medicine altogether
within six years of completing residency [53]. Among reasons for this phenomenon
are discrimination, salary inequity, and harassment, but the main challenge to
women in medicine continues to be the difficulty of balancing work with fam-
ily demands [54-56]. While systemic changes, such as expanded parental leave
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policies, need to be made to ease this tension for female physicians, mentorship is
one of many tools that can help. Mentorship provides an avenue for women (and
men) to come together and discuss the real challenges that women face in medi-
cine, help younger trainees manage their expectations, and may ultimately yield
increased research projects to create useful solutions [57-59].

There are important additional gender-specific considerations. For example,
research shows that it may be more challenging for women to find mentors [42]. One
proposed reason for this is the lack of availability of mentors with similar back-
grounds and/or experiences. For example, there are fewer women mentors available
to mentor surgery residents [60]. This is not only due to the relatively fewer women
in the field, but also due to the additional unique time pressures in personal life faced
by women surgeons [61]. Similar considerations apply to other male-dominated
disciplines where there is already a lack of female mentors, and women in those fields
often do not have the time to commit to mentorship due to competing priorities and
external demands [62, 63]. Women may also feel somewhat uncomfortable reaching
out to male mentors due to gender dynamics [64]. It naturally follows that the paucity
of female mentors in certain areas is deleterious to diversity in the medical profession,
since it has been noted that specialty fellows-in-training consistently indicate that
they chose their subspecialty largely due to having had a mentor in the field [42].

As a consequence, without sufficient representation of female mentors in
subspecialties, fewer women have the support and the opportunity to enter those
fields, which ultimately perpetuates the cycle of exclusion. Institutional support
such as dedicated time for mentorship could be a helpful factor in increasing
numbers of female mentors. It is also harder for individuals from underrepresented
groups to find mentors [65, 66], and despite the best intentions the experiences of
microaggressions or outright bias continue to occur [67, 68]. Peer mentorship has
been especially helpful in bridging this gap for underrepresented minority trainees,
since successive classes of trainees have been increasingly diverse [69, 70]. Due to
the uneven opportunity for organic mentorship, formal mentorship programs have
also been important to ensure fair and equitable access to mentors. In summary,
there continues to be an unmet need for mentors, with large numbers of residents
and other medical trainees reporting that they wish they had mentors or that they
had difficulty initiating a mentorship [42, 71]. This crisis is negatively affecting the
medical profession and requires urgent and durable resolution.

7. Organization of mentorship
7.1 Senior mentorship

The senior mentorship model is the traditional mentorship model in which the
mentor is a well-established faculty member who can provide guidance informed
by personal experience and professional connections [72]. Senior mentors are well
positioned to serve as sponsors and can provide mentees with more opportunities
for professional advancement. A major barrier to the success of this type of rela-
tionship is the presence of an institutional hierarchy — and thus power gradient(s)
- that insidiously influences all interactions between mentor and mentee [73-75].
The power dynamic results in mentees feeling uncomfortable showing vulnerabili-
ties, speaking honestly, and challenging the mentor when appropriate [75, 76]. It
also can lead mentees to overextend themselves in a pursuit to meet their mentors’
expectations, which ultimately may degrade the relationship [77]. Finally, there
is much less diversity among senior attendings, thus limiting the diversity among
available mentors.
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7.2 Peer mentorship

Peer mentorship is a very successful approach that facilitates access to mentor-
ship experience for individuals early on in their careers, thus increasing the likeli-
hood that they will continue to serve as mentors throughout their career [67]. It
also eliminates a certain level of formality and hierarchical barriers that exist in
traditional mentorship relationships, thus providing a more flexible and relaxed
environment. For example, it is not as daunting to reschedule a meeting with a
peer as it may be to do the same with a senior leader. In various studies, residents
have noted that it is easier to go to a peer resident mentor than to a faculty member
[78]. This is potentially due to increased approachability and lessened fear of being
criticized or judged.

Peer mentorship has been especially successful for underrepresented minority
students who may experience cultural challenges in medicine, especially when
there is a lack of representative attendings or faculty mentors [79, 80]. Connecting
residents at different levels of training addresses some of the barriers to diversity
in mentorship. Beyond technical skills, there are certain ‘unspoken rules’ that
residents must pick up in the hospital and postgraduate environment. Having a
peer mentor can help assuage this discomfort and facilitate learning these unspoken
rules and expectations, especially related to being a minority in medicine [67]. The
peer mentorship model helps both parties gain confidence, connect with colleagues,
broaden professional networks, and can be a powerful tool for experience-based
knowledge sharing between senior and junior residents [67]. Such peer mentorship
programs have been implemented successfully for residents and staff from under-
represented minority groups [67, 81, 82].

The peer mentoring model is also an effective way to build a growing cadre of
female mentors — a factor important in addressing some of the gender-based issues
associated with male predominance across certain medical disciplines [83, 84]. The
increased flexibility of a peer-based mentoring approach makes it more attractive
for female residents to mentor each other and can make mentees feel more at ease
by eliminating the hierarchy.

7.3 Individual model

Also known as one-on-one mentorship, this is a more traditional approach in
which there is one mentor and one mentee, usually working together in a long-term
professional relationship. The primary advantage of this model is the opportunity to
invest deeply in a single, more dedicated relationship [85]. However, because time
constraint is a concern for many mentors, it is important to note that weekly and
monthly meetings were both shown to have equal success rates, which may make it
easier for individual mentors to commit to more mentees [86]. A significant draw-
back of this method is the lack of diversity offered from a single mentor.

7.4 Group model

Group, ‘team-based, or ‘multiple-mentor’ model is an approach where a mentee
has several mentors, each facilitating growth in different, often complementary
areas [87, 88]. This method allows for more diversity in both content and perspec-
tives; however, it is possible that mentors and mentees are more likely to develop a
more superficial bond through this practice. This model also puts a higher burden
on mentees as they must coordinate logistics and time-manage multiple mentors,
all while requiring less time from individual mentors. Furthermore, as discussed
pre previous sections, it can be difficult to find one mentor, let alone multiple,
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Pros Cons
Mentor Senior Model Greater potential for Lack of diversity amongst available
Identity sponsorship attendings
Mentor conveys more Barriers to open discussion due to
collective experience, insight, hierarchy
and wisdom
Generally better for
professional guidance
Peer Model Fewer barriers to open Potentially less sponsorship and
discussion due to diminished fewer networking opportunities for
sense of hierarchy vertical career progress
Less formal, More flexible
Fresh memory of institution
specific advice
Can be cathartic for mentor
Generally better for emotional
guidance
Structure One-to-One Potentially more rewarding for More time consuming
Mentorship mentors Less diversity in presented
Mentee tends to model perspectives and more limited areas
mentor’s path and behavior of focus
making it easier to attribute
success
Fewer people for mentees to
meet with
Group/Multiple Less time strain on mentors Limited discussion breadth with
Mentorship More collaborative and diverse each mentor

network reinforces the team
based care model

Mentee gets guidance in more
areas

Potentially less feeling of
investment in mentorship
Increased time strain on mentees

Senior mentors provide more experience and connections but have limited availability and less candid conversations.
Peer mentovs provide less formality and more candid discussion but offer fewer career progress opportunities. One-to-
one mentorships provide the opportunity to develop deep relationships but can be more time consuming for mentors
and provide less diverse perspectives to the mentee. Multiple mentorship reduces the strain on mentors, and offers
more diverse perspectives, but increases the logistical work for mentees. All combinations of mentorships organization
outlined in the table can be adapted to a virtual environment which can potentially lead to larger and more global
mentorship programs.

Table 1.

Mentorships include either a peer or senior mentor and either a one-to-one or multiple mentorship structure.

so supply of mentors remains a major limiting factor. A version of multiple mentor-
ing is a ‘team-based’ approach in which the various mentors communicate among
themselves in order to facilitate more efficient mentoring of an individual mentee
[78]. A summary of commonly employed mentorship models is provided in Table 1.

8. Approaches and techniques for mentorship

8.1 Micromentorship

Micromentorship is a model proposed by Waljee, et al., in which the mentorship
relationship changes based on goals, and focuses on frequent, brief, informal com-
munication and feedback, targeting improvement in very specific areas [89]. This
is better suited to younger generations who have grown up in the technology era,
as it has been shown that they are more purpose-driven, show preference toward
collaboration and horizontal/flat social structures, are more focused on end product
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deliverables, and above all are accustomed to instant access to information [89]. It
also provides benefits to the mentor — primarily because time constraint is a major
concern — by decreasing the amount of time set aside for mentorship meetings.
Under this paradigm, a simple intervention such as a quick text message, email, or
phone call may be sufficient to meet a particular mentee’s needs and expectations.
The micromentorship model can be adapted and scaled to include the increasingly
virtual social interaction landscape, with informal meetings, which typically involve
less planning, and the ability to more readily connect people across the globe.

Micromentorship is highly compatible with the group mentorship model in
which a mentee has many mentors, all focused on providing guidance in diverse
areas. This also prepares the mentees for more effective participation in modern
team-based medicine approaches, addresses some issues of isolation among resi-
dents, and strengthens the feeling of community [39]. This model also empowers
mentees by reducing the effects of the hierarchical structure of the traditional
mentorship model and by eliminating a level of formality which, within the medical
system, can be very beneficial to sharing knowledge, experience, and bidirectional
feedback. By providing trainees with a greater stake in their community and collec-
tive decision-making, institutions will likely reduce attrition and improve retention
of talent at the same time.

8.2 Adapting Maslow’s hierarchy of needs to mentorship

Maslow’s Hierarchy of Needs is a general principle stating that foundational needs
must be met before higher level developmental processes like self-actualization can
be met. Hale, et al., adapted this hierarchy to help tackle the issue of burnout among
medical residents and to address critical wellness issues [90]. In their model, mentor-
ship is placed at the highest tier as a method of accomplishing self-actualization.
However, this model could be reasonably expanded to view mentorship as a tool to
address various levels of needs rather than just self-actualization (Figure1).

For example, when initially setting general goals for the mentor-mentee
relationship, there should be a discussion of where to focus efforts so that the
needs can be optimally met. If the mentor and mentee agree to emphasize well-
ness, then implementing reflection and wellness check-ins during regularly
scheduled meetings could address the corresponding domain components
[91, 92]. Implementation of reflective practices may help emphasize wellness,
with benefits in both mental and physical health domains [92-95]. Mentorship can
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Figure 1.

Remapping Maslow’s Hierarchy of Needs to represent general focus areas of mentorship. Mentorship practices
can focus on fostering a sense of belonging, esteem, self-actualization, safety, and improving physiologic
conditions.
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target self-actualization through discussions about professional identity or career
mapping. Building of one’s esteem can be accomplished by treating each other
with respect and fairness and working on various projects (including research)
together to reinforce the value that each member of the team adds to the final
outcome [96, 97]. The general domain of “safety” can be addressed by exchanging
advice on practical life matters, including financial topics, as well as having candid
conversations about personal boundaries [97-99]. While this framework is not
universally applicable across all mentorship relationships, it may help in setting
goals and creating actionable items for the pair to work on. This model also works
very well with the ‘multiple mentor’ model, where different mentors could be
responsible for addressing different aspects of the mentee’s growth. This method
could also be helpful in addressing the need for diversity within a mentorship
team; for example, matching a female mentor with a female mentee to discuss
work-life balance or wellness [77].

8.3 Intentional mentorship

Prior to engaging in mentorship, mentors should reflect on their own education
and experiences at various levels of training [100]. They should identify what skills,
behaviors, or thought patterns they found helpful and formative. They should
reflect on good advice given to them by their own mentors or colleagues. Do they
remember how they felt as a student, so they can understand what (and how) the
mentee is experiencing? What were elements of successful mentorships and profes-
sional interactions that they have had? What do they wish they had been taught?
What characteristics do they hope their own doctors possess? What do they hope
for the future of medicine? What do they want to pass on to the next generation?
Mentors should use this thought exercise to inform their mentorship technique and
goals. They should revisit their answers regularly to ensure they are staying on track
and mentoring with intention [34, 101].

8.4 Motivation and life-long learning

Among key benefits of a fruitful mentor-mentee relationship is the generally
higher intrinsic motivation among mentees [102]. This is important because intrin-
sic motivation is positively associated with ongoing focus on self-improvement and
life-long learning. Thus, measures to increase intrinsic motivation amongst medical
trainees could have positive implications for one’s entire career. Opportunities that
support autonomous learning were shown to cultivate intrinsic motivation, which
could be implemented in mentorship. For example, the mentor could invite his
or her mentee to conduct research and present information on any topic of their
choosing. This, in turn, provides the mentee with valuable skills related to self-
directed, independent work.

8.5 Division of responsibilities between mentor and mentee - best practices
8.5.1 Mentee responsibilities

Mentees must enter into a mentorship knowing that the onus of cultivating
the relationship rests primarily on them [77]. First, they must identify a potential
mentor with consideration of personality fit, field of expertise, career and life

experience, and professional network. In the absence of an organized mentor-
ship structure, the mentee should initiate contact and set up a meeting to discuss

52



Mentorship in Postgraduate Medical Education
DOI: http://dx.doi.org/10.5772/intechopen.98612

the viability of a potential mentorship relationship. If both parties agree to move
forward, a series of meetings should outline the general goals of the mentorship,
specific goals and topics of interest, frequency and type of communication, as well
as various work and learning styles [77]. Both parties should consider outlining
expectations for the relationship and for each other — something discussed in more
detail in a subsequent section on mentorship malpractice. After that, general and
specific goals can be set, optimally in an orderly, well-outlined fashion.

The mentee must come to subsequent meetings prepared with discussion points,
including challenges that they seek guidance on, as well as the status of any projects
they are working on with their mentor. Optimally, they should leave the meeting
with a list of ‘action items’ to complete by the next meeting, as well as a mutually
agreed date for the next meeting. Mentees should seek feedback at regular intervals,
frequently enough to ensure continuity of experience. Feedback should encompass
mentee-specific goals and objectives. Some guiding questions to help evaluate the
relationship include [103]:

* To what extent has the mentor helped build confidence and satisfaction within
profession and career?

* Dol feel that my mentor is focused on my performance, career development,
and personal well-being to the extent that I expect?

* Are our meetings productive and driven by outlined goals?

* Dol feel that our conversations are kept confidential?

* Am I comfortable disagreeing with my mentor and expressing my opinions?
* Am I encouraged to give feedback to my mentor?

* Are we considerate of each other’s time?

* Does my mentor motivate me to excel?

* Is my mentor open to hearing new ideas and perspectives?

* Do I appreciate and show gratitude towards my mentor?

* Dol follow through on commitments made?

* Do we meet on a regular basis?

* Dol feel valued as an individual and feel like I am encouraged to give feedback
to my mentor?

Evaluation of these answers could be on a graded scale from 0 to 5 as suggested
by Wadhwa, et al. [103]. In terms of attitude, mentees should be generally apprecia-
tive and show gratitude for their mentor’s time. They should be honest about their
limitations, take initiative, follow through with tasks, take risks and be willing to
leave their comfort zone [77]. They should be eager to learn from their mentors and
show respect in all interactions.
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8.5.2 Mentor vesponsibilities

In order to ensure high quality of mentors and excellent mentee experience,
involvement in a mentorship program must be voluntary, otherwise an advising-
type relationship tends to emerge [86]. While there could be incentives such as
dedicated time for mentorship in more academically-oriented institutions, mentors
have to be willing to engage for personal reasons. Likewise, mentorship pairs must
not be imposed but rather mutually chosen [78]. Most mentees choose mentors
based on personality/style rather than academic achievements.

Before mentoring commences, individuals should reflect as outlined in the
intentional mentoring section above. Mentors should also be aware that the best
indicator of a successful mentorship relationship is when mentees feel that their
mentors are invested in their day-to-day progress [104]. Among the most common
reasons for mentorship failure is ‘mentor neglect, thus mentors must be effective
communicators to minimize this threat [104, 105]. For example, one way to avoid
neglect is to communicate effectively if meetings need to be cancelled and even
give a clear message that mentorship might not be possible under a specific set of
circumstances or conditions; leaving mentees in suspense is the primary mode of
neglect and is largely avoidable. Another common threat to the success of mentor-
ships is the power dynamic and negative impacts of hierarchy (e.g., ‘the power
gradient’) within the relationship [106, 107]. To mitigate the above issues, mentors
need to clearly indicate that mentees should avoid engaging in activities or projects
that do not align well with their interests, skill set, or capacity to complete. This may
be challenging for mentees because of the above-mentioned ‘power gradient’ and
potentially mentee concerns of appearing ungrateful or unappreciative for opportu-
nities offered to them.

To help optimize mentor-mentee interactions, mentors should make efforts to
make routine information exchange less formal and to reduce either the presence
or the appearance of hierarchical barriers. For example, mentors could preface the
mentorship with statements of support and encouragement, while emphasizing
that the ultimate signs of strength, maturity, and leadership include the ability to
self-assess, know when to seek advice or help, and estimating one’s ability to take
on more work. A mentor should also inquire early on about the mentee’s preferred
work and motivational styles [77]. There should be mutual awareness of reasonable
expectations, comfort levels, resources and generally speaking support (e.g., both
in terms of resources and encouragement). At the same time, a balance should be
struck between the amount and relative proportions of encouragement, support,
and praise. Imbalance among those three factors may lead to mismatched expecta-
tions (e.g., praising poor effort will likely be counter-productive).

Throughout the entire mentorship process, mentors should embrace opportuni-
ties for mentees to engage in reciprocal teaching. This both enhances the mentee’s
teaching (and leadership) skills and provides the mentor a fresh perspective on
mutually relevant topics. This input can be solicited, for example, by asking a men-
tee a question about technology or changes to medical education. Mentors should
embrace their commitment to life-long learning and regularly and frequently
seek feedback about their performance as a mentor and the effectiveness of the
mentorship on the whole. Other factors in creating a successful mentorship include
implementing micro-motivational behaviors as well as awareness and avoidance
of exposing mentees to unintentional microaggressions [108, 109]. In terms of
their general approach, mentors should keep an open mind and be eager to learn
from their mentees [77]. They should treat mentees with respect and view them as
valuable colleagues. Mentors should be honest with mentees while at the same time
exhibiting patience and generosity (Figure 2).
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Mentees bear the majority of work in mentorship and have the responsibility for cultivating the relationship;
however, actionable items for both mentor and mentee can help facilitate a successful relationships. Having
clearly defined tasks and responsibilities increases likelihood of success [86].

8.5.3 Mentorship malpractice

Mentorship malpractice is an important topic within the overall context of
this chapter. It is critical that both mentors and mentees understand the scope of
their mentorship relationship, and that education regarding manifestations of “bad
mentorship” is provided to all stakeholders. For example, Chopra, et al., grouped
mentorship malpractice into active and passive types [110]. The authors further
categorize active mentorship malpractice into three subtypes — the hijacker who

takes hostage a mentee’s idea, project, or grant, often for self-gain; the exploiter who
torpedoes a mentee’s success by saddling them with low-yield activities; and the pos-
sessor who dominates the mentee across various areas of collaboration [110]. Passive
mentorship malpractice can be divided into the following three subtypes - the
‘bottleneck’ mentor who is preoccupied with own competing priorities and does not
have the bandwidth or the desire to attend to mentees; the ‘country clubber’ mentor
who focuses on conflict evasion and avoids difficult but necessary conversations;
and the ‘world traveler’ mentor who spends little to no time or effort on mentoring
while often exploiting the mentee for self-promotion [110]. In addition to educa-
tional efforts, more formal ‘mentor-mentee agreements’ may help enforce account-
ability within the overall relationship [111]. Finally, active prevention of mentorship
malpractice requires mentees to be proactive, including the establishment of a
‘mentorship team, setting boundaries, communicating needs, knowing when to
walk away, and not being complicit by facilitating negative mentor traits [110].

9. Challenges to mentorship
It is generally accepted that physicians at all levels of training carry tremendous
amounts of responsibility and face significant time constraints due to multiple

competing clinical and non-clinical priorities [112-114]. A major concern among
potential mentors is the time commitment required for a successful mentorship.
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This is a valid concern, and while new approaches to mentorship like ‘micro-
mentorship’ and group mentorship provide avenues to lessen the time demand,
mentorship is still an added responsibility. Consequently, it is up to the individual to
evaluate if the benefits of mentorship are worth the time commitment [2, 115, 116].

10. Modern-day challenges to traditional mentorship in postgraduate
medical education

While mentorships and mentor-mentee relationships may have been less
structured in the past, they have always been crucial to most training and educa-
tion. There may be specific factors in today’s clinical practice which impede one’s
ability to mentor effectively. We have already mentioned time constraints as one
barrier, and in order to preserve and improve mentorship in post graduate medical
education there is a need to identify in what ways time constraints, particularly in
the modern day, may be more of a barrier than before. The dawn of the electronic
health record has certainly made many aspects of clinical life easier and more
efficient. Still physicians may spend more time in front of computers, in cubicles
and offices than out on the wards where the traditional “paper charts” would be,
and hence render themselves less accessible to potential mentees. Notes used to
be briefer in the past when they were hand written and more time may have been
spent with students and trainees to nurture potential mentorships. Electronic
health records also bring with them more “tick boxes”, asynchronous tasks and time
spent on “filing” [117-119] which further could tighten existing time constraints.
Additionally, the shift in employment of physicians by hospitals rather than being
self-employed, along with the increasing administrative burden [120], highlights
the need for “protected time” for teaching physicians to help promote and facilitate
mentorship [121]. Non-physician managers may be less likely to understand the
value of mentorship in medical training and may be more likely to be focused on
optimization of clinical and financial efficiency. Another factor to consider could
be the growing number of non-physician practitioners providing care and services
in hospitals in the U.S. Where a medical or surgical team decades ago would most
likely only have consisted of physicians at different levels of training, seniority and
status, along with medical students, modern medical teams are much more diverse.
Today a medical or surgical team is more likely to consist of a mix of physicians and
non-physician practitioners. Given that the attending physician and the advanced
practitioner are working together permanently over years and the trainee is only
“rotating” through, he or she may feel more as an outsider, potential mentors may
appear less available, and the landscape in which the mentee is navigating, may,
in some ways appear more complex and intimidating. Physicians may actually be
spending more time and resources mentoring non-physician practitioners and
entrusting them with projects simply because of continuity. There is however little
research into the effect that the growing number of non-physicians employed by
hospitals have on training and mentorship, and more research into this topic may
be beneficial. If the necessity of the mentor-mentee relationship in medical training
could be elucidated, and robust data presented regarding positive outcomes with
regard to diversity, retention of female physicians in the work place, and prevention
of burnout, both for mentees and mentors, non-physician managers may see the
benefits of more protected time to facilitate such relationships. Hence, it could be
argued, that time set aside where faculty members are protected from clinical and
administrative duties, in order to mentor physicians in training, may be an emerg-
ing and growing need in today’s healthcare system.
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11. Mentorship in the era of COVID and beyond

The coronavirus disease 2019 (COVID-19) pandemic has certainly also posed its
own challenges to medical education as a whole [122]. Over the last year students
over several fields, not just medicine, have been kept out of class rooms and auditori-
ums and have been unable to congregate in student lounges, libraries, cafeterias and
other places where healthy academic discussions may occur [122]. This is equally true
for residents and fellows as well as medical students. Potential mentors are simply
less visible and may be less accessible and overall harder to approach in the era of the
pandemic. Research mentorships have also identified barriers specifically related to
COVID-19, such as transitioning research forums and groups to virtual platforms,
adapting the mentorship relationship to video conferencing platforms if needed and
providing virtual research opportunities [123, 124]. It may also prove particularly
valuable to consider promoting more mentor-mentee meetings in a time where social
distancing and avoiding larger gatherings are mandated, given that this involves a
two-person team only in most cases. Additionally the pandemic has opened the door
for virtual gatherings through video conferencing platforms, which can include many
of the advantages of a “face to face” meeting, while allowing for relationships to
transcend geographical boundaries [125], a benefit which may outlast the pandemic
itself. Mentorship may also be redefined given the already high burnout rate among
physicians and trainees, even before the pandemic [126], to include not only aca-
demic support, but also emotional support and support of broadly defined ‘wellness
measures’ through mutual compassion during a stressful time [123].

12. Challenging the traditional mentorship model

Modern day challenges to traditional mentorship in postgraduate medical educa-
tion could be overcome by either addressing the challenges themselves or “challeng-
ing” the traditional model of mentorship. With more and more of the work that
clinicians perform requiring information-technology (IT) skills and constantly being
“up to date” with regard to the new features of medical software and EMRs, our
physicians-in-training may find themselves at a unique advantage. New graduates
from medical school would naturally be comfortable with IT skills and may also be
more likely to evolve and pick up ‘new tricks’ pertaining to EMR use, enabling them
to teach their mentors. This introduces the concept of “reverse mentorship”, where
the less experienced physician could help the more experienced physician gain con-
fidence and knowledge ultimately benefitting both the mentee and the mentor and
“leveling the playing field” [127, 128]. Reverse mentorship may help those physicians
with limited EMR knowledge or skills, lack of familiarity with modern electronic
research tools, and even virtual and video meeting and teaching sessions. In addi-
tion, reverse mentorship may also be beneficial to some of the gender specific and
ethnic barriers to mentorship mentioned earlier in this chapter. Female and minority
physicians-in-training could mentor their faculty members in modern challenges
which may be specific to females or minorities, ultimately increasing the understand-
ing of these important topics among predominantly white, male mentor pool. Reverse
mentorship may also be particularly relevant to postgraduate medical education dur-
ing the current pandemic. Traditionally senior physicians have more knowledge and
confidence in medicine because of decades of academic research and clinical experi-
ence. However, this advantage may be somewhat lost in the midst of a pandemic.

The rapidity with which COVID-19 infiltrated and shook the very foundation of
outpatient and inpatient medicine over the last year, made it important for physicians
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to constantly stay current on the newest guidelines for management and newest
evidence pertaining to COVID-19. Many experienced physicians were humbled and
may have found themselves receiving updates and tips from younger less experienced
colleges. A “group mentorship” model which potentially could include physicians,
advanced practitioners and nurse managers as well as hospital administrators as men-
tors, may improve the overall training of a physician-in-training mentee, and render
them more equipped to practice in a rapidly evolving healthcare system.

13. Premedical mentorship

Having discussed mentorship in graduate medical education, it is important
to emphasize that mentorship should not suddenly start during one’s residency
training. Optimally, long-term mentorship relationships may begin during under-
graduate years, especially once a future physician decides to commit to medicine as
a career. One of the challenges of being an undergraduate medical student is receiv-
ing proper advice and mentorship, especially regarding various expectations and
realities of modern healthcare. In this context, mentorship can be crucial in helping
set up a premedical student for future success. Deciding to apply to medical school
and gaining entrance into medical school can be difficult and anxiety-provoking
[129]. Mentors can help reduce that anxiety and provide insight into the realities
of a career in medicine. A mentor-mentee relationship can provide meaningful
information, experience and confidence to a premedical student.

Many premedical students lack knowledge about the medical field or about entrance
into medical school. Also, many of these students have no connections to individuals
in the medical field [130]. A well-organized premedical advising program would serve
students well by providing opportunities for direct mentorship by those in the medical
field. Such programs could take the form of longitudinal mentorship, one-on-one physi-
cian mentoring programs, or periodic educational sessions with physicians.

A mentorship program could allow premedical students gain assistance in
selecting undergraduate classes, completing medical school applications, crafting
personal statements, preparing for medical school interviews, preparing for the
medical college admission testing (MCAT'), choosing extracurricular activities,
understanding professionalism, developing leadership, or finding opportuni-
ties for research, volunteering or clinical experience. Mentorship programs can
provide essential support for those who come from disadvantaged backgrounds
or from groups underrepresented in medicine.

Having physician mentors can augment the advice of undergraduate premedical
advisors and provide essential networking opportunities, as well as clinical experi-
ences. Students can learn what a physician’s life is actually like and better under-
stand the skills needed beyond excellent grades and test scores. They can witness
real-life patient-physician interactions and communication [130], ask questions and
may even gain exposure to different fields of medicine.

In conclusion, having a mentorship program could be beneficial in multiple
ways to undergraduate premedical students. It would be a welcome resource if all
undergraduate institutions had a well-developed program and mechanism(s) for
assisting with the development and maintenance of mentor-mentee relationships.

14. Synthesis and conclusion

Studies have shown that rates of burnout and low motivation in residency can
be linked to specific factors, including lack of adequate mentorship [23]. Thus, it
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is essential to conduct necessary research and strategize how to best implement

key initiatives like mentorship programs so they are optimally effective and help-
ful in preventing burnout, disengagement, and loss of talent [23]. Within this
broader context, the intention, initiation and execution of mentorship all warrant
additional research. Mentorship has proven to be very beneficial, but because it is
implemented in a variety of ways and for a variety of purposes, its effects can be
difficult to measure. There is a great need for increased research on various benefits
of mentorship, as increased evidence will likely incentivize institutions to create
mentorship-friendly policies like protected time, which in turn would encour-

age more faculty to serve as mentors. Examples of measurable outcomes include
grants, publications, mentorship evaluations and awards, quality improvement
measures, academic advancement, career satisfaction and faculty retention [37].
However, intangibles such as stronger collegial relationships, enhanced learning
opportunities, and greater interprofessional engagement and awareness also need to
be examined in a more rigorous fashion [37]. These less tangible markers may lead
to greater fulfillment within the profession, less burnout and even better patient
outcomes. Formal, long term evaluation of the success of mentorship programs is
needed in order to measure the true costs, benefits, and institutional outcomes.
With a shift to pro-mentorship cultures, institutions and individuals could greatly
improve their outcomes and satisfaction within medicine.
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Abstract

The nature of provider-patient relationship (PPR) goes far beyond the simplified
paradigm of “chief complaints,” “clinical problems” and corresponding “therapeutic
solutions.” In order to more comprehensively explore the scope of PPR in the context
of leadership-based partnership (LBP), various factors and their contributions were
researched in terms of both the success and optimization of health-care interactions.
This is especially relevant to graduate medical education (GME) and advanced practice
(AP) training programs. There are numerous nuances to PPR, including various com-
munication, behavioral, ethical and leadership considerations. Body language and tone
of voice are essential in establishing rapport, beginning with the so-called ‘first impres-
sion, which serves as a foundation for developing the PPR. Health-care providers
(HCPs) with greater ability to empathize with their patients may achieve higher levels
of treatment adherence, better clinical outcomes, and ultimately increased patient
satisfaction. The inclusion of a patient as a co-leader and an essential member of their
health-care team (HCT) should be a natural step and a top priority for GME and AP
trainees. Such collaboration requires an open-minded approach by all stakeholders.
Finally, recognizing patient well-being in all domains, including physical, emotional
and spiritual, is critical to the holistic approach toward maximizing the benefits of
an optimal PPR. Same can be said about the HCP. In this chapter, we will explore key
aspects of PPR in the context of both the trainee and the patient being co-leaders
within the bounds of the LBP framework.

Keywords: graduate medical education, GME, advanced practice,
health-care provider, leadership-based partnership, provider-patient relationship
1. Introduction

Provider-patient interactions constitute a foundation upon which a durable
therapeutic relationship can be built. The same is inherently true for trainee-patient

interactions. Beyond some of the more superficial factors, patient-provider relation-
ship (PPR) has profound implications on numerous domains, from clinical outcomes
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Figure 1.
Word cloud depicting relative weights and frequencies of key terms reflecting the curvent chapter’ focus.

to treatment adherence and patient satisfaction [1-4]. In this chapter, we will review
existing evidence in this increasingly prominent area of leadership development,
focusing on PPR in the context of graduate medical education (GME) and advanced
practice (AP) training. More specifically, we will explore how the interplay between
professional (e.g., mutual respect, tone of voice, body language); personal (e.g.,
mutual empathy, focus on wellness); and leadership (e.g., flexibility, proactivity,
setting positive example) traits becomes central to optimal clinical outcomes, patient
satisfaction, and high quality of care [3-9]. Additional focus will be placed on the
importance of wellness, both on the part of providers/trainees and patients. For the
reader’s convenience, general themes from this chapter are summarized in Figure 1.

2. Methods

Research pertinent to this manuscript was performed via a comprehensive
literature search. Internet-based search platforms used during the preparation of
this manuscript included Google ™ Scholar, PubMed, and Bioline International.
Specific search terms included, but were not limited to, “advanced practice,”

» <« 9 <«

“graduate medical education,” “provider-patient relationship,” “care effectiveness,”
“care optimization,” “leadership,” “relationship,” and “wellness” Out of a total of
11,434,570 initial search results, we narrowed down our reference list to approxi-
mately 1,520 results highly specific to our intended area of focus. Out of that list, we

selected our current reference list of 134 literature sources.
2.1 Important concepts and definitions

Active listening — The practice of listening to a speaker while providing feedback and
conveying that one sees the speaker’s point of view and understands him or her [10].

Adaptive leadership — Based on the idea that leadership is a personal characteris-
tic independent of one’s position in a hierarchy, adaptive leadership entails the work
that practitioners do to initiate and sustain the patient’s own initiative in maintain-
ing well-being, therapeutic compliance and adherence [11, 12].

Adherence — The extent to which a patient continues an agreed-on mode of
treatment without close supervision [13].
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Advanced practice providers — A group of medical professionals that include
physician assistants and advanced practice registered nurses [14, 15].

Body language — The expression of thoughts and feelings by means of nonverbal
bodily movements, for example, gestures or facial expressions [16].

Empathy — A term that describes a process wherein a provider/trainee tries
to understand what the patient is feeling and experiencing, physically and
emotionally, and communicates that understanding to patient [17].

Graduate medical education — Also known as GME, is a system of postgraduate
medical training whereby medical school graduates participate in a step-wise,
long-term program to transition into practice within their intended specialties and
subspecialties [18].

Leadership-based partnership — A partnership that engages all stakeholders as
co-leaders to achieve a common goal or a set of common goals. It is distinct from the
more traditional patient-provider partnerships, which tend to be more paternalistic
in nature.

Motivational interviewing — A technique in which a person becomes a helper in
the change process and expresses acceptance of his/her client; a style of counseling
that can help resolve the ambivalence that prevents clients from realizing personal
goals [19, 20].

Patient-centric approaches — Approaches that emphasize patient needs
and priorities within the overall context of a therapeutic relationship and the
healthcare system.

Patient satisfaction — Indicator or set of indicators for measuring the quality
in health-care, including the overall performance of doctors and hospitals [3, 21].
More recently this has been evolving toward a more comprehensive term ‘patient
experience’ which encompasses a much broader set of variables and provides a
much broader context [22].

Servant leadership - Servant leadership is a leadership philosophy in which the
main goal of the leader is to serve, with focus on empathy, positive reinforcement,
selflessness, awareness, foresight and stewardship [23, 24].

Social determinants of health - Conditions in the places where people live, learn,
work, and socially interact affect a wide range of health risks and outcomes [25].

Telemedicine — The use of telecommunication in the delivery of health services
to enable provider—patient and provider—provider consultation despite geographical
separation [26, 27].

Thorough approach — The doctor/provider/ trainee is conscientious and
persistent [17].

Tone of voice — The quality of someone’s voice which expresses a mood or
emotion [28].

3. Discussion

Long-established as a positive modulator of health-care quality and effective-
ness, the importance of developing and sustaining a constructive and PPR cannot
be overstated [29, 30]. The PPR itself is a relatively complex and multi-factorial
concept, with contributing inputs from various closely inter-related domains,
including effective communication, mutual respect, empathy, good listening abil-
ity, body language, tone of voice, leadership skills, cultural awareness, conceptual
openness and joint decision-making, in addition to clear evidence of professional/
technical competency [5, 31-34]. It is therefore not surprising that, over time,

PPR became a key component and focus of medical school, GME, and AP training
curricula [35-40]. In the subsequent sections of this chapter, we will discuss various
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nuances and aspects of the PPR, focusing specifically on the importance of adaptive
leadership in the overall framework of therapeutic effectiveness, long-term sustain-
ability, and LBP [11, 38, 41].

3.1 Body language and tone of voice

During a health-care visit, whether with physician, trainee, or AP provider,
it is important for the patient to feel comfortable, respected and listened to [42].
The focus should be on developing and sustaining a PPR that is based on mutual
trust and the ability to relate with one another, utilizing primarily patient-centric
approaches (PCAs) [43-45]. This helps facilitate the development of interpersonal
respect and a bond (also known as a rapport) between the individuals involved
[45], optimally resulting in the emergence of a LBP.

It is well known that a first impression, or the intuitive opinion of another
person, can be formed in a matter of minutes based on appearance, body language,
and tone of voice [17, 46]. Although it is not always accurate or correct, it none-
theless creates a basis for further interaction and relationship growth. The first
essential tool is body language, which can be defined as “the expression of thoughts
and feelings by nonverbal bodily movements” [16]. The second is tone of voice,
including word choice, defined as the quality of someone’s voice with which one
expresses a mood or emotion [28]. As a whole, nonverbal and verbal characteristics
are key to successful PPR, mainly because a negative first impression is difficult to
overcome [47].

There are certain techniques trainees in particular are encouraged to learn and
embrace in order to optimize the odds of a positive first impression. First, and
perhaps most fundamentally, they should study the patient’s medical records and be
aware of his/her name and reason for the visit. In doing so, the provider/trainee can
confidently enter the room properly addressing the patient, introducing themselves
with a first and last name, and making good eye contact with a firm handshake (of
course with a consideration of specific scenarios where such well-meant gestures
may not be culturally acceptable) [17]. Before asking the patient to explain their
reason for the appointment, the provider/trainee may consider inquiring about
other aspects of his/her life [17]. In addition to promoting openness and trust, such
questions may bring out important details about social determinants of health
(SDH) [48]. Omission of these simple and effective measures may cause the patient
to experience discomfort and distrust, causing them to neglect to share important
information with the HCP. After moving to address the patient’s chief complaint,
the provider/trainee should follow-up with increasingly more specific inquiries,
appropriately moving from broader to more focused questions that follow a logical
process. Appropriate expectations should be set along the way. This helps reduce
any misunderstandings and ensures that information is communicated and pro-
cessed in a controlled fashion. Taken together, the above approach helps facilitate
the relationship-building process and inherently promotes the impression of a
health-care visit as being both successful and meaningful.

It has been said that effective communication between a patient and a provider
is “the heart and art of medicine” when building a therapeutic PPR [49]. Atall
times, providers should be aware of, and pay close attention to, their verbal expres-
sions and word choices. Even though they have an extensive vocabulary of complex
clinical terms, it is possible to confuse and even scare the patient depending on how
medical information is delivered [50]. For example, when talking about having a
surgery to remove an anatomic structure, using the word “excise” or “resect” can be
easily misunderstood and using the phrase “cutting it out” sounds pain inflicting
[17]. Consequently, using the term “removing” could be less stressful for the patient
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while still conveying the main point of treatment. Also, during consultations, it is
important to take note of the general tone of the conversation (i.e., friendly and
engaged versus tense and business-like). Patients may perceive the interaction more
positively if the HCP has a more constructive and approachable demeanor about
the visit as a whole, including polite greetings and farewells and conversing about
non-medical details [51]. On the other hand, the emergence of tension during a
conversation can cause negative effects on patient satisfaction compared to a more
light-hearted but professional tone. Of course, the context of a conversation must
be respected, with matters of great impact being discussed at an appropriately more
formal but equally empathetic and sympathetic level. Thus, if a provider communi-
cates difficult diagnostic findings or therapeutic options through careful language
selection, a patient may still report a more positive experience [51].

In addition to the importance of different ‘verbal behaviors’ within the overall
PPR framework, ‘non-verbal behaviors’ may be just as important. For a provider/
trainee, noticing a patient’s non-verbal behavior can help better understand care-
fully hidden emotions, such as anxiety and/or fear [17]. For example, fidgeting
can reveal that the patient is anxious or may feel overwhelmed. Catering to his/her
needs via word choice by the HCP guides the patient to feel sufficiently secure to
calmly talk about their condition or other concerns. For patients, noticing that the
HCP has their arms crossed, frowns, or makes faces may indicate disinterest and
cause the patient to be equally closed off [52-54]. An HCP should incorporate eye
contact, attentiveness, body movements, and time conscientiousness in order to
make the patient feel as though he/she can be open while building the overall rela-
tionship [17, 55]. Gaining positive feedback from patients and doctors/trainees in
non-verbal behaviors (i.e., attitudes, gestures, expressions, etc.) is vital in order to
avoid confusion and misinterpretation which ultimately damages the rapport [55].

Finally, one must remember that good first impressions should not be taken
for granted and must be sustained [56, 57]. This often entails a considerable effort
over time. Consequently, PPR needs to be fostered with the long-term in mind,
including focused and ongoing efforts by the entire HCT to maintain appropriate
levels of communication, respect and trust. Most importantly, once a bad impres-
sion emerges, it is much more difficult to overcome when compared to the efforts
required in maintaining an ongoing and sustained positive relationship (and thus
mutual impression) [47].

3.2 Empathy is critical in provider-patient relationship

Within the past few decades, the idea has gained traction that maintaining a strong
PPR requires both the provider and patient to be empathetic and play equal roles as
co-leaders within the overall, multi-dimensional therapeutic interaction [58, 59].
Empathy entails the consideration of combined cognitive and affective components —
both very important aspects of a provider’s and a patient’s well-being [60, 61]. When
demonstrating cognitive empathy, HCPs should be able to recognize, reflect, and con-
sider a patient’s emotions, while affective empathy allows them to support a patient’s
mental state when they undergo similar feelings themselves [62, 63]. HCPs do not
need vast experience nor introspection about a patient’s emotions to truly relate;
previous studies have shown that empathy is a skill which can be both taught and/or
enhanced through specific interventions [63-65]. The latter is especially important in
the setting of medical, GME and AP education [66]. In fact, approximately two-thirds
of medical schools have been teaching these skills, in some form, since the mid-2000’s
[67]. Empathetic communication skills are a vital part of provider education, and are
powerful tools that enhance the understanding of the patient’s point-of-view, and over
time help build a robust LBP between the stakeholders.
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It is important to recognize that effective empathy in clinical care is best
facilitated in settings where the provider is neither overwhelmed nor affected by
burnout. The ability to adequately reflect and identify oneself with another person’s
feelings requires one to ‘slow down and take a deep breath. Stress from excessive
workload, antisocial behavior, unappreciated gender/cultural/racial differences,
failure to meet the patient face-to-face, and time constraints can manifest exter-
nally as lack of empathy, even if not intentional [67]. While there is no quantitative
way to measure empathy, certain actions will help psychologically improve patients’
perception of their healthcare experience and the overall provider quality. The
Accreditation Council for Graduate Medical Education (ACGME) recommends
that through effective listening, thorough explanations and counseling, and deci-
sions considering a patient’s information and choice, physicians (with emphasis on
trainees) will enhance the patient’s perception of the overall care process, experi-
ence, and will help create and maintain mutual trust [67]. By avoiding apathy
and any artificial barriers to patient-provider communication, HCPs are not only
showing active personal and professional leadership, but also facilitate the growth
and development of patient leadership, including the ability and the initiative to
maintain interest in self-care and long-term health prevention [68].

Providers and trainees utilizing consistent communications and fostering overall
patient comfort are more likely to achieve positive medical outcomes, including
patient satisfaction [68, 69]. Data show that physicians with high empathy scores
are more likely to have patients with good clinical outcomes, fewer complications,
and symptomatic improvement [70, 71]. In one study, researchers studied how
physician empathy affects diabetic patients using the Jefferson Scale of Empathy
(JSE), an instrument measuring empathy through a physicians understanding of
the patient’s pain and apprehension, and a willingness to help. The results showed
that patients whose practitioners had higher JSE scores were more likely to have an
improved hemoglobin Alc and cholesterol level [72]. Another study suggested that
patients with the common cold who highly rated their physicians’ empathy scores,
experienced overall ‘milder symptoms’ and were more satisfied with therapy [73].

Empathy can have direct positive influence on patients’ health and their percep-
tion of HCP support [74, 75]. In one study, patients and physicians completed a
questionnaire assessing their perceived emotional skills and quality of life. Results
showed that even when highly empathetic doctors share negative results, patients
with lower emotional skills experienced a primarily unfavorable impressions and
feelings [76]. Of note, patients with high emotional skills reported greater perceived
benefit from HCP empathy when hearing ‘bad news’ and not necessarily in a follow-
up consultation [76]. Accordingly, interventions to provide additional patient
support may be beneficial in cases where significant mismatch in emotional coping
skills exist within a particular PPR.

In cases where patient-perceived HCP empathy helps enhance overall stakeholder
experience and satisfaction, the therapeutic adherence also appears to be positively
impacted. In one study, more than 500 outpatients participated in a questionnaire
demonstrating that “information exchange, perceived expertise, interpersonal trust,
and partnership” were among factors greatly affecting their compliance [77]. This,
in turn, allows the HCP to actively enhance patient healthcare experience and asso-
ciated outcomes, and do so in a relatively shorter period of time [77]. Being aware
of the patients’ fears and emotions, as well as the practice of self-reflection has been
seen as a core competency for physicians and advanced practitioners, especially
those who are in training. Within this dynamic, patients will also play a critical role
in seeking help and following through on what is asked of them. Meanwhile, it is
very important that providers strive to avoid misplacement within their patients’
emotional milieu [78]. This approach, known as ‘clinical empathy’, has been
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suggested as an optimal way for physicians to maintain an emotionally healthy and
balanced PPR [78]. By trying to understand the inner experiences of a patient and
seeing ‘an individual’ rather than ‘a case, HCPs are taking on an active leadership
role by making empathy a key instrument for therapeutic effectiveness.

While the information regarding HCP empathy as it relates to patient outcomes
continues to be somewhat limited, studies have shown that medical empathy is
important to improve patient satisfaction, compliance, and level of anxiety/distress
[79, 80]. Simple word choices displaying empathy can have tremendous impact on
the perceived quality of communication. It is essential that HCPs maintain com-
passionate care during consultations, with active awareness of the positive power
of empathy, its ability to foster a meaningful connection, and a number of other
potentially beneficial effects.

3.3 Patient leadership

The first step in becoming an effective leader is taking the initiative [23]. To some
extent, patients assume a leadership role when they choose to seek medical care,
with preventive and long-term maintenance interventions being most impactful
manifestations of ‘patient as a leader’ [81-83]. Furthermore, shared decision making
between patients and their providers is critical to the effectiveness of any PCA [84,
85]. In one example, a recent study examined the involvement of patients in clinical
research, with an objective to foster greater patient involvement during pre-study,
intra-study, and post-study activities. Data were gathered based on a set of priori-
ties that consider the needs of patients during research related activities, defining
an engaged patient as an ‘expert’ participant [86]. The importance of active patient
involvement and self-directed leadership is most critical in the setting of oncology
clinical trials, with significant missed opportunities due to poor overall patient
enrollment or participation [87]. This is especially striking when one considers that
the proportion of patients partaking in clinical trials typically does not exceed 5% of
those with a diagnosis of cancer [88]. Consequently, encouraging patient leadership
and initiative is important to improving clinical trials participation and potentially
improving outcomes related to lack of active patient engagement.

Within the broader context of LBP, both patients and HCPs must remember
that only relationships based on mutual trust can be successful in the long run [89].
Such leadership-based approaches and considerations are especially important
when dealing with chronic health conditions and increasingly complex HCTs [90,
91]. It has been said that “the best follower is a leader-in-the-making,” and within
the long-term PPR these words become especially relevant [92]. Consequently, it is
important to persistently and consistently promote leadership qualities and behav-
iors within each and every PPR.

3.4 Patient wellness

The self-management of a patient’s health and well-being is a complex and
multifactorial issue [93, 94]. HCTs should approach medicine with a clear focus
on PCAs. In addition, it is important to maintain a holistic approach, with con-
siderations given to factors well beyond topics such as ‘medication compliance’
or ‘long-term follow-up’ [95]. It is therefore critical that pharmacologic therapies
appropriately balance biophysiological needs with highly individualized patient
quality-of-life considerations to achieve sustainably healthy lifestyle and long-term
well-being [96]. Finally, adequate self-reflection, deliberate mindfulness, focus on
mental health/hygiene, and non-judgmental approaches are required to achieve
optimal outcomes in this important domain [97-100]. HCPs should be well-versed
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with the above issues and topics, and there should be ample time devoted to patient
wellness as a core element of medical school, advanced practice training, and
graduate medical education curricula [101, 102].

3.5 Provider wellness

HCPs and trainees are inherently attentive to the signs and symptoms of
their patients, yet they often fail to properly tend to their own well-being [103].
Workaholism is all-too-prevalent among HCPs and is closely tied to burnout and
various associated adverse secondary health sequelae [104-106]. Consequently,
doctors and other members of HCTs should strive to preserve their own well-being,
thus ensuring that quality of patient care is not negatively affected by provider
burnout [107, 108]. The statistics of burnout in healthcare are staggering, with
reported incidence of 30-68%, depending on the area of professional training/
specialization [107].

From definitional perspective, burnout is characterized by the presence of 3
distinct manifestations: Emotional exhaustion (e.g., loss of enthusiasm for work
or feeling drained); Depersonalization (e.g., manifest as cynicism or a callous
approach toward others); and “Low sense of personal accomplishment” (e.g., a
perception of clinical ineffectiveness and a feeling that the work is no longer mean-
ingful) [109]. Medical students and trainees are among the most severely affected
groups, but no one in the healthcare industry is truly spared [109-111]. Among
physicians, high scores on the “Emotional exhaustion” and “Depersonalization”
scales are seen more frequently [112]. Within the established core competen-
cies, the ACGME places emphasis on professionalism, stating that residents must
demonstrate a “responsiveness to patient needs that supersedes self-interest” [113].
Medical providers who feel emotionally or physically ‘drained’ or are unable to
effectively recuperate outside of the workplace are less likely to achieve adequate
(and sufficient) personal fulfillment and well-being. Self-sacrifice prevails as a
part of professional identity as it applies to medical students and graduate medical
education trainees [114, 115]. In one randomized study, data was collected from
74 practicing physicians in an attempt to learn more about burnout reduction and
associated interventions consisting of a facilitated small-group curriculum. The
authors concluded that physicians felt more empowered and engaged at work fol-
lowing the implementation of such targeted intervention(s) [113].

3.6 Teaching of physician-patient interactions: the role of simulation

Body language, tone of voice, empathy, and the ability to perform patient tasks/
procedures competently are all critically important projections in regard to patient
interactions. The question arises as to whether such important concepts can be
taught and understood through simulation based medical education (SBME). The
answer is “yes” in the case of most HCPs [116-122]. The next question then arises as
to which is better, immersive or non-immersive simulation.

From definitional perspective, simulation generally refers to “noting or relating
to digital technology or images that actually engage one’s senses and may create an
altered mental state [123].” For the sake of this discussion, we will not include the
interviewing of standardized patients or the use of manikins, but confine ourselves
to digital technology. It must be acknowledged, though, that working directly
with a patient is the true, most valuable, real world experience [124]. The rapidly
changing world of SBME allows the opportunity to use digital technology in order
to create an environment where much can be learned and experienced in order to
minimize the chance for medical error or culturally inappropriate behaviors, to
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name only two of many possible use cases. More specifically, we will address the use
of immersive technology that uses virtual reality (VR), a ‘360-degree experience’
vs. images on a desktop computer, while noting that VR is clearly preferred to using
a desktop simulation. In a way of pre-simulation caution, instructors must be aware
that immersive VR technology can result in disorientation, nausea, headaches, and
difficulties with vision (i.e., cybersickness) [125].

Body language, tone of voice, taskings/procedures, and empathy can be taught
using both methods. However, considerable evidence is emerging that immersive
digital VR architecture works best [126-129]. At the same time, it is evident that
desktop non-immersive simulation can work better than regular lecture formats
[130]. Tanvir et al. found that VR-based simulation of patients with disability
allowed learners to perform better when compared to learners using a desktop
model (e.g., non-immersive simulation) as reflected by information recall regard-
ing the patient and the reduction in implicit bias [129]. Ventura, et al., performed
a memory assessment of participants in an immersive vs. non-immersive environ-
ment to explore memory assessment and found the data supported the use of
360-degree’ technology in the evaluation of cognitive function [128]. Additionally,
even behavioral counseling for primary care providers can be enhanced through the
use of VR as a learning tool [127]. Everson, et al., believe that cultural empathy is
an antecedent to cultural competence, and found that a 3D simulation experience
impacted empathy in a positive manner among nursing students who dealt with a
culturally and linguistically diverse population [126].

Any simulation, whether it is immersive, non-immersive, or real face-to-face
meetings with actual humans, that puts a learner in the “patient’s shoes” warrants a
dedicated educational effort [131, 132]. The exciting aspect of medical simulation,
whether with standardized patients, manikins, immersive VR, or non-immersion
desktop modeling, is that the instructor can mitigate the risks of anything ‘going
wrong’ when learners are actively engaged in a real-world situation. Immersive
VR, in particular, can be used in the pre-clinical arena to teach not only facts and
procedures, but also reduce implicit bias thereby increasing empathy; cultural,
physical, or otherwise. Finally, simulation may be a way to help providers maintain
readiness, especially in the setting of patient volume fluctuations where procedures
(e.g., cardiac catheterization) and protocols (e.g., trauma resuscitation) require
ongoing provider competency [133, 134].

4, Conclusion

Literature provides significant insight into the workings of physician-patient
interactions and PPR. In this chapter, key aspects of PPR and associated patterns of
interaction were described. It is well established that tone of voice, body language,
empathy, empowering patients to co-lead, encouraging patient wellness, and
fostering physician wellness can all positively affect the PPR, resulting in improved
patient satisfaction, adherence, and even clinical outcomes. While these aspects of
HCP-patient interaction were explored and documented, there still remain oppor-
tunities to study other factors, such as patient education and engagement of care-
takers and family members. To summarize, the authors of this chapter emphasize
that LBP can be a versatile tool in building a sustainable, long-term, positive, and
therapeutically effective PPR.
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The Impact of Coronavirus
Disease 2019 (COVID-19)
on Graduate Medical Education

(GME): An Exploration of
Behavioral Health Aspects
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Abstract

The Coronavirus Disease 2019, regularly referred to as “COVID-19”, has had an
unprecedented impact on not only the state of graduate medical education (GME)
for post-doctoral trainees, but also their well-being and welfare. Trainees comprise
approximately 14% of physicians in the United States. This crucial portion of
personnel in healthcare has irrefutably represented the resilience that personifies
the medical community. The prevalence of physical and emotional exertion by
these trainees, necessitated by the pandemic, has precipitated behavioral health
ailments like mood disorders including depression and anxiety, diminished satisfac-
tion in their corresponding specialties and impaired their ability to achieve balance
between professional and personal responsibilities. This excerpt examines the
pervasiveness of the adverse psychosocial implications the COVID-19 pandemic has
had on this susceptible practitioner population in addition to the examination of
physical and emotional exhaustion that exacerbate physician burnout including the
implementation of policies and procedures to address the emergent problem of phy-
sician burnout throughout the COVID-19 pandemic by the GME. Also, this excerpt
examines the adaptation of GME, including the reformation and implementation
of innovative policies and procedures that has incontestably created an imprint on
medical education for descendants of ACGME residency and fellowship programs
in the United States.

Keywords: ACGME, behavioral health, burnout, Coronavirus Disease 2019,
COVID-19, fellow, fellowship, GME, pandemic, psychiatry, public health, resident,
residency, safety, vulnerability, welfare, well-being

1. Introduction

A pandemic, by definition, is an epidemic of an infectious disease that has
progressed across a large region, for instance multiple continents, affecting a sub-
stantial number of people [1]. COVID-19 is caused by an infection with the severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2) virus strain, initially
isolated from individuals with pneumonia and a constellation of acute respiratory
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signs/symptoms signs and symptoms in Wuhan, China in December 2019 [2].
Signs and symptoms include: fever (71%), cough (80%), fatigue (62%), muscle
aches (61%), headache (46%) and shortness of breath (43%) in addition to loss
of taste or smell (32%) [2]. Approximately 93% of patients encountered a triad of
signs/symptoms including fever, cough and shortness of breath [3].

Initially, COVID-19 was identified in the United States in January 2020 and in
March 2020, the World Health Organization (WHO) affirmed COVID-19 as a pan-
demic [3]. About one year after the initial identification, approximately 92.7 million
individuals have been diagnosed as having COVID-19 worldwide [4]. As of January
2021, approximately 2 million individuals have succumbed to COVID-19 worldwide
[4]. Prior to the COVID-19 pandemic, the 2009 Influenza A (H1N1) pandemic
infected approximately 1.4 billion individuals worldwide and killed approximately
575,000 of said individuals [5]. The 2014 Ebola Virus Disease (EVD) pandemic
infected approximately 28,656 and killed approximately 11,325 of said individuals
[6]. In contrast, these figures pertaining to previous noteworthy pandemics that
were ultimately restrained, illustrate that the present pandemic is unparalleled,
particularly pertaining to mortality.

The pandemic incited a considerable response regarding cautionary and
counteractive measures by both state and federal administrations to address an
uptick in incidence including legislation like the Coronavirus Aid, Relief and
Economic Security (CARES) Act and the Coronavirus Preparedness and Response
Supplemental Appropriations Act [7]. At $2 trillion and $8.3 billion respectively,
they were to help expand assessment for COVID-19, vaccine research and PPI
procurement [7]. This legislation, particularly the CARES Act, allocated monetary
reimbursement to the American public and provided supplemental unemployment
payments subsequent to imposed quarantines throughout the country. Aside from
legislation, partnerships among constituents of the Department of Health and
Human Services (HHS) including: Centers for Disease Control and Prevention
(CDC), the National Institutes of Health (NIH), the Biomedical Advances Research
and Development Authority (BARDA) and the Department of Defense (DoD)
donned Operation Warp Speed in May 2020, in a concerted attempt to develop
300 million doses of efficacious FDA approved vaccines available by January 2021
[1]. As of January 2021, the FDA has approved two vaccines for emergency use to
battle the pandemic: co-developed Pfizer-BioNTech and Moderna [8]. Additionally,
Operation Warp Speed has been integral in promoting the use of alternative
therapeutics against COVID-19 like FDA-approved REGN-COV2, a combination of
monoclonal antibodies casirivimab and imdevimab [1].

2. Methodology

Several studies have assessed the association among the COVID-19 pandemic,
the pervasiveness of adverse psychosocial stressors encountered by trainees and the
detrimental effects on the trainee’s well-being regarding GME. Resultantly, these
studies indicate that it is imperative to perpetuate the transfiguration of procedures
and policies through the Accreditation Council for Graduate Medical Education
(ACGME) and subsequent GME constituents of respective residency training
programs, as a means to address the negative impact the COVID-19 pandemic
has had on post-doctoral training. Prior to the COVID-19 pandemic, there were a
plethora of studies that examined physician well-being and welfare including the
prevalence of physical and emotional exhaustion that exacerbates burnout, using
reliable psychological assessments like the Maslach Burnout Inventory. Nonetheless,
the predominance of said studies disregard the post-doctoral trainee population,
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particularly throughout a pandemic that poses personal and professional challenges
to a previously susceptible practitioner population.

A website search engine was used to assist in the selection of an assortment
of studies examining the negative implications the COVID-19 pandemic has had
on post-doctoral training pertaining to the prevalence of physician burnout.
Scholarly sources such as the National Library of Medicine, particularly the
National Institutes of Health, including peer-reviewed literature catalogs like
PubMed were used. Keywords used were burnout related to intern, resident,
residency, fellow and COVID-19. Additionally, the keywords welfare and well-
being were used in relation to the previous specifiers pertaining to post-doctoral
trainees. Inclusion criteria included: studies about physician burnout including at
least one of its primary symptoms (emotional exhaustion, depersonalization or
decrease in personal satisfaction), studies composed using the English language,
studies that illustrate empirical results using reliable instruments to measure
instances of burnout like the Maslach Burnout Inventory, more specifically the
Maslach Burnout Inventory — Human Services Survey for Medical Personnel
(MBI-HSS MP) and studies that examined a patient population primarily com-
prised of post-doctoral trainees (i.e. residents and/or fellows). Exclusion criteria
included: studies composed using a non-English language, studies possessing no
preset criteria pertaining to physician burnout, studies that disregard the exami-
nation of burnout related to residents and/or fellows.

3. What is physician burnout?

Burnout was a term originally defined by psychologist Herbert Freudenberger
in a 1974 article titled, “Staff Burnout”, essentially discussing job dissatisfaction
precipitated by work-related stress [9]. Physician burnout is defined as a syndrome
related to the healthcare profession involving emotional exhaustion, depersonaliza-
tion or decrease in personal satisfaction [9]. In May 2019, the 11th revision of the
International Classification of Diseases (ICD-11) included a more detailed definition

Reduced
Professional
Efficacy

Emotional Cynacism or
Exhaustion Negativism

Figure 1.
The 3 domains of physician burnout as adapted from west et al. [10].
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of burnout, characterizing it as a chronic work-related syndrome that can be assimi-
lated into the healthcare profession. This definition of burnout incorporates three
different domains including: feelings of energy depletion or emotional exhaustion,
increased mental distance from one’s job or feelings of cynicism or negativism about
one’s job and reduced professional efficacy [10]. Additionally, the WHO designated
burnout not as disorder, rather a phenomenon. Physician burnout correlates to lower
patient satisfaction, higher rates of medical errors and malpractice, higher physician
turnover and predisposition to substance abuse, addiction and suicide [11]. Presently,
the epidemic of physician burnout in the United States is being appreciably addressed
in the setting of post-doctoral education to deter the adverse consequences that
contribute to the conveyance of substandard healthcare that quite often originates as a
resident/fellow and propagates into one’s practice as an attending physician (Figure 1).

4. Physician burnout in physician trainees before COVID-19

Prior to the COVID-19 pandemic, physician burnout among post-doctoral
trainees was becoming immensely problematic with an alarming increase in the
prevalence and pervasiveness of this phenomenon. A 2018 excerpt in the Journal
of the American Medical Association (JAMA) illustrated this alarming increase
in physician burnout through two studies. One of the studies surveyed about
3,600 second-year residents and illustrated that approximately 45% of the resi-
dents encountered burnout whereas approximately 15% of said surveyed residents
regretted practicing medicine [12]. Also, this study indicated a higher prevalence of
burnout among physician trainees versus non-healthcare personnel (28.4%). Per the
second study included in the 2018 JAMA excerpt, 182 articles spanning 1991-2018
surveyed approximately 100,000 trainees in 45 countries in regard to burnout.

The prevalence of burnout varied from 0%-81% including emotional exhaustion,
depersonalization or negativism, reduced professional efficacy or a combination of
all three domains [12]. In contrast, Monsalve-Reyes et al. (2018) demonstrated that

a lower prevalence of burnout existed among about 1110 primary care nurses versus
their resident trainee counterparts [13]. These examinations exemplify that although
burnout is a phenomenon that is able to be encountered by any laboring individual,
it is evident that the physician trainees suffer from a higher prevalence of burnout,
even in comparison to other individuals involved in healthcare.

Analogous to the COVID-19 pandemic, previous pandemics including the 2009
Influenza A (HIN1) pandemic and the 2014 Ebola Virus Disease (EVD) pandemic,
exemplify that an emotional burden exists pertaining to not merely alterations in an
individual’s behavior, rather predilection to mood disorders. This is consequential
of medically managing symptomatic patients infected by a deadly disease and
encountering deceased individuals of said deadly disease including the bereave-
ment of deceased individuals in your support system. A 2017 excerpt that examined
observers of the Ebola pandemic illustrated that 39% experienced difficulty
concentrating on errands, 33% experienced difficulty sleeping subsequent to worry
and 5-10% experienced feelings of worthlessness, diminished decisiveness or loss
of confidence in one’ self [14].

Conversely, this excerpt emphasized the significance of a sensation coined “post-
traumatic growth”, commonly referred to as PTG. This is defined as a positive change
in one’s behavior as a result of struggle regarding a major life crisis or trauma [14].
PTG is described as an augmentation in different domains including an increase in
appreciation for one’s existence and others in addition to an improved sense of close-
ness and cohesion in interpersonal relationships that is conducive to an individual’s
ability to contest adversity [15]. This is in opposition to remaining in a disparaging
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Figure 2.
The 4 precipitating factors of post-traumatic growth (PTG) as adapted from Godbold et al. [16].

5 Domains of Post-Traumatic Growth (PTG)

« Ability to deter adversity
« Improved insight and cognizance

Personal
Strength

A
» Strengthened social ties
« Sense of belonging
« Contribution of trauma narrative(s)
v
~N
» Improved gratitude, teamwork, leadership, love and spirituality
A
+ Reprioritization of commitments
« Incentive and intent to accomplish aspirations
S
~
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ISR | « Revision of spirtual belief system
s

Figure 3.
The 5 domains of post-traumatic growth (PTG) as adapted from CT et al. [17].

rotation of maladaptive behavior that is common in mood disorders including post-
traumatic stress disorder (PTSD). Also, encountering trauma or substantial distress
promotes reprioritization of an individual’s commitments through incorporating a
revision in their spirituality or sense of self [15]. Therefore, additional studies are
merited to examine physician burnout and post-traumatic growth pertaining to
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adaptive behaviors as opposed to maladaptive behaviors that are routinely recog-
nized in traumatic experiences, particularly amidst a pandemic (Figures 2 and 3).

5. Physician burnout in physician trainees after COVID-19

Presumably, the COVID-19 pandemic has presented inimitable challenges to
the delivery of healthcare, particularly by post-doctoral trainees in residency and
fellowship programs. Post-doctoral trainees are predominantly on the forefront of
healthcare to acquire an unmediated, practical proficiency in the practice of medi-
cine in addition to addressing the increasing demand for appropriate healthcare.
The COVID-19 pandemic has certainly stimulated an increase in the demand of
healthcare as substantiated by the cumulative COVID-19-associated hospitalization
rate of 364 hospitalization per 100,000 population through January 2021 in con-
trast to the hospitalization rate of 4.6 per 100,000 population at the beginning of
March 2020, prior to the pandemic [18]. The COVID-19 pandemic has undoubtedly
exacerbated the preexisting problem of physician burnout, particularly pertaining
to post-doctoral trainees. Several studies have examined the presence of behavioral
health ailments like mood disorders including depression, anxiety or stress and
diminished satisfaction in their corresponding specialties, corresponding to their
particular exposure to COVID-19 versus non-COVID-19 patients. Physician train-
ees exposed to COVID-19 patients encountered higher prevalence rates of mood
disorders like depression (28%), anxiety (22%) and overall stress (29%) compared
to their non-COVID-19 exposed peers (26%, 15% and 19% correspondingly) and
the ordinary populace (12%, 11% and 11% correspondingly), as illustrated by com-
parable scoring using the Beck Depression Inventory, Beck Anxiety Inventory and
the State-Trait Anxiety Inventory [18]. Exposure to COVID-19 patients increased
the prevalence of burnout in physician trainees (46%) compared to 33% in non-
COVID-19 patient exposure, as illustrated by examination of physical/emotional
exhaustion, interpersonal disengagement (depersonalization) and professional
satisfaction, using the Stanford Professional Fulfillment Index (PFI) [19]. Exposure
to COVID-19 patients did not contribute to the low professional satisfaction scores
pertaining to clinical concerns (25.2% vs. 25.9%) [19].

Aside from an increased prevalence of behavioral health ailments like depres-
sion, anxiety or stress and diminished satisfaction in their corresponding special-
ties, the COVID-19 pandemic has impaired the trainee’s ability to achieve a balance
between professional and personal responsibilities. Physician trainees were queried
about common psychosocial stressors, if applicable, including monetary concerns,
childcare and eldercare. Additional queries included ability to take time off and
interference regarding a trainee’s personal responsibilities. Exposure to COVID-19
patients increased the prevalence of stress related to childcare (62%) versus trainees
not exposed to COVID-19 patients (39%), an increased prevalence of inability
to take time off (74%) versus trainees not exposed to COVID-19 patients (48%)
and interference in personal responsibilities (68%) versus 55% in non-exposed
trainees [20]. In comparison, exposure to COVID-19 patients did not contribute to

an increase in prevalence of monetary concerns (67% for each cohort) or eldercare
(82% for each cohort) [20].

6. Negative impact of COVID-19 pertaining to GME training

Considerable reformation of ACGME/GME policies and procedures pertaining the
adverse clinical settings created by the COVID-19 pandemic and physician burnout
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have been implemented to mitigate the disadvantages and detriments of physician
burnout. The ACGME assigned six core competencies to assure competency-based
assessment and specialty-specified milestones include: patient care, practice-based
learning and improvement, interpersonal and communication skills, professionalism,
systems-based practice and medical knowledge [21]. Historically, these competencies
were created to assist not merely in ACGME accreditation of 12,500 corresponding
residency and fellowship programs to assure appropriate training of approximately
140,000 trainees, rather to assure that trainees are prepared to address the increas-
ing demands imposed on the healthcare system [21]. This has become increasingly
imperative as a result of the COVID-19 pandemic.

Consequential of the increase in demand of healthcare propagated by the
COVID-19 pandemic, the ACGME has reiterated the importance of prioritizing
the response to the COVID-19 pandemic versus previous GME protocols except
appropriate work-hour restraints and resident oversight by attending physicians
[22]. This has adversely affected the compulsory volume of patients evaluated
by trainees in the inpatient and outpatient settings, including the cancelation of
elective procedures. Unfortunately, this has adversely affected proficiency in the
practice of medicine derived from pragmatic experience, particularly in specialties
that are constructed around procedures. Additionally, trainees have encountered
instances of reassignment to assist in the delivery of COVID-19 related medical
management, often outside the realm of one’s specialty of study and concurrently
in the pervasive presence of a shortage of personal protective equipment (PPE)
[22]. Although this allows for diverseness in experiential education, the uncertainty
of resident rotations including electives and reassignment to the forefront of the
pandemic lessens experiences in a trainee’s respective specialties. The archetypical
medical lectures and symposiums have undeniably been susceptible to the COVID-
19 pandemic because of the present CDC’s suggestions to abandon in-person
instruction. Therefore, transitioning post-doctoral training to adhere to the require-
ments for distance learning has required innovative implementation to diminish the
disruption to medical education delivery and sense of comradery that comes from
socialization.

7. GME implementations pertaining to the COVID-19 pandemic

The response of the ACGME and related GME programs has been rapid and
robust to avoid an abrupt deterioration in the educational experiences of post-
doctoral training that is of the utmost importance to develop adept practitioners.
This response has been aimed at numerous stages of medical education, extending
from forgoing ACGME activities regarding accreditation of training programs to
the preferment of telemedicine and virtual video conferencing to continue instruc-
tive endeavors [21]. Regardless of the stage of response, the commonality among
said responses subsists in adequately addressing the preservation of the trainee’s
educational experience derived from the appropriate medical management of
patients using an attentive albeit cautious approach. Remarkably, this approach has
had the inherent ability to be altered in relation to the uncertainty to the COVID-19
pandemic.

In an attempt to assure proper patient care and mitigate institutional challenges
imposed by the COVID-19 pandemic, the ACGME delayed the direct surveyal of
sites including accreditation and clinical learning environment review (CLER) [22].
The ACGME has deferred the assessment of a post-doctoral trainee’s proficiency
to the program director and Clinical Competency Committee (CCC) because of
the adversely affected compulsory volume of patients evaluated in inpatient and

91



Contemporary Topics in Graduate Medical Education - Volume 2

outpatient settings in addition to the reassignment of trainees to assist in the
medical management of COVID-19 patients [21]. Likewise, the ACGME deferred
the determination of a trainees capability to practice medicine unsupervised, indi-
cated through completion of their residency training program, because of rotation
resignment [21]. The ACGME and corresponding GME programs have increas-
ingly implemented telemedicine including the redefining of “direct supervision”
as the supervising physician and/or patient not being physically present with the
trainee, consequential of concurrent patient care by the supervising physician and
trainee through telecommunication [23]. The transition of post-doctoral training
from in-person education to telecommunication for educational instruction has
required innovative implementation to diminish the disruption to medical educa-
tion delivery and sense of comradery that comes from socialization. Irrespective
of the integral role of telecommunication in patient encounters or in-person
conferences, adherence to 80 hours of clinical and education work per week, the
maximum of every third day call and the minimum of one day per seven days

free of clinical duties approximated over four weeks, including the reception of
appropriate training regarding PPE, is compulsory to preserve proper work-hour
restraints and oversight [23].

The transfiguration of GME policies and procedures in the setting of adverse
clinical conditions imposed by the present pandemic has concentrated on trainee
well-being to contest physician burnout. The ACGME has created coalitions with
the National Academy of Medicine (NAM) to create the ‘Action Collaborative on
Clinician Well-Being and Resilience’ in addition to promotion of their AWARE’ pro-
gram to promote well-being, mitigate the adverse effects of psychosocial stressors
encountered in training and prevent burnout by-and-large [21]. Particular to the
COVID-19 pandemic, the ‘Well-Being in the Time of COVID-19’ guidebook con-
tains responses to illness and death due to COVID-19 by incorporating six strategies
to promote well-being including: optimizing a challenging working and learning
environment, promoting connectedness, building skills and mindsets, providing
virtual resources for well-being support, identifying and assisting residents and
fellows in distress and delivering coordinated crisis planning and management [24].

Numerous institutions have implemented Stanford’s WellMD Initiative to
disseminate positive transformations at the GME level. Created in 2015, this
initiative discusses a culture of wellness including behaviors, attitudes and values
that promote self-care, organizational responsibility regarding value of time and
energy in clinical practice and personal resilience regarding behaviors and attitudes
that contribute to personal well-being [25]. Initiatives like the aforementioned
have advocated for added examinations of different interventions to diminish the
extensiveness of burnout in the healthcare setting. A 2017 study by Busireddy et al.
illustrated that a reasonable decrease in ACGME duty hours improved emotional
exhaustion and burnout, evident by 42% lower odds of the percentage of residents
reporting high levels of emotional exhaustion (OR = 0.59; 95% confidence interval
0.45-0.79; P < 0.001) [26]. A 2019 study by Spinelli et al. illustrated that interven-
tions predicated on mindfulness possessed moderate effect on anxiety (Hedge’s
g = 0.47), depression (0.41), psychological distress (0.46) and stress (0.52) [27].
Small to moderate effects were present for burnout (0.26) and well-being (0.32)
[27]. Therefore, there is substantiating evidence that cognitive and behavioral inter-
ventions on personal and institutional levels ideally lessen the severity of trainee
burnout. An abundance of GME programs have adopted the application of wellness
interventions into their curricula like St. Luke’s University Health Network lifestyle
medicine. Lifestyle medicine integrates positive transformation in an individual’s
nutrition, physical activity and coping mechanisms to lessen the precipitating and
perpetuating factors that worsen physician burnout (Figure 4).
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Figure 4.
The Stanford wellness framework as adapted from Stanford medicine et al. [28].

8. Conclusion

The ACGME and corresponding GME programs have afforded analogous post-
doctoral trainees an ability to retreat from the pervasiveness of adverse psychosocial
implications the COVID-19 pandemic has inflicted on this susceptible practitioner
population. Through policies that promote enhanced well-being and an increased
emphasis on behavioral interventions that endorse resilience, precipitated behav-
ioral health ailments including depression and anxiety, diminished satisfaction and
an impaired ability to achieve balance between professional and personal responsi-
bilities have been dissuaded. Likewise, cautionary and counteractive measures have
been endorsed by both state and federal administrations through enacted legisla-
tion, assuring that there has been a dynamic response to deter inconducive clinical
settings regarding medical education. Additional examinations are essential to assess
the advancement and application of present ACGME/GME approaches that address
post-doctoral trainee burnout, irrespective of the avail present-day approaches
have had on administrative and clinical levels. Notably, added examinations are
essential to assess the awareness and implementation of resiliency training targeting
the medical school and medical student population prior to their progression into
post-doctoral trainees. Seeing as the consequences of the COVID-19 pandemic are
continuous and noticeably apparent through the lapse of time, supplementary study
is necessary in the presence of an unresolved pandemic.
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Abstract

Virtual interviewing for graduate medical education (GME) had been experimented
with on a small scale in the late 2000s and early 2010s, but it became a necessity for the
2020-2021 match season as a result of the COVID-19 pandemic. We will briefly discuss
the history of virtual interviewing and the published literature on virtual interviewing
in GME. Based on the literature and recommendations from various organizations,
we address preparation for virtual interviews including special considerations for
programs and fellowships. We discuss the pros and cons of virtual interviewing both in
order to better understand the current situation and to make informed choices moving
forward regarding continuation of virtual interviewing versus returning to in-person
interviewing.

Keywords: virtual interviews, residency, fellowship, graduate medical education,
covid, coronavirus, covid-19

1. Introduction

The origin of virtual meeting dates back to the 1870s when the concept of trans-
mitting an image alongside audio over wire was introduced. In 1927 the first video
conference was held between Washington, DC and NYC with a two-way audio feed
and one-way video feed. However, the first publicly available commercial/residen-
tial video conferencing product, Picturephone Mod II, wasn’t available until 1970
[1]. Nearly 40 years later in 2009, video for graduate medical education interviews
was introduced and recorded in the literature [2]. In the years since, several small-
scale experiments of video interviewing (VI) have been performed comparing VI to
face-to-face interviewing (FTFI) [3-7]. Only one program performed a randomized
trial of VI versus FTFI [8] and one other piloted all-virtual interviewing [9].

One constant among the results of the numerous studies was that VI is signifi-
cantly less costly to applicants than FTFI [6, 8, 10, 11]. It has been hypothesized
that this may inflate the number of programs that applicants apply to [10], know-
ing that they would not have to pay travel, lodging, and meal expenses. Having a
greater number of applications to sort through could impair the ability of programs
to evaluate each applicant holistically [12]. Proposed solutions include limiting the
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number of programs each applicant can apply to [13] and introducing the ability

to ‘signal’ a limited number of high-interest programs [12]. Another agreed-upon
benefit of VI is that it would result in less time away from work/school for appli-
cants [8, 10, 11] by eliminating travel days. This is likely a more significant benefit
for current residents [6] who often require coverage for days taken off. Faculty and
interviewers tended to respond favorably to VI [8, 14] and felt that they were able
to adequately evaluate the candidate. Results varied significantly, however, when

it came to applicant perceptions. Some studies showed that applicants were com-
fortable with VI [7, 9, 14] but many demonstrated that applicants were generally
dissatisfied with VI [4, 6, 10, 15]. Common complaints included limited informal
and social interaction [10, 11], decreased non-verbal communication [16], and
inability to adequately present themselves [6]. Applicants also perceived an inability
to gain a feel for the hospital and city [10, 11, 16], but inexpensive smart-phone
virtual reality may offer a solution to this problem [17]. Lastly, applicants at times
felt uncomfortable ranking programs that they interviewed for virtually, and noted
a negative effect on how they ranked the program [9].

Virtual interviewing in GME did not catch on for the first decade or so, likely
because the downsides of poor applicant satisfaction and perception of the program
via VI outweighed the benefits of cost savings and convenience compared to the
traditional FTFI. The outbreak of COVID-19 and subsequent travel restrictions has
left VI as the most viable solution for GME interviews in the 2020-2021 match sea-
son. How VI affects rankings/admissions compared to FTFI is unclear [3, 5, 7] but
the playing field was level as no one conducted FTFI for the season. Similarly, the
possible negative impact of VI on applicant and program ranking relative to FTFI
could not occur without FTFIs. As a result of the move to all-virtual interviewing,
there has been an explosion in the amount of ‘how-to’ papers both in the medical
literature and by various organizations and institutions with suggestions on how to
best interview virtually.

It is possible that VI will continue to remain a part of GME interviewing past the
2020-2021 interview season, and as such it’s important for applicants and programs
to understand how to prepare in order to make the best impression. Understanding
the pros and cons of virtual interviewing will benefit all parties as we plan for and
navigate this new era of interviewing.

2. Methods

To collect content for the literature review portion of this chapter, a literature
search was conducted by inputting the phrase “virtual interviewing graduate medi-
cal education” into Pubmed, Google, and Google scholar. The references sections
of included articles were reviewed to find additional articles. Colleagues forwarded
to the authors several articles that did not appear in the search results. Articles that
were not written in English or not relevant were excluded.

3. General considerations

A major key to success is to approach the virtual interview as an in-person
interview [18, 19]. The following general considerations that apply for in-person
interviews should be followed for virtual interviews (See Table 1).

Dress Professionally - Professional attire should be worn as if one were inter-
viewing in-person (i.e. head-to-toe professional attire).
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Dress Professionally Professional attire should be worn head to toe as if performing an in-person
interview.

Punctuality This goes both ways; lack of punctuality is seen as being disorganized and
scattered.

Eye Contact Position the camera as to allow for as best eye-to-eye contact as possible.

Reliable Internet Wired is preferred over wireless as it is more stable and less prone to

Connection disconnects.

Ensure Operational Both the microphone and camera should be tested beforehand.

Hardware

Distraction Free Area Ideally should have a neutral background in a silent room, preferable to avoid

bedroom or kitchen.

Table 1.
General considerations.

Be On-Time — On time for an interview is generally accepted as 10-15 minutes
prior to start time. Many virtual interviews are set up that interviewees meet in a
virtual waiting room prior to moving to individual breakout rooms.

Maintain Eye Contact — Being mindful that virtual eye contact is not true eye
contact is the first step in bridging this personal disconnect. Many recommenda-
tions are found online to optimize screen setup to assist with virtual eye contact.
Also be cognizant of other non-verbal behaviors as one would in person.

virtual interview specific considerations:

Reliable Internet Connection — A wired connection via ethernet cable is more
stable than “A” wireless connection, with less interference and more reliability.

Ensure Operational Mic/Camera - In addition to a functional computer,
required equipment includes a high-definition camera and a reliable microphone
setup. Test audiovisual equipment prior to interview start to ensure full functional-
ity without issue.

Keep Area Free from Distractions — The background not only will impact the
perception of the interviewee but may also act as a distraction during the interview.
Some helpful suggestions:

* Use of neutral background
* Use of quiet room
* Silence all cell phones, computer alerts, etc.

* Arrange care of children, pets, etc.

4. Fellowship considerations

Outside of the obvious focus on clinical and research experience, the fellowship
and residency interview share a great deal of overlap with each other. However,
unique fellowship considerations may focus on fellowship size and length of
training, the potential for faculty retention, unique scheduling challenges, and the
concept of no-longer-a-resident-not-quite-an-attending.

Fellowship programs are generally smaller than residency programs and many
are often limited to one or two trainee positions per year [20]. Compared with prior
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residency training, trainees may experience less sense of camaraderie with a poten-
tial for learner isolation. Residency length of training ranges from three to seven
years, whereas advanced fellowship training typically ranges from one to three years
[20]. The accelerated nature of subspecialty training may hinder trainees ability to
form professional relationships within the training institution.

Fellows may remain on as faculty after training, therefore, applicants not only
interview as a potential fellow, but as a future colleague. Interviewees should
observe personal congruence with institutional culture and harmony within the
team dynamic. Bear in mind that a positive institutional culture engenders an
equitable framework which celebrates diversity, inclusivity, and accessibility of care
which, in turn, fosters the development of learners with aligned values.

Fellowship interview scheduling during residency poses a unique challenge to
ensure adequate resident coverage and to limit duty hour violations [21]. Virtual
interviews allow for greater flexibility in scheduling between resident shifts with
minimal time off required for travel, lodging, and geographic clustering of multiple
institutional interviews [21].

Overall, the virtual interview adds a unique opportunity to addressing these
unique fellowship considerations. As the old proverb goes, necessity is the mother
of invention.

5. Program considerations

A program’s preparation for virtual interviewing is very similar to the prepara-
tion for fellows and residents in the setup of their space, including lighting, reliable
internet, and a quiet, professional environment. Reviewing applications should be
done prior to the start of the interview to improve time management and maximize
their ability to get to know the applicant. Having an idea of what questions they
want to ask of the applicant can also aid in the flow of the interview itself. Programs
should ensure that the interview platform they are using is easy to follow and easy
to explain to applicants. For example, a platform in which the applicant can stay
in one “room” or on one link and the interviewers come to them helps to eliminate
some of the stress for the applicant. They click on one link and everyone comes to
them. When selecting interviewers, programs need to consider that the applicants
likely will not be able to see their facility or meet with the residents and faculty
and see how they interact. They may want to consider having a current resident do
interviews or perhaps schedule a meet and greet with current residents before or
after the formal interviews, so that applicants can get a feel for the culture of the
program. Virtual tours may also be necessary to show the hospital and the area. If
possible, allowing applicants to visit the hospital for an “in person” look is a good
idea. Allowing for some flexibility and understanding the stress that may be associ-
ated with virtual interviews is imperative for everyone involved. However, staying
organized and planning ahead can certainly help decrease some of those stressors.

6. Pros of virtual interviewing
6.1 Financial

Every fall, medical students from all over the country embark on the beginning
of their interview and match season. Medical students are well known for having

invested a significant amount of both time and financial resources to get this far
in their journey. According to the most recent reports by the AAMC, the average
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medical student debt by the time of graduation has surmounted over $200,000

[22]. Of note, according to the most recent AAMC annual survey, interviewing for
residency costs a student between $1000 and $11,580, with a median amount of
approximately $4,000 [23]. Virtual interviewing may potentially broaden interview
opportunities for students who would otherwise not be able to attend interviews
due to lack of financial capacity.

Another important factor to consider is the financial implications for residency
programs themselves. Social events like the pre interview dinner and interview day
meals as well as time off clinical duties from key faculty. The use of virtual inter-
viewing may decrease lost productivity in times where the pandemic has already
caused massive revenue losses for hospital networks [24].

6.2 Time

It has long been a matter of concern that medical students miss out on valuable
clinical training during their interview season, that lost time may lead medical stu-
dents to lose valuable practice with key clinical skills needed during the beginning
of their intern year in July. At the same time, several residency programs throughout
the country have conflicting interview schedules, leading many medical students
to have to choose between two equally attractive programs [8]. Eliminating travel
time has the potential to decrease idle time by over half and allow students to attend
more desired interviews. At the same time, faculty performing interviews may
potentially lose less time as they may schedule their interviews remotely.

6.3 Advantages for rural programs

Another potential advantage is smaller, rural programs may potentially have an
increased pool of applicants that would not have otherwise been able to travel to
remote locations. This has the potential of providing cultural and ethnic diversity to
a programs pool of residents.

6.4 Advantages for foreign medical graduates

There is a large pool of competitive foreign medical graduates that may not be
able to come to the US or an interview secondary to visa constraints, or they may
be hard pressed to attend multiple interviews at different sites due to financial
constraints. Video interviewing makes it incredibly practical for these qualified
applicants to get the opportunity they deserve and help level the playing field. This
is of particular importance in the current day and age, where there is a shortage of
USMDs entering primary care specialties and these spots are increasingly being
filled by FMGs.

7. Potential cons of virtual interviewing
7.1 Behavioral aspect

It is a well-known fact that while a candidate may look good on paper, that
candidate’s personality may or may not be a good fit for the respective program’s
culture. Personality plays a large role in how well a trainee fits in, and how happy
and satisfied they are with their peers; this in turn has an effect on their medical
training, how comfortable they feel approaching their faculty and coresidents.
Without a doubt, in person interactions facilitate the observation of nonverbal cues,
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body language and micro facial expressions, which in turn, allow the interviewer a
better grasp on how good a fit the respective applicant is for the current program.
The concern with video interviewing being that it is harder to gauge these interper-
sonal skills. Fortunately, in the author’s personal experience this interview season’s
high quality video streaming has allowed a better-than-expected measure of
noncognitive and interpersonal skills. The accuracy of our interpretations remains
to be seen.

7.2 Living situation

Another aspect to consider is that the future resident will be living in the area for
the next 3-7 years depending on their program. It is difficult to gauge whether one
will be happy living somewhere without having been physically there and evaluat-
ing potential neighborhoods, school districts and recreational activities.

7.3 Number of applicants

It is possible that programs will be faced with higher numbers of applicants as
it is easier for students to schedule interviews virtually for the reasons discussed a
priori. However, it is possible applicants will be attending program interviews they
have no genuine interest in, just to adjust to the new playing field. This may need to
be circumvented by programs interviewing more applicants.

8. Response to the current match

Although long-term follow-up will be the greatest indicator of success of for
virtual interviewing in the 2021 NRMP match, initial analysis suggests that the
first large-scale test of virtual interviewing in GME was a success. Despite a 2.3%
year-over-year increase in the number of available PGY1 positions, the percent-
age of unfilled positions decreased by 0.3% [25]. The 2.3% decrease in number of
applicants that successfully matched is likely driven by the (6.0%) increase in the
number of match lists submitted [25] rather than an inability to connect programs
to applicants. This is evidenced by a similar distribution of interviews conducted
as compared to prior years [26], alleviating concerns that a disproportionately high
proportion of interviews would go to a small group of highly-qualified individu-
als while a large portion of the applicant pool went unnoticed. While large-scale
surveys of how applicants and programs feel about the match are sure to come, at
least objectively the initial results are promising.

9. Future of virtual interviewing

In the near future, trends in the number of current and new COVID-19 cases,
as well as vaccination rates, will determine when a return to in-person interview-
ing can be safely considered. Once a return to in-person interviewing is consid-
ered safe, the question shifts from ‘can we?’ to ‘should we?’. The response to this
question will likely be driven by large-scale analysis of program and candidate
satisfaction and preferences, as well as in-depth analysis of the downstream
effects on GME. Such analysis should include whether candidates that inter-
viewed virtually tend to be considered a good ‘fit’ for their programs, which will
not be known until well after the first class of virtual interviewees starts residency
in July 2021.
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One possibility to consider is a hybrid approach [27], and although there are
many ways to implement this, the overall goal would be to minimize social contact
while maximizing the ability of the program and candidate to evaluate each other
for fit. Even an in-person campus visit would afford an opportunity to for the can-
didate to interact with faculty and residents in a nonformal in-person manner [28].

10. Conclusion

Virtual interviews seem daunting at first, but the main recommendation is to
prepare in a similar fashion as for a virtual interview, plus making sure that one’s
technology is functional and home/office environment are appropriate. The main
benefits of VI are decreased cost and increased access for rural and/foreign medi-
cal school students, while the main potential disadvantages are a decreased ability
to assess ‘fit’ and the potential to inflate the number of interviews each candi-
date takes.

A major question emerges from the 2020-2021 (predominately virtual) inter-
view season: “‘What to do moving forward?’ Further research is required to focus on
the overall impact of the virtual interview as compared with the traditional in-
person interview, the financial impact of virtual interviews during the 2020-2021
match season versus prior match seasons, and identifying virtual interview tech-
niques to better discern applicants’ personality to determine fit within a program.

Whether there is a return to in-person interviewing, a refinement of the virtual
interview, or a hybridization of the two, the 2020-2021 interview season high-
lighted a deviation from the established way we interview for Graduate Medical
Education.
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Abstract

Starting a new ACGME approved residency program can positively impact patient
care, medical education, hospital operations, and the community as whole. This
requires a significant amount of commitment, time, and preparation. The initial
application and accreditation process should start early and requires a thorough
understanding on the ACGME requirements. Building a new residency program
involves collaboration among various stakeholders, starting with the teaching
hospital, ACGME, and the Center of Medicare and Medicaid services (CMS). It is
prudent to also consider the operational and logistical issues such as budget, faculty
and administrative staff hire, faculty time for administrative duties, and educational
space for faculty and residents. It is vital to recognize how the institution’s strengths
and weaknesses match up to these requirements. A robust educational and clinical
curriculum in line with ACGME’s core competencies and useful educational col-
laboration among various programs is critical for effective program. Recruiting and
developing the appropriate faculty members is another important aspect for a success-
ful program. The final challenge is recruiting residents that will fit well into the new
residency program. Lastly, we discuss the challenges and tips to mitigate the risks of
disappointment in the process of starting and creating a flagship residency program.

Keywords: new residency program, ACGME accreditation, site visit,
faculty development, faculty collaboration, residency curriculum, time line,
marketing, benefits, challenges, tips

1. Introduction

In a report released by the Association of American Medical Colleges in June of
2020, United States could see a projected shortage of between 54,100 and 139,000
physicians, including gaps in both primary and specialty care, by 2033 [1]. The report
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also emphasizes the systematic differences in the annual use of health-care services
by urban-rural location, insured-uninsured status, and race and ethnicity. US
population is projected to grow by 10.4% from about 327 million to 361 million dur-
ing the period of 2018-2033 [1]. The challenge of having sufficient doctors to serve
our communities will get even worse as the nation’s population continues to grow
and age [2]. In addition, COVID-19 pandemic is likely to have short- and long-term
consequences on the nation’s physician workforce. The gap between the country’s
increasing health-care demands and the supply of physicians to effectively fill has
become even more palpable during COVID-19 pandemic [1]. Thus, it is incumbent
upon governments, academic institutions, hospital systems, and us as educators

to work diligently toward addressing this problem. One such way is to increase the
number of quality training opportunities for medical school graduates by initiating
aresidency and fellowship training program. Very less has been published on the
steps and benefits of starting a new residency program accredited by ACGME. The
ACGME is a private, 501(c) (3), and not-for-profit organization that sets standards
for US graduate medical education (residency and fellowship) programs [3]. The
ACGME renders accreditation decisions based on compliance with these require-
ments. The process is not without challenges, however, we have tried to create a guide
built on personal experiences.

2. Benefits of starting a new residency

The community benefits of residency programs spread far outside the teaching
hospital boundaries and provide profits far beyond the standard annual hospital
reports. Graduate medical education residency programs provide an overall positive
impact at various levels right from residents and institutions to communities and
the nation as whole.

GME programs deliver a disproportionate share of the care to historically
underserved minorities and patients requiring transfer from other institutions
for advanced care [4, 5]. More than 50% of the nation’s health-care “safety net” is
provided by the GME training programs in the university and community-based
institutions which is an important justification of the “not-for-profit” status of
these institutes [6]. The probability of a family physician settling in an underserved
community increases by three to four times if they train in a community health
centers affiliated with a teaching hospital-based program [7].

Besides imparting the medical knowledge to resident physicians, GME residency
programs support the institution by continuing the medical education of the
faculty, nursing staff, and other members of the health-care team, thus improving
an overall quality of care in teaching hospitals [6, 8]. Major teaching hospitals were
associated with lower 30-day mortality rates for common medical and surgical
conditions ranging from pneumonia to hip replacement among hospitalizations for
US Medicare beneficiaries [8]. The findings in another study suggest that mortality
rates for even low-severity patients seem to be lower at teaching hospitals [9]. The
attention to detail inherent in a teaching setting with a focus on innovation, fre-
quent use of current medical literature to guide clinical decision-making, and more
frequent and thorough case reviews may contribute to a lower incidence of adverse
occurrences [2, 4].

Resident physicians not only provide around-the-clock coverage but also provide
an economic advantage with lower Medicare spending at 30 days compared with
Medicare patients at nonteaching hospitals [10]. Academic medical centers had
slightly lower overall total costs compared with nonteaching centers mainly because
of lower spending on post-acute care and readmissions. Better intensity of care
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during the index hospitalization, more integrated post-acute care, and/or more
robust care management services during the period immediately after discharge in
teaching hospitals could be the reasons for these differences [11].

The teaching clinics affiliated with the hospital can increase the referral,
hospital-based outpatient services, hospital admissions, and eventually revenue of
teaching hospitals [6, 12, 13]. It can also help retain and recruit physicians in the
health systems, especially at places with physician shortage areas. By hiring their
own residency program-trained physicians, the hospitals can not only save the
recruitment costs but these new physicians can also hit the ground running, thus
saving both time and money for the institutions.

Data from a recent American Hospital Association survey suggest that teaching
hospitals tend to have superior adoption rates of telehealth [14]. Compared with
nonteaching hospitals, teaching hospitals have better odds of offering telehealth
visits, chronic care management remote patient monitoring, post-discharge remote
patient monitoring, telepsychiatry, and tele stroke [15].

Teaching hospitals tend to attract and cultivate people who are at the top of their
fields and deeply committed. Patient care, medical education, and research come
together at teaching hospitals to generate an environment that not only innovates
health care but also benefits individual patients.

Examining the benefits of GME programs to the institutions and communities
that sponsor them can provide a fundamental approach for preparation, resource
distribution, improvement, and quality impacts within those institutions [6].

3. Building the infrastructure
3.1Institutional accreditation and sponsorship

Per ACGME institutional requirements, “Residency and fellowship programs
accredited by the Accreditation Council for Graduate Medical Education (ACGME)
must function under the ultimate authority and oversight of one Sponsoring
Institution” [16]. The ACGME’s designated institutional official (DIO) will need
to gain initial support from senior leadership and the board of trustees to embark
on a new endeavor of starting a residency program at the institution. This support
will be integral in successfully establishing the pillars that allow for a sustainable
educational vision for the health network.

Hospitals or other health-care entities that seek to start new residencies/fellows
have one of two options for sponsorship. Those options include partnering with an
existing entity [hospital, medical school, federally qualified health center (FQHC),
consortium, etc.] that sponsors ACGME accredited programs, or becoming its own
sponsoring institution. There are pros and cons to each approach.

One advantage to partnering with an existing sponsoring institution (SI) is
that the new teaching site could start a new residency application process without
having to first obtain the ACGME institutional accreditation. Prior to applying
for a new residency, the ACGME requires that there is a sponsoring institution to
ensure the provision of resources and to foster a healthy learning environment.
The mechanics to do this are straightforward; an existing spons