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Abstract
Purpose The purpose of this study was to discover the elements required for a successful learning community (LC) faculty
member educator of medical students.
Method The authors in this qualitative study evaluated six 90-min focus groups of faculty members. The groups included 31
experienced and 19 inexperienced LC faculty members at the University of Texas SouthwesternMedical School. After achieving
excellent interrater reliability, transcriptions of the discussions were subjected to thematic analysis using ATLAS.ti software.
Results Five major themes emerged: (1) LC faculty characteristics/competency, (2) suggested faculty development methods, (3)
factors outside the LC environment influencing student relationships, (4) student attributes influencing teaching techniques, and
(5) measuring and improving history and physical skills. Faculty characteristics/competency subthemes included role-modeling,
mentoring, and teaching competence. Suggested faculty development methods subthemes included assessing and giving feed-
back to faculty, peer development, and learning from experts. Experienced LC faculty focused more attention on teaching
competence and mentoring competence than inexperienced LC faculty.
Discussion Thethemeswith themostextensivediscussionamongtheexperiencedLCfacultygroupsmayrepresentqualities tobesought in
futurementor recruitment and faculty development. Future studies could build on this studyby similarly investigating student perceptions.

Keywords Learning community . Medical educationmentoring .Mentoring traits . Mentor-student relationship

Introduction

The heart of medical education is the interaction between
medical school faculty and students. Medical curricula are

shifting from large classroom teaching to active small group
learning, such as flipped classrooms, case-based instruction,
and team-based activities [1]. There is a growing interest in the
roles and relationships inherent in these interactions between
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faculty and small groups of medical students [2]. In other
fields, relationships between experienced professionals and
students enhance personal professional development and ca-
reer progression [3]. Studies of residency training programs
[4, 5] confirm the importance of these mentoring initiatives.
Within the context of medical education, prior research sug-
gests this interaction supplements the traditional lecture-style
format by offering advice, guiding professional growth, stim-
ulating critical thought [6], managing work/life balance, and
providing role models [7]. These interactions have led to de-
sirable outcomes, such as increased numbers of publications
and presentations by medical students. These interactions
have also been beneficial to specific subgroups, leading to
greater representation of underprivileged individuals [7].

One of the major responses to the growing demand for
small group learning in medical education has been the
introduction of learning communities (LCs), which are
now present in over half of medical schools and being
actively considered in many of the others [8–14]. LCs are
defined as intentionally created groups, in which faculty
present experiential learning opportunities with small
groups of students [9]. These LCs differ from traditional
classroom lectures in that learners are engaged in recipro-
cal interactions with their mentors, and enhanced student
learning can be accomplished by adopting different teach-
ing methods based on individual student needs [11,
15–18]. Student benefits in LC participation include lead-
ership development, increased networking between faculty
and students, and career guidance by faculty [15].
Research has found that faculty also realize benefits from
participation in LCs, including improved communication
skills, job satisfaction, productivity, and clinical skills [19,
20].

The role of the faculty in these relationships has been given
various labels in the literature, such as mentor, coach, precep-
tor, and docent, as well as many others. Stoddard (2016) con-
ceptualized the role of faculty in the medical context along
two dimensions representing (1) the status of the faculty as
either a member of the profession (intra-professional) or as an
external expert (extra-professional) and (2) the educational
purpose of the interaction [2]. He described and labeled eight
distinct roles within these dimensions, listed in Table 1.
Although Stoddard’s (2016) conceptualization is useful in un-
derstanding dyadic interactions (between a faculty member
and student), these relationships may manifest quite different-
ly in small group settings where the faculty member is simul-
taneously engaged with multiple learners [2]. Given the
emerging importance of these relationships to medical educa-
tion, the paucity of research examining these roles in formal-
ized small group interactions, such as in LCs, represents an
important gap in knowledge [21, 22].

The purpose of this paper is to examine the roles identified
by LC faculty in interactions with student learners. To begin to

investigate this relatively unexplored topic and facilitate the
emergence of novel concepts and issues pertinent to this topic
[1], focus groups of faculty were conducted in an LC at a large
medical center to explore mentors’ experience in leading
small groups of medical students. Since the extent of LC
teaching experience is variable with regard to insights and
opinions about the successful characteristics of faculty, sepa-
rate focus groups of experienced and inexperienced LC facul-
ty were conducted.

Methods

In 2007, UT Southwestern School of Medicine created BThe
Academic Colleges^ (colleges), an LC designed to enhance
the school’s educational mission. This LC consists of six col-
leges, each divided into six or seven faculty-led groups of six
medical students from the same graduating class. The LC
faculty mentor meets with the group throughout the 4 years
of medical school and also has the option of teaching multiple
groups from different graduating years. Each college is
assigned a Bmaster^ who conducts faculty development and
supervises the faculty leaders.

During the first 18 months, LC faculty members convene
weekly sessions with their students in which histories and
physical examinations are performed under the guidance of
the faculty. As part of this learning process, students practice
with standardized and real patients, receiving feedback from
faculty and fellow students through interactive group discus-
sion. These sessions also include discussions of ethics and
professionalism in medicine, along with hospital visits, case-
based learning, and social events to build camaraderie within
the colleges group. After students start their clinical rotations,
the frequency of the LC meetings is reduced to monthly and
the purpose shifts to discussion of the students’ clinical expe-
riences on their clerkships.

A review of faculty and student evaluations of colleges
from the last several years suggested that experienced and
inexperienced LC faculty may have varying abilities for
forming successful and beneficial relationships. To explore
these varying abilities, we engaged 50 volunteers (76% par-
ticipation rate) in six focus groups during a semi-annual retreat
for the LC’s faculty and masters in the summer of 2016. The
UT Southwestern Institutional Review Board determined this
research to be exempt from full review. We assigned three
pairs of facilitators to conduct two focus groups per pair. For
this study, participants were grouped as experienced (n = 31)
or inexperienced (n = 19) based respectively on either having
previous experience serving as LC faculty for a year or more
or starting as an LC faculty in the upcoming academic year
(2016–2017). This categorization allowed identification of the
topics and themes that appeared to gain importance depending
upon the participant’s time in the LC.
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Focus group data collection and analysis methods refined
by members of this research team in several previous studies
were used [23–31]. Facilitators were trained to use a nondi-
rective approach to promote discussion. The facilitators gave
an introduction to the groups on the purpose of the groups and
provided broad instructions to elicit spontaneous discussion of
members’ thoughts, perceptions, feelings, responses, and con-
cerns related to the following questions:

1. What are the essential, observable elements of an excel-
lent LC faculty member?

2. When do you think these elements should be shared with
or taught to new LC faculty members and experienced LC
faculty members?

3. Should these elements be assessed in new and/or experi-
enced LC faculty? If so, when and how often?

These questions were introduced at the beginning of the
focus groups, and then each question was addressed sequen-
tially. The groups lasted approximately 90 min and the discus-
sions were audio recorded and transcribed for analysis.

Investigation of the qualitative data was conducted through
inductive analysis of the transcribed text. One author (JW)
first reviewed the transcripts to identify themes in the discus-
sions and to provide preliminary definitions of these themes.
The text was divided into discrete passages demarcated by
change of speaker. To establish interrater reliability on coding
of the passages, two independent raters (TG andWH) system-
atically and independently assigned thematic codes for each
passage in the transcripts until adequate interrater reliability
was obtained. During this process, these raters discussed and
resolved their differences in assigned codes, refining the def-
initions of the themes. One additional theme was identified
during this stage, and subthemes were established. These two
raters achieved excellent interrater reliability [32] with a mean
kappa value of .93 and kappa values for individual categories
ranging from 0.85 to 1.00. ATLAS.ti software (ATLAS.ti
Scientific Software Development GmbH, Berlin, Germany)
was used to code the passages and then the qualitative content
of each theme and subtheme for representative passages was
explored. The discussion topics were compared across groups
by inspection and interpretation of the content across themes.

Numbers of passages represented in themes and subthemes,
summaries of the content of the focus group discussions, and
quotes selected as particularly illustrative of the content within
themes and subthemes are presented.

Results

Seven broad content themes were identified in the focus group
discussions: (1) LC faculty characteristics/competency, (2)
suggested faculty development methods, (3) factors outside
the LC environment influencing student relationships, (4) stu-
dent attributes influencing teaching techniques, (5) measuring
and improving history and physical (H&P) skills, (6) accessi-
bility to students, and (7) small group facilitation skills.
However, two of these themes, accessibility to students and
small group facilitation skills, accounted for less than 5% of
coded material and were excluded from further consideration,
leaving a total of five themes for analysis. Table 2 lists defini-
tions of the five major themes with exclusion criteria for the
material coded within them.

Table 3 provides the numbers and proportions of passages
coded into the themes and subthemes separately for groups of
inexperienced and experienced mentors. Subtheme passage
numbers and proportions within themes are shown in shaded
rows in Table 3.

Theme 1. LC Faculty Characteristics/Competency

Theme 1, the most richly developed theme, was LC faculty
characteristics/competency, representing more than one-
fourth of all coded passages. Material in this theme included
descriptions of the level of teaching ability, personal attributes,
and faculty clinical experience. The three subthemes, role-
modeling, mentoring, and teaching competence, represent dif-
ferent developer-learner interactions [2], as described in detail
below.

1a. Role-modeling competence. Experienced and inexpe-
rienced LC faculty members discussed role-modeling
competence equally in terms of proportions of numbers
of passages and similarity of content. Both groups

Table 1 Roles of faculty in
relationships with student learners
[2]

Educational purpose of the interaction Faculty status

Intra-profession Extra-
profession

Knowledge and/or skill transmission Master/teacher/tutor Facilitator

Professional identity formation Guru/role model Counselor

Navigating the institutional milieu Advocate Advisor

Relationship building Mentor/buddy Coach
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described role-modeling competence as proficiency in
patient encounter skills such as taking a history and
performing a physical examination, as well as adept clin-
ical reasoning and interpersonal skills in patient
interactions.

You also have to be good at taking a good history your-
self; you can’t teach somebody if you can’t do that as
well.
The competence of the mentor to really discuss complex
patients or to perform physical exam maneuvers.
They ought to be competent. That is, if he has got to
teach about CBLs [Case-Based Learning sessions], he
ought to know the basic elements of being interested and
teaching about complicated medical patients.

What we are doing is skill building here…The physical
examination skills that we teach, you should be able to
do that at a high level…you should be able to demon-
strate whatever cardiac exam we want people to…learn
at least in the first year.
Being professional and ethical…one needs to be aware
of the myriad of social challenges, whether it’s LGBT
[Lesbian, Gay, Bisexual, and Transgender] or end-of-
life care…each mentor needs to have some breadth of
experience, or skill, or ability to feel comfortable in
leading those discussions, as well as the physical exam.

1b. Mentoring competence. The second most frequent-
ly discussed subtheme of LC faculty characteristics/
competency was mentoring competence. LC faculty

Table 3 Numbers and proportions of passages represented in themes and subthemes

Theme/subtheme Experienced LC faculty Inexperienced LC faculty Total

n* Column % n* Column % n* Column %

1. LC faculty characteristics/competency 230 27% 106 32% 336 28%

1.a. Role model competence 23 10% 8 8% 31 9%

1.b. Mentoring competence 72 31% 14 13% 86 26%

1.c. Teaching competence 130 57% 19 18% 149 44%

2. Suggested faculty development methods 200 23% 79 24% 279 24%

2.a. Assessing and giving feedback 54 27% 27 34% 81 29%

2.b. Peer development 58 29% 14 18% 72 26%

2.c. Learning from experts 24 12% 7 9% 31 11%

3. Factors outside the LC environment influencing student relationship 119 14% 56 17% 175 15%

4. Student attributes influencing teaching techniques 96 11% 33 10% 129 11%

5. Measuring and improving H&P skills 90 11% 20 6% 110 9%

Total 852 100% 330 100% 1182 100%

*n represents the number of passages (quotes) that characterized a theme; some passages characterized more than one theme and some passages did not
characterize any of the identified themes

Table 2 Themes, their definitions, and exclusion rules were identified in focus group discussions on the key attributes of an exceptional colleges LC
faculty member

Theme Definition Exclusion rules

LC faculty characteristics/competency Faculty member characteristics, including those both good and
needing improvement.

Suggested faculty
development methods

Identifying and publicizing successful mentoring methods,
including peer feedback and assessments by masters

Excludes student evaluation forms and
mentors stating best practices.

Factors outside the LC environment
influencing student relationship

Extracurricular factors, including mental health, physical health,
academic support, and additional resources

Student attributes influencing
teaching techniques

Faculty member adjusting the schedule and/or curriculum to meet
the needs of individual learners or the entire group.

Measuring and improving H&P skills Students’ (and rarely faculty members’) H&P examination skills
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members described this competence as caring equally
for the well-being and the personal and professional
growth of the mentees, being prepared for the ses-
sions, understanding the context in which students
are learning, going above and beyond defined expec-
tations, and talking and listening during open conver-
sations with mentees. Experienced LC faculty had al-
most three times more passages than inexperienced
faculty members coded in this subtheme (see
Table 3). Inexperienced LC faculty had a greater num-
ber of passages discussing more general traits of suc-
cessful mentors, whereas experienced faculty had
more passages actually describing the means by which
these traits could be acquired.

They need to care about the group. They need to care
about each individual person and their growth as a
person and professional equally.
Caring for your mentees, caring for their wellbeing.
You can talk to them. Sometimes theymay not be able to
share certain things about their growth. So having a
group, having 1-on-1 sessions.… How med school and
things or how they’re doing, I think that helps them a lot.
And they open up a lot more, and you’ll be surprised at
what you hear during those sessions.
But I think that’s something very important for excel-
lence…one thing your mentor did that was out of the
ordinary. Above and beyond.
Emotional inclusion…being in tune and detect what is
going on in people.
It’s helpful…to know when is the next big stressor com-
ing up for the students.
Caring would be coming prepared for the lecture or for
the section, that you care enough to come prepared be-
cause you care enough for your mentees. So I think
that's one way of showing your caring.

1c. Teaching competence. The LC faculty characteris-
tic subtheme with the most coded passages was teach-
ing competence, comprising almost half of the pas-
sages coded in theme 1. The LC faculty members de-
scribed teaching competence as being able to engage a
group, lead a small group discussion, and remain sen-
sitive and responsive to individual student needs.
Importantly, teaching was conceptualized at the level
of the group as well as focusing on the individuals
within the group. Experienced LC faculty had three
times more passages coded in this subtheme than in-
experienced faculty (see Table 3). Experienced LC

faculty described aspects of understanding the scope
of their mentoring goals, recognizing their limitations,
and seeking guidance when beyond one’s limitations.
Inexperienced LC faculty members focused on role-
modeling for mentees and the various teaching com-
petencies of excellent mentors.

Be able to recognize your limitations.
See what area I need to learn.
Facilitate a good group discussion amongst the students,
it’s a key thing especially for a lot of ethics modules.
Should be able to give informative feedback in a profes-
sional way.
For communication, I think this is key for an effective
college mentor…they bring everybody to the
discussion.
Recognize students who are lagging and figure out ways
to bring them up to speed.
Get out of the way of the good students and gravitate
towards students who are having a little trouble, who
need a little more help.
To be able to bring students from disparate back-
grounds, goals and life, and to work together in a con-
sistent and efficient way.

Theme 2. Suggested Faculty Development Methods

The second theme, suggested faculty development
methods, had the second highest number of coded pas-
sages, encompassing almost one-fourth of all the passages
from the focus groups. Experienced and inexperienced fac-
ulty groups provided equivalent percentages of coded pas-
sages in this theme. Three subthemes addressed the in-
structional methods that faculty identified as important
and desired to develop increased teaching competence, as
described in detail below.

& 2a. Assessing and giving feedback. The suggested fac-
ulty development methods subtheme with the most
coded passages was assessing and giving feedback,
arising in almost one-third of the passages of theme 2.
This subtheme indicated the desired source of faculty
development to be from an objective measurement of
their performance against a standard. The inexperi-
enced LC faculty had the most passages in this sub-
theme, and slightly more than the experienced LC fac-
ulty members (see Table 3). The assessing and giving
feedback subtheme reflected the LC faculty’s desire for
formative feedback, including receiving regularly
structured evaluations to facilitate continuous
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improvement of their mentoring abilities. Concern was
also expressed that feedback from students might con-
stitute a popularity contest rather than assessment of
actual mentor competence.

[LC Faculty] should be assessed…the more feedback
the better …You get feedback and you want to im-
prove. I’m looking at these forms and I’m seeing
definite room for improvement, and I would’ve liked
to have had more feedback.
Many of these skills are skills that you continue to
need to learn over time. Definitely if I walk in and
I’m expected to be a mentor, the question is, what do
my students expect of me? What are the skills that
I’m expected to bring to the table? And whatever
those expectations are, clearly I don’t come supplied
with every one of them. You have to teach me. The
ones that I’m lacking in and the ones I can improve
on. And hone them as time goes by. You probably
need initial and then you probably need continuing
education.
New mentors and experienced mentors ought to be
assessed. I’m struggling with the concept that in some
ways their assessments by persons might cater to some-
thing that weakens the program. In the sense that the
mentors say I will do that which is popular … I think
it’s a good idea to be assessed and I think it’s a good idea
to improve one’s educational capacity by being
assessed, but I don’t want to necessarily have to cater
to the group in order to get a good grade.

& 2b. Peer development. The peer development subtheme
had almost as many coded passages as the assessing and
giving feedback subtheme. This subtheme indicated the
desired source of faculty development to be from peers
within their academic community by sharing best prac-
tices. It had more coded passages from experienced than
from inexperienced mentors (see Table 3). Mentors de-
scribed peer development as a system that would allow
the LC faculty to learn best mentoring practices from one
another. This would provide LC faculty members, either
in pairs or in groups, an opportunity to share their experi-
ences, observat ions, and strengths for mutual
improvement.

Pair yourself up, but it might be good to observe a cou-
ple of different experienced [LC faculty] so you can get

a flavor for what they do….Not everybody’s the same
way, not everybody teaches the same way.
Have a buddy…, and so you could have a more experi-
enced person with a new person or different specialties
and they would also determine excellent [LC faculty]…
feeling like they got feedback or they got help from that
other person.
Observe somebody and then have that person observe
us and tell us what we are doing right and wrong.
Having a huddle early on…for the new [LC faculty] so
that they could talk about the first two or three sessions
would be very helpful.
We have some great strengths in the colleges, but I don’t
know that we share them aswell as we should…it would
help all [LC faculty] … if we could identify…what are
best practices of teaching things.

& 2c. Learning from experts. Learning from experts was the
subtheme with the fewest coded passages for both experi-
enced and inexperienced LC faculty members. This sub-
theme indicated the desired source of faculty development
to be through experiential learning from experts outside of
their community, both medical or educational specialists.
Faculty described learning from experts as arranging to
have someone proficient in a particular subject, such as a
component of the physical exam or teaching skill, to in-
struct them so that they are better equipped to pass that
information on to their students.

It’d be great if we were taught some of these theories, so
we understand what to do when we stumble and fall and
can’t quite figure out where we messed up. What are the
steps? Where do we start? Where are the theoretical
bases of what we are going to do next?
If you’re going to teach the neuro exam today, here’s
some key points to focus in on…recruit [an expert] to
come in and go over it with them.
Being paired with someone who’s a master at it and
getting to watch it is the most powerful thing.

Theme 3. Factors Outside the LC Environment
Influencing Student Relationship

Several factors external to the LC environment were identified
by LC faculty as being important influences on the developer-
learner relationship. This theme was mentioned in less than
one-fifth of the passages, with equal numbers of coded pas-
sages from experienced and inexperienced LC faculty
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members (see Table 3). Topics included in this theme were
personal health and wellness, academic performance, and
need for additional support. Specific examples provided with-
in this theme were poor performance on tests in other courses,
poor health, inattention to wellness, life hardships, and emo-
tional needs.

Make sure that everybody was feeling healthy. A couple
students felt like they couldn’t go to Student Health.
Does the student feel the mentor was a role model for
wellness?
They can come to my office if they need to talk about
[how] they didn’t do well on a test.
So [with] one student who struggled all year [I have] had
a lot of different meetings with her individually, but my
other students would [think] I was crazy if I was meeting
with them as often as I was meeting with her, but she had
a very different set of needs…a lot of handholding.

Theme 4. Student Attributes Influencing Teaching
Techniques

The LC faculty members identified several student attributes,
such as differing student personalities from year to year, di-
verse student backgrounds and skill levels in one group, and
generational gaps between them andmentees, which influence
the teaching strategies they might choose to use. The topics in
this theme were discussed in just over one-tenth of the pas-
sages. Although the discussions of more and less experienced
LC faculty members in this theme had an equal numbers of
passages, the material in this theme discussed by experienced
LC faculty members had more detail than the discussion of
inexperienced faculty members, and the experienced LC
members generalized from their specific personal experiences.

You get different personalities. If this was something
that was a slam dunk one year that next year isn’t…
going to work…I need a different approach.
Being able to gauge…all the different levels that your
learners are at.
Noticing how to adjust to different students because all
your students are going to be different. Some of them are
not going to respond to what this other student is. You
have to be able to recognize it and reach out to that
particular student, this particular student.
A good [LC Faculty] has to be able to…engage all
members of the group despite their different personali-
ties to…come together in a learning environment.
Recognize students who are lagging and figure out ways
to bring them up to speed.
The intergenerational thing of dealing with millennials
and how they handle conflict…and what their goals

are…how it’s different from…other generations…nego-
tiating that was a big part of what we spent time on.
How do you communicate to them…there is like a gap
sometimes…the way I would say or do it could be
completely different from how they’re going to ap-
proach it…so those elements or skills should be taught
too.

Theme 5. Measuring and Improving H&P Skills

The ability to perform and teach the physical examination was
viewed as important by LC faculty, both inexperienced and
experienced. Given the lack of time that medical students may
have towards honing their exam skills during clinical rota-
tions, LC faculty members play a vital role in demonstrating
these skills [33]. This theme was discussed in approximately
one-tenth of passages.

Some… [LC Faculty] don’t carry a stethoscope or they
never do a neurologic exam … So it might be some-
thing…they really need to go over, something a little
more basic.
The physical examination skills that we teach, you
should be able to do that at a high level.
The competence of the [LC Faculty] to…perform phys-
ical exam maneuvers.
We should do some sort of formative OSCE [Objective
Structured Clinical Examination] for [LC faculty] on the
physical exam, since we’ve said that’s a core of skill that
the mentor should have.
Demonstrate the methodology, in performing, whether
that is the history, physical exam, the assessment from
H&P, to the plan. It’s the method we are trying to teach
them.

Discussion

The purpose of this investigation was to examine the roles
identified by LC faculty in interactions with student learners.
From this series of focus groups, five definitive themes
emerged. The five themes consist of (1) LC faculty character-
istics/competency, (2) suggested faculty development
methods, (3) factors outside the LC environment influencing
student relationship, (4) student attributes influencing teach-
ing techniques, and (5) measuring and improving history and
physical skills. These five themes can be collapsed into three
areas of discussion: key areas of competence essential for a
LC faculty member, instructional strategies to increase teach-
ing competence, and contextualizing the instruction based on
factors external to the faculty.
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The first area of discussion involves competencies of
LC faculty (theme 1), which was the most frequent focus
of discussion, accounting for 28% of the passages coded.
Three main areas were identified: role-modeling compe-
tence, mentoring competence, and teaching competence.
Focus group participants generally viewed successful LC
faculty as displaying competence in all three areas. Role-
modeling competence was generally identified as demon-
strating medical professional behavior and pedagogically
was included in the discussions of ethics and professional
behavior. Mentoring competence was discussed in the con-
text of the interpersonal relationship between the faculty
and student learners, and was generally described using the
term Bmentor.^ Teaching competence was primarily in-
structional in nature, aligning with the need to promote
specific medical educational outcomes in the history and
physical examination. The discussions also included the
use of specific instructional strategies, such as standardized
patients and simulations.

All these competencies aligned well with conceptual
frameworks on mentoring and teaching [34, 35], as
outlined in Table 4. This table illustrates the general con-
ceptual framework of relationships in other domains, such
as management, engineering, and business. Even though
the current study aligns well with existing mentoring
frameworks in other fields, it adds a dimension directly
pertinent to the medical context (also shown in Table 4):
teaching competence. This competence aligns with what
Shulman (1986) calls BPedagogical Content Knowledge,^
[34] which Irby (2014) recently applied to clinical teaching
in medical education [36]. In other words, this paper offers
evidence supporting the existence of pedagogical content
knowledge.

The three subthemes of theme 1 also highlight the dif-
ferences between experienced and inexperienced LC fac-
ulty responses. Experienced LC faculty members discussed
teaching and mentoring competence more extensively than
did inexperienced faculty. Thus, the value of teaching com-
petence was realized as LC faculty members gained more
experience in their mentoring role. This shows the recog-
nition that the mentor needs to also be a teacher and pos-
sess an awareness that teaching needs to be linked to the
level of student development.

The second area of discussion revolves around instruc-
tional strategies to increase teaching competence. The LC
faculty suggested pairing inexperienced with experienced
mentors, so that inexperienced mentors could observe an
expert and then be observed by an expert. In addition, LC
faculty suggested inviting outside experts to faculty devel-
opment sessions. These suggestions could guide future LC
faculty onboarding and development, and future assess-
ments of medical school mentors could focus on these sub-
themes for constructive feedback.

LC faculty discussed how they had to adjust their teach-
ing style for specific students (theme 4) and to teach the
H&P examination (theme 5), further reflecting the added
dimension of teaching competence from the first thread of
discussion. As medical school education evolves from
lecture-based to more small group-based, faculty can no
longer take the Bone size fits all^ approach to teaching.
This educational evolution has highlighted to medical ed-
ucators the importance of individualizing feedback and
identifying strengths and weaknesses of specific students.

The third area of discussion addresses contextualizing
student instruction based on factors external to the faculty
(theme 3). LC faculty recognized that within LCs, assisting
students who deal with a range of issues, including mental
distress, emotional needs, and maintaining healthy rela-
tionships, is an important component of the LC faculty’s
duty to shepherd students along the pathway to being a
physician. This component is absent in the traditional
classroom model of medical education, in which faculty
cannot simultaneously adjust the material based on indi-
vidual students’ needs. This finding is consistent with prior
research showing that a lack of longitudinal faculty-learner
relationships, fragmented learning, and social isolation are
associated with burnout and depression among medical
students (Bicket et al. 2010). In other words, by providing
students with individualized instruction that toughens them
against external stressors, students should be able to better
focus on building their clinical skills and becoming better
clinicians in the long run.

This study had several limitations. Although it is important
to ascertain essential competencies from the LC faculty mem-
bers themselves, the study addressed neither the learner per-
spective of essential developer qualities nor concrete

Table 4 Relationships between conceptual frameworks of faculty roles in 3 models

Domain Model

General mentoring model [3] Pedagogical content knowledge model [34] Learning community model

Professional Career functions Knowledge of content Role model competence

Interpersonal Psychosocial functions Knowledge of learners Mentoring competence

Educational Knowledge of pedagogy and context Teaching competence
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outcomes of these relationships. This study was limited to a
single learning institution and to only a subgroup of the total
population of LC faculty. This study’s methods were able to
capture only the themes and subthemes that the LC faculty
introduced. There may be other themes of importance that
would be raised in a focus group consisting of medical stu-
dents. To address this limitation, a future focus group study
involving medical students is planned.

Furthermore, it is unclear if the suggested characteristics of
an effective LC faculty member are related to the LC environ-
ment itself, or if they are simply attributes that underpin effec-
tive clinical instruction more broadly. However, the longitudi-
nal nature and small group setting of the LC support specific
subthemes that were discussed, such as role model and
mentoring competence. Although this study’s sample of LC
faculty is not necessarily representative, the emergence of
themes that align with and extend the literature suggests va-
lidity of the findings.

The findings from the current study provide clear direction
for future research and program development. Conducting
focus groups with students currently participating in LC com-
munities may yield additional insights into the mentoring pro-
cess. Similarly, asking former students to reflect on how the
LC has informed their further education and clinical practice
may help understand the long-term utility of the LC process.
This study could also be replicated in other settings and within
other academic disciplines. Another promising avenue of re-
search involves assessing at what point in time an LC faculty
member starts to change his or her perspectives on mentoring.
While this study classified any LCmember with at least 1 year
of mentoring as experienced, a mentor’s shift in views may
become more pronounced after serving in the LC for several
years.

Establishing the effectiveness of the LC model in promot-
ing educational and patient care outcomes would also be an
important next step. Given the growth of LCs in medical ed-
ucation, the findings of this study could serve as an initial step
for a manual of operating procedures for successful LCs, in
which descriptions of ideal LC faculty member characteristics
could be listed.

Acknowledgments The authors wish to thank Lisette Garcia and Zorica
Simic for their assistance with the focus groups.

Compliance with Ethical Standards

Conflict of Interest The authors declare that they have no conflict of
interest.

Ethical Approval This study was deemed exempt from review by the
UT Southwestern Medical School Institutional Review Board on 5/25/
2016 (STU 052016-028).

Disclaimers None.

References

1. McCoy L, Pettit RK, Kellar C, Morgan C. Tracking active learning
in the medical school curriculum: a learning-centered approach. J
Med Educ Curric Dev. 2018;5:238212051876513. https://doi.org/
10.1177/2382120518765135.

2. Stoddard HA, Borges NJ. A typology of teaching roles and rela-
tionships for medical education. Med Teach. 2016;38:280–5.

3. Kram KE. Mentoring at work: developmental relationships in or-
ganizational life. Lanham: University Press of America, Inc; 1988.

4. Flint JH, Jahangir AA, Browner BD, Mehta S. The value of men-
torship in orthopaedic surgery resident education: the residents
perspective. J Bone Joint Surg Am. 2009;91:1017–22.

5. Entezami P, Franzblau LE, Chung KC.Mentorship in surgical train-
ing: a systematic review. Hand (N Y). 2012;7:30–6.

6. Stenfors-Hayes T, Hult H, Dahlgren LO. What does it mean to be a
mentor in medical education? Med Teach. 2011;33:e423–8.

7. Frei E, Stamm M, Buddeburg-Fischer B. Mentoring programs for
medical students - a review of PubMed literature 2000-2008. BMC
Med Educ. 2010;10:32.

8. Ferguson KJW, Ellen M, Yarbrough DB, Carline JD, Krupat E.
Defining and describing medical learning communities: results of
a national survey. Acad Med. 2009;84:1549–56.

9. Smith S, Shochet R, Keeley M, Fleming A, Moynahan K. The
growth of learning communities in undergraduate medical educa-
tion. Acad Med. 2014;89:928–33.

10. Fleming A, Cutrer W, Moutsios S, Heavrin B, Pilla M, Eichbaum
Q, et al. Building learning communities: evolution of the colleges at
Vanderbilt University School of Medicine. Acad Med. 2013;88:
1246–51.

11. Goldstein EA, MacLaren CF, Smith S, Mengert TJ, Maestas RR,
Foy HM, et al. Promoting fundamental clinical skills: a
competency-based college approach at the University of
Washington. Acad Med. 2005;80:423–33.

12. Hafferty FW, Watson KV. The rise of learning communities in
medical education: a socio-structural analysis. J Cancer Ed.
2007;22:6–9.

13. Chadwick JA, Moynahan KF, Koff NA. University of Arizona
College of Medicine: Tucson and Phoenix. Acad Med. 2010;85:
S78–83.

14. Stewart RW, Barker AR, Shochet RB, Wright SM. The new and
improved learning community at Johns Hopkins University School
of Medicine resembles that at Hogwarts School of Witchcraft and
Wizardry. Med Teach. 2007;29:353–7.

15. Bicket M, Misra S, Wright SM, Shochet R. Medical student en-
gagement and leadership within a new learning community. BMC
Med Educ. 2010;10:20.

16. Jackson MB, Keen M, Wenrich MD, Schaad DC, Robins L,
Goldstein EA. Impact of a pre-clinical clinical skills curriculum
on student performance in third-year clerkships. J Gen Intern
Med. 2009;24:929–33.

17. RosenbaumME, SchwabbauerM, Kreiter C, Ferguson KJ.Medical
students’ perceptions of emerging learning communities at one
medical school. Acad Med. 2007;82:508–15.

18. Sastre EA, Burke EE, Silverstein E, Kupperman A, Rymer JA,
Davidson MA, et al. Improvements in medical school wellness
and career counseling: a comparison of one-on-one advising to an
Advisory College Program. Med Teach. 2010;32:e429–35.

19. Wagner JM, Fleming AE, Moynahan KF, Keeley MG, Bernstein
IH, Shochet RB. Benefits to faculty involved in medical school
learning communities. Med Teach. 2015;37:476–81.

20. Wenrich MD, Jackson MB, Ajam KS, Wolfhagen IH, Ramsey PG,
Scherpbier AJ. Teachers as learners: the effect of bedside teaching
on the clinical skills of clinician-teachers. AcadMed. 2011;86:846–
52.

Med.Sci.Educ. (2019) 29:721–730 729

https://doi.org/10.1177/2382120518765135
https://doi.org/10.1177/2382120518765135


21. Buddeberg-Fischer B, Herta KD. Formal mentoring programmes
for medical students and doctors–a review of the Medline literature.
Med Teach. 2006;28:248–57.

22. Thorndyke LE, Gusic ME, Milner RJ. Functional mentoring: a
practical approach with multilevel outcomes. J Contin Educ Heal
Prof. 2008;28:157–64.

23. North CS, Pollio DE, Pfefferbaum B, Megivern D, VythilingamM,
Westerhaus ET, et al. Capitol Hill staff workers' experiences of
bioterrorism: qualitative findings from focus groups. J Trauma
Stress. 2005;18:79–88.

24. North CS, Barney CJ, Pollio DE. A focus group study of the impact
of trauma exposure in the 9/11 terrorist attacks. Soc Psychiatry
Psychiatr Epidemiol. 2015;50:569–78.

25. North CS, Pollio DE, Hong BA, Surís AM, Westerhaus ET,
Kienstra DM, et al. Experience of the September 11 terrorist attacks
by airline flight staff. J Loss Trauma. 2013;18:322–41.

26. North CS, Pollio DE, Pfefferbaum B, Megivern D, VythilingamM,
Westerhaus ET, et al. Concerns of Capitol Hill staff workers after
bioterrorism: focus group discussions of authorities’ response. J
Nerv Ment Dis. 2005;193:523–7.

27. Pfefferbaum B, North CS, Pollio DE, Wallace NE, Smith R, Jeon-
Slaughter H. Focus groups with children after the World Trade
Center attacks. J Loss Trauma. 2007;12:349–63.

28. North CS, PfefferbaumB,Hong BA, GordonMR, KimYS, Lind L,
et al. The business of healing: focus group discussions of readjust-
ment to the post-9/11 work environment among employees of af-
fected agencies. J Occup Environ Med. 2010;52:713–8.

29. King RV, North CS, Larkin GL, Downs DL, Klein KR, Fowler RL,
et al. Attributes of effective disaster responders: focus group

discussions with key emergency response leaders. Disaster Med
Public Health Prep. 2010;4:332–8.

30. North CS, Devereaux R, Pollio DE, Hong BA, Jain MK. Patient
perspectives on hepatitis C and its treatment. Eur J Gastroenterol
Hepatol. 2014;26:74–81.

31. RoyW, Roaten K, Downs D, Khan F, Pollio DE, North CS. Suicide
risk assessment and management: real-world experience and per-
ceptions of emergency medicine physicians. Arch Suicide Res.
2017;21:365–78.

32. Fleiss J. Statistics for rates of proportions. 2nd ed. New York, NY:
Wiley; 1981.

33. Bergl PA, Taylor AC, Klumb J, Quirk K, Muntz MD, Fletcher KE.
Teaching physical examination to medical students on inpatient
medicine teams: a prospective, mixed-methods descriptive study.
J Hosp Med. 2018;13:399–402.

34. Shulman LS. Those who understand: knowledge growth in teach-
ing. Educ Res. 1986;15:4–14.

35. Shulman LS. Knowledge and teaching: foundations of the new
reform. Harv Educ Rev. 1987;57:1–23.

36. Irby DM. Excellence in clinical teaching: knowledge transforma-
tion and development required. Med Educ. 2014;48:776–84.

Publisher’s Note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.

730 Med.Sci.Educ. (2019) 29:721–730


	Key Attributes of a Medical Learning Community Mentor at One Medical School
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Methods
	Results
	Theme 1. LC Faculty Characteristics/Competency
	Theme 2. Suggested Faculty Development Methods
	Theme 3. Factors Outside the LC Environment Influencing Student Relationship
	Theme 4. Student Attributes Influencing Teaching Techniques
	Theme 5. Measuring and Improving H&P Skills

	Discussion
	References


