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Abstract
Provision of end of life care and coping with the emotional and existential distress engendered by palliative care
demands the provision of holistic support and training for palliativists. Mentoring is an effective means of meeting
this need; however little is known of mentoring in palliative care and a universally accepted learning theory of
mentoring remains lacking in this setting. To advance mentoring practice in palliative care, we review the only two
evidenced based mentoring theories based upon narrative reviews of mentoring practice in the key specialties within
palliative care teams.
Building upon mentoring’s mentee, mentor and organizational dependent, goal specific, context sensitive features
highlighted in both recent reviews of mentoring this paper proffers a working theory of mentoring. Constructed
Krishna’s Mentoring Pyramid that underlines the 5 core elements of successful mentoring programs, we propose
melding elements of the cognitive apprenticeship model with the adult learning theory using the multi-theories model
of adult learning offers an effective starting point for a mentoring theory.
More context-specific studies are needed to provide better insight into the validity of this framework in the ongoing
pursuit of an interprofessional mentoring theory in Palliative Medicine.

Keywords: Mentor; Mentee; Mentoring theory; Palliative medicine;
Palliative care; Mentoring

Introduction
Palliative care is characterized by its holistic interprofessional
approach to care of patients and their families facing life-threatening
illnesses [1]. Provision of end of life care, working in interprofessional
set ups and providing holistic support of patients and their families are
not often featured in undergraduate and early postgraduate training
for nurses, physicians and social workers leaving most clinicians with a
superficial understanding of palliative care practice [2]. Training
clinicians from different clinical specialties, professional backgrounds
and experience in the ethos and practice of palliative care is thus
complicated not least, as many require mosaic training which sees
training provided by palliativists from different clinical backgrounds
[3-11]. Physicians, nurses and social workers for example often receive
training from senior palliative care doctors, nurses and social workers
[3-11].
Mentoring is increasingly seen as an effective means of providing
holistic support for palliative care clinicians [5-11]. Yet no reports of
mentoring programs within palliative care exist save for
recommendations for the use of mosaic mentoring which would see
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learners mentored by palliativists from different clinical backgrounds
[5-11].
A further obstacle to any proposed employ of mentoring in
palliative care is a lack of consistency in the mentoring approaches
employed in the key specialties in palliative care teams such as nursing,
medicine and social work [10,11]. In part variances in mentoring
practice are a result of differences in mentoring goals, clinical practice
and healthcare settings and mentee- and mentor- dependent factors
[10,11]. In turn these differences in mentoring practice obstruct the
establishment of clear mentoring goals, compromises understanding
and assumption of roles and responsibilities within the mentoring
relationships, frustrates efforts to provide consistent, appropriate,
timely and individualized support and prevents the forwarding of best
practices in mentoring [12] and the employ of mentoring programs
within the Palliative Medicine [12-15]. Meanwhile conflation with
practices such as preceptorship, role-modelling, sponsorship,
supervision and counselling impede the consistent provision of timely,
appropriate and personalised mentoring support [12-15], obstructs
oversight of the mentoring relationships, inhibits awareness of roles
and responsibilities, hinders the realisation of mentoring goals [14]
and raises concerns of “exploitative” mentoring relationships.
It is therefore argued that if mentoring is to occupy a formal
position within palliative care a learning theory of mentoring
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(henceforth mentoring theory) becomes mandatory to guide and
standardize mentoring approaches and ensure a consistent and
transparent process.
To our knowledge there are no mentoring theories that account for
mentoring in an interprofessional setting much less in clinical
palliative care [11]. Forwarding a mentoring theory in
interprofessional palliative care to address this gap and streamline
mentoring practices, however, necessitates a clinically relevant and
robust framework that can account for the varied settings that
mentoring takes place within palliative care [10,11]. In addition any
mentoring theory within the palliative care setting must also consider
its interprofessional and clinical nature.
To forward an evidenced based mentoring theory we draw upon Wu
et al.’s review of mentoring programs entitled “Toward an
interprofessional mentoring program in Palliative Care – a review of
undergraduate and postgraduate mentoring in medicine, nursing,
surgery and social work” [10] and Wahab et al.’s review “Creating
effective interprofessional mentoring relationships in Palliative Carelessons from medicine, nursing, surgery and social work” [11] that
focused upon mentoring relationships in systematic and literature
reviews of undergraduate and postgraduate mentoring programs in
medicine, surgery, nursing and social work involving senior clinicians
and junior clinicians and/or undergraduates. We opted for the use Wu
et al. [10] and Wahab et al. [11] reviews given that they represent the
latest review of mentoring in healthcare. In addition Wu et al.’s [10]
and Wahab et al.’s [11] thematic review of systematic reviews of
mentoring allows for the circumnavigation of mentoring’s contextsensitive, goal-specific, mentee- and mentor- dependent features and
circumventing of the influence of different healthcare systems, settings
and programs upon mentoring accounts.
It is our belief that the common aspects of mentoring programs and
mentoring relationships amongst the key specialties in palliative care
highlighted by Wu et al. [10] and Wahab et al. [11] could be used to
form the basis for a framework of mentoring theory in
interprofessional palliative care [10,11].

Prevailing Data in Clinical Mentoring
In their narrative reviews of systematic reviews of mentoring
between 1st January 2000 to 31st December 2015, Wu et al. [10] and
Wahab et al. [11] evaluated one review of mentoring in medicine and
nursing, 10 mentoring reviews in medicine, 4 mentoring reviews in
surgery and 5 mentoring reviews in nursing. Wu et al. [10] focused
upon mentoring programs whilst Wahab et al. [11] focused on
mentoring relationships. Given the different focus of these studies we
will discuss the findings of each paper in turn.

Review of mentoring programs
In their review Wu et al. [10] identified 3 semantic themes
constructed from ‘detail rich’ codes surrounding mentoring programs
in nursing, medicine and surgery. These themes related to common
elements within prevailing definitions of mentoring, components of
mentoring approaches and elements of the mentoring process. Wu et
al. [10] found that definitions of mentoring in nursing, surgery and
medicine described mentoring as a dynamic, context dependent, goal
sensitive, mutually beneficial relationship between an experienced
clinician and junior clinicians and or undergraduates that is focused
upon advancing the development of the mentee.
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Wu et al. [10] found that mentoring approaches in nursing,
medicine and surgery were individualized and dyadic to ensure
privacy. In the palliative care setting where mentees frequently have
more than one mentor to address different aspects of their
professional, personal, academic and social development Wu et al. [10]
advocated that interactions within mosaic mentoring remain
individualized and supplemented by e-mentoring or online support
that can facilitate timely, holistic, individualized, appropriate and
specific mentoring support.
Wu et al. [10] also conclude that mentoring processes in palliative
care should be formally supported by a host organization to ensure
consistent and effective matching of mentors with mentees, formal
mentor training, use of common and established mentoring
approaches and to ensure consistency, transparency and accountability
of the mentoring process.
Reliance upon mentee dependent factors and the nature and
responsibility of mentees and mentors led Wu et al. [10] to conclude
that the adult learning theory best encapsulates the mentoring process.

Review of mentoring relationships
Wahab et al. [11] thematically analyzed elements of the mentoring
relationship and identified 6 semantic themes built on ‘data rich’ codes
of mentoring relationships in medicine, surgery and nursing. These
themes included (1) characteristics of prevailing definitions of
mentoring, (2) characteristics of mentoring relationships, (3)
characteristics of mentors and (4) mentees, (5) benefits of mentoring
and (6) drawbacks of mentoring [11]. These themes allowed Wahab et
al. [11] to forward a rudimentary structure for the development of
mentoring relationship. Echoing Wu et al.’s [10] findings, Wahab et al.
[11] found that mentoring to be a dynamic, flexible and evolving
process.
Critically, Wahab et al. [11] findings emphasized the pivotal role of
apprenticeship with mentoring relationships prompting their adoption
of the adapted cognitive apprenticeship model to describe the
mentoring process.

Scrutiny of Wu et al. and Wahab et al.’s positions
The presence of two dissimilar mentoring theories to describe
mentoring processes in in medicine, surgery and nursing warrants
closer scrutiny. We summarize these findings in [Table 1].
Wahab et al. [11] advocate an interprofessional ‘apprenticeship’
model constructed upon an adapted cognitive apprenticeship model
that the authors believe “will allow for multiple mentoring
relationships that facilitate learning, skills training and personal advice
from multiple mentors from different clinical backgrounds”. Wu et al.
[10] advocate of a mosaic-mentoring approach supplemented with ementoring set within a formal mentoring program in the belief that
this approach “would facilitate holistic, timely, individualized,
appropriate and specific support of members of the multidisciplinary
team by senior members Palliative Care team from different
professional backgrounds”. The presence of two contrasting models
hints at the difficulties faced in accounting for the variances in the
practice and outcomes of mentoring in these specialties and demand
closer scrutiny of the data presented.
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Review

Summary

Wu et al. (2016) “Towards an interprofessional mentoring program in
Palliative Care - a review of
undergraduate and postgraduate
mentoring in Medicine, Nursing, Surgery
and Social Work.”

Themes of mentoring relationships
1. Components of mentoring approaches
2. Elements of the mentoring process
Recommendation
Use of a mosaic-mentoring approach supplemented with e-mentoring, all housed within a
formal mentoring program with organisational support.
Underpinned by the adult learning theory.

Wahab et al. (2016) “Creating effective
interprofessional relationships in
Palliative Care - Lessons from Medicine,
Nursing, surgery and Social Work.”

Themes of mentoring relationships
1. Characteristics of mentoring relationships
2. Characteristics of mentors
3. Characteristics of mentees
4. Benefits of mentoring
5. Drawbacks of mentoring
Recommendation
Propose the use of a mosaic-mentoring approach supplemented with ementoring
underpinned by an adapted cognitive apprenticeship model

Table 1: Summary of Wu et al.’s and Wahab et al.’s findings. Both studies also studied key components within definitions of mentoring.

Adult learning theory
We begin our analysis of Wu et al.’s [10] use of Knowles’s [12] adult
learning theory or “andragogy” to explain the mentoring processes.
Whilst there is little consensus on the exact structure of this evolving
concept, the adult learning theory pivots on five critical assumptions
[12,13], which when applied to the mentoring context are as follows:
1.

2.

3.
4.

5.

Mentees are adults who display self-directed learning [12]. This is
evident in the presence of mentee-defined goals of mentoring
relationships in mentee initiated mentoring relationship and in
their subscription to the overarching goals of a formal mentoring
program which mentees enter.
Mentees use their experiences to build upon their learning. This
makes experiential techniques and case based learning
particularly effective [12] especially when mentoring interactions
evolve and move from largely theoretical discussions to practical
clinical role modelling and research. This is important to
Interprofessional Education (IPE) that would underpin mosaic
mentoring where “two or more professions learn about, from and
with each other to enable effective collaboration and improve
health outcomes”.
Mentees display intrinsic rather than extrinsic motivation [12,13]
to learn and motivation is a critical aspect of successful
mentoring relationships.
Mentees in mentoring relationships in clinical palliative care see
learning shift from subject-centred to performance-centred skills
and practices [12,13] as they develop their palliative care ‘case
based, in-training’ skills.
Mentees’ readiness to learn becomes more oriented to the
developmental tasks of their social roles [12]. This is evident in
the evolving nature of mentoring relationships replete with the
development of new roles in clinical practice and stronger
participation within the mentoring relationship. Development of
such roles are nurtured and guided by mentors.

Wu et al. [10] suggest that mentoring is an individualized context
dependent process that sees learning being dependent upon the
mentee’s individual experiences and self-directed and reflective
learning processes [14-21]. Reflective practice however is commonly
not considered in adult learning theories. Meanwhile the presence of
mentor-dependent features to help maintain motivation and invigorate
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learning challenges the notion that mentees are always intrinsically
motivated [13,21,22].
Wu et al.’s [10] suggestion that mentees develop and learn from their
experiences points to Experiential learning theories [23] whilst having
perspectives shaped in a safe mentoring environment is challenged and
supported by the mentor suggests the need to consider Perspective
transformation theory [24]. These inconsistencies see Wu et al. (2016)
[10] adopt Taylor and Hamdy’s [15] multi-theories model that brings
together several adult learning theories [25,26] and better captures and
explains their findings.
This warrants closer study of the Taylor and Hamdy’s [15] multitheories model. The multi-theories model has five stages. Differing
responsibilities conferred upon the mentee and the mentor at each
stage reflects the evolving nature of mentoring relationships. In the
dissonance phase, gaps are identified in the mentee’s knowledge. The
mentor’s role in this phase involves assessing the mentee’s motivation,
learning styles and stage of development in order to formulate a
mentoring plan and provide the mentee with the necessary resources
they would require to develop.
In the refinement phase, formation of new concepts is brought
about by the addition of new data and experiences to existing
knowledge and understanding. This occurs as mentees brainstorm for
possible solutions to different problems, actively participate and
complete of tasks, and finally, refine these experiences and data into
concepts.
The organization phase is marked by mentees restructuring their
existing knowledge pool through the process of validating hypotheses
of the new knowledge. The feedback and consolidation phase allows
the mentee to reflect and validate any new information, acknowledging
the increase in their knowledge base as well as the learning process.
The flexibility of this model [15] enables its application to a wide
range of mentor-mentee relationships [27] and settings [28]. The
model also dichotomizes superficial and deep learning [29,30],
suggesting a role for each learning style at different stages of learning.
Finally, the model also acknowledges that learning is context
dependent, highlighting the situated cognition model [31], which
argues that learning is a social activity and its context determines the
learning outcome. This model also acknowledges that external factors
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such as the learning environment may modify the mentees motivation
[32].

The cognitive apprenticeship model
Wahab et al.’s [11] analysis of mentoring relationships sees them
propose the adoption of the cognitive apprenticeship model to
explicate their findings. Wahab et al.’s [11] analysis sees junior
clinicians build upon their personal and professional experiences
through apprenticeship with senior clinicians within the
interprofessional team.
Learning occurs through a process known as legitimate peripheral
participation – the mentee enters a legitimate profession on the
periphery, and develops a new identity [33]. Progress is made through
greater participation, learning and practice [33]. This is reflected in
modern clinical training: medical students start by observing their
mentors, gradually adapting, assimilating and performing various roles
and tasks [34]. This process of learning is driven by practical and
clinical considerations, focusing upon developing a well-prepared and
professional clinician through the acquisition and role modeling of
‘tacit knowledge’, identifiable attitudes and demonstrable knowledge
and skills [35] rather than “learning about practice” [36].

evolving, mentee- and mentor dependent, context-specific, goalsensitive relationship. The goals of the mentoring process may either be
set by the mentee or by the organization hosting the mentoring
program. Success of the mentoring process pivots upon mentoring
relationships which in turn relies upon the personal characteristics of
mentors and mentees, the manner that mentoring relationships form,
the strength of the mentoring ties within these relationships, the
influence of environmental, social, personal, academic, professional
and organizational factors and the influence of the host organization in
supporting the mentoring relationship.
Nurturing mentoring relationships within the context of a formal
mentoring relationship that sees mentors matched to potential mentees
based upon common interests, values and demographic considerations
and the presence of multiple mentoring relationships spanning the
width of a mentee’s professional, personal, academic, research and
social needs requires careful consideration attempts to foster personal
ties.
Based on the five dimensions highlighted, Krishna forwards the
Mentoring Pyramid (Figure 1) stating that any potential learning
theory of mentoring must account for these elements of mentoring
practice.

Cognitive apprenticeship is adapted from the traditional model of
apprenticeship focuses upon assimilation and application of cognitive
skills [36]. There are 6 elements to cognitive apprenticeship [34,36]
including
1.
2.
3.
4.
5.
6.

Role Modeling, which relates to the demonstration of skill by the
mentors.
Coaching that refers to the provision of feedback by mentors after
observing their mentees.
Scaffolding which is the process of supporting the mentees in
their learning.
Articulation serves to encourage mentees to discuss their
thoughts in response to questions.
Reflection encourages deliberation upon their actions and the
reasons underpinning their strengths and weaknesses.
Exploration allows mentees to frame and pursue their own
problems.

Empirical data appears to suggest that the cognitive apprenticeship
model does capture some of the learning processes seen in clinical and
social interactions between mentors and mentees [36]. Use of mosaicand e-mentoring to facilitate learning, skills training and personal
development from multiple mentors within a interprofessional setting
facilitates learning of practical skills and physical processes not
commonly associated with cognitive apprenticeship model and
envisaging mentoring to be a more holistic and evolving learning
process [37,38].
Missing however are due consideration of mentoring relationships
and the interactions that occur within them, mentor dependent
features, the influence of the mentor upon the mentoring process and
the mentor’s ability to mentor [34,38-42].

Reviewing the data
Wahab et al.’s [11] and Wu et al.’s [10] posits do not fully explain the
mentoring process in healthcare. However Wahab et al. [11] and Wu et
al.’s [10] data does show mentoring between an experienced clinician
and a junior physician or medical student as a mutually beneficial,
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Figure 1: Krishna’s Mentoring Pyramid
This framework for mentoring in palliative medicine has been
developed as a 3-dimensional pyramid built upon four lateral faces
with a square base, and is adapted from Miller’s Prism [43]. This
framework takes into account a holistic, yet contextualised picture of
the evolving nature of mentoring relationship.
The first face of Krishna’s Mentoring Pyramid represents menteerelated factors, and serves to acknowledge the impact and changes in
the attitudes, skills and knowledge of mentees as a result of their varied
mentoring experiences [12,13,15]. These experiences have an effect on
the mentees’ motivations and the contextual factors that impact their
participation.
The second face of Krishna’s Mentoring Pyramid considers the key
facets of the mentoring relationship. This would include whether the
mentoring relationship was informal or formal. The relationship would
be determined by the type of research project being mentored, which
varies in its duration and frequency of multidimensional appraisal and
determines the type and style of support provided. The relationship
dimension also includes the degree of mutuality, breadth and depth of
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the relationship, congruence of mentor and mentee needs and their
sensitivity to diversity [10,11,44-46].
The third face of Krishna’s Mentoring Pyramid focuses on mentorrelated factors. These include the mentor’s motivations, their ability to
engage mentees and sustain mentees’ interest and motivations, the
mentor’s availability and ability to support mentees and how effective
the mentor is at detecting, assessing and providing this support
[10,11,44-46]. It also necessarily considers the mentor’s character,
commitment and ability to meet the multiple roles expected of them.
Prior Palliative Medicine training [10,11] that empower the mentor to
provide holistic review of the mentees and support mentees within a
team-based setting are also considered.
The fourth face of Krishna’s Mentoring Pyramid highlights
organizational factors, like the culture of the medical department and
the importance given to the program by the major stakeholders in the
clinical setting [9]. This aspect of the Mentoring Pyramid considers the
support for the mentoring program, whether it is a formal routine
established in the curriculum or exists as an informal entity. This
affects the resources given to the mentoring relationship, and thus also
determines the degree of availability of mentor training and support.
The base of Krishna’s Mentoring Pyramid represents the fluidity of
the mentoring process as well as the interactions and impact of each
face of the Pyramid on one another. This base represents the maturity
of the mentoring relationships, the changes in the mentees’ practice,
knowledge and behaviour as a result of their mentoring experiences
and interactions with the patients, fellow health care professionals, and
senior clinicians including the mentor as mentees progress through
different stages of the project [47-50]. This aspect of Krishna’s
Mentoring Pyramid underscores the need for a fluid learning theory
for mentoring, which makes up the foundation of the mentoring
framework for building blocks of the pyramid to be built upon.
Krishna’s Mentoring Pyramid emphasizes the need to consider
multidimensional, ethically sensitive, culturally relevant, context
specific and organizationally aspects of mentoring when forwrading a
mentoring theory [51-52].

Forwarding an evidenced based mentoring theory
A mentoring theory is necessary for advancement of mentoring
practice and training of the next generation of hospice and palliative
care clinicians, researchers, and leaders. Both Wu et al.’s [10] proposal
of a mentoring theory based upon the principles of adult learning and
Wahab et al.’s [11] advocacy of Cognitive Apprenticeship do
encapsulate elements within Krishna’s Mentoring Pyramid and do
within their specific confines have their own merits. Broadening
considerations to include both aspects of mentoring requires more
than simple melding of the two ideas. To effectively consider the
various aspects of mentoring we begin by considering Taylor and
Hamdy’s [15] evidenced- based Multi-theories Model of adult learning
(Multi-theories model).

Melding the Multi-theories model
Taylor and Hamdy [15] represent an evidenced based evolution of
the traditional adult learning theory. Taylor and Hamdy’s [15] Multitheories model builds upon the six assumptions underpinning the
adult learning theory [12,13] which are that mentees are motivated to
learn and see the relevance and importance of what they are learning,
mentees accept that they are responsible for their own learning and are
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prepared to learn and mentees tend to build upon their experiences
and knowledge. Inspired by a practical appreciation and integration of
Kolb’s experiential learning model [22], the three phases of
transformative learning, the scaffolding theory that also considers the
impact of tutors and mentors and communities of learning, the
manner learning occurs according to Krishna’s Mentoring Pyramid
and different learning styles allows Taylor and Hamdy [15] to posit 5
phases to learning.
Dissonance relates to challenges to the learner’s knowledge as a
result of external challenges from teachers or internal challenges as
learners reflect upon gaps in their knowledge. This phase considers the
learner’s learning style, stage of development and motivation as well as
nature of the task and the available resources. The refinement phase
sees the learner reflecting, researching and discussing the problem and
integrates ‘new information into…concepts’ [15]. The organization
phase sees learners creating structures for their new information and
testing hypotheses based on these structures. Feedback sees these
scaffolds and hypotheses tested with peers. The consolidation phase
sees reflection upon the process. Critically, Taylor and Hamdy [15]
delineate the roles of learners and teachers in each of the five stages.
Applying Wu et al. [10] and Wahab et al’s [11] data to the Multitheories model reaffirms the importance of the mentee’s motivation to
address recognized gaps in their knowledge within the dissonance
phase. The dissonance phase also highlights the importance of a
matching process that must consider the needs of the mentees [53] and
the pre-mentoring meetings that serve to assess the best means to
support the mentee within their particular social, academic,
professional and personal environment and their learning styles, their
backgrounds, ability and motivations.
The refinement, organization, feedback and consolidation phases
highlight the importance of the mentoring relationship and the
mentoring environment in providing mentees with the resources
required to work through the gaps in their knowledge and provide
them with a safe environment to explore their knowledge, provide
timely appropriate, individualized and relevant feedback and an
opportunity to reflect upon their learning [10,11]. These phases
emphasize the importance of the cognitive apprenticeship model
highlighted by Wahab et al [11].
The cognitive apprenticeship model emphasizes the social
dimension of the mentoring process. This includes the transition of
mentees from peripheral positions to more participatory roles as
mentees develop [33]. Highlighting this change also serves to
acknowledge the evolving nature of the mentoring relationship as
relationships mature. In addition, the cognitive apprenticeship model
captures some of the key roles of a mentor including role modeling,
coaching, providing individualized and holistic support, scaffolding,
facilitating reflective practice and nurturing a safe mentoring
environment.
Fusing the cognitive apprenticeship model with the Multi-theories
model better captures the mentoring process. Whilst largely
complementing the refinement phase, addition of the cognitive
apprenticeship model does not drastically change the Multi-theories
model.

Conclusion
The melded Multi-theories model does appear to encapsulate the
key aspects of the mentoring process described by Wu et al. [10] and
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Wahab et al. [11]. Whilst this framework does offer a good starting
point for an effective mentoring theory further studies need to be
carried out within the specific context of mentoring involving senior
clinicians and junior clinicians and/or undergraduates within the
nursing, medicine, surgery and medical social work settings. Further
studies should also be carried out to compare the mentoring process in
undergraduates and postgraduate settings to further validate the
theory particularly given the potential differences in mentoring
approaches, goals and duration in addition to obvious differences in
mentee characteristics. We believe an effective mentoring theory is
now in sight and hope that standardized mentoring experiences
defined by this framework will move palliative care education forward.
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