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ABSTRACT

Objectives To identify mentors’ perspectives on strengths
and weaknesses of the Training, Support and Access
Model for Maternal, Newborn and Child Health (TSAM-
MNCH) clinical mentorship programme in Rwandan district
hospitals. Understanding the perspectives of mentors
involved in this programme can aid in the improvement of
its implementation.

Design The study used a qualitative approach with in-
depth interviews.

Setting Mentors of TSAM-MNCH clinical mentorship
programme mentoring health professionals at district
hospitals of Rwanda.

Participants 14 TSAM mentors who had at least
completed six mentorship visits on a regular basis in three
selected district hospitals.

Results Mentors’ accounts demonstrated an
appreciation of the two mentoring structures which

are interprofessional collaboration and training. These
structures are highlighted as the strengths of the
mentoring programme and they play a significant role in
the successful implementation of the mentorship model.
Inconsistency of mentoring activities and lack of resources
emerged as major weaknesses of the clinical mentorship
programme which could hinder the effectiveness of the
mentoring scheme.

Conclusion The findings of this study highlight the
strengths and weaknesses perceived by mentors of the
TSAM-MNCH clinical mentorship programme, providing
insights that can be used to improve its implementation.
The study represents unique TSAM-MNCH structural
settings, but its findings shed light on Rwandan health
system issues that need to be further addressed to ensure
better quality of care for mothers, newborns and children.

INTRODUCTION

High rates of maternal mortality remain a
major concern for low/middle-income coun-
tries (LMIGCs) that face different challenges
in providing quality care. According to the
WHO, approximately 830 women die every
day from preventable causes related to preg-
nancy and childbirth, 5.1 million babies are

Strengths and limitations of this study

» This was the first study to focus on a unique mentor-
ship model at the district hospital level.

» Mentors are affiliated with the Training, Support
and Access Model for Maternal, Newborn and Child
Health (TSAM-MNCH) programme and this relation-
ship can create bias and may have affected the data
reported.

» The inclusion of other healthcare providers beyond
the TSAM-MNCH catchment area would generate
different perspectives about the programme.

stillborn or die every year in their first month
of life, and 99% of all maternal and child
deaths occur in LMICs."® In addition, the
WHO estimates that only 74% of live births
globally benefited from skilled care during
delivery,' highlighting a need for increasing
skilled healthcare workers in these settings.
Rwanda has made considerable progress in
reducing maternal and under-5 mortality.
The maternal mortality ratio fell from 1160
deaths per 100 000 live births in 2000 to 248
deaths in 2017, and under-5 mortality fell
from 152 deaths per 1000 live births in 2005
to 50 deaths in 2015.”° Although Rwanda has
made substantial improvements in maternal
and child health, current maternal and child
mortality rates are still high. In an effort to
contribute to reducing child and maternal
mortality, clinical mentorship programmes
proven to improve the capacity of healthcare
providers have been introduced in district
hospitals and health facilities.

Onsite clinical mentorship is a form of
ongoing practical training and consultation
that takes place in a health facility where
health workers treat patients and manage
their cases to foster professional develop-

ment and sustainable high quality of care.”™
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A clinical mentor is usually a practitioner with relevant
experience, knowledge and skills that are transferable for
the professional development of other less experienced
healthcare workers.'’ Evidence suggests that post-training
supportive supervision and mentorship are effective
in strengthening learning processes, and improving
provider motivation and clinical performance.'™? Studies
conducted in Rwanda suggested that some of the reasons
for low performance among healthcare providers can be
traced through limited supervision and mentorship as
well as insufficient support systems consistent with chal-
lenges reported in other similar settings.® '* * Increasing
the number of healthcare providers and training them
to deliver quality care is a core component of health
systems strengthening needed to achieve universal health
coverage. The government of Rwanda encourages
healthcare providers to participate in continuous profes-
sional development (CPD) programmes to enhance
their skills and to further this goal; thus, the country has
implemented a mentoring scheme.'” Some barriers that
limit the implementation of mentorship programmes in
Rwanda are found to be staff turnover and lack of mate-
rials and equipment.'®

The Training, Support and Access Model for Maternal,
Newborn and Child Health (TSAM-MNCH) in Rwanda
is a partnership project with the primary mission of
improving MNCH by working with local partners to
improve health service access and delivery.17 Through its
CPD stream, TSAM-MNCH designed and implemented
a mentorship programme to increase health practi-
tioners’ ability to provide quality care and to bridge the
gap between traditional theoretical training and practical
training."” This mentorship model was adopted from
the Reproductive, Maternal, Newborn and Child Health
Clinical Mentorship guidelines designed by the Rwandan
Ministry of Health to improve the quality of MNCH.'®
The TSAM-MNCH mentorship model is unique due to
its extensive focus on interprofessional collaboration
with the idea that MNCH services are inter-related. The
mentorship model was developed and implemented in 6
out of 30 districts of Rwanda, namely Rulindo, Gicumbi,
Gakenke, Muhanga, Gisagara and Ruhango. These six
districts were assigned to the TSAM-MNCH project by the
Rwandan Ministry of Health.

Since the launch of the mentorship programme,
TSAM-MNCH has not evaluated the perspectives of
mentors undertaking the mentorship activities at the
assigned district hospitals. Their perspectives are essen-
tial to improve the implementation of the programme,
therefore, this study contributed to that cause and it
also aimed at adding to the existing literature on clinical
mentoring in Rwanda. The objective of this study was to
assess the perspectives of TSAM-MNCH mentors on the
strengths and weaknesses of the mentorship model. The
study will also assess the mentorship environment and
highlight gaps and areas of improvement of the mentor-
ship model.

METHODS

Study setting

The health system in Rwanda is dominated by publicly
funded healthcare facilities that include health centres,
dispensaries, district hospitals, national referral hospi-
tals and university teaching hospitals.'® Compared with
the health centres, district hospitals offer services with
a higher level of complexity and expertise including
surgeries and complex inpatient care such as the manage-
ment of high-risk cases of mothers and children that have
been referred from health centres.'” Rwanda has 42
district hospitals that serve as first-line referral hospitals
and receive referrals from peripheral health facilities.”
District hospitals are generally staffed by nurses, midwives
and generalist physicians with basic medical training.16
Despite the limited number of specialists and resources,
district hospitals are fundamental to primary care, espe-
cially in remote areas.'® The mentorship activities were
conducted in neonatal, maternity and paediatric wards in
the district hospitals.

Description of TSAM-MNCH clinical mentorship programme
Through consultations with different key actors, the
mentoring model was developed in early 2017. The poten-
tial mentors to be part of this mentorship model were
identified and selected among experienced healthcare
providers permanently working in university (tertiary)
referral hospitals. Consequently, mentors had to travel to
take part in mentorship activities at the district hospitals
where their mentees are based. Mentors were selected by
TSAM-MNCH from different professional associations in
their areas of competency. The selection was based on
mentors’ medical expertise, competency and willingness
to transfer skills.

The programme was built on interprofessional collab-
oration which required mentors to work in a team. Each
mentoring team had five health professionals consisting
of a gynaecologist/obstetrician, a paediatrician, an anaes-
thetist, a midwife and a paediatric nurse. This was the first
mentorship model to include anaesthesia providers recog-
nising their crucial role in the reduction of maternal,
newborn and child morbidity and mortality. Each mentor
was assigned two to three mentees and each mentorship
visit lasted 3 consecutive days, once in 2months. Five
hospitals in the Northern Province benefited from 15
mentorship visits, while the five hospitals in the Southern
Province had 13 visits each.

The selected mentors received refresher courses in
specific skills in their specialty and a training course on
mentoring. This course on mentoring included cross-
cutting themes focusing on interprofessional collabora-
tion, gender and ethics. In addition, mentors benefited
from additional training including simulation and
debriefing and quality improvement.

The district hospital management team was involved
in the development and implementation of the mentor-
ship model to ensure ownership of the model. This
was done through the organisation of the preparatory
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meetings with hospitals before launching the mentoring
programme. Coordination meetings with beneficiaries
and implementers identified strategies to overcome the
challenges encountered throughout the implementation
of the mentoring. Challenges and strategies to overcome
them were developed during these meetings.

Before starting mentorship activities, mentees filled
out self-assessment surveys to identify areas that needed
improvement. These surveys facilitated the mentor’s
efforts to teach effectively according to mentees’ personal
needs. The mentorship activities were based on the needs
of each mentee and the gaps in each hospital service.
Mentors also provided an assessment to give feedback to
their mentees after each mentorship visit. The mentor-
ship model encouraged a supportive mentorship environ-
ment for the mentor-mentee relationship and allowed
constructive feedback and follow-up. In addition, the
mentees’ performance was determined using evaluation
tools. This mentorship model allows healthcare profes-
sionals to collaborate and to cross-consult to ensure the
delivery of quality care.

The teaching methodologies used by TSAM-MNCH
mentors included bedside teaching and case scenario
discussions, as well as simulation, case presentation,
ward rounds, mortality and morbidity audit, debriefing
sessions and managing clinical emergencies alongside the
mentees.'® Each mentor works alongside their mentee
to assist with daily medical assignments and assess the
performance. The whole team of mentors and mentees
can occasionally collaborate depending on the medical
cases. This professional collaboration is most likely to
happen because the mentorship programme focuses on
areas that are interrelated. After each mentorship field
visit, mentors fill out reflection forms.

Study design and population

This study was a descriptive design using a qualita-
tive approach to assess the perspectives of TSAM-
MNCH mentors on the strengths and weaknesses of
the mentorship model. The study participants included
50 active mentors mentoring health professionals in 10
district hospitals of TSAM-MNCH clinical mentorship
programme catchment area. The researcher obtained
a list of TSAM-MNCH mentors with their contact infor-
mation from TSAM-MNCH administration, and then
selected active mentors who had completed at least
six mentorship field visits on a regular basis in TSAM-
MNCH assigned district hospitals. This was to ensure that
mentors have sufficient knowledge and are familiar with
the mentorship programme.

Study sample and sampling procedure

Initially, 18 mentors were purposively selected to partic-
ipate in the study. Some participants were invited over
the phone while others were invited face to face by
the researcher. All the invitations were in Kinyarwanda
language. With different reasons, four mentors were not
able to participate, thus the study sample was 14 mentors

who were representative of each profession. The sample
consisted of three gynaecologists/obstetricians, three
paediatricians, two anaesthetists, three midwives and
three paediatric nurses. These four were not replaced
because we observed that saturation was reached. Satu-
ration was reached around the ninth interview and the
researcher kept collecting data to make sure that each
profession is represented in the study sample since the
mentorship model is built on interprofessional collabora-
tion and every profession plays a key and unique role in
the programme.

Data collection

The methodology followed a Consolidated criteria for
Reporting Qualitative research checklist (research check-
list). Qualitative primary data were collected directly
from participants using one-to-one in-depth interview.
The interview guide (online supplemental file 1) was
made up of 15 questions that led to an hour interview
between the researcher and each participant. A semi-
structured interview guide was developed based on the
research questions by the research team. Most questions
were open ended and were based on mentorship activi-
ties and the perspectives of the mentors about the TSAM-
MNCH mentorship model: its strengths, weaknesses, gaps
as well as areas of improvements. The interviews were
electronically recorded and field notes were taken by the
researcher.

All interviews took place in the hospital offices where
mentors were conducting their mentorship visits and did
not interfere with mentorship activities. Two interviews
were done in the local language (Kinyarwanda) due to
the participants’ request and level of comfort. A Kinyar-
wanda interview guide that had been prepared was used
for the two interviews. In general, the interviews lasted
about an hour except for two interviews which lasted
approximately 35 min because the participants had to
abruptly leave to assist with an emergency medical case.
For these two interviews, the researcher focused on ques-
tions that specifically ask for strengths and weaknesses.
There were no follow-up interviews for this study. Data
collection took place from mid-June to mid-July 2019.

Data analysis

This study used framework analysis with the aim
to manage and identify themes. SU transcribed all
recorded interviews and translated transcripts into
English where needed. This process helped the research
to be familiar with the content of each interview and to
get a general overview of each participant’s responses,
while focusing on the relevance to the main objective of
the study. Framework analysis was particularly chosen
for this study because it helped the researchers to clas-
sify data in relation to the main imposed themes which
are strengths and weaknesses of the TSAM-MNCH
clinical mentoring model. This approach also enabled
the research team to identify subthemes and to inter-
pret data. The research team thoroughly reviewed and
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classified all ideas that emerged from the transcription
process by focusing on the main objective as reflected
in the research questions.

Each participant was assigned a code and then personal
identifiers were deleted to ensure confidentiality. The
first set of coding process was done manually by SU and
there was no use of any computer software. SU read all
transcripts and conducted the first set of coding. Other
members of the research team further independently
reviewed the initial set of coding and suggested some addi-
tions to enhance the readability of the results. After revi-
sions, codes were assigned to the themes and subthemes
which emerged from the transcripts. Great attention was
paid on quotes and statements which responded to the
research themes.

Ethical consideration

At the time of the study, the corresponding female
researcher SU was a Master’s student at the University of
Edinburgh in the School of Social and Political Science.
SU is a certified qualitative research by Market Research
Society. An information sheet (online supplemental file
2) was provided to participants right before starting the
interviews and then a written consent form to volun-
tarily participate in this study was signed by both the
researcher (SU) and the participant. The consent forms
were signed in the hospital offices, the same location
where the interviews were conducted only between the
participant and the researcher. Only the researcher had
access to the interview recordings and consent forms, and
there was no name attached to any recording or quota-
tion to maintain the privacy and the confidentiality of
the participants. TSAM-MNCH did not know the identity
of mentors who participated in the study. The researcher
has only shared a final report with TSAM-MNCH with
no mentors’ identities attached to it. The researcher’s
occupation, experience and study purpose were commu-
nicated to all participants. The study carried no risk to
the participants.

Patient and public involvement

The mentorship programme is one of the key priorities
of the health sector in Rwanda.?! Therefore, the devel-
opment of the research question and outcome measures
were done keeping this priority in mind. This study
sample was only made of mentors providing mentorship
programme and there was no interaction with patients.
Therefore, it was not applicable to involve patients in the
design of this study. This is the same for the involvement
of the patients in the recruitment process. However, since
mentors are involved in the management of the patients
and in the provision of health services, the results of the
study will be disseminated with different stakeholders
including the hospitals and the Ministry of Health as well
as the mentors themselves with a view to improve the clin-
ical mentoring programme. This will be done through
different meetings at different levels.

Table 1 Study participants

Participants Profession Gender
Interview 1 Gynaecologist Male
Interview 2 Anaesthetist Male
Interview 3 Midwife Female
Interview 4 Paediatrician Female
Interview 5 Nurse Female
Interview 6 Gynaecologist Male
Interview 7 Midwife Female
Interview 8 Paediatrician Male
Interview 9 Nurse Female
Interview 10 Anaesthetist Female
Interview 11 Nurse Male
Interview 12 Midwife Female
Interview 13 Gynaecologist Female
Interview 14 Paediatrician Male
RESULTS

In this section, results are presented based on key
themes identified vis-a-vis the mentors’ perspectives of
the TSAM-MNCH mentorship model. Two themes were
developed and imposed as strengths and weaknesses of
the programme. Two subthemes were classified under
the theme of mentors’ perceptions of the strengths of
the scheme, and those are interprofessional collabora-
tion, and training and facilitation. Also, two subthemes
were identified under the theme of perspective of the
weaknesses of the mentorship scheme, and those are
the inconsistency of mentorship activities and lack of
resources. These four subthemes emerged from the tran-
scripts and were classified under each imposed theme
according to the relevance with the research objective.
Mentors’ perspectives varied across different professions
which means that there were no particular perspectives
that emerged from one profession. Table 1 indicates
details about the study participants.

Perceived strengths of the TSAM-MNCH mentorship model
This theme contains two categories that mentors
perceived as the core strengths of the TSAM-MNCH
mentorship model. The categories were developed based
on what mentors viewed as factors that facilitate and ease
the implementation of clinical mentorship in district
hospitals. Those categories are interprofessional collabo-
ration, and training and facilitation.

Interprofessional collaboration

Throughout all interviews, mentors demonstrated an
appreciation and importance of collaboration among
different medical professionals. The interprofessional
collaboration was reported as an efficient strategy to
provide quality care to mothers and children because it
allows cross-consultation in the three inter-related depart-
ments that are important to the well-being of mothers and
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children, namely maternity, neonatal and paediatrics.
Therefore, mentors appreciate working together while
they are helping their mentees to acquire more skills and
knowledge. A mentor stated:

If we delivered a premature baby in maternity, it is
possible that it may end up in neonatology. We may
monitor a mother who might end up having a C-
section, we feel relieved if we are working closely with
the neonatology and operating room teams. All these
departments work together to improve the quality
of care given to mothers and children, and to avoid
deaths. (Midwife, interview 3)

In addition, mentors reported that this interdiscipli-
nary approach increased their shared experience and
learning opportunities where professionals learn from
each other (gynaecologist, interview 1; midwife, interview
3; paediatrician, interview 8 and gynaecologist, interview
13). This is also important for mentees as they learn from
that shared experience through case discussions, bedside
teaching, simulation and collective feedback. There is
a general accord among mentors that interprofessional
collaboration increases confidence, competition and
comfortability for both mentors and mentees. TSAM-
MNCH mentors believe that their collaborative behav-
iours are more likely to be mimicked by their mentees
and their skills are transferred as well. They also stated
that working together makes it easier to build a great
teaching environment and to transfer skills by involving
their mentees in clinical cases and activities. A mentor
remarked:

I believe that as my mentee observe how I involved
my colleagues from other departments in important
decisions regarding the patients, he will learn from
me and adopt the same strategy. (Paediatrician, in-
terview 8)

Training and facilitation

Mentors applauded TSAM-MNCH Rwanda for facilitating
mentoring activities and providing regular training.
Mentoring activities take place in district hospitals, but all
mentors regularly work at referral and university teaching
hospitals. Mentors appreciated that TSAM-MNCH
Rwanda provides accommodation, transport and finan-
cial payment during mentorship field visits (anaesthetist,
interview 2; gynaecologist, interview 6; nurse, interview 11
and gynaecologist, interview 13). Mentors perceive such
facilitation as a motivation to keep them engaged and as
valuable consideration of their contribution to clinical
teaching.

Most mentors can agree with me that financial mo-
tivation is very important. We get paid to do this job
and our hotels and transport are also paid by TSAM-
MNCH Rwanda. (Gynaecologist, interview 13)

Additionally, mentors reported that TSAM-MNCH
Rwanda regularly provides them with training on clinical

mentorship, simulation, quality improvement, gender-
based violence, and on updated medical skills and
national protocol in MNCH (anaesthetist, interview 2;
paediatrician, interview 4; nurse, interview 11 and paedi-
atrician, interview 14). TSAM-MNCH mentors indicated
that pieces of training are mainly based on emergency
obstetrics and newborn care courses to increase their
skills and knowledge. Mentors perceive refresher training
as useful tools that enable them to better transfer skills
to their mentees based on national updated protocol
and standards. Mentorship training helped mentors
to build a strong mentorship environment as well as a
good teaching environment for their mentees. Mentors
focused on communication skills and feedback strategies
as important lessons learnt via TSAM-MNCH training.
One mentor stated:

Refresher training that we receive every three months
are essential to stay updated and to transfer skills to
our mentees. What can we teach our mentees if we
are not trained? I can also say that training helps us
to build a better relationship with our mentees and
the hospital administration. We were chosen due to
our medical knowledge and experience, but TSAM-
MNCH trained us to become better teachers and role
models. (Paediatrician, interview 14)

Mentors felt very confident and skilled to conduct
mentorship activities. When asked about their perceived
confidence and ability to transfer skills, mentors rated
themselves out 10 and the lowest point was 8/10 and
the highest was 9.5/10. They believe that they got the
ability to become mentors through the training. Mentors
strongly believe that TSAM-MNCH is contributing a lot to
the CPD in the medical field of Rwanda.

However, mentors are concerned that the training
programmes are more centred on mentors than on
mentees. Additional benefits are only given to mentors in
terms of financial means and training which they consider
as a motivation to keep them fully engaged in mentoring
activities. Therefore, mentors believe that mentees are
less motivated and that more rewards are needed to keep
mentees determined and committed (gynaecologist,
interview 1; midwife, interview 7 and nurse, interview 11).

Mentees rarely receive any kind of training. They
are not paid for the involvement in mentoring while
mentors are paid. If you look closely, mentees con-
tribute extra time and commitment to be part of the
programme, therefore, not receiving any motivation
such as a small payment can negatively impact their
determination and engagement to the programme.
(Midwife, interview 7)

Perceived weaknesses of the TSAM-MNCH mentorship model

The following theme describes two categories that the
TSAM-MNCH mentors perceived as the weaknesses of
the mentorship model. The categories were developed
based on what mentors perceived as the barriers to better

Uwisanze S, et al. BMJ Open 2021;11:€042523. doi:10.1136/bmjopen-2020-042523

5



implementation of clinical mentorship in district hospi-
tals. Those categories are inconsistency of mentorship
activities and the lack of resources.

Inconsistency of mentorship activities

TSAM-MNCH mentors reported the lack of consistency
in mentorship field visits (anaesthetist, interview 2;
midwife, interview 7 and nurse, interview 9). It was stated
that since the beginning of the project, the frequency and
the regularity of mentoring visits have reduced over time.
The mentorship visits should occur once in 2months, but
mentors reported that they can go over 3months without
any mentorship field visits. Such changes are not appreci-
ated by mentors because they affect the regularity of the
mentorship process, and hence complicate the teaching
process and the transfer of skills. Though mentors can
fulfil their mentorship roles anytime through regular
communication with their mentees via phone or email,
mentors believe that ongoing distant communication
cannot cover the gap created by lack of onsite teaching
(midwife, interview 3 and midwife, interview 12). The
following quote demonstrates this idea.

The programme does not run the way it is supposed to
run, we started by one visit per twomonths, but now I
don’t even know how many months have passed since
the last visit. I feel like we spend a lot of time teaching
a few skills because mentees are more likely to forget
what we covered last time. Plus, we do not have men-
toring schedules. (Midwife, interview 12)

As mentioned by mentors, inconsistency is also observed
through the frequent mentees’ turnover where mentees
are shifted from hospital to hospital, which marks the end
of a mentorship relationship (gynaecologist, interview
1; midwife, interview 3; nurse, interview 5 and midwife,
interview 12). Mentors are then supposed to pick other
mentees in the middle of the mentorship activities. Such
changes interrupt mentorship activities as it becomes
hard to catch up with a new mentee. A mentor stated:

The hospital administration changes mentees’ posi-
tion a lot, they either switch hospitals or departments
due to the shortage of staff and we are not informed
when this happens. Some mentees start the pro-
gramme, but they never finish it and we must pick
another mentee to replace the one who left, and this
means starting all over. (Nurse, interview 5)

Mentors added that mentorship visits often conflict
with mentees’ annual leave or night shifts, which limit
the mentees’ ability to attend mentorship sessions (anaes-
thetist, interview 10 and midwife, interview 12). Mentors
conveyed that mentees use their discretion to decide if
they would attend mentorship visits when they are on
annual leave or working night shifts. Lack of proper
learning and feedback is one of the effects of these irreg-
ularities as reported by mentors. Busy work schedules
due to shortage of healthcare workforce can also deprive
mentees from fully attending mentorship sessions

(paediatrician, interview 4 and midwife, interview 12).
Mentors think this workforce shortage is not conducive
for teaching purposes because they are supposed to rush
through mentorship activities so that mentees can resume
their normal duties.

There are places where one nurse is in charge of al-
most everything, to assist in surgery, to sterilize mate-
rials and to monitor the patient post-operation. This
leads to a lack of proper documentation and some-
times, hospitals cleaners are the ones to transport pa-
tients and cleaners should not touch patients, now
tell me, how can you teach in such an environment.
Over 3 days, you can see the mentee once or twice for
only a few hours. You take another person when your
mentee is not around. It is hard to monitor the per-
formance and mentor someone in such conditions.
(Paediatrician, interview 4)

Mentors also mentioned that the irregularity of mentor-
ship activities can affect the relationship between the
mentor and the mentee for they are not working closely on
a regular basis. A few mentors mentioned some mentors
are not very committed to the programme because they
rarely show up during mentorship visits (anaesthetist,
interview 10 and gynaecologist, interview 13). They think
that mentors’ unavailability can also disrupt the consist-
ency of mentorship visits as well as the relationship with
their mentees.

Some of my fellow mentors also are part of the ques-
tion, they occasionally miss field mentorship visits
and in my experience I can say that this absence limit
the transfer of skills to the mentees. (Anaesthetist, in-
terview 10)

Resource unavailability

Lack of materials is the main challenge for most hospi-
tals that was reported by all mentors. Due to lack of basic
medical materials in many hospitals, it became hard for
mentors to enhance best practice and to ensure that their
mentees are following national protocol. In addition,
mentors view poor infrastructures in some hospitals as a
barrier to create a proper teaching environment. Hospital
settings in a few hospitals are deemed unconducive for
quality improvement and they limit the ability of mentors
to transfer medical skills. The following quote shows this
issue.

At this hospital, there are no CPAP therefore; I taught
my mentee how to use artificial CPAP. Another issue
that is common here is that babies sometimes have
to share oxygen cylinders because the hospital does
not have enough. Oh well, there are a lot of issues
with materials; a mentor from another hospital told
me that they only have one labour monitor in their
maternity services, but there is often a big number of
mothers in labour at the same time. (Nurse, interview
11)
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Mentors acknowledge that some issues are beyond the
hospital management due to limited resources and insuf-
ficient budgets and they sometimes use TSAM-MNCH
advocacy to increase the storage of more essential mate-
rials. However, some mentors added that though there is a
lack of materials and equipment, the lack of skills among
healthcare providers is also concerning and some skills
do not need the use of equipment (anaesthetist, interview
2 and gynaecologist, interview 13).

Believe it or not, the issue of limited resources is of-
ten beyond the hospital management. But the use of
skills does not only really depend on materials and
equipment because they always have the basics, but
sometimes they either neglect to use them or they
overlook some few steps that are critical for patient
care. They may be focusing more on equipment, but
I can say that most of the things like 70% would not
require the use of extra equipment. (Anaesthetist, in-
terview 2)

DISCUSSION

This study explored mentors’ perspectives on the
strengths and weaknesses of the TSAM-MNCH clinical
mentorship for MNCH programme in Rwandan district
hospitals. Mentors commended the mentoring struc-
tures of interprofessional collaboration and training and
facilitation, which play a significant role in the successful
implementation of the mentorship model. Inconsistency
of mentoring activities and lack of resources emerged as
major weaknesses of the clinical mentorship programme
which could hinder the effectiveness of the mentoring
scheme.

Interprofessional collaboration

A cross-consultation among professionals enables mentors
to assess risks, increase performance and improve quality
of care given to mothers and children. These outcomes
of collaboration are consistent with what Meads and
Ashcroft® described as the three pillars of interprofes-
sional accountability and collaboration. Collaborative
effort of all concerned parties is central as patients do
not mostly belong to one professional category, but to
all who provide care and take measures to avoid prevent-
able errors.”’ Mentors perceive that shared accountability
between different professionals stands as the strongest
cornerstone of the TSAM-MNCH mentorship model. It
is believed that collaboration can improve performance
through dependency and cross-consultation between
departments; however, the evaluation of performance was
beyond the scope of this study.*

Training and facilitation

Regular training serves as a CPD opportunity for mentors
that enhance their knowledge and skills on mentorship,
gender-based violence, quality improvement, maternal
mental health and national protocols. In addition,

training on mentorship enables mentors to build a posi-
tive mentoring environment which mentors believe to
also be beneficial for mentees. The confidence level
is also believed to be boosted by training that mentors
receive on a regular basis. This finding is similar to what
Tuyisenge et al” highlighted that CPD training serves as
useful tools to train the trainers in different mentorship
projects in Rwanda. Literature demonstrates that such
refresher training ensures that practitioners are trained
on updated protocol and national guidelines which can
contribute to the improvement of MCH especially in rural
areas, similar to those in which TSAM-MNCH mentors
are conducting their activities."' '*#

Another unexpected finding in this study, compared
with the existing literature, is the mentors’ perceptions
of limited motivation geared toward mentees. Our find-
ings are consistent with Reilly’s study** which found that
mentees need to be actively and passionately engaged
and that learner’s motivation is a precondition to ensure
the efficient transfer of skills.?* It is, however, important
to keep in mind that the idea of the mentorship was that
mentors would be training the mentees. However, CPD
credits were received by mentees to increase their motiva-
tion and to keep their professional licences. A study that
focuses on mentees’ perspectives of the TSAM-MNCH
mentorship programme could shed light on motivation
of mentees.

Inconsistency of mentorship activities

The lack of consistency of mentorship activities and
schedules is one of concerns of TSAM-MNCH mentors.
This is related to the shortage and the frequent turnover
of healthcare workers in district hospitals of Rwanda. This
sometimes may have a negative effect on the relation-
ship between a mentor and a mentee. This issue is also
consistent in other mentorship programmes in Rwanda
especially with the frequent shift of their mentees which
disrupts the stability of mentorship activities.” ** TSAM-
MNCH Rwanda acknowledges such inconsistency, but
some of it was beyond its control. Some visits were post-
poned due to conflicting agenda.

The literature on mentor-mentee relationship demon-
strated that the mentorship relationship can be disrupted
by inadequate systems which fail to ensure the estab-
lishment of a strong relationship between mentors and
mentees and the continuity of professional collaboration
which creates an opportunity for mutual understanding
and communication.”? Therefore, it can be inferred that
the disruption of clinical activities and the staff turnover
are factors that can impede a better relationship between
mentor and mentee.

Resources unavailability

Lack of resources to implement all recommendations of
mentors is another perceived weakness that hinders the
activities of TSAM-MNCH mentorship programme. Liter-
ature reveals that this is a common challenge throughout
differenthospitalsin low-resource countries. %%’ Therefore,
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it is no surprise that TSAM-MNCH mentors perceive the
lack of resources as a weakness similar to other mentorship
projects.””?” This lack of resources may also affect the scal-
ability and or sustainability of the programme. This study
results also show that mentors appreciate TSAM-MNCH
advocacy to increase storage of essential materials in their
affiliated hospitals, which have benefited and facilitated
mentorship activities, but the issue persists.

Study limitations

This study has some limitations. Although mentors are
affiliated to their professional associations and to their
working institutions, they are also TSAM-MNCH’s active
mentors and they were recruited using the contact infor-
mation provided by the programme. Therefore, regard-
less of their anonymous identities, participants might have
some reservations and/or bias toward TSAM-MNCH that
can be reflected in perspectives that were gathered during
the interviews and hence affect the reliability of mentors’
accounts. This is important because this study is heavily
based on the perspectives of the mentors, which are merely
the points of views of participants which might influence
their behaviours and their attitudes toward the scheme.**™

The study recognises that the inclusion of mentees and
other healthcare providers, not affiliated with TSAM-
MNCH, working within districts hospitals where TSAM-
MNCH is based would have provided a richer and diverse
set of perspectives about the programme. Future consid-
eration of these limitations would be beneficial for a
deeper understanding of the perceptions of the project’s
impact since the scope and the time frame of this study
did not allow that possibility.

Furthermore, due to limited availability of mentors
and the urgency of their professions, two interviews only
lasted for 35 min and the researcher had to prioritise
some interview questions over others. This constraint
could lead to superficial responses from mentors which
can hence limit the researcher’s need to get a deeper
understanding of perspectives. However, this limitation is
demonstrated in only two interviews and the researcher
tried to cover the gap by getting detailed responses from
other 12 interviews and by reaching saturation with the
themes.

Finally, it might be hard for an interviewer to truly
know someone’s perception; therefore, further research
is needed that evaluates measurable indicators of the
scheme’s impact to complement this research. The study
findings are very important to TSAM-MNCH Rwanda
as they provide insights on the perspectives of mentors
which can guide future research and inform the strength-
ening of this mentorship programme. However, the study
makes a significant contribution to the limited literature
on the perspectives of the impact of clinical mentorship
for healthcare providers in Rwanda.

CONCLUSION
Interprofessional collaboration and CPD training are the
core strengths of the TSAM-MNCH clinical mentorship

programme. On the other hand, the lack of resources
and the inconsistency of mentorship activities both in
terms of mentorship visits due to conflicting agenda
and frequent turnover of mentees in their hospital are
perceived weaknesses that limit the proper implemen-
tation of the TSAM-MNCH mentorship programme.
Regardless of the reported perceived weaknesses, TSAM-
MNCH mentors demonstrated a deep engagement in
clinical teaching through mentoring which is a promising
sign for improving the quality of care for mothers and
children. The continuous training of healthcare workers
is reported to be an effective way of improving skills and
knowledge, bridging the gap between didactic knowledge
and practice and thus enhance performance. However,
the mere application of mentorship techniques and
training does not ensure that practice habits are changed,
and that quality care has improved. Therefore, a study to
assess providers’ performance and change in practice is
deemed necessary.
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