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	I am a 42-year-old female, finally realising my dream of becoming a nurse.  One thing I have realised through my educational journey is that you are never too old to learn.  Williamson (2006) supports this view and states that it is down to the advances in social, demographic, economic and technological changes being experienced in the 21st century.  Globally the population is living longer thus the need for age-integrated educational programmes ought to be the basis of lifelong learning.  Such programmes might prepare people at all stages in life better for their roles as custodians of society’s past and trustees of its future.   Juznic et. al. (2006) agrees with this view and further suggests that in modern society there is a global belief that computers and the internet are mainly used by younger generations, who grew up with modern technology. However, research shows that through the past ten years more and more older people have started to learn how to use computers and, of course, how to use the internet. 
My journey has been no different.  After being made redundant from my nine to five job I went back to college and worked through National Vocational Qualification levels one to three in Health and Social Care, Anatomy and Physiology and dementia, whilst simultaneously working within the domiciliary care sector; eventually specializing in dementia and Parkinson’s care.  This experience led me onto gaining employment within the Hywel Dda University Health Board as a band 2 Health Care Support Worker (HSCW) in Accident and Emergency and learnt phlebotomy, Electro cardio graph taking, taking of observations, point of care testing in relation to urine samples, pregnancy testing, INR/Blood Glucose tests, bladder scanning, simple dressing application and the ability to assist the plaster technician in trauma cases.  In relation to progression, a HCSW can advance up to Band four which is considered a clinical practitioner; however, this health board does not cater for such appointments.  This did not bother me as I saw my role as a stepping stone to becoming a nurse.  
So why become a nurse you may ask, well a nurse is registered, has a professional qualification which certifies them fit to practice, bringing with it confidence and accountability, even for the HCSW under them.  Nurses can administer controlled drugs, perform invasive procedures on patients such as introducing catheters, cannulas and tend to complex wound care.  There are many more avenues open to nurses for progression, they can specialise, become an Advanced Nurse Practitioner with the ability to diagnose and prescribe medication, or become Head of Nursing.  My career goal is to progress towards becoming an Emergency Nurse Practitioner, being able to diagnose, treat and prescribe for minor injuries.  It is not however; simply a matter of becoming a registered nurse and all these avenues automatically open to you, there is a lot of on the job training, experience and confidence building required to equip you with both the knowledge and practical skills needed.  
Along with self-study, a lot of what I will learn will come from tutors and colleagues acting as teachers, mentors and coaches.  Before looking at the NHS model of mentorship, lets first look at its origins and journey from past, to present and future.  
Clutterbuck (1986) places the origins of mentoring in Greek mythology.  Homer (750 BC) depicts a mentor as a trusted, older and wiser person who takes on the responsibility of teaching and guiding a younger orphaned man.  The use of mentors can be traced through history; Myrick (1988) alludes to Florence Nightingale in 1820 as being a mentor to others wishing to become nurses.  Whilst the term can be found across many sectors, Murray and Staniland (2004) state that the term is traditionally associated with the fields of medical, legal and business professionals.  Maggs (1994) furthers this view and places the appearance of the idea in nursing literature in the North American 1960’s.  Shamian and Lemieux (1984) report that the idea did not make its way into British nursing literature until 1984 and even then, it was not fully embraced.  Both Shamian and Lemieux (1985) and Donovan (1990) state that Britain identified issues with the term mentorship and continued to have concerns regarding the definition of the concept and the lack in agreement as to what it actually was and what the role would entail; thus Britain continued with their apprenticeship model; teaching student nurses through clinical practice.  Melia (1987) states that the apprenticeship model was slow as student nurses provided extra support for clinical practice and were often included in the staffing numbers; thus, learning in practice was given less attention and more placed on the needs of the service.  It is  fair to suggest that student nurses under that model could remain students for a lot longer than anticipated.  
Staines (2008) reports on the change in the qualifications required to become a qualified nurse.  He furthers that the change was due to failings in the apprenticeship model of student nursing in the 1980’s.  Many students did not get the support they needed to become proficient nurses.  With the advancement in science, technology a lot of practices were out dated and a new style of teaching was required.  Staines (2008) educational training moved from apprenticeship to nurses undertaking diplomas to nursing becoming a degree only profession in 2008.  Martin (1991) states that as nursing staff are after all frontline workers who are under scrutiny by service users and their families, they must be professional and all times, so student nurses will emulate the behaviour of qualified staff and use their actions and behaviours as models for their future practice.  Myrick (1988) further added that students also need to feel a sense of belonging, thus, emulating the behaviour of their role models is a way to equip them to fit in once qualified. Welsh and Swan (2002) agrees with this and states that students need to feel welcome and important, helping them to incorporate themselves in the clinical environment. They go onto state that this is where mentors can help learners and will make the biggest impact on their students.  Dalton and Thompson (1977) go further to suggest that professionals are valued more by their peers if they have gone through four stages of career development working their way from apprentice, to colleague, to mentor and finally sponsor. They further that moving through these stages allow for students to gain in confidence, self-esteem and work identity. The NHS however did not cater for such a model as service demands were increasing.  Miller (1990) considering this alluded to the need for more formal mentoring programmes.  The Welsh National Board for Nursing, Midwifery and Health Visiting (WNB) (1992) supports Miller (1990) and go onto state that mentorship has its place in nursing and promoted it as the future of student learning.  This prompted the Royal College of Nursing (RCN) (1993) to devise a revolutionary change in student learning, the new venture was called Project 2000 calling for formal mentorship being an integral part to pre-registration now referred to as preceptorship and since 1997 all nursing students in training should have experienced some form of formal mentoring, a view supported by Morton-coper and Palmer (2000), who advocate that preceptorship and clinical supervision placed mentors as the gate keepers to tomorrows nurses.  To avoid any future ambiguities, the Nursing and Midwifery Council (NMC) (2002a) and NMC (2002b) in support of Project 2000 released explanatory documents clearly outlining the definition of preceptorship, supervision and mentorship.  Garvey and Alred (2003) suggest that mentoring is increasingly used within education, social and occupations settings and supports induction, career development, career support and change.  They further add that for the concept to work you must have a certain type of relationship between mentor/mentee and must always remain on a professional footing. Kram (1983) agrees with this view and adds that we also must understand how mentoring relationships change over time, as the mentee depends less on their mentor.   NMC (2006), NMC (2008a) and NMC (2008b) continued to release documents outlining the expectations for students and mentors and which underpins the student nurses code of conduct.  NMC (2008a) supports this view and suggest that as a registering body; it is their responsibility to ensure nurses are proficient to work, to set the standards for education, training and professional development, produce a Code of Conduct, maintain a live professional register, ensure mentors are themselves proficient, professional, good role models and that they understand they are gate keeper, standing between a student nurse passing or failing.
Douglas (1997) states that much literature is one-sided and only shows the positive aspects of mentoring.  He acknowledges that mentoring increases productivity, is cost effective, improves recruitment, communication and motivates staff.  Douglas (1997) also suggests that there is a darker side to it.  Ehrich and Hansford (1999) agrees with this view and further adds that the concept has the potential to create a structure built on favouritism, give unrealistic promotion expectations, breed resentment in non-participants, over dependence on mentor, sexual harassment on young mentees by older mentors, lack of organisational support breeds frustration, lack of time for training, pressure and stress on mentor.  It is for this reason that tighter controls and guidelines on mentoring are necessary.  
It is clear that the NHS is in crisis, there is not enough staff to meet demand, service already stretched due to financial cuts, not enough mentors to support students, lack of organisational support for students thus retaining student numbers fall and funding cuts for students all add to the issues being experienced by the NHS today.  The Health Care Sector has been in the public eye a lot over the last 10 years and not in a favourable light.  Berwick Report (2013) and Willis (2012) highlight areas for improvement and made several recommendations for change within the NHS.  The Department of Health (DoH) (2014) put forward a five-year plan which includes the Collaborative Learning in Practice (CLiP) Model.  
NHS England (2015) states that the modernization of the current mentoring/coaching programmes will include the CLiP Model, which originated in Amsterdam and was brought to the UK and trialled.  The aim of the new model was to improve student placement satisfaction and help retain student numbers, utilise all staff as coaches from Band 3 onwards, provide excellent care delivery as students will have their own case load plus many patients had reported not having enough staff available to talk to, increase mentor experience going from instruction to coaching, questioning and stepping back allowing for students to step forward and become critical thinkers and enhance skill acquisition.  Resentment from other staff members should also be reduced as all NHS staff become stake holders in the services future, building the nurses of tomorrow.  This CLiP Model supports the governments fiver-year plan for the NHS.  
	Casey and Clark (2011) report that there is an abundance of support available for students but sadly the mentors are being overlooked.  Chandan and Watts (2012) agree that there has been a lack of support for mentors.  NMC (2010) also agrees with this and goes onto state that the imminent changes being brought in relation to nursing education the need for greater understanding of the mentoring role is of paramount importance.  Research into the mentor role sees Rylance, Barrett, Sixsmith and Ward (2017) suggesting that nurse mentors find the role as satisfying but frustrating.  They go onto to state that the frustration experienced was down to time constraints within the clinical environment to complete student paperwork, a huge lack of organisational support, students who lacked initiative, use of mobile telephones and asking to leave early before the shift had begun.  Hutchings, Williams and Humphrey’s (2005) furthers this view by adding that when mentors feel unsupported, the students lack the sense of belonging they so crave, which ultimately has a negative impact on their learning experience.  Chandan and Watts (2012) argue that mentors are often challenged by personal and organisational pressures when it comes to managing a clinical workload in addition to being accountable for student learning and assessment.  Mosley and Davis (2008) concluded that overall mentors had a positive attitude towards their role and enjoyed it. When looking at what caused mentors issues, in addition to the commonly discussed organisational constraints (workload, skill mix) and interpersonal factors, there was clearly an additional cognitive one. Knowledge, not just personality, mattered.  Rylance, Barrett, Sixsmith and Ward (2017) hope that from understanding the issues that face mentors their voice may help to inform the new CLiP Model of coaching.  They continue to suggest that since CLiP model relies on more than one coach the student to mentor ratio is optimised and thus fits in with the ambitions and demands of modern nursing syllabus; in effect having a positive impact on all those involved in the process which will ultimately be felt by the community they serve.  
	Gibbs (1988) states that many people learn from practice through the art of reflection.  He suggests that if you systematically review an event you can learn a great deal about yourself, the people involved, where it went wrong, where it went well and come to your own conclusions as to future actions.  This is particularly true of students and mentors alike.  I have had the opportunity to be a mentor and I would now like to reflect upon that event.  As second-year nursing studies students; we were tasked with mentoring those from the first year.  I was given more students to mentor than everyone else in the class and they happened to be the more difficult students.  I started a dialog via student email in which I introduced myself and alluded to the aim of my contact as mentor.  As the weeks went on, I had regular contact with my mentees, either by group or individual appointments.  Out of the six mentees it became apparent that two of them had no interest in learning.  They sat on their phones or when I offered advice just simply said “oh yeah I know all that”.  This impacted on the group meetings greatly, as they became afraid to ask questions and said they didn’t want to attend if the other two were coming.  From that moment on I met with each of the mentees separately.  I saw four on a regular basis, the other two I eventually had no contact with towards the end of the year.  
	I relished the challenge of becoming a mentor, the reason I had the most difficult of mentees was due to being able to communicate with people from all walks of life and I have immense patients, which I am ashamed to day was sorely tested with two of the mentees.  I agree with Chandan and Watts (2012) in that mentors do have a lot of responsibility and often need to juggle their own workloads and pressures as well as taking on those of their students.  The frustration I felt was at a level I have never experienced before.  Whilst I accepted it was their choice, I could not understand why two students would throw away such an opportunity.  It had taken me a long time to get to where I am today and a lot of hard work, what I would not have given for someone to give me a hand up, and there I was faced with two people who had no interested what so ever and thought they knew it all.  What was initially frustration did become internalized anger as the two individuals had secured placed on the Adult Nursing Degree Course in Swansea.  If their attitude to their fellow students and elders was anything to go by then patients would truly suffer under their care.  At the same time, I did gain a lot of satisfaction and knowledge from the other four mentees.  They engaged with me and we built up a good mentor/mentee relationship.  I assisted them in writing curriculum vitae and applying for employment opportunities and saw them succeed.  We revised for anatomy together and we grew in knowledge and confidence.  
	Willingham (2009) alludes to the fact that many students don’t like school, but know they need to attend to get the job that will give them a good standard of living, the house, car and holidays.  Many  students have issues with authority figures and see school as a chore.  You can be the most charismatic teacher in the world however if an individual doesn’t want to learn then they simply will not.  Willingham (2009) also states that the brain is not designed for thinking, humans need to be taught how to do this, to some it comes easier than others and when it seems like too much hard work, people give up.  The experiences of school life can extend into their work life, always just doing enough to fulfil their job roles but never going the extra mile, never wanting to learn more than they need to.  Kytle (2012) further states that people develop at different stages in their life, some become accustom to education and learning later in life, whilst  others appear to be born academic.  Kytle (2012) adds that some students are better verbally or practically demonstrating their knowledge but struggle to pass written exams.  Education has some-what diminished the learners voice.  National Academy of Sciences (2005) supports this notion and adds that pupils come to the classroom with pre-conceived ideas of how the world works, if their concepts are not correct then they can have difficulties in embracing new ideas.  There are also a lot of outside influences on students, family aspirations, experience of previous education establishments, bullying, disability, financial support available, space to study and mental capacity all affect a person’s ability to learn.  Douglas (1997) suggests that some people simply due not gel, thus whilst teachers inspire majority of students they encounter, there will be some that just dislikes them and therefore will not wish to engage in their lesson; however, if the lesson was taught by a different teacher then a different result maybe derived.  
	In conclusion, it is for the mentor to truly understand themselves as a person before undertaking such a role.  Knowing one’s self is the key to self-actualization, giving you the confidence to know when you could be the wrong person to mentor someone and the strength to walk away, without taking it as a personal failure.  People have the right to chose their own life path, what they learn, whom they learn it from and how they use the knowledge.  It is not necessarily a mentors fault if their student does not want to engage with them and it takes the better person to acknowledge this and search for a tutor who maybe best placed to inspire this individual.  Mentors must acknowledge that mentees will have different educational and life experiences, thus meaning that they may require help in different ways.  No two mentees will be the same.  A mentor must keep their skill base and teaching plan flexible to cater for all learning needs.  A mentor must always be patient and remain professional.  
	What I have taken away from this experience is that being a mentor is challenging, fulfilling, at times frustrating and that learning can be a two-way street.  Just because a mentee does not wish to engage, it is not necessarily my fault; I will therefore sit down with the student and talk to them about what they want from life, study and seek the answers to their unwillingness to engage.  If at the end of the discussion it becomes clear that I am not the mentor for them then I will pass them onto another who would better suit their needs without taking it personally.  It could equally transpire that we could find a solution to the issue and build a sound mentor/mentee relationship.  I will continue to monitor myself, my progression and evaluate my actions to ensure I remain positive, approachable and help in shaping the health care professionals of the future.  
	As we move towards a new style of nursing education, what lessons can the NHS learn from pass experience and from industry around them.  Clutterbuck and Megginson (2005) alludes to a coaching culture existing only when coaching is the key aspect of how managers develop staff.  It does not lean on a one-to-one concept alone; it allows for further growth through group intervention.  No single person knows everything; thus, a collaborative resource is more effective as it is knowledge rich.  Peterson (2010b) agrees with this view and further suggests that to derive full benefit from coaching, organisations must over come any lack of clarity around the purpose of coaching, direct focus, ensure everyone knows their place within the coaching structure, provide consistent quality of coaches, create a good environment to learn, reduce information overload, promote abilities to multi-task, give time for reflection and completion of activity logs to evidence learning in line with organisational objectives.  Peterson (2010b) furthers that using staff as stakeholders in the creation of a coaching strategy and infrastructure, excellent coaches will think about how they can help leaders solve their toughest problems.  Rylance, Barrett, Sixsmith and Ward (2017) indicated the frustration experienced by nurse mentors was due to time constraints within the clinical environment to complete student paperwork, a huge lack of organisational support, students lacking initiative, knowledge and interpersonal skills. Hutchings, Williams and Humphrey’s (2005) went further to suggest that when mentors feel unsupported, the students lack the sense of belonging, which had a negative impact on their learning experience.  The NHS must embrace the CLiP Model from top management to all staff and provide support networks for all involved in the process. 
Entwistle (2015) purports that so many student nurses are experiencing bad placements because mentors are not very approachable, due to clinical case load expect students to just get on with it and fine their own learning opportunities.  Entwistle (2015) continues to provide evidence that student nurses are, for want of a better word outsider and whilst they feel ignored, they can see that patients are being ignored too.  Many students describe a lack of compassion and respect for patients on the ward and as a result many student nurses drop out of their courses as they are either afraid they will become complacent like their mentor or the lack of compassion is a reality and makes individuals less likely to want to join what is meant to be a caring profession.  Jones and Ewens (2010) go onto state that student nurses need to have diverse and new experiences.  The practice teacher needs to be able to cope with postgraduate versus pre-registration needs and tailor the nursing experience to the individual student. Mentors need to be approachable, professional and positive in nature so to inspire their students. Sherwin and Stevenson (2010) and Sherwin and Stevenson (2010) advocate that practice teachers should identify the learning needs of the student utilizing the formulation of an action plan which highlights the strengths, limitations, opportunities and barriers.  It is essential that students are treated as individuals and practice teachers acknowledge that people learn in different ways.  They continue to conclude that practice teachers provide some useful tools to ensure student nurses successfully reach their destination and gain deeper knowledge along their journey.  Ehrich and Hansford (1999) wrote about the added pressure felt by mentors, trying to cope with clinical cases and the responsibility of student assessments.  Rylance, Barrett, Sixsmith and Ward (2017) and Murray and Staniland (2004) deduce that a Coaching model in Nursing education will elevate some of the pressure on the new practice teachers, as the network of coaches is far greater, and can all contribute towards the completion of the action plan.  
The NHS could learn from the Dedicated Education Units in the United States.  Hannon, Hunt, Haleem, King, Day and Casals (2012) state that Clinical rotations are part of basic nursing studies. The traditional model calls for one clinical instructor to eight students. This model has several drawbacks, including educational programs are competing for clinical placements, a faculty shortage exists, and many students believe they’re not getting adequate clinical preparation.  In the new model of nursing education, dedicated education unit (DEU) helps overcome these drawbacks. DEU’s originated in Australia in the 1990s, it has been adopted in New Zealand and is gaining popularity in the United States.  They report that these units provide a realistic view of what nursing is really like, coaches enjoyed the one-to-one relationship with their student and found it sharpened their clinical skills, as they read literature to explain the rationale for procedures, nursing interventions, and collaborative care. Students felt they integrated theoretical knowledge with clinical practice better.  The Model also saw students engaging with patients, in administering nursing care, changing dressings, giving medications, participate in interdisciplinary rounds, quality-improvement projects, patient education, discharge planning, and responding to unplanned events (for instance, a patient newly placed on isolation measures).  The Unit had more time to spend with students, running through scenarios for example.  DEU was seen to raise the level of professional practice across the board.  This could be an avenue for the NHS to follow, as it will increase student experience and satisfaction, reduce stress on frontline coaches who could just concentrate on the practical skills, as student would already have the knowledge.  
In conclusion, the NHS has a mammoth task of changing the nursing education culture.  It must start with the universities and Health Board Managers to ensure the scheme is promoted properly, any strategy is well thought out, designed and delivered to all staff.  They cannot repeat mistakes of the past, where they start out with good intensions however, they become bogged down with red tape and the organisation fails to support staff, coaches and students.  	More nurses are required to meet the demand of our aging and growing population, through medical treatments and educational intervention.  I lot of emphasis is being placed upon bringing services to the community, without more staff this government venture will fail and sadly we may see our health service being privatised. The CLiP model has merit and I believe the implementation of a Dedicated Educational Unit, the nurses of tomorrow will be better equipped, have more knowledge, practical skills and have the compassion to care and continue to learn as their student experience will have been a positive one.  This in my view will motivate staff around them, built links and excellent teams and improve the patient experience.  
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