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The purpose of this essay to reflect on my own experiences and practice and begin to understand the CLiP model in Health and Social Care. I have focused on my ambitions in life and how I have used the CLiP model to link in with my practice at work when, mentoring a team of care staff. I also used the Gibbs reflective account form the Reflective Journal by Barbar Bassot (2016) This guided me during my reflective account based on my work experience as a mentor. The essay explains the difference between mentoring and coaching and why the CLiP model is being introduced to students during their work placements. 

My own employment goals have always been an important part of my career, within the health and care industry. I have always been driven and passionate in all aspects of my job opportunities and I have progressed from a domiciliary care assistant, to a senior carer, supervisor, acting manager and now I am currently working for the Cwm Taf Health Board, as a Health Care Support Worker (HCWS). I have been fortunate enough to have gained an opportunity to work for the National Health Service (NHS), in Wales which I am very proud of this opportunity as allowed me to gain a diverse amount of experience, in so many aspects of the hospital environment such as, A&E, Respiratory, Admissions, Surgical, Gynaecology, Medical and one of my favourite areas to work is on the mental health units. 
Mental Health is my passion and I see myself progressing, purely because I have so much desire and interest in this field of work. My aim is to become a student mental health nurse and during this time, I want to take full advantage of what will be offered in terms of experience, training, volunteering work, such as homeless shelters, substance misuse and adolescence. 
I am overwhelmed with how much I want to learn and move forward in my life with a job I feel so ambitious about. When I am qualified, I hope to see myself further progressing in senior roles, sharing my knowledge and experience and given others the opportunities that I once had. 
I feel that I have diverse skills to aid patients during their recovery within the mental health sector as a HCSW and student I have been able to demonstrate my skills during my work practice and have had the benefits of a qualified nurse around to ask questions that will help strength my knowledge and skills, I have had opportunities to speak with patients that suffer with all different types of mental health issues, such as bipolar, schizophrenia and personality disorders. I am aware that mental health nursing skills provide students with a highly evidence-based and practical account of the skills required for nursing practice. (Callaghan, et al, 2009)
My understanding of mentoring and coaching are two different support areas. For example, mentoring is assisting support and guidance to your mentee using someone who is highly skilled and has experience using a professional manner. This approach is used to transfer effective knowledge and skills to the mentee to enhance their development and help to further their career’ within successful organizations such as NHS. Being a mentor is about leadership and being able to reflect, learn and improve yourself. There is a high expectation from a mentor in terms of being focused and thinking of solutions, having the answers or finding them. A mentor is always revaluating their skills and further developing them to give the highest standard of leadership and expertise to their mentees in a work context. (McCloughen, 2009) Inspiring the mentee and empowering them to be independent, efficient and self-developed. (Brathwaite, 2002)
Mentoring also focuses on developing careers for minority groups in health and social care sectors, by encouraging them to progress in terms of their relationships and interventions with the society they work within. Nurses have been educated in monitoring for a long time and it is now incorporated into supporting the development of senior executives and practitioners and has permeated through a wider tranche of health and social care workers (Foster-Turner, 2006)
Wilson et al, (2013) said that there is not enough research literature on mentoring in social care and that mentoring in social care has its purpose of helping mentees develop and change their career’s by enhancing performance, leadership capability, integrating their partnership skills, with other professionals. Wilson believes a mentor should help mentees believe in themselves and boost their confidence. Much of this could equally be applied to coaching.  
Coaching is a key approach used in leadership within an organization that can be developed. Coaching achieves clarity and direction even if it is a one-to-one focused or within a group setting, coaching is often perceived as the single most effective development intervention that a senior leader in the NHS can access. (Carey, et al, 2011) It is now predominant throughout the NHS. The NHS in Scotland have approved qualified and experienced coaches who have been evaluated and selected for the coach register. (www.nursingtimes.net)
The NHS Leadership Academy has identified the following four key principles that underpin the purpose of Coaching and Mentoring in a more advanced, leadership, developmental and national context:- As a deliberate conduit to build leadership for inclusion:- To develop systems and place-based leadership at all levels to support population health:- Enablers for the organizational development (OD) agenda for cultural transformation and redesign that places the pledge of the NHS constitution at the very heart of leadership practice for world class patient and citizen care:- To shape and develop inclusive and systems-focused talent management and succession planning for the health and care economy.  (www.leadershipacademy.nhs.uk)
The NHS leads program for coaching & mentoring, Charmaine Kwame–Odogwu said that the program provides an ethical framework to help people assess business development structures and resolve conflict between business and social requirements. Ethical mentoring is about helping others make better decisions at work that affect the wellbeing of the staff and service users. (uk.linkedin.com) 
Collaborative Learning in Practice (CLiP) model of nursing, is used to mentor trainee nurses (students) in Wales and England, it was trailed in England in 2015. According to Addicott, et al, (2015) the model was highlighted in a major assessment of nurse education commissioned by Health Education England in 2014, called the Shape of Caring review. Nurses leading the new approach at the James Paget Hospital said it was needed to improve the quality of learning for students so they were more confident upon qualifying, and to deal with the trust’s limited capacity to provide placements in the face of increasing numbers of trainee nurses. (Lobo, et al, 2014) 
The aim of the CLiP model is to use the coaching method, rather than the traditional mentoring in order to challenge student knowledge through promoting critical thinking and gaining new skills.  Second year students are responsible for, providing peer support coaching sessions, maintain and follow the training and learning program for coaching structure, direct students to the appropriate people and places if they have any issues as well as their own health and wellbeing and workload. Students are expected to use the CLiP model by leading their own practice. This will include the care of their own service users/patient and support their own learning through recognising daily learning outcomes. The student themselves are coached by registered staff with additional mentor support. (www.ewin.nhs.uk)

In the North West of England, the Government has implemented the model to within two placement areas, to increase capacity, enhance placement satisfaction and improve the patient experience. This is very timely, considering the proposal to remove NHS bursaries.  The Government suggests this will create 10,000 more student places with Health Education Institutions (HEIs). Therefore, to support this, and provide a workforce for the future, placement providers will need to increase placement capacity. (REF)

The purpose of the CLiP model is to improve student placement satisfaction. Students have criticised their placement in terms of, mentors not expecting them, or were too busy to mentor them, insufficient educational resources and staff shortages added to the stress experienced by students on placement. This had a negative impact on students experience and their view on becoming a nurse, it has been said that one of the biggest issues Health Education have is students leave their course early, because of the lack of support by mentors and/or other qualified staff. 
Moving forward the CLiP model will be an approach used to remove 1:1 mentors and coaching will be provided instead by all levels of staff. They will be overseen by overarching mentors who will maintain responsibility for care delivery. (www.plymouth.ac.uk) Research shows the success and issues that the CLiP model has faced. Firstly, there has been some excellent feedback in terms of how the CLiP model, has positively changed the NMC practice and how this has had a positive impact on students during their placements. (healthacademy.lancsteachinghospitals.nhs.uk) 

Feedback from mentors said that most mentors appreciated their role, however, were sometimes put in situations with competing priorities where they were often unable to exercise their role to the best of their ability.  It was becoming apparent that from the view of both student and mentors, that although the organisations were focussed on the NMC Standards for Learning and Assessment in Practice (NMC 2008) and the requirement that at least forty 
percent of student time must be spent with their named mentor, there were opportunities for 
new approaches to enhancing practice teaching and learning. “In a climate of greater skill mix, 
a shrinking pool of qualified mentors and increasing student numbers, this model of 
mentorship has arguably become unaffordable and unsustainable” (www.rcn.org.uk)

“Clip has transformed my critical thinking skills, clarifying ideas for improvement through discussion and debate, carefully guided by mentors and education teams” 
“Working together and sharing knowledge with my peers within the CLiP model has helped me to develop confidence in both my clinical knowledge and skills. It is giving us the opportunity to support each other to become the best competent practitioners we can be.” (www.hee.nhs.uk)

I work in a very busy successful residential care home and I can honestly say from my 4 years of working there, I have had nothing, but pleasant experiences and precious memories made with the residents, staff and management, there was one issue mentioned in the Gibbs model bellow that was addressed and used as my reflective account whilst mentoring others. The home has 86 bedrooms and has four floors ranging from, Residential, Nursing, Dementia and EMI floor. I am the senior care worker on the dementia unit and have so much passion in what I do, not only supporting my residents but mentoring the care staff that work along side me during my shifts. My role is to start my shift at 7:00am, taken the hand over form the night staff, reading the communication diary for any changes or requests that my manager has asked of me, for example to contact the doctors and chase up a prescription or to alter a residents care plan. During handover all staff are present, so communication levels are open and understood. When hand over has finished, I tend to sit and chat with the day staff who will work along side me during that shift, we have our own hand over, I then delegate tasks for the morning, for example ensure the staff know which residents are due for a showers/baths or by choice from the resident a top to toe wash. I will allocate staff to residents, inform the staff of who needs to set the dinning room for breakfast, who prepares the fluids (drinks for the residents), who cleans the residents nails and who will have 1:1 interaction or group activities, I assess on the day the level of behaviour in terms of agitation or how engaged a resident will be with staff, as every day is different, but also being fair and ensuring all residents participate at some point during our shift. I will administer all 20 residents with their medication starting at 8:00am always being observant around me and ensuring that the staff are doing their jobs and the residents are always happy. 
My job is to lead a team of carers and make sure they are working to a high standard and that our residents are put first and have the best care possible. I will often walk the floor from top to bottom, monitoring and checking residents throughout the day and will work hands on along side the staff to support them and ease their workload. My role also entails update care plans and evaluating them on a monthly basis, changing the care plan as and when needed, for example if a resident becomes less mobile and stops weight baring we may need to use a hoist, so that will be implemented in to the care plan. I liaise with management daily and if ever I am unsure, I will always ask but also my manager is good in terms of keeping me up to date with changes. I am going to use the Gibbs model to describe an experience I had during my shift that made me reflect on. The Gibbs reflective model is the description, evaluation, conclusion and the final step is an action plan, I have chosen this Gibbs model purely because it is clear and easy to relate to in terms of expressing my experience. 
My reflective account will consist of a resident who will not be named for data protection reasons. This is to protect the resident’s confidential information and to enforce that we work according to the NMC Code of Professional Practice. The Data Protection Act 2018 states that confidentiality is an obligation for all staff and any personal information that is shared on the basis that is necessary for the purpose for which it is being shared and should be shared on a need to know basis for example from one health professional to other. (Carey, 2018)
A resident had been up most of the night pressing her call bell, staff on the night shift had stated they had had enough, “all this resident had done all night is press her call bell” “she knows exactly what she is doing “ “she is hard work” replied a staff member coming off the night shift. This resident had not been with us long, so I thought to myself we are all still getting to know her and expressed this to the staff present and aimed to spend time with the resident that day to see if there were any specific triggers to her pressing the call bell so often. So that morning I went into the resident knocked and shouted in gently “morning” the resident accepted me in her room replying “hello my darling” I explained to the resident who I was and asked for permission to help her with her needs that morning, she agreed and began to become tearful and anxious, I reassured the resident and asked her what was wrong but she was confused and was unable to clearly tell me why she was so upset, she said she was going to phone the police, I manged to calm her down and was able to carry on with my duty of care. After that morning I sat in the office and had a good read through this residents’ care plan, which stated the diagnosis and conditions the resident had, she was diagnosed with mixed dementia and had server joint arthritis, she suffers with visual hallucinations resulting in her becoming anxious and upset leading to her shouting out for the police and crying. I went to talk to the resident again as she was calm, asking her about her life, she was happy to talk to me and smiled as she went on to tell me about her late husband and children, the resident enjoyed talking about her family and her dog, so I thought this could be a distraction tool, later that day I had a small meeting with the staff on duty with me and asked them all to read the residents care plan and sign to say that had read and understood it, this was to give them a wider awareness of the residents conditions, it is all very well having a brief hand over however the care plan is there for a reason and it is an important part of the residents personal centred plan. I also asked the staff to be more compassionate about the residents needs and explained the things she likes to talk about and how this will make her feel more at ease and comfortable, not forgetting this is a new environment to her. I passed on this information to my manager who was happy with my approach and has also since then have spoken to all staff who work on the dementia floor. 
I felt concerned at first, because of lack of awareness that the staff showed during this time, bearing in mind this was a specialised dementia floor, so all staff are trained in managing all different types and stages of dementia among other conditions. I was saddened by the lack of compassion and respect shown toward to resident. It made angry to think that the staff had spoken and behaved in a manner that disregard everything the resident was affected by. 
I had lots of emotions running through my body and the only way I copped with this was to spend time with the resident and then address this issue about the staff with the staff and my manager, I will not tolerate that sort of attitude on my shift let alone any shift, the people we care for are vulnerable adults who need love and care, it is all our duties as care staff to promote and protect the health and wellbeing of the residents. However spending time with the resident made me feel happy and smile because I could see straight through her dementia, I could see the person she was and as she told me her story I imagined her life and happy and joyful it must have been I had images in my head of her and her husband, so I was determined to teach other to see the same and remind them that they are doing the best they can with what they got. 

The best thing that came out of this situation was that moving forward it taught staff to take the time to get to know the residents read their care plan thoroughly, also to value the residents we care for because we work in their home, it taught me to remind staff to read care plans as soon as a new resident comes in and to spend at least 30 minutes getting to know them on the day of arrival, because we get so used to the environment we work in it is easy to forget how someone may feel when they come to live in an environment they may not understand and definitely not recognise. It is a shame that residents go through trauma before getting their needs understood and met, this has definitely been a reflective account for me because now I am more aware and always ready for new residents to come into their new home. 
James (2011) advocates that behaviour in dementia is a person that signals a need that is not being met, for example if a patient is in pain, bored, hungry, frightened, or worried. Staff need to investigate what is causing the behaviour, staff should ease distress levels and find out the need in order to meet the needs of the person in distress. 

Analysing this situation I think further training is needed to all staff within the care home and spot checks need to be implemented during the shift to observe staff interaction and coping skills when dealing with residents who have a diagnosis of dementia, before you can understand dementia you must have an insight to that person’s life and their present condition, this will allow you to connect and build a relationship with that person. No person under our care where I work should be labelled, they have all been diagnosed by a professional and are suffer, appreciation is what is needed amongst other things. 

I feel at this stage, I did my job and helped a resident be able to express herself how ever she felt was best or her and that the staff learnt to cope with the resident and was able to desolate her distressing behaviour each time before it got worse, staff appreciated my actions and was grateful to be shown a way of solving this type of situation. 

If this ever rose again I would take similar action because I feel what I done was right at the tome and had a positive impact on both the resident and the staff, I would always assess the situation first and go with my experience and knowledge and trust I will naturally do the right thing and also inform my manager, the behaviour from the staff during this situation was not acceptable and will never be acceptable, however staff have improved their work ethics and praise is given where needed it does not go un recognised.
(Bassot, 2016)

I think that the CLiP model is a positive impact and step forward for trainee nurses and mentors, because it allows students like myself to take control and have responsibility for our own work ethnic and gain a wider understand of patient care. Being a second and third year student you want to try harder to set examples for first year students and other health care professionals, students are expressing the confidence they have gained since using CLiP is something they never had when learning the traditional way 1:1. The feedback and support from students and staff have been incredible and the NHS is able to use this feedback and find out what is working and what is not. Students get an hour per day called CLiP hour, they research and find out about patients’ illness’s this will help to prepare them the next time they come across it. I the key aspect of the CLiP is to continue having the support and investment form the health board to archive a higher standard and holistic chain of nurses. 

[bookmark: _GoBack]It is clear from this essay that mentoring, and coaching is a broad meaning and I did not understand the difference up until researching both terms and what the differences are between them. Also, the CLiP model and how this links in with both models to create the one model. The CLiP model is a lot clear in terms of my understanding and I am looking forward to working with this model in the future and gaining more knowledge about it, so I can be part of the mentoring. Using the Gibbs reflective account has made me realise how important my mentoring skills are in my work environment and how my actions and leadership can impact on my team. Moving forward I will be focusing more on the CLiP model, so I am able to implement this in my everyday workplace and become more confident using it. 
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