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The field of nursing and other professionals of public service have a responsibility of ensuring that their members involved in service provision are competent enough to provide service, and that quality is an assurance (Higgins, Spencer, & Kane, 2010; Holland et al., 2010). In order to accomplish this need, different organizations, states, and professional bodies display structured but different methods to ensure mentoring of their students (McIntosh, Gidman, & Smith, 2014).  Currently, the international community is au courant with the increasing opportunities and need for higher education, and the field of healthcare is not an exception. Additionally, different institutions have become cognizant of the need to maximize student support in order to promote higher achievement and ease in the process (McIntosh et al., 2014). Students who have enrolled into programs of advanced nursing education are required to maintain balance between profession and academics and be able to assimilate this balance in practice. Advanced education in nursing facilitates the creation of a link between practice and theory, and primary to starting practice, the student will have to have attained the required scores for registration. Most institutions that offer advanced nursing education liaise with placement services to ensure that these prospective advanced practice nurses are exposed to mentorship during their programs (McIntosh et al., 2014). There exists a wide body of literature on the transition challenges that student nurses and registered nurses experience as they assume their new roles, and therefore, the need to smoothen the transition process arises. 
The Nursing and Midwifery Council of the United Kingdom describes a nurse mentors as individuals who have finished NMC-approved mentorship programs and have attained the levels of mastery, experience and proficiency that deem them capable of meeting the expected outcomes. Nurse mentors are experienced medical practitioners who create benevolent alliances with novice nurses and act as role models, friends, guides, teachers and counsellors to the nurses (Rooke, 2014). A nurse mentor creates and enables their students to access opportunities aimed at growth of their careers and personal lives (McCloughen, O’Brien, & Jackson, 2009). Additionally, they provide a more robust procedure of ensuring that their students are adequately competent to provide high quality care to the public (McIntosh et al., 2014). The presence of mentors in a training facility (or in practice) also increases levels of cooperation between students pursuing similar programs (Staykova, Huson, & Pennington, 2013). These contributions of mentors to nursing and advanced practice programs make them a fundamental part of the process (Foster, Ooms, & Marks-Maran, 2015).
Mentors are trusted with the processes of; (1) Arranging and coordinating student learning activities in practice, (2) Overseeing learning and non-learning activities of their students, and offering constructive criticism on their personal and workplace behaviour and characteristics, (3) Setting realistic goals and supervising progress towards their achievement, (4) Evaluating the performance of their students. This evaluation is exhaustive, and does not necessarily reflect on the career objectives- the students’ behaviours and attitudes may also be gauged as well, (5) Giving feedback to providers of the nursing program on the progress of their students, and if possible, they should provide reasons on every student’s performance based on their professional experience, (6) Creating links with other mentors or providers of similar programs to ensure that their students gain as much exposure as possible. The nurse mentors should also frequently reach out to accomplished practitioners who can facilitate discussions with the students, and (7) Signing-off on the proficiency of their students when the education program comes to an end. However, a nurse mentor can only sign-off if they possess the necessary requirements for the same (Eller, Lev, & Feurer, 2014; Fooster et al., 2015; Robinson, 2013).
The Nursing and Midwifery Council requires four standards of nurse mentors before they can sign-off. First, they are required to possess a mentor qualification that was offered on a program approved by the NMC. Secondly, the nurse mental should have appropriate experience in mentorship and practice. However, the NMC does not define an appropriate experience level in years, but rather, the nurse mentor should have been involved (or headed) in different clinical, educational and mentorship programs that resulted in desirable outcomes. Thirdly, the nurse mentor should go through an advanced program on the position of a sign-off mentor and meet the requirements. Fourth, the prospective sign-off mentor will then be assessed on the level of mentorship and support they offer to a certain final year student. A sign-off mentor can only comment of a nurses’ abilities if they belong to the same nursing field the prospective nurse intends to join. 
The process of mentorship is not significantly different in different professions or fields of application. Whereas mentorship is commonly identified to be offered to student professionals it can be offered to any individual who wishes to advance their practice level (Butterworth & Faugier, 2013). Therefore, mentorship can be described to be fundamental in transitioning from one level to a higher level and may help the transitioning individual to understand the expected new role deeply (Robinson, 2013). Though not similar, the process of mentoring student nurses would be like one for mentoring new healthcare assistants.

The primary objective of mentorship is cultivation of nurse leaders, retaining employed nurses, and diversifying members of the nursing profession (Butterworth & Faugier, 2013). Mentorship creates more efficient healthcare professionals, thereby improving healthcare provision systems (Dossey & Keegan, 2013). Mentorship assists in creation of leadership skills and abilities that equip nurses with a better advantage of securing superior roles in delivering, designing, and developing systems of care (Feldman, 2010). Relationships created between the mentees and their mentors ensures harmony of practice within an organization, and such employees have a relatively lower likelihood of leaving the organizations (Rondeau, Williams, & Wagar, 2009) This reduces turnover costs for the organization (Edward et al., 2015; Schroyer, Zellers,  & Abraham, 2016). Mentorship also focuses on the personal life of an individual, thereby improving their social skills as well (Eller et al., 2014; Price, 2009). The mentor also benefits from their position-they can further their experience and skill in providing medical care (Beach & Davies, 2013; Bennett & McGowan, 2014). In some cases, mentorship is focused on the relatively “weaker” students. Although the better performing students should not be overlooked, mentorship offers an opportunity for the lowly-performing student nurses to catch up to their peers (LaFleur, & White, 2010).

Coaching is unlocking an individual’s potential to realize their full productivity, through assisting them to learn rather than teaching them (Eller et al., 2014). Coaching uses a facilitation approach and focuses on the immediate gain in performance. Coaching also uses an instructional approach to ensure skill development through tutoring or instructing the students. Coaching in health can be described as a process of promoting education and health within a coaching environment, to promote the wellbeing of persons and to enable fulfilment of health-associated goals of these persons (Power & Wilson, 2019). Coaching is an association between a coach and their client that is specific on certain issues, time-limited, and uses conversation. Coaching conversations do not give advice, teach, or direct. Rather, they offer support and encouragement to the client whereas recognizing them as the persons who should “make it happen” (Power & Wilson, 2019). In mentoring, the mentee watches as the mentor solves problems, and assists them in some areas. However, the roles are reversed in coaching-the coach watches as the client performs a certain task and offers support where the client is unable to satisfactorily perform (Gray, Garvey, & Lane, 2016). To ensure that the coaching process and the coaching conversations are productive, the coach must exhibit the following traits; ability to recognize gaps between the client’s vision and reality, listen attentively, be inquisitive, explain core values, and solidify the client’s sense of purpose and beliefs (Gray et al., 2016).
Coaching helps medical personnel to engage in relationships and conversations that assisting in promoting their career development, commitment and productivity. Coaching can be categorized into three forms; health coaching, peer coaching, inter-professional coaching, and succession planning (Carriere et al., 2009; Watson, & Houlahan, 2009). Health coaching is used by nurses to assist their patients to realize their goals, and it enables nurses to utilize focused communication approaches in offering patient-focused care (Grant, 2013). Peer coaching is used by senior nurses to offer support to junior nurses with the purpose of providing support for career advancement and satisfaction. Inter-professional coaching is used to enhance inter-professional practice and education. The purpose of inter-professional coaching is to enhance coordination and “evenness” in the quality of care offered by multidisciplinary teams (Grant, 2013). The cohesiveness of care offered by these teams increases teamwork and ensures sustenance of the team. Succession planning is used to ensure smooth transitioning in cases where group or organizational leaders are expected to retire (Carriere et al., 2009; Watson & Houlahan, 2009; Poronsky, 2012).

Mentoring consists of creating relationships that can last for long, whereas in coaching, the relationship only lasts a short or specific duration (Westcott, 2016). Mentoring can be informal, and the mentee can meet with the mentor whenever they need support or guidance, whereas coaching is more formal and follows a strict meeting schedule. Mentoring focuses on personal and career development (Omansky, 2010), whereas coaching focuses on workplace issues and development. In addition to helping the mentees solve their current issues, mentoring also provides guidance and support for future practice. On the other hand, coaching focuses on attaining specific, immediate goals (McQuade, Davis, & Nash, 2015). Mentoring focuses on improving the professional career of the mentee, whereas coaching focuses on certain areas of development (Foster, Ooms, & Marks-Maran, 2015). In mentoring, the mentee asks the mentor questions on the process, whereas in coaching, the coach asks their client to respond to the questions they ask. In so doing, a coach enables their client to be fully conversant with their own actions and responses to specific problems (Fielden, Davidson, & Sutherland, 2009).
Although the mentoring and coaching differs, no method is superior, and the two can be used to complement one another (Westcott, 2016; McQuade et al., 2015). 

CLiP (Collaborative learning in practice) is a nursing model in which students are encouraged to assume control over their practice, offer quality care to the patient group they have been assigned to, and enhance their learning using the experiences they undergo in their student practice. The students do not operate autonomously; they received coaching by a registered nurse and a mentor offers additional support (Austria, Baraki, & Doig, 2013). A patient group is served by a group made of first, second and third year students, a registered nurse, a mentor, and an additional healthcare professional such as a physician. The main intent of the CLiP model is to ensure that in every ward, students from different years will able to interact with each other with the support from a mentor and a coach. Interaction will allow the students to assist each other in carry out their assigned roles, whilst having 40% access to their mentor. Their activities will also be simultaneously supervised, minimizing the likelihood of errors. (Lobo, Arthur, & Lattimer, 2014; Royal College of Nursing, 2016; Austria et al., 2013). The CLiP model is usually used in coaching to attain skill-specific and short-term goals (Chaffe et al., 2013).

The CLiP model has three major drivers; 1) the need to enhance capacity to assure the above and future of the nursing and medical profession, (2) to enhance attraction, recruitment, and retaining of individuals in nursing roles, (3) to enhance optimum supervision and mentoring of healthcare professionals, especially in the current demand for nursing services, and (4) to enhance student placement learning experience in order to facilitate competent and proficient care provision (Austria et al., 2013). Lobo et al. (2014) proposed that the CLiP model is increasingly becoming popular in the UK, and instead of the traditional one-to-one approach, policy makers prefer a team approach. Senior students or professionals offer mentorship to a group of junior students (professionals) within a ward environment. 
The model has reported a significant number of desired outcomes (Yang, Woomer, & Matthews, 2012). In a study carried out by Huggins in 2016, the author reported increment in placement and learning satisfaction of students when the model was used. The model enables students to input more control in their learning process, and this is facilitated by collaboration between the student and other students whilst being supervised by a registered nurse. In this case, the RN is not regarded as a mentor. Rather, they are regarded as coaches to the students, and they are accountable and responsible of the care offered to patients belonging to a specific ward. Additionally, the RN is the ‘go-to’ person in case any student under their care requires individual assistance (Huggins, 2016).
The CLiP model partially utilizes a peer-to-peer approach of teaching and learning, and this is exhibited when other students are used to teach and assist another student. Bennet et al. (2015) describes this approach as identifying people who belong to a similar social group, not necessarily professional teachers, and placing them in an environment that enables them to assist one another and learn through the interaction. A peer approach introduces efficacy in education-related interventions for students, especially during their clinical placement (Bennet et al., 2015). A peer-to-peer intervention approach was highly effective in improving the student’s cognitive and psychomotor abilities, and their confidence in practice (Yang et al., 2012). 
Other benefits include reduction of the workload of clinical staff due to the support offered by the students, exposing the students to longer hours of active clinical practice, and increasing the students’ learning opportunities (Bennet et al., 2015). Active interaction of students with clinical problems enhances experiential learning, and the CLiP model heavily relies on active interactions. The model has also been reported to contribute positively to the professional and personal development of junior doctors. Mentoring methods implemented using the model also increase the safety and quality of learned education. Provision of clinical care can be demanding on new medical professionals. The CLiP model has been reported to alleviate these pressures, thereby facilitating the confidence of the students and junior professionals (Bennet et al., 2015; Lobo et al., 2014).
The model produces higher levels of engagement between different caregivers, thereby facilitating coordination of multidisciplinary teams (Price, 2009). Students know how to relate to each other, and they may explain different elements of healthcare to each other better than the teacher. The model also enhances positive interdependency-members of the group recognize that they can only succeed as much as everyone in the group does, thereby enhancing teamwork. The CLiP model incorporates students of different levels into one team. This enables low ability students to benefit from the higher ability students, and the students of higher ability are put in a position to be leaders and models of the low ability students (Lobo et al., 2014). The model also communicates a message that the class is egalitarian. Personalized direct instruction may often realize learning styles lower than those that can be achieved through cooperative learning (Lobo et al., 2014; Chaffe et al., 2013). The model also positively influences the members’ social and personal skills within a workplace environment (Price, 2009) and by extension, a social one as well. The model may also effectuate higher levels of engagement to practice than direct instruction (Chaffe et al., 2013). 

The major property of the model is the incorporation of individuals of at different levels of practice. In some situations, some members of these teams have been observed to express anxiety on higher level professionals (such as the registered nurse) stepping back and the lower level individuals such as students stepping up (Dumas, 2015). The model could also be weakened in cases where the number of students in the group is low. The model is heavily reliant on teamwork, and this may also pose as a threat to its success. Sometimes, members of a team may not function cohesively (Nelsey, & Brownie, 2012). In this case, it becomes difficult for lower level professions to gain actionable knowledge from their superior counterparts, and the higher-level professionals may be unable to provide mentorship to their juniors (Dumas, 2015). 
 
The goal of mentoring is to advance a person’s career and personal life, and improve provision of care (Kreitzer, & Koithan, 2014). The purpose of the CLiP model is to enhance the quality of care offered by medical personnel by improving their professional aspects. In addition, the CLiP model has been identified to have a social element, where members of a group are encouraged to coordinate their efforts and learn from each other. Therefore, the goals of mentoring appear to be congruent with those of the CLiP paradigm. Using the CLiP approach in mentoring has a significant positive outcome on the process, and the approach is “all-encompassing” in nature (Harvey & Uren, 2019). The traditional approach to mentorship involves allocation of a student mentee to a mentor on a one-to-one basis (Harvey & Uren, 2019). In my case, I only have one mentee and the traditional approach is applicable. However, a mentoring process usually takes a large time period, and allocating one mentee to one for the entire period may not be feasible in most situations of the real world, partly due a high number of students or healthcare assistants who are potential mentees, and a low number of mentors. There is also a constraint of time (Harvey & Uren, 2019). A collaborative approach to learning is more productive and efficient where there are certain constraints such as time and the number of mentors/mentees and use of the CLiP model is therefore feasible. Additionally, the model enables several students to engage in practice and interact with one another whereas under mentorship and coaching of other experienced professionals. 

My current responsibilities involve mentoring new healthcare assistants. As earlier mentioned, the process for mentoring these assistants would be significantly like that of student nurses. However, I did not mentor student nurses in university. I chose to mentor a healthcare assistant named Mr. X. Mr. X had been recently transferred to my department in the ER. 

To determine approaches to mentor new healthcare assistants, it is important to understand how learning takes place. Learning can be described as occurring in four successive phases; 1) Observation (of skilled performance), 2) retaining the observed skill mentally, 3) Reproducing the skill using motor, and 4) Reinforcing and adopting the skill (ref 6). (ref6Pdf) reported that at birth, the only inherent behaviour an individual possesses is reflexes. Learning therefore occurs through observation of social and educational situations. In a clinical setting, mentees observe, learn and acquire practical skills from the mentors using the four phases mentioned above (ref6). I used these phases to identify where my mentee belonged at any time, and therefore, I was able to develop an appropriate schedule for him to proceed to the next phase. 

Graham Gibbs proposed a model referred to as the Gibbs model in 1988. I will use the model by Gibbs on reflection, and the model’s principal focus is enabling professionals to utilize previous experience to their personal and career development through making better decisions if they are exposed to similar conditions. The model has six cyclic phases; describing, feeling, evaluating, analysing, concluding and creating a plan of action. According to the model, practice and theory are complimentary-each enhances the other through a continual process that is cyclic in nature. Every phase utilizes outcomes of the preceding phase, and if you overlook any phase, the model will not be optimally beneficial (Bulman & Schutz, 2013). The model is easily understandable and applicable, and I will therefore use it to reflect on my mentorship process. Additionally, the model has long been recognized to produce desirable outcomes in nursing (Bulman & Schutz, 2013). The Gibbs Model recognizes action to be a fundamental part of learning. 
The mentorship program consisted of two major activities; teaching sessions and assessment sessions. During the teaching sessions, Mr. X observed activities of different health professionals in the ER, including mine. I also gave him short lectures on the role of a nursing assistant, and how best to perform it. The assessment session consisted of observing how Richards delivered basic care to patients such as physical handling, bowel and bladder care, and provision of good nutrition and hydration.
On the first day, I gave my mentee a tour of the whole building during which time he was able to draw on opportunities of learning and have a glimpse of what the life of a healthcare assistant consisted of. I have been a mentor since I became as a senior carer. However, I observed that I was anxious and worried about being a perfect mentor for Mr. X. However, I reflected on my own experience as a mentee- Mrs. Y, my mentor, had helped me to gain confidence in my profession since the time she took me under her area. I got determined to give Mr. X a similar, and if possible, a better experience. 
Mr. R was a new employee in Park House Court Nursing Home and had no prior experience in the health industry. Before we begun every learning session, it was important to create an effective working relationship with him through support and ensuring that the team appreciates him. During assessment, I encouraged Mr. X not to feel inadequate if he had observed other members of the team using means different from his-if he was certain his method was safe and correct, he should use it.
My mentor had instilled in me the quality of making an action plan prior to carrying out the activity itself, and I implemented this in my teaching sessions. I identified whenever Mr. X was experiencing the stages of unconsciously incompetent, consciously incompetent, and consciously competent. The stages helped me to create a structured schedule that consisted of direct questioning, observation and discussion. This also enabled Mr. X to be fully aware of the activities that had been planned for each day. The stage of unconscious competence would come later in his practice through experience and repeating an activity several times.  I strengthened Mr. X’s confidence throughout the early three stages by identifying areas of weakness and illustrating them to him and responding in depth to any questions he had. I also helped him in situations where he did not understand a certain procedure, why it was done, and its relevance to the health of a patient. I also put in consideration the learning methods that were most effective to Mr. X. I also ensured that I was always friendly and approachable and succeeded in creating a comfortable and trusting relationship with Mr. X. 
When the mentorship plan ended, I believed that it had been effective. Mr. X validated this through a feedback that he delivered to me face-to-face, that I had enabled him to gain confidence in his practice through reducing his anxiety and tension in the area. I also recognised that the mentorship program had also helped me to become aware of my own actions in the area- their impact on the patients and the medical staff. 
I learnt the importance of a mentor’s personal attributes to the mentorship process. Although I intended to be friendly and available throughout the whole program, there were some days that I didn’t live up to this. I observed that on the same days, Mr. X would appear distant to me, unaware that I was the one distancing myself from him. Ever since, I have taken care to better manage my emotions in order to ensure I do not influence the learning process of my mentees negatively.
In recollection, reflection allowed me to improve my role as a mentor, and at the same time, assist Richards to transition easily to his new role, and gain confidence in practice.

Mentorship increases the confidence of a mentee in their professional and personal roles. Mentorship is also advantageous to the mentor since they can improve their prowess in offering healthcare. Through reflection, one can prepare themselves better for the future, and this reduces the incidences of errors in decision making. A mentor should however, tailor the mentorship plan based on their mentee. The mentee and the mentor need to recognize that a mentorship program thrives on trust, affirmation, self-disclosure, skill and willingness in giving and obtaining feedback. In my perspective, the mentoring program has enabled me to identify that I need to work on my “friendliness and availability”.
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