Coaching and Mentoring for Doctors in the NHS
According to the Office of National Statistics (2022), there are over 1.4 million employees working for the NHS (National Health service). Department of Health and Social Care (2020) data suggests that over 120,000 of this 1.4million work force is professionally qualified doctors. All junior doctors must keep up with their professional competence by continuous learning, multiple examinations, regular interviews for the next stage of their career. They work on a strenuous rota of multiple long shifts, weekend shifts and night shifts. Due to all these factors, a doctor’s work-life balance is often of a poor quality. With the ongoing continuous advancement in technology, new research into medicine, surgical techniques and instruments, make it even more challenging to maintain a decent social life outside of their work. From personal experience of being a surgical trainee in the NHS, I can relate to the work-related stresses, learning a wide variety of operative techniques and the pressure of continuous professional development. According to Smith (2020), peer-coaching is a method of enhancing surgeon’s skills and learning, by establishing a non-competitive relationship between colleagues. The colleagues at same level of experience, can support each other’s development by establishing common organisational goals, self-evaluation, reflections and peer-to-peer feedback.
Coaching and Mentoring is not specific to surgeons, it can help to enhance performance of all clinical staff, and non-clinical staff. It helps the organisations to develop their employees with an inclusive culture, improve employee’s self-confidence and helps the mentor to develop as a leader. According to Grant et al. (2017), a study of Australian public healthcare has shown significant positive impact on the work focus, self-leadership, self-efficacy, work attitude, resilience and work-life balance of participants. These areas are very well published around the hospitals by the British Medical Association and the General Medical Council (2018). The NHS leadership academy (2023) also supports a coaching and mentoring network, where employees can register their interest in coaching and mentoring. In this article, we will discuss the coaching and mentoring in the NHS. We will also explore different theories and models of coaching and mentoring. We will also look at comparing and contrasting these theories. In the end we will attempt to identify a model that is most closely applicable for mentoring and coaching NHS doctors. The terms, Consultant and Trainee may be used instead of Coach and Coachee respectively, to make it relevant to the surgical training in the NHS.
The term “coaching” can have different meaning to different situations. In general, the term is largely misunderstood. For the purpose of this article, we will define coaching as a professional dialogue between a coach and a coachee, where the coach focuses on empowering the coachee to learn more about themselves. In his book, Excellence in Coaching, Passmore (2016), says, that coaching is a holistic approach on coachee’s thought process, in order to understand their goals, find their strengths and weaknesses and a pathway to reach their goals utilising those strengths and while working on improving the weaknesses. 
Similarly, defining mentoring is also challenging as it may have meanings differently understood by many, due to the situation they are related to. Belcher and Sibbald (1998), think that mentoring is process in which a mentor and a mentee has an established long-term professional relationship, for the development of both and the organisation. The relationship is based on sharing knowledge, exchange of ideas, and developing skills.
The primary difference between coaching and mentoring is that a coach is not expected to be an expert in the area that the coachee is interested in. Coach can ask open questions to elaborate on the already learnt knowledge of the coachee and that helps the coachee to clarify any doubts. The coachee choses the best options available to them to achieve a specific task or goal. By doing so, the coachee takes full ownership of the decision making. Coach is just facilitating and helping them to lay out all the options that are available (Passmore, 2016). 
On the other hand, mentoring requires more input from the mentor. The mentee in this case may not have the right skills or knowledge to achieve a task, goal or objective, however the mentor is usually a person with experience in that field. They can guide he mentee to set goals and then also present options about how to achieve those goals (Belcher and Sibbald, 1998).
In relations to a doctor’s development both coaching and mentoring are equally important. Doctors have to take many exams to continue with their professional development and to get to the next stage of their career. A coach can help a doctor to set their goals according to their future career plans. Doctors have various choices to work such as clinical work, clinical trials, research, pharmaceuticals, medical writing etc. A coach who is not a doctor may not have sufficient knowledge in any of these areas, however they can help a doctor to find what areas the doctor may be interested in. A coach can also help the doctor to set up a plan based of the doctor’s current knowledge and skills. 
On the other hand, a junior doctor may approach an experienced senior colleague, who could act as a mentor. In this relationship the senior doctor may have all the necessary knowledge and skills to mentor the junior doctor. The mentor can share his experience, knowledge and skills to help the junior doctor develop the same level of knowledge and expertise in their clinical area. Here the mentor will also be able to lay out various options for the junior doctor and guide the junior towards a suitable option which may feel acceptable to both, mentor and mentee. 
Some of the world’s renowned organisations such as the NHS and the London School of Economics have internal coaching programmes for their staff. The LSE values coaching as a tool to help develop their staff member’s performance and help to enhance their potential, provide a safe space for reflecting on and managing business and personal growth issues. 
The NHS has been using coaching and mentoring for a long time, where the senior colleagues help the junior colleagues to develop clinical skills. These skills may range from basic observation teaching by a nurse to a health care assistant or a senior surgeon teaching a junior surgeon about a complex operating technique. The outcome in both is the same, which is “developing out junior staff’s clinical skills”. How that teaching is delivered is primarily based on both parties’ current knowledge, skills and willingness to invest their time into the process. A senior surgeon may decide to mentor more junior surgeon, while actively teaching them basics of surgery, as opposed to indirectly supervising and coaching a slightly more experience junior surgeon.
Coaching and mentoring Models and theories:
There are many theories and models associated with coaching and mentoring. We will discuss a few, to gain clarity about their use. We will also aim to establish a clear relationship between the various models and how they can be utilised in the NHS. 
	

GROW
(Passmore, 2016)
	GROW stands for Goal, Reality, Options and Will / Way forward. 

Goal: The coach opens the session with establishing a clear goal for the session. This is seen as a critical step in GROW model as it. Often during coaching sessions, the coachee does not have a clear goal prior to the sessions. If the coach fails to recognise this as a key issue, the coachee will not benefit from the session and will leave the session with a feeling of discontent. It can lead to frustration and lack of purpose for both the coach and coachee. Slowly the relationship between the coach and the coachee will diminish due to lack of clarity and a purpose of the session. It is the coach’s responsibility to ensure that the goals are made clear for the coachee. 

Sometimes, the coachee does not have any broad topic to discuss and can feels completely clueless about their life purpose. They might be approaching the coach as a window that will open up to some idea and a sense of purposefulness in life. From personal experience of being a surgical trainee in the NHS, I feel this can be very relatable to the junior surgical trainees. Often the trainees do not have full knowledge of the national surgical curriculum. In this process they can feel overwhelmed with the knowledge required, the competencies that needs to be assessed from level 1 to level 4 and number of procedures that they must be skilled to perform at each stage of their training journey. In this case, the coach (a supervising consultant) can agree with the coachee to spend more time of goal setting itself before progressing with the rest of the GROW model during further sessions. The goals must be in a format that is clearly understood by both parties. A meta-analysis of five RCT’s published in American journal of surgery, confirms that surgical coaching produces better results in terms of skills and knowledge gain for trainees and provides a positive learning experience for learners (Gangon and Abbasi, 2018)

SMART goal setting format is well established for helping anyone to set goals with clarity. SMART stands for Specific, Measurable, Attainable, Realistic and Time-bound. According to Ogbeiwi (2017), SMART goals provide a guiding tool for result orientated actions. This fits in well with the next part of the GROW model, which explores the reality and options. 

Reality: The coach spends a large chunk of the session in this area, where the coach and the coachee both try to establish the current reality and its relationship to the above-mentioned goal. The coach uses open questions in order to understand the coachee’s self-awareness, motivation, strengths and weaknesses. The aim is to ensure that these all are becoming clearer in coachee’s mind for them to progress in the coaching session. The coach must achieve a clear boundary in coachee’s mind about their own reality and what is realistically achievable with their current resources, strengths and within a given timeframe (Passmore, 2016)

Options: The next stage of grow model is finding options to achieve the goal that was established earlier in the session. This exercise is often like peeling the layers of an onion, where the coach again asks open questions to dig deeper into the coachee’s understanding of the goal and reality. For surgical trainees, the supervising consultant should explore which skills are identified by the trainee to develop further. The trainee may identify that they require more theatre time to develop their laparoscopic skills or attend more endoscopy list to develop their scoping techniques.
The trainee themselves reveals what their action plan is going to be, which may be based on previous experience, learnt skills or resources available (Passmore, 2016). However, some trainees may feel blocked, if the options generated are not suitable to them. This is where the consultant, may need to explore further about the strengths and resources available to find new options that have been discussed. 

Way forward: By this stage, the trainee must be clear about the goal, strengths, weaknesses, resources and several options available to them. The coach should now focus on identifying coachee’s natural preference from options. It is coach’s responsibility to ensure that the option that the coachee is choosing, suits their resources and timeline. A deeper exploration of why the coachee is choosing one option over the other will also allow the coach to understand the thinking process and thinking power of the coachee (Passmore, 2016). The coachee sometimes may be confused between options and the coach must then draw down the pros and cons of all options that the coachee is confused about. This will allow to narrow down the coachee’s options and choose one most suitable option. In relevance to surgical trainee, the consultant must explore the skill set and specific knowledge required at each stage of the trainee to ensure the best results for the trainee. 
The focus then switches start formulating an action plan. The coach should engage with the coachee to ensure that the coachee is building a realistic action plan. In this part, challenging and closed questions can help to ensure that the coachee has made clear decisions (Passmore, 2016). The coachee takes responsibility and accountability of their action plan. Both parties also agree on an agenda for the next session in order to monitor progress and maintain timed outcomes. The trainee’s surgical portfolio can be used as an objective measure to track progress by the trainee and consultant. 

The GROW model is very much applicable to medical professional’s learning and development. The junior doctors can find an area that they would like to develop. They derive their goal based on that development area. From there, a deep discussion with the coach can help to derive a personal development plan, which can be incorporated in the junior doctor’s annual portfolio. The portfolio is reviewed with the junior doctor’s educational supervisor during their placement review on regular basis. 


	

OSCAR
	The OSCAR model of coaching derived from further expanding on the previously discussed GROW model. OSCAR stands for Outcome, Situation, Choices, Actions and Review. In the OSCAR model the coach and coachee focuses on the solution instead of the problem. In many ways OSCAR is very similar to GROW model. Andrea Pearce and Volker patent, both are business psychologists and lecturers at the open university. They explain the OSCAR model in their article published on OpenLearn (2021).

Outcome: The coach helps coachee to define a clear outcome that is desired from the session. 

Situation: The coach and coachee both discuss in detail about the coachee’s current circumstances. This helps to increase self-awareness, understand the feelings and current knowledge. 

Choices: Both parties start to explore the choices available to the coachee and discuss their pros and cons in detail. The discussion should also include resources available, timeline etc. 

Actions: From the choices discussed, the coach and coachee both derive an action plan and set goals. The SMART goal planning can be used like the GROW model. 

Review: The coach help coachee to formulate a plan to review the progress. This can be done by maintaining an online project timeline, which can be accessed by coach and coachee. It can also be completed by setting agenda for the next session, where both coach and coachee will review the progress together and discuss any areas for further improvement. This is a key difference with GROW model, where is a set time allocated to discuss timeline for progression. Fairley and Zipp (2010), explain the importance of time management against task allocation in their book. 

As a surgeon, it’s important to ensure that our timeline aligns with the tasks we allocate to ourselves. This includes the learning outcome for the year, skill set that we must develop at every stage of training. OSCAR model is valuable for the supervising consultant to ensure that their trainees are setting out relevant and time bound goals for their annual learning outcome. This must be followed with regular review meeting to either add or remove learning outcomes from previous agreements. 

OSCAR is also highly applicable to junior doctor’s development. Surgical trainee doctors are always learning new surgical skills to ensure continual surgical development, in order to become a consultant at the end of their specialist training. With the long training pathways of doctors in any speciality, it is important that action plans are kept in check by regular reviews. The junior doctor must identify the Goals and actions that are relevant to the stage of career progression. If the goals and action plan agreed does not align with the doctor’s current skills and training level then the junior doctor may not be able to achieve the agreed goals, which may lead into demotivation, disappointment and discouragement (Pearce and Patent, 2021) 


	

Mentoring
	Mentoring the next generation of doctors has been the traditional way of developing them into consultant in a specific field. Akhigbe et.al. (2017), says that the surgical training has conventionally used the Halstedian model to teach the next generation of surgeons. Halsted model of surgical training is primarily based around repetitive contact with patients under supervision, to enhance the surgical pathology knowledge and develop surgical skills (Polavarapu et.al., 2013). In the NHS system, the junior doctors are always in direct first contact with the patients. They assess the patients with different presentations and pathologies, formulate a plan for investigations and further management. They will further discuss the complicated cases with their senior doctors to ensure that their assessment and management plan is in accordance with the current guidance. In this process, the junior doctor develops their diagnostic skills, appropriate investigations and management skills, received direct feedback from their seniors and enhance their current knowledge and skills. This is a great example of developmental mentoring, where the mentor is directly or indirectly involved in ensuring to provide a learning opportunity to the mentee. The mentor may also share their thought, experience and knowledge, which enable the mentee to develop professionally. Similarly, a mentoring surgeon may teach a trainee surgeon a variety of technical skills to complete one type of operation. When the mentee develops the confidence, they then take the next steps to complete the operation under direct supervision followed by indirect supervision from the mentor (Slama and Silbergleit, 2016)

There are various mentoring types that can be utilised in any organisation for development of the individuals and the larger organisation. 

Individual development mentoring – Suitable for any individual employee, who is searching for learning opportunities to develop to the next promotion level. Examples may include senior doctor mentoring their juniors. 

Team or group mentoring: Mentoring a team or groups in a common team task, where all members of the team are upskilling, exchanging ideas between themselves. This may include, Co-mentoring, Peer mentoring and business mentoring. 

Reverse mentoring: Many organisations are now employing reverse mentoring schemes where a junior member of the team mentors a senior member. As Patrice Gordon (2020) mentions in her TED talk, there is a growing age and experience gap between individuals at workplace. Reverse mentoring can help to narrow this gap. The younger colleague mentor the seniors to develop a newer skill that senior colleague may not have come across. 




Based on the discussion about the various models and types of coaching and mentoring, it is clear that coaching and mentoring can help an individual to enhance their performance. Coaching in the NHS can be used at all levels, however, particularly for doctors, a hybrid approach of coaching and mentoring is necessary. A literature review, by Gagnon and Abbasi (2018), supports the argument that surgical coaching, improves learning outcome, satisfaction and improved skills for the surgical trainee.
A surgeon in training requires a senior surgeon who can share his knowledge, skills and experience. Although all surgeons possess the theoretical learning to understand the pathology and anatomy prior to learning surgery, however, each surgical case can have different presentation which may require experiential input. Each case may present a different challenge which cannot be learnt from the books. It takes a senior surgeon’s experience to adapt to the variations in anatomy, deal with complications and ensure patient safety.  The junior surgeon will watch and practice the same approach from his/her seniors. The mentor and mentee surgeons can build up on the theoretical learning by means of discussions, reflections, hand on simulation training and in theatre supervised sessions. All this training will develop the junior surgeon to gain sufficient skills and confidence to perform unsupervised surgeries safely. The trainee surgeon can identify the skills that they require for the next stage in their career. This can help in goal setting by utilising the SMART goals methodology.  The coach/mentor can further help in identifying how these goals can be achieved in timely manner, based on trainee’s current level of skills and knowledge. This can be achieved very well by using the GROW or OSCAR models. In conclusion, for NHS doctors and specifically for surgical trainees a hybrid approach using variety of coaching and mentoring techniques will produce the best results.
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