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Learning objective 1 – Personal Statement

1.1	The extent to which coaching and mentoring takes place within my organisation
Hywel Dda Health Board has recently invested in a leadership development programme which includes a focus on coaching and mentoring. Under the organisation’s Leadership Programme, virtual coaching was offered to over 168 senior managers during 2020/21. These planned coaching sessions aim to give leaders the opportunity to develop their own style of leadership and develop a personal approach to resolve issues and problem-solve (Ev1.1). 73 sessions were delivered between April 2020 and January 2021 (Hywel Dda UHB, 2020a). 

The Health Board uses external coaches to deliver coaching to senior managers within the leadership development programme (Ev1.1). 
The Health Board Coaching Network is due to commence imminently with a newly appointed Co-ordinator starting in May 2021 (Ev 1.2). The internal Coaching Network will support all staff within the organisation to access coaching and will also support the development of team coaching. The first cohort of 16 staff have commenced the Institute of Learning and Management (ILM) Level 5 Coaching (Hywel Dda UHB, 2020a). This cohort are half way through their coaching qualification and a further two cohorts have been commissioned to start later in 2021. This will bring the total number of qualified Health Board coaches to 45 once they have all completed the qualification. The Health Board’s aim is to build on their coaching network to increase the number of internal coaches to 100 within the next 3 years (Ev 1.1).

The Health Board is also developing a training programme that will support leaders at all levels to enhance their leadership style with the vision of creating a coaching culture within the Health Board (Ev 1.1).

Performance coaching is not, and will not, be provided within the Health Board.  The Coaching Network will be able to provide coaching to managers in terms of handling performance issues (Ev 1.1).

Peer coaching takes place on an informal basis (Ev 1.1).

The Health Board are embarking on a Board Reverse Mentoring Programme, with the recruitment of mentors underway. Some organisations have started to introduce reverse mentoring, whereby young people mentor their older colleagues; for example, in the development of digital skills and technological advances (CIPD, 2019). Mentors will be recruited from different staff groups and will include representation from ethic minority groups (Hywel Dda UHB, 2020a).

The Health Board’s Induction Policy (Hywel Dda UHB, 2020e, p10) sets out the manager’s responsibility to appoint a mentor to facilitate the settling in period for new staff as part of their local induction. The policy also sets out a checklist which outlines the mentor’s tasks when inducting the new member of staff. The requirements of the Induction Policy align with the core activities for Resourcing and Talent Planning in the CIPD Profession Map 2013 (CIPD, 2013, p24). 

1.2	How coaching and mentoring supports the achievement of objectives
The Health Board’s Workforce, Organisational Development and Education Strategy 2020-2030 (Hywel Dda UHB, 2020b) sets out the organisation’s vision to deliver the Health and Care Strategy A Healthier Mid and West Wales (Hywel Dda UHB, 2020c). The workforce strategy identifies a number of interventions to enhance the Health Board’s leadership capability, once of which is to grow capacity for access to coaching, mentoring and action learning. One of the objectives of the strategy is to deliver collective and compassionate leadership, with a key outcomes for success being that ‘leaders have access to coaching and mentoring when required, with increased numbers of ‘internal’ coaches and mentors’. Another strategy objective is to deliver a workforce fit for our future, with a key success outcome being about coaching managers to lead and deliver change effectively.  West et al (2017, p6) identify coaching as a compassionate leadership activity that can lead to innovation from the individual level to organisational level.

In September 2020, the Health Board published their 3 year strategic and planning objectives (Hywel Dda UHB, 2020d). Planning objectives relating to performance and quality improvement have been brought together under an emerging programme of work called ‘Improving Together’. ‘Improving Together’ aims to facilitate a culture of continuous improvement, embracing coaching discussions to empower staff to develop solutions, building on some of the positive lessons learnt through the pandemic. The ‘Improving Together’ framework aligns team vision to strategy and empowers teams to set key improvement measures aligned to their team vision. It brings a number of key planning objectives across directorates into one scalable framework for growing and co-ordinating improvement activities aligned to organisational goals. (Ev 1.3). Setting measurable objectives aligned to strategic goals across the organisation maximises performance (Rotenburg, 2018)

The Director of Workforce and OD is keen to embed a new culture that treats employees as adults, moving away from the traditional ‘parent-child’ relationship (Adams, 2017, c3). The Health Board is undertaking a review of their approach to policy development to support staff to be the best they can be. One outcome of this review will be a suite of employment policies to support staff through their life and work journeys and that place trust at the heart of implementation (Hywel Dda UHB, 2020e, planning objective 1.F). This review will drive a change in our approach to performance management, aligning team and individual objectives to the organisations vision and objectives facilitated through the ‘Improving Together’ programme.

1.3	Factors to consider when further developing coaching and mentoring
Carter (2015) suggests that coaching is a significant contributor to a positive and open organisational culture where coaching is embedded in business as usual. The Workforce, Organisational Development and Education strategy acknowledges that to deliver and sustain leadership talent management and succession planning, the organisation will need to ‘grow capacity for access to coaching, mentoring and action learning’. A key outcome for success is that leaders have access to coaching and mentoring when required, requiring an increase in the number of ‘internal’ coaches and mentors. 

The Health Board plan to build on their coaching network over the next three years and will need to consider the capacity staff have to undertake the ILM coaching and mentoring training (Ev 1.4). One solution could be to train staff across all professions to maximise the viability of the coaching network. 

There are financial implications for the Health Board in training staff to become coaches, both in terms of cost of the qualification and in time taken to attend the training (Ev 1.4). Staff time may be a particular issue for clinical staff as shifts will need to be filled to enable them to attend training and to deliver coaching sessions. Lack of, or reduced, funding will impact on the number of coaches receiving training which will limit the coaching resource across the organisation.

The global pandemic has changed the way in which training and development activities are delivered, moving from face-to-face to digital (CIPD, 2021). In the Health Board, coaching has been delivered virtually during the pandemic, which seems to have been a positive experience for both coachee and coach (Ev 1.4). The Health Board intend to continue with virtual coaching but to also re-introduce face-to-face coaching as there is recognition that virtual settings may not pick up non-verbal cues such as body language.

A more recent consideration must be the impact of the pandemic. Since the pandemic, more people are working from home and there is now a much bigger focus on well-being as we enter recovery (Walker, 2021). The demand for coaching in the Health Board during the pandemic increased and it is likely that this trend will continue as we emerge from the pandemic (Ev 1.4).

The Health Board employ over 11,000 members of staff (Hywel Dda UHB, 2020f) and therefore it is unlikely that all staff will be able to access coaching during their career. The Health Board need to consider how coaching opportunities will be cascaded throughout the organisation to ensure equal access to all. Research conducted Ferrar (2006) shows a tendency for managers to target individuals who are seen as potential high-fliers but this can cause inequality within the workplace and feelings of resentment (Wales). 

1.4	Recommendations for how coaching and or mentoring could be further developed within my organisation

Based on my assessment of coaching and mentoring in Hywel Dda Health Board, my recommendations for further development are:
a) Explore if there are any existing qualified coaches in the organisational who would be interested in delivering coaching sessions to enhance coaching capacity across the organisation. 
b) Similarly, explore if there are coaches in the Mid and West Wales Coaching network who wish to have capacity to deliver coaching sessions to staff within the organisation and wish to broaden their experience outside of their own organisation (Academi Wales, 2021).  
c) Explore opportunities for staff to look for or become a coach through the All Wales Coaching Network; this may not have historically been a viable option when coaching was delivered face-to-face but could be an alternative for virtual coaching.
d) Ensure that a full evaluation of both virtual and face-to-face coaching is undertaken prior to rolling out across the organisation. Research suggests that to convince people of the effectiveness of coaching, it must be evaluated in an objective way (Carter, 2006). 
e) Consider consolidating the Coaching and Mentoring contract and associated documents into one Coaching and Mentoring Handbook.
f) Consider how coaching opportunities can be communicated and accessed to ensure equity for all staff.



Learning objective 2 – Personal Statement

2.1	Contributing to the development of coaching and/or mentoring in my organisation 
	Coaching and mentoring is led by the Head of Organisational Leadership Development (Ev 2.1). The Coaching Network and associated activities and documents have been developed by the Organisational Leadership Development Team and therefore, within my current role, I have not had the opportunity to contribute to their development. 

	As the coaching and mentoring programme in the Health Board is in its infancy, there has been limited scope to actively promote formal coaching and mentoring opportunities to staff.

In 2015, I completed a Coaching & Mentoring Development Programme (Ev 2.2) and whilst not a formal qualification, the course gave me an understanding of the key principles. As a manager, I strive to support and promote coaching and mentoring within the organisation and use active listening and questioning approaches to performance managing staff (Ev 2.3).

Having benefitted from coaching personally, I am passionate about encouraging others to seek out coaching and mentoring opportunities and recommended mentoring to a member of staff in 2018 (Ev 2.4).

The Health Board’s Induction Policy includes the requirement of line managers to appoint a mentor to support new employees. Induction provides an opportunity for new employees to learn about the organisation, their role and to meet their team (CIPD, 2020a). I am committed to ensuring that new staff are supported by a mentor and recently advised and signposted one of my peers to the Induction Policy in respect of a new starter (Ev 2.5). 

In June 2021, I messaged a number of my colleagues asking if they had previously been offered or received coaching and / or mentoring. Of the 12 responses received (Ev 2.6), the majority had not received formal coaching or mentoring in the organisation, although many had sourced their own mentors informally. In recommendation 1.4 (f), I advise that consideration be given to how coaching and mentoring opportunities can be communicated and accessed to ensure equity for all staff.

2.2	Contributing to the development of processes 
	A coaching contract is important for every coaching relationship and should cover a number of key components including desired outcomes and measures of success; confidentiality; format of sessions; roles and responsibilities; behaviour expectations and feedback mechanisms (Bennett, 2008).  

The Health Board’s Coaching Contract (Ev 2.7) sets out what the coachee can expect from the coaching process. The Coaching Contract states that it is for the coach and coachee to work through the contract together, to ensure mutual understanding of the coaching relationship, roles and responsibilities. The responsibilities of both coach and coachee are split out in the coaching contract. Whilst the Health Board coaching contract generally aligns with Bennett’s recommendations, there are some areas which could be strengthened.

According to Bennett, one of the key elements of the coaching contract is measures of progress and desired outcomes to help differentiate between coaching and other types of intervention, such as counselling. The Health Board coaching contract would benefit from a short introduction to coaching, defining what it is and what it isn’t so that both parties are clear on expectations.

	Bennett also suggests that the contract should include information on record-keeping including what will be recorded, how this will be stored and retention periods. The Health Board have produced a number of coaching documents, such as the Client Preparation Form (Ev 2.8), Coaching Preparation Form (Ev 2.9) and Coaching Notes Form (Ev 2.10) for use during the coaching process, although these are not referenced or included as appendices to the Coaching Contract. 

	Bennett suggests that the format of the coaching session, including any reference to coaching models used, should be included in the contract. The Health Board use the OSCAR coaching model (Business Balls, 2020) (Ev 2.10). A further recommendation is to include an explanation of the OSCAR model in the contract and attach the OSCAR coaching model factsheet used by the Health Board as an appendix (Ev 2.11).

I advise that the review of documents as per recommendation 1.4 (e) should encompass these three considerations (Ev 2.22).

2.3	Skills, knowledge and behaviours needed by coach/mentors
Carter (2015, p10) suggests that organisations need to understand and communicate the specific behaviours expected of coaches to ensure effective coaching and the best outcomes for staff. 

As part of my contribution to the Improving Together programme (see point 1.2 above), I have supported the organisation to ensure that coaches / mentors can build and develop their knowledge, skills and behaviours required:

· I developed a draft job description and person specification for an Improvement Coach role (Ev 2.14 and Ev 2.15). I used various sources to inform this, including information from Improvement Cymru and other and external Improvement Coach job descriptions. The person specification outlines the key knowledge, experience, aptitudes and abilities expected from applicants such as facilitation, coaching and mediation experience, excellent communication and interpersonal skills and the ability to demonstrate sensitivity to staff and service users in services where change is envisaged.
· I am leading on the development of a Service Support Portal to bring together and share expertise, knowledge and best practice in a ‘one-stop shop’ SharePoint site (Ev 2.16). I have identified coaching and mentoring as an area to be included, specifically access to coaching and mentoring training and sessions and also the inclusion of the Coaching Contract as a key information source to be shared. My recommendation (Ev 2.22) to include all supporting documents referenced in the Coaching Contract (point 2.2) will help to support coaches / mentor to understand the skills, knowledge and behaviours expected of them.

As mentioned in 2.1 above, I have supported a peer to recognise their responsibility to ensure that their new member of staff is mentored during their induction period (Ev 2.5). 

2.4	Skills, knowledge and behaviours needed by coachees/mentees
Shadowing is a management development technique that can complement coaching and mentoring (CIPD, 2020b). Shadowing is when a member of staff seeks to understand a colleague’s role by working alongside them and can be an effective learning approach for new members of staff (Sparrow, 2005). Shadowing also provides an opportunity for the person being shadowed to develop their coaching and mentoring skills (University of Cambridge). As discussed in 2.1, I encourage staff to access coaching and mentoring opportunities and demonstrate through the PADR process that I actively encourage others to seek out learning opportunities through shadowing and spending time with peers to obtain a more holistic view of work programmes (Ev 2.17). 

In October 2020, I was offered and accepted the opportunity to work with a group of final year Business students from Swansea University by supporting them with a work placement research project (Ev 2.18). The benefits of student and professional mentoring partnerships for students include gaining insight into business, growing professional networks, developing employability skills and improving self-confidence (University of Westminster).

To prepare, I developed a project brief (Ev 2.19) and had an initial meeting with students to help set the scene, provide some background, understand the project requirements and agree project support (Ev 2.20). Unfortunately, the placement has been delayed whilst the Health Board develop a process for students wishing to undertake research placements (Ev 2.21). This is an opportunity that I would be keen to pursue in the future. 

In terms of the Health Board process, my observations are:

· The Coaching Contract (Ev 2.7) includes a section on what the coachee can expect from the coaching process and the commitment required during the process. The Client Preparation Form (Ev 2.8) seeks to understand the client’s anticipated benefits of the process and where the coaching will take place. 
· Alongside the existing Health Board documents, the coachee may also benefit from guidance which provides some key information about the coaching process, expected behaviours and attitudes from both parties and the expectations of the coachee to undertake activities to support their development as part of the coaching process. 
· Examples of coaching and mentoring handbooks are available on line including the University of Wolverhampton (2017) and the London Leadership Academy (2014). These handbooks consolidate guidance for both coaches and coachees.
I advise that the review of documents as per recommendation 1.4 (e) should encompass these considerations (Ev 2.22).

2.5	On-going evaluation and improvement
In research undertaken by the Institute of Employment Studies (IES), Carter (2006, p9) suggests that, as a relatively new concept in business, organisations are keen to understand the benefits of coaching and mentoring and as a result the impact in terms of both learning impact and outcomes for individuals and organisations more likely to be scrutinised that other more traditional forms of learning.  The IES summary report (2006) suggests that organisations should consider the following when planning their evaluation of coaching and mentoring:
· Use existing training evaluation methods;
· Define what the evaluation is seeking to understand;
· Define success criteria before identifying measures;
· Collect data to evidence progress again success criteria, including longer-term benefits;
· Identify your stakeholders and engagement methods;
· Communicate the evaluation measures and ask coaches to use the evaluations tools available.  

The Health Board has produced a Client Feedback Form (Ev 2.12) which asks the coachee to rate their coach against a number of key attributes. It also offers coachees the opportunity to comment on their overall experience and suggestions for improvements. Coaches are required to complete a Coach Reflection Form (Ev 2.13) after each coaching session; this reflection focuses on the coaches’ subjective view of their effectiveness during the session. While there is some crossover between the two assessments, such as listening and questioning skills, the success criteria in each form do not necessarily mirror each other. Based on the IES research, I have advised that recommendation 1.4 (d) (Ev 2.22) includes consideration of the success criteria and associated measures to ensure that the appropriate data is collected from both parties to inform a fuller evaluation.

Conclusion
Following my review of the Health Board Coaching and Mentoring programme and processes, I have shared my observations with the Health Board lead for Coaching and Mentoring and have received a comprehensive response to these (Ev 2.22).
