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Mentorship  

  Kate     Kilgallon       

   Introduction 
 This chapter introduces  Mentoring in Nursing and Healthcare: A practi cal approach  
and looks at what we mean by the term  ‘ mentorship ’ . The history of mentorship is 
discussed and terms used within healthcare to describe an experienced practi ti oner 
supporti ng a novice student are examined. A comparison of mentoring and coaching 
will facilitate healthcare practi ti oners ’  criti cal analysis of their own role within prac-
ti ce. Case studies are used to illustrate the characteristi cs that an eff ecti ve mentor 
should demonstrate. The acti viti es provided will give you an opportunity to refl ect 
on your own mentoring skills. 

          Web Resource 1.1: Pre - Test Questi ons     

 Before starti ng this chapter, it is recommended that you visit the accompanying 
website and complete the pre - test questi ons. This will help you to identi fy any gaps 
in your knowledge and reinforce the elements that you already know. 
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  Mentoring and  m entorship 
 A mentor has commonly been regarded as someone who encourages and off ers 
directi on and advice to a prot é g é  or novice. Over the centuries, arti sts and musicians 
have had mentors. The concept has also been used in the business world, especially 
in the USA. According to Palmer ( 1987 , cited in Ellis  1996 ), a classic mentoring rela-
ti onship develops and grows between two individuals over a long period of ti me. 
Such relati onships have lasted for 2 – 15 years and have provided professional and 
emoti onal support for both individuals. Classic mentoring provides an informal link 
between two people who are willing to work with each other and provide wise advice 
with no fi nancial gain on either side. Mentorship within healthcare and social care is 
not classic mentoring. One obvious diff erence is that students are allocated to prac-
ti ce areas for a relati vely short period of ti me so that the mentoring relati onship does 
not develop and grow over a long period of ti me. Another point is that students have 
a diff erent mentor for each practi ce area and a student does not have the opportunity 
to choose his or her own mentor. Students are allocated mentors, usually by the 
practi ce area manager, who has to consider issues such as workloads, staff  holidays 
and sickness. Morton - Cooper and Palmer  (2000)  do consider mentoring within 
healthcare and social care to be true mentoring because it contains elements of 
mentor functi on with the onus on helper functi ons, from which a relati onship oft en 
develops.   
       

  On completion of this chapter, the reader will be able to: 

    •      Demonstrate an understanding of the concept of mentoring  

   •      Recognise the diff erences in terminology used within healthcare  

   •      Appraise the characteristics required by an eff ective mentor  

   •      Appreciate the diffi  culties in distinguishing between the terms  ‘ mentoring ’  
and  ‘ coaching ’     

 Learning outcomes 
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     Thinking back over your health or social care career, recall signifi cant people 
who have infl uenced your career and learning. What did they do that inspired 
you? What did you get out of the relationship?   

 When I think of signifi cant people in my own career, I think of a manager who was 
my professional  ‘ sounding board ’ . I was a newly appointed night sister and I would use 
her to talk through soluti ons to problems that I had. She would listen to me and then 
ask me why I had made that parti cular decision. What else could I have done? I would 
go to her when I had made a decision that I was concerned about. Again, she would 
listen to me and then she would make me refl ect on my acti ons. If she thought that I 
had made the wrong decision, she would talk me through what I had learnt from the 
situati on and what I would, or could, do diff erently the next ti me. She did have expec-
tati ons of me and she would tell me truthfully when I had let her down. I had an enor-
mous amount of respect for her as a healthcare professional and an individual. 

 Mentorship is intended to be a one - to - one relati onship where the mentor invests 
ti me, knowledge and eff orts to help the mentee reach his or her potenti al as a person 
and as a professional in terms of behaviours, knowledge and skills. 

 Mentoring is an old formula of human development with its origins in the Stone 
Age, when the arti sts who painted on cave walls or the medicine men who used 
medicinal herbs to heal sickness instructed the youth in their clan in order to pass 
on their knowledge. 

 Mentorship, as we know it, owes its name to Greek mythology. The original 
 ‘ Mentor ’  was a friend and adviser of Telemachus, Odysseus ’  son in Homer ’ s poem, 

 Activity 1.1 
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 The Odyssey . In this poem Odysseus went off  to war and left  his son under the care 
and directi on of Mentor. Mentor ’ s role encompassed elements of guardianship, 
tutoring and support. This original idea of the word mentoring is based on experien-
ti al learning with support and challenge. The Indo - European root  men  means to 
 ‘ think ’  whereas in Ancient Greece the word  mentor  means adviser. So a mentor is an 
adviser of thought (Garvey et al  2009 ). 

 During the Middle Ages the concept of mentor developed. F é n é lon (1651 – 1715), 
who was the tutor to Louis XIV ’ s heir, viewed mentoring as providing support and 
helping to remove the fear of failure by building confi dence. F é n é lon considered life 
events to be learning opportuniti es. He stated that pr - arranged or chance happen-
ings, if explored with the support and guidance of a pre - mentor, provided opportuni-
ti es for the learner to acquire a good understanding of the ways of the world (Garvey 
et al  2009 ). F é n é lon ’ s att ributes of a mentor included being asserti ve and calm in the 
face of adversity, demonstrati ng charismati c leadership abiliti es, and being inspira-
ti onal and trustworthy (Garvey et al  2009 ). 

 In 1759, Caracciolli wrote about the importance of the mentor expressing wisdom 
so there was a need for the mentor to have self - knowledge in order to enhance the 
knowledge of the mentee. The mentor should be able to build rapport and establish 
trust, be inspirati onal and empatheti c. Caracciolli menti ons the benefi ts of refl ecti on 
for enriching the mind and the need to understand the cultural climate of the mentee 
(Garvey et al  2009 ). He proposed a staged mentoring process model with developing 
awareness as the main outcome of mentoring. He stated:

    Observati on leading to    . . .     
 Tolerati on leading to    . . .     

 Reprimands leading to    . . .     
 Correcti on leading to    . . .     
 Friendship leading to    . . .     

 Awareness. 
  (Garvey et al  2009 , p 15)      

 Garvey et al  (2009)  state how two versions of mentoring can be depicted in this 
model. One version is the stern mentor who reprimands and corrects and the second 
is the friendly mentor who tolerates and off ers friendship. They argue that this model 
is just as relevant today within mentoring and coaching. Observati on can be inter-
preted as an aspect of performance coaching, and tolerati on can be linked to listening 
and acceptance, reprimand with challenge and correcti on with skills coaching. 

 In 1762 Rousseau developed the idea even further and founded experienti al learn-
ing which is sti ll promoted today. He saw mentoring as a vehicle for learning, growth 
and social development of the student, which in turn leads to confi dence. He saw 
dialogue between the mentor and the mentee as an important element of learning 
and considered the most eff ecti ve learning to take place on a one - to - one basis. 

 Contemporary defi niti ons of mentorship encompass a number of concepts includ-
ing coaching, sponsorship and counselling. Clutt erbuck and Megginson  (2005)  give a 
variety of defi niti ons including the following:
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 Scenario 1.1 
    This was Lizzie ’ s second clinical placement  –  a respiratory medical ward which, 
it seemed to Lizzie, was always manic. Lizzie felt totally out of her depth 
although the rest of the staff , including the other student who was a third year, 
seemed to know what they were doing. This intimidated Lizzie; she felt scared 
to ask for help in case she was thought to be stupid and slow  –  after all this was 
her second placement so she should know what she was doing by now  –  she 
was 6 months into her course. 

 But, then again, she wasn ’ t sure whom to ask for help because she seemed 
to work with diff erent members of staff  on every shift. 

 Lizzie had started to dread coming on to the ward for her shifts and panicked 
when she was asked to do anything by the staff  or even by a patient. She couldn ’ t 
think clearly and she couldn ’ t remember how to do even the simplest of tasks. 

 On one shift after receiving the handover from the night staff , Lizzie was 
allocated to work with the  ‘ red team ’  for the morning. The team leader who was 
a staff  nurse, asked Lizzie to go and shave Mr A straightaway. Lizzie felt the 
familiar wave of panic inside and struggled to control it.  ‘ I can do this ’  Lizzie told 
herself as she shaved Mr A ’ s face, chest and pubic regions.  

    •      Mentors are infl uenti al people who help individuals achieve major life goals.  
   •      Mentoring is a process in which one person (the mentor) is responsible for over-

seeing the career and development of another (the prot é g é  or mentee).  
   •      Mentoring is a protected relati onship in which learning and experimentati on can 

occur, skills can develop and results can be measured.     

  Why do  s tudents  n eed a  m entor? 
 Is it important that students have a mentor during their clinical placements? Do 
mentors actually support the student? Think about Scenario  1.1 .   

     This scenario is based on an actual incident. 

    •      Why do you think this incident occurred?  

   •      Think of it from the team leader ’ s point of view.  

   •      Think of it from the student ’ s point of view.  

   •      What kind of help do you think Lizzie needed?  

   •      How do you think this incident could have been prevented?     

 Activity 1.2 
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 There are several reasons why a student needs a mentor. 
 The obvious reasons are for guidance and support. But the mentor can also struc-

ture the working environment for the student so that the student becomes familiar 
with the ways of working of those in the clinical area. The mentor is also a role model. 
This prevents students such as Lizzie being left  to their own devices and trying to 
decide what they should be doing and how it should be done. Mentors can also 
provide an appropriate knowledge base for the student; they can answer students ’  
questi ons, and give encouragement and support, thus building up a student ’ s confi -
dence. Also important is the mentor giving constructi ve and honest feedback and 
debriefi ng the student aft er a good or bad experience (Neary  2000 ; Gopee  2008 ). In 
Lizzie ’ s case, her mentor needs to ensure that Lizzie feels confi dent and safe in the 
clinical area and does not feel  ‘ out of her depth ’ . Lizzie needs to know whom she can 
go to gain practi cal experience and support. 

  The  b enefi ts of  m entoring for the  s tudent 
 Several benefi ts have been identi fi ed for the student who has a mentor:

    •      Improved performance and producti vity  
   •      Enhanced career opportuniti es and career advancement  
   •      Improved knowledge and skills development  
   •      Greater confi dence, wellbeing, commitment and moti vati on.    

 Morton - Cooper and Palmer  (2000)  support the above arguing that students need 
a mentor for the following reasons:

    •      As a defence against feelings of disorientati on, disillusionment and burn - out  
   •      As a sounding board to clarify values  
   •      For skill rehearsing and for role modelling in practi ce  
   •      To help the student develop an ability to deal with emoti ons in a benefi cial way  
   •      To demonstrate best practi ce  
   •      To develop relati onships within practi ce with other team members.    

 Benefi ts for the practi ti oner acti ng as the mentor have also been recognised.  

  The  b enefi ts of  m entoring for the  m entor 
 These include the following (Alred et al  2006 ):

    •      Improved performance  
   •      Greater job sati sfacti on, loyalty, commitment and self - awareness  
   •      New knowledge and skills acquired; the mentor learns from the student as well 

as the student learning from the mentor  
   •      Leadership development  
   •      Improved relati onships with colleagues, students and pati ents/clients as com-

municati on across boundaries between disciplines and teams is improved as the 
mentor identi fi es learning opportuniti es for the student in practi ce.    
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 Morton  (2003)  menti ons  mutuality  (p 7) which is the idea that both parti es gain 
from the experience.  

  Characteristics of a  m entor 
 Darling  (1984)  identi fi ed three requirements for a signifi cant mentoring relati onship. 
She stated that these were absolute requirements:

  Att racti on, aff ect, acti on   

 The student must be  att racted  to the potenti al mentor by their admirati on for 
them and desire to emulate that person in some way  –   ‘ I want to walk like you, talk 
like you ’ . In return, the mentor must recognise qualiti es in the student that are a 
potenti al for further development. 
       

 Although it would be ideal to be able to choose a potenti al mentor whom the 
student admires and respects (Morle [ 1990 ] argues that mentors are selected by 
mentees for their professional ability and personal characteristi cs), within health and 
social care this is rarely achievable because students are allocated blindly to mentors 
in clinical areas. Before the students ’  placements, mentors and students have not 
previously met each other. If students could choose a mentor it may be the case 
that there would be an imbalance of mentor allocati on (students soon learn which 
mentors are bett er than others!). 

 The mentor must have positi ve feelings,  aff ect , towards the student as an indi-
vidual, and be able to give respect, encouragement and support. 

 This can be diffi  cult to achieve in healthcare because students are allocated to 
clinical areas for short periods of ti me. This means that a rapport has to be developed 
rapidly and assumpti ons have to be made by the mentor and the student that may 
or may not be correct, and confl ict may ensue. 
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 The third requirement,  acti on , requires the mentor to invest ti me and energy on 
behalf of the student  –  teaching, guiding and counselling. 

 These att ributes are additi onal to the mentor ’ s main role and are someti mes 
undertaken in the mentor ’ s own ti me. Therefore, some mentors are able to facilitate 
students ’  needs more eff ecti vely than others. 

 This is similar to Palmer ’ s  (1987)  work (cited in Ellis  1996 ) which breaks down the 
mentor role into three subsecti ons:

   1.     The fi rst subsecti on describes a personal element wherein the mentor encour-
ages confi dence, creati vity, risk taking and the fulfi lment of potenti al within the 
student.  

  2.     The second functi onal element deals with practi cal issues of teaching, instruc-
ti on, support and advice giving.  

  3.     The third element supports the development of an enabling relati onship between 
the mentor and the student, which encompasses interpersonal skill develop-
ment, networking and sponsorship.    

    

     What were the important factors that characterised the relationship that 
you had with the people who infl uenced your career and learning?  
  Consider: Attraction, Aff ect and Action   

 Activity 1.3 

 Gopee  (2008)  menti ons characteristi cs such as being pati ent, open - minded and 
approachable. The mentor should have a good knowledge base and be up to date in 
their knowledge and practi cal skills. Other factors include the ability to communicate 
verbally and the ability to listen. A mentor should encourage their students and 
demonstrate concern, compassion and empathy.   

  What should a  m entor do? 
    

     Thinking about your own experience as a student or mentee, what did you 
want from your mentor at that time?   

 Activity 1.4 

 A common theme with students is the need for the mentor to possess personal and 
professional qualiti es such as approachability, good interpersonal skills and self -
 confi dence. The mentor also needs to respect the student and to show interest in 
them while demonstrati ng their skills as a competent and enthusiasti c practi ti oner. 
Morton - Cooper and Palmer  (2000)  state that mentors should enable students to 
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discover and use their own talents while encouraging and nurturing the contributi on 
that the student can make to their profession. The mentor should help the student 
to become successful. Neary  (2000)  considers that mentors should be prepared to 
give both ti me and energy to their role, be up to date in their knowledge and skills 
as well as being competent in the basic skills of coaching, counselling, facilitati ng, 
giving feedback and networking. 

 Benner  (1984)  stated that the role of the experienced practi ti oner in the clinical 
environment was to facilitate the transiti on from novice to competent practi ti oner. 

 Burnard and Chapman  (1990)  see a mentor as an experienced practi ti oner whose 
role is to guide and look aft er the student. In general a mentor is usually someone 
who is experienced and more senior than the student. It used to be the case that 
they were also older than the student, although this now oft en tends not to be the 
case (see Chapter  2 ). It has been found that students ’  stress levels are signifi cantly 
decreased if the mentor and the practi ce environment are friendly (Spouse  2001 ). 
Mentors should therefore be friendly, enthusiasti c and demonstrate a genuine inter-
est in the student (Quinn and Hughes  2007 ). 
   
   

     •      Approachable  
   •      Knowledgeable and motivated to teach  
   •      Supporting  
   •      Good listener and trustworthy  
   •      Patient and friendly  
   •      Experienced and enthusiastic  
   •      Demonstrates interest in the student  
   •      Committed to the mentoring process    

 Characteristics of a good mentor (Quinn and 
Hughes  2007 ) 

     •      Intimidating to students  
   •      Unapproachable  
   •      Poor communicator  
   •      Promise breaker  
   •      Lacking in knowledge and expertise  
   •      Unwilling to spend time with students    

 Characteristics of a poor mentor (Quinn and 
Hughes  2007 ) 

 Darling  (1984)  undertook a study that looked at the characteristi cs that student 
nurses wanted in a mentor. This study resulted in a number of roles being identi fi ed; 
these roles are equally valid for students of all healthcare professions (Box  1.1 ).   
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  Box 1.1    Characteristics that student nurses wanted 
in a mentor (Darling  1984 ) 

        •       Role model : an individual whom the student can look up to, respect and 
admire, an observable image for students to imitate  

   •       Energiser : an individual who is enthusiastic and dynamic and fi res the stu-
dent ’ s interest  

   •       Envisioner : an individual who gives a picture of what could be done, is 
enthusiastic about opportunities and possibilities, and sparks interest  

   •       Investor : an individual who makes time for the student, imparting their 
own knowledge and skills and spots potential, and who is able to let go of 
the student and delegate responsibility  

   •       Supporter : an individual who listens, is warm, caring and encouraging, and 
is available in times of need  

   •       Standard prodder : an individual who is very clear about the level of achieve-
ment that is required and who pushes and prods the student  to achieve 
higher standards   

   •       Teacher/Coach : an individual who guides on setting priorities and problem -
 solving, helps in the development of new skills, and inspires personal and 
professional development  

   •       Feedback/Feedforward giver : an individual who can give both positive and 
constructive feedback and help the student to explore issues when things 
go wrong, so that, in the same situation, the next time the student can make 
a more eff ective decision (feedforward)  

   •       Eye opener : an individual who motivates interest in new developments and 
research, facilitates reasoning and understanding and directs the student 
into seeing the bigger picture  

   •       Door opener : an individual who provides opportunities for trying out new 
ideas, and suggests and identifi es resources for learning  

   •       Idea bouncer : a sounding board  –  an individual who encourages the student 
to generate and verbalise new ideas, listens to them and helps the student 
refl ect on them  

   •       Problem solver/Solution focused : an individual who helps the student to 
think systematically about problems using the student ’ s strengths and 
weaknesses to enable further development to take place  

   •       Career counsellor : an individual who off ers guidance in career planning  
   •       Challenger : an individual who questions and challenges the student ’ s opin-

ions and beliefs, enabling the student to critically think about decisions 
taken     
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 Mentors have their own educati onal experiences, knowledge base, level of compe-
tence and past experiences of caring and practi ce. These variati ons, which are unique 
to the individual, will infl uence the way that individual mentors practi se their roles 
and how they view the clinical work environment. Phillips et al  (2000)  found that 
many mentors were enthusiasti c about having students in the clinical areas and 
wanted to share their knowledge and skills with them. These atti  tudes will obviously 
have a positi ve aff ect on the student in the clinical area. Some mentors, however, 
were distracted by the busyness of the workplace and students were viewed as an 
additi onal burden. Mentors someti mes feel that they have no ti me to teach the 
student. Stuart  (2007)  argues that the mentor ’ s beliefs about how learning takes 
place will infl uence the climate of the clinical environment. Students can acquire 
knowledge, skills and atti  tudes independently of any formal teaching. One way that 
students learn in the clinical environment is by observing their mentor as they work 
alongside each other. No formal teaching is done here. Students learn from observing 
the acti ons and understanding the reasoning processes of their mentor who acts as 
the student ’ s role model (Stuart  2007 ). 

          Web Resource 1.2: Characteristi cs of an Ineff ecti ve Mentor     

 Visit the accompanying web page for further informati on about the characteristi cs of 
an ineff ecti ve mentor.   

        •      What is a role model?  

   •      Can you think why students need a role model?     

 Activity 1.6 

     Thinking about this list, how would you assess your skills as a mentor 
against it?   

 Activity 1.5 

 Students are allocated to practi ce placements so that they can observe the behav-
iours and interacti ons between qualifi ed practi ti oners and the pati ents/clients to 
whom they are delivering aspects of care. The mentor is key in helping students learn 
acceptable healthcare behaviours that the student can further develop. Although the 
idea of role modelling is to expose the student to observing practi ti oners, experience 
in the practi ce placement helps the student not only to acquire clinical/practi ce skills, 
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but also to gain an awareness of professional atti  tudes and eff ecti ve interacti ons 
between pati ents/clients and the members of the multi disciplinary team. 

 Role modelling is a process that allows students to learn new behaviours without 
the trial and error of doing things for themselves (Bandura  1977 ). It is a form of 
learning from experience that uses humanist and social learning theories (see Chapter 
 5 ). A key feature is the experience that students themselves bring to a situati on. 

 Bandura  (1977)  suggests that when people are born who they have no behaviour 
patt erns and have to learn these by watching people. He describes social learning as 
an interacti on between a person (in this case the student) and the environment. It 
occurs when a student learns by observing another (the mentor) and is infl uenced by:

    •      the relati onship between the role model and the student  
   •      the usefulness of what is modelled  
   •      the student ’ s ability to undertake the role  
   •      the student ’ s moti vati on.    

 Social learning theory focuses on the social aspects of learning and the complexity 
of the interacti on between the environment and the student. The nature of health-
care means that social learning and role modelling are fundamental to professional 
socialisati on (Murray and Main  2005 ). 

 According to Sch ö n  (1992)  working with and observing a mentor helps students, 
through refl ecti on, to internalise their mentors ’  behaviour and build on previous 
knowledge and experience. Bandura  (1977)  supports this view, and states that role 
modelling allows the mentor to eff ecti vely transfer values, beliefs, atti  tudes and 
aspirati ons to the student. However, if the student simply just imitates the mentor, 
then student learning will not occur (Bandura  1977 ). Students have to be acti vely 
involved in the modelling process to acquire the knowledge that the expert practi -
ti oner takes for granted (Nelms et al  1993 , cited in Murray and Main  2005 ). 

 Quinn and Hughes  (2007)  discuss four dimensions involved in the observati onal 
learning situati on such as role modelling:

    •      Att enti on  
   •      Retenti on  
   •      Motor reproducti on  
   •      Moti vati on.    

     Att enti onal processes:  when the student learns from a role model he or she needs 
some feedback. Positi ve reinforcement is needed when the desired behaviour dem-
onstrated by the mentor is imitated by the student. This will ensure that students 
are aware of the healthcare behaviour and it is acknowledged by them. The eff ec-
ti veness of the feedback, however, depends on students ’  psychological functi onal 
processes, such as students ’  ability to process learned informati on, their perceptual 
abiliti es and their previous learning experiences. Mentors need to be aware that 
students have diff erent capabiliti es to learn and to develop their knowledge, skills 
and professional atti  tudes. These are dependent on the students ’  interest and will-
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ingness to learn. The interpersonal att racti on between the student and the mentor 
is also important. This is Darling ’ s  (1984)   att ract  stage. The mentor has to know the 
student and his or her ability to learn. Some students will need to observe the role 
model undertaking a parti cular skill on more than one occasion in order to internal-
ise, retain and be able to reproduce the behaviour demonstrated.  

   Retenti on processes:  the student has to remember the behaviour role modelled by 
the mentor if he or she is going to learn from it. Strategies such as rehearsing are 
therefore crucial to the student retaining informati on. Other strategies include the 
use of acronyms, a word made from a series of initi al lett ers or parts of words. An 
example of an acronym is  APIE:  

    A   –  assessment  
   P   –  plan  
   I   –  implement  
   E   –  evaluate      

 This approach can be useful in assisti ng learning in the practi ce placement and can 
be further developed depending on the feedback that the student receives from the 
mentor. 

     Motor reproducti on processes:  the student has to be capable of actually carrying 
out the observed behaviour and of evaluati ng it in terms of accuracy. This is an 
important aspect of the practi ce of health and social care because these profes-
sions are composed of practi cal acti viti es. Kinnell and Hughes  (2010)  do state that 
it may not be unti l the student has qualifi ed that they can reproduce the practi cal 
skills that they have acquired perfectly.  

   Moti vati onal processes:  behaviour is more likely to be learned if the student 
sees some value in it. The likelihood of the modelled behaviour being learned 
is increased when the student sees the mentor being positi vely reinforced 
for performing the behaviour  –  this could be recogniti on by a manager or senior 
management, fi nancial reward or recogniti on by peers. This is called vicarious 
reinforcement.    

 Spouse  (2001)  considers that the benefi ts of role modelling are in the opportuniti es 
for students to work with experienced and knowledgeable practi ti oners. This facili-
tates students developing an enthusiasm for professional development that, Spouse 
claims, is not achieved by any other learning experience. 

 Students develop their professional identi ty through a process of socialisati on. Role 
modelling is seen as an accepted method of teaching these processes (Murray and 
Main  2005 ). In the clinical practi ce area professional values can be repeatedly dem-
onstrated by the mentor so that theory and practi ce can be integrated and profes-
sional roles and values acquired by the student (Murray and Main  2005 ). 

 Professional socialisati on is not, however, just something that happens automati -
cally or by magic in the clinical area; it is not just a reacti ve response by the student 
to the practi ce placement. Professional socialisati on does depend on the student ’ s 
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past experiences and the ability to refl ect on the processes and values promoted by 
the higher educati on insti tuti on (the university). These are not necessarily positi ve. 
To be accepted into a practi ce placement, students will internalise poor practi ce if it 
is the norm.   

 Murray and Main  (2005)  claim that the fact students will accept and internalise 
poor practi ce reinforces the importance of positi ve role modelling.   

    Amelia was allocated to a busy medical ward where she was asked to help a 
patient with breathing exercises. The patient, a woman in her 30s, was a regular 
on the ward. The patient had a long - term condition and complained bitterly 
about pain when attempting the breathing exercises. Amelia asked the nurse in 
charge about analgesia for the patient before starting the exercises. The nurse 
exclaimed that the patient was just trying to avoid doing the exercises and was 
a  ‘ baby ’   –  she always complained  –  and anyway the pain couldn ’ t be that bad as 
the patient was still able to speak and laugh with Amelia. Reluctantly Amelia 
agreed and went back to the patient. She didn ’ t want to upset the staff  because 
she was going to have to work on this ward for the next 2 months.  

 Case study 1.1 

    Sister Weightman was known to be a scatty individual who didn ’ t have particu-
larly strong organisational skills. The orderliness of her unit and its smooth 
running were primarily due to the staff  nurses who worked in the team. But the 
one skill Sister Weightman excelled in was her approach and care of relatives of 
the patients on the unit, especially those who were distressed or bereaved. The 
unit could be in total chaos but Sister Weightman would spend time with and 
be there for the relatives. She was a tactile individual and always managed to 
give comfort to the families. 

 I remember watching her one Sunday evening. A patient in his 40s had died 
quite suddenly and his wife was bereft. Sister Weightman was there immedi-
ately; she was present. She gave physical and emotional support to the patient ’ s 
wife, speaking gently and quietly to her. She sat with the woman at her hus-
band ’ s bedside and, when the woman was ready, took her to a quiet room and 
drank tea with her. As a fi rst year student nurse I was impressed by Sister 
Weightman ’ s approach; there was no hurry or drama, the patient ’ s wife was 
made to feel that she mattered and was cared for. I stored the scene that night 
inside of me until I could put those skills into practise for myself. I wanted to 
care like her.  

 Case study 1.2 
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 As previously stated, Bandura  (1977)  states that learning occurs when a student 
learns by observing another and the learning is infl uenced by factors such as the 
usefulness of the behaviour that is being modelled. Having grown up with a parent 
who had a long - term conditi on and who was frequently hospitalised, the way that 
families were or were not cared for was something that I personally could easily 
identi fy with. Sister Weightman was a positi ve role model for me because the skills 
that she demonstrated were very relevant to me as an individual and as part of a 
family who had a member of it in ill - health. She treated families and relati ves the 
way I wanted my family to be treated. This perhaps identi fi es the importance of the 
mentor  ‘ knowing ’  their student so that the mentors can role model behaviours that 
are relevant to the student and help the student to learn. 

 What are considered to be the qualiti es of a positi ve role model are consistently 
menti oned throughout the literature. 

  Qualities of  p ositive  r ole  m odels 
  These  h ealth  p rofessionals 

     •      Enjoy their profession  
   •      Are professionally competent and provide excellent pati ent care  
   •      Interact with students and structure the clinical environment to ensure learning 

occurs (Wiseman  1994 )  
   •      Lead by example, and enjoy teaching and demonstrati ng clinical skills  
   •      Have a caring atti  tude to pati ents/clients and students, displaying warmth and 

genuineness  
   •      Demonstrate an interest in the student using eye contact, keen questi oning skills, 

and a willingness to listen and respond to students.      

  Qualities of  p oor  r ole  m odels 
  These  h ealth  p rofessionals  (Murray and Main  2005 )  

     •      Deliver task - oriented care with minimal pati ent/client interacti on  
   •      Allow no ti me for questi ons by students or pati ents/clients  
   •      Create an atmosphere of possible fear, hesitancy, and lack of trust and respect  
   •      This places the emphasis on work practi ces at the expense of eff ecti ve commu-

nicati on with the student and pati ent/client.    

 According to Gopee  (2008)  there can be good role models and bad role models or 
rather  How not to be a healthcare professional!  

 Gopee does argue that bad role models should not be seen as a model at all. If a 
role model is defi ned as an exemplary person, a perfect exemplar of excellence, then 
such a person should therefore be someone whose practi ce, atti  tudes and beliefs can 
be emulated by the student. It is therefore imperati ve that mentors realise, and be 
aware of the fact, that their acti ons make all the diff erence. Donaldson and Carter ’ s 
 (2005)  evaluati on of students ’  percepti ons of role modelling in clinical practi ce found 
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that students wanted good role models whose competence they could observe and 
practi se. The role models needed to give constructi ve feedback on students ’  practi ce 
so that the students could develop their competence and build their confi dence. This 
would then allow them to convert observed behaviour into their own behaviour.    

  Mentorship and  c oaching 
 The term  ‘ coaching ’  is oft en seen in mentoring literature and. although it is not yet 
widely used in health or social care, it is frequently used interchangeably with the 
word mentoring. 

 Garvey et al ( 2009 , p 9) pose the questi on: Are mentoring and coaching disti ncti ve 
and separate acti viti es or are they essenti ally similar in nature? 

 Alred et al  (2006)  state that the terms  ‘ mentoring ’  and  ‘ coaching ’  have a lot in 
common, claiming that the diff erences between mentoring and coaching are becom-
ing blurred whereas the similariti es are becoming more apparent. They see coaching 
as having a specifi c and ti ghtly focused goal whereas mentoring goes further by off er-
ing support or advice. They state that the mentor may off er coaching (Box  1.2 ).   

 Coaching and mentoring share similar historical features (Figure  1.1 ). Both con-
cepts can be linked to educati on and learning and both are described as one - to - one 
processes.   

 Mentoring has gained popularity in private sector businesses, the public sector, 
and in educati on and social welfare; coaching has also increased in popularity. Accord-
ing to Garvey  (2010)  this increased popularity in both processes has led to confusion 
about defi niti ons. It has been suggested that trying to defi ne mentoring is diffi  cult 
because it can be as informal a process as pairing or as complicated as the organisa-
ti on in which it is carried out (Garvey  2010 ). 

 Garvey menti ons four main elements in mentoring.

  Box 1.2    The diff erences between mentoring 
and coaching 

  Mentoring    Coaching  
  Implications beyond the task    Task oriented  
  Agenda set with the student    Agenda set by or with coach  
  Capability and potential    Skill and performance  
  Refl ection by the student    Refl ections to the student  
  Can be longer term    Shorter time  
  Implicit, intuitive feedback    Explicit feedback  
  An emotional bond between mentor and 

student  
  No emotional bond  

 Based on Alred et al  (2006)  and Garvey  (2010)      
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   1.     Mentoring is dependent on trust, commitment and emoti onal engagement. In 
a successful mentoring partnership, the pair oft en respect and like each other, 
which may result in friendship.  

  2.     Mentoring includes skills such as listening, questi oning, challenging and 
supporti ng.  

  3.     The mentee ’ s dream is central to mentoring. Mentoring is fi rst for the mentee 
and so it is associated with a desire to progress, learn, understand and achieve.  

  4.     Mentoring is a relati onship between two individuals with learning and develop-
ment as its core purpose. It is a dynamic relati onship.    

  Coaching 

          Web Resource 1.3: Coaching Powerpoint Presentation     

 Please see the web page for the PowerPoint on coaching. 
 The term  ‘ coaching ’  was originally used to describe travelling in a horse drawn 

carriage from A to B (B being Oxford University) to expand the mind. In the early 
1800s it was a slang word used at Oxford University to describe a tutor who supported 
or carried a student through an exam. Later it was used to describe performance 
enhancement in sport and life skill development. In the twenti eth century coaching 
was used in the workplace where it was used with a specifi c process of educati on 
for recruits (trainees or apprenti ces). The coach was usually a more experienced 
employee who oft en had managerial responsibility for the trainees. Typically the 
coach would demonstrate a task, instruct the trainees to att empt to do the same 
task, observe the trainees ’  performance and then give feedback. This feedback 
was based on either the coach ’ s own performance or a standardised percepti on 
of performance. The coach and trainee would then discuss the feedback and 
plan how the trainee could approach the task diff erently the next ti me (Bachkirova 
et al  2010 ). Bachkirova et al claim that this form of coaching was similar to 
instructi ng. 

     Figure 1.1     Common skills of coaching and mentoring.  (Based on Hawkins and 
Smith  2006 .)   
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 The idea of coaching has since developed. Although the coach of the trainees 
required expert knowledge of the task to be done, today the coach requires experti se 
and knowledge of the coaching process. The trainees ’  coach observed the trainees ’  
performance  –  how they did the task. Today the coach encourages the student ’ s self -
 actualisati on  –  the student becoming an expert him or herself. Bachkirova et al  (2010)  
do state that the line manager as coach is the most diffi  cult and controversial coach-
ing role. They express doubt as to whether line managers can give the coachee ’ s 
agenda priority and spend enough ti me and eff ort to coach at anything more than a 
basic level. The arguments within healthcare are similar when a student, especially 
a junior student, is mentored by a senior member of staff  or a clinical manager. The 
prioriti es for the manager rarely include the student ’ s competencies. 

 The coaching literature is more concerned with psychology than mentoring 
literature. Garvey ( 2010 , p 350) menti ons  ‘ the psychological mindness as an impor-
tant element of the coach ’ s practi ce ’ . This is the ability to refl ect on themselves, 
others and the relati onship in between. Where mentoring does use psychological 
concepts it is generally to inform and challenge rather than to create practi ce 
(Garvey  2010 ). 
       

 Coaching is defi ned as some kind of helping strategy, designed to help people reach 
their full potenti al. But, as Bachkirova et al  (2010)  state, this type of defi niti on does 
not disti nguish it from mentoring, counselling and training because these processes 
make similar claims. Coaching is oft en described as aiming at individual development 
or enhancing wellbeing and performance (Bachkirova et al  2010 , p 3). Although these 
defi niti ons may be true, they do not diff erenti ate coaching from mentoring, counsel-
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ling or training because their purposes are the same. Figure  1.2  illustrates the diffi  -
culty in diff erenti ati ng between the three concepts.   

 Hawkins and Smith  (2006)  state that there is no single agreed defi niti on for coach-
ing and include defi niti ons such as:

    •      a process that enables learning and development to occur and performance to 
improve  

   •      a short - term interventi on aimed at improving performance or developing a 
competence  

   •      unlocking a person ’ s potenti al to maximise performance.    

 Coaching appears to be the facilitati on of performance improvement, which is goal 
focused, results oriented and practi cal, adult learning, and personal development, 
support and unlocking of potenti al (Hawkins and Smith  2006 ). To achieve this, the 
coach needs skills such as:

    •      relati onship and rapport building  
   •      understanding of organisati onal systems and their dynamics  
   •      designing interventi ons.    

 Bachkirova et al  (2010)  state that coaching has been described in at least four 
dimensions (Figure  1.3 ):  I ,  It ,  We  and  Its .   

     Figure 1.2     Diff erentiating coaching, mentoring and counselling.  (Based on Hay 
 1995 .)   
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     Figure 1.3     Four dimensions of coaching.  (Reproduced from Bachkirova et al  2010  
with permission.)   
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 The  I  quadrant focuses on how individuals  –  the coach and coachee  –  experience 
the coaching encounter. The individual ’ s feedback on interventi ons is important 
because it increases the understanding of what is important to people in coaching. 
The  It  quadrant looks at eff ecti ve techniques and tools that can be reliably used 
in coaching. The  We  quadrant emphasises the relati onship between the coach and 
the coachee. The infl uence of language and culture in the coaching interacti on is 
important in the interpretati on of the experience. The  Its  quadrant highlights the 
importance of having an awareness of the factors that infl uence the coaching process. 
The individuals belong to families, cultures and professional groups. These factors 
will aff ect how coaching takes place. 

 Bachkirova et al  (2010)  state that the individuals involved in the coaching should 
learn from the encounter. A coaching encounter should extend and clarify the 
meaning of the experience. The concept of change is inherent in learning, so any 
change in behaviour or cogniti ve development implies that learning has taken place 
(Bachkirova et al  2010 ). 

 Considering how students are currently supported within health and social care 
either term,  ‘ coaching ’  or  ‘ mentoring ’ , could be applied eff ecti vely to the practi ce 
areas. Figure  1.4  could be describing either coaching or mentoring. 

 Garvey  (2010)  states that mentoring has a longer traditi on than coaching but both 
approaches share many of the same practi ces and values, as seen in this secti on. 
Garvey suggests that, in the end, the choice of term is determined by the meaning 
associated with that term. Meanings are dependent on the social context, so it is 
obvious that mentoring and coaching will mean diff erent things to diff erent people 
in diff erent contexts, especially as coaching was originally derived from mentoring. 
For example, the NHS Educati on for Scotland (NES  2011 ) report on two support roles 
 –  a named mentor and a clinical coach, for nurses and midwives undertaking early 
clinical careers fellowships. The fellowships are designed to identi fy talented, newly 
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qualifi ed nurses and midwives so that their skills can be developed and hence their 
careers. The role of the mentor in each clinical area is to support the nurse or midwife 
as she or he progresses through the programme. NES also state that, once the pro-
gramme is completed, the mentor will conti nue to support the practi ti oner to develop 
confi dence in her or his day - to - day clinical practi ce. The clinical coach is an expert/
advanced nurse or midwife who is clinically based and located outwith the practi -
ti oner ’ s clinical area. The role of the coach is to:

    •      support and challenge the practi ti oner in the development of their clinical leader-
ship skills to facilitate evidence - based practi ce and improved pati ent outcomes  

   •      expose the practi ti oner to wider issues and contexts that relate to the organisa-
ti on of clinical care at local, NHS board and nati onal levels  

   •      provide career advice as the practi ti oner progresses through the programme.    

 This initi ati ve demonstrates very clearly the overlap between the mentor and 
coach in practi ce. But, whichever term is used to describe the practi ti oners who 
support students in the practi ce area, it is worth remembering that:

     Figure 1.4     Helping interventions in mentoring and coaching.  (Based on Heron 
 1975 .)   
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  To be competent students have to be in practi ce. Students have a right to be in practi ce. 
Students have a right to appropriate supervision and support. The public has a right to 
expect students to be supervised and supported.   

 Mentoring is a dynamic acti vity and the form that it takes within a health and social 
care setti  ng infl uences its potenti al for success or failure as a way of developing 
students. According to Garvey  (2010)  mentoring has the potenti al to be either wholly 
supporti ve and helpful to students or abusive and manipulati ve. 

 Mentoring relati onships can be about the exercise of power and control over stu-
dents. The form that student support used to take  –  such as  ‘ sitti  ng by Nellie ’   –  had 
the potenti al to allow some mentors to abuse the power that they had. Garvey states 
that this is partly due to the fact that such an ordinary and natural human acti vity as 
mentoring and diffi  culti es in human relati onships are a normal part of life. Also, 
genuine practi cal and structural diffi  culti es contribute to the success or failure of 
mentoring within health and social care. 

 The  ‘ sitti  ng by Nellie ’  model of development characterised the apprenti ceship 
model of learning where students were part of the clinical team and were not seen 
as having individual learning needs. This approach is described as mentorship by 
Garvey  (2010)  but it took the form of the students learning whatever  ‘ Nellie ’  thought 
was appropriate or relevant, possibly based on what the mentor knew or thought 
they knew. Mentors did not feel any obligati on or need to increase their knowledge 
of a practi ce because they were not challenged by students nor were they in a teach-
ing situati on; they merely instructed the student on how to complete a task. The 
problem with this model is that the student can only ever be as good as  ‘ Nellie ’ . 
The student was seen as an empty vessel waiti ng to be fi lled by the knowledge that 
the mentor gave him or her. Every student who was placed in a parti cular clinical area 
was expected to be able to complete certain tasks (see Chapter  3 ).   

  Education  s upport  r oles and  f unctions 
 This chapter concludes with a secti on that disti nguishes some other terms used to 
describe supporti ng students ’  practi ce learning. 

  Terms  f requently used to  d escribe  s tudent  s upport 
in  p ractice 
     Preceptor:  the Nursing and Midwifery Council (NMC  2008 ) identi fi ed preceptors as 

registered practi ti oners with at least 12 months ’  experience who supported newly 
qualifi ed practi ti oners, those returning to practi ce aft er a break of 5 years or more, 
practi ti oners changing their area of practi ce and practi ti oners from other countries. 
The preceptor, working within the same area as the student, off ers support in the 
form of preceptorship for approximately 4 months. This role emerged from the 
realisati on that going from student to registered practi ti oner was a major transiti on 
that needed support. A famous study by Kramer in  1974  found that there was a 
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high att riti on rate among nurses in the fi rst few months aft er qualifying. Kramer ’ s 
study, which was ti tled  ‘ Reality shock: Why nurses leave nursing ’ , identi fi ed confl ict-
ing value systems between the aims of pre - registrati on nurse educati on and the 
reality of day - to - day nursing as the main reason for nurses leaving the profession. 
The NMC  (2008)  recommend that the preceptor should: 

    •      facilitate the transiti on or the new practi ti oner from student to a practi ti oner 
who is confi dent in their practi ce and sensiti ve to the needs of the pati ents and 
clients and an eff ecti ve team member  

   •      provide feedback to the new practi ti oner on aspects of their practi ce being well 
performed  

   •      provide feedback on those aspects of the practi ti oner ’ s practi ce that are a cause 
for concern and help the practi ti oner to develop an acti on plan to address these  

   •      facilitate the new practi ti oner to gain knowledge and skills  
   •      be aware of the standards, competencies and objecti ves set by the employer 

that the new practi ti oner is required to achieve and support them in achieving 
these.    

   Assessor:  used to describe a role that is similar to the mentor but which has a defi nite 
assessment component as well.  

   Clinical educator or practi ce educator:  a role similar to mentor generally used by 
healthcare professions such as physiotherapy for student learning during practi ce 
placements. The Society of Radiographers (see  www.sor.org ) defi ne the practi ce 
educator as the identi fi ed practi ti oner in practi ce who facilitates students ’  learning 
face to face on a daily basis, and generally has responsibility for formati ve and 
summati ve assessments. Within physiotherapy the clinical educator role includes 
the following: 

    •      Communicati ng eff ecti vely with the student, providing pre - placement infor-
mati on and other recommended informati on  

   •      Providing the student with an appropriate and practi cal learning environment  
   •      Demonstrati ng clinical competence and conti nuing professional development  
   •      Facilitati ng the students ’  learning needs  
   •      Supporti ng the students ’  learning needs  
   •      Monitoring student progress, providing regular and constructi ve feedback  
   •      Assisti ng the student ’ s set objecti ves for the placement  
   •      Completi ng the fi nal assessment report.    

   Clinical supervisor:  this role signifi es the provider of peer support to the clinical 
supervisee within clinical supervision. Clinical supervision is a peer - support role 
based on a clinically focused professional relati onship between a healthcare prac-
ti ti oner and a clinical supervisor. The aim is to improve care and standards, and 
to develop the practi ti oner ’ s personal and professional skills and sati sfacti on. Clini-
cal supervision is an exchange between practi sing practi ti oners to enable the 
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development of professional skills (Bond and Holland  1998 ). This is usually achieved 
by the practi ti oner refl ecti ng on clinical criti cal incidents, using the clinical supervi-
sor as a professional  ‘ sounding board ’ .  

   Practi ce teacher:  this term oft en refers to a specialist area of practi ce where the 
practi ce teacher supports students undertaking a specialist qualifi cati on. A practi ce 
teacher is also used within social work for mentoring student social workers during 
placements.  

   Facilitator:  in this situati on the practi ti oner helps the student to achieve learning 
objecti ves. The practi ti oner uses networking skills to help the student achieve 
outcomes. Klasen and Clutt erbuck  (2002)  claim that, in this situati on, the practi -
ti oner tends to instruct the student, meaning that support is directi ve unti l the 
student becomes more knowledgeable.  

   Counsellor:  the objecti ves in this situati on include changing the student ’ s thoughts, 
beliefs and behaviours. Although the objecti ves are agreed by both the student 
and the counsellor, they are strongly infl uenced by the counsellor.      

  Summary 
 This chapter has focused on mentoring as a concept and as a professional role. It has 
explored the history of mentoring and its infl uence on how mentorship is currently 
implemented in health -  and social care. The role of the mentor has been examined 
as well as the characteristi cs of eff ecti ve mentors. Eff ecti ve mentoring, which encom-
passes eff ecti ve working relati onships, appropriate mentor – student communicati on 
and role modelling, has been discussed. The point has been made that students copy 
the professional behaviour that they see in practi ce, in some cases whether or not 
this behaviour is good. This tends to be the case when students are trying to be 
accepted as part of the clinical team. A mentor ’ s acti ons are therefore important. The 
use of case studies has illustrated the importance of students being supported in 
practi ce placements. 

     Post - test  q uestions 

          Web Resources 1.4: Post - Test Questi ons     

 Now that you have completed this chapter it is recommended that you visit the accom-
panying website and complete the post - test questi ons. This will assist you in identi fying 
any gaps in your knowledge and reinforcing the elements that you already know. 

          Please visit the supporti ng companion website for this book:  
 www.wiley.com/go/mentoring        
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