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ABSTRACT

In the rapidly evolving landscape of the 21st century, leadership is recognised not
merely as an art but as a value-driven imperative vital for transformation across all
fields, including mental health care. The ongoing transition from traditional to modern
leadership approaches presents fascinating challenges, particularly in nursing.

Mentoring of upcoming nurse leaders is essential for a successful role transition.

The purpose of this study was to develop a clinical leadership-mentoring framework
for nurse managers in mental health care settings to foster growth in mental health
leadership. A qualitative approach and grounded theory design were used to explore
and describe the leadership-mentoring opportunities and challenges that novice
clinical nurse leaders and clinical nurse leaders are faced with in mental health care

settings.

Focus group interviews were used for data collection. The population consisted of
assistant nursing managers and operational nursing managers working in two public
mental health care institutions in Gauteng Province, as these individuals engaged in
leading mental health care institutions. The total number of participants for the
research study was twenty-seven (27). The sample consisted of assistant nursing
managers (n = 12) and operational nursing managers (n = 15). Thematic data analysis

was conducted.



The findings revealed that there are challenges experienced by the assistant
managers and the operational managers for effective clinical leadership mentoring.
The clinical leaders recounted their own experiences of being mentored and identified
the factors and strategies that facilitated the mentorship of novice leaders. Institutional
and professional challenges, as well as difficulties encountered when working with
mentees, were outlined as aspects that impeded effective mentorship. Clinical nurse
leaders reflected on opportunities, or a lack thereof, for promotion into leadership
positions within a mental health care setting and indicated the importance of sound
mentorship to facilitate the process. Dickoff and James' survey list of 1968 was used
for the development of a clinical leadership-mentoring framework for managers in

mental health clinical settings.
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CHAPTER 1
ORIENTATION TO THE STUDY

1.1 INTRODUCTION

In the rapidly evolving landscape of the twenty-first century, leadership is recognised
not merely as an art but as a value-driven imperative vital for transformation across all
fields, a master building block of the health system, a cornerstone, and a driver of
change including mental health care (Sulosaaria, Kosklinc & De Munter 2022:1; Deng,
Gulseren, Isola, Grocutt & Turner 2022:627). The ongoing transition from traditional to
modern leadership approaches presents fascinating twenty-first-century challenges,
particularly in nursing, namely, the ageing generation of nurse leaders, the
replacement of current nurse leaders, stability and adequacy in the workforce and
restructuring of the healthcare system where innovative approaches are brought to the
fore (Jooste 2018:17; Darbyshire, Hungerford, Thompson & Lauder 2020:1).

However, effective clinical leadership development in mental health care requires
more than just innovative approaches. It necessitates a supportive environment that
fosters growth and evolution. Chisengantambu, Robinson and Evans (2018:192)
posited that given the complexities inherent in their profession, this support is
particularly significant for up-and-coming nurse managers as future leaders to
enhance a robust support system of management practices, construction of formidable
organisational leadership, and attracting more nurse leaders to mental health settings.
This is supported by Algunmeeyn, Mrayyan, Suliman, Abunab and Al-Rjoub (2023:1)
who attested that clinical leadership embraces clinical excellence where
multidisciplinary teams and mentoring impact quality patient care and quality for

successful role transition.

The National Department of Health (NDoH) highlighted the importance of effective
leadership as a strategic function underpinning successful healthcare delivery,
according to its fifth domain in the National Core Standards of Health established in
2011 (South Africa 2011). Leaders need a motivator, counsellor and mentor for

development and fitting into the rapid scientific advances in the healthcare workforce



and the issue of offering little to no preparation for upcoming leaders will impact
leadership in the clinical setting (Koopman, Englis, Ehrenhard & Groen 2021:138). A
culture where mentoring is woven into the fabric of leadership development needs to

be encouraged.

Mentoring in nursing is paramount to enhancing the professional growth of future
clinical nurse leaders as it seeks to provide leadership development opportunities
(Institute of Medicine United States [US] Committee on the Robert Wood Johnson
Foundation Initiative on the Future of Nursing 2011:283). Mentoring creates
opportunities for personal and career advancement and job satisfaction (Ghitulescu,
Khazanchi, Tang & Yu 2021:888; Merga & Mason 2021:1). The clinical leader, in this
fourth industrial revolution era, becomes a quality care practitioner who is
technologically advanced, and contributes to the scientific discipline of nursing
(Wahidin, Wibowo, Abdillah, Kharis, Jaenudin, Purwanto, Mufid, Maharani, Badi ati,
Fahlevi & Sumartiningsih 2020:277).

Clinical leaders of today bear a challenging responsibility as they are expected to
manage the units and resources effectively, innovatively, and improve healthcare. The
upcoming leaders must be educated as the new workforce and learn on the job,
understand how to mobilise resources, be empowered and enlightened (Darbyshire et
al 2020:1; Gunalan & Sathyanarayanan 2021:402). Davis and Morley (2022:226)
commented that clinical leaders must be well prepared to take the leadership baton as
part of succession planning. The development of transformational leaders capable of
steering mental healthcare delivery calls for a comprehensive mentoring framework

that nurtures novice leaders.

Considering this, the current study focuses on developing a clinical leadership-
mentoring framework for nurse managers in mental health care. This framework aims
to provide the necessary guidance to support the sub-domain of oversight and
accountability in the leadership and governance domain, thereby fostering the growth
of mental health leadership. Furthermore, with mental health issues being a
burgeoning global concern, the need for a targeted approach to clinical mental health
care is more pressing than ever (World Health Organization [WHO] 2021). Thus,



prioritising clinical mental health settings is vital for effectively addressing the rising
tide of mental health disorders.

This chapter will delve into the changing landscape of clinical leadership in mental
health care, beginning with the evolution of leadership styles and the issues they raise
in current practice. It then poses research questions focusing on these challenges and
potential solutions. The purpose and objectives of the study will be outlined, along with
the potential impact of the research. The guiding research paradigm and underlying
theoretical frameworks will be clarified, followed by an overview of the methodology
and the strategies of the trustworthiness of the research study. The chapter will
conclude by addressing ethical considerations and the thesis chapter outline.

1.2 BACKGROUND INFORMATION ABOUT THE RESEARCH PROBLEM

Leadership in a clinical healthcare setting can be dynamic and challenging. A leader
must have followers and relationships are built between those who lead and those
who follow. Leadership involves motivating and influencing others to achieve an
organisational goal (Booyens, Jooste & Sibiya 2019:207).

According to the National Health Strategic Plan 2020/21-2024/25 (NHSP), South
Africa 2020, Goal 3 aims to improve the quality of care through enhanced leadership
and governance within the health sector (South Africa 2020). Concurrently, Pillar 7 of
the NHSP focuses on bolstering governance and leadership, intending to improve
oversight, accountability, and overall health system performance at all levels. The
mutual goal of these initiatives is to facilitate better quality care through strong
leadership and robust governance practices.

It is in line with the above statement that mentoring becomes an important aspect of
leadership development in nursing. Makhaya, Lethale, and Mogakwe (2023:1)
indicated that mentoring in clinical settings is an overly critical component where nurse
leaders are responsible for creating a conducive learning environment that will foster
professional growth and quality patient care. Peer mentoring in the clinical setting will
enhance a culture of care as the mentor will be focused on an organisational culture

where the potential leadership role is developed for the improvement of the



organisation (Joung, Im Kang, Yoona, Leea, Lima, Choa, Chaa & Choia 2020:1).
Values, attitudes, decision-making and development processes will be emphasised to
assist the upcoming leaders in the leadership role and practices and the organisational
culture (Bendak, Shikhli & Abdel-Razek 2020:2). Yetim (2022:50) added that mentor-

mentee relationships bring change and transformation in an organisation.

Meyer, Naude, Shangase and van Niekerk (2021:160) stated that an experienced
nurse manager, who is a trusted advisor, teacher, and supporter, willingly and
intentionally guides an inexperienced nurse into a leadership position, by being
involved in the empowerment and professional development of the individual. This
was confirmed by Bezuidenhout (2021:291), who explained that in mentoring, an
experienced and wiser person guide and nurtures an inexperienced person on a long-
term reciprocal process type of relationship for career progression and advancement.
Mentoring for leadership development is essential as mentoring is viewed as a
developmental partnership that builds the mentee’s strengths and interests in
leadership, and fosters personal growth, knowledge, and skills (Amparbeng & Pillay
2021:554). This development aligns with the Gauteng Department of Health (GDoH)
clinical mentorship programme planned for implementation in 2011, with health care
providers to equip the providers with clinical knowledge, skills, and attitudes for
competence in providing quality care (NDoH 2011:5). The programme, however, was
not planned for leaders in mental healthcare, hence the need for a leadership-

mentoring framework for leaders in mental healthcare settings.

1.3 PROBLEM STATEMENT

The researcher's background in mental healthcare settings has provided first-hand
insights into leadership transition challenges. As an operational manager, the
researcher was required to step into the role of the assistant nurse manager during
their absences. This task was not straightforward without the presence of a mentor to
guide this novice operational manager through the nuances of higher-level leadership.
Consequently, without adequate support, one might question their leadership efficacy
and even contemplate leaving the profession or department where they are tasked
with leadership responsibilities.



Koenig (2019:54) challenged nursing professionals to assess whether they are
fulfilling their mentorship roles for emerging nurse leaders. Mentors are more than
teachers; they function as motivators, counsellors, referral agents, door openers, and
role models. For a young, uncertain new nurse leader, the presence of such mentors
can alleviate frustrations tied to their new leadership role and guide their leadership

journey.

Breed, Downing and Ally (2020:2) underscored that an organisation's success relies
heavily on leadership. As first-level leaders, unit managers must be motivated and
capable of inspiring others. Novice clinical nurse leaders may lack comprehensive
leadership skills at the onset of their roles and require experienced leaders to guide

their progression.

Healthcare systems worldwide grapple with multifaceted challenges such as complex
clinical health problems, financial constraints, organisational structures, and quality of
care. Consequently, clinical leadership is highlighted as a potential solution to these
issues (Hofmann & Vermunt 2021:253).

The need for robust clinical leadership development in nursing is vital for transforming
the health and mental health care systems in South Africa (SA). The current literature
on the topic of mental health nursing leadership is scant. Some earlier studies have
discussed frameworks of succession planning (Breed et al 2020:1) and the role of
mental health nursing leadership (Grove, Clarke, Currie, Metcalfe, Pope & Seers
2020:1), while others have focused on the influences of nursing transformational
leadership style due to the growing shortage of nursing leaders (Deng et al 2023:625;
Aydogdu 2023:1). Most current mentoring studies predominantly concentrate on
mentoring emerging nurse educators in nursing faculty leadership roles (Clochesy,
Visovsky & Munro 2019:62; James, Watkins & Carrier 2022:1) or on supporting nurse
mentor development within nursing education (MacLaren 2018:66; Linares, Higueras,
Martin-Ferreres, Torre, Capellades & Fernandez-Puebla 2020:1; Vauhkonen,
Saaranen, Cassar, Camilleri, Martin-Delgado, Haycock-Stuartf, Solgajova, Elonen,

Pasanen, Virtanen & Salminen 2024:1).



A discernible gap in the literature, however, is the lack of studies concentrating on
mentoring, developing future clinical nursing experts, and addressing the clinical
challenges faced in mental health care settings. Within this context, the researcher
identifies a need to develop a clinical leadership-mentoring framework specifically for
nurse managers in mental health settings within Gauteng Province (GP).

1.4 RESEARCH QUESTIONS, PURPOSE, AND OBJECTIVES

This section outlines the current study’s research question, purpose, and objectives.

1.4.1 Research questions

In this research study, the problem statement has guided the formulation of the
research questions. The problem statement highlighted the lack of a clinical
leadership-mentoring framework specifically for nurse managers in mental health

settings. The research questions were:

Phase 1: Situational analysis

e What leadership-mentoring opportunities and challenges are novice clinical nurse
leaders facing in mental health care settings?

¢ What leadership-mentoring opportunities and challenges do establish clinical nurse
leaders face in mental health care settings?

e What are the leadership-mentoring characteristics of a clinical nurse leader in a
mental health setting?

Phase 2: Framework development
e What should a clinical leadership-mentoring framework for nurse managers in

mental health care consist of?

Phase 3: Framework evaluation and validation
e What is the efficacy of the existing clinical leadership-mentoring framework in
improving leadership abilities among mental health care professionals?



e How do subject matter experts perceive the developed framework through a
structured questionnaire, to validate the effectiveness and relevance of the

framework?

1.4.2 Research purpose

The research purpose, which is generated from a research problem and research
questions, outlines the essence and captures the intent of a study (Brink & van
Rensburg 2022:60). For this research, the purpose and objectives were outlined as

follows.

e The purpose of this study is to develop a clinical leadership-mentoring framework
for nurse managers in mental health care to foster growth in mental health

leadership.

1.4.3 Research objectives

The research objectives are outlined in three phases, namely:

Phase 1: Conducting a situation analysis with the following objectives:

¢ To explore and describe the leadership-mentoring opportunities and challenges that
novice clinical nurse leaders face in mental health care settings.

e To explore and describe leadership-mentoring opportunities and challenges
established clinical nurse leaders face in mental health care settings.

e To identify the leadership-mentoring characteristics of a clinical nurse leader in a

mental health setting.

Phase 2: Framework development
e To develop a clinical leadership-mentoring framework for a mental health care
setting.



Phase 3: Framework evaluation and validation
e To evaluate the clinical leadership-mentoring framework for a mental health care
setting.

e To validate the developed framework through a subject matter expert questionnaire.

1.5 SIGNIFICANCE OF THE STUDY

The study may assist with the development of a clinical leadership-mentoring
framework. The findings of this study may improve the clinical leadership of nurse
managers in mental health care institutions. The study may also assist in improving
the positivity and confidence of upcoming nurse leaders as strategies to enhance and
strengthen leadership development will be outlined.

The DoH document regarding the National Strategic Direction for Nursing and
Midwifery Education and Practice 2020/21-2025/26 Goal 4 (South Africa 2020:19),
speaks to leadership, management, and governance. It is concerned with the
empowerment, competency, accountability, and capacity of national, provincial, and
district nurse leaders and managers. The study may assist in the development of
policies regarding leadership and governance. Mentoring policies in the clinical sector
can be investigated for bringing about reform and development in clinical leadership.

The researcher’s purpose for undertaking the research study will contribute to an in-
depth understanding of mentoring for clinical leadership, add new dimensions, and
foster growth in mental health leadership. No studies were done on leadership for
mentoring within the mental health clinical setting therefore the researcher's
development of a mentoring for clinical leadership framework will bring improvement
of leadership within the mental health clinical settings. The study’s findings will be
shared in conferences, workshops, and research articles, thus expanding, and
transferring the use of the framework, even for other disciplines and/or clinical

leadership settings.



1.6 DEFINITIONS OF TERMS

The following definition of terms is applying to this study:

1.6.1 Clinical leadership

Hofmann and Vermunt (2021:253) defined clinical leadership as the leadership of
clinicians in the context of their clinical roles, which involves broadening clinicians’
existing roles, training, and competence and this does not replace clinical practice with

formal management positions.

For this study, clinical leadership shall refer to mental health leadership, where a
positive influence is given by an experienced clinical nurse manager to an
inexperienced/novice clinical nurse manager in mental health care to promote and
improve the novice’s potential to lead and coordinate a team, whilst also developing

and enhancing leadership excellence.

1.6.2 Mental healthcare setting

The Mental Health Care Act 17 (2002:6) defines a health establishment as an
organisation, structure, or location that provides care and support for rehabilitation and
treatment, therapeutic or diagnostic interventions, or other health services to
individuals, and includes establishments like clinics, hospitals, mental health hospitals,

and community health and rehabilitation centres.

In this study, a mental health care setting shall refer to a public mental health hospital
where persons receive care treatment and rehabilitation in units managed by clinical
nurse managers. The mental health care setting shall refer to the two public mental
health hospitals in GP.

1.6.3 Mentoring

Mentoring is an intense form of a role-framework process where an experienced

person collaborates with an inexperienced person, intending to impart knowledge and



new skills (Bezuidenhout 2021:289; Meyer et al 2021:160). Henderson, Hughes,
Hurley, and Smith (2022:3302) added that it is a teaching-learning process between a
more knowledgeable, experienced person with wisdom, transmits knowledge and
extends psychosocial support to an inexperienced person, for career and professional

development, over some time.

In the context of the current study, mentoring will refer to the relationship between an
experienced clinical nurse manager and a novice clinical nurse leader in mental health
care to guide, supervise, support, and monitor progress in the leadership of a novice
clinical nurse manager by an experienced, knowledgeable clinical nurse manager in

mental health care.

1.6.4 Framework

Chinn, Kramer and Sitzman (2022:263) define a framework as a representation of an
experience outlined and described as pictures, diagrams, mathematic notations, or
physical material.

For this study, a framework shall refer to the symbolic representation of the clinical

leadership-mentoring framework for nurse managers in mental health care settings.

1.6.5 Nurse managers

Meyer et al (2021:3) define a nurse manager a nurse who manages people and
patients in the healthcare facility, using the scientific knowledge and skills learned.

For this study, a nurse manager shall refer to a deputy nurse manager and an assistant
nurse manager who provides effective leadership and support to a novice leader, the
operational manager, in a mental health care setting to ensure proper administration
and decision-making powers within a unit. In this study, nurse managers and nurse

leaders are used interchangeably.
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1.7 FOUNDATIONS OF THE STUDY

The research paradigm and theoretical foundations in research will be discussed

below.

1.7.1 Research paradigm

Gray and Grove (2021:817) present a paradigm as a constellation of philosophical or
theoretical concepts that shape our understanding of the world. Furthermore, Chinn et
al (2022:264) define a paradigm as a criterion used to assign value and worth to a
process, product, or discipline and its methods of knowledge development.

The researcher adopted a constructivist approach to navigate the research process in
this study. In constructivism, the constructivist and the participants construct meaning
concerning experiences or areas of inquiry (Tie, Birks & Francis 2019:2). Davis, Jones,
Settles, and Russell (2022:1068) posited that constructivism aims to theorise the
sociocultural contexts and structural conditions of individual accounts. The choice of
constructivism allowed the researcher to probe and comprehend the phenomena of
leadership and mentoring as construed by managers within a mental health clinical

setting.

Cognitive constructivism was pertinent to the study as it sought to glean the
perspectives of assistant and operational nurse managers concerning their
interactions, knowledge transfers mechanisms, and adaptive strategies implemented
to make actions viable for developing leadership skills. This paradigm facilitated the
understanding of how knowledge and skills are imparted from experienced individuals
to those less experienced, thus reinforcing the rationale for adopting a constructivist

approach in this study.

1.7.2 Theoretical framework

A theoretical framework provides an explanation and interpretation for a phenomenon
under study. It can be seen as a foundation on which a study is built in theory-based
studies (Luft, Jeong, ldsardi & Gardner 2022:2; Polit & Beck 2021:786). Salawu,

11



Bolatitio and Masibo (2023:2104) added that theoretical frameworks give a general
representation of relations, outlining the theoretical portion of the work that should be
done and the current theories that researchers have provided in the field to support
the research project. These researchers added that a theoretical framework may also
be considered as a collection of related theories that direct the research. Jaakkola
(2020:20) posited that a theoretical framework will assist in developing theoretical
assertions that establish new constructs and interactions between constructs, forecast
interconnections between constructs, recognise unique linkages between constructs,

and describe the reasons behind the results of a series of events.

Two theoretical frameworks align with the study: Bandura’s social learning theory
(SLT), established in 1977, and McGregor's transformational leadership theory of
1978. Bandura’s SLT is concerned with observation. In SLT, there is an interaction
between people, and learning takes place through observation, imitation, and
modelling within a social context. Attention, motivation, attitudes, and emotions enable
learning to take place as the behaviour of others is observed (Firmansyah & Saepuloh
2022:299). The operational manager observes how the assistant manager leads and
follows the steps.

This theoretical framework aligns with the paradigm of cognitive constructivism
outlined earlier in the sense that SLT posits that people learn from one another via
observation, imitation, and framework and is perceived as a bridge between
behaviourist and cognitive learning theories because it encompasses attention,
memory, and motivation. New knowledge and skills are acquired by paying attention
and as the individual pay attention, observations are retained for reproduction later
and continuation with the newly learned behaviour (Yarberry & Sims 2021:240). The
operational managers observe and imitate the assistant managers' leadership skills;

hence, the SLT was relevant to the study.

The researcher acknowledges the use of theories and the significant alignment of the
SLT to this study, however, opted to apply inductive reasoning for analysing and
understanding the data collected. Wijayanto, Priyatiningsih, Herman, Sudadi and
Saputra (2023:1019) indicated that inductive reasoning starts with observing an object

or event and proceeds to derive conclusions about the observed entity. Inductive

12



reasoning offers a framework for generalisation that goes beyond statistical testing
and compels one to consider the boundary conditions of a hypothesis and make
analyses by finding similarities, differences, and links between the features, breaking
down information into its constituent parts, and creating links between them
(Borgstede & Scholz 2021:5; Misrom, Muhammad, Abdullah, Osman, Hamzah &
Fauzan 2020:159). The researcher used the raw data to produce themes and
categories.

1.7.21 Bandura’s social learning theory

SLT posits that people learn from one another via observation, imitation, and
modelling. The fundamental aspects of this theory, which is cognitive based, are
understanding, predicting, and reshaping behaviours (Yildirim, Isik, Gulcek & Aylaz
2020:1366; Yarberry & Sims 2021:240). SLT entails four steps, namely the attentional
phase, retention phase, reproduction phase, and motivational phase.

The inexperienced nurse leader pays attention to the continuous mannerisms, culture,
and processes the experienced leader leads a team. In this study, the researcher is
more concerned with the reinforcement of behaviour by the experienced leader

towards the inexperienced leader.

The second assumption in SLT entails that rewarded observed behaviour will be
repeated. The inexperienced nurse leader will imitate the experienced leader’s
behaviour and manner of doing things, and that will build confidence in the
inexperienced leader. Sound leadership principles will be adhered to through support,
guidance, and affirmation from an experienced leader. In SLT, behaviour is learned
through role-modelling, identification, and human interaction (Varcarolis & Fosbre
2021:342).

In the mentoring for leadership framework, the researcher aimed to achieve processes

of learning and sharing of information and skills from experienced leaders to

inexperienced leaders.
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1.7.2.2 Transformational leadership theory

As propounded by McGregor Burns in 1978, the transformational leadership theory
suggests that leaders can instigate innovation and change within their followers and
the organisation. These leaders cultivate an entrepreneurial spirit, facilitate innovation,
and exhibit a strong sense of care and ethical character. Transformational leadership
encapsulates that leaders and followers become partners, pursuing a common goal.
Such leaders champion change, introduce innovative ideas and build trust-based
relationships to generate synergy in the workplace (Melnyk & Fineout-Overholt
2019:335).

The first element of this theory emphasises shared achievements and the
communication of a shared vision. Leaders in this framework motivate and inspire,
show consideration for their subordinates, foster a culture of collaboration,
demonstrate respect, and bring out the best in their followers. They are also committed
to team building (Booyens et al 2019:211). Melnyk and Fineout-Overholt (2019:335)
support this by outlining the four dimensions of transformational leadership: idealised
influence, inspirational motivation, intellectual stimulation, and individualised
consideration. These aspects were pertinent to developing a leadership-mentoring
framework in the mental health clinical setting, given that a transformative leader
requires such attributes.

The second element of the transformational leadership theory underscores the
significance of nurturing trusting relationships. In the ever-changing workplace
environments, the mentee should be empowered and supported by the mentor and be
allowed to come up with innovative ideas, for the improvement of working conditions
and quality patient care. The mentee must build the confidence of the mentee to lead
by leading by example and forming trusting relationships (Aydogdu 2023:1751).

The third element involves the leader empowering followers to participate in decision-
making and risk-taking. The leader is result-driven and delegates tasks and
responsibilities to create a power-sharing environment where information and strategic
directions and decisions are made together (Fotso 2021:573). An experienced leader

can inspire and empower inexperienced leaders, hence the relevance of the

14



transformational leadership theory in this study. The objective of the clinical
leadership-mentoring framework was to promote growth and development within

mental health leadership.

Finally, transformational change is the fourth element of the transformational
leadership theory. The leader creates an environment where members continually
learn and adapt to changes, moving away from traditional structures. Clear goals,
objectives, planning, and procedures are put forward for the upcoming leaders under
the expert leader’s monitoring, coordination, and motivation. Adaptation to leadership
changes, trends, diverse working forces, shared decision-making and organisational
changes is encouraged (Fotso 2021:579; Meerits & Kivipold 2020:960). This element
proved significant in the researcher's aim to develop a leadership-mentoring

framework.

1.8 RESEARCH DESIGN AND METHODS

A qualitative approach and grounded theory design were used for the study. Glaser
and Strauss (1967:6) outlined that in grounded theory design, data is used for
developing a theory, and this assists the researcher in not approaching the research
with pre-existing concepts. Still, that theory should emerge from the data without
making assumptions (Schurink, Schurink & Fouché 2021:298).

The research questions aim to describe the experiences of study participants,
generate a framework or theory, and bring an understanding of human behaviours and
experiences within a social or cultural context (Gray & Grove 2021:135).

The researcher aimed to explore and describe the mentoring for leadership
opportunities and challenges that novice and expert clinical nurse leaders face in
mental health care settings and to develop a mentoring for leadership framework for
clinical leadership in mental health care settings. The design will be discussed in full
in chapter three.
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1.8.1 Setting and population of the study

The research was conducted at two public mental health care institutions in Gauteng
Province. The province has private and public mental health care institutions that admit
mental health care users voluntarily or involuntarily. The two institutions selected for
the research are situated in various locations, one on the western side and the other
on the eastern side of Tshwane, the capital city of GP. The institution is in the east of
Tshwane and caters for individuals with intellectual disabilities. The one institution
located in the west of Tshwane caters for a range of mental health care users as
stipulated in the Mental Health Care Act 17 of 2002. Both institutions have acute and
chronic units managed by operational nursing managers. The two institutions have a
history of more than a hundred years of establishment and have been catering to

mental health care users from all over GP and the surrounding provinces.

The population consisted of assistant nursing managers and operational nursing
managers working in the two public mental health care institutions in GP, as these
individuals participate in leading mental health care institutions. The total population
was included in the study.

1.8.2 Sample and sample methods

The total population for the study who were purposefully selected was fifty-six (56),
consisting of nineteen (19) assistant nursing managers and thirty-seven (37)
operational nursing managers.

1.8.3 Data collection methods and procedures

Data were collected through focus group interviews (Gray & Grove 2021:811) at the
two mental health care institutions with assistant and operational nurse managers.

Observation and field notes were additional data (Polit & Beck 2021:795). The data
collection will be discussed in full in chapter three.
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1.8.4 Data analysis

Grounded theories approach analysis was relevant for this phase of the research, as
the researcher was able to analyse the perceptions, attitudes, understanding,
knowledge, values, and experiences of participants regarding mentoring for leadership
in a mental health clinical environment (Creswell, Ebersohn, Eloff, Ferreira, lvankova,
Jansen, Nieuwenhuis, Pietersen & Plano Clark 2021:123). The data analysis will be

discussed in chapter three.

1.8.5 Framework development, evaluation, and validation

In this study, framework development draws from the survey list described by Dickoff
and James (1968:197). The constructed framework was evaluated using a checklist
designed based on the evaluation criteria presented by Chinn, Kramer and Sitzman
(2022:264). The framework validation was conducted by employing a face validity
checklist based on the research of Bdlenius, Brulin, Grankvist, Lindkvist, and
Soderberg (2012:3), as well as content validity standards outlined by Sangoseni,
Hellman, and Hill (2013). A full description of the design and methods will be presented

in chapter three.

1.9 ETHICAL CONSIDERATIONS

The University of South Africa (UNISA) Ref: HSHDC/748/2017 (refer to Annexure A),
permission request from Gauteng DoH (refer to Annexure B), Gauteng DoH, GP Ref:
GP_201801_009 approval letter (refer to Annexure C) and the two institutions also
permitted the use of the institutions as study settings (refer to Annexure D, E, F and
G).

Protecting human rights is a justifiable course expected from researchers in biological
and human research (Gray & Grove 2021:195). Every being has human rights by just
being human and these rights function as a basis and framework for protection should
one be interested in taking part in a research study. A researcher must protect the
research participants and ensure that the research benefits outweigh its risks (Brink &
van Rensburg 2022:33). The researcher signed the university declaration of
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confidentiality, regarding security and confidentiality of data and identifiable

information (refer to Annexure H).

The Belmont Report outlines the importance of protection from psychical and
psychological harm to human subjects during the conduction of research by ensuring
that proper information is given on consent forms and information leaflets regarding
research to be undertaken, publication of research data that adheres to anonymity,
and the importance of the establishment of standards and ensuring that participants
also gain from the research (Belmont Report No. 78 1979:12).

During research conduction, the researcher must be aware of and adhere to the
declarations for respect of human rights and bioethics. It becomes paramount for the
researcher to adhere to and protect participants so that the ethics of care, virtue, and
justice are accounted for (Booyens et al 2019: 45).

The following human rights were taken into consideration:

1.9.1 Right to self-determination

The above right is based on the principle of respect for persons, whereby the
researcher allows autonomy with no external controls. In autonomy, the participants
have a right to decide whether to participate in the study without being forced,
pressured, or coerced (Grove & Gray 2023:107).

A participation information leaflet was issued to participants (refer to Annexure I). The
information leaflet clarified the study and indicated to participants the right to withdraw
without penalty, if feeling uncomfortable. The participants voluntarily took part in the
study, after signing an informed consent (refer to Annexure J). The participants’
demographic information was captured on a demographic information leaflet (refer to

Annexure K).
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1.9.2 Right to privacy and dignity

Gray and Grove (2021:203) explain that the extent of privacy considers the principle
of respect and entails that information that needs to be shared or withheld from others
depends on the participants, as the information embraces attitudes, behaviours,
opinions, and records. Participants have a right to determine the confidential handling
of the shared information (Strydom & Roestenburg 2021:124).

To adhere to the above right, the researcher did not collect any data from participants
without their knowledge, and the extent to which the participants wanted to share
information was respected. The focus group interviews were conducted in the nursing
management boardroom, a safe, private venue behind closed doors, where no
disruptions or interferences from outside occurred. The participants’ identities were
protected by using codes on the collected data and not the names.

1.9.3 Right to anonymity and confidentiality

In anonymity, a participant’s identity in a research study cannot be linked to the
participants as the researcher shares no personal information in line with the
participant’s responses (Strydom & Roestenburg 2021:124), whilst in confidentiality,
the participants cannot be linked to the information provided and the participant’s
identity is not divulged to the public (Grove & Gray 2023:109). In focus groups,
however, participants may feel uncomfortable participating in a group discussion with

colleagues due to open identity (Brink & van Rensburg 2022:170).

To this effect, participants were requested to keep the information and identities of
members private. External confidentiality was ensured by allocating numbers to
participants’ data during interviews and not mentioning names in publications. Data

collected was stored in a safe with controlled access.

1.9.4 Right to protection from discomfort or harm

This right is based on the principle of beneficence, where the researcher is expected
to protect participants from harm that may be physical or psychological (Grove & Gray
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2023:110). Some psychological risk was anticipated in this research as focus group
interviews were conducted. Some participants felt uncomfortable speaking in front of
their colleagues for fear of victimisation. The researcher may refer such matters to the

psychologist on duty at the facility.

The participants were allowed to withdraw from taking part in the research if feeling
uncomfortable without penalty. The researcher reassured the participants during a
briefing about the research to be conducted and even during the entire data collection
process. No spiritual, economic, social, or legal harm was anticipated in the study.

The risk involved was that some participants may not be keen to speak in a group and
may feel intimidated to speak in front of their colleagues. A debriefing session was
held to address the risk, after an interview session by the researcher to clarify and put
the participants at ease.

1.9.5 Right to fair treatment

In the principle of justice, the researcher is expected to treat participants fairly, as
individuals or as a group, in an equitable manner to the treatment of other persons
exposed to the same situation (Grove & Gray 2023:111). To adhere to this principle of
fair treatment, which is based on the principle of justice, where the researcher chooses
participants that are linked to the research study (Brink & van Rensburg 2022:38). The
participants were selected for reasons related to the research problem, regardless of

age, race, and socioeconomic status. The entire population was included in the study.

1.10 MEASURES OF TRUSTWORTHINESS

Polit and Beck (2021:806) outlined that the level of assurance that qualitative
researchers have on their information and interpretation depends on adherence to the
to the principle of trustworthiness. Lincoln and Guba (1985:195) identified four
operational techniques for ensuring trustworthiness in qualitative research: credibility,
transferability, dependability, confirmability, and authenticity. These will be discussed
in detail in chapter three.
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There are, however, other criteria that can be followed to enhance the trustworthiness
of a research study. Tracy (2010:840) discussed the eight “Big-Tent” criteria for
qualitative research: worthy topic, rigour, sincerity, credibility, resonance, significant

contribution, ethical and meaningful contribution.

1.10.1 Worthy topic

The researcher deems the topic under study to be a worthy topic, as it is relevant and
significant to the leadership within the nursing profession that needs to align itself with
the new trends of leadership aiming at setting direction, opening possibilities for
upcoming leaders to achieve potential in leading and building context of improvement
in health care settings.

1.10.2 Rich rigour

In qualitative research, rigour signifies that the study was conducted according to the
accepted scientific standards, maintaining high objectivity throughout the process
(Gray & Grove 2021:79).

The researcher adhered to the theoretical framework of the research, used the correct
sample relevant to the research under study and ensured that the data collection and

analysis processes relevant to the study were correctly followed.

1.10.3 Meaningful coherence

Tracy (2010:840) stated that a research study will have meaningful coherence; it
achieves what it purports to be about if it uses methods and procedures befitting its
stated goals and has meaningful coherence to literature, research questions, and
findings.

The researcher ensured that the reviewed literature connected and correlated to the

data collected, and findings outlined in the study. Data collection and analysis methods
relevant to the study were followed and applied.
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1.10.4 Sincerity

This concept relates to the end goal of a research study, where the researcher
investigates self-reflection, honesty, vulnerability, and transparency. The researcher
will honestly reflect on how biasness was dealt with during the research and what

mistakes and joys were encountered during the study (Tracy 2010:841).

In this study, this was reflected by the researcher by being open and approachable to
participants during the conduction of the research and by taking into consideration, the
needs of participants, like, answering any questions and concerns that participants
had regarding the topic under study or information outlined on the information leaflet.

1.10.5 Credibility

In qualitative research, a study is considered credible, if there is confidence in the truth
of the data and interpretation thereof. The study needs to be conducted in a way that
will enhance the believability of the findings and the reader will find confidence that the
researcher has produced results that reflects the true value of the views of the
participants in the study (Polit & Beck 2021:569; Brink & van Rensburg 2022:130).

The researcher took field notes in addition to the tape-recorded interviews and used
the expertise of an independent coder to analyse the data, to get a clear and
meaningful interpretation. A theoretical framework relevant to the topic under study

was outlined and used.

1.10.6 Resonance

Tracy (2010:844) defines resonance as the researcher’s ability to affect the audience
and to have a continuous and severe effect on the audience by being able to express
in writing in a creative, complex, and artistic manner the deep feelings and perceptions

expressed by participants.

Chapter four entails data analysis, clearly outlining the resonance, with a clear

description and deep meaning of the subject under study.
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1.10.7 Significant contribution

A research study that has a significant contribution contributes to the climate of
knowledge, improves practices, liberates, and empowers, and can generate ongoing
research. The study should give theoretical, heuristic, practical, or methodological
significance (Tracy 2010:846).

In terms of theoretical significance, the current study anticipates contributing to
existing theoretical concepts, building other theories, or bringing new understanding
of the phenomena under investigation. Heuristic significance gives substantive
suggestions and enables researchers to explore more related topics. The practical
relevance allows researchers to enquire if the knowledge gained is valuable whilst
methodological significance introduces new research approaches (Tracy 2010:846).

The researcher, under the topic of the significance of the study, has outlined how this
research will contribute to the enhancement and improvement of clinical leadership,
development, and improvement of leadership and mentoring policies and addressing
leadership challenges in governance and positive practice environments.

1.10.8 Ethical measures

Ethics in research involves one’s character, disposition, and morals to know whether
a behaviour is right or wrong and conforms to a code or set principles. This enables a
researcher to be careful of wrong and right when researching as it prevents research
abuses and emphasises the sensitive and humane treatment of participants by the
researcher (Strydom & Roestenburg 2021:118).

111  STRUCTURE OF THE THESIS

The thesis is organised into seven chapters, each addressing distinct elements of the

research:

Chapter 1 offers an orientation of the study, laying out the introduction, background,
and significance of the research problem. This chapter also clarifies key concepts,
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outlines the study's theoretical foundations, research design and method, and
delineates the scope of the study.

Chapter 2 presents a comprehensive literature review of the research topic and
methodologies. This synthesis of existing literature provides a context for the research
at hand.

Chapter 3 articulates the research design and methods, detailing the population,
sampling strategy, and ethical considerations. This chapter also encompasses data
collection and analysis methods and the measures taken to ensure the study's

trustworthiness.

Chapter 4 provides an analysis, presentation, and description of the research findings.
It discusses data management and analysis techniques, outlines sample

characteristics, and presents a comprehensive overview of the research findings.

Chapter 5 presents a discussion of the findings. It outlines a thorough discussion of
the results on the data gathered.

Chapter 6 offers a detailed description, development, and evaluation of the framework
derived from the study's findings. Any revisions or enhancements to the framework
are also discussed here.

Chapter 7 concludes the thesis by summarising and interpreting the research findings,
conclusions, and recommendations. This final chapter also outlines the study's

contributions and limitations.

112 SUMMARY

This chapter has introduced the study, exploring the background and rationale behind
the research. The purpose and objectives of the research have been articulated, and
the significance of the study, its theoretical underpinnings, research design, and
methods have all been outlined. This introduction also presents a roadmap of how the
research chapters will unfold. The following chapter will present a detailed exploration
of the literature related to the study.
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CHAPTER 2
LITERATURE REVIEW

21 INTRODUCTION

Clinical leadership and mentoring within healthcare, have been indicated as the driving
force for quality care, which affects service development, favourable clinical outcomes,
and employee engagement (Gunalan & Sathyanarayanan 2021:1). A need to develop
leaders has been recognised as there is a rapid change in the healthcare environment,
which challenges the leadership approaches and their effect on healthcare outcomes
(McGowan, Hale, Bezner, Green-Wilson & Stokes 2020:231). The nature of mental
health care requires effective leadership to navigate the complexities of treatment,
interdisciplinary collaboration, and patient management. There is critical importance
for the development of clinical leadership skills among nurse leaders, a recognition of
the importance of effective clinical leadership to patient outcomes and participation in
clinical leadership (Gunalan & Sathyanarayanan 2021:5; Kakemam & Goodall
2019:108). It is imperative to investigate and comprehend the connections between
clinical leadership and mentorship for managers in mental health clinical settings,
given the growing need for high-quality mental health treatment (Kemp, Chwastiak,
Petersen, Bhana, Wagenaar, Unutzer & Rao 2024:126).

2.2 OBJECTIVE OF THE LITERATURE REVIEW

The primary objective of this literature review is to explore the theoretical foundations,
leadership styles, and importance of mentoring in mental health clinical leadership.
Additionally, the review will evaluate the challenges clinical leaders face in mental
health settings and how mentoring can serve as a mitigating factor. The review aims
to highlight successful integrations of clinical leadership and mentoring and the
strategies for overcoming the implementation of mentoring for leadership. The review
will conclude by identifying gaps in current research and establishing the rationale for
the present study.

25



2.3 SEARCH STRATEGY

The literature review encompassed a wide range of sources to ensure a robust
understanding of the existing research and theories related to leadership, mentoring,
mental health settings, and the intersection of these areas.

A range of search engines and databases were used to conduct this literature review,
including PubMed, Google Scholar, Scopus, and Web of Science. These databases
were chosen due to their extensive coverage of the medical, health sciences, social
sciences, and psychological disciplines. The literature review was conducted
exclusively in English to ensure a clear and cohesive interpretation of the existing
research, nevertheless, papers published in other languages were considered if their
abstracts were available in English. This strategy reduced language bias and ensured
a clear and cohesive interpretation of the existing research.

Key search terms used in various combinations included "leadership”, "mentoring",

"nurse managers", "clinical leadership", "transformational leadership", "mental health
settings", "healthcare", "mental health clinical setting", "leadership-mentoring model",
"nursing”, and "clinical nursing". Boolean operators were employed to refine the

search and obtain the most relevant literature.

24 THEORETICAL FOUNDATIONS OF CLINICAL LEADERSHIP AND
MENTORING

The theoretical foundations that underpin clinical leadership and mentoring provide a
framework for understanding and applying effective leadership and mentoring
strategies in the complex and dynamic field of mental health care. Key theoretical
frameworks include transformational leadership theory, situational leadership model,
SLT, and psychosocial development theory. The role of the literature in grounded
theory will be discussed first.
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2.4.1 Grounded theory

The role of a literature review in a grounded theory study is a topic of considerable
debate among researchers. Traditionally, grounded theory research has been
associated with a less conventional approach to literature reviews, as the methodology
itself is inductive and aims to generate a theory grounded in empirical data (Charmaz
2014:1075). However, the literature review can still be pivotal in grounded theory

studies.

The literature review identifies knowledge in a particular field, highlights gaps in the
literature, clarifies information that is already known, links theory to practice, shapes
the researcher’s structure on the subject, places the research project in the historical,
methodological and theoretical context of a particular and identifies what research has
been performed and what topics require further investigation in a specific field of
knowledge practice (Leite, Padilha & Cecatti 2019:2).

On the other hand, opponents of incorporating a literature review in grounded theory
studies argue that preconceived ideas stemming from the literature might hinder the
researcher's openness to the data, constraining the development of a truly 'grounded’
theory as outlined by Glaser in 1992. This perspective stems from the belief that
grounded theory should emerge purely from the data, with no pre-existing concepts
guiding the research process. This is associated with Glaser's version of grounded
theory, which advocates for a more '‘emergent' approach.

Tie et al (2019:3) posited that grounded theory aims to generate theory from data
collected methodically and examined through comparative analysis. The data is used
to construct inductive analysis to generate conceptual frameworks or ideas. Charmaz
and Thornberg (2021:305) added that as a methodical approach to research,
grounded theory directs the collection of data and offers explicit guidelines for its
analysis, thus developing a theory that provides an abstract knowledge of one or more
key issues in the world under study, is the method's defining goal. They also added
that in grounded theory investigations, the researcher's analytical emphasis is
determined throughout the study process rather than before the commencement of
empirical inquiry. Grounded theory denotes an inductive investigation where the
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researcher questions information provided by participants or gathered from previous
studies, thus validating concepts and their causation with others (Mokgohloa,
Kanakana-Katumba, Maladzhi & Xaba 2021:314).

The literature review on grounded theory, outlined by the researcher in chapter one,
indicated that a grounded theory approach was used, where data collected from the
participants was used, to develop a clinical leadership framework without the
researcher making assumptions about the participants’ lived experiences. The
researcher will approach the literature on leadership for mentoring, with an open mind,
conscious of the potential influence on data interpretation.

2.4.2 Transformational leadership theory

Transformational leadership theory, proposed by James MacGregor Burns in 1978,
emphasises the importance of leaders inspiring and motivating their teams through
shared vision and values. This theory posits that effective leaders go beyond
transactional exchanges and create a vision that transcends individual interests,
fostering a sense of collective purpose and commitment (Deng et al 2023:627).
Transformational leadership is relevant in mental health care, where interdisciplinary

collaboration and patient-centred approaches are crucial.

Transformational leaders in mental health clinical settings can inspire teams to
embrace innovative approaches, advocate for patient well-being, and actively
contribute to a positive organisational culture. Transformational leaders can motivate
healthcare professionals to overcome challenges and actively implement continuous

improvement initiatives (Deng et al 2023:630).

2.4.3 Situational leadership model

The situational leadership model, developed by Paul Hersey and Kenneth Blanchard
in 1982, revolves around the idea that leadership styles should be flexible and adapted
based on the readiness or maturity of followers. This model categorises followers into
four stages of readiness: directing, coaching, supporting, and delegating (Cortes
2023:19). In mental health clinical settings, where healthcare professionals possess
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varying levels of expertise and experience, the Situational Leadership Model becomes
valuable for tailoring leadership approaches accordingly.

Leaders using the situational leadership model in mental health care can assess the
readiness of their teams and adjust their leadership styles to provide the necessary
guidance and support. When dealing with less experienced staff, a leader may adopt
a more directive style, gradually transitioning to a coaching or supporting style as the

staff members gain expertise (Cortes 2023:19).

2.4.4 Social learning theory

SLT, proposed by Albert Bandura in 1977, emphasised the importance of
observational learning and modelling in the developing behaviour. In the context of
mentoring in mental health settings, SLT suggests that mentorship involves learning
through observing and imitating experienced leaders (Khushk, lhsan Dacholfany,
Abdurohim & Aman 2022:3).

This theory highlights the significance of role modelling and the impact of positive
mentor behaviours on the professional growth of mentees. In mental health clinical
settings, where experiential learning is crucial, mentorship programmes that
incorporate the principles of SLT can be effective. Mentees observing the practices of
experienced leaders are likely to acquire technical skills values and attitudes that
contribute to effective clinical leadership in mental health care (Khushk et al 2023:2).

2.4.5 Psychosocial development theory

Psychosocial development theory, developed by Erik Erikson, posits that individuals
go through a series of psychosocial stages throughout their lives, each characterised
by specific developmental tasks and challenges (Rorije, Damen, Janssen & Minnaert
2023:14). In the context of mentoring in mental health settings, this theory suggests
that mentorship can contribute to the psychosocial development of mentees by

assisting them in navigating the challenges inherent in their professional roles.
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Psychosocial development theory highlights the importance of mentorship in fostering
the development of identity, competence, and autonomy in mental health
professionals. Mentors contribute to resolving psychosocial tasks and challenges

mentees face, enhancing their overall professional development (Rorije et al 2023:14).

2.5 CLINICAL LEADERSHIP STYLES IN MENTAL HEALTH CLINICAL SETTINGS

Clinical leadership in mental health settings requires an understanding of various
leadership styles, as the complex nature of mental health care demands adaptability
and a patient-centred approach. Distinct styles include autocratic, participative/

democratic, servant, and transactional leadership.

2.5.1 Autocratic leadership style

The autocratic leadership style is characterised by centralised decision-making, where
leaders make quick and decisive decisions, without involving the followers. This style
may find efficacy in crises, in mental health clinical settings ensuring prompt actions
and clear directions. Its long-term application may however, stifle creativity and
innovation, potentially leading to decreased employee engagement, high

absenteeism, and labour turnover (Oyindobra, Johnson & Julianah 2022:192).

Rosing, Boer and Buengeler (2022:3) added that this style’s strength lies in its ability
to streamline the decision-making and power processes of the leader, where the
leader acts quickly and makes unilateral decisions, and provides clarity in roles and
expectations, without consultation with the team. In mental health emergencies, where
swift and decisive actions are paramount, autocratic leadership can effectively
maintain order and prevent chaos. Autocratic leadership style weaknesses become
apparent when considering the mental health care’s collaborative and interdisciplinary
nature. Autocratic leadership has a detrimental impact on outcome factors such as
team interaction, organisational commitment, task performance and job execution (Du,
Li & Luo 2020:2).

While valuable during emergencies, autocratic leadership is insufficient to promote the
multidisciplinary cooperation necessary in clinical leadership as individuals will be less
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likely to perform additional duties because of the low level of reciprocity between the
leader and followers and its suppressive style (Du et al 2020:2). The authoritarian
leader and mentor in the clinical leadership environment, will not involve the mentee
in decision-making and problem-solving, which are required for growth for this

upcoming nurse leader.

2.5.2 Participative/democratic leadership style

The participative/democratic leadership style teaches confidence and promotes
collaboration, inclusivity, and shared decision-making. Followers can contribute,
participate, and exchange ideas and believes in decision-making, seek advice, and
allow a flow of communication between the leaders and the followers (Oyindobra et al
2022:192; Kadiyono, Sulistiobudi, Haris, Wahab, Ramdani, Purwanto, Mufid,
Muqtada, Gufron, Nuryansah, Ficayuma, Fahlevi & Susila 2020:364; Raupu,
Maharani, Mahmud & Alauddin 2021:1559).

In mental health clinical settings, where interdisciplinary collaboration is essential, this
style fosters a sense of ownership and responsibility among team members. It
enhances teamwork, values diverse perspectives, and encourages open
communication, however, this leadership style, is time-consuming and is believed to
be operative where the employees are highly skilled and believed to be experts in their
field (Oyindobra et al 2022:193).

The intricacies of providing mental health treatment are well suited for the democratic
and participative leadership style. In addition to empowering team members to actively
participate in patient care, it fosters a healthy organisational culture and recognises
the value of a variety of perspectives in developing all-encompassing solutions.
According to Kadiyono et al (2020:364), in the democratic leadership approach the
leaders make decisions with other members, giving them a democratic authority for
decision-making and more influence over systems, implementation processes, and
policy-making processes. This style’s emphasis on inclusivity makes it well-suited for
mental health clinical settings where collaborative decision-making and professional
competence are paramount, and morale is positively raised (Raupu et al 2021:1558).
Furthermore, the strengths of the participative/democratic leadership style align with
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the complexities of mental health care, emphasising teamwork, open communication,
commitment, consultation, and shared decision-making (Wahidin et al 2020:278). This
leadership style can be useful for mentoring for clinical leadership as the mentor and
the mentee will have open communication, consult, and share ideas on how to lead

effectively and be committed to embracing growth.

2.5.3 Servant leadership style

The servant leadership style prioritises empathy, humility, authenticity, stewardship,
and a focus on the well-being of followers. Leaders and followers engage and motivate
one another. The leader persuades followers, does not use own authority, and
motivates others to reach higher levels. The interests of all parties are considered to
add value to an organisation (Khuwaja, Ahmed, Abid & Adeel 2020:4; Muff, Delacoste
& Dyllick 2022:275). This approach aligns well with the compassionate nature of
mental health care, contributing to a positive organisational culture that values patient
and staff satisfaction. The strengths of servant leadership lie in its emphasis on
empathy and humility, creating a supportive environment conducive to the well-being
of patients and staff. Through their interactions, leaders and followers encourage
others to reach greater moral and motivational standards (Khuwaja et al 2020:4).

Bonaiuto, Fantinelli, Milani, Cortini, Vitiello and Bonaiuto (2022:423) posited that by
valuing servant leaders as stewards of their teams, this style contributes to a positive
organisational culture, aligning with the compassionate ethos of mental health care as
leaders will establish relationships with the mentor, build and develop leadership
autonomy. However, its application in the mental health clinical setting may be limited
due to its potential idealism and difficulties with making fast decisions, the lessened
role of the leaders and retraining for leadership.

2.5.4 Transactional leadership style

The transactional leadership style focuses on rewards and punishments based on
performance, emphasising adherence to protocols and standards. This style may
ensure order and adherence to guidelines in mental health clinical settings, providing
clear expectations and consequences, as it promotes distributive justice. A mutual
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understanding prevails as the leader provides followers with what they value and in
return, gets what is wanted from them (Kadiyono et al 2020:364; Curado, Henriques,
Jerénimo & Azevedo 2022:2; Fotso 2021:571). Transactional leadership has potential
implications in managing some facets of mental health treatment, specifically in
upholding order and guaranteeing protocol adherence. Highly skilled, transformational
leaders set a compelling, transparent agenda and motivate others to pursue it
(Saleem, Zhang, Gopinath & Adeel 2020:3). On the other hand, its usefulness can be
restricted in situations where adaptability and creativity are essential for providing
mental health care.

As the mentor teaches the mentee how to lead, expecting the mentee to function as
an independent leader, transactional leadership, with its emphasis on systems of
recognition, reward or punishment and engagement in a mutually dependent
relationship where leaders provide something of value to the follower while receiving
what they want, may be advantageous for the leadership for mentoring. Subordinate
control, self-attraction, and immobility are additional traits of transactional leadership
that may harm mentoring for clinical leadership (Specchia, Cozzolino, Carini, Di Pilla,
Galletti, Ricciardi & Damiani 2021:2; Fotso 2021:571).

2.6 IMPORTANCE OF MENTORING IN CLINICAL LEADERSHIP

Clinical leadership in mental health settings demands unique skills, and mentoring
emerges as a pivotal mechanism for developing the next generation of leaders in this
specialised field.

2.6.1 Knowledge transfer and practical wisdom

The mentor-mentee relationship extends beyond the mere transfer of knowledge; it
encompasses guidance, support, and opportunities for professional development and
career growth that can benefit an organisation (Blake-Beard, Shapiro & Ingols 2021:3).
Mentoring in clinical leadership within mental health settings significantly impacts
personal and professional growth, leadership skills enhancement, and the overall well-
being of mentees, which is not focused only on professional growth but also on social
connectivity (Henderson et al 2022:3301).
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Mentoring is a crucial avenue for transferring knowledge and practical wisdom within
mental health clinical settings. Experienced leaders, acting as mentors, share their
insights and experiences with mentees, providing a unique perspective that goes
beyond formal education and training (Templeton, Jeong & Pugliese 2021:2). Less
seasoned clinical leaders can learn the tacit knowledge that is frequently difficult to
transmit through textbooks or official training programmes through mentorship.
Bandura’s SLT emphasised the transfer of knowledge and skills through observation,
interaction, and influence. Attention, memory, and motivation play an important role in
bringing behavioural changes (Yarberry & Sims 2021:241; Firmansyah & Saepuloh
2022:299). This is especially important in mental health settings, where the dynamic
nature of mental health care necessitates a thorough comprehension of clinical
procedures as well as the larger context in which they unfold. Within this context of
mentoring for clinical leadership, the experienced clinical leader is responsible for
nurturing and developing a non-experienced leader to reach professional and personal

maturity.

2.6.2 Personal and professional growth

The mentor-mentee relationship is a catalyst for personal and professional growth.
Mentees benefit not only from the knowledge and experience of their mentors but also
from the personalised guidance and support provided. The mentee gains mutual
growth where emotional learning that is reciprocal, coherent, and meaningful is
developed. Self-confidence, social and leadership skills are learned in mentoring
relationships (Henderson et al 2022:2; Kragt & Day 2020:4).

The mentee's capacity to handle stress, develop resilience, cultivate emotional
intelligence, and implement innovative leadership strategies can be greatly enhanced
by the mentor's assistance, particularly in mental health settings where clinical leaders
are subjected to intense emotional and psychological demands (Abusamra, Rayan,
Obeidat, Hamaideh, Bageas & ALBashtawy 2022:2; Gunawan, Aungsuroch, Fisher,
Marzilli & Hastuti 2023:493). This is especially important in a career where good
patient care depends on compassionate leadership and the capacity to oversee
challenging interpersonal situations as a leader. In mentoring for clinical leadership,
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the mentor's compassionate side needs to be visible to deal with patient care and
leadership stressors.

Collins, Owen, Digan and Dunn (2020:60) and Deng et al (2023:630) alluded that in
transformational leadership, it is expected of a leader to be an idealistic influencer,
inspirational motivator, intellectual stimulator, and individualistic considerer. Through

this, the expert leader can develop the upcoming leaders’ potential to lead.

2.6.3 Enhancement of leadership skills

Mentoring plays a significant role in enhancing leadership skills among clinical leaders
in mental health settings. The mentor-mentee relationship provides a platform for
mentees to develop and refine their leadership abilities through real-world scenarios
and practical insights. Mentors, drawing on their experiences, can offer guidance for
emotional development in leadership and decision-making (Henderson et al 2022:3;
Kragt & Day 2020:4). Furthermore, the relationship between mentor and mentee
facilitates the identification and development of leadership characteristics that are
pertinent to mental health settings. This includes abilities like teamwork, crisis
management, and the capacity to modify leadership philosophies to meet mental
health treatment requirements (van Diggele, Burgess, Roberts & Mellis 2020:2;
Aydogdu 2023:2).

Mental health leaders need mentorship to help them develop the diverse skill set
necessary for effective leadership as they manage the intricate interactions between
medical, psychological, and social issues. Moreover, the mentor-mentee dynamic
allows identification and cultivation of specific leadership competencies relevant to
mental health settings. This includes skills such as crisis management, team
collaboration, rapport-building, communication and leadership skills and the ability to
adapt leadership styles to the unique demands of mental health care (Aggar, Shinners,
Penman, Mainey, Kurup, Hallett, Doran & Raddi 2021:2).

As mental health leaders navigate the complex interplay of medical, psychological,
and social factors, mentoring facilitates the multifaceted skill set required for effective
leadership. The nurse leader and mentor are responsible for supporting the mentee in
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adapting to the collaborative structure of patient care and adapting to a leadership
style that suits the mentor.

2.6.4 Job satisfaction and retention rates

Research indicates a positive correlation between mentorship and job satisfaction and
retention rates in mental health clinical settings. The supportive environment created
through mentoring relationships contributes to the mentee's overall job satisfaction,
fostering a sense of belonging and professional fulfilment. Supportive leadership,
participatory management and participatory planning processes positively impact job
satisfaction (Prentice 2022:281; Dziuba, Ingaldi & Zhuravskaya 2020:20). In the high-
stakes and emotionally charged environment of mental health care, where clinicians
are often exposed to challenging and complex cases, job satisfaction becomes a
critical factor in maintaining a resilient and motivated workforce. The mentor's role in
providing support, acknowledging achievements, and offering constructive feedback
contributes significantly to the mentees’ overall satisfaction and well-being. Through
practical and supportive clinical leadership, job satisfaction and retention are
enhanced, and the quality of patient care is improved (Enghiad, Venturato & Ewashen
2022:99).

2.6.5 Quality of patient care

Mentoring in mental health clinical settings directly impacts the quality of patient care.
The mentor-mentee relationship facilitates a transfer of clinical knowledge and a
commitment to patient-centred care and ethical practice. Stanley and Stanley
(2018:173) attested that clinical leaders should be competent to mentor others in
quality nursing practice and care as they are visible in the practice. They influence
others by practising what they preach. Furthermore, the mentor's influence extends
beyond technical skills to encompass the development of a compassionate and
patient-focused approach where quality service and productivity are maintained
(Dziuba et al 2020:21). In mental health settings, where the therapeutic alliance
between clinicians and patients is central to treatment outcomes, mentoring becomes
a vehicle for instilling values of empathy, cultural competence, and ethical decision-

making in the next generation of clinical leaders.
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2.7 CHALLENGES IN CLINICAL LEADERSHIP IN MENTAL HEALTH
SETTINGS

Leaders in mental health care face unique challenges, some of which are deeply
rooted in systemic issues. This section explores the systemic difficulties encountered
by clinical leaders in mental health settings, with a particular focus on the
stigmatisation of mental health issues, insufficient funding, and a shortage of qualified
staff.

2.7.1 Stigmatisation of mental health issues

One of the prominent systemic challenges in mental health clinical leadership is the
pervasive stigmatisation of mental health issues. Despite strides in raising awareness
and promoting mental health advocacy, the societal stigma persists, influencing both
public perception and organisational culture within healthcare settings. This stigma
and lack of empathy can be from self, due to the pressure felt from family members,
community members and health professionals in health facilities (Edwards & Kotera
2021:1123; Valery & Prouteau 2020:1). Clinical leaders, operating within this
stigmatised context, often encounter challenges in making decisions that prioritise
evidence-based practices and patient-centred care. The fear of judgment or
misconceptions about mental health conditions can influence leadership decisions,
potentially hindering the implementation of progressive and practical approaches to
mental health care. Overcoming this systemic challenge requires a concerted effort to

destigmatise mental health issues at both societal and organisational levels.

2.7.2 Insufficient funding

Insufficient funding is a systemic challenge that significantly impacts clinical leadership
in mental health settings. Mental health services often receive less financial support
than other areas of healthcare, despite the increasing recognition of the importance of
mental well-being. Funding for professional development can boost competency in
mentoring for leadership (Mlambo, Silén & McGrath 2021:8). Clinical leaders, tasked
with optimising patient care and ensuring the well-being of their staff, must navigate

these financial constraints.
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Budgetary limitations may impede the recruitment of qualified personnel, hinder the
adoption of advanced technologies, and limit the scope of mental health interventions.
The consequences of insufficient funding are far-reaching, affecting the quality and
accessibility of mental health care, and placing additional strain on clinical leaders to
achieve optimal outcomes with limited resources. Gunawan et al (2023:499) attested
that unit budgeting and planning are essential leadership roles as leaders plan for
human and material resource use. The clinical leader is challenged to conduct unit-
related activities and mentoring, due to insufficient funds making it difficult to appoint
more registered nurses in units, to assist with other work-related activities while

mentoring the upcoming leader.

2.7.3 Shortage of qualified staff

A shortage of qualified staff is a systemic challenge that exacerbates the complexities
of clinical leadership in mental health settings. A practical nurse mentor must juggle
the challenge of a workforce shortage and maintain the mentee’s morale as part of the
characteristics of a clinical nurse mentor (Mollahadi, Nouri & Moradian 2021:262).
Clinical leaders face the daunting task of managing workload distribution, maintaining
quality standards, and ensuring the well-being of both patients and staff in the face of
workforce shortages. The shortage of qualified staff can lead to burnout, increased
stress levels among existing staff, and challenges in delivering timely and
comprehensive mental health care services (Dall'Ora, Ball, Reinius & Griffiths 2020:2).
Strategies to address this systemic challenge involve workforce planning, recruitment
initiatives, and the creation of supportive work environments that enhance staff

retention.

2.8 MENTORING AS A MITIGATING FACTOR

This section explores the role of mentoring as a potential mitigating factor in
addressing these challenges and fostering resilience among clinical leaders. The
following topics are addressed below: addressing the stigma of mental health issues,
fostering a supportive organisational culture, providing professional development
opportunities, and navigating professional networks.
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2.8.1 Addressing stigma of mental health issues

Mentoring relationships create a safe, accepting environment where mentees can
freely express their worries and ask for advice on difficult choices. As a reliable source
of guidance and trusted advisor, the mentor's position can enable mentees to confront
stigmatising behaviours and promote compassionate, inclusive approaches to mental
health. Programmes for mentoring can be critical in reducing the stigma attached to
mental health as the leader will learn assertive ways of protecting mental health care
users from social stigma. Shahwan, Goh, Tan, Ong, Chong and Subramaniam
(2022:1) explained social stigma as negative attitudes that the public has toward those
who have mental illnesses and is aligned with prejudice and discrimination
stereotypes. Even some professionals may suffer from mental health-related illnesses,
causing internal stigmatisation and may be afraid to accept the mentor or mentee role
considering the public and personal stigmatisation attached to mental health (Valery
& Prouteau 2020:1). Bechara Secchin, da Silva Ezequiel, Vitorino, Lucchetti and
Lucchetti (2020:200) added that medical professionals are impacted by mental
discomfort, which also affects their professional development. Mentors, who are
frequently seasoned clinical leaders, can assist their mentees in overcoming the
difficulties presented by social stigma, to gain confidence in decision-making and

problem-solving in mental health clinical settings.

2.8.2 Fostering a supportive organisational culture

Mentoring programmes contribute to developing of a supportive organisational culture,
which is crucial for clinical leaders facing systemic challenges. Through mentorship,
mentees gain insights into effective leadership strategies and learn how to cultivate a
positive and inclusive work environment. A positive organisational culture cultivates
professional development, commitment, excellent performance, and positive attitudes
of mentees which indicates that they are valued (Mlambo et al 2021:9; Chen, Hao,
Ding, Feng, Li & Liang 2019:5).

Observing and learning from mentors who have successfully created supportive
cultures within their teams, mentees are better equipped to implement similar

strategies in their leadership roles. Curado et al (2022:3) posited that peer support can
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promote the mentee’s work function, involvement, and satisfaction. SLT explains that
emotional support plays an important role in the development and progress of a
mentee. This statement supports transformational leadership where focus is on
empowering and creating effective teams through engagement and motivation
(Firmansyah & Saepuloh 2022:299; Collins et al 2020:61).

2.8.3 Providing professional development opportunities

Mentoring programmes offer invaluable professional development opportunities for
clinical leaders in mental health settings. As mentees navigate systemic challenges,
mentors guide them in developing a diverse skill set that goes beyond clinical
expertise. Alexandrou (2021:725) researched professional learning and development
for change, conceptualisation, innovation, and opportunities. The study emphasised
that professional learning development challenges a person to be more flexible and

innovative in approaching development.

Drawing on their own experiences, mentors can provide insights into navigating
bureaucratic structures, advocating for increased funding, and strategically addressing
workforce shortages. Even in challenging times, organisations should prioritise
employees’ personal growth and create initiatives to encourage development
(Yarberry & Sims 2021:245). Professional development programmes must address
intended learning goals and improve outcomes of mentoring for leadership (Hubers,
Endedijk & van Veen 2022:838; Sancar, Atal & Deryakulu 2021:1).

A shared mission between a mentor and mentee and strong leadership skills are
essential for the sustainability of mentoring for leadership in mental health clinical
settings (Romijn, Slot & Lesema 2021:2). By exposing mentees to real-world scenarios
and providing guidance on effective leadership practices, mentors contribute to the
development of clinical leaders who are resilient, adaptable, and well-prepared to
address systemic challenges.
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2.8.4 Navigating professional networks

Clinical leaders in mental health settings must often collaborate with various
stakeholders, including policymakers, advocacy groups, and other healthcare
professionals. Mentors leverage connections to address systemic challenges
effectively. The mentor's role extends beyond individual guidance to facilitating
introductions, sharing resources, and providing insights into the dynamics of
professional relationships within the mental health landscape. Through mentorship,
clinical leaders gain access to a broader support system that enhances their ability to
influence positive change within their organisations and the wider mental health
community. Hagqvist, Oikarainen, Tuomikoski, Juntunen and Mikkonen (2020:2)
maintained enhancing interprofessional education programmes can promote safe and

quality patient care mentoring culture.

New leadership practices and developing new skills require continuous learning from
others. Layden (2023:53) posits that professional peer support and learning-centred
environments are intended to foster supportive, professional networks in mentoring for
leadership. Sarabipour, Hainer, Arslan, de Winde, Furlong, Bielczyk, Jadaviji, Shah
and Davla (2022:1378) indicated different online platforms that can be used such as
the National Research Mentoring Network, Peer Advising Resources, Group Principal
Investigators Network that can be used for mentoring opportunities, though not
specifically for clinical leadership.

29 EVALUATING THE EFFICACY OF CLINICAL LEADERSHIP-MENTORING
MODELS

Assessing the effectiveness of clinical leadership-mentoring models in mental health
settings requires a multifaceted approach, delving into various key performance
indicators and employing diverse research methodologies. This evaluation is crucial
for understanding the impact of mentoring on staff satisfaction, and the overall
leadership competencies and effectiveness of mental health clinical settings.
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2.9.1 Staff satisfaction

Staff satisfaction is a pivotal indicator of the efficacy of clinical leadership-mentoring
models. High satisfaction levels among mentees indicate that the mentoring
relationship positively influences their professional experience. Surveys and
interviews are commonly employed to gather quantitative and qualitative data on staff
satisfaction. Participants are asked about their experiences with mentoring, the
perceived impact on their professional development, and their overall satisfaction with
the mentoring programme (Gorges, Neumann & Stortlander 2022:2; Enghiad et al
2022:99; Davis et al 2022:1967).

Curado et al (2022:2) alluded that supportive leaders bring satisfaction to followers,
and they respond through dedication and positivity in work performance. There is a
positive correlation between mentoring experiences and increased satisfaction levels
among clinical leaders. This indicates that mentoring contributes not only developing

leadership competencies but also to the overall job satisfaction of mentees.

2.9.2 Leadership competencies and effectiveness

Muff et al (2021:276) defined responsible leadership as having a multi-level system
thinking approach to corporate social responsibility, leading innovation, and change,
understanding systems, stakeholder relations and inclusion, innovation, long-term

activation, and a sustainable mindset.

The integration of evidence-based practices is a hallmark of effective clinical
leadership-mentoring models. Assessing the degree to which mentees incorporate
evidence into their decision-making processes involves evaluating their adherence to

established protocols and best practices.

Working collaboratively, interpersonal skills and dynamics, personal characteristics,
team orientation, being an active listener, having knowledge and skills to lead,
personality traits, and being able to engage with others, are competencies that make
mentoring for leadership an effective process (Gilli, Nippa & Knappstein 2023:60;

42



Fotso 2021:570; Dirani, Abadi, Alizadeh, Barhate, Garza, Gunasekara, Ibrahim &
Majzun 2020:385).

Several studies tracked the career progression of mentees and provided insights into
the sustained integration of evidence-based practices over time (Pryce, Deane, Barry
& Keller 2021:45; Skjevik, Boudreau, Ringberg, Schei, Stenfors, Kvernenes & Ofstad
2020:272; Grocutt, Gulseren, Weatherhead & Turner 2022:404; Tolan, McDaniel,
Richardson, Arkin, Augenstern & DuBois 2020:2086). The researchers measured the
lasting impact of the mentoring relationship by comparing the practices of mentees
before and after their participation in mentoring programmes.

210 CLINICAL-LEADERSHIP MODELS IMPLEMENTATION CHALLENGES
AND STRATEGIES

This section outlines the mentoring for clinical leadership models implementation
challenges and strategies. This is not an effortless process considering the dynamics
involved. The challenges are, resistance to change, resource constraints, and lack of
organisational support which are discussed in detail below.

2.10.1 Resistance to change

Resistance to change is a pervasive challenge in healthcare settings, including mental
health clinical environments. Introducing clinical leadership-mentoring models may
face resistance from clinical leaders and organisational stakeholders. Established
routines and practices can be deeply ingrained, making it challenging for individuals
to embrace a new paradigm, especially one that involves changes to leadership
structures and dynamics. Organisational changes produce technical, structural, and
conceptual innovation, to improve the dynamics and bring organisational progress.
Adaptation to change affects individuals differently and the attitudes and behaviours
of individuals may frustrate the purpose of change (Du et al 2020:2; Damawan &
Azizah 2020:49).
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2.10.2 Resource constraints

Resource constraints, both in terms of financial and human resources, present a
significant challenge in implementing mentoring programmes. Allocating time and
personnel for mentorship activities can be difficult in environments where staff are
already stretched thin, and financial resources are limited (Guo, Xiong, Wang, Li,
Wang, Xiao, He, Xiang & Xu 2022:3260). The perceived competition for resources
with other essential aspects of mental health care can hinder the prioritisation of
mentorship initiatives. Providing human and informational resources can relieve the
mentors from having to do ward administrative duties while being delegated the
responsibility to mentor upcoming leaders (Layden 2023:58).

2.10.3 Lack of organisational support

The success of mentoring for clinical leadership models is contingent on solid
organisational support. There is a correlation between organisational support and
employees' feelings about their jobs, such as their willingness or level of job
satisfaction to continue working, as well as additional psychological components of
care, such as happiness and well-being (Churruca, Falkland, Saba, Ellis & Braithwaite
2023:7).

In some instances, the leaders may not fully understand or appreciate the value of
mentoring in enhancing clinical leadership. The absence of a supportive culture may
result in a lack of enthusiasm and commitment from mentors and mentees,
undermining the effectiveness of the mentoring programme. Organisational support
encourages individuals by giving them organisational recognition, which creates
internal motivation, and quality work production (Chen et al 2019:5).

211  POTENTIAL STRATEGIES FOR SUCCESSFUL INTEGRATION AND
IMPLEMENTATION

This section discusses strategies that influence the successful integration and
implementation of mentoring for clinical leadership. These include fostering a culture

of continuous learning, securing leadership buy-in, allocating dedicated resources,
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establishing mentorship training programmes and having ongoing evaluation and
feedback mechanisms. These are discussed in detail below.

2.11.1 Fostering a culture of continuous learning

Overcoming resistance to change within an organisation requires fostering a culture
of constant learning. Clinical leaders are responsible for applying theories and
knowledge learned to support the professional development and constant learning of
upcoming leaders (Amparbeng & Pillay 2021:555). Emphasising the benefits of
mentorship in terms of enhanced professional growth and leadership skill development
might help to generate a positive narrative surrounding the implementation of

mentoring programmes.

Organisations may provide funding for educational initiatives that promote the
advantages of mentoring and ease concerns about disrupting long-standing practices.
In the professional development model, Romijin et al (2021:3) addressed the who, what
and how of professional development where the translation of belief, knowledge and

experience was put into practice for continuous learning.

2.11.2 Securing leadership buy-in

Getting organisational leadership on board for mentoring for clinical leadership is
critical. Leaders must acknowledge mentoring as a calculated investment in cultivating
a proficient and adaptable clinical workforce. Involving the leadership in mentoring
programmes’ planning and design stages guarantees their advocacy and dedication.
Leadership support enhances performance and productivity (Chen et al 2019:11). The
active endorsement and participation of executives in mentoring activities create a
favourable atmosphere within the organisation which leads to high-performing,
satisfied, and committed individuals who value work interpersonal and professional

relationships (Navajas-Romero, Ariza-Montes & Hernandez-Perlines 2020:2).
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2.11.3 Allocating dedicated resources

Resource limitations might be lessened by designating specialised resources for
mentorship programmes. This entails setting time in work schedules for mentoring
activities, offering mentors and mentees training, and dedicating funds to maintain the
programme's infrastructure. Organisations can convey their value for clinical leader
development by allocating resources in a way that shows a commitment to mentorship.
Navajas-Romero et al (2020:3) indicated that availability of resources, turnover,

emotional strain, and exhaustion.

2.11.4 Establishing mentorship training programmes

Organisations should set up mentorship training programmes for mentees and
mentors alike to improve the efficacy of mentoring relationships. These courses
provide participants with the information, abilities, and communication strategies they
need to successfully negotiate the challenges of a mentoring relationship. Leadership
training programmes impact leadership competencies as they increase the leaders'
knowledge of stakeholder-related concerns, patient-centeredness, collaboration,
accountability, cultural competence, communication, and ethical decision-making
(Skjevik et al 2020:275).

Leadership training programmes affect leadership abilities as leaders are taught more
about systems understanding, ethics and values, change and innovation, stakeholder
interactions, and self-awareness—all of which are critical for mentoring in leadership
(Muff et al 2021:281). Wahidin et al (2020:282) noted that attending different trainings,
seminars, workshops, and other leadership-related support activities can be a

component of other training programmes to enhance leadership competencies.

2.11.5 Ongoing evaluation and feedback mechanisms

Continuous evaluation and feedback mechanisms are essential for refining and
adapting mentoring programmes to meet the evolving needs of clinical leaders.
Regular assessments allow organisations to identify areas of improvement, measure

the impact of mentoring on leadership competencies, and make data-driven
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adjustments. Rosser, Edwards, Kwan, Ito, Potter, Hodges and Buckner (2023:282)
confirmed that evaluation of mentoring programmes is of utmost importance as it
increases nurse mentors’ knowledge, skill, attitudes, and organisational readiness,

particularly concerning evidence-based practice.

Feedback can also enhance a sense of relatedness between the mentee and the
mentor, contributing to self-confidence and motivation. Future-focused feedback,
which collaborates the generation of ideas, planning, and problem-solving can
enhance improvement on mentoring for leadership (Ajjawi, Kent, Broadbent, Tai,
Bearman & Boud 2022:1347; Gnepp, Klayman, Wiliamson & Barlas 2020:22).
Feedback is meant to be descriptive, constructive, and non-judgmental during the
mentoring process and evaluation will allow the mentor to compare against set
standards whether the mentoring for leadership role was achieved (Jug, Jiang & Bean
2019:245).

Despite strides in comprehending clinical leadership and mentoring in mental health
settings, significant gaps persist in the existing literature. These gaps warrant attention
as they represent areas where further investigation is essential to advance the
understanding of effective leadership in mental health care. Hagqvist et al (2020:2)
emphasised that culturally competent nurse leaders and healthcare professionals
provide quality care services and maintain excellent leadership roles as they are
responsive to the demands of cultural diversity in health and leadership.

Another underexplored area is the role of technology in mentoring within mental health
clinical settings. Gilli et al (2023:53) attested to the 21st-century leadership skills and
encompassed learning skills, life skills and literacy skills that include information,
media and Information and Communication Technologies. The authors emphasised
the need to prepare the next generation of leaders for future work challenges,
encompassing digital technology skills. Exploring how technological tools can either
enhance or impede the mentorship process is essential for adapting mentoring
practices to the evolving landscape of modern mental health care.

Previous studies provided insights into the immediate effects of mentorship,

understanding how mentorship influences leadership roles, career advancement, and
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job satisfaction over an extended period is vital (Fard, Azadi, Khorshidi, Mozafari,
O'Connor, Budri, Moore & Patton, 2020:1; Smith, Umberfield, Granner, Harris,
Liestenfeltz, Shuman & Smith 2021:1; Buck, Dorrell & Winslow 2023:7; Imran, Rog,
Gallichio & Alston 2021:1).

212 RATIONALE FOR THE CURRENT STUDY

This study intends to add to the body of knowledge by concentrating on developing
and evaluating a mentoring for clinical leadership framework for nurse managers in
mental health clinical settings. The research acknowledges the challenges that clinical
leaders encounter in mental health care and aims to mitigate these by implementing

a customised mentoring framework.

The impact of technology and cultural competence, as well as the changing landscape
of mental health care, are acknowledged in the study. The field of mental health care
is constantly evolving, and clinical leaders need to adapt to the changing technical
breakthroughs while navigating the complexity of diverse cultural contexts and
incorporate technological advancements into their practices. Technology education's
main objective is to increase technological literacy, where individuals can create and
assess their knowledge of technological systems and solutions, products, and trends,
giving a thorough understanding of how and why things are done (Hubers et al
2022:828).

Effective leadership in mental health care requires cultural competence, and it is
crucial to comprehend how mentoring can improve cultural competency. Delivering
fair treatment and effective leadership in a variety of mental health settings requires
an inclusive and culturally aware approach. The study aims to provide leaders with
valuable techniques to negotiate the intersectionality of cultural competence and
clinical leadership by addressing this part of the mentoring for clinical leadership
framework. Cultural competence brings improvement, awareness, and continuous
acquisition of skills, knowledge, and sensitivity towards diverse cultural contexts for
adopting appropriate attitudes and health interventions (Lin, Guo, Chen, Liao & Chang
2021:2). Leaders need to adjust to the revolutionary changes brought about
incorporating technology into mental health treatment. The study recognises that an
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inclusive and culturally sensitive approach is essential for providing equitable care and
effective leadership in diverse mental health settings. By addressing this aspect in the
mentoring for clinical leadership framework, the study aims to contribute practical
strategies for leaders to navigate the intersectionality of cultural competence and
clinical leadership.

The study aims to close the information gap about the use of technology in mentoring
in mental clinical settings, which is acknowledged. For a framework to be developed
that is in line with the current state of mental health treatment, it is imperative to
comprehend how technology can either help or hurt mentoring relationships. The study
offers suggestions on how mentoring programmes might best use technology to

support the development of leaders.

213 SUMMARY

The reviewed literature comprehensively explored clinical leadership and mentoring in
mental health clinical settings. Discussions were outlined regarding the theoretical
underpinnings, variety of leadership philosophies, and critical functions of mentoring
in developing successful clinical leaders.

The literature review in this chapter highlighted mentoring in the clinical setting. Most
of the mentoring articles were based on qualitative studies and systematic reviews on
students and mentors in the clinical learning environment and mentoring in
academia/higher education and diverse academic disciplines. Few articles were on
graduated professional nurses. The next chapter will outline the research design and
method.
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CHAPTER 3
RESEARCH DESIGN AND METHODS

3.1 INTRODUCTION

This chapter aims to explain the research design and methods used to meet the
research objectives in Chapter 1. A research design acts as a plan or blueprint for
conducting a study (LoBiondo-Wood & Haber 2018:510; Gray & Grove 2021:234). The
methods and materials are presented in three distinct phases (refer to Figure 3.1) as

outlined below:

RESEARCH METHODS AND MATERIALS

| [ ]
PHASE 3: FRAMEWORK EVALUATION AND
VALIDATION
PHASE 2: DEVELOPMENT ) .
PHASE 1: SITUATIONAL OF FRAMEWORK Evall(l:ar:,lon C(;It;rla as ?;%%%ied by
ANALYSIS . . in and Kramer :
o Six kg’fj comp%ré%rgi g?'CKOﬁ Transparency, simplicity,
Qualitatitive Approach Ges 1197) — | generalization, accessibility, and
Context: Gauteng Province Agent importance
Focus group interviews Recipient Checklist.
Participants n=27 Context Participants n=6
Thematic data analysis Dynamic
Four main themes Process
Terminal Validation: Face and content

— validity
Panel of experts n=6
Supervisor n=1

Figure 3.1: Overview of the research design and materials

3.2 PHASE ONE: SITUATIONAL ANALYSIS

In the first phase, a qualitative research approach was employed to explore and
describe the mentoring for leadership opportunities and challenges that novice and
established clinical nurse leaders face and to identify the mentoring for leadership
characteristics of a clinical nurse leader in a mental health setting. The qualitative

approach refers to research that seeks to understand human experiences,
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perceptions, and social processes that are unfolding in different individuals’ life
contexts relating to circumstances, experiences, and values (Jo-Brown 2018:39).

In the qualitative research approach, experiences, cultures, social processes, and
individual perspectives are described, and complex interpretive practices are
embraced and understood in their terms to formulate and find meaning and
interpretations and make sense of the worldviews (Gray & Grove 2021:91; LoBiondo-
Wood & Haber 2018:111). Qualitative research studies are conducted in natural
environments to understand the views of those who are more knowledgeable about
the phenomenon and is more concerned with meaning, human experiences,
understanding from the viewpoint of a participant and discovering new knowledge
(Brink & van Rensburg 2022:122; Grove & Gray 2023:63). The qualitative approach
was conducted through the grounded theory design described in the next section.

3.2.1 Grounded theory design

Grounded theory design involves systematic guidelines for gathering and analysing
data to develop a new theory or model. Charmaz (2017:3) advocated that grounded
theory be viewed as a constructivist theory as it generated its theory from actions,
interactions, and interrelation of categories of information based on data collected from
participants (Polit & Beck 2021:481). In the process of data collection, the researcher
needs to be careful not to influence the information given by participants and should
make appropriate application of the findings for the development of a new theory.

It is in the process of data collection or interviewing that reflexivity plays a vital role,
where the researcher needs to introspect and do self-awareness and examinations
relating to data collection and analysis to avoid biases (Gray & Grove 2021:821). In
reflexivity, the researcher needs to explore and consider the researcher's influence on
participants' understanding of the research under study, own values of the research
under study, and be self-aware of the conscious and unconscious influence of the
study. Reflexivity also entails an act of self-reference where the researcher bends back
and is affected by the phenomena under investigation (Tomaselli 2018:144). The
researcher ensured that participants could give their views regarding the topic under

study without influencing or interfering during interviews. The researcher can,
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however, acknowledge being touched by the perspectives shared by participants,

given her own experiences with the same occurrences.

Grounded theory design embraces a process of how the researcher can give a holistic
account of how participants interpret or experience phenomena and, in the process of
analysing the data, reveal insights that can be used in developing a new theory or
model. Creswell and Poth (2018:163) outlined the following aspects as the defining

features of grounded theory:

e Concurrent participation in both data gathering and analysis.

e Creating analytic codes and categories based on the gathered data.

e Conducting comparisons at every stage of data analysis.

e Enhancing theory development throughout the process of data collection and
analysis.

e Memo writing provides detailed explanations of categories, establishes
relationships between categories, and highlights gaps.

e Sampling is focused on constructing theories rather than achieving population
representativeness.

e Performing a literature review after the completion of an independent analysis of

data.

3.2.2 Research context (natural setting)

In qualitative research, data are collected where participants experienced the problem
under study. This assists the researcher in gathering information by talking directly or
face-to-face with participants and observing participants' behaviour within that context.
The researcher can observe and understand the participants’ value within a
comfortable, familiar, and natural space (LoBiondo-Wood & Haber 2018:93; Polit &
Beck 2021:794). In this study, the researcher interviewed the participants regarding
clinical leadership and mentoring within their own working space, which was the two
mental health healthcare institutions in Gauteng Province, South Africa.
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3.2.3 Population and sampling

The following section outlines the current study’s population and sampling process.

3.2.3.1 Population

Gray and Grove (2021:411) define a target population as the complete people meeting
the sampling criteria. Researchers may not have access to the target population;
hence an accessible population is considered. This population is a portion of the target
population that the researcher can access reasonably and has typical characteristics
(Gray & Grove 2021:804; Jo-Brown 2018:64; LoBiondo-Wood & Haber 2018:213). The
researcher is interested in a group referred to as a population from which the
researchers’ sample can be selected as they meet the criteria for the research study
(Brink & van Rensburg 2022:140)).

The study population in this research was operational managers and assistant
managers of two public mental health care institutions in Gauteng Province. The total
population was fifty-six (56) individuals. From this total, nineteen (19) were assistant
nursing managers and thirty-seven (37) were operational nursing managers. Both
institutions had male and female participants, who differed in age and work
experience. The reason for selecting the two categories was that the two groups
shared managerial responsibilities. Both interacted with each other relating to clinical

leadership and mentoring and were accessible.

3.2.3.2 Sampling

Sampling is a process of selecting a specific group or element from an entire
population. A sample forms a subset, or fraction of a larger part, a small part of the
population that the researcher is interested in researching (Strydom 2021:228;
LoBiondo-Wood & Haber 2018:215). Purposive sampling was relevant for the study.
In purposive sampling, the researcher selects participants who are conversant and
most informed about an area of study (Polit & Beck 2021:799). The operational and

a