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Portfolio Guidance

Please read these notes carefully. They provide essential information. The documents you will use in developing your portfolio are on the following pages.

What is the portfolio for?

The purpose of this portfolio is to enable learners to demonstrate and provide evidence of how they meet the learning outcomes set by the Social Care Wales, for the Consolidation programme, including:

· Applying analysis in assessment to inform intervention;
· Intervention and application of professional judgement in increasingly complex situations;
· Working collaboratively with service users, carers and other professionals.

Learner and employer learning agreement

At Section 9 of the Portfolio, you will find a blank copy of a learning agreement that you need to read, discuss and agree with your mentor, manager and training manager/coordinator. Once the agreement has been signed replace it in Section 9 of the portfolio. 

How should the Portfolio be presented?

The material you write to include in the portfolio must be typed. Information about this can be found in the Programme Handbook. The whole portfolio must be submitted electronically. Portfolios must be complete at the point of submission. 

All assessment materials may be submitted and assessed in English, Welsh, or a combination of Welsh and English. Your work will be marked by a suitably qualified assessor from another Authority. Submissions through the medium of Welsh will be treated no less favourably than written work submitted in English.


How is the Portfolio assessed?

During the programme, advice and support about the development of your portfolio will be provided as part of four, mandatory Consolidation workshops, and by your mentor. Feedback on all aspects of the work you are undertaking to develop the portfolio will be provided as part of these workshops. Neither your mentor nor training staff you may have seen as part of the Consolidation workshops will be involved in marking your portfolio after submission. Portfolios are marked by appropriately qualified staff outside of your own employing organisation.

Dates of portfolio submission will normally be made available at induction, at consolidation workshop meetings and posted on Moodle.


Confidentiality

It is important that no individual can be identified either directly or indirectly from the information in the portfolio. You must:

· adhere to guidance in the Programme Handbook about confidentiality;
· not identify your Local Authority/employer by name or by associating any geographical, physical or other feature which might enable it to be identified. This includes reference in the bibliography to policies e.g. please use ‘xxx authority policy’;
· not identify any individual using services, their family or carers by name. Instead you must use numbers e.g. 1, 2, 3 etc. and not letters;
· not write information that enables any individual using services, their family or carers to be identified indirectly through the description you provide. This includes references to names, colleagues, places (including hospitals, schools, town, villages, streets) specific incidents which might enable identification due to past publicity, other professionals or any other personal information including medical or other conditions;
· take personal responsibility for adhering to confidentiality rules. Although consolidation workshops and feedback about your portfolio will provide guidance and feedback, it is the learner’s responsibility to ensure the portfolio adheres to the confidentiality requirements stated in the handbook and above.

Remember that the Portfolio is YOUR responsibility you must not rely on anyone else to pick up any confidentiality breaches as this is your work. You must accept full responsibility for confidentiality. Meeting all the confidentiality requirements is very important. Breaches of the confidentiality rules may incur a penalty including a deduction of marks or a fail, please see handbook for details.   


Dyslexia and other special circumstances

If you have any condition that you feel may affect your ability to deal with any part of the programme, please contact your training department immediately to discuss any additional support that may be needed. The University has a Student Services Unit that may be able to help but it is the learner’s individual responsibility to contact them. 



Section 1


Graduate Certificate in Consolidation of Social Work Practice - Learner Portfolio 


Guidance: 

· Your portfolio must contain items 1 - 9 below (in the order given);
· You should use this pro-forma to insert your text within each section; 
· Please make sure the Signatures page at Section 8 is fully completed before submission  
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Section 2

Developmental review (a)

Guidance: This section should be completed by taking into account the work that you will have done since qualifying, and discussions with your mentor and supervisor/line manager as part of your First Three Years of Practice Individual Plan.

	Based on your experience in practice identify and justify your agreed learning needs for the following outcomes:

· Working Collaboratively with service users & carers  
           Working Collaboratively with Other Professionals
· Applying analysis in assessment to inform interventions
· Intervention and application of professional judgement in increasingly complex situations

500 words (+/- 10%: include your actual word count at the end of each section)




My first year in practice was within a frontline children’s assessment team situated within a densely populated urban town. The team required an array of interpersonal, organisational and communication skills to assess risk and care plan for vulnerable children, collaborating with their families and other professionals, identifying their outcomes and support individual needs. The Signs of Safety (SOS) Approach, developed by Andrew Turnell (1999) was being rooted within practice at time of qualifying; this inclusive strengths-based approach focused upon building positive partnerships with parents, their family networks, friends and professionals to build safety plans, alleviating risk (Chapman & Field, 2007). I identified my lack of experience and skills in adopting this creative approach within a fast-paced, time restricted team; I worried that building relationships with families was limited due to strict timescales and feared that focusing upon strengths minimised risk, obscuring a clear analysis within my assessments. To meet this learning objective it was agreed that I attend the specialist three day SOS training and dedicate time within my formal supervision to reflect upon developing these skills, specifically looking at the use of scaling questions as a measuring tool to aid risk analysis. As I learn best through observation, I also needed to shadow colleagues in practice to observe their use of questioning methods, direct work with children and motivational interview techniques to facilitate this partnership working when collating information timely. 
As we worked in a multi-disciplinary arena, liaising with outside professionals who were supporting children and their families, respecting their expert knowledge in their field of training when gathering their concerns and understanding their involvement was crucial. I found the “good enough care” standard which underpinned our assessments subjective and ambiguous which could blur other professional’s expectations of risk management which could increase professional disagreement. I felt vulnerable and lacked confidence when challenging other professionals, given my lack of experience. It was highlighted as a learning need that I had to increase my understanding of legislation through researching and reading, embedding this within my practice, using this as my evidence base for professional decisions. It was also agreed that networking, through training sessions open to various professionals allowed for communication exchange across professional specialism and an opportunity to build open working relationships to strengthen collaborative working.
Another identified learning outcome was to strengthen my multi-faceted written skills for varying settings; whilst the SOS approach supported the use of language understandable for families, I needed to develop my use of language and formal written skills appropriate for Court, providing my professional judgement in a factual, evidence-based way constructed from direct work sessions, observations and information from those supporting the family. I needed to attend Court Room Skills training and it was agreed to utilise informal supervision and peer discussions for advice, guidance and previous case experiences as well as working closely with our legal department to obtain feedback and direction with this altered way of writing.
Over the next year I feel that my time management and organisational skills will need developing for managing an increasing, complex caseload with increased responsibilities I now hold. I will utilise formal supervision as an arena to reflect on my knowledge, skills and professional confidence to best support the children and families I work with.
Following this review, I now practice in a CMHT.
Word count: 550 words.


Section 3

Observation from an individual using services, their family and carers

[bookmark: _GoBack]Guidance: A learner must choose an observation of direct social work practice with an individual using services, families and carers, and record it on the following pro-forma. The observation cannot be from giving evidence in court, contributing to strategy group meetings, case conferences or tribunals or any other indirect activity. The permission of the individual using services, their families and/or their carers must be sought before the observation is undertaken. The observation must be undertaken by an observer who is social work qualified and has at least 3 years experience (criteria set out in the Programme Handbook). The observation must be a minimum of 30 minutes long. The observer will gain feedback from the individual using services, their families and/or their carers using the pro forma below at the end of the visit.  

Although the learner can choose to use the proforma provided for gathering feedback, they are encouraged to make this as in-depth as possible, and to use a range of ways to gather it, depending on age, ability, and the needs of the individuals using services, their families or carers.

In completing this section, you should watch the 4 video clips of ‘More than just words’ on Moodle as these should help you think about your own experiences and to reflect on why language should be an integral part of assessment and service provision.

Observation Summary 

Please include name of the expert witness observing in section 8.

Date of observation:  _ _ _ _ _ _ _ _ _ _ _ _10th December 2019  _ 

To be completed by learner 

	Set out the social work objectives and give a brief description of the situation including geographical and legislative contexts and any relevant cultural, ethnicity and language issues.  

300 words (+/- 10%: include your actual word count at the end of each section)






This observation involved SU2, a 55-year-old male diagnosed with treatment resistant Schizophrenia. He resides in the South Wales area where there are high levels of deprivation, an increasing aging population and a small acute inpatient psychiatric unit, pressurised with bed availability due to the vast area it covers.  

The antecedence for SU2’s presenting symptoms of mental distress arose following breakdown of his marriage, loss of job and a non-fault road traffic accident in the late 1990’s. This placed him under significant emotional strain, resulting in two previous informal admissions under the Mental Health Act (MHA) 1983 (amended 2007) followed by a period of support from the CMHT, discharged in 2015, however became lost to medical CMHT follow-up. Due to non-concordance with psychotropic medication he experienced delusions of grandiose and paranoid beliefs, self-neglecting, refusing to eat and drink due to fears he was being poisoned, barricading himself within his home, verbally threatening his elderly parents. As SU2 was considered a risk to himself and others, the G.P requested a formal MHA Assessment. The Approved Mental Health Practitioner obtained a section 135(1) warrant from the Magistrate’s Court, gaining access to SU2’s home. He was assessed and admitted to the acute psychiatric unit under section 2 of the MHA 1983, consequently discharged off this section as he consented to remaining informally, preventing eligiblity for 117 Aftercare status under the MHA 1983. 

As SU2 was only partially responsive to treatment, the ward referred him into the CMHT; following initial assessment he was deemed a “relevant patient” for support under Part 2 of Mental Health (Wales) Measure 2010 he was appointed myself as Care Coordinator and within 6 weeks of allocation, we formulated his Care and Treatment Plan (CTP) to assist with his recovery outcomes. Within this CTP SU2 reiterated his request to use the English language and identified as White Welsh. 

This was a direct observation at the initial medical outpatients appointment with the Community Consultant Psychiatrist and 6 week review of CTP. 

Word Count: 329 words.








	Critically reflect on your communication methods and skills during the observation including how you identified whether you had the necessary communication skills to work with the individual using services, their family or carers.  Show how you adhered to social work values using a person-centred approach, Code of Professional Practice for Social Care Workers, culturally sensitive practice, language needs including the “Active Offer” principle, and ethical practice.

1300 (+/- 10%: include your actual word count at the end of each section)



Under Part 2 of the Mental Health Wales Measure 2010, SU2 was appointed a Care-Coordinator to identify his individual recovery outcomes through formulating a Care and Treatment Plan (CTP). This legal document fosters a holistic, recovery focused plan outlining an individual’s wellbeing goals under 7 domains, details professional’s roles and duties alongside these outcomes and provides a crisis management plan. Prior to the observation I had completed several visits to SU2 to co-produce his CTP, which he signed and agreed. I feel these visits provided opportunities to build my relationship with SU2, gathering his thoughts, feelings and the insight he held regarding his fixed delusional beliefs. I became confident in assessing his mood via non-verbal communication, such as fixed eye-contact or blank stare, as well as verbal communication; deflecting the conversation or repeating false accusations as fixed beliefs. I have always maintained transparency with SU2 during my involvement to uphold trust and confidence embedded in the Code of Practice (Social Care Wales, 2017). Challenging delusional beliefs can promote honesty, but conversely damage the therapeutic working relationship (Zagrilli et al, 2014). In light of this, I sensitively explored the rationale behind particular delusional beliefs SU2 holds, respectfully challenging these with evidence prior to the Out-Patients Appointment (OPA) as I was concerned SU2 was at risk of ridicule in the community as he believed a neighbour was his famous celebrity wife. Reflecting ‘on action’ through Schon’s (1984) theory, SU2 appeared perplexed in his body language, thanking me that I had been truthful, but withdrew his proximity away from me where we sat, stating that he would not discuss this with the psychiatrist as they would believe he was “mad”. I felt conflicted; positively, this open discussion provided SU2 with tangible evidence to challenge these beliefs, protecting him from ridicule, but negatively feared he would not have been open and honest in the OPA through fear of stigmatisation. In future, I believe challenging these delusions will need thorough evaluation on the distress and reservations SU2 may have in being open and honest.  
Prior to the observation, I spoke with the Consultant Psychiatrist to relay my concerns around SU2’s possible reservations which could affect a thorough medical assessment, ensuring collaborative information sharing as enshrined within the SWBWA 2014. SU2 declined to have his parents present during the OPA and I had to respect this; I reflect positively, that following this appointment SU2 gave consent for me to provide them with a verbal handover. I feel this reassured both myself and SU2’s parents, promoting inclusiveness as they are his continual support network, outside of my working hours, yet respecting his request, promoting SU2’s independence and the power he holds to request confidentiality of his personal data enshrined within the Data Protection Act 2018 and the Human Rights Act 1998, Article 8.
When previously collating information for the CTP, I had facilitated the ‘Active Offer’ of the Welsh language which was declined; although SU2 had attended a Welsh speaking primary school, his language preference was English. The Welsh Language Act 1996 ensures that individuals are offered services through their preferred means of communication and I reflect that within mental health, this is vital to have thorough information exchange to direct intervention and ensure an individual has their voice heard. I reflected ‘in action’ that offering this again could become confusing and raise SU2’s suspicions that I had not previously listened to his language preferences which could risk damaging the trust he had in my ability to retain important information, so this was not offered in observation. Moving forwards, I will regularly review SU2’s training outcomes in his CTP and explore his requests for Welsh language classes, as I note this was apart of his childhood development and identity. 
This observation was SU2’s first meeting with this consultant psychiatrist and I was mindful that he had already verbalised anxieties about a prejudiced view of being ‘mad’ resulting from delusional beliefs. Morrissey and Callaghan (2011) appreciate the fundamental importance of understanding the stigma that is attached to mental illness is through self-awareness; upon analysing this observation I remain mindful of the negative assumptions that are attached to a clinical diagnosis and power we hold as professionals. In future I want to complete my Approved Mental Health Practitioner Training; I feel apprehensive this could alter individual’s engagement and the trust they have in me through fear I will be apart of formal detention which is an oppressive and liberty-depriving power I will hold. 
To acknowledge what is important to SU2, I employed Unconditional Positive Regard (Rogers, 2003) ensuring he had the opportunity to relay his story, symptoms and difficulties to our Psychiatrist. By employing these listening skills, I analysed and assessed ‘in action’ whether SU2 was withholding information and assessed his body language to measure his engagement and guardedness. Observing body language and non-verbal communication was crucial; SU2 fixed his stare, moved backwards in his seat and became withdrawn and silent when questioned about his grandiose delusions. I analysed ‘in action’ that SU2 was becoming guarded and closed; I felt awkward during this silence, wanting to interject, feeling overprotective about SU2, wanting to reduce the distress he faced when these fixed beliefs are directly challenged, aware of his fears of being labelled ‘mad’. Reflecting on action, I feel confident that I did the right thing in not speaking on his behalf as this would distort our consultant’s assessment and possibly create SU2’s co-dependence on me, compromising his individuality.
Within the OPA, our consultant used closed-ended questions when asking SU2 about his use of alcohol, substances and financial situation. Koprowska (2014) states that direct questioning provides a clear, quick response, however I felt the need to sensitively intervene, to prompt SU2 to elaborate further on his current alcohol usage and the actions that had been completed regarding Appointeeship, as he lacked capacity regarding finances following assessment under the Mental Capacity Act 2005. I understand I could be seen as domineering by intervening, but feel that using open ended questions gave the opportunity to empower SU2 and direct self-help (Lishman, 1994); I could therefore thoroughly analyse his understanding of the Court Deputy Application for the Local Authority to manage his finances. This prompting also ensured a comprehensive information exchange with our consultant regarding SU2’s increased use of alcohol, which reduces the effectiveness of medication, and exasperate his mental health symptoms. I reflect on my own anxieties that I want to ensure this clear exchange of information, so those involved with the care of SU2 are aware of the risks he is taking, conflicted but respecting that capacity is decision specific and therefore should he wish to drink alcohol, he has the right to make risky decisions, upholding the Code of Practice, Code 3 (Social Care Wales, 2017). In future I will reinforce the advice regarding alcohol consumption provided by the Consultant so SU2 can see we work collaboratively and continue to educate him on the risks he is taking. 
During the OPA, I articulated SU2’s view to remain on his current medication; I confidently feel this allowed SU2 to see I acknowledged his positive progress and I was working collaboratively with him to advocate his views. I remain sceptical that I may not always be able to corroborate with his views on medication should he become unwell, non-compliant and resist treatment. As he is not subject to a Community Treatment Order under s.17A of the MHA 1983, my discussions with SU2 will continue to reinforce the importance of concordance with medication so he is not subjected to formal detention under the MHA 1983 in the future. I am also mindful that my previous experiences in children’s services have developed a professional curiosity regarding disguised compliance which SU2 could present with, given his historical non-compliance with medication. Shenaar–Golan and Gutman (2013) describe this curiosity as a communication skill to explore and understand, opposed to accepting information at face-value, encompassing a holistic approach using explorative questioning, which, I will continue to embed in practice.  
Following the OPA, I reviewed the outcomes that SU2 and I had formulated in his CTP. This reinforced the importance of the Social Model approach incorporating the social environment to achieve SU2’s goals and independence (Oliver, 1983). In conclusion, I feel that using clarifying questions and identifying my role and duties, and summarising SU2’s views reassured him we co-produced his CTP, reducing any power dynamic. This verbal exchange gave SU2 opportunity to make changes to his outcomes and I feel comforted he had his voice heard as I am wary of the oppression those with disabilities can experience. 

Word Count: 1,430.


Feedback and comments from an individual using services, their family or carers

This section of the Observation should not be done in the presence of the learner.

Some or all of these questions may be used by the observer (who should re-phrase and add explanations and prompts as required). Alternatively, the learner is able to design their own method of obtaining information for the Observer to use if this is more suited to the needs of the individual. The observer should record responses below or by using the alternative method from the individual using services, their family or carers.

Before asking the questions, the observer must explain to the individual using services that their comments will be shared with the learner. It may be useful to explain that it is used as a learning tool for the learner to develop their own practice. 

If the observer is unable to gain feedback, they should briefly say why.

	Was the social worker on time?  Or if delayed did he or she contact you?

	

	Did the social worker get your permission in advance for the observer to be present? 
Did they explain why they were being observed?

	

	Were you clear why the social worker met with you today?

	

	How well prepared do you think, the social worker was for his or her meeting with you?

	

	  How has the social worker listened to you and respected your views and wishes?

	

	Did the social worker talk to you in a way that you understood?
Did you understand the language they used?

	




	How has the social worker’s involvement met your expectations for this visit?

	

	Are there any other comments or suggestions that you would like to make?
	




If the observer is unable to gain feedback, they should briefly say why.

	Was the social worker on time?  Or if delayed did he or she contact you?

	SU2 stated that throughout her involvement with him and his family to date Abigail has been punctual and always arrives on time. This included discharge planning meetings/ Care and Treatment (CTP) meeting at the acute mental health unit and planned routine visits within the community. SU2 mentioned on one occasion when she was running late she contacted him in advance and described Abigail’s ongoing communication as being of a very high standard. 

	Did the social worker get your permission in advance for the observer to be present? 
Did they explain why they were being observed?

	SU2 confirmed that Abigail had sought his permission for the observer to be present at the medical outpatients appointment/CPT review for her to be able to demonstrate continued professional development as part of the Care Council for Wales' Continuing Professional Education and Learning Framework (CPEL). Moreover SU2 stated he was happy to share his own personal experience to assist in Abigail’s learning and development as a specialist Community mental health social worker. Although SU2 and the observer had previous acquaintance he felt that Abigail appropriately introduced him to the Consultant Psychiatrist and observer offering reassurance that any personal information provided would remain anonymous and treated in the strictest of confidence.  

	Were you clear why the social worker met with you today?

	SU2 informed the observer that Abigail had meet with him last week in advance of today’s scheduled clinical outpatient’s appointment/CTP review meeting to offer him reassurance about the process and to go through the Care and Treatment plan and Crisis contingency plan with him. He felt that Abigail’s attention to detail was important in focussing his thoughts, which enabled him increased participation to express his own views and ideas about the support he needs and ongoing treatment.

	How well prepared do you think, the social worker was for his or her meeting with you?

	SU2 reported that Abigail is always prepared in advance of any planned intervention. He highlighted that he has been appointed several other social workers to oversee his care in the past and reported Abigail presents as very favourable. Moreover SU2 considers Abigail as being a very skilled and her job, is very motivated and someone who demonstrates significant compassion and empathy. During our conversation, SU2 mentioned Abigail has spoken to him about some of his fixed beliefs “ in a tactful and diplomatic manner”. He also felt she is “clear thinking” in terms of her practice and said “she was going places”. 

	  How has the social worker listened to you and respected your views and wishes?

	SU2 stated that both within today’s medical outpatients appointment/ CTP review and throughout her ongoing involvement with his care Abigail has continuously demonstrated a very high standard of empathy for and professionalism in terms of supporting his ongoing recovery. He feels that Abigail is happy to support him and his parents with any area that he asks for assistance with. e.g. contacting his gas and electric provider, telephone company due to a fault on the line and assisting him to claim personal independence payments. SU2 said Abigail listens to his views and “he has set his own goals” around his interest in music, oil and water colour painting which he enjoys and his desire to have a “happy and easy life”. This in turn is reflected in her Care and Treatment Plan and crisis contingency plan which he has been actively involved.

	Did the social worker talk to you in a way that you understood?
Did you understand the language they used?

	SU2 informed the observer that Abigail always presents herself in a relaxed open manner which inspires confidence. He stated she is an effective communicator and is someone who does not make promises she is unable to deliver. Whilst SU2 continues to express delusional ideas he feels he is able to speak openly about this mental health and any underlying concerns he may have without feeling he was being judged in any way. 






	How has the social worker’s involvement met your expectations for this visit?

	SU2 stated that Abigail’s involvement has more that met his expectation. Additionally he mentioned that he is very grateful with the support he has received from in-patient care services and the ongoing support from Abigail in his own home within the community. 

	Are there any other comments or suggestions that you would like to make?
	SU2 does not feel that Abigail could improve on anything she is not already doing for him and “is well on the game”. He expressed gratitude to Abigail, acute inpatient care and members of the multi-disciplinary team, for helping him to get his life back on track. As a consequence of this intervention he has started to re-build his relationship with his parents, brother and members of his wider family. SU2 reported that his parents had taken his out shopping to a retail outlet which he described as a “wonderful place” and he was spending Christmas day with his parents and wider family. 

After seeking SU2’s permission the observer also contacted his primary carers views in relation to Abigail’s ongoing involvement. They concur with SU2’s views around the effectiveness of the intervention and the fact she has made herself readily available to address any concerns they may have.  They reported Abigail has a genuine understanding of their son’s needs and delighted with progress that is being made. 



 


































Section 4 

Safeguarding and working in complex situations – Case Study

	Complete a critically reflective case study based on an assessment, undertaken with others (in your own area of work) concerning the safeguarding of either an adult or a child. Demonstrate how the case relates to safeguarding legislation and your Safeguarding Boards safeguarding policies, strategies and procedures. Ensure that you cover the learning outcomes, National Occupational Standards, legislation (domestic and international), the specific dimensions of working in Wales and relevant social work theories. Please find list of learning outcomes in the handbook 

4000 words (+/- 10%: include your actual word count at the end of each section)



Safeguarding and protecting the vulnerable is at the centre of social work practice. In order to have clear structure and guidance for safeguarding, legislation and policies are embedded in practice to offer protection, consistency, accountability and clarity for all involved as safeguarding is ‘everyone’s business’ as enshrined within the Social Services Wellbeing Wales Act (SSWBWA) 2014.

Overarching child protection legislation in the UK has appeared reactive and historically developed following failings and serious case reviews, habitually resulting from the death of a child (Munroe, 2011). Although the prevailing Children Act (CA) 1989 amended 2004 directs child protection legislation, there have been huge advancements with the Welsh Government’s devolved powers in Wales with the creation of the SSWBWA 2014, strengthening safeguarding under Part 7. Within Wales, we are also governed by the All Wales Child Protection Procedures (AWCPP) 2008 which inform Local and Regional Safeguarding Children Boards across Wales as to how referrals, interventions and outcomes are directed to those at risk of significant harm. With this in mind, I aim to reflect on the legislative duties and responsibilities I held in regards to a specific case I worked during my time within a frontline child protection assessment team using Gibbs model of reflection, incorporating Schon’s theory ‘in’ and ‘on’ action (Gibbs 1988; Schon 1984).

The team in which I worked are directed under section 21 of the SSWBWA 2014 to carry out Assessments of Care and Support (ACAS) following referrals of concerns from a multitude of professionals, families themselves and the general public. This duty overrides section 17 of the CA 1989. The child needs to be seen within 7 working days to ascertain their wishes and feelings and assessments need to be completed within 42 working days, directing individual outcomes and the ongoing or withdrawal of services. This fast paced environment ensures that help and support is timely and responsive to risk, aiming to reduce co-dependency on the department, increase family’s resilience and empower them to recognise their own strengths.
I was allocated family 1 for an ACAS following a referral requesting respite support for Mum and her three young children 2, 3 and 4 (8, 7 and 5 years). Mum originated from Scotland, had grown up in the care system which subsequently isolated and limited her support network within the densely populated Welsh town she now resided within, which was identified as being an area of high deprivation, low employment with recent links to County Lines drugs (National Crime Agency, 2020). Mum was also an ex-heroin user and had two adult children who resided with their respective paternal families during their childhoods due to the concerns that Mum was unable to care for them safely. The case was unusual, as the referral was requiring non Looked After Child (LAC) Respite; Mum had a rare form of Cancer and needed to attend a specialist hospital for intermittent treatment, therefore there were times the children needed respite from foster carers through a consensual arrangement between the Local Authority (LA) and Mum. The Signs of Safety (SOS) approach creatively looks at identifying a family’s support network at achieving change and outcomes, though its drawbacks are engaging and mobilising the wider family (Cascade, 2018). In this instance, this inclusive approach was challenging due to the lack of social support that Mum had; the children weren’t having contact with their father due to drug-misuse and therefore empowering Mum was compromised as she was dependent on the department to provide this respite provision. 

The 42 day assessment was undertaken and I visited the family on several occasions to gather their thoughts, wishes and feelings. I utilised the Active Offer, ensuring the family were offered the assessment through the Welsh Language, however this was declined and their request for assessment made in English. I used the SOS mapping tool; what’re we worried about? What’s working well? What needs to change? This was incorporated into my direct work with the children in order to gather their individual views. Upon reflection, I recall having desperate feelings of sadness towards Mum; she was alone and had to comprehend her diagnosis of cancer, possibly using the loss of her sight due to this and the concern she had about the children having to stay with strangers, albeit registered foster carers. I used a strengths-based approach, recognised by Xie (2013) as facilitating individual’s recognition of their unique abilities to overcome certain issues. This identified the positives in Mum’s life, given the stress, uncertainty and negative feelings she harboured due to her current situation. I analysed ‘on action’ as this allowed me to gauge Mum’s mood and her outlook on her situation. As individual’s problems aren’t seen in isolation, I employed the Person-Centred-Approach to practice, using empathy and Unconditional Positive Regard (UPR) in accepting both the negative and positive experiences that Mum had without judgement, minimising oppression and discrimination that Mum could feel due to her history of substance misuse (Rogers, 2003). I felt that employing this approach provided Mum with an open arena, allowed me to understand what her triggers and traumas had been when misusing in the past and facilitated an open relationship, given her feelings on social workers, based on her negative experiences in care during her childhood. I reflected ‘in’ action on how difficult it was to remain neutral with my physical expression when Mum was discussing her past and her current fears due to her health needs, given how emotive this was. She had lost the feeling in one of her hands from injecting heroin intravenously and reflected on how ashamed she was by her decisions to do so. I empathised as I appreciated that her upbringing was turbulent, observing her own parents misusing substances before being removed and subject to a full Care order under Section 31 and Section 33 of the CA 1989 and placed in long term foster care. I felt my own values were challenged; it is easy for society and individual’s to judge that Mum, an adult, had made historical decisions to take risks and misuse substances, appreciating the Code of Ethics for individual’s self-determination and rights to make individual decisions without judgement (BASW, 2012) but I felt conflicted that I couldn’t accept this as it would significantly place her children at risk should she relapse. Moving forwards, I appreciated the pressure she was under in regards to her health needs and facilitated open discussions that should she relapse or have thoughts to do so, I could liaise with specific agencies to manage these thoughts or actions. This open conversation upheld both the Code of Ethics and the Code of Practice in ensuring honesty, reliability and striving for trust and confidence with individuals (BASW 2012; Social Care Wales, 2017).

Following completion of ACAS and two periods of Non LAC respite, things began to deteriorate and I became increasingly suspicious about Mum’s poor engagement; she would cancel visits, refuse to answer the door and the children’s attendance in school plummeted. Forrester (2000) correlates declining engagement, poor school attendance and parental substance misuse and I became increasingly concerned that Mum’s avoidance was due to something more serious she was wanting to hide. Cheung (2016) discusses ‘gut feeling’ as one of immediate intuition, and feelings without rationale which creates practice wisdom in professionals. Matthews and Crawford (2011) highlight the significance of the ‘Evidence-based’ paradigm that contradicts this intuition, recognising the need for tangible, factual evidence for interventions. I recognise that we have to be accountable for our work, however during this time of non-engagement I reflect upon my emotions and feelings of uncertainty and uneasiness, given the close relationship I initially held with Mum. I analysed, using Gibbs’ model, and couldn’t make sense of the situation due to limited involvement and evidence. I concluded that I needed to try and engage Mum further to assess what was going on for her, and essentially, the children. I action planned within formal supervision to complete unannounced visits and liaise closely with the school to ascertain their views and observations of the children. I felt pressure from management within my supplementary supervision to close the case following two unsuccessful unannounced visits and no significant concerns being highlighted by the school, however I felt sure that there was something underlying and needed to probe further.
Multi-disciplinary working, as highlighted by Lord Laming (2003) following the death of Victoria Climblie, is vital in order to streamline, share information and protect children at risk of significant harm. Section 31(9) of the CA 1989, amended by the Adoption and CA 2002, defines ‘significant harm’ as the ill-treatment or impairment of health or development, now including impairment suffered from seeing or hearing the ill-treatment of another. This definition allows children who are exposed to domestically violent relationships to be included in those at risk. The question of whether “harm” is significant concerns the child’s health or development when compared with that which could reasonably be expected of a similar child (S.197) of the SSWBWA 2014 (Safeguarding Board Wales, 2018). Multi-agency working is strengthened with section 130 of the SSWBWA 2014 which imposes a “duty to report” on partner agencies in relation to a “child at risk” and regional documentation developed within the mid and West Wales Safeguarding Boards. Under Safeguarding Boards (Functions and Procedures) (Wales) Regulations 2015, there is a duty to undertake childcare practice reviews where there has been significant incidents where abuse of a child is known or suspected and this depends on collaborative professional involvement (Cysur, 2019).

Safeguarding, as a continuum, relies upon this information exchange from multiple agencies and professionals. Under the new Data Protection Act 2018 which revised its 1988 predecessor, consent to share information can be overridden when there is a lawful basis on which to do so, particularly in the cases of child protection and safeguarding. It necessitates that all agencies have a duty to assist and provide information in support of child protection enquiries, detailed under s27 of the CA 1989, combined with the All Wales Child Protection Procedures 2008. In this case, following my unsuccessful visits, the local A&E Department shared child protection concerns that Child 2 had attended with significant burns to his forearm, questioning parental supervision. Upon this information being shared with me, I reflected and felt as though I had let down child 2 and could’ve prevented this physical harm occurring should I altered my approach in engaging Mum. I questioned whether I had done enough, criticising my actions, feeling helpless that I didn’t have any evidence before this to intervene more to prevent this physical harm, despite feeling instinctual that there was more going on behind the scenes. The NSPCC (2020) specifically recognise that children are at risk of physical harm when parents misuse substances due to poor supervision levels and also identify the young carer role that children adopt to look after their parents and siblings and in this case I became suspicious this was occurring. I felt that my continued professional curiosity, described as inquisitive questioning, refusing to accept information at face value, was crucial in this case (Shenaar-Golan and Gutman, 2013). I fear that should management have closed this case, this information may not have been shared successfully and lead to the subsequent safeguarding responses. 
I utilised informal supervision with my manager to discuss an action plan, given the urgency and seriousness of the harm child 2 had experienced; I employed the crisis intervention theory, as an intervention that occurs when individual’s equilibrium is disturbed when managing stress, requiring the education of coping skills from professionals for future potential crises (Coulshed and Orme, 1998). This immediate, short-term approach requires professionals to identify crises, assess, intervene and goal plan, placing the individual or child central to practice when managing risk. I reflect that the CA 1989 paramountcy principle, whereby a child’s needs are central guided my practice in this case, placing them at the centre of my intervention. The task centred approach also complimented my intervention; this time-limited method, focused on problem solving and empowering individuals to work in partnership to alleviate these problems (Coulshed and Orme, 1998). As an outcome-orientated method I reflected that this provided clarity and structure to the actions I needed to complete and information I needed to obtain in order to safeguard, given that I had a busy, complex caseload at this time and time management and direction for my work was vital. 

As interventions need to be proportionate to the risk of significant harm I was mindful that I had to prioritise this case and ensure that I saw the children and Mum to obtain their accounts. I found this difficult as Mum continued to ignore my calls, refuse to answer the door, the children were not attending school and again I felt helpless and frustrated I couldn’t do more. I requested a Police Welfare Check to escalate seriousness and was mindful that Police had more powers than I did as a social worker; should they have visited and held concerns, they could have exercised their Police Powers under Section 44 of the CA 1989 and removed the children for a period of 72 hours. I reflected that this could be seen as heavy handed and potentially damaging to the relationship I had with Mum, however my loyalties and duties were to safeguard the children and necessitating this police welfare check was fundamental in gaining access. Following their visit and verbal handover of their observations of a home with neglected, chaotic home conditions, I reflect positively that this Police visit demonstrated collaborative professional working and the increased seriousness of the situation to Mum. This resulted in her telephoning the department, albeit angry, but wanting to have discussions. A home visit was arranged and reflecting ‘in action’, I requested that a male, experienced member of the team attend this as a joint visit as I noted the hostility in Mum’s voice and the uncertainty of how she could behave when discussing the department’s concerns, particularly if she had relapsed and was misusing substances. 

Upon visiting Mum I was open in discussing the information that had been obtained from Health, the concerns that child 2 had come to harm, as well as the concerns we held in regards to her non-engagement. I listened to Mum’s account of her situation, as per the National Occupational Standards when assessing risk (BASW, 2003) as this was vital in understanding the events that had resulted in this crisis. Mum disclosed that she had been untruthful with me and remained in contact with the children’s father, who had been physically and verbally violent towards her and had frightened the children, telling them they were not to speak with me as their social worker as I would “take them away”. Mum disclosed that she had felt vulnerable and isolated and had relapsed, misusing heroin on a daily basis, hence why she had avoided my calls and visits through fear of the children being removed from her care. When analysing the situation, I felt angry that Mum deliberately concealed information from the department, and formulated that she did this as she had insight as to the potential consequences of her actions as her elder children had not grown up in her care. I felt saddened she didn’t feel comfortable in discussing this with me, despite my efforts at facilitating an open working relationship but felt conflicted as I couldn’t comprehend the fear Mum would’ve had in regards to her physical health needs and how lonely she could’ve felt, but, ultimately, she had prioritised her own needs beyond her children’s and this had resulted in significant harm. 

Munroe (2011) identified the cumulative risk of harm to a child when diverse parental and environmental risk factors occur together over time, particularly regarding domestic abuse, parental mental ill-health, and substance misuse which was evident within the case of family A as Mum was increasing her usage on a daily basis. It was clear that there was a failing of collaborative working; the drug and alcohol team failed to inform the department that Mum had disclosed her relapse and requested support from their services. Mum had clearly provided my name and discussed my role, however this was not shared and this information would’ve provided a timelier intervention and as an action plan, I raised this as a failing and concern with the relevant drug agency. I reflected ‘in action’ that I didn’t want to collude with Mum and place sole blame on the drug agency’s failed communication as this would minimise her non-engagement, so my verbal communication exchange reiterated her role as a parent in maintaining the safety of her children. Munroe (2011) also highlighted the criticality of working relationships; professional’s must identify their own and service users emotions to achieve positive collaboration, however I reflect on action that despite my huge levels of empathy for Mum, this was not enough for her to feel comfortable in reciprocating an honest relationship. Turner (2018) suggests that in order for SOS to work, families need to trust social workers for effective coproduction. Concluding on Mum’s dishonesty, despite my efforts she did not have a level of trust in me to remain open. Whilst this is hard to comprehend, I recognise the stigma attached to being a childcare social worker, with negative associations of being “child snatchers” with our only focus to remove children, despite this being contrary to my reasons for practicing in this area.

During the visit I openly discussed that I needed advice and guidance from management as to how we would proceed. Keen and Alison (2001) recognise that risks that parental substance misuse can involve varying forms of harm; most relevant to this case concerned neglect as parents can be less responsive, as well as chaotic in their prioritisation of the children’s needs (such as home conditions and school attendance) as well as poor supervision levels and this can result in physical harm. I utilised supervision to reflect on my analysis of the situation; Mum had increased her drug misuse, had concealed information from the department, Child 2 had come to physical harm, their attendance and presentation had declined and the home conditions were chaotic and unclean. I lacked confidence that we could provide a safety plan under the SOS approach to maintain that the children remained at home and it was decided that the children required a period of foster care for Mum to have intervention from specialist drug services and a thorough assessment of her parenting capabilities. Whilst we appreciate the Human Rights Act 1998 Article 8; the right private family life, the overarching concern was that this private family life could’ve subjected the children to significant harm and therefore we upheld Article 19 of the United Nations Conventions on the Rights of the Child; protection from violence, abuse and neglect to justify this intervention (Unicef, n.d).

Our aim was to work collaboratively with Mum, utilising Section 76 of the SSWBWA 2014 (previously section 20 of CA 1989) directing voluntary accommodation whereby parents’ consent for their children to become ‘LAC’, retaining all their legal rights when a child is accommodated and can request their return. When reflecting ‘in action’ I recognised the limitations of the task-centred theory, as it assumed that individuals would participate, which Mum may have refused, given her own experiences within the care system. I was mindful of her insecurities and anxieties; I ensured that I was open and honest in discussing the process of consent and discussing the possibility of requesting an Emergency Protection Order under section 44 of the CA 1989 and subsequently an Interim Care Order in Court under section 38 of the same act should she refuse to give consent, which would give the LA shared parental responsibility. Ultimately, I reflect that this open discussion was positive and the structure of the Court process increased my confidence when discussing the imminent concerns and powers we held.  Mum asked me to “promise” that I was telling her the truth about my intentions with the children going into foster care; I reflect positively that I didn’t agree to promises and maintained that the children’s return was dependent on her recovery and engagement, upholding principles of the Person-Centred Approach to practice, increasing empowerment for Mum to achieve individual change. I too internalised my own feelings that by removing the children, this could increase the risk of Mum misusing substances and at risk of overdose, though ultimately I understood she was an adult and had the right to take these risks. Dad was involved in the children’s lives and had Parental Responsibility (PR) as his name was on the birth certificate, but had his own issues of drug misuse and poor engagement; he was also not seen as an appropriate or safe individual for the children to reside with until a parenting assessment had been completed. 

Mum gave consent and a Foster Placement was sought on the same day for the children via LAC legal documentation. Whilst I appreciate that this paperwork is a legal requirement which evidences the decisions I had made and professional judgement I had executed, it was extremely time consuming and I found myself frustrated that this was consuming the time I could have dedicated to undertaking direct work with the children to explain the decisions that had been made to move them that evening, given that they hadn’t seen me for several weeks. When looking at placing the children with foster carers, this depended on close collaboration with the Fostering Team and utilising the resources they had available. The availability of foster carers was limited, as well as being sparsely located in the large geographical location of the LA: I ensured that the children remained in their Welsh speaking school in line with the Care Planning Placement and Care Reviews (Wales) Regulations 2015 section 11 to avoid disruption in education. They were settled and this language preference was crucial with their communication exchange and social development, upholding the duty under the Welsh Language Act 1996. I also ensured that the siblings remained together as I recognised how frightening this move would be for them and wanted to reduce any emotional distress separation could cause. The most suitable, experienced and nurturing fostering match for the children lived around 45 minutes away from the children’s school, however upon taking the children there I had an intuitive feeling of calm, love and warmth. This eased some of my feelings of guilt removing the children from their family environment as I felt reassured they would have the attention, support and safety they needed, for what was predicted to be a short-term placement whilst Mum attended rehab and further assessments were completed on Dad. The children were then protected by the duties and responsibilities outlined in Part 6 of the SSWBWA 2014 concerning LAC to review, provide services and involve the children in their care planning. 

Several actions, meetings and reviews were completed following the children being placed, however my imminent focus was gathering the children’s wishes and feelings around their father to assess the risk he posed in having contact. I recognised the difficult task I had in building a trusting relationship with the children, given that I had done exactly what their father had threatened them I would do. I reflect that non-verbal communication evidenced how apprehensive, child 2 was, and directed my actions in completing regular visits to build on this relationship to obtain his trust and understand his wishes and feelings.  The UNCRC, which is enshrined in the Rights of Children and Young Persons (Wales) Measure (2011), identifies in Article 9 that children have the right to contact with their parents, unless it would cause them harm, as well as Section 34 of the CA 1989 stipulating that children must have reasonable contact. My direct work identified that the children requested contact with their father, however Mum, who exercised her PR did not wish for Dad’s new partner to be present during this. I reflect that this was a difficult dynamic to manage, however over time, the children voiced their request for their step-mother to be present. I completed a Police National Check to identify any offending or police involvement in order to risk assess and contact was undertaken in a contact centre to be safely managed and supervised.

Concluding ‘on action’ I struggled when passing the case onto the long term team due to the time and emotions I had invested in the family when ensuring the children were kept safe. It was difficult I wouldn’t be involved in the ongoing assessments or longer term planning for the children given the huge decision I had been a part of, removing the children. I recognise the stress that this case put on my own personal life; it affected my sleeping pattern, made me doubt my abilities as a practitioner and I had exhausted myself by working long hours in order to secure and settle the children into their placement.  I positively see that removing the children was the only resort we had to ensure their safety and protection from harm although this was a highly emotional case, where I had to execute power and challenge my own assumptions of drug misuse, recognising that parents can be shaped by their own childhood experiences. During a supervised contact session, Mum thanked me for removing the children as this was the reality-check she needed to change. She thanked me for being truthful, challenging her initial beliefs that all childcare social workers were bad people and apologised for concealing information, as this was fear of a system and not a personal reflection on my practice. I reflect positively that this acceptance alleviated my self-criticism and doubt that I wasn’t good enough and I hope that this experience allowed Mum to have insight that social workers are humans with an inherent desire to help and care. Moving forwards, I will continue to employ professional curiosity as this creates a questioning, probing environment to obtain evidence when trying to explain the intuitive feelings we possess as practitioners as without this, the case may not have remained open and the outcome could’ve been far worse for the children. I will continue to create open, honest relationships to collaborate with individuals so they are not oppressed or disempowered as they are the experts of their experiences and utilise supervision as a safe arena to reflect on my feelings and individual learning. 
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Section  5

Safeguarding

Guidance: Social Care Wales require newly qualified social workers to provide evidence of their understanding of safeguarding work with adults and children. The assignment below will enable you to show this. N.B. if your normal area of work is with children please write about adult safeguarding. If you normally work with adults then write about child safeguarding. 

	In an area that is not your main focus of work (see guidance above), explain the relevant legislation, and the national, local and organisational policies and procedures for safeguarding. 

500 words (+/- 10%: include your actual word count at the end of each section)




The Social Service and Wellbeing Wales Act 2014 (SSWBWA) focused on combining safeguarding policies for adults and children. It outlined that ‘vulnerable adults’ are classified as ‘adults at risk’ with increased vulnerabilities such as ill health, physical or learning disabilities, mental health needs or those older adults. The ‘In Safe Hands’ Guidance (2000) focused on establishing consistent procedures in Wales concerning the prevention, identification and responses to the abuse of vulnerable adults, embedding multi-agency work at the root of good practice. This collaborative working is engrained within the SSWBWA and safeguarding is strengthened with s.127, whereby Adult Protection Orders can be obtained from Court to assess ‘adults at risk’ of abuse. The Care Standards Act 2000 regulates, inspects and reviews that agencies are competent within their duty of care in care settings. As a result, the Protection of Vulnerable Adults scheme (POVA) was created, ensuring that those in occupations with vulnerable adults are vetted and those guilty of misconduct are reported in line with the Safeguarding and Vulnerable Groups Act 2006. These legislative duties are all reinforced under the ‘safeguarding’ component of the SSWBA 2014 and are strengthened with pre-exising adult legislation. 

One crucial law is the Mental Health Act (MHA) 1983 (revised in 2007) which outlines the rights individuals have regarding psychiatric assessments in hospital and the community; both formally and informally, directs treatment in the hospital and community and the pathways to support services. This legislation considers both the individual and nearest relatives’ rights, however there are cases whereby an individual may be detained and treated against their will to safeguard themselves or others (Dimond, 2016). The Mental Capacity Act (MCA) 2005 sits independently and entwined with the MHA 1983 for those who experience mental health conditions. This legislation protects the rights and empowers those unable to make decisions about their care and treatment with frameworks for testing capacity. It stipulates 5 principles that Capacity is always assumed - unless proven otherwise, all practicable steps need to be made to support an individual with decisions, individuals have the right to make unwise decisions and should a decision need to be made for those lacking capacity, this needs to be within their best interests and least restrictive option. 

The illustrious Bournewood Case highlighted the Government’s failings in providing frameworks alongside the MHA 1983 and the MCA 2005 for those incapacitated to regarding admittance to hospital and treatment. Consequently, the Deprivation of Liberty Safeguards (DOLs) were introduced as directed by the European Court of Human Rights (Community Care 2005). These safeguards protect those deprived of their liberty and unable to make decisions about their care arrangements within a hospital or care home setting as this infringes upon Article 5 of the Human Rights Act 1998. These restraints can only be enforced if they are assessed in the person’s ‘Best Interests’ and a standard authorisation from the Court of Protection has been sanctioned (Hubbard and Stone, 2018). DOLs was replaced with ‘Liberty Protection Safeguards’ in 2018 under the Mental Capacity (Amendment) Bill which streamlines the process for authorising deprivations of liberty (SCIE, 2017).

Although my work is centred on child protection, I acknowledge the importance of the legislation that protects and empowers adults as these may need to be requested and referred to with family members I come into contact with.
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	Reflect on the difference between safeguarding in adult and children’s work



400 words (+/- 10%: include your actual word count at the end of each section)





The Welsh Government, through their use of devolved powers, implemented the Social Services and Wellbeing Wales Act 2014 (SSWBWA) to streamline safeguarding of both Adults and Children. Whilst this offers an all-encompassing law, there are noted differences in the application of a professional’s duties due to supplementary legislation directing practice. SSWBWA part 7 focuses on Safeguarding, defining adults at risk, detailing duties to inform relevant agencies of concerns, strengthened with the development of a National Safeguarding Board. The development of ‘adult protection and support orders’ (APSO) under S.127 of the Act, allows authorised officers to speak with the adult to ascertain whether they are at risk and able to make informed decisions (Welsh Government, 2013). Critically, this repeals S.47 of the National Assistance Act 1948, which enabled removal of a person in need of attention and care, and therefore APSO’s place individual’s at risk of further harm as they cannot be removed (Clements, 2018). In comparison to APSO’s, the superseding Children Act (CA) 1989 and 2004 directs the powers and duties to intervene under S.44, via Emergency Protection Orders to remove children from the ‘risk of’ significant harm, strengthening powers to safeguard.

The overarching difference between adult and children’s safeguarding is that of Capacity when making decisions. The SSWBWA 2014 Article 3 defines an adult as anyone over the age of 18, and CA 1989 defines those under 18 as a child. Conversely, the Mental Capacity Act 2005 assume that individuals over the age of 16 have capacity, with exemptions being made via Gillick Competence, guided by Fraser Guidelines, for capacity assessments of those under the age of 16 concerning medical treatment. For professionals, conflict arises when maintaining confidentiality against the risk of sexual exploitation and having to disclose safeguarding concerns (Fleming, 2006). Unlike adults, the refusal of treatment can be overridden by those with parental responsibility or Court due to the paramountcy principle enshrined within the CA 1989 (Munby, 2008).

Protective legislation for both practice areas include Safeguarding of Vulnerable groups Act 2006 provides legislative framework to vet and bar those who could pose a risk through their work (Smith, 2006). The Human Rights Act 1998 support both children’s and adults’ rights, specifically Article 8 protecting the right for privacy and family life, however the United Convention on the Rights of the Child is strengthened in Wales via the Rights of Children and Young Persons (Wales) Measure 2011. There are appointed commissioners in Welsh Government for Children, Older adults, Equality and Human Rights to ensure the protection and advocacy of their rights in Wales, however there are no specialist commissioner for those adults with disabilities and mental health needs.

Word Count: 440.




Section 6

Developmental Review (b)

	Critically reflect on your development including reference to the training, learning, research and use of supervision since completing section 2. Consider in discussion with your mentor/ supervisor/line manager the extent to which those learning needs have been achieved. Identify additional learning needs to support your development in the transition to becoming an experienced practitioner. You will consider here, the feedback you have received from individuals using services, their families and carers, and how this has impacted on your practice.

800 words (+/- 10%: include your actual word count at the end of each section)



Throughout my learning experiences, I employ Gibbs reflective cycle looking at the event, feelings, evaluation, analysis, conclusion and action plan following an intervention (Gibbs, 1988). I also incorporate Schon’s (1984) theory, reflecting ‘in action’ and ‘on action’ – during or following an intervention when directing immediate or long-term actions for safeguarding. Since qualifying, my CPEL portfolio has been delayed due to ill-health and I have moved from frontline child protection to a Community Mental Health Team (CMHT).
During my first year, there were times I felt overwhelmed, doubted my abilities and questioned my career choice. We experienced low staffing levels, increased caseloads which compromised my core values, striving to provide thorough, regular, meaningful support to families in crisis to avoid co-dependence on the department long term. Mcfadden, Campbell and Taylor (2015) believe that burnout within child protection followed individual or organisational themes, leading to lowered staff retention. One individual theme identified was compassionate fatigue which comes from the prolonged exposure to trauma through the "altruistic desire to improve individual and societal conditions" (Radey & Figley, 2007, p. 207). I sadly experienced a high profile murder and also the loss of a child on my caseload caused by meningitis.  Within my supervision sessions I had a safe arena to reflect upon my thoughts, feelings and how this affected my work-life balance. I felt stuck within the ‘feelings’ and ‘evaluation’ stage of Gibb’s model, overthinking my emotions and questioning whether I could’ve responded differently to avoid the tragic outcomes. I was supported to take time off work and access support from Occupational Health to manage these compassionate fatigue stresses safely and learn new coping strategies. This learning experience developed my self-awareness and management of how self-critical I could be; I researched and implemented mindfulness within both my personal and professional life, acknowledging the present moment in a non-judgemental way reflecting ‘in action’ then reframing unpleasant experiences with deeper insight, protecting myself and individual reflecting ‘on action’ through supervision and peer discussions (Decker, Brown, Ong & Stiney-Ziskind, 2015). I attended the intense SOS training and felt that this development of skills alongside my research, reiterating the fundamental focus of SSWBWA 2014, promoting co-production with families, provided reassurance that managing risk through SOS planning shared responsibility with a family’s support network, including other professionals, as opposed to this being my individual role. I slowly became confident in employing motivational interviewing techniques to equip families with identifying their individual strengths and coping mechanisms to achieve positive change (Miller and Rollnick, 2002).
I experienced cases ranging from substance misuse, homelessness, domestic violence and human trafficking to name a few. These experiences broadened my collaborative work with other agencies, increasing my knowledge of their professional duties and responsibilities and the services available in the area. This learning gave clear structure to my own professional expectations when analysing, assessing and informing safety plans and increased my confidence when needing to challenge, as I was clear on the role each service area had.  I ensured that I attended any training that detailed changes in external services, understanding their resource restraints so I understood the barriers they faced so I could critically analyse the effectiveness of requesting their involvement. I will continue promoting close working relationships to inform my practice within the integrated CMHT as this fosters a holistic person-centred approach.
Over the year I have written several Court Reports which facilitated my learning need to develop versatile written skills; one historical private law case was hostile, challenging and emotionally demanding as Mum refused to engage and therefore I was unable to gather the children’s wishes and feelings, preventing child-centred working, a core value of mine. I could have allowed other colleague’s to guide my recommendations based on their previous involvement with this family, however I liaised closely with our legal department, researching the legislation and power I had to intervene. I subsequently recommended a change of residency as I had gathered enough evidence of emotional harm. I received positive feedback from the CAFCASS Guardian, the solicitor and the children eventually disclosed neglect and emotional harm when in the care of their mother, confirming I had directed the right outcome, boosting my confidence when I was self-critical due to lack of Court experience. This is a transferrable learning need within the CMHT as I am mindful that Care and Treatment Plans require a different writing style compared with tribunal reports.  
Effective reflective practice is a dynamic concept that continues post-qualifying whereby actions need to be implemented post reflection (Horner, 2009). Upon commencing with the CMHT, I have identified learning outcomes mirroring those I had upon initially qualifying. I feel my skills for assessment, though some are transferrable, will need to progress to incorporate the complexities of mental illness. This has been developed somewhat through shadowing colleagues and researching symptoms of mental health conditions to inform my practice, however I plan on utilising supervision to identify learning gaps within my practice (Ruch, 2007), specifying training experiences to strengthen my knowledge base, working towards completing my Approved Mental Health Professional training. 
As a social worker, we see individuals at their most vulnerable; I feel passionate to continuously reflect on my practice, keep myself relevant with research, legislation and training to dynamically change my approach when supporting those individuals effectively and respectfully as possible. 
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Please record in the table below the dates of each consolidation programme workshop you attended.  

	Consolidation workshop 
	Date Attended  

	1
	07/11/2017

	2
	07/03/2018

	3
	02/05/2018

	4
	03/07/2018



Notes 








	Mentor’s comments 


	Please comment fully on the learner’s development over the duration of the whole programme. Reflect on information provided by the learner in section 2 at the outset of the programme and the later perspective given at section 6. Where you have seen or discussed feedback from individuals using services, families or carers, you are encouraged to comment on this with regard to the learner’s development.



After qualifying as a registered a social worker in May 2016, Abigail commenced employment in Carmarthenshire County Council Children Services. 
Whilst working at Carmarthenshire Abigail commenced the mandatory CPEL programme. As a result of work related and personal extenuating circumstances on 22nd May 2019 the Wales Institute for work-based learning extended her date of submission to 20th February 2020. 
However on 4th September 2019, Abigail Moved to Neath Port Talbot CBC after successfully gaining a social work position within the Community Mental Health Team (South), based at the Forge Centre Port Talbot. 
I have been Abigail’s direct line manager for the last six months, since she commenced her employment within the CMHT and therefore can only comment on her practice and development within this period of time. 
Within the time I have known Abigail she has presented as being a very capable and knowledgeable social worker who has been able to bring together her learning, skills and knowledge from her former employment including children services and apply this to her new role within secondary mental health services. Abigail uses formal/ informal supervision effectively and is able to reflect “upon in and on action” to analyse her interventions and is open to suggestions to improve practice.  Abigail is diligent and self-motivated worker and I witnessed the qualities and experiences she brings to the multi-disciplinary team. Having observed Abigail’s practice on several occasions working directly with service users (and from service user feedback), it is evident that demonstrates high level of compassion, empathy, integrity and professionalism to her role. 
Abigail is methodical in her approach, adopts clear boundaries is realistic about what she can achieve and is somebody who can be relied upon to work safely and effectively with service users and carers alike. She respects service users individuality empowers them to make choices utilising a strengths based approach and takes appropriate steps to counter discrimination, disadvantage and inequality.
Abigail is currently a care coordinator for around six complex cases for individuals who have been diagnosed as having a severe mental disorder and undertakes proportional assessment within the CMHT’s weekly assessment clinic. Although Abigail was well versed in undertaking assessments with children and families, since moving to the CMHT she has been able to use these transferrable skills to her current role when producing recovery focussed assessments, outcome focussed care and treatment plans and risk assessments of a very high standard, which are compliant with part 2 of Mental Health Measures (Wales) 2010.  
Additionally Abigail has produced several social circumstances reported for the Mental Health Review Tribunal for Wales in relation to individuals who have been detained under section 2 and 3 of the Mental Health Act 1983 (amended 2007). 
Since moving to the CMHT Abigail has undertaken a variety of training with includes Care and Treatment Plan outcome focussed training, Violence and aggression in the workplace and a workshop raising awareness prevent (WRAP) in relation to raising awareness about radicalisation of citizen’s. 

Current Learning needs
Abigail is currently employed as a grade 8 social worker and hopefully the successful completion of the compulsory CPEL programme will allow her to progress through the bar and become a grade 9 Social Worker. Moving forward in terms of continuous professional development, I would like her to further develop her skills around crisis intervention, relapse indicators and working in partnership with other professionals on further developing crisis contingency plans. This includes gaining further experience around positive risk taking and having increased awareness of the limitations of the law. This will hopefully be achieved by both by learning in-action and attendance on the Wales Applied Risk Research Network (WARRN), clinical risk assessment and risk management training to be re-scheduled.

Moreover I also feel that Abigail also needs to further develop her skills and knowledge around the complex interface between the Mental Capacity Act (MCA, 2005), Deprivation of Liberty Safeguards (2007), the new proposed Liberty Protection Safeguard (LPS) and the Mental Health Act 1983 (amended 2007). This would include undertaking mental capacity assessment and facilitating best interest meetings in accordance with MCA (2005) code of practice. 

Abigail has expressed an interest in completing the Approved Mental Health Training (AMHP) at grade 7 post graduate level at Swansea University. She is aware the demand for this training high and she would need to participate in a formal interview process. As Abigail’s line manager I am fully supportive of her plans, which would undoubtedly help in addressing the aforementioned learning needs. However  due to her personal circumstances and only recently submitted her CPEL portfolio I feel it would be applying for the AMHP course in September 2021 would be a realistic target. In preparation for this training, Abigail has been enrolled on AMHP legal update training with has been arranged by NPTCBC training department in partnership with the former Western Bay partnership. 
_________________________________________________________________________

  
Jonathan Rees (Consultant Social Worker) 

14/02/2020 
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Section 8

Learner details, Signatures and Line manager verification

It is the learner’s responsibility to ensure that their university learner number is correctly inserted wherever requested within the portfolio

Learner Details 
(NB it is essential that you inform your Workforce Development/Training Unit and the University of Wales Trinity Saint David if your name or your address for correspondence changes).

1. Name of Learner: Abigail Lynn Rice   

2. Learner’s University Number: 1708407 

Address for Correspondence: 11 Clos Gors Fawr, Grovesend, Swansea, SA4 4G


Z

Telephone: 07584095797

E-mail: abigail.lynn@hotmail.co.uk

Date of Professional Qualification: 26/06/2016

Date of registration with Social Care Wales: 29/06/2016



3. Name of Learner’s Agency: The Forge Community Mental Health Team

Agency Contact details: 

Name: The Forge CMHT South

Address: Neath Port Talbot County Borough Council,                                                       
The Forge Centre,                                                                                                 
Forge Road                                                                                                            
Port Talbot,
SA13 1PA



Telephone Number: 01269 888000

E-Mail address: a.rice2@npt.gov.uk




4. The evidence I have provided within this portfolio is in:

Welsh only 		 Welsh and English 		English only 


Mentor’s details

5. Mentor’s details: 

Name: Jonathan Rees – Consultant Social Worker

Address: The Forge Centre,                                                                                                 
Forge Road                                                                                                            
Port Talbot,
SA13 1PA




Telephone Number: 01639 888000

E-Mail address: j.rees5@npt.gov.uk



	6. Observer details 

Name: Jonathan Rees – Consultant Social Worker

Work Address: The Forge Centre,                                                                                                 
Forge Road                                                                                                            
Port Talbot,
SA13 1PA

Professional Qualification and date of qualification: 
DipSW – 07/07/1999
AMHP - 09/07/2018
Registered with Social Care Wales – 25/11/2004

Email and telephone number: j.rees5@npt.gov.uk – 01269 888000








Signatures and Line Manager Verification


CONFIDENTIALITY and PLAGIARISM – to be completed by the learner

All information provided in this portfolio complies with guidance on confidentiality.  I confirm that all work apart from comments by others (e.g. mentor, an individual using services, their family or carers) is all my original work and has not been copied. I understand that plagiarism is taken very seriously by the University and the programme.   

Signed:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  (Learner)

Date: _ _ _ _ _ _ _ _ _ _




 Feedback and comments from an individual using services, their family or carers  (Section 3} - to be completed by the Observer

I confirm that I am a registered social worker with knowledge of the learner’s area of practice and that the observation summary and the comments from the individual using services, their family or carers and/or carers above are about the same piece of practice that I observed on the date given.


Signed: ._ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  (Observer)

Date: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 



 Line manager verification
Guidance:  This section must be completed and signed by the learner’s line manager or senior practitioner. He/she should be a registered social worker who is familiar with safeguarding work, can verify that the learner has been involved with the case evidenced in section 4 of the portfolio, and has also met all other required criteria listed.  

In this section, please confirm that you have seen sufficient of the learner’s work during the period they have been undertaking the Consolidation programme. If necessary, please consult with other managers that the learner has worked for. In signing this section, you are confirming that you are content with the:

1. level of supervision and mentoring support received by the learner 
1. learning and development undertaken 
1. reading and personal research undertaken 
1. level of knowledge and skills demonstrated 
1. understanding shown of the Code of Practice and National Occupational Standards 
1. core values of the learner 
1. content of the development plan within the portfolio 
1. work and commentary referred to within the portfolio, that it is the learner’s own work and based on current practice 

I confirm that this learner has achieved an appropriate level of professional practice. 

 LINE MANAGER VERIFICATION: (WHEN EMPLOYED IN CARMARTHENSHIRE COUNTY COUNCIL)

NAME OF LINE MANAGER: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _LAURA ALFORD DAVIES (SENIOR PRACTITIONER)
SIGNATURE OF LINE MANAGER.: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
DATE: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _18th February 2020


 LINE MANAGER VERIFICATION: (DURING EMPLOYMENT IN NEATH PORT TALBOT)

NAME OF LINE MANAGER: JONATHAN REES
SIGNATURE OF LINE MANAGER.: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
DATE: 19th February 2020




Section 9


PORTH AGORED and UNIVERSITY OF WALES, TRINITY SAINT DAVID

GRADUATE CERTIFICATE IN CONSOLIDATION OF SOCIAL WORK PRACTICE

LEARNER AND EMPLOYER’S LEARNING AGREEMENT 

	
Name of Learner 
	Abigail Lynn Rice

	
Name of Team/Agency 
	Community Mental Health Team (South) Neath Port Talbot 

	
Name of Mentor 
	Jonathan Rees

	
Name of Line Manager 
	Jonathan Rees



Study Duty

The learner will undertake all elements of the Graduate Certificate programme diligently, including mandatory attendance at induction, 4 Consolidation workshops, and participation in an evaluation survey or focus group on completion of the programme. 

The learner’s full and effective participation on the Graduate Certificate is mandatory given that Social Care Wales has made completion of the programme a requirement within the first (three year) period of registration as a Social Worker. .(Qualifying after April 2016)

Study Leave 

The employer undertakes to support the learner by providing paid leave in full to attend all agreed induction, Consolidation Workshops, programme evaluation meetings or training agreed as required during the programme. In addition, three additional paid days can be approved by managers as a contribution towards the time involved in personal research and developing the portfolio for submission. It is for learners to open a discussion with their manager about when they want to take this leave. The study days can be taken on any week-day (or combination of days) as long this is (i) appropriate to the stage of portfolio preparation at the time, and (ii) agreed with the Team Manager who will take into account team and service needs. The level of paid leave described here assumes that the learner works full-time hours. Where the learner works less than 37 hours a week, paid time will be approved in accordance with the employer’s local policies. 

Resources 

Learners are able to access learning and library materials from their employer’s existing resources or as described in the Programme Handbook from the University. The employer understands that the Graduate Certificate is to be completed by newly qualified Social Workers in their first period of registration and will support this timescale. But there is also an expectation that as a professional development programme, Learners take responsibility for their own learning and will also use their own time for personal study and portfolio preparation. 



The employer’s training department agrees to: 
 
· Arrange for eligible staff to join the programme 
· pay course fees directly to the University  
· provide additional guidance and support by:

0. facilitating access to existing learning materials or library resources
0. providing appropriate training opportunities from existing internal training programmes as agreed with the learner and mentor
0. providing programme induction and Consolidation Workshops 
0. providing learners’ with guidance and support about programme requirements and portfolio completion
0. helping to resolve any programme difficulties encountered by the learner, mentor or service managers 

The learner agrees to: 

· work actively towards completing the qualification within the agreed timescale of 12 months from the date of registration on the programme
· Identify with manager/mentor appropriate internal training and arrange to attend these courses
· Identify with manager/mentor and Training Manager any special requirements e.g. dyslexia and contact the University’s Student Services office directly about additional support that may be required 
· attend induction and 4 Consolidation Workshops. These are mandatory components of the programme 
· produce work and evidence appropriate to the portfolio and learning outcomes within agreed timescales 
· make and keep agreed appointments with mentor/line manager
· ensure they are prepared adequately and obtain all necessary consent for observed practice
· inform mentor/line manager and training department immediately of any problems or changes in circumstances while undertaking the programme, especially where this may affect completion of the programme by the agreed deadline or ability to attend a mandatory workshop.
· liaise with their line manager/mentor to confirm study days and use their own time for self study, research and portfolio preparation 
· take personal responsibility for preparing and completing all work necessary to submit their portfolio 
· act at all times in accordance with the Code of Practice, the employer’s and University’s policies, procedures and processes
· ensure they understand the need to complete the programme within the first (three year) period of registration with Social Care Wales.(Qualifying after April 2016)



Line Manager/Mentor agrees to:

· attend an induction meeting to become familiar with the requirements of the programme
· provide or arrange to provide sufficient assessment opportunities in order for the learner to evidence competency and undertake required observations. Where opportunities may not be immediately available within the team, arrange to provide these elsewhere within the Service, 
· guide and support the learner for the duration of the programme
· release the learner for programme induction and Consolidation Workshops, and any internal training courses agreed as being appropriate to meeting agreed learning needs. 
· agree with the learner, use of up to 3 additional paid leave days over the whole duration of the programme, as a contribution towards time needed for personal study, research or portfolio development
· Hold supervision with the learner, ideally monthly, and ensure this incorporates mentoring support and monitoring of the work undertaken and still outstanding. Maintain a full record of supervision dates and record discussions and agreements. 
Completion and submission of portfolio

Learners are expected to complete the Graduate Certificate and will normally submit their portfolio within 12 months of attending induction to the programme. Any Learner anticipating any difficulty in meeting this requirement should immediately discuss the matter with their Training Manager/Co-Ordinator

The portfolio submission process and dates for each programme cohort will be published on Moodle. Once registered on a programme, learners CANNOT change the due submission date without gaining agreement from the employer and University.   

Pressure of work is not regarded as a reason for non-attendance at any Consolidation Workshop.

I understand and accept the terms and conditions of this learning agreement as stated above.

Signed:……………………….. Print Name:………………………… Date:………. 
(Learner)

Signed:……………………….. Print Name:………………………….Date:………. 
(Line Manager/Mentor)

Signed:……………………….. Print Name:………………………….Date:……….
(Mentor, if different to above)


PLEASE PLACE THE SIGNED COPY OF THIS LEARNING AGREEMENT IN SECTION 9 OF THE PORTFOLIO
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