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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. 
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)



When I started in my new role, one of the major learning needs for me was putting aside my years spent working as a care management officer (CMO), as I found that I would reflect on my practise but not as in-depth as it needed to be to fully understand my practice. I needed to strip back what I was doing as a social worker and consider the legislation that informs my practice and use theories to understand the situation and inform my decision making.  

My first year in social work practice was in a very busy hospital team where I had never worked before; I was very excited but also apprehensive as it was a new role.  I felt to start I needed an understanding into the hospitals terminology, the roles of the other professionals and how the hospital functioned to undertake my role effectively.  I planned to achieve this by having regular supervision discussion, spending time with the members of the multi-disciplinary team such as the ward staff, OT’s and Physio’s to understand their role better.  I would also attend the weekly hospital ward rounds to participate in multi-disciplinary team discussions regarding patients.  This would help me understand the Medical abbreviations and how the hospital functions.  It would also help me develop effective partnerships with the other professionals and help prioritise my work load.

Working in a hospital environment I have become aware of the power imbalance between patients/carers and health professionals.  Patients would be feeling unwell, vulnerable, and physically dependent whilst dealing with life changing events.  I felt I needed to find ways to reduce this power imbalance by working in partnership with hospital staff, patients and their families/carers, to do so by providing all the necessary information needed thus empowering them to make their own decisions where possible.  I will advocate on patients behalf and try maintaining privacy by attempting to take people off the ward to talk or by drawing the curtain around the bed. 

I myself felt intimidated and apprehensive at first working in the hospital, I think this was linked to the structured approach in the hospital setting.  I was mindful that I would need to challenge opinions and advocate for people to help reduce the power imbalance (Holmes.G.E & Saleebey.D. 1993). I plan address to address this by having regular supervision and discussions with the doctors; this in turn would reduce my feelings and apprehension and build confidence.  I need to extend my knowledge around policies, procedures and legislation by attending training courses such as the Social Services and Well-being Wales Act 2014 (SSWBA) which would inform professional judgements, practice and increase confidence.  

I need to develop my assessing skills to enable me to efficiently gather the appropriate information required from various sources and analyse this to form professional judgements whilst working in a fast paced pressurised environment.  I plan to do this by having regular supervisions sessions, drawing on my training I have attended while making myself a list of strength based questions prior to assessing people, using a mixture of questions including open and closed questions and revisit to obtain further information if needed.  This is important as life changing decisions are often being made.

Word count – 535

Observation from an individual using services, their family and carers
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:  _19/9/18_ _ 
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 was with a 79-year-old elderly gentleman, referred to as 3. 3 is a white Welsh gentleman who lived with his wife.  3 had been admitted into hospital with a fall linked to a serious infection causing increased confusion and delirium, 3 has the diagnosis of early stages of vascular dementia, but family state he is normally has capacity in his needs.   I had initially deemed 3 to lack capacity in line with the Mental Capacity Act (MCA, 2005) to participate in the discharge planning and had contacted the family to undertake a Best Interest decision.  During the time scales it took to arrange a meeting with the family, 3 had become capacitated where his delirium had now resolved.  Where 3 had regained his capacity to make an informed decision in relation to his hospital discharge and his care planning needs.

  . 

3 lives in a bungalow where all his access needs are already met, his son lives next door and can support his parent when he wasn’t working.  3 lives with his wife of 50 years she is his main carer since his stroke 5 years ago, since this hospital admission there has been a change in 3’s mobility, where all transfers are now supported by 2 carer staff on the ward.  Family are very supportive in meeting 3’s needs for him to return home, and aware that for 3 spending a long period of time in the hospital environment has a detrimental effect on 3’s vascular dementia.   The purpose of my intervention was to undertake a discharge planning meeting with 3 and his family/carer and all other professional on the ward.  The purpose of the meeting is to discuss, all the various options available to 3, while supporting 3 in his decision making that will best meet his needs at home.

Word count - 304
	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, cultural sensitive practice, language preference including the “Active Offer” principle, and ethical practice..
1300 (+/- 10%: include your actual word count at the end of each section)


Communication is an essential tool for a practicing Social Worker; effective communication skills allow the worker to gather accurate information from the service user and other professionals via good listening skills while giving full attention to the service users words. (SCW, 2017. 5&6).   As part of the assessment process, in my role as Social Worker it was my duty to establish 3’s wishes and feelings, I achieved this by looking at 3 as an individual, looking at his rights and abilities.  Being able to choose the language used for assessment is paramount to having effective communication with a service user, for many Welsh speakers, language is an essential element of achieving their care and using an individual’s first language can help the divulging of personal and emotional matters in a natural manner, allowing the service user to participate in their care as an equal partner.

Having an active offer 
helps a service user feel in control. Such service is tailor made in terms of the language used (written and spoken) and the way it is portrayed. An active offer ensures language is accessible and unoppressive. Putting the individual at the centre of service provisions is crucial and a fundamental principle behind the Social services and well-being Act (SSWB, 2014).   

. 

When working with 3 I was mindful of my non-verbal communication skills making sure my facial expressions and body language were appropriate (Lisman, 1994).  My body language and my self-awareness is very important, as feelings, attitudes and emotions can be conveyed this way. Eye contact and posture, the choice of clothing, and the choice of words can all influence the interaction between the service user and the social worker (Koprowska, 2010).   As 3’s social worker I wanted 3 to have a positive experience from my involvement; the hope was to produce confidence and trust with 3. I was mindful that a negative experience could instil doubt or despair in 3 and could lead to mistrusting my future input. (Lisman, 1994).

During my initial interaction with 3, I was mindful to establish that his first language and the language he wished to be assessed in was English.  I was also aware of his recent diagnosis of Vascular Dementia, and that having the assessment in his first language would improve the chances of 3 expressing his wishes and feelings.  I was careful to assume 3 had capacity unless deemed otherwise at any point (S1 (2) MCA, 2005).  It was important that I gave 3 the opportunity to show that he had capacity and to support him to achieve this I used simple language and paraphrasing so that he could understand what was being explained. I also supported 3 to take control by maximizing his decision making (SCW, 2017, 13). It is essential to have clarity and understanding around capacity as this could remove 3’s ability to make choices around his long-term care needs and discharge from hospital.

Reflecting on my interactions with 3, I was aware that my line of questioning had changed in accordance with each interaction with 3.  During the initial meeting with 3 I was aware of my verbal and non-verbal communication, using face to face eye contact, where I smiled and nodded demonstrating that I had listened to his answers and that I understood his concerns. I was also mindful of the ward environment and noise levels. To avoid communication difficulties, 3 required a quiet room with less distractions.  I held the meeting in the day room where it was quiet and relaxing which allowed 3 to think about his replies and to communicate his views and wishes.  This allowed 3 to reflect on his strengths, needs and risks related to his current circumstances in relation to his preferred outcome.  This permitted me to gather accurate information, while examining the nature and level of need versus implied risks. (SCW, 2017, 13.A, B, F).

 I built a good relationship where 3 used the information I gave him to reflect on his own needs. This empowered 3 to tell me his concerns about going home. From this I established that 3 was concerned about his wife and the impact his condition was having on her.  This discussion allowed me to explain which steps I was going to take to try and resolve 3’s current concerns around his pending hospital discharge. (SCW, 2017. 13, B, G). 

3 identified that he would need a package of care but was concerned that his wife would not agree to this, feeling she could manage on her own. It was agreed that I would hold a meeting with his family. The family were very supportive, wanting the best outcome for their father and husband and as expected from discussions with 3, his wife’s desired outcome was different from his. It was essential that I gained the trust and understanding of the family during this meeting, however Mrs 3 continued to disagree, asserting that she could manage her husband’s needs as she had been doing for the past five years.

To minimise 3’s stress levels and decision making around his hospital discharge needs, a multi-professionals meeting was held on the ward to explain the risks related to 3 walking with just one carer and the need to have support at home.  This support and approach empowered 3 to speak up in the meeting and evidence the need of a package of care to Mrs 3, giving 3 the control over his hospital discharge needs 
(Brearley, 1982. SCW. 2017, 13, D).

As a social worker based in a hospital I have access to previous social services and present medical information, I was mindful to use this information in the appropriate manner and not in an anti-discriminatory or oppressive way. I was conscious of the historical information but aware to not let this information drive the current need for support.  The aim of the care plan meeting was to put 3 in charge of his discharge planning, making 3 the decision maker, while respecting the views of the family;3 was keen on his family being part of his decision making. The care plan meeting purpose was to highlight the hazards and dangers to 3, and to provide solutions to minimise the risks, so 3 could make an informed decision around his discharge needs (Brearley, 1982). 

The information given by the Occupational Therapist, Physio therapist and the ward nurse 
involved with 3, gave 3 the information he needed to make his decision around his hospital discharge. It also gave his wife the chance to understand the risks related to managing 3’s needs on her own, highlighting the need for a package of care 
to support the couple.  I feel that the time I had spent building a relationship with 3 had helped me gain an understanding of his concerns.  This allowed me to highlight the risks to Mrs 3 which helped her to understand that having support at home will reduce the risk to her husband, but will also reduce the stress on her, allowing both to live in the community safely.  Working in partnership with 3, his family and other professionals has resulted in a plan being developed to protect and support the couple.  I feel I have managed to negotiate a planned agreement that reduces the risks highlighted by professionals while also minimizing restriction 
on Mr and Mrs 3 (SCW, 2017. 24, A, B, E).       

Word Count – 1,223
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?

	Yes, the meeting started on time

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

	Yes, we were asked, and I’ve agreed

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

	Yes, it was following on a discussion yesterday 

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


	Fully prepared with all the information

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


	yes

	Did the social worker talk to you in a way that you understood?

Did you understand the language they used?


	Yes


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

	Met expectation, arrangements for a care application made.

	Are there any other comments or suggestions that you would like to make?
	Grateful for the support


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)


2 is a 72 year old gent who prior to admission was living alone in his privately owned flat.  2 has a diagnosis of mixed type dementia/Alzheimer’s disease resulting in some confusion and memory loss with diabetes which is managed by insulin injections.  2 first came to the attention of social services in the community, when he started becoming more confused increasing the risks associated with him accessing the community, struggling with activities of daily living, managing with his injections and nutrition needs resulting in weight loss.  2 was assessed in the community as being too unsafe to remain at home and was admitted into an emergency placement under a best interest’s decision for further assessment.  He then continued to be unwell whilst in the care home and was admitted to an acute hospital with generally being unwell due to his diabetes.  

Once deemed medically fit for discharge planning we had a referral for 2 to the hospital social work department requesting a social work assessment to facilitate a safe hospital discharge.  I was allocated 2’s case to undertake a social work assessment under the Social Services Well Being Act 2016, this Act repeals a lot of the previous social work legislation apart from the Mental Health Act 2007, Mental Capacity Act 2005 and Depravation of Liberty Safeguards.

In preparation for my assessment I reviewed all historic information and assessments from our IT system as well as the medical notes and Kardex regarding 2’s current needs.  I liaised with the multi-disciplinary team including the doctors, nursing staff and Occupational Therapist to establish 2’s medical situation, functional ability, care needs and associated risks.  I also checked preferred language, 2 had lived in Wales all his life however his first language was English.  I was aware under the new SSWB (2014) there should be equal access to the Welsh language and am aware how important this is when assessing someone particularly when have dementia as some bilingual dementia persons revert back to their first language.  Language is an essential part of the human experience, so if no one around you understands your language the effects can be feelings of isolation, confusion, frustration and depression.  This would have disempowered 2 at the crucial time he needed to express his wishes and feelings regarding his discharge from hospital (Alzheimer’s Society).   

I undertook a capacity assessment in line with the Mental Capacity Act (2005) using the five key principals as it was felt there were issues with 2’s ability to make his own decisions regarding his care needs and discharge planning.  I also liaised with the rest of the multi-disciplinary team (MDT) to obtain their views regarding capacity.  2 was assessed as lacking the mental capacity to make his own decisions as he was unable to fully weigh up information provided to him to make an informed decision and therefore it was decided that decisions would need to be made on his behalf and in his best interests.  To establish 2’s wishes and feelings it was important to work closely with 2 using a person centred approach to establish what was important to him instead of what was important for him as directed under the Mental Capacity Act.  2 clearly stated that he wanted to return to the comfort of his own home which he had shared with his late wife.  Within this process I was mindful not to label 2 due to his diagnosis of dementia, as I’m aware that this can have a negative impact on a person, using negative terminology can be demeaning, disempowering and derogatory to a person with dementia.   I was careful to use positive language and phases when talking with 2, treating 2 with dignity and respect while empowering him as an individual (Alzheimer’s society, 2018).   
When working with 2 I focused on identifying solutions to reduce the risks to 2, by working in an outcome focused way working in partnership with 2 in trying to identify solutions to try and address some of the problems experienced by 2.  2 was aware that he found looking after his cats difficult and wanted his cats rehomed to a nice home.   2 also identified that his strength was his ability to interact and socialise with people and he wanted to meet people his own age and develop a social network.  I was able to start putting these things in place by contacting the kennels who would look at rehoming and referred 2 to a day centre which he could attend once a week.  2 had a number of strengths including being able to express his views and still being able to function at a physically high level with prompting and supervision.

I used an ecological approach with 2, according to American psychologist Gerard Egan (1986) “all problems can be managed, even if they cannot be solved”.  Taking this into consideration I established what support networks 2 had in place and found these were limited, 2’s wife had died a number of years ago, he had no family and the only support he had was from a neighbour who would pop in and see him.  His neighbour was not in a position to support with discharge planning, 2 did not have a good network of support which can be detrimental to a person’s overall well-being looking at 2’s environment within his community will help identify support system’s and in 2’s case the need to build a wider support system.  2 did have a previous advocate from the Alzheimer’s society who knew him well who could provide information on his past wishes and feelings and therefore they attended the best interests meeting.  However 2 also needed a more formal advocate to advocate on his behalf in making a best interest’s decision and therefore I made a referral to an Independent Mental Capacity Advocate (IMCA) to support with the best interests decision making process. The role of the IMCA was to support 2 to make an important decision around his hospital discharge (MCA, 2005).   
During my assessment the nurses on the ward communicated that they felt it was too unsafe for 2 to return home and felt he needed to be discharged back into a care home.  Ward staff felt that 2 would not be safe in between care calls and would attempt to access the community unsupervised which was a risk.  I undertook a risk assessment as part of my assessment I identified that the risks associated with his care needs and memory loss.  2’s medication had been reduced as he had changed from insulin injections to oral medication which could be managed with a nomad box and care provision along with his personal care needs and nutritional needs.  The only risk that could not be eliminated was the risk of 2 attempting to access the community without supervision.  In order to address this risk I had completed a form called the Herbert protocol, a nations scheme used to find missing persons with Dementia.  I had complied useful information on 2 that that would assist the police find 2 if he was to go missing from his flat.  On the day of 2 discharge I had also made a referral to the out of hour’s social work team to make them aware of my concerns around 2 leaving his property unsupervised.  

I feel I had advocated well on the behalf of 2 and challenged the ward staff, highlighting to them the considerations that need to be given to a best interest decision.  Also the need for it to be the least restrictive option for 2 as I felt they lacked understanding into this.  Furthermore I felt the ward staff were looking for the quickest, less complex option for discharge planning for a more timely discharge.  There is evidence to suggest that hospital staff have a risk averse culture particularly in wales.   The Parliamentary Review of health and social care in wales report (2018) states a risk-averse culture within the health system is limiting efficiency and affects effective decision making.   The medical profession is seen as knowing what is best for the person and as a consequent a hierarchy is present by the inaccessible language used.  They are trained in assessing a person’s clinical condition and do not take a holistic view of the person or situation.  Working in the hospital I have found nursing staff do not always consider the least restrictive option for their patient, which can cause ethical dilemmas within a multiple disciplinary team meeting.  However I feel they are slowly becoming more aware of the need to assess people more holistically and I have noticed there is a possibility of more harmonious working between various professionals as they become more aware of The Mental Capacity Act and its principles. 

On reflection I could have looked into some telecare aids such as just checking system as this also would have been successful in minimising risk however this would have been limited by him not having an active contact.  I could have research more ways of effectively communicating with 2 and his Dementia.  The Alzheimer’s society have found that the use of electronic equipment like an ipad and the appropriate dementia apps can help improve communication using picture and word associations.  This could have helped 2 to express his wishes and feelings in more detail. 

During the assessment process it was important for me to be aware of the effects of 2’s dementia on him as an individual as dementia can affect each person differently (WAG, 2018).  Being mindful of this I feel I utilised my involvement with 2 appropriately, supporting 2 to take control and influence his own life as much as he can within the assessment process.  I did this by being honest with 2, giving him all the information he needed in small amounts so he could process the information.  I spent time with 2 in a quiet environment so he could have time to think about what he wanted for his hospital discharge and how this was going to be achieved.  We discussed the risks related to living at home with Dementia and the risk for 2, which 2 agreed would be managed using carers and regular social work input once home.  I used many skills to ensure that I supported 2 as much as I could to participate in the decisions affecting him.  I actively listened to 2’s feelings and wishes and didn’t interrupt him when he was talking also picking up on nonverbal signs.  I recognised the need to protect and safeguard 2 at this challenging time (Beckett, 2006).  
 Brammer (2010) tells us that ‘’social workers provide support and help to adults and children in need or at risk, a social worker is a catalyst for change in individuals looking to improve family life by achieving goals and keeping them safe and well’’.  I feel this was achieved by undertaking an assessment of need, where evidence-based decision-making came from regular sincere engagement in 2’s personal life (Fook, 2002).  I found that with each interaction with 2 I came away reflecting on my practice; questioning had I explained things effectively to 2?; did he fully understand me? And was he retaining the information?  I found that working with 2 which acknowledging the impact of his dementia worked better.  I did regular short visit in a quiet environment where I would address a different risk/concern with 2 around his hospital discharge and living at home on his own with Dementia.  I would reiterate what we had discussed and plan for discharge, 2 felt empowered having this information with him on the ward as he knew what the long term goal was for him.   

I found the ward staff to be oppressive to 2 due to his age, mental health and disability and were not talking into consideration his wishes/feelings but just seeing his label  of Dementia and age.  Ward staff didn’t feel that he would be safe to live at home, I had to challenge staff during the MDT meeting and explained the rationale behind the least restrictive option for 2 of returning home with a package of care.  However staff still expressed their concerns and would state the discharge of 2 would result in a hospital readmission. To ensure my practice was carried out in an anti-oppressive way, and not to cause further stress to 2, I was mindful of the SSWB 2014 section 3 subsection 29.3, is to seek to identify the outcomes that 2 wishes to achieve on a day to day basis.  2 wanted to return home to his own home and in order to do this I needed to assess if 2 would need care and support.  This meant looking at what preventative services would be needed and what information, advice or assistance I could provide as 2’s social worker.

2 was assessed as meeting the eligibility criteria for assistance from the local authority as he lacks the ability to carry out his own personal hygiene needs, he needed support to sequence his clothing and to change dirty clothing.  2 also failed his kitchen assessment with the occupational therapist and was unable to support his own medication, meal making and domestic routines.  He also requires protection from abuse and neglect (SSWB, 2014).  2’s barriers are linked to his diagnosis of his Alzheimer’s disease and the effect on his cognitive functioning, he needs a package of care to support him in managing his domestic routines, medication management and his hygiene needs. To address these needs I made a referred for a full care package of four calls daily to assist with these tasks.  A nomad box would be provided on discharge so carers could manage his medication, a safe box was purchased so that when the care agency collects 2’s money from the finance department.  And the money could then be held in the safe box where carers have access to 2 monies to purchase food shopping and for 2’s personal allowance.  2 also needed his property cleaned to enable carers to safely access his property and therefore needed to be done prior to discharge and care agency’s health and safety.  Cats were rehomes through protection of property.  Gas boiler needed to be reset and gas cooker and fire turned off to ensure safety at home as recommended by the OT.  2 would be at risk of leaving these on with his short term memory loss.  Fire service were arranged to check the current fire alarm systems. 

Without these risks and needs being managed 2 would not be able to meet his outcomes which is to return to his home and community safely.  While looking to achieve 2’s outcomes. I would be assessing risk and the risk of neglect which can result in an impairment of 2’s well-being.  2’s positive risk taking at home is an essential part of 2’s everyday life and with a robust care plan the risks should be reduced (SSWB, 2014).  To assess his needs I used a structured assessment session to specifically look at assessing the mental capacity of 2, in relations to his need around leaving hospital and the risks in relation to 2 living safely in the community.   
Communicating with a person with Alzheimer’s disease can be challenging especially when the disease progresses, it was important to use a quiet room where there was limited distraction to help him concentrate.  I also gave him time to think about the questions asked and gave time for him to respond offering reassurance on the occasions that he struggled to find his words which helped to build trust and a good rapport.  I was mindful of my role to minimise the risk to the service user, while striving to establish their wishes and respect their rights Lisman (1994).   It was paramount for me to establish balance in the assessment process where, in this instance, 2 would feel he was of equal standing during our meetings.  I was aware that this assessment was an important social reaction for 2, as it would determine his eligibility for service from the local authority.  However it would also allow me the time to develop a relationship with 2 and help 2 achieve his goals as well as improve his wellbeing on leaving hospital. 

In assessing 2 in this way I would be treating 2 with dignity and respect, by being aware of his personal viewpoints, values, beliefs and likes. This would enable me to identify the goals and objectives for 2, while working in partnership with other professionals on the ward in order to design and deliver services that are tailored made to 2.(SCW, 2017, 36, I.).  Throughout this interaction, the use of reflection was vital to help me inform and revise my practice.  I utilised Schon’s (1991) method of reflection in action throughout this case. I did this by reflecting back to 2 what I understood his feelings and experiences to be.  The occasions where I struggled to answer 2’s questions I acknowledged my need for reflection and on my learning needs such as dealing with difficult questions.  2 would always ask me when he was going home, I found this challenging as this was upsetting for 2.  He would become upset and emotional to the point that it was impossible to continue with our meeting, this was difficult to deal with.  On reflection I decided to start using a note pad with 2, which was for him to revisit when he was feeling anxious on the ward, this information was in relation to his discharge and helped to reduce 2 anxiety and when we met he was less emotional, as he knew what was happening. I made sure that correct information was given and that no unrealistic promises were made (Lishman, 1994). 
I used reflection on action, during my supervision sessions to highlight areas within my personal development to improve my learning and myself awareness.  I did this by researching information on dementia and it’s affects, this helped me look at ways of working with 2 in order to help 2 to express his wishes and feelings more effectively.  I also found that regular supervision helped me gain knowledge and skills from discussions and reflecting on 2’s case (Schon, 1991).  Supervision enabled me to gain an understanding into managing 2’s dementia and how to reduce his anxiety level on the ward whilst awaiting his package of care for discharge home.  I learned that shorter meetings with 2 worked better as 2 had a short attention ability however this was improved slightly by using a quiet room.  Failure to reflect on my practice could result in unhelpful interventions, where I would lose the opportunity to improve my practice and inform my learning experiences (Reith, 1988). 
During the assessment process it was difficult to ascertain if 2 had been subject to any financial abuse.  Financial abuse can be in the form of a person being prevented from accessing their own money, benefits or assets (WAG, 2013).  If he had been a safeguarding referral would have been completed and sent to the designated lead manager to threshold which would have been investigated under the safe guarding process.  To safeguard 2’s finances I undertook a capacity assessment in relation to finances which concluded that 2 was unable to manage his finances or have the ability to direct an appointee.  2 was vulnerable to financial abuse and had nobody to support him with his finances.  A referral was made to our client property and finance department so they could apply to manage his finances on a long term basis.  Safeguarding for the first time is now part of legislation under new act and are powers/duties rather just being guidance.  
Safeguarding is about protecting children and adults at risk from abuse or neglect and educating those around them to recognise the signs and danger of abuse. One of the most important values of safeguarding today is that ‘’it is everyone has a responsibility, each professional and organisation who work with the vulnerable adults and children must do everything they can, to ensure that children and adults at risk are protected from abuse’’ (SSWB, 2014). Making each professional and organisation accountable for their actions ensuring they communicate their concerns they have while addressing the risk to reduce the abuse.  One of the tasks of a social worker is to provide appropriate levels of protection and control, which is important as this will define the frame work between service user and social worker, and the individual and the state (Trevithick, 2005).  
A vulnerable adult ‘’ is a person who is over the age of 18 years of age, who is or may need social services support to support their mental health or other disabilities.  This relates to the age or illness of the person, who may be unable to take care of themselves or are unable to protect themselves against harm or exploitation’’ (Welsh Assembly government, 2013).  The abuse a person can sustained is a ‘’violation of an individual’s human rights’’, Article 3 states that ‘’no one shall be subjected to torture or to inhuman or degrading treatment or punishment’’. Such abuse comes in many forms such as physical, where the person can be subjected to hitting, slapping, punching, kicking, hair-pulling, biting; sexual abuse where the person is subjected to rape, attempted rape or sexual assault or neglect which can be a failure to provide or allow access to food, shelter, clothing, heating, and to having medical care. Emotional and psychological abuse can come in the form of enforced social isolation preventing someone accessing services or educational and social opportunities, or seeing friends (WAG, 2013).  

2’s assessment was written up and all the relevant referrals made to the appropriate organisations, in order to gain the package of care that 2 required to return home.  Information was collated and shared in line with the data protection Act, (2018).  

I was also aware of The Wales Accord on the sharing of personal information (WASPI). This is a tool introduced to help share personal information effectively and lawfully.   When gathering personal data you would normally need a person consent but in the case of 2 consent this was considered to be in his best interests.  It was essential to sharing information on a need to know basis with the domiciliary agency that would be providing 2’s care package as this would be the only way to meet his needs. 

2 was living in an urban area and therefore evidence suggests that health and social care would be more accessible to 2, However in reality due to an ageing population, an increase in chronic conditions in wales such as diabetes and Welsh budget cuts this means that welsh care provision is not adequately funded.  2’s council’s area is losing further funding this year’s said to be 0.1% less than last year budget (BBC, 2019).  This meant that 2 still had to wait an extended period of time in hospital once he was deemed medically fit by doctors waiting for his care package to become available.  This posed a dilemma as this was clearly not in 2’s best interests.  This would increase the risk of 2 being exposed to the risks associated with an extended hospital stay such as contracting hospital acquired pneumonia however there was no alternative option.  If 2 had lived in a rural area then the likelihood is he would have had to wait a significant amount longer for his care due to the limited amount of care providers that work in rural areas.  Furthermore evidence suggests that the level of need is increasing whilst the number of acute hospital beds are decreasing. There is said to be 25% less beds in wales where 20% of these bed were loss in the mental health area (BMA, 2017). 
I was also aware of the risk of 2 becoming institutionalised the longer 2 stayed.  In a recent survey by the Alzheimer society it showed that 92% of dementia patient were afraid, disoriented and confused while in hospital which was a concern.  The hospital is a restrictive environment with set routines and no privacy.  I was concerned that 2 would become deskilled in the hospital environment and loose his independence, due to lack of mental stimulation and becoming use to having all his need met (Alzheimer’s society Jan 2016).
Once 2’s care package was available and all other tasks completed 2 was able to return home.  As we were unable to eliminate the risk of 2 attempting to access the community I made sure I referred onto the community social worker for ongoing support and an early review.  There was also a contingency plan in place ready for if the situation did break down which was a care home placement while 2’s needs/risk could be relooked at.  I feel that without the significant input of the social worker to advocate on behalf of 2 an ‘unbalanced’ scenario (whereby risk assessment is based purely on clinical grounds) would have occurred.  2 would not have returned home on discharge from hospital.  I employed all my skills as well as utilising models of care and theories to undertake a holistic assessment which was successful in facilitating a safe discharge home for 2 which was his main outcome.  However upon reflection and in particular during the course of this report it has become evident that I need to obtain further knowledge of risk management, specialised equipment and how best to support a dementia sufferer in his community.  This would have enabled me to resolve some issues of the issues more independently.

Word Count – 4,265

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 law defines a social worker’s role and responsibilities in identifying risks and safeguarding people, and determines the nature and extent of any preventative work. The All Wales Child Protection Procedure (AWCPP, 2008) provides guidance and informs child protection practise, policies and procedures, needed to promote good practices, while providing training, and ensuring national policies and procedures are adhered too. The purpose of the National independent safeguarding board and the Children’s safeguarding board are too adhere to this guidance in order to protect vulnerable people from abuse while raising awareness of good practice locally.      

As a social worker it is paramount to have a good knowledge of the law as this is what delivers the powers and duties to react properly to the person’s need.  Helping to safeguard the individual during interventions while reducing the risk of harm to the individual and others.  The law also defines professional boundaries and insists that correct procedures are carried out to safeguard an individual. (Braye, S. & Preston-Shoot, M. 2002. SCW, 2017, 4a, 4b, 4c).  

A Child at risk, is a person under the age of 18, who has experienced an acute
 risk or at long term risk, or is subjected to a combination of both. A risk is defined as such if it prevents a child from pursuing or fulfilling their potential and can be present in their personal life or within their environment. (SSWB, 2014). Safeguarding is about removing risks of abuse, harm or neglect, but unlike the safeguarding of adults where they have the right to take proportionate risk and refuse intervention (where there is mental capacity to do so,) no level of risk is acceptable when it comes to safeguarding children.

The Children Act 1989 substantiates this insisting the welfare of a child be a primary concern, overruling Article 8 of the Human Rights Act 1989 that states that an individual has the right to a private and family life.

To clarify, the Social Services and Well-being Act (SSWBA, 2014) states a child should be looked after within their family home, with parents playing a full role, unless compulsory intervention in family life is necessary (Children Act, 1989).   When a child has been reported as being at risk under S130 of the SSWBA 2014 it is the role of the local authority to consider whether there are grounds for carrying out an investigation under S47 of the Children Act 1989. This assessment decides whether action is required to safeguard the child, placing a duty on the authority to execute this action. (S, 23.2 Children Act, 2004).

Other legislation relevant to safeguarding is the, Domestic Abuse Act 2015 where the Public-Sector is looking to improve the reaction in Wales to supporting victims of domestic abuse.  Another specific piece of legislation that protects children is the Female Genital Mutilation Act 2003. Female Genital Mutilation (FGM) is a crime in the United Kingdom. The purpose of this act is to focus on a preventative strategy involving community education, looking too prevent and safeguard these individuals. 

Finally, the Modern Slavery Act 2015 covers all children who have been trafficked regardless of nationality.  If a child is a victim of trafficking the police and children’s social services are informed, ensuring all agencies work jointly using the Independent Child Trafficking Advocates (ICTAs) to support children who have been trafficked, and to speak up for their best interests. 
Word count - 551
	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 purpose of the Social Services and Wellbeing Act 2014 was to simplify the law, strengthening the multi–agency approach in safeguarding adults and children alike, protecting from abuse and neglect while also educating those people who work within the sector in recognising the signs and symptoms of abuse. A principle of safeguarding is that each organisation and professional individual working in the sector is responsible for protecting adults and children from such abuse or neglect.
There is a difference in moral consideration and potential problems when comparing the safeguarding of children and adults. An adult deemed as capacitated, as defined under the Mental Capacity Act 2005 (MCA 2005) has the right to take risk or even make an unwise decision and therefore can make a choice to partake in a safeguarding process.   Where no risk is seen as being acceptable for a child, The Children Act (1989) deemed a child to have capacity once they are of the age of 18. 

It is however the professional duty of a practitioner to measure any potential risk against this legislation. The Children’s Act (1989) overrides Article 8 of the HRA and places the welfare of a child as primary concern and insists it is the duty of a Social Worker to intervene and investigate both harm and the likelihood of harm as prescribes in Section 42 of The Children Act (1989)

One of the complexities of Social Work arises from intervention via the criminal justice system. The Mental Capacity Act (2005) protects adults from abuse by lawfully challenging offences against a person via the Criminal Justice System. In Safe Hands (2000) states that when there is a suggestion that a criminal offence has been committed the police should be informed as a matter of urgency as early police involvement will identify if an offence has been committed. Determining this would require reliable evidence such as forensic evidence to help build a case against the perpetrator. When Social Workers are involved in such matters they must adhere to their professional expectations as set out in the Code of practice requiring them to Work with in the organisational procedures and in partnership with others to plan an investigation gathering evidence from a variety of sources while recording information relating to the investigation accurately and in accordance with organisational and legal requirements (SCW, 2017. 23, 24).   
Word count – 392.

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)


Working as a social worker in a hospital setting has helped me develop a good understanding of the hospital processes, expectations and how my role fits in with other professionals.  This has been achieved by working on set wards, participating in ward discussions, daily meetings, developing good knowledge of the ward, specialism and working relationships with the multi-disciplinary team such as the occupational therapist.  This has enabled me to know where to go for the information needed for my assessments and generally feel more secure/confident in my role.  However despite this I still felt the pace of work and turnover of cases challenging still needing to rely on my supervision sessions and experienced colleagues for support.  

Regular supervision was a way of me looking at my shortcomings where I could look at research and future training to develop or improve my practice.  Whilst working in the hospital I feel I have developed my assessment skills, part of this was achieved by creating a proforma with the support of my supervisor.  This helped me collate extensive knowledge, around a service users current health care needs, support systems and focuses on their personal outcomes. I found this was a more efficient way of preventing the need to revisit unnecessarily. 
Supervision has highlighted to me the importance of reflection, good social work skills and values in line with the Social Care Wales codes of practice (SCW, 2017).  It’s also highlighted the importance of legislation in practice, ongoing training, and research has identified gaps in my skills and knowledge.
I feel my training around the mental capacity act and the deprivation of liberty has helped me understand the importance of the law and its impact.  I’m aware that assessing and making a decision that a person lacks capacity is an important decision which has made me feel very anxious.  This is mainly due to assessments being undertaken in such a short period of time and knowing the impact this could have on a patient’s life.  The training helped me to think about how I could communicate and what questions to ask to ascertain capacity.  I found that using a proforma specific to the patient’s abilities and needs helped me understand the risks, highlighting the patient’s understanding of their own abilities but I still find this difficult.  I feel that I need to further develop my skills of assessing a person’s mental capacity where there is fluctuating capacity. 

Another learning need would be to revisit how best interest decisions are made and recorded to ensure these consider all options available.  I feel over the next year I need to develop my ability to record all the evidence needed to support the decision of a patient transferring into a care home so if the case was taken to court the decision could not be questioned.

I have also developed my knowledge of theories and have linked theory to practice during discussions in supervision.  A strength-based approach during assessments has helped me look at what the person can do rather than the negative factors in a person’s care and support needs.  This helped me develop my skills around person centred work, acknowledging that the patient is the expert on their life.  However I found this theory had its restrictions when working with some patients with dementia as they lacked the capacity to reflect on what would need to change.  In these cases I was reliant on the information given by family regarding past and present wishes.  I found that using strength-based questions it was easier to identify strengths and personal outcomes.  This empowered people to focus on the positives rather than the negatives, leaving them in an empowered state of mind. 

 I have found my role difficult and challenging at times but also motivating due to what I’ve learned and how I have developed as a practitioner.  My role is to support the service user to move forward with changes in need (Trevithick, 2007). I am fully aware that as a practicing social worker it is paramount that I continue to do so in accordance with the code of practice (SCW, 2017, 1.6).  

I feel I still have learning needs in relation to continuing health care (CHC). I have recently attended this training with a solicitor who has given out bench mark cases that set a precedent in gaining CHC.  This training has increased my knowledge however I still feel that I need to gain more confidence and experience in this area.  I plan to do this by shadowing colleagues in meetings, this will develop my skills in challenging other professionals regarding CHC using case law evidence.

During the past year I have received positive feedback from family and patients to thank me for the support and understanding I have shown during difficult times. It’s helped me realise that I am confidence in my social work role and work well supporting people during difficult times and working towards their personal outcomes.  This has given me the confidence to work with more complex cases. 

 Word count –. 844

Please record in the table below the dates of each consolidation programme workshop you attended.  

	Consolidation workshop 
	Date Attended  

	1 - reflective practice
	14.11.16

	2 - safeguarding 3&4
	31/1/17

	3 – safeguarding 3&4 
	15/3/17

	4 - reflection on development
	20/7/17


Notes
 Depravation of liberty safeguard – 5/8/15
Best Interest decision making for manager – 25/8/15

Understanding dementia – 17/9/15

Safeguarding adults level 3 – 5/10/15

Social service and well-being Act – 7/10/15

Sensory awarness26/11/15

Best interest assessors 15/1/16

Social services and well-being act modules 1&2 – 3/3/16
Social services and well-being act modules 2&4 – 4/3/16
Continuing Health care – 22/3/16

Human Rights and case Law – 12/5/16

Human Trafficking Anti-Slavery – 13/5/16

Safeguarding adults level 4 and non-criminal investigations – 13/10/16

Best Interest decision making form managers – 30/11/16

	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.


Lee has had a challenging journey through this programme; she’s had to contend with a mix of intense work pressures whilst also managing some additional learning needs.
Lee has shown that she uses her initiative very well, she is willing to learn and take on new experiences. She has shown that the individual she is working with is central to any process /assessment and has developed aids and uses innovative ways to maximise a person’s involvement and in obtaining their views – I.e. the use of visual aids for those who have lost speech (see developmental review).
Hospital social work was new to Lee and she has adapted well to this environment. She has a good relationship with the Multi – disciplinary team and her understanding of differences between the medical and social model is clear when she advocates for her clients. Lee actively seeks out training and support from senior members of staff if she is unsure about her course of action. Her ability to reflect on her practice is improving and is actively encouraged during supervision sessions. She has evidenced both through supervision sessions and her day to day work that she is methodical and organised. Her case notes are thorough and stipulate action plans.

Lee is a supportive team member and is always willing to support her colleagues. 

Lee is more confident about managing complexity when comparing this to when she first qualified; she remains calm and ‘level headed’ and is committed to achieving positive outcomes for her clients. Lee is clear regarding her professional boundaries and maintains trusting relationships with families and carers. She recently had positive feedback from a family member stating how they benefitted from her professionalism during a difficult period in their lives and she helped them ‘navigate through the journey of transition.’
If Lee continues in this vein, she will flourish professionally and feel more competent and confident in her role.
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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   Lee Davies
2. Learner’s University Number:
Address for Correspondence: Social Work Department,

Singleton Hospital, 

Sketty

Swansea
Telephone:01792 285255
E-mail: lee.davies2@swansea.gov.uk
Date of Professional Qualification: Bachelor of science in Social work 
Date of registration with Social Care Wales: 2012
3. Name of Learner’s Agency: Social Service Hospital team
Agency Contact details: Social work department, Singleton Hospital
Name: Amanda George
Address: Morriston Hospital, Morriston, Swansea

Telephone Number: 01792 285255
E-Mail address: amanda.george@swansea.gov.uk
4. The evidence I have provided within this portfolio is in:

Welsh only 
(
 Welsh and English (

English only X
Mentor’s details

5. Mentor’s details: Senior Practitioner
Name: Joanna Slee
Address: Social work department, Singleton hospital.
Sketty Lane, Swansea. SA2 8QA
Telephone Number: (01792) 285255
E-Mail address: Joanna.Slee@swansea.gov.uk
	6. Observer details 
Name: Clare Whatty 
Work Address: Social work department, Singleton hospital, Sketty Lane, Swansea. SA2 8QA
Professional Qualification and date of qualification: Social worker
Email and telephone number: Clare.Whatty@swansea.gov.uk
(01792) 285255
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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 
	Lee Davies

	Name of Team/Agency 
	Social work department Singleton Hospital team 

	Name of Mentor 
	Joanna Slee

	Name of Line Manager 
	Amanda George


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:

a) facilitating access to existing learning materials or library resources

b) providing appropriate training opportunities from existing internal training programmes as agreed with the learner and mentor

c) providing programme induction and Consolidation Workshops 

d) providing learners’ with guidance and support about programme requirements and portfolio completion

e) 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. 


[image: image3]
�Do you need to explain/contextualise ‘active offer?’


�Rephrase this – I’m not 100% sure what you mean.


�This needs rephrasing as I’m not quite sure what you mean.


�Do we need to know who they were? Roles etc?


�Capital letters?


�See below


�Do you mean ‘intense?’ I’m tempted to change this to ‘acute’ but this will change the meaning.





V6 17/04/17

[image: image1][image: image4.png]Compiton and sbriesionf bt
Lmn ot ol o G Cofot 188 vt 08 ot 7
e e vy B o P s oo

et s ocss s o s s ohor vl bl o, O
I o rrs AT chare e o bl e we i s
e ot bty

Prsaa otk g 148 for o sndon o Coaohdation Wk
et ad st s s of i st s hrn.

St I P2 prtrame €22 D0 o 371 07T
ey

it ame . Grames s oue 210§
Frrnane 5 S oue b 116

Dol V- gl 101



