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[bookmark: _Toc216564247]Task 1: Personal Action Plan for Mental Health Support Worker Role 
Job Role Identification
My target role is that of a Mental Health Support Worker in a community mental health team of the NHS. The role is to offer direct assistance to patients with mental health challenges and in cooperation with multidisciplinary teams, as well as facilitating recovery-driven care within communities.
Major Skills that are required and Existing Competency.
Communication Skills
Mental Health Support Workers must have good verbal and written communication skills to interact with the service users, families, and healthcare professionals. My background knowledge of communication is based on the past experience in care and academic presentations.  
Written communication competence is displayed in my academic work in the form of essays, reports, and reflective assignments. I organize data and present it and language to various audiences logically.  
empathy and Emotional Intelligence.
Emotional distress is one of the fundamental needs of mental health support work that necessitates its understanding and proper response. The practice of working with people with dementia enabled me to develop the ability to distinguish non-verbal communication and address people emotionally.  
Person-centred care models assisted in my academic learning about the concepts of empathy. I am aware of the impact of power disharmony, stigma, and historic trauma on help-seeking behaviours. The knowledge guides my practice of establishing trust and upholding dignity when establishing care relationships.
Teamwork and Collaboration
Mental health care is provided in multi-disciplinary teams that consist of psychiatrists, nurses, occupational therapists, and social workers. Teamwork skills are evident in my group-work experience. In the LCHS4009 Component 1 presentation, I would organize the work of the team members, allocate roles based on their strengths, and work towards reaching common goals. I also took active interest in hearing the views of others and bargaining on ways to solve conflicts that occurred on the presentation structure. 
Determined Skill Gaps and Development Plan.
Crisis Intervention Skills
I do not receive any official training in the field of de-escalation and crisis response procedures. Mental Health Support Workers meet people facing cases of acute distress and suicidal ideation or behavioural crisis.  
Development Actions:

Full MHFA England course in three months in order to acquire initial crisis response knowledge.
According to the NHS, before getting a job, one has to enrol in de-escalation and crisis intervention training by local NHS Trust learning programmes.
Shadow was exposed to Mental Health Support Workers in crisis situations (under the consent of service users) to see the techniques in practice.
Study NHS crisis care guidelines and local protection measures to realise organisational expectations.

Timeline: Finish MHFA by February 2026; set up shadowing during first month of work; continue revision of protocols during probationary period.
Learning about Mental Health Legislation.
An understanding of Mental Health Act 1983 (amended 2007), Mental Capacity Act 2005, and other codes of practice will be crucial to ethical and legal practice. My existing knowledge is still shallow as a result of academic courses.  
Development Actions:

Research the Mental Health Act Code of Practice and Mental Capacity Act Code of Practice and make a set of notes to refer to.
Full mental health mental legislation training modules on Social Care Institute for Excellence (SCIE). 

This will be presented as timeline: code of practice research of practices beyond December 2025-January 2026; full SCIE modules by end January 2026; quarterly safeguarding updates when employed.
Risk Assessment and Risk Management.
Assessment of systematic risks is an everyday task of mental health assistance. I should have an ability to detect risk factors of self-harm, suicide, violence, self-neglect, and exploitation.  
Development Actions:

Ask placement supervisors to access anonymised case studies to practice risk identification.
Know how to use common risk assessment instruments used by the potential jobs (ask questions during interview process). 

Timeline: Case study review after every month; learning assessment tools after induction period; set an agreement to be supervised regularly after the commencement of employment.
Interview Preparation
Question 1: "Explain an occasion when you assisted another person who was in distress. What approach did you take?"
Response: In my placement, I assisted a dementia resident who got disoriented every night, insisting on her dead mother who died several decades ago. Instead of correcting her or dismissing the concerns I help her by saying "You miss your mom." I stayed with her, kept a low body language and was involved in positive memories reminiscence. This strategy helped in calming down in few minutes.  
Question 2: "What do you consider you would do to sustain professional boundaries when establishing therapeutic relationships with service users?
Response: The boundaries of professionalism safeguard both the service users and workers and facilitate efficient therapeutic relationships.    
Question 3: What do you know about recovery-oriented practice of mental health care?
Response: Recovery-based care involves hope, empowerment and meaningful living in spite of mental health challenges. The method acknowledges recovery as something that is important to various individuals and does not have to be equivalent to clearing of the symptoms. According to Anthony (1993), recovery was considered to be living good lives despite the constraints brought about by illness.  
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Introduction
Communication is one of the basic skills required of health and social care professionals. Positive communication has a direct impact on patient outcomes, collaboration among staff, and quality of service. This report explores the importance of communication skills in health and social care context, based on peer reviewed evidence, why this skill should be given preference in development among practitioners.
The Communication Significance in Health and Social Care.
Communication is the main tool by which the professionals involved in care receive information, establish therapeutic relationships, and implement care interventions. McCabe and Timmins (2006) determined that communication between the nurses and patients enhanced patient satisfaction and compliance with the treatment regimens. 
The exchange of information with patients is significantly dependent on patient safety. Communication failures were recognized as one of the causes in about 70 percent of the grave adverse incidents in healthcare facilities (National Patient Safety Agency, 2009). These malfunctions take place during handovers, evaluation and documentation. Leonard et al. (2004) discovered that medical errors can be lowered by 30 percent in an acute care setting by structured communication protocols.
Interpersonal and Communication Skills and Patient-Centred Care.
Communication is at the focus of practice because of a shift towards patient-centred care models. Systematic reviews by Stewart et al. (2000) showed that patient-centred communication is associated with better health outcomes such as increased resolution of symptoms, as well as physiological outcomes.  
Inhibitors of Effective Communication.
There are various barriers to communication within the health and social care environments. Language barriers are also a problem especially when there is a mixed city population. It was reported that patients with poor English language skills were found to have a greater number of medical errors and lower ratings of satisfaction (Schyve, 2007). These risks are mitigated by professional interpreters, but this resource is not fully exploited by many services.
There are emotional and psychological barriers that influence the quality of communication. Pain, anxiety, or cognitive impairment lead to information processing in patients unlike when they are in stable conditions. Detering et al. (2010) determined that discussions of the advance care planning need to engage more than just one conversation as it is a complicated process and demanding to process information under stress.
Communication is also affected by the environmental factor. Wright (2013) noted that the problem of noise, restrictions of privacy, and time in the clinical environment do exist and are hindrances to meaningful conversation.  
Coming to understand Communication Competence.
Communication is a teachable skill and communication is becoming an explicit component of health and social care education programmes that have to be practiced. Berkhof et al. (2011) tested communication skills training programmes and were able to get significant improvements in practitioners capacity to engage in effective consultation, impart unpleasant information and cope with emotional situations.  
Active listening is one of the essential elements of effective communication. Weger et al. (2014) established that active listening behaviours, such as paraphrasing and clarifying questions, can be used to improve perceived empathy and relationship quality.  
The area of cultural competence overlaps with the development of communication skills. Betancourt et al. (2003) determined that culturally competent communication minimizes the health disparity among minorities.  
Multi-disciplinary Team Communication.
Better Health and Social Care delivery is becoming more of multidisciplinary teams, in which coordination and continuity is achieved through communication. Borrill et al. (2000) cited definite communication structures as indicators of team performance within healthcare organisations.  
Situation, Background, Assessment, Recommendation (SBAR) communication framework offers a structure of clinical handovers. De Meester et al. (2013) studied the implementation of SBAR in several hospitals and documented the decrease in adverse events and enhanced information transfer between shifts.  
The Digital Communication Technologies.
The new modalities of communication in the health and social care brought about by technological advancement. Telehealth visits, electronic health record, and messengers change the conventional practitioner-patient relationships. The results of the systematic reviews by Greenhalgh et al. (2018) were quite similar in terms of clinical outcomes compared to face-to-face appointments under particular conditions, although the authors indicated that practitioners had to change their communication methods to suit online settings. 
Conclusion
Communication skills are crucial skills that health and social care professionals need because there is a lengthy body of empirical evidence concerning the relationships between the quality of communication and patient outcomes, safety, and satisfaction. There are individual, organisational, and systemic barriers, and these need multifaceted developmental skills to be applied.  
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Experience
The presentation on LCHS4009 Component 1 required our group to conduct research and make a presentation on the issue of person-centred care in dementia care settings. The time frame to prepare a fifteen-minute presentation presented to our cohort and lecturer were three weeks.  
The preparation went on comparatively well. Our team had two weekly meetings to organize research, split the content, and practice delivery. I was comfortable with my research work and slide presentation.  
During presentation day, I had great anxiety prior to our given time. I trembled as I was proceeding with the slides, and I went through my initial two-minutes of material in a hurry. I also realized that attendees were being bewildered when I mentioned validation therapy without further clarifying on the term.  
The lecturer gave verbal feedback after the presentation was made. She complimented the depth of my research and the clarity of my slides and commented that my pace of delivery was a weakness in accessing the content.  
Reflection
My first thought was to be glad I had done the presentation and disappointed about my performance. I was frustrated by the fact that I was nervous, and the quality of delivery did not match my preparation. I realised that it is one thing to know what one has to communicate but it is another thing to perform it when you are under pressure.
The review of the experience allows making several important points. I was also anxious due in part to perfectionist traits and fear of reproach. According to Moon (2004), reflection involves candid assessment of feelings which influence performance.  
The hurried presentation indicated the lack of proper attention to the needs of the audience. I put too much attention on covering all the material that was researched as opposed to understanding. According to Gibbs (1988), a good practice should take the form of perspective taking as well as understanding of the impact of the actions on others.  
My midway recovery exhibited some good qualities. I perceived environmental stimuli (confused expressions, nod of lecturer) and varied behaviour. This indicates emerging self-understanding and flexibility.  
The feedback provided by the lecturer pointed to a pattern that I have realised in the past presentations. I am always getting feedback regarding the speed of speech and the use of technical language. This repetition is a sign that I have not been addressing these areas well even though I know about it. According to Schon (1983), there is a difference between reflection-in-action and reflection-on-action. I show some ability to reflect in-action (slowing down the pace of presentation) but no reflection-on-action that allows me to avoid repetitive problems.
Action
The reflection has noted tangible areas that need to be developed in the future before presentation and practice as a professional. Communication skills are also vital in health and social care careers and hence the learning is directly applied towards career objectives.
Immediate Actions:
I will also rehearse and present with the help of video recording and note the pace, clarity, and body language without bias. Recording enables revisiting and determining key areas of improvement. I will train one time a week, with a gradual increase in difficulty and time constraints to reproduce the state of anxiety.
I will come up with plans of dealing with presentation anxiety by engaging in breathing and positive visualisation. The study conducted by Ayres (2005) proves that systematic desensitisation decreases the anxiety about speaking in public.  
Long-term Development:
I will also look to gain experience on frequent public speaking by offering myself to present in seminars, joining student societies, or attending practice placement meetings. With repetition there is competence and anxiety decreases with time.
I will seek peer feedback on post-presentation through structured forms to be filled with certain questions related to the pace, clarity, and engagement. Several viewpoints offer more learning compared to lecturer feedback.
I will keep a reflective journal where I will record the experience of presentations, identify patterns and trace the progress.  
Professional Application:
This is applicable in mental health support work where I will provide information in the handovers, the care planning meetings, and safeguarding discussions. Effective communication influences the quality of care and safety of the patient.  
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