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SECTION 2 DEVELOPMENTAL REVIEW (a)  500 WORDS 
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

This developmental review will identify and justify my agreed learning and developmental needs for my consolidation year. It should be noted that the beginning of my consolidation year coincides with a new area of Social Work for me. I have until now worked with children, but am now working with older adults in a hospital setting; and while I have many transferable skills, it should be noted that I now have new learning and developmental needs which need to be addressed. The following three areas have been identified through supervision as important for my future development. 
Using Honey and Mumford’s Learning Styles Theory, I have identified that I am a Theorist Learner, and as such prefer to “integrate observations into complex but logically sound theories” (Honey & Mumford, 1992). I will use this knowledge to provide the best possible outcomes for my learning opportunities. 
A new area of work for me will be working under the Mental Capacity Act 2005. The process of assessing a person’s capacity is a key role when working with older adults, as there is a high proportion of people who are living with dementia, and while not everyone with dementia will lack capacity to make specific decisions, the ability to assess and identify those who do lack capacity can be complex and requires professional skill and judgement. Learning how and when to correctly assess capacity can be done in a variety of ways:  I will firstly observe others performing this function, I will carry out additional reading and complete formal training; I will then have the knowledge and understanding to carry out my own assessment. This will initially be under observation, but I expect that with experience I will have confidence in my own professional judgement, and be able to use analysis of assessment to inform any relevant interventions. 
I will frequently be working with people who are living with dementia; part of my role will be to support carers who will be in need of advice and information. I will need to increase my knowledge of dementia, as well as how the symptoms present. I will learn through discussion with experienced Social Workers, supervision, and formal training, how to minimise the challenges faced by those living with dementia, as well as those who care for them. 
Another area which I expect will be a vital to my new role as a Social Worker who works with older adults, will be the use of the Decision Support Tool (DST) (Welsh Government, 2014) in relation to Continuing Health Care (CHC). The use of the DST is led by health staff, but Social Workers will generally have a collaborative role to play. It will be important in my new role that I have a good working knowledge of the tool and how to use it; as there are considerable cost implications in terms of paying for long term placements for adults who needs 24 hour support. I plan to carry out formal training, and link with relevant health professionals in order to observe the assessment process. Following this I will discuss in supervision with my senior Social Worker, an appropriate case to increase by DST and CHC experience. 
(531 words)

SECTION 3 OBSERVATION SUMMARY (300 words)
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.  
This observation was a planned assessment of a patient within a hospital in Wales using the Social Services and Well Being (Wales) Act (SSWBA) 2014 (Welsh Government, 2014), the Mental Capacity Act 2005, the Welsh Language Act 1993, and the Equality Act 2010. He will be assessed to identify his eligibility to receive care and support from the Local Authority. 
For the purposes of confidentiality the patient will be known as Adult 1. Adult 1 is a white Welsh man who has retired from his field of work, and his preferred language is English. Until his admission to hospital Adult 1 was living overseas in a community of other English speakers. Prior to his retirement Adult 1 was a professional man who had left Wales to work in England. The strength of influence that geography or culture may have on Adult 1’s situation cannot be accurately measured as he has come immediately from a different country. Family have reported that Adult 1 was highly ambitious, and felt that his goals could only be achieved overseas. From this I suggest that Adult 1 felt that Wales did not offer him the opportunities he desired; this may be linked to relevant levels of poverty observed within many Welsh communities.  
Adult 1 also has some challenges with his cognition and short term memory.  It is good practice to involve family as early as possible in the discharge process; Adult 1’s daughter agreed to be present for the assessment, she subsequently cancelled due to her own poor health. I understood the importance of a family member being present, and was happy to wait for her to be well enough to attend; however medical staff strongly recommended that the assessment should go ahead as planned. 
This assessment was carried out in a private room in the presence of his nurse, myself, and the observer. Permission was sought to include the presence of the observer prior to the assessment. 
(323 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, cultural sensitive practice, language preference including the “Active Offer” principle, and ethical practice. 1300 words.

As a plan for this piece of work, it was agreed that it would be beneficial if the assessment were to take place away from the ward, and other patients. Under usual circumstances we would use a Day Room, but unfortunately on this day the room was being used, so our only alternative was to use a Treatment Room. The treatment room was colder than the rest of the ward, and while Adult 1 told us he was happy with the location, I could observe that he was cold, this could be seen through his shivering, and his feet had a blue tinge. I offered to fetch him some slippers, and briefly paused the assessment so that I could put a blanket over his knees. It was important that Adult 1 was comfortable, not only physically but emotionally, as the assessment process can require a service user to share a lot of information, and it was important that he was able to trust me, especially given his recent periods of confusion, and the absence of his family. I prefer to use the Exchange Model of Assessment, as it emphasises the shared power during assessment, where a Social Worker’s expertise is acknowledged, but the service user is the “expert in themselves” (Smale, et al., 2000, p. 140), this is also echoed by SSWBA.
Hospitals can be oppressive places, the buildings can be large and domineering; and this in itself can be disorientating for people who are already vulnerable due to their poor health (Yates-Bolton, et al., 2012). During this observed assessment it appeared that Adult 1 did not wish to appear frail or vulnerable; he was strong in his voice and opinions. People can sometimes try to hide their vulnerabilities, and given his poor health and new environment, I communicated with him in a respectful tone, and made sure that he did not feel that I was treating any less favourable due to his poor health. How we present ourselves to other people is a form of non-verbal communication; and health staff in uniforms can emanate a sense of power and authority (Timmons & East, 2011). It should not be underestimated how a person can feel vulnerable because they are in a hospital gown or pyjamas (Baillie, 2019). The emotions relating to the power dynamics of the staff and patients cannot be underestimated, and it is part of my responsibility to balance the vulnerability of the patient by using a person centred approach and anti-oppressive practice to maximise their ability to make decisions for themselves, and support them to make sure that their voice is heard and they are able to communicate what matters to them. 
This issues of power and oppression have been studied on an academic level during my Social Work degree, but only since working in a hospital, have I learnt and seen for myself how this can impact people on a day to day basis.  I have learnt that without the support from a Social Worker patients are often seen as a medical diagnosis which needs to be treated and discharged, and not as an individual with a history beyond the hospital. This is an example of the Medical Model of Disability and will discussed in more detail later in the portfolio.  
Adult 1 became ill while he was living in a European city, and while there he was disorientated and his behaviour was described as “challenging”. He was repatriated to the UK and transported directly to the hospital, meanwhile his family were securing him a home in Wales so that he could be registered with a local GP. Given this set of circumstances, it was likely that Adult 1 was not only disorientated by his medical condition, but also by the change of country and culture with which he was familiar. Speaking to family prior to the assessment, it was clear that Adult 1 has always been a strong ambitious man, and I was able to see during the assessment that he still retained many of those characteristics.
Under The Welsh Language (Wales) Measure 2011 an ‘active offer’ of the Welsh language was made; however Adult 1 reported that his preferred language was English. The Measure gives the Welsh language official status in Wales, it established the role of the Welsh Language Commissioner, and confirmed the principle that the Welsh language should be treated no less favourability than English. The Measure has also informed The Welsh Language Strategic Framework, known as More Than Words, its aim is to strengthen the use of Welsh within Social Services, Social Care and Health.   From an historic perspective there have been other pieces of legislation which have sought to strengthen the use of the Welsh language within society; namely the Welsh Language Act (1967) which gave the right to use Welsh in legal proceedings; and the Welsh Language Act (1993), which put the Welsh language on an even footing with English in the public sector. The use of language and “Freedom of Expression” is also an internationally recognised human right covered by the United Nations’ Universal Declaration on Human Rights (United Nations, 1948).    
Any discussion around language and communication should also include comments on the power, and disempowerment of an individual who is not given the opportunity to use their first language. The issue of effective communication and empowerment is intrinsically linked (Stevenson & Parsloe, 1993), for when an individual is denied the opportunity to express their wishes and feelings they become infantilised and discriminated; and the power of the relationship will lay with the professional who denies a person the right to speak in their preferred language. Meuter says that when a person is unable to use their native language    “it may result in increased psychological stress” (Meuter, et al., 2015)
Anti-discriminative and anti-oppressive practice are key Social Work values (Dominelli L. , 2002), and as a profession we should actively ensure that individuals are supported to use their language of choice.  An understanding of language preference is not simply asking whether an individual speaks Welsh, but is a demonstration of the awareness and complexity behind the social, political, and historical significance of the active offer, and the importance of respecting an individual’s right to use their preferred language (Open University in Wales, 2017). 
When asked about his language preference, Adult 1 told me that he had very strong opinions about the Welsh language; he told me that he felt children should not have compulsory Welsh language lessons in schools, and he did not feel it was necessary for bilingual signs or documents. My observer at the time was a strong advocate of the Welsh Language, and will use it as often as possible in all circumstances. During this part of the assessment process, I was very conscious that there was potential for there to be conflict; I became vigilant of my tone of voice and body language, so that I could continue the assessment without causing offence to either party. I told him that I was happy to continue in English, and that we did not need to discuss the Welsh language any further.  I was able to demonstrate a professional approach to move past the conflict, without it needing to escalate into a debate; I was able to respect the view of Adult 1, while not necessarily agreeing with him. While this was the first time I had experienced such anti-Welsh rhetoric from a service user, it was not the first time that my own values did not match those of other service users. There have been several occasions where I have come across racist or xenophobic language, and I feel that I have developed the experience and communication skills necessary to move on with the purpose of the meeting without it becoming a distraction or debate.  This is in line with the Code of Practice (Social Care Wales, 2017) where Social Workers respect the rights and maintain the trust of the individual. 

1326 words




Social Work Feedback Form

Did your Social Worker explain why you are being assessed today?

Were you offered an assessment in your preferred language?

Did the Social Worker explain your right to confidentiality, and why some information may need to be shared?

Did the Social Worker arrive on time?

Did you feel comfortable speaking to the Social Worker?

Did the Social Worker respect your wishes and feelings?

Did you feel that you were able to communicate well with the Social Worker, and that she understood your needs?

Did the Social Worker explain what will happen next?

Are you happy with the Social Work visit today?

Are there any other comments you would like to make.



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)
For this case study, I will reflect on the importance and legislative framework which guides confidentiality in Social Work; and I will show how research has guided our use of reflection on our practice. I will comment on the role of Social Workers both today and from a historic perspective, and will critique the use of theory and anti-oppressive practice. I will suggest models of reflection and give my rationale for choosing my preferred model of reflection. Welsh Language and the importance of the active offer will be examined, along with comments on how national policies can impact on poverty within communities. I will discuss the eligibility threshold, both within a legal context and how it can cause practice dilemmas. I will discuss my learning needs, how they relate to this case study, and how I used professional judgment to make decisions. I will reflect on the strengths and barriers of collaborative working, and I will show how it provides better outcomes for patients. Finally I will provide details of the legislation and policy which guides how we practice when adult safeguarding assessments are undertaken. All of this will discussed in the context of this case study, and how my practice is affected by complexity and uncertainty. 
This section of the portfolio relates to a case study of an older adult, she is female and has been retired from work for many years. During the intervention she has not given her explicit consent, as stipulated in the Social Services and Well Being (Wales) Act 2014, to be included as part of a case study (she had passed away before the commencement of this portfolio); although she did consent to the referral and assessment, as well as the sharing of her information for the purposes of providing care and support. Therefore under the Data Protection Act (1998), and the Wales Accord on the Sharing of Personal Information (WASPI) (Welsh Assembly Government, 2010), this case study will respect her right for anonymity, and given the sensitive nature of the contents, her name, age, locality and specifics of her case will be anonymised.  Throughout the case study she will be known as Adult 1, her husband will be known as Adult 2, and her child will be Adult 3. 
The role of reflection is widely studied and researched, however there are difficulties in gathering a comprehensive definition due to the multiple disciplines (nursing, teaching, Social Work etc.) which are involved and there has been little integration or overlap of the work (Moon, 2004). Moon (2004) reports that simple reflection is thinking with a purpose during times of uncertainty. Wade (1997) reports that there are many benefits of reflective thinking and practice: namely self-understanding, cognitive growth, problem solving, and developing critical thinking skills; while Grant and Kinmen (Grant & Kinman, 2014) report the benefits of resilience, reduced stress, and increased emotional wellbeing. There are also challenges associated with reflection: time constraints, and a lack of reflective supervision are highlighted by Gould & Baldwin (2016) , and this is also linked to the cultural and structural organisation of the team, they argue that a lack of resources and staffing numbers has a direct correlation to a Social Worker’s ability to give adequate time for reflection.  Through this section of the portfolio, I will show how the use of reflection is vital when considering cases such as Adult 1, and I will demonstrate that without reflection and supervision a superficial decision could be reached. 
Many individuals joined the Social Work profession in order to ‘help people’, and this can signify different things for different people, according to your own background and personal experiences. For me, I have a history of spending many hours as a child in hospital, I have also worked for many years with older people; so it is no surprise that I now work in a hospital, and support (mostly) older people with support on discharge from hospital. In many ways this is the original role of Social Workers, as hospital almoners in a pre NHS society (HHARP: The Historic Hospital Admission Records Project, 2010). It is with this traditional role of Social Work in mind that I look to Social Work as a female occupation, and can be studied from the feminist perspective (Dominelli L. , 2002). The feminist perspective is an important consideration when working within the field of domestic violence, which was the cause of this particular intervention, and during the meeting with Adult 1, I was conscious of power dynamics of victims and perpetrators, as well as the feminist perspective within a domestic violence relationship. Fook (2016) argues that there was a move in the early twentieth century to “scientise our knowledge, so that it was acceptable in essentially masculinist environments” and thus Social Workers adopted models and theories of working, to legitimise the profession within the patriarchal systems of universities (Fook, 2016). The traditional Social Work models focused on the individual and solving personal problems, however by the 1960s Social Work took on a post-modernist approach to assessment with an emphasis on how the structural, socio-economic, and cultural influences affect people’s lives.  It altered the emphasis of blame from the individual to a broader perspective of oppression, power, and poverty (Fook, 2016). Healy (2000)  argued that this post-modernism way of thinking has led to a critical approach to Social work, and it is this framework which I will use to critically reflect on my case study. 
To give some structure and direction to our thinking, several models of reflection have been developed; Gibbs (1988), Schon (1983), and Barton (Barton , 1970); however for the purpose of this case study I will be using the Kolb (2015) model of learning, which can be used appropriately as a reflective model. Kolb himself referred to this model as the Lewinian Experimental Learning Model (Kolb, 2015, p. 32), however, as it is commonly known as the Kolb Model, and to avoid confusion I will continue with the common name of the Kolb Model. Kolb’s Model is in four parts, he asks us to record and describe the event or experience, then reflect on any thoughts and feelings, the third part makes any links to existing knowledge and experiences, and finally to imagine how one would do things differently,  and asks would additional knowledge or insight change the outcome? I have a preference for this model of reflection as it addresses emotions and feelings, and given the highly emotive role we hold, I felt this was an important aspect of the reflection. I have previously highlighted the importance of critical reflection and its relationship to anti-oppressive practice, power and poverty; the Kolb model does not explicitly address these issues, but to overcome this shortfall, I will also use the DEAL Model of reflective writing (Ash & Clayton, 2004). The DEAL Model calls for the individual to implement academic mastery, personal growth, and civic engagements; while these are not typical Social Work vernacular, I have interpreted them to mean knowledge of theory and legislation, personal development and self-awareness, and wider perspectives and contexts in which we look at a situation. 
At the time of this intervention, Adult 1 was an inpatient on an acute hospital ward; she was previously assessed by myself for issues around care and support several weeks before this particular intervention. I have previously made the active offer of an assessment in Welsh as directed by The Welsh Language (Wales) Measure 2011; she has previously declined the assessment in Welsh and I did not find it necessary to make the offer again as her preferences were already known.   However had her preference been for an assessment in Welsh I would have considered that Welsh has traditionally been known as the language of the home, and consequently people have often used Welsh when discussing personal and private matters; it is also established that for those with cognitive decline, whose first language is Welsh, there is greater clarity and understanding while using Welsh, as the use of any second language is sometimes lost (Mendez, et al., 1999). It is clear  that the use of the Welsh language is not only to be used using a legal framework, but also from a values perspective; we  work within Biestek’s (1957) traditional Social Work Values of Individualisation and Purposeful Expression of Feeling.  In addition to these being traditional values, they are equally relevant today, Individualisation could be considered person centred working, while Purposeful Expression of Feeling would today be known as an individual’s wishes and feelings; and both values are highlighted in both the Code of Professional Practice (Social Care Wales, 2017) and the National Occupational Standards for Social Work (Social Care Wales, 2011). 
Adult 1 is a white Welsh woman, who worked all of her life in a male dominated industry, and ran a very successful business. She raised two children who both live locally, and currently lives with her husband in one of the 22 Local Authorities within Wales. 
Adult 1 was born and brought up in Wales; Wales has a mixture of socioeconomic groups (Welsh Government, 2017), and has a variety of rural, urban, coastal, and city locations. There is a high proportion of lower income families in Wales (Welsh Government, 2017), and some of this poverty can be attributed to the closure of heavy industry and coal mines in the last century, many areas have been left with high levels of unemployment and poverty (The Guardian, 2013). More recently Wales has been affected by a national policy of austerity which followed a financial crisis in 2007; austerity budgets have resulted in significant reductions in funding for local authorities (Drakeford, 2012) as well as a loss of third sector support services which often supported people who were on the edge of needing care and support from social services (Jones, et al., 2015).  A considerable loss will be the closure of the Communities First project, which has been supporting the 10% most deprived areas in Wales; however the new Welsh Government programme ‘Taking Wales Forward’ will mitigate for any impact caused by the closure of the Communities First project. The Well Being and Future Generations (Wales) Act 2015 is a key piece of legislation for the government programme, and sets out how improvements to income, health, and communities will reduce poverty and increase well-being in Wales (Reed, et al., 2017). 
The referendum decision to leave the European Union (EU) will also have a financial consequence for many people living in Wales (Jones I. , 2016). EU farming subsides will no longer be accessible to any British farmers; and the structural funding which was considerable, two billion pounds was award to Wales between 2014 and 2020, and so the future of many large infrastructure projects will now be limited. Wales was in receipt of substantial more EU funding per head than any other country in the United Kingdom, and so the impact of Brexit will have a significant affect on those who live and work in Wales (Jones I. , 2016). 
Low incomes and reliance on state benefits will often limit the choices available to individuals; this is particularly relevant for those who request support. Under the Social Services and Well Being (Wales) Act 2014 there is a requirement that any services provide under The Act meet an eligibility criteria as highlighted in the Care and Support (Eligibility) (Wales) Regulations 2015. The need for an eligibility criteria is necessary as we are working within limited resources, and cannot support all those if they are able to meet their own needs. Adult 1 has in her working life amassed some savings and therefore has the personal resources to pay for support, however in this instance she meets all four aspects of the eligibility criteria, and is eligible for care and support. However there are others who struggle on a day to day basis, but are able to meet their own needs or have support available from friends, family or within the community which disqualifies them from receiving support. It is these individuals who are on lower fixed incomes, who have no alternative or choice for support, who then become powerless and invisible. I am very conscious that when assessing individuals who request care and support that there is a significant power imbalance within the relationship, my assessment will determine their level of support and sometimes they or their families will be unhappy with my recommendation. Sakamoto (2005) talks of a Social Workers “critical consciousness”, and how we should be aware of power dynamics and how they affect anti-oppressive practice. 
In these incidents I have encountered conflict between my own values and the legislation under which we all must work. My own personal background comes from supporting family members, who struggle to meet their own needs, and therefore I am conscious of my own biases when assessing individuals who are requesting support. We can look at eligibility criteria in the context of the Social Work models of anti-oppressive practice and anti-discriminatory practice. Thompson (2006) tells of a model of analysis for addressing oppression and disadvantage which includes the key aspects of poverty and discrimination. Thompson teaches us that disadvantage and discrimination can be multi-faceted, and can be seen on the personal, cultural and structural level (the PCS Model). This model shows that disadvantage and poverty can be perpetuated by the individual, but cultural acceptance of a situation, and by the structural way in which society is organised including any social policies and legislation.  
As the allocated Social Worker for Adult 1, I was telephoned by her child (Adult 3) to express concerns for her safety on her discharge from hospital. It was reported that her husband (Adult 2) had become angry and attempted to pull her by the wrist, and had left bruising. Adult 3 reported that their father has had a bullying and controlling nature for the last two years, but prior to this, no challenging behaviour was observed. This new behaviour and additional short term memory leads me to suspect there may be issues around cognitive difficulties, and Adult 3 was advised by myself to discuss this with a General Practitioner (GP), with a view to receiving a referral to a specialist. It should be noted that I had no grounds to doubt Adult 1’s capacity to make a specific decision around her discharge from hospital, however should I have had such doubts, she would have been assessed under the Mental Capacity Act 2005, and if such doubts around capacity were to be confirmed, then a Best Interest Decision would have been carried out with all relevant individuals and professionals, and I would use a balance sheet to weigh up the options available. On the day that the concerns were raised, a telephone call was also received from the carers of Adult 2, who raised concerns regarding his temper and how he was speaking to his cares. It was assessed under The Health and Safety at Work Act (1974) that the Lone Working policy of the Local Authority should be enacted, and carers should only attend in pairs. 
With this new information, an immediate case discussion through informal supervision was held with myself and my senior Social Worker; from this it was decided to inform the Local Authority Adult Safeguarding Team. This conversation advised that I should speak to Adult 1, to identify if she had any recollection of the alleged incident, and what action she would like to take.  As Adult 1 was in hospital and under the care of medical professionals, I asked that her allocated nurse to be part of the conversation; I was also conscious that hospital wards lack any level of privacy or confidentiality, so I agreed with the ward sister to use her office in order to have this conversation in private.  Adult 1 confirmed that she recalled the incident in question, but did not want the issue taken any further. Adult 1 was happy to be discharged home, and reported that she did not have any concerns for her physical well-being.  Given that there are no reasons to doubt her capacity to make such a decision, I respected her wishes and feelings and accepted that under the Mental Capacity Act (2005) she was free to “make unwise decisions”. 
This case study was an example and domestic violence and while Adult 1 was keen to return home to be with and to support her husband. It was reported that Adult 2 was aggressive towards his wife, and has grabbed her by the wrist, and left bruising. Had Adult 1 wished to pursue the allegation I would have been working under the Legislative Framework of the Social Services and Well-Being Act 2014 (Section 7) which defines an adult at risk as someone who is experiencing or is at risk of abuse or neglect, has needs for care and support, and as a result of those needs is unable to protect herself. If the Local Authority suspects that the adult is at risk, they would then make enquiries to decide whether any action needs to be taken.  The document Wales Interim Policy & Procedures for the Protection of Vulnerable Adults from Abuse (2010), promotes a consistent approach to adult protection for all Local Authorities in Wales, and reflects the complexity of working towards safeguarding adults. In the case of Adult 1, it could be argued that a crime had been committed, but she did not wish to pursue any criminal prosecution against her husband. In instances where a person does wish to continue with the investigation then an Initial Evaluation would identify if adult protection procedures apply, I would then have a Strategy Discussion with any or all of the Police, Care Inspectorate Wales, or Health Inspectorate Wales where it would be decided if an Individual or General Protection Plan would be needed. Then I would then need to have a Strategy Meeting within 7 days, where it would be decided who would lead the investigation.  An Individual or General Protection Plan would need to be completed within a week, and this would then be reviewed in 6 weeks. The Wales Interim Policy and Procedure is a national document, but there is also a regional safeguarding board whose responsibility it is to carry out Adult Practice Reviews to achieve improvement in multi-agency Adult Protection practice. In addition to the regional and national guidance on safeguarding, we are also working under the General Assembly of the United Nations Universal Declaration of Human Rights (1948) where in article 3 it enshrines the right to life and to live in freedom and safety. 
Using Kolb’s Learning Cycle, while also addressing my learning and developmental needs, I felt that while on the surface this presented as a case of domestic abuse, but when unpicking the narrative, it became increasingly complex. The issue of domestic violence would usually have a perpetrator and a victim; and while Adult 1 did not identify herself as a victim, she did sustain injuries as a result of unwanted contact from her husband. However to describe Adult 2 as a perpetrator would also do him a disservice, he and his wife have been happily married for many decades, and it would appear that the change to his behaviour could be linked to cognitive decline and possible dementia. It is a possibility that Adult 2’s behaviour is a consequence of a health issue, and to apportion blame or to see his actions as criminal should to be considered within the context of his declining cognition. When considering the DEAL model, one of my learning and developmental needs was to increase my awareness of all types of dementia, and learn how to support families and carers of someone with a diagnosis of dementia. I have learnt through formal training, additional reading and research, and experience, that dementia can take many forms and can present in many ways. Quite often it is the carer who will recognise changes in the person, and will identify any concerns before the person themselves. Patients with dementia can sometimes deny or not be aware of any difficulties (Robinson & Clare, 2004); and it was important to me that the subject of dementia was raised sensitively, and I was able to offer Adult 1 the option of a separate Carer’s Assessment in addition to the inquiry into safeguarding.  In this instance Adult 2 did not have a formal diagnosis, but my increased knowledge led me to question his actions and suggest to the family that they should seek a cognitive assessment.  In addition to Adult 2’s cognitive difficulties there is also the issue of Adult 1’s medical history, she has a prescription for a blood thinning medication, and one of the side effects of this is increased bruising. We can take at first value that Adult 1 was grabbed by the arm, but when we also know about the increased bruising we should probably pause and question the amount of force used in this instance. It is only my previous knowledge learnt through working for many years with older people that I would be aware of this aspect of the incident. 
When discussing this case with Adult 1’s allocated nurse, it was evident that there was a difference of opinion when it came to discharge planning. This might be explained by the Social versus Medical Model of Disability. Oliver (2006) explains that the social model was created as a reaction to the dominant medical model. Both Adult 1 and her husband would be considered as disabled under the Equality Act 2010, and as such the Medical Model looks at what is wrong with the individual, and it creates a low threshold of expectation and subsequently people with disabilities are powerless to make their own decisions. While the Social Model of disability recognises that people are disabled not by their physical or mental limitations, but by the society and infrastructure around us. The Social versus Medical Model of Disability does not provide us with guidance on how to practice, but rather it raises awareness of differing perspectives and reminds us to work in a person centred way. In this case the nurse was disappointed that Adult 1 was happy to return home to her husband, and while the conversation was difficult we were able to agree that she had every legal right to make her own decisions. 
Under the Social Services and Well-Being (Wales) Act 2014, there is a requirement that we work in a person centred manor using co-production values; and act describes “Citizens and professionals sharing power and working together as equal partners”. This is in line with Smale’s (2000) work who advises that the person is the “expert in themselves”.  Adult 1 has been married for many years and she knows her husband better than anyone else; she has seen the decline in his cognition, and understands that he is not always able to act appropriately, but she accepts his challenging behaviour, and wants to support him as much as she can. It is important that people are empowered to take responsibility over their own lives, and to make decisions in their own way. 
Working collaboratively has been shown to provide better outcomes for patients but it also has its challenges when professionals work in different fields and have different professional values; there can also be challenges with working with different IT systems and different occupational abbreviations which can all impact effective communication.  There are legislative and policy requirements for collaborative working; Social Services and Well-Being (Wales) Act 2014,  The National Occupational Standards of Social Work (Social Care Wales, 2011) and the Code of Professional Practice for Social Workers (Social Care Wales, 2017) all place a requirement on partnership and collaborative working.  Serious Case Reviews (Victoria Climbe and Baby P) both raised concerns regarding the lack of communication and information sharing between agencies; and so in the context of safeguarding it is vital that collaboration between professions and families is maintained in spite of any difficulty which this may raise.   
As a Social Worker, part of my role is to assess risk; and there is a practice dilemma to consider whether to take a risky decision, or to be risk averse.  Adult 1 could be at further risk of domestic violence, however, in this instance I did not experience a tension between my Social Work values, as the legal framework supports her to make her decision to return home. I was happy to support her in whatever decision she made, and was confident that I had given all of the information she needed to minimise any future harm and what she could do if she needed support in the future.
Another of my identified learning needs was to establish a practical working knowledge of the Mental Capacity Act 2005, I feel that I have used this knowledge implicitly during this intervention. While Adult 1 did not have any issues with her mental capacity, my working knowledge of the Act meant that I was able to identify that she had a right to make decisions which we might think were unwise. This was an issue which became a source of tension between the nurse and me; however it was knowledge of the law which resolved the issue, and allowed us both to accept that Adult 1 was the best person to make decisions which directly related to her discharge from hospital. 
This case study, initially appeared to be a straightforward case of domestic violence, but only through supervision, good communication, reflection, awareness of dementia, knowledge of Social Work theories, and an understanding of legislation and policy, was I able to get to the root of the issue, and I was able to support the family and facilitate a safe discharge home, in line with the wishes and feeling of the family. 
4297 words

SECTION 5 SAFEGUARDING 
In an area that is not your main focus of work, explain the relevant legislation, and the national, local and organisational policies and procedures for safeguarding. (500 words) 
This section will explain the relevant legislation, and the national, local and organizational policies for working within the context of safeguarding children.
The key piece of legislation which is used in the protection of children is the Children Act 1989, and Section 47 gives Local Authorities the duty to investigate in cases where a child is “suffering or likely to suffer significant harm”. A key principle of this Act is that the welfare of the child is paramount. In 2016 Part 3 of the Children Act 1989 (which provided for support for children and families) was replaced by Part 6 of the Social Services and Well-being (Wales) Act 2014 (this will be referred to as SSWBA for the remainder of the portfolio). Part 7 of SSWBA places a duty to report children at risk, and the provision of Safeguarding Children Boards. 
The role of the regional safeguarding boards is to contribute to national policies by undertaking practice reviews, and sharing best practice with other boards. The name of the regional safeguarding board is C**** (redacted to anonymize  the area), and within this board sits representatives from a group of Local Authorities, the local Police force, the Local Health Board, Public Health Wales, and Wales probation.
Various national policies and procedures have been implemented under Section 145 of SSWBA, including the All Wales Child Protection Procedures 2008 (All Wales Child Protection Procedures Review Group, 2008), whose key aim is to guide the local and regional safeguarding boards on how to protect children. This is done through a framework outlining how referrals, actions, and plans are carried out. The All Wales Child Protection Procedures 2008 also focuses on the fact that child protection is everyone’s responsibility; and that communication and working closely with other agencies is key to protecting children. Another significant national policy is the Safeguarding Children and Young People affected by Domestic Abuse (AWCPPRG, 2011), which provides guidance on how to protect children who are aware or targeted as part of the abuse within a household or relationship.
In terms of regional policies C**** have developed a range of protocols including Multi agency Protocol for Safeguarding Children affected by Parents who are experiencing Mental Ill Health (C****, 2017); and the C**** Child Sexual Exploitation Prevention Strategy (C****, 2015), which aims to raise awareness of child sexual exploitation, identify those at risk, and the provision of support and recovery services. C**** have also developed a threshold policy The Right Help at the Right Time for Children, Young People and their Families   (C****, 2017) and while this policy covers all levels of support from universal to Protective Support, it provides for threshold guidance which accepts that circumstances can vary, and professional judgement is used in partnership with families.
The Local Authority has written its own local child protection policy *shire Council Corporate Safeguarding Policy (*shire County Council, 2015), which highlights the council’s legal commitment to Safeguarding, and to give reassurance that there are clear arrangements in place to safeguard children.
498 words.
Reflect on the difference between safeguarding in adult and children’s work (400 words)
The central difference between adult and children safeguarding is that there are clear and defined policies and procedures in place with regard to child protection procedures; however the protection of adults can be dependent on the adults own wishes and feelings; they may decide to make an unwise decision, and remain in the home with abuser. They may be a victim of abuse, but without their consent, action is less likely to be taken. The police may decide to pursue a criminal case against a perpetrator, but without the co-operation of the Adult, it is difficult to prove without independent witnesses or medical evidence. In contrast, the abuse of a child will always be investigated. 
Intervention does depend on the individual circumstances of the adult; where there are reasons to doubt the mental capacity around a specific decision under the Mental Capacity Act (MCA) 2005, then decisions would then be taken under a Best Interest Decision as directed by Section 4 of the MCA. Issues around mental health would also impact the decisions of a Social Worker to safeguard an adult; should the adult be assessed to be detainable for the purpose of assessment and/or treatment under the Mental Health Act 1983, then the adult at this point would be removed from the home (and the abuser); this would offer the adult a period of protection until such time that they are well and able to return home.
While it is the goal of every Social Worker to support and keep families together, where support has been exhausted, and the Social Worker asks a court to consider child care proceedings, the Social Worker and subsequent assessments can impact the family’s life enormously. This is discussed in supervision, but it is the allocated Social Worker who is the final decision maker. Simmonds (2018) has questioned whether the power held be Social Workers in Children’s Services impacts public perception, which is not an issue often faced by Adult Services.   In Adult Services, there is no presumption that family/carers will continue with their caring responsibilities, and should carers decide that they are no longer willing or able to continue in their caring role, it is then the Local Authority’s duty to assess for eligibility for care and support. The Social Worker has no power to compel family to continue to support; this is in contrast to the work of Children’s Services where families have to sign a contract of expectation when they are going through the court process.  
415 words

SECTION 6 DEVELOPMENTAL REVIEW (b) 800 WORDS
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.
Since the beginning of this Consolidation programme, my personal life has been challenging with issues arising not only because of my own health, but also the health of my children. I feel that to be a true reflective learner, I need to acknowledge that we do not work in isolation. Our experiences and our emotions can have an impact on how we reflect on a piece of work; and has the potential to influence our ability to reflect and learn in a constructive manner.  Ghaye (2011) tells us that “reflection is not just about self-improvement, team learning and workplace development, but also about understanding and questioning the contexts in which teaching and learning takes place”.  At the beginning of this process I stated that I was a Theorist Learner (Honey & Mumford, 1992), and at the time this was probably true; I was someone who preferred a step by step approach to learning, and would aim for certainty in my decision making. However with the passing of time I believe I have changed; I believe that my style of learning is now leaning towards a reflective learner. I now reflect on a piece of work and consider it from different perspectives and points of view.  I now work in a hospital, and all of my work is done using collaborative work with Health staff; the merits of seeing options from different perspectives, has made collaborative working much easier. Supervision too has helped me to reflect on cases and decisions, and this supports my development of “professional competence and identity” (Hensley, 2008). 
My first need was to learn about the Mental Capacity Act 2005. I was able to do this through reading textbooks around the subject, and I was also able to attend Mental Capacity (MCA) training which was arrange by the Local Authority.  I recall one of my earliest MCAs was with a young woman who had learning difficulties; and her family were requesting a short break. She was able to engage in the assessment, but I felt the argument to doubt her capacity was borderline. In this instance, I returned to the office and discussed my dilemma in Supervision. My manager agreed to return to the family with me, where we came to a joint decision that the young woman did lack the capacity to consent to the placement, and in conjunction with her family I documented a Best Interest Decision to provide a short term placement while family were in crisis. I have reflected on this case many times since this time, and question my own judgement when assessing capacity. I think it is right to question my own decisions, as to not do so, would leave me assuming that I am always right. I have continued to assess people’s capacity within the hospital environment and have grown in confidence in my decisions, but always welcome feedback from a supervisor.  I will frequently read the MCAs written by the MCA team in the hospital, and clearly they go into greater depth than any of my assessments, but I do strive to emulate them, and I have been offered to shadow members of the MCA team to learn from them and improve my own skills. 
I identified that I needed to learn more about dementia; I have read around the subject, and worked with families and professionals who have kindly shared their experiences and allowed me to expand my own knowledge. I have also completed the Dementia Friends training course which also gave me some insight into the challenges faced by those people who live with dementia. On a personal level, since the beginning of this consolidation programme, my own father has been diagnosed with dementia, and I now find myself to be a carer; which I feel gives me insight into the work of carers that I meet, and am able to offer not only “learned advice”, but also empathy. 
The DST (Decision Support Tool) which is used to assess eligibility for CHC (Continuing Health Care) is used frequently in hospital. The DST assessment has a different perspective from the SSWBA, and is written from a highly medicalized angle. I have not had the opportunity to attend formal training on the DST, but I have read around the subject, and have found a great deal of information available on-line. I have found that observation and supervision of DSTs were a good way to learn, and experienced health staff have always been available to offer advice. I have learnt that while my assessment is an important aspect of the DST, it is more important that I advocate for the patient during the meeting.  Families have frequently thanked me for supporting them during tense times, and have been grateful that I was able to disagree with health staff decisions, and to advocate for their family to receive CHC.
In terms of future learning needs, I feel that I would benefit from greater experience of assessing in the fast passed environment of A&E; I will need to shadow the current Social Worker who covers that ward, and learn how to prioritise and manage multiple patients who are all ready to be discharged. 
(861 words)
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 Feedback and comments from an individual using services, their family or carers  (Section 3} - to be completed by the Observer



The social worker has been with the team since January 2017.  Her background was in Children with Disabilities and so Adult social care was a whole new area for her.
She has consistently demonstrated professional competence and development since the beginning of her post.  She has demonstrated that she is capable pair of hands in that she will work autonomously but will also checkout any concerns or areas she does not understand on an informal basis and in supervision.
During her observed practice, the social worker set out to assess the service user’s needs and desired outcomes as per the Social Services and Wellbeing act 2014.  Before assessment the social worker ensured that the environment was warm, comfortable and private for the service user. In a hospital setting the day rooms are often used as meeting/ assessment rooms.  We often assess at the bedside if people are happy to discuss in that setting.  In this case, the social worker used the treatment room as it was empty and was convenient to the ward.  I could see that her assessment skills have developed since she commenced post. She is more confident, uses humour, paused when questions are difficult, uses silences well, prompts gently, advises of financial implications of services, asks about carers that support the service user and above all is confident in assessing mental capacity so she is sure that the answers she receives are reliable The gent tired before the end of the assessment, which is often the case on the wards. We will generally revisit on another day.  The worker had prepared a questionnaire for him, based on how he felt the assessment went but due to his poor health, it was not used.  I decided that a brief informal discussion would be more appropriate at this time.  I spoke the gent after the assessment and he was keen to share that he found the social worker’s assessment acceptable, felt comfortable, wasn’t rushed, felt respected and understood what she was doing.  The social worker writes good, thorough assessments and care planning is person centred and outcome focused. She demonstrated a good working relationship with the ward staff and was able to use that relationship to gather the remaining information she required to compete her assessment.  
The worker has been endeavouring to improve her understanding of Mental Capacity since commencing post and I have seen her develop as a practitioner in the time she has worked for my team. 
In particular, I recall her handling of a very difficult case in the hospital where a service user who was terminal in condition wanted to return home to die.  On admission, paramedics had reported that the home was in poor condition, with dead and dying cats in the house, cat faeces, poor state of repair with further concerns being raised about the first floor of the property being structurally unsafe to take weight.  Questions were asked about his Mental Capacity to make this decision and a Multi-disciplinary meeting was held with therapists, ward staff and Doctors.  During the meeting it was clear that the staff were struggling to establish if he fully understood the risks posed to him.  The social worker took it upon herself to get up and go and kneel next to him and explained the risks to him.  She kneeled close by and spoke into his ear at times to ensure that he understood.  He was known to have a hearing impairment and this was preventing him from fully understanding what was being said to him.    She gently but honestly explained to him, that services would not be allowed to come to the house due to the risk to staff and that nurses would only be able to come to the top of the road.  He was informed that the nature of his illness was that he may bleed to death, alone in the property.  The candidate took her time to clearly explain this to him.  There were also concerns that the property would be cold, no running water, heating and so forth.  All of this was explained to him and the candidate gently ensured that he fully understood the risks and asked him to then tell her what the risks were to him going home.  He was able to recall the risks and explained them to the candidate. She questioned some of his answers, took her time to listen, paused when he struggled and ensured that we were all certain that this gent had mental capacity to make this decision.
She demonstrated and increase in confidence, arising from attendance at Mental Capacity training, shadowing colleagues as they completed Mental Capacity assessments and then completing Mental Capacity assessments herself.  It was a difficult case as the gent was so poorly and risks were high.  The candidate had understood all aspects of the Mental Capacity Act, in particular Principle 3 of the Act ‘A person is not to be treated as unable to make decision merely because he makes an unwise decision’ (Section 1(4)).  The candidate understood that the gent was dying, it was imminent, had very little in terms of support systems and wanted to return to familiarity, despite the risks.  The candidate’s work in this case, showed depth of understating of the Mental Capacity Act, of Attachment Theory and in particular of person centred working.  She dealt with the distressing points raised with maturity and confidence and ensured that the service user was central and included in all discussion. 
With regards to her learning need to develop her knowledge of Dementia and its variants, she has read widely and has used resources such as the Alzheimer’s society website to read their information leaflets.  She has also now increased the complexity of her work with individuals who are more than a little confused and are described as being Advanced in their Dementia progression.  These individuals pose risks to themselves and sometimes to other’s and require complex and careful discharge and care and support planning.  The social worker as a result has found herself attending more and more Decision support tool assessments, as per the NHS, Continuing Health Care eligibility funding process.  Her assessments are thorough and person centred and I feel that she is comfortable to attend complex meetings on her own. 
She is a competent worker and is a valued member of the team,  I am satisfied that she will continue to explore her learning needs in supervision as new challenges and new knowledge deficits appear.  
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Name of Learner 
	Emma Gibson

	
Name of Team/Agency 
	Carmarthen Community Resource Team

	
Name of Mentor 
	Liz Thomas-Newman

	
Name of Line Manager 
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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 the Care Council for Wales has made completion of the programme a requirement within the first (three year) period of registration as a Social Worker. 

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 the Care Council for Wales. 



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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