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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)



Following on from qualifying as a Social Worker in October 2016 I took up a position in a Child and Adolescent Mental Health service within the Health Board, based within a rural Welsh county.   

The area of mental health was new area of expertise for me.  Although I continued to integrate what I had learnt during my studies in terms of the law, theories and models of approaches, I became acutely aware how I was directly accountable for the decision and recommendations, I was making in relation to individual’s mental health and how this could affect many areas of their life in the future. 

In collaboration with my mentor and line manager using Kolb’s learning cycle (Kolb, D.A. ,1984), I have critically reflected on my previous knowledge to look at what I needed to do now in order to bridge the gaps to enable me to become a confident, resilient, competent practitioner, and how I was going to achieve this. 

Part of my role is to work in collaboration with schools and partner agencies in the local area. I disseminate mental health knowledge to build skills in colleagues, to teach them tools to manage low level risk and build resilience with their young people.  I have identified that Youth Mental health is an identified learning need, to aid my collaborative working, I have enrolled on a trainer’s course for Youth Mental Health First Aid (a national program to teach the skills to respond to the signs of mental illness). 

My role also requires me to undertake comprehensive Primary Mental Health assessments under the Mental Health (Wales) Measure 2010. The ‘Wales Applied Risk Research Network’ WARRN tool is used in conjunction with Primary Mental Health assessments. It uses evidenced based risk management techniques allowing users and clinicians to work together to weigh up the risk factors involved. This tool is used across seven Health Boards in Wales, ensuring a consistent approach.  In supervision I have identified that I need to attend formal WARRN training in order to enhance my analysis within assessments.
Coupled with the above the service provides interventions to children, young people and their families to build tools, learn skills in coping mechanisms and resilience to manage mental health more effectively. I have learnt that having further knowledge of the therapeutic model Cognitive Behavioural Therapy, a model recommended within NICE guidelines to improve outcomes for many individuals experiencing different levels of mental illness.  To support my ability to make judgments in increasingly complex situation undertaking a Motivational Interviewing course to assist me in approaching ‘ambivalence to change’ (William R. Miller, 2018) will improve my practice in this area.
Although I have outlined my intention to complete the above courses to enhance my knowledge and skills. I am acutely aware having completed the Honey and Mumford learning styles questionnaire, how my learning style is one of a reflector. Having the time and opportunities to hold reflective conversation and observe others practice is also crucial for my learning and practice.    

Words 499

Section 3
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:  _ _ _25th October 2018 _ _ _ _ _ _ _ _ _ _ 
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)



The observation is of an introductory meeting with a female young person who is 15 years old (I will refer to her as ‘Child 1’) who has recently been allocated to me.  Child 1 has previously undertaken a Part 1 Primary Mental Health Assessment with a colleague, with the recommendations being that she would benefit from support to manage her low mood and anxieties. Part 1 Mental Health Assessments are the equivalent to early intervention and prevention within the Social Services and Wellbeing (Wales Act) 2014.   
The objective of today’s intervention is to give Child 1 the opportunity to discuss the outcome of her assessment and look at what we could do to help her. My aim to establish if she would like to engage in the support that we can offer, outlining that she has the right to decline as our service is voluntary. If she agrees she wishes to proceed, getting to know her, starting to build a rapport in order for her to feel comfortable to discuss anything openly and honestly will be imperative. I will be looking to establish what she wants to achieve from the intervention, potentially creating some goals to work towards and collaboratively formulating a care plan of work all-encompassing the ‘Codes of Professional Practice for Social Care’ that outlines that Social Workers respect the views of individuals and promote individuals voice (Social Care Wales, 2017a).    
From reading her case notes I have established that Child 1 speaks English as a first language and is white Welsh in ethnicity. Child 1 resides within a small village approximately 8 miles from the large town where our offices are situated. Public transport infrastructure is very poor in this area and I therefore will need to be mindful of accessibility and the timings of her future appointments.  

Words 301
	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)


Having spoken to Child 1’s mother earlier I was prepared that Child 1 would be arriving to her appointment alone. I had needed to respectively have a discussion with mum to ensure ethical practice the Health Board’s policies in relation to children being unaccompanied to their appointments, and how due to her age Child 1 really should be accompanied by an adult, unless prior arrangements have been made. I was very aware of the Gillick competent and Fraser guidelines legislation, and how that a child under 16 had the right to consent to medical examination and treatment, including immunisation was decided by the house of Lords in Gillick v West Norfolk and Wisbech AHA (1986). The Lordships held that a child under 16 had the legal competence to consent to medical examination and treatment if they had sufficient maturity and intelligence to understand the nature and implications of that treatment. However, I was aware and explained to child’s mum that as a service we would need to establish if there were any safeguarding risks associated with her daughter before we could allow her to attend her appointments alone, explaining if her daughter highlighted any risks to herself or others the formulation of any safety plan without an adult present would prove to be difficult.

Prior to Child 1 arrival I prepared the room we would be meeting in, setting the chairs to a comfortable position for us both to meet and talk without feeling that our personal space was compromised, on entering the room I allowed the young person to choose where she would like to sit before I seated myself. 
Although it was stated within her assessment that Child 1 spoke English I didn’t want to ‘make assumptions’ (More Than Just Words (2015) about her language. I was very aware it is often at times of anxiety and illness that a person will revert to their first language in order for them to feel more comfortable (Roberts et al, 2010) and how every effort in line with the ‘Active Offer’ (Welsh Government, 2017) would need to be made to accommodate the individuals wishes if they wished to converse through an alternative language to English. As a generic Social Worker I am very aware that language is not the only issue to be concerned about but to have the ability and skills in order to communicate effectively with a wide range of individuals of differing ages or cognitive abilities. Child 1 described how she had some knowledge and abilities in the Welsh language, however her first language was English and this was the language of her preference.  
The importance of enabling a service user to communicate their wishes and feelings through their preferred language was a recurring theme within the videos on Moodle. The scenarios where a lack of Welsh language or unwilling to provide such a service was clearly seen to present obstacles. Gwenan Prysor spoke of her fortunate experience of being able to communicate in both her local Welsh hospital and across the border within an English hospital in her and her sons preferred Welsh language, and how this enabled them to feel more at home during a stressful time. Unfortunately, this wasn’t the case for my daughter this year when she was admitted to an English hospital for Neuro surgery.  Due to the length of stay my daughter was offered an educational provision. Although we were appreciative of the offer of continuing her education within the hospital she was unable to be provided this provision through her preferred language of Welsh, she was offered the provision in English or to go without. 
Although I had gained permission from Child’s 1 mother for the observation to take place I spent time discussing the observation with Child 1 and gained her consent to proceed before we continued. Child 1 and I ran through the assessment that had previously been completed with my colleague with me enquiring if there had been any noticeable change in her mood and levels of anxiety since she was seen last, acknowledging how emotions aren’t static and her experiences may have changed. Child 1 was able to confirm how things had been much the same. Although I had been provided with Child 1’s assessment I used Milner and O’Byrne’s 1998 five stages model of assessment to analyse the information to help me make judgements to the level of intervention needed. To build rapport and gain Child 1’s trust I used a Motivational interviewing style of communication. Using empathy and non-confrontational approaches to get to know her and gain a fuller understanding of what she was struggling with and of the intervention required to help improve things for her. In holding these conversations, I was conscious to use my ‘active listening’ skills, an important aspect of effective communication which was a particular important part of this observation, as Child 1 spoke very quickly. ‘Active listening’ involves not only listening very carefully to what is being said but also involves summarising what you believe has been communicated in order to ensure that you have fully understood what is being said. 

Having worked with young people for over 13 years I am aware that communicating with young people can be a challenge for some. Effective communication doesn’t require us to act like an adolescent or be ‘hip’ or ‘cool’ as young people can see through this, it’s about being genuine and respectful. I was very aware that having face to face discussions can often be difficult for young people and I could see from Child 1’s body language of wringing her hands and talking quickly that she was particularly nervous. To detract from having to hold full eye contact with me, something that Child 1 was finding difficult I took the approach to use some work sheets. We spent some time looking at Prochaska and DiClemente (1983) stages of change, to establish where child 1 felt she was on the continuum. Child 1 considered that she was in the ‘Preparation stage’ whereby she felt she was ready to change and had the motivation and making preparation to changes to improve her wellbeing. In addition to the above I used Smale et al’s Exchange model to encourage Child 1 to identify 3 goals that she would like to work towards with a care plan, taking a person centred approach acknowledging the importance of individuals taking ownership of their own outcomes and seeing ‘individuals as experts on their own problems’ (Smale et al, 1993). Child 1 was able to identify her goals and we continued to formulate collaboratively her care plan of support   
Throughout our conversations I was using Smale et al’s questioning model, to identify any risks, Child 1’s assessment had specified that she experienced low mood and had engaged in historical self- harming behaviours, I had needed to ask specific and direct questions in relation to risk which were necessary in order to safeguard her, never forgetting that I was dealing with a young person with a mental health issues. 

The observation was concluded with me giving Child 1 some home tasks to complete in preparation for her next visit, a date and time that was convenient for us both was arranged. On reflection I believe that the session went very well, I achieved what I set out to do. We seemed to have established rapport with one another that will hopefully assist in Child 1 being open and honest about her self-harming behaviours. The work sheets were a good tool to enable Child 1 to relax. I am very aware that work sheets don’t suit everyone’s style of learning and how I would need to adapt my style and approach of support to each individual young person.     
Words 1290
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?

	[image: image2.emf]

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

	[image: image3.emf]

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

	[image: image4.emf]

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


	[image: image5.emf]

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


	[image: image6.emf]

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

Did you understand the language they used?


	[image: image7.emf]


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

	[image: image8.emf]

	Are there any other comments or suggestions that you would like to make?
	[image: image9.emf]


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)


For the purpose of addressing this section I have chosen to focus on one particular complex case which I have been working with since 2018. The team I work for is based within a large town within rural Wales. For the purpose of anonymization, the young person with whom I will be discussing will be described as Child 2, I will also aim to avoid discussing other geographical details that may risk the identification of the young person or her family.    
Child 2 is a 17 year old young woman who has spent the last six months in hospital being detained under Section 3 of the Mental Health Act 1983. Child 2 has been open to our Child Adolescent Mental Health Service since October 2016. She has had long standing difficulties with emotional dysregulation resulting in deliberate self-harm which has included, overdosing on medication, tying ligatures around her neck, attempting to drink cleaning fluids, absconding and having to be restrained to prevent injury to herself and/or others. Child 2 has previously received support from our in house Psychiatrists, Crisis Practitioner and Family Therapy service.

Child 2 has been diagnosed as having a personality disorder with post-traumatic stress disorder and depression. Child 2 reports hearing a male voice who commands her to harm herself who she calls ‘Eight’. Child 2 believes that ‘Eight’ has the power to ‘end the world’ and ‘plays on her fears’, Child 2 recognises that ‘Eight is her destructive side.  ‘Eight’ is also able to show Child 2 images of herself hanging (by her neck) from different objects although more recently, Child 2 is able to recognize that ‘Eight’ is an internal voice. 

There has been an increase in the prevalence of mental health conditions in 5 to 15 year olds rising from 10.1% in 2004 up to 11.2% in 2017. This increase is due to a rise in emotional disorders such as anxiety and depression. In 2017, one in eight children aged 5 to 19 had a mental health condition. For the first time in the survey, data was collected on the mental health of 17-19 year olds. The figures found high prevalence in this age group with about one in six 17-19 year olds having a mental health condition. Girls aged 17 to 19 were more than twice as likely as boys of the same age to have a mental health condition (policy@childsoc.org.uk). 
Wales is no exception. Time to Change Wales an alliance of leading Welsh mental health charities, reports that one in ten young people will experience a mental health problem (timetochangewales.org.uk). ‘Mental health is the issue most commonly raised with the Children’s Commissioner for Wales by children, young people, their parents and carers’ (www.assembly.wales). Without support, mental distress can have a severe impact on children’s happiness, well-being and development, their educational attainment and their potential to live fulfilling and productive lives. Evidence shows that with appropriate and timely intervention and support, children and young people can live well and happy lives. www.assembly.wales).

Child 2 has also been open to children’s services on and off for a number of years. Whilst in hospital Child 2 has had difficulties arising from flashbacks and nightmares and made a disclosure of a sexual nature regarding a family member.  This was initially investigated by social services and the Police under S47 of the Children Act 1989. Child 2 later retracted this statement and to date no further action was taken.  
Child 2 was deemed fit to be released home and I was allocated as the Care Coordinator under the Mental Health (Wales) Measure, 2010 (MHWM). Section 117 of the Mental Health Act 1983 imposes a duty on health and social services to provide after – care services, to certain patients who have been detained under the Act, until they are satisfied that this is no longer necessary. As a newly qualified Social Worker this was my first experience of undertaking work with such a complex young person. I felt very apprehensive of the task of completing a very comprehensive WARRN, (Wales Applied Risk Research Network mental health risk assessment), and Care and Treatment Plan (a plan which identifies the health and social care required from a variety of providers, identifying the needs and outcomes and what to do in a crisis and who will be responsible for each aspect of the care and support).

I acknowledged that I have in the past tried to show that I was coping with work and was confident in my task, Turner (cited in Adams, Dominelli and Payne, 2002) outlines that ‘many workers feel they must appear to be coping well with their work at all times’. However, I have learned from past experiences it is not a weakness to admit that you are not confident in some areas of practice. To alleviate my anxieties, I knew I would benefit from the guidance and direction of my supervisor or any other colleagues that had dealt with such a difficult case in the past.  
As part of my preparation for direct work with Child 2 and to ensure that I adhered to the values of the Equality Act 2010 that seeks to protect people from discrimination on the basis of characteristics, which include age, disability race and sex. I accessed the database used by the Health Board, to ascertain the young person’s ethnicity, preferred language and consider if there were any communication difficulties I would need to be aware of. I established that Child 2 and the family spoke Welsh as their first language and was white Welsh in ethnicity, however the family were happy to use English language if Welsh wasn’t easily available.

Although it was stated within the database that Child 2 was happy to communicate within the English language I didn’t want to ‘make assumptions’ (More Than Just Words 2015) I was very aware that in times of stress and anxiety a person will revert or prefer to use their first language in order for them to feel more comfortable (Roberts et al, 2010) and how I would need to make the necessary arrangements in line with the ‘Active Offer’ (Welsh Government, 2017)  for this to happen as I was not a fluent welsh speaker myself. I was aware that Child 2 having been placed in a Welsh hospital had been offered her education provision through her preferred language and how this had helped her feel more relaxed and helped with her recovery. 
On being assigned this case and accessing records I learned that the Child 2 was also open to social services. I acknowledged there would be overlapping duties in regards to the differing agencies. We would each need to prepare and record plans that are nationally or legally prescribed for us, for example Care and Treatment Plan prescribed under the Mental Health Wales Measure, 2010 (MHWM) or a section 31A plan prepared for the purpose of the Children Act 1989. I was very aware how collaboration and partnership working is emphasized and required through the Social Services and Wellbeing (Wales) Act 2014 and the MHWM. The Welsh Health Circular 2016 also highlighted the need for closer integration of service delivery at all levels, to avoid duplication, and the formulation of multi-disciplinary risk assessments and care plans. I was aware that interagency working can be a challenge, due to different professionals have differing approaches. I was conscious whilst maintaining a clear professional identity, I may need to be flexible, creative and open to new ideas. Communication would be key in order to prioritise a person centred approach, it would be important for clear protocols for effective information sharing to take place (Atkinson et al., 2007).
I arranged a meeting between hospital staff, Child 2, her mother and social services. This was to give the opportunity for each agency to clarify what support they could or couldn’t offer and consider the expectations of the family may have. The aim was to also collaboratively work together to formulate a discharge plan that was tailored to Child 2’s needs, gaining Child 2’s wishes and feelings along the way. On completion of the meeting, acknowledging my personal and professionally accountability, following the Health Boards policies and procedures and in line with The General Data Protection Regulations (www.gov.uk), I promptly updated our database of the discharge plan and fed back the plan to my manager.
On meeting Child 2, during my next planned appointment after discharge, I was mindful of the psychodynamic approach to intervention. An approach that places a high value on the importance of the first relationship. Although I was provided with the referral, the history and her symptoms, I was aware that the most important communications would come directly to me from the young person herself, in what she could or could not say and what I am made to feel when in her company.  Today’s visit was to gain information to help formulate her Care and Treatment Plan and update her risk assessment. I used a ‘motivational interviewing’ technique to look at the ‘stages of change’ approach devised by Prochaska and DiClemente (1992) and establish where Child 2 felt she was on the continuum. Child 2 felt that she was now at action 4, making the changes and action 5, the maintenance stage. Child 2 felt very proud of what she had achieved.

Through my Social Work learning I was aware of the importance on putting the individual at the center and recognizing the individual as a person first and a patient or service user second ‘seeing individuals as the experts on their own lives’ (Smale et al, 1993) I therefore took an ‘Exchange model’ approach to the assessment as opposed to the ‘procedural model’ (Smale and Tuson et al, 1993).  The principle values being putting the service user at the centre, promotes social inclusion and a holistic approach to their mental health care. An arrangement that is also set in the spirit of the ‘Code of Professional Practice for Social Care’ that demands that Social Workers ‘respect the views and wishes of individuals and strive to establish the trust of individuals’ and promote individuals voice (Social Care Wales, 2017). 
In preparation for the formulation I had learned that care plans and risks assessments should never be static, they can change as the individuals circumstances change or if we become aware of new information. Collaboratively I worked with Child 2 and her mother, continually checking Child 2 understood and agreed with what was being proposed. The plan consisted of having twice weekly home visits by the Child and Adolescent Mental Health Crisis Intervention Team, weekly visits by a support worker from social services and fortnightly visits with me. 
The purpose of high intensive after care services was to help build resilience rather than create dependency, prevent relapse and reduce the prospect of compulsory or informal readmission to hospital again. We all agreed how this level of intervention would be monitored and reassessed on a monthly basis and could be reviewed alongside her Care and Wellbeing meetings held by Social Services, acknowledging how the complexity of the plan at different stages of an individual’s care matched to the purpose of work. 
In addition to the above one of the recommendations on Child 2’s discharge notes from hospital was that she continue to receive Dialectical Behavior Therapy, a therapeutic intervention she had received within the Tier 4 hospital provision. This is also a recommended approach for Personality disorders as outlined within NICE guidelines (evidenced based guidelines for health, public health and social care professionals). Unfortunately, due to the service constraints and shortfall within our agency this was not a therapy we provided and therefore a service unmet need. Following our agencies policies and procedures I completed an unmet need report. This caused me a dilemma and I felt that we may hinder Child 2’s continued recovery. As an alternative I could only offer the Cognitive Behavioral Therapy and Family Therapy provision.
On completion of her Care and treatment and the updating of her WARRN risk assessment I considered taking a ‘strengths approach’ however due to Child 2’s Mental Health presentation and potential inability to fully take information on board, I came to the conclusion that Systems Theory, using Bronfenbrenner’s Ecological approach would be more appropriate. The model, takes into account the influences on mental health that operate from an individual and family level, and explores the wider social, cultural and economic context. Assessment and care plans need be undertaken collaboratively with families in order to draw on knowledge and theory.  This offers opportunity to look at why an individual’s symptoms are present, what is maintaining them, and enabling us to develop bespoke and coherent interventions of support recognizing and promoting resilience’s and helping her to build her capabilities.
Child 2 worked positively with myself and the other services to become much better at discussing, re-evaluating her emotions and problem solving. This helped enormously in her progression to signing up to a local training provision and moving forward in her recovery. I was so pleased with her progress and I also recognized in myself that I was becoming far more confident in my approaches. However, four months into her progress there was a change in dynamics within the home. Mum had started a new relationship and was spending more time with her new partner. Myself and social services witnessed a fast deterioration in Child 2’s coping behaviors, emotionally she was dysregulating and started to use comorbid coping strategies.  Cutting her arms several times resulting in steri-strips being applied at the local A&E department. After this treatment she was reported to have absconded from the ward, seen by witnesses within the hospital grounds to have tried to walk in front of two separate cars at different times.  
I was deflated on seeing Child 2’s deterioration and found it hard not to ask myself was there anything that I had missed to implement or do to prevent this happening. I was also receiving reports from support workers that the home conditions were deteriorating. Child 2 was reporting how she had easy access to medication, razors, and sharp objects and feared what she could be capable of. Child 2’s mum had started to become complacent and seemed to be neglecting Child’s safeguarding needs. Mum’s response to the concerns being raised was how she felt an injustice at having to live like this and how she wanted a normal life and how she shouldn’t need to lock everything away all the time. Although Child 2’s mum was expressing she wanted Child 2 to be at home with her and how she wanted to keep her safe her actions evidenced something different. She was not preventing her becoming a child at risk due to her neglectful behaviours. It was very hard for me to not make preconceptions and judgements towards Child 2’s mother’s actions, we had all worked so hard to get Child 2 to this recovery stage and I felt disappointed. I was conscious that I needed to put my thoughts and judgements to one side otherwise it would impact on my working relationship with the mother. I acknowledged that parents can love their children but still not be able to protect them from harm. 
Due to the identified risks, following the All Wales Child Protection Procedures 2008, a strategy meeting chaired by social services was held with all professionals involved in Child 2’s support invited.  I along with others was able to outline my concerns and give my views. It was agreed that the ‘All Wales Child Protection’ procedures on the basis 31(10) of the Children Act 1989 relating to ‘significant harm’ would be initiated and a Child Protection case conference would be arranged. 

That evening Child 2 was taken to hospital after attempting to jump from a bridge.  Police were called and she was detained and transferred to hospital under Section 136 of the Mental Health Act.  She was assessed by a psychiatrist and deemed fit to be released to the care of her mother the next day. 

Had Child 2 been successful in her actions, I was aware that a Child Practice Review would have been initiated. Child Practice reviews as outlined within Part 7, section 130 of the SSWWA 2014. Previously known as serious case reviews. Child Practice Reviews are undertaken when a child dies (including death by suspected suicide), and abuse or neglect is known or suspected to be factor in the death. For example, after the tragic death of Victoria Climbie a serious case review was conducted. Additionally, Local Safeguarding Children’s Boards may decide to conduct a Child Practice Review whenever a child or Young Person has been seriously harmed and the case gives rise to concerns about the way in which the local professionals and services worked together to safeguard and promote the welfare of children agencies. Staff and families in a collective are encouraged to reflect and learn from what has happened in order to improve practice in the future, with a focus on accountability and not on culpability.  Wales has the second highest rate of suicide amongst the regions within the UK (Office of National Statistics).   
We never say that a suicide or a suicide attempt was ‘successful’ or unsuccessful’, it is common for people to use the term ‘commit suicide’. This harks back to the days when suicide and suicide attempts were against the law; people ‘commit’ crimes. As suicide is no longer a crime, it is more appropriate to say that a person died of suicide, suicided themselves. The point is to consider how the term and language might be interpreted. Suicide and attempted suicide are a major cause of preventable deaths and a significant health issue for our society. In Wales, a coroner is only able to give a verdict of suicide in those over 10 years of age. 

Although support is put in place for the family, Child 2 is taken to hospital after self-harming, again she is deemed fit by hospital psychiatry to be released to the care of her mother. However, her mother refuses to collect her. Mum reports to workers how Child 2 has been physically aggressive towards her and how she is struggling to manage such behaviour. Communication between mother and daughter was proving increasingly difficult. It was a very anxious and frustrating time for everyone involved. My skills in mediation, listening and active listening whilst trying to maintain a constructive neutrality, played a central role in trying to negotiate Child 2’s mother agreeing to have her home. However, Child 2 was continuing to report to hospital staff she cannot keep herself safe and insinuates that she will kill herself if she returned to her mother’s care.

 

There were many multi-agency challenges during this time. It was very apparent that differing agencies had opposing attitudes towards risk. Social Services did not support   the hospital psychiatrist’s recommendations and felt that Child 2 should be admitted to hospital for further assessment. Social services had also now taken the approach to hold talks with their legal department regarding Public Law Outline procedures and see if they had enough grounds to consider removing Child 2 from her mother’s care.  However, there was a dilemma in that Child 2 was also due to be 18 in 3 months’ time and the transition to adult’s service was needing to be initiated.

On the basis that Child 2 felt unable to keep herself safe, she was admitted to a ward for further assessment. Due to the lack of provisions, Child 2 was admitted to an adult with acute mental health ward, as there is no similar provision for children available in the area. This situation is not unusual, but leads to professional dilemmas in weighing up keeping a child safe but also placing them in an inappropriate provision, until an appropriate bed can be found elsewhere.  Child 2 was placed on constant observation due to high risk of self-harm, however manages to put a ligature around her neck. As outlined under the Mental Health Act 2007 hospital managers have a responsibility to ensure their patients aged under 18 admitted to hospital for a mental disorder are accommodated in an environment that is suitable for their age. As Child 2 was not an adult it was imperative that she be found a bed in an appropriate children’s hospital a soon as possible.

Eventually Child 2 is transferred to one of the only two Psychiatric children’s hospital that we have in Wales. On this occasion due to the admissions to hospital the child protection conference did not go ahead, Mental Health legislation overrode Child protection and Child 2 was detained under the Mental Health Act 1983 once again.
I am aware if the Child Protection procedures had been initiated I would have a duty to report and be party to regular core group meetings which would have been held on a monthly basis and Child protection reviews which would have been held on a sixth monthly basis as outline within the All Wales Child Protection Procedures.

Child 2 was reported to have settled well within hospital but missing her family.  Article 16 of the UNCRC outlines that children have a right to family life (Unicef, 2017), supporting Child 2 to see her family was imperative to her recovery. However this was proving difficult as within the rurality of much of Wales resources are usually based in more populated towns and cities of Wales. Child 2 was transferred to a hospital which was 85 miles away from her home address. It is baffling to consider that if she had been placed in an English hospital the travelling may have been less. Child 2’s mother didn’t have access to her own reliable transport, and would need to reliant on public transport. The lack of adequate public transport infrastructure and high costs are an obstacle to accessing vital support and one of the main issues which lead to service deprivation in Wales www.childreninwales.org
As child 2 was reaching the age of 18. I was very much aware how I would be in need of initialising her transfer of care to adult’s services as soon as possible. Both the Welsh Government and NICE guidance regarding transitions recognises the importance of services being delivered based on need rather than age, however in practice, the majority of young people are still being transitioned at the arbitrary point of their 18th birthday (www.assembly.wales)The Royal College of GPs noted that the process is not seamless and that many young people transitioning from children to adult services “disappear into a black hole” (www.assembly.wales).This transition point is a particularly dangerous time, with an increase in suicide rates in younger adults of 18-19 years of age, suggesting there are often times when transition fails. Poor service transition can lead to disengagement, despite continued need (www.assembly.wales)  
The adult service provision can be seen to be very different to children’s and I wanted to ensure the Child 2 had as much support and felt empowered to have her voice heard.  I encouraged Child 2 to take up the provision of an advocate, explaining how an advocate would help her now and in the future in decision making about matters important to her. The code of practice emphasis that all patients should be given as much information as possible about their care and treatment during their stay in hospital. As described within the Munro Review of Child Protection (5) there is a recognition that sometimes a ‘system’ that has become over bureaucratised and focused on meeting targets will often lose focus of children’s needs and feelings. Therefore, having an advocate would ensure that she understood her legal position whilst she was in hospital and ‘empower her to have her voice heard and assist her in making informed decisions’, Leverett, S. (2008), about her care and treatment during and after her hospital stay. 
This intervention caused me a great deal of stress as it seemed to be a constantly evolving set of serious circumstances. The support and intervention needed to come from a great deal of multi-agency working between health and social care. There is a statutory duty on all statutory organisations to safeguard children and young people and how this can’t be achieved without a multi-agency approach 
As newly qualified Social Worker and taking a position within the Health Board hasn’t been an easy transition for me. I noticed how The Social Services and Wellbeing (Wales) Act 2014 seemed to be an unrecognised piece of legislation in comparison to the Mental Health Act 1983 and the Mental Health (Wales) Measure 2010, however I felt it should be weighted the same when delivering services to young people. I found it difficult to be supported, guided and supervised by a professional dominant within a health background who had no knowledge of the Code of Professional Practice that I need to adhere to, and who would often take a medical model approach to looking at the support rather than a social one. In order to help me protect my professional identity I had felt the need to seek out support from other social work colleagues or the legal department for further advice and guidance.  
4197 words 

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)


As discussed within my portfolio, I work within the remit of children, adults is not the focus of my work, however being a generic Social Worker I have a duty to know and have an understanding of safeguarding across both areas. 
The Social Services and Well-being (Wales) Act 2014 (SSWWB Act 2014) imposes a duty on relevant partners to report to a Local Authority if it has reasonable cause to suspect that an adult is at risk. If I was presented with an adult safeguarding case, I would firstly follow my employer’s (Health Board) safeguarding policy by accessing the business processes procedures. 

I would consider if the individual met the adult at risk threshold by referring to Wales interim policy and procedures for the Protection of Vulnerable Adults from abuse and the new part 7of SSWWB Act 2014 legislation, which now defines ‘Adults at Risk as an individual 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 himself or herself against the abuse or neglect or the risk of it’ (SSWWB Act 2014). I am aware that a decision to act does not require actual abuse or neglect to have taken place.  

If It was unclear if the individual met the threshold as outlined above, I would request a consultation with our Teaching Health Board Safeguarding team, if having had these conversations the adult was considered at risk, a referral would be made to the Local Authority. 

I am aware in sharing any personal information it should be completed in accordance with the General Data Protection Regulations 2018 and the common law duty of confidentiality. Here in Wales information should also be shared in accordance with Wales Accord (WASPI), a framework for all welsh public, independent and third sector organisations. 
I am mindful that following my referral, part 7 of the SSWWB Act 2014 outlines that an enquiry should be completed within ‘seven working days’ (SSWWB Act 2014).  Acknowledging that any enquiries are proportionate and compatible with the European Convention on the Human Rights, in particular Article 8 ‘Everyone has the right to respect for Private and family life ‘and how the adult in question would need to give consent for this to take place.  

If the Local Authority suspected the individual may be compromised and not making decisions freely, The SSWWB Act 2014 section introduced the new Adult Protection and Support Order (APSO). This order provides a legislative framework to permit an authorised officer to speak in private with a person suspected of being an adult at risk; to ascertain whether that person is making decisions freely, and make a decision as required by section 126(2) and 127 of the SSWWB Act 2014. 
The Local Safeguarding Board has a range of roles and statutory functions. Developing local safeguarding policies and procedures, scrutinizing local arrangements under the umbrella of the Safeguarding Boards (Wales) regulations 2015. ‘If it is determined at an early stage that the adult is not at risk, the enquiries should end’. (SSWWB Act 2014) 
Words 516 
	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)



On the surface it appears that the safeguarding of adults is now balanced with that of children especially with the introduction of The Social Services and Well-being (Wales) Act 2014, which covers both adults and children’s legislation. However adult safeguarding can be complex in terms of mental capacity and consent, outlined under the Mental Capacity Act 2005. ‘Every adult has the right to make his or her own decisions and must be assumed to have capacity to do so unless it is proved otherwise’ (Mental Capacity Act 2005) 
Assessing mental capacity is a skill requirement, which seeks to establish whether the individual is in a position to understand perceived risks as well as whether they are in a position to make decisions to safeguard themselves. The Mental Capacity Act (MCA) 2005 applies to everyone involved in the care, treatment and support of people aged 16 and over who are unable to make decision for themselves, and 18 for the general population. 
The ultimate safeguarding responsibility for a child lies with the parent, known as parental responsibility, ‘the adult is responsible for the care and wellbeing of their child’ until the age of 18.
The term ‘children’ means children and young people from birth to their eighteenth birthday. However, there is some deviation from this in respect of Gillick competence. The right of a child under 16 to consent to medical examination and treatment, including immunisation was decided by the house of Lords in Gillick v West Norfolk and Wisbech AHA (1986). The Lordships held that a child under 16 had the legal competence to consent to medical examination and treatment if they had sufficient maturity and intelligence to understand the nature and implications of that treatment. 

If the care of a child or young person was compromised in any way and a safeguarding concern was brought to my attention, I would follow my employers safeguarding policies and procedures. These protocols are the same as referrals for adults as discussed above.

In section 7 of the SSWWB Act 2014 Section 130 (4) the definition of a ‘child at risk’ is the same as adults. The term encompasses abuse and neglect as inflicting harm or failing to act in preventing harm. This harm can be physical or psychological and deemed as something that would affect the young person’s current and future wellbeing.  

In addition to the SSWWB Act 2014 the Children’s Act 1989/ 2004 is additional legislation which needs to considered which states ‘The rights of a child is paramount’
Words 418

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)


Since completing Development Review (a), and throughout my second year of practice, I feel that I have embraced my new role and settled into my new team very well. As described within Development Review (a), the area of mental health was new area of expertise for me. Within the first six months of my new employment I felt that I was in a constant state of self-doubt and continued to consider if had made the right decision to move to NHS. I debated if I should I have stayed within the areas of Social Work that felt most comfortable, and the security of working within the Local Authority of which I had I had spent the last 13 years. I reflected that this was hugely down to me feeling insecure and my lack of confidence in my own professional abilities to transfer my knowledge and skill to a new area of expertise. Although I was trying my best to develop my understanding around the new Social Services and Well-Being (Wales) Act (SSWBA) 2014 legislation, I was also having to learn how this interfaced with Mental Health (Wales) Measure 2010 and other related mental health legislation. I quickly recognised how the Mental Health Act 1983 and the Mental Health (Wales) Measure 2010 within the health environment seemed to be weighted more heavily than the Social Services and Wellbeing (Wales) Act 2014, this conflicted with my own values of feeling that they should be considered equally. It is also interesting that it is only now that training events are being rolled out to look at this interface. 
When starting in the multi-disciplinary team, I felt isolated, being the only Social Worker within my environment of predominantly nurse professions. Supervision has and continues to be imperative to me. Having that safe place to use Kolb’s learning cycle to discuss my fears, reflect on my practice and gain reassurance that the work I was completing was of a high standard has been of huge value. However, I have found it difficult to be supported, guided and supervised by a professional dominant within a health background who had little to no knowledge of the Code of Professional Practice (SCW 2017) with which Social Worker’s need to adhere to. I felt that I was having to teach my supervisor these principles.
I acknowledged how the working practice of the team would air on side of a medical approach, rather than my preferred option of a social one. I had to be confident to be able to put my view across to enable us to deliberate different ways of working and teach them the benefits of adopting an exchange model approach, (which implements the key principles of the SSWBA, seeing people as experts of their own problems and giving them a voice and control) and consider moving away from the procedural and needs – led approach. In order to help me protect my professional, identity and accountability I have relied on gaining Social Work support from Social Workers in other departments my mentor and the legal department.  

As alluded to in my previous essay, I was given a fairly complex case in the early stages of employment. I have considered whilst working this case and many other cases I have become accustomed to implementing Schön’s ‘thinking on your feet’ Schön, D.(1983) model of reflective practice ‘reflecting whilst doing’ Schön, D.(1983). Having the opportunity to complete training in WARRN (Wales Applied Risk Research Network mental health risk assessment), Cognitive Behavioural Therapy and Motivational Interviewing techniques has enabled me to improve on my professional judgement and analysis of risk.  It has also allowed me to apply therapeutic communication techniques to engage effectively with individuals, their families and other services, to help provide the young people a person centred intervention, therefore working collaboratively.
Through my learning journey I have come to recognise I am a pragmatist in that I like to try things out to see if they work. The positive feedback I have received from individuals that I have supported, colleagues my mentor and supervisor has built my confidence and reassured me that I am doing what I can to embed all the principles I have learned throughout my learning journey to enable me to continue to provide positive outcomes for individuals and the model I am implementing must be working.   

Continuing to enhance my knowledge in relation to therapeutic models of intervention and Mental Health disorders is my identified need for the future. To assist with this development, I am already enrolled on an accredited level 6 Cognitive Behavioural course with a Welsh University and have been making enquiries in relation to a Child Mental Health module. The service with which I work has recently employed a new manager to oversee Primary Mental Health. She is also a registered Social Worker, this change has enabled me to feel far more positive about my future within this service and feel finally my Social Worker identity will be acknowledged.

 Words 828
Please record in the table below the dates of each consolidation programme workshop you attended.  

	Consolidation workshop 
	Date Attended  

	1
	20th March 2018

	2
	5th June 2018

	3
	24th September 2018

	4
	13th November 2018


Notes 
	Mentor’s comments 


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


I became the learners mentor part way through their consolidation award following the long term sickness of her previous mentor.  I am however aware of the learners’ developmental needs having managed them for a significant period of time whilst undertaking their Social Work Degree with the local authority.  The learner clearly acknowledges the challenges that they have faced in regards to working within a health setting and the dilemmas they have faced in areas such as supervision, models of working and the implementation of more traditional social work legislation.  The learner has worked through these dilemmas’ and been able to offset these by continuing to do their own research and by having the opportunity to undertake a high proportion of direct work with children and young people – an area that the learner is passionate about.  The learner has acknowledged how the consolidation programme has supported their learning in regards to the Social Services and Well-being (Wales) Act 2014.  The learner has also discussed how changes within their team and an increase in social work qualified staff has helped to support their development and the championing of a more ‘social model’ approach within the team.
The learner has grown in confidence over the duration of the programme, they lacked confidence in their skills, knowledge and more complex work at the start of their consolidation.  An example of this development is that the learner was hesitant about delivering training to others, yet now regularly delivers resilience lessons within schools and is also a recognised and qualified trainer for the Youth Mental Health First Aid course.  The learner has also been provided with the opportunity to work with young people with more complex mental health needs, this has seen the need to work in collaboration with a variety of other professionals.
The learner has welcomed the additional training in terms of CBT, Motivational Interviewing and the health boards risk assessment tools, this has supported the learner to develop their practice in line with the course outcomes.  

I have had a conversation with the observer and the senior manager for the learner, both of which are qualified Social Workers.  The observer reported positive feedback from the young person and how the learner has a natural ability to work with young people in a professional and supportive way.  The senior manager has reported that the learner has become an asset to the team and has supported the ‘medical’ staff within the team in terms of being open to new approaches in working with and supporting young people.  The learners planned continued professional development is appropriate to their needs and their role.
Section 7
Bibliography
Information about referencing in written assignments and how to avoid plagiarism can be found on Moodle. It is important that you are aware of the importance of ensuring that the work submitted is your original work.      
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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  - Justine Ann Jones
2. Learner’s University Number: - 1712274
Address for Correspondence: Isfryn Barn, Bwlch y Ffridd, Newtown, Powys, SY16 3HX.
Telephone: 07522784993
E-mail: justine-perry@hotmail.co.uk
Date of Professional Qualification: October 2016
Date of registration with Social Care Wales: October 2016
3. Name of Learner’s Agency: Powys Teaching Health Board
Agency Contact details: Yns Y Plant, Plantation Lane, Newtown, Powys, SY16 1LH.
Name:  Mary O’Grady, Head of CAMH’s
Address: As above.
Telephone Number: 01686 617450
E-Mail address: Mary.O'Grady@wales.nhs.uk
4. The evidence I have provided within this portfolio is in:

Welsh only 
(
 Welsh and English (

English only ( (
Mentor’s details

5. Mentor’s details:  
Name: Julie Banfield then Claire Williams
Address: The Old College, Off Station Road, Newtown, Powys, SY16 1BE.
Telephone Number: 01686 614043
E-Mail address: Claire.turner@powys.gov.uk
	6. Observer details 
Name: Victoria Ashby
Work Address: Yns Y Plant – As above.
Professional Qualification and date of qualification: Social Worker – December 2011
Email and telephone number: Victoria.ashby@wales.nhs.uk  01686 617450



Signatures and Line Manager Verification

CONFIDENTIALITY and PLAGIARISM – to be completed by the learner
All information provided in this portfolio complies with guidance on confidentiality.  I confirm that all work apart from comments by others (e.g. mentor, an individual using services, their family or carers) is all my original work and has not been copied. I understand that plagiarism is taken very seriously by the University and the programme.   
Signed:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  (Learner)
Date: _ _ _ _ _ _ _ _ _ _
 Feedback and comments from an individual using services, their family or carers  (Section 3} - to be completed by the Observer

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

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

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

· level of supervision and mentoring support received by the learner 

· learning and development undertaken 

· reading and personal research undertaken 

· level of knowledge and skills demonstrated 

· understanding shown of the Code of Practice and National Occupational Standards 

· core values of the learner 

· content of the development plan within the portfolio 

· work and commentary referred to within the portfolio, that it is the learner’s own work and based on current practice 

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

 Line manager VERIFICATION:

name of Line manager: _ Mary O’grady_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Signature of LINE MANAGER.: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
DATE: _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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 
	Justine Ann Jones

	Name of Team/Agency 
	CAMH’s

	Name of Mentor 
	Julie Banfield, later – Claire Williams

	Name of Line Manager 
	Mary O’Grady


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. 

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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