Part A
This reflection examines my first 18 months as a Mental Health Social Worker within a multidisciplinary team in the Ministry of Defence (MOD). Utilizing Rolfe et al.’s (2001) "What? So What? Now What?" model, I identify the tensions between the dominant medical model (Aftab, 2024) and the social model in health and social care. While the medical model focuses on biological diagnosis, the social model addresses environmental causation (Care Learning, 2024). I argue that a holistic approach—integrating both perspectives—is essential for supporting individuals transitioning from military life. This analysis identifies practice challenges and outlines professional development goals to improve outcomes through balanced, person-centred interventions. 

What?  I had found discussing cases in MDT challenging and intimidating.  My role within MDT was to contribute to discussion and identify psychosocial needs as cases were discussed. I lacked the wider knowledge around treatment, medication, diagnosis and treatment pathways.  So What?  I identified that I would need to widen my knowledge.  I am a confident communicator and believed that my lack of knowledge was the key to overcoming this issue.  What Now?  In supervision I raised my concerns and we agreed for me to spend time shadowing the assessment team and jointly work with the Community Psychiatric Nurses (CPN’s).  The plan was to give me confidence to contribute at MDT level and it was agreed to continue shadowing other professionals to grow my knowledge and skills. 

What? The military is a very process driven organisation which operates within a power structure of rank and order. Working in the military can challenge professional values and, while it is acknowledged that the nature of the military requires such structure to perform its primary goal, it presents a challenge to health and social care support. So What? I experience this in my role as the individuals I support are expected to show respect to higher ranking personnel and subsequently higher ranking personnel are expected to create barriers and distance when interacting with perceived juniors.  My grade is the equivalent of a senior manager and as such most of the patients begin the relationship calling me ‘Sir’ and clearly demonstrate a professional respect which creates an unequal power dynamic which can lead to difficulties developing a trusting relationship.  Social Care Wales Codes of Professional Practice (CoPP) (Social Care Wales, 2017) requires professional accountability and practitioners to establish and maintain trust with individuals they support.  Having raised this in supervision, my manager informed me this is an ongoing challenge to practitioners.  What now? The key principles of the Social Services and Well-being (Wales) Act (2014) include voice and control and co-production.  According to Research in Practice (2024), it is vital for practitioners to both understand the power they hold and to consider how that power is viewed by the individual.  Developmental areas for my consideration were agreed in supervision to research communication skills in social work practice and anti-oppressive practice. 

The third identified area for development and consideration relates to developing complex therapeutic communication skills.  What? The individuals I support have a diagnosis of a mental health disorder. The symptoms of mental health disorders, particularly in individuals who’s treatment has not completed or not successful, can create a barrier to change and reduce motivation (Fine, 2025). So What? As a newly qualified social worker I am suitably equipped with communication skills to practice effectively within my role and to adapt to the needs of the individual appropriately in accordance with CoPP.  However, having the skills to support individuals to manage symptoms of anxiety, depression, PTSD and other mental health disorders can enable a mental health social worker within the MOD to facilitate individuals to make meaningful change and reach their own outcomes.  What now? Having discussed this development need in supervision, I identified several training opportunities having researched mental health and social work approaches (Ray, et al., 2008).  It was agreed that training in Trauma Informed Practice (TIP), Anxiety Management, and Acceptance and Commitment Therapy (ACT) would be a benefit to my practice and the organisation.  Trauma-informed practice prioritises safety, trust, and empowerment by acknowledging the impact of trauma and avoiding re-traumatization (Bright & Collins-Taylor, 2023).  Social workers support individuals with anxiety by providing holistic support, including evidence-based therapies such as ACT, and consider solution-focussed approaches to tackle the causes of anxiety while helping individuals cope with the symptoms. In mental health social work, ACT promotes psychological flexibility by helping patients accept difficult emotions while committing to values-based actions.
Using Rolfe’s model, this reflection considers 18 months as a military mental health social worker. Identified developments include gaining confidence working in a predominantly medical-model through shadowing, navigating military power structures using anti-oppressive practice, and enhancing therapeutic outcomes. Future goals focus on TIP and ACT to provide person-centred support that balances achieving goals with psychosocial needs.
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Part B
Gibbs’ (1998) Reflective Cycle will be used to retrospectively evaluate the 3 developmental areas identified in the first part of this task. This model helps to revisit the issue, analyse and evaluate, demonstrate learning and plan further improvement.
The first developmental area related to a lack of confidence within the MDT. During supervision we agreed for me to shadow experienced clinicians from across the disciplines. I spent time with consultant psychiatrists, clinical psychologists, mental health social workers (MHSW) and community psychiatric nurses which has given me a better understanding and increased knowledge of assessment and treatment pathways. Furthermore, I have researched the impacts of mental health disorders, in particular trauma informed disorders (Van Der Kolk, 2014) (Goldstein, et al., 2024) (Haines, et al., 2018). I have now become more confident discussing cases in MDT and furthermore have been instrumental in pushing for more social work input at the assessment stage to identify social stressors which, when addressed alongside treatment in a more holistic way, can lead to better outcomes. My manager has subsequently requested I sit in the Network Allocations Meeting which considers which interventions the team will offer patients. The role in this meeting is to identify social stressor which may be impacting their mental health and hampering treatment and recovery.  This more holistic, approach to the team assessments and MDT discussions aligns more with the code of professional practice (SCW, 2017) (COPP), and the principles of early intervention, co-production and preventative working which underpin SSWBA.
The next area identified related to an imbalance of power and the challenges to create trusting relationships within the dynamics of the military rank-based structure.   Often the may consider themselves either junior or senior to the practitioner depending on their own rank. Recognising that social workers hold legitimate powers under law, and control of resources, is important. However, to support individuals to make meaningful changes to their lives, they are also required to create trust and work collaboratively from a place of equality (COPP) (Wooten, 2015).  Central to social work practice in Wales is a person-centred approach and to ensure that they individual has voice and control (Social Care Wales, 2025)
I have researched communication styles, in particular Trevithick (2003) who advocates for relationship-based practice focussing on the ‘use of self’ which encourages reflection and the impacts on individuals communicating with practitioners. Further research was done into Anti-oppressive practice to strengthen my awareness of how these dynamics impact social work within the military (Dominelli, 2002). I use active listening, reflective statements, and collaborative goal-setting to ensure they have voice and control. I prioritise co-produced intervention to ensure agency and shared decision-making, whilst acknowledging honestly what consequences the actions we take may have on their career. 
I have utilised supervision and patient feedback to develop in this area. Supervision provides space for reflection and we have identified that I have a tendency to be biased towards the lower ranked patients.  I am aware that this comes from a more radical social worker perspective which has underpinned by views on the wider society and has given me cause to ensure the bias is recognised and addressed.Feedback from service users and colleagues has further refined my approach, supporting more trusting relationships and improved therapeutic outcomes. This is evidenced in the feedback from the observation task and patient feedback which regularly mentions trust and a sense of being heard.
The final area for development was to build further skills specific to the role of mental health social worker. During supervision and as part of shadowing other professionals as part of the first part of this piece we felt that Anxiety Mangement, Trauma informed approach and Acceptance and Commitment Therapy (ACT) skills would benefit my practice.  Most of the individuals I work with continue to require low intensity therapeutic input after they have completed formal therapy and the skills acquired from these areas can help to continue their recovery, retain stability and support them to achieve their goals.  
I have attended a 3-day ACT level 3 course which can help an individual make life-choices in line with their values, while learning to live alongside traumatic thoughts.  I have also attended a 2-day online Anxiety Management course.  This has given me skills to help individuals become aware of increasing anxiety, grounding and de-escalation techniques, tolerance of uncertainty and restructuring threat-based thoughts.
Research was carried out on trauma informed practice, and has improved my skill set in relation to understanding the neurobiological impacts of trauma, recognising trauma responses and identifying triggers which may induce those responses, such as hyperarousal, flight/flight/freeze and dissociation (Van Der Kolk, 2014).   Understanding the long-standing impact of childhood trauma has also helped me to evidence-base discussions with patients around why they may be experiencing some responses.  This, along with the growth in communication styles has made significant improvements in my confidence in practice.
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