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Task 1

Developmental review – Part a

Guidance: 
This task should be completed by taking into account the work that you will have undertaken since qualifying, and discussions with your mentor and supervisor/line manager as part of your First Three Years of Practice Individual Plan. 
Task one (part a and b) should incorporate the use of a model of reflection.
You must meet the Learning Outcomes for this task (see appendix 5 of the handbook).
Please answer the question below. 


	Question:

[bookmark: _Hlk6242578]Using a reflective model critically reflect on your professional development since qualifying as a Social Worker. Make reference to the supervision, training, learning and research that has impacted on your work. Based on this and continuing to use a reflective model outline what you have identified and agreed with your manager and/or mentor for your development over the coming 12 months. You must demonstrate how you intend to meet all of the following learning outcomes:- 

· applying analysis in assessment to inform interventions;
· working collaboratively with people in need of care and support, their carers and other professionals;
· intervention and application of professional judgement in increasingly complex situations.

750 words (+/- 10%:  include your actual word count at the end of each section).

For this question, I will use Dr Barbara Bassot’s ‘Integrative Reflective Cycle’ reflective model (Bassot, 2013) as a framework to enable me to critically reflect on my professional development since qualifying as a Social Worker and to help me plan what I need to focus on in order to develop further over my next year in practice. 

Bassot (2013) breaks down the process of reflection into four steps as summarised in the diagram below;


[image: A diagram of a process](Bassot, 2013)

The first step in Bassot’s (2013) model invites me to describe ‘The Experience’, such as what happened, who was involved, what did I and others do and what factors contributed to the situation. The second step, ‘Reflection on Action’, encourages me to reflect on what went well, what could be improved whilst critically reflecting on my thoughts, feelings and assumptions and what I bring to any situation. Becoming aware of these assumptions and challenging them will help me further develop my professional curiosity, creativity and self-awareness to grow into a reflective, competent professional.  The third step in Bassot’s model, ‘Theory’, draws me to consider what I have learned from the experience in terms of theoretical and professional knowledge and how this learning will influence how I deal with similar situations in future. The final step in the model, ‘Preparation’, encourages me to make a plan for being better prepared in future by reflecting on all I have learned from the experience (The University of Edinburgh, 2023).

The Experience
I have reflected on my learning so far with my mentor in monthly supervision. With regards my development since qualifying, I have worked on increasingly complex cases, where the individual’s needs are multi-layered, with multiple agencies involved due to the complexities within the systems around the individual.  This has helped me develop skills in the 3 learning outcomes outlined in the question. It has also highlighted where I need to develop further in these areas over the next year. My mentor and I have planned how I will achieve those learning outcomes over the following 12 months as discussed below.

Reflection on Action
Over the past year, I have become more adept at applying analysis in assessment and have become increasingly confident in determining the best way forward for a young person with regards the best intervention available for them. I sometimes feel that I lack specialist knowledge of how to best support young people who engage in highly risky behaviours, including self-harming and suicidal behaviours. The young person and those around them are understandably, often highly distressed and I feel deskilled when trying to reassure them and help them see a way forward. It is sometimes difficult not to absorb their feelings of helplessness and distress; being more skilled in this area will help me feel more confident when working with those struggling in this way. 

I have had opportunities to develop my skills of working collaboratively with people in need of care and support, their carers and other professionals. I work directly with young people and at times must liaise with the wider systems around them, such as family, colleagues in education, social services or health. Sometimes this has been challenging when all parties are unable to agree on what role each party must play in helping the young person reach the best outcome. I tend to want to keep everyone happy so will take on more than I should at times; developing my assertiveness skills will help me be able to firmly decline to take on responsibilities that are not part of my role, whilst maintaining good professional relationships with others. 

I have started to develop confidence in the intervention and application of professional judgement in increasingly complex situations, however at times I doubt myself when other professionals or parents strongly disagree with me. When I check out my decisions in supervision or in line management, I am reassured that my judgement is right, and I need to trust my instincts. Building my confidence in this area will help me be more certain of my professional judgement. 

Theory
I have learned from my experiences so far that being a reflective practitioner is important to develop my emotional intelligence; engaging in regular supervision where I am able to reflect on how my emotions impact on my practice will help me contain my emotions so that I am able to contain the emotions of those I work with more effectively (Thompson and Thompson, 2023; Howe, 2008).

Preparation
I have agreed with my mentor and line manager that I will join the full programme Dialectical Behaviour Therapy (DBT) team and will attend some training days which will hopefully improve my confidence and sense of competence when working with risk. I will also work on improving my confidence in my professional judgement and my assertiveness skills through supervision and by rehearsing the skills in my daily practice, so I can better manage the challenges of multi-agency working whilst maintaining good working relationships.
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Task 3

Safeguarding and working in complex situations – Case Study

Guidance;
Please ensure that you meet the National Occupational Standards and assigned Learning Outcomes for this task (see appendix 5 and 6 of the handbook). 

	Question:
Complete a critically reflective case study based on an assessment that you have undertaken with others, in your own area of work, concerning the safeguarding of either an adult or a child. You must demonstrate how the case relates to or could relate to safeguarding legislation, policies, strategies and procedures (including demonstrating an understanding of the interface between social services provision in Wales with the United Kingdom, the European Union (EU) and outside the EU). You must demonstrate your understanding of the integration of analysis in assessment, collaborative working and professional judgements in increasingly complex situations and the use of social work theories. You must refer to the specific dimensions of working in Wales. 

4000 words (+/- 10%: include your actual word count at the end of each section).

This case study will outline my work with a young person which developed into an increasingly complex case over time, and how the dilemmas and challenges I faced as a newly qualified social worker became increasingly complicated. It will also highlight the dynamic nature of the social worker’s role within child and adolescent mental health services (CAMHS) as I continually had to adapt my approach accordingly as the young person’s support needs changed as she transitioned from living with family to being a child living in care. By linking to governing legislation, policy and professional standards it will demonstrate good working practice and the dilemmas I faced as a social worker as I employed my professional judgement in interventions, whilst negotiating multi-agency work (Solomon, 2019; Owens and Lloyd, 2023), managing risk (Reamer, 2022), working in an anti-oppressive manner, ensuring I respect the young person’s human rights (Cui et al., 2021; Scarscelli, 2021; UNICEF, 2016, 2019).  

In my role as a social worker within CAMHS, I assess and provide therapeutic interventions for children and young people who present with a range of mental health difficulties such as anxiety, low mood, eating disorders and obsessive-compulsive disorders (OCD) to name but a few. Many of the individuals I work with have an underlying neurodevelopmental condition such as an autism spectrum disorder (ASD) or attention deficit hyperactivity disorder (ADHD) which often predisposes them to experiencing mental health difficulties (King et al., 2020; Triece et al., 2020) and to an increased risk of suicide (Hirvikoski et al. 2020), as they tend to struggle within an environment where their needs are not fully understood and therefore not appropriately met (Adams et al., 2020). Many of the young people we meet within our service struggle with substance misuse, suicidal ideation or attempts as well as self-harming thoughts or behaviours. There is therefore a high level of risk within my work at times and it is my duty to assess and manage this risk in partnership with the young people I work with, their families, my colleagues and other professionals.

As a CAMHS Practitioner, I have carried out many mental health assessments as required by the Mental Health (Wales) Measure (2010). This is a holistic assessment that considers all aspects of a young person’s life, including the systems around them, to enable us to devise a clinical formulation (CF) (The British Psychological Society, 2011; Dean and Poorvu, 2018). CF helps underline what the presenting difficulties are, what the predisposing and precipitating factors were to those difficulties as well as the maintaining factors and protective factors. Understanding what the maintaining factors are can help with determining the best intervention for that young person, as the maintaining factors are what needs to change to help the young person overcome their mental health difficulties. 

The process of CF begins during the mental health assessment; however, it is dynamic in nature; it continually evolves as things change and new insights are gained during our work with the young person. CF is a client centred, collaborative process where I, together with the young person, their family and the professionals around them strive to reach a shared understanding of the presenting difficulties so that we can come up with a shared plan of how to move forward with regards helping the young person overcome their difficulties and reach their goals (Krause and Behn, 2022).  This case study will demonstrate how I, in collaboration with the young person and those around her, continually used analysis in assessment using CF. 

For this case study I will refer to the young person involved as 2 to protect her privacy. 2 is a 17-year-old, English speaking female who currently lives in a care home. 2 has a history of suicide attempts as well as a history of self-harming behaviours and experiences emotional dysregulation. 2 has many traits of ADHD and autism, she does not yet have a diagnosis but is on the waiting list for a neurodevelopmental assessment. 2 has often felt misunderstood as family members have misjudged her as being a ‘bad’ person rather than a young person who is struggling with her mental health and a possible undiagnosed neurodevelopmental condition. 2 lives in a Welsh seaside town within a county which has a population of approximately 114,290; only 35.4% of the County’s population can speak Welsh (Welsh Government, 2023; 2024), so it is predominately an English-speaking community. Despite the fact that only the minority of the population are Welsh speaking, I always ensure that I make an ‘active offer’ (Welsh Government, 2015) to the individuals I work with to speak in the language of their choice as there is a danger that one might assume in a predominantly English-speaking area, that everyone I meet would prefer to speak in English, which could lead to certain individuals’ language needs not being met. 

I started working with 2 in 2021, she first presented at CAMHS as she was struggling with anxiety, emotion dysregulation, suicidal ideation and had attempted suicide twice previously by taking an overdose. 2 had been open to another CAMHS team in a neighbouring county, however, was transitioned to our team as she’d moved to live with her father, who lived in the county where my team is based. After working with 2 for a few months, she disclosed to me that if she went home to her father’s after our appointment, she would kill herself as she hated living with him and did not feel safe with him. She shared that when she took the second overdose, which had happened when she’d just moved in with her father, he’d refused to take her to A&E and refused to call an ambulance, as he had told her she was doing it all for attention. 2 told me she only received medical help after she called Childline (2024), and they called an ambulance to come and take her to A&E.  

The United Nations Convention on the Rights of the Child (1989) stipulates in Article 24 that every child has the right to the best healthcare possible (UNICEF, 2016, 2019) so the fact that her father was allegedly blocking her access to health was a safeguarding concern. I discussed what 2 had disclosed with my line manager and with the health board’s safeguarding team, and we agreed I had to strongly advise her family that she needed to be admitted to the paediatric ward for assessment by the CAMHS crisis team as she was at immediate risk of suicide. It was also agreed I’d make a child protection referral to social services in light of her father’s refusal to seek medical help as I have a duty to report any concerns that a child may be at risk of harm from abuse or neglect to social services (section 130, Social Services and Wellbeing (Wales) Act 2014) (SSWBA), (section 2, Wales Safeguarding Procedures, 2019).  

Once 2 was admitted to the ward for assessment and treatment, she was deemed fit to be discharged after a couple of days, however she refused to be discharged to her father and said she wished to return to live with her mother. I spoke to her mother, and she blankly refused for 2 to return to live with her as she said she could not cope with her behaviours. Her mother also stated that she could not live with any other family members, so social services would have to find her a placement in care. 2 was therefore abandoned on the ward with no place to be discharged to safely. As this was a safeguarding issue, I made a child protection referral to social services and the ward manager also made a separate referral. I did this by following the Wales Safeguarding Procedures (2019), which is a set of national guidelines which outlines the responsibilities of professionals to follow set procedures in order to safeguard the individuals they work with in line with the SSWBA (Social Care Wales, 2019b).  

This whole process was very challenging and lasted 5 weeks in total, leaving 2 stuck on the paediatric ward for the entirety of the 5 weeks even though she was fit to be discharged a couple of days after her admission. To begin with, the local authority (LA) in the county where her mother lives and the LA where her father lives could not agree on which LA should take on the case. After several meetings took place, it was decided that the LA where her father lives would be responsible for dealing with the situation as this is where she was currently registered with a GP. The LA then claimed they had no foster placements so there was nothing they could do. This turned into a very difficult situation where the ward manager had to close the ward to admissions as 3 of the beds were being taken up by young people who did not have a place of safety to be discharged to, despite being fit to be discharged. This meant that any children with a serious illness needing a hospital admission would have to travel out of the county to another hospital for treatment. Understandably the ward manager and members of the health board’s senior management team were extremely worried by this, so an emergency discharge planning meeting was arranged between senior management in health and senior management in social services. Attending these meetings gave me insight into the difficulties faced by local authorities in finding appropriate placements for children in their care (Competition and Markets Authority, 2022; Wales Centre for Public Policy, 2021). 

The number of children looked after in Wales has increased significantly over the past 20 years. In March 2023, 7203 children were looked after by the LA (Welsh Government, 2024). This number has increased steadily since 2003, when 4194 children were looked after in Wales (Welsh Government, 2019a). In 2023 66% of children in care were in placements within their own LA, 27% of looked after children were living in placements outside their own LA, however they remained in Wales, whereas 7% of looked after children were placed in care outside of Wales (Welsh Government, 2024). This indicates that there is a lack of appropriate placements available in Wales (Wales Centre for Public Policy, 2021). 

This places LA’s in very difficult situations where they strive to fulfil their duty under sections 75 and 76 of the SSWBA to find appropriate accommodation for a looked after child, within their own LA, in a placement that is best able to meet their needs, whilst dealing with a lack of available placements within their area. Some local authorities have reported finding it so difficult to locate an appropriate placement for some children that they have had to resort to placing them in unregulated placements where the child’s needs cannot adequately be meet, or sometimes they even must place them in unregistered placements, despite this being illegal (Competition and Markets Authority, 2022). 

Following numerous meetings, it was agreed that the LA would place 2 in a short-term placement in a children’s home whilst work was done by the professionals involved to try and improve the relationship between 2 and her mother, with the hope 2 could eventually move back in with her mother.  Although 2 was glad to leave the hospital ward, she found leaving very difficult as she had to face the fact that she was now a child in care. My involvement with 2 changed at this point from just being her therapist to being her care-coordinator as she changed from needing primary care mental health services to needing more specialist, secondary care mental health services (Welsh Government, 2019b). 

Witnessing these events and the impact it all had on 2 as well as attending highly emotionally charged meetings was very difficult at times. I found it hard not to let my own emotions take over; I often felt angry and very protective of 2 that in the middle of all of this process was a child who was not to blame for any of it, yet was left feeling lost, abandoned and was very aware of the hospital’s frustration at her needlessly taking up a bed, as she could see some of the paediatric nurses’ exasperation at her still being there. I made sure to discuss the situation in clinical supervision and reflected on how this situation was impacting on me; being aware of this and having the support to contain my own feelings from my supervisor allowed me to put my own feelings aside when engaging with 2 and the systems around her so that I could contain her emotions effectively through all of this. This is vital in order to become an emotionally intelligent, reflective social worker who can support individuals through the most difficult of times (Howe, 2008). 

As care coordinator I have a duty under part 2 of the Mental Health (Wales) Measure (2010) to complete a care and treatment plan in collaboration with the young person. I completed the care and treatment plan with 2, explaining to her that it is her plan so she can be fully involved in deciding what is included in it. Throughout the process I ensured that I listened to her wishes and views, and that the care and treatment plan promoted her well-being, voice and control whilst also keeping her safe (COPP 1 and 3 - Social Care Wales, 2019a). It is important that I supported her in the decision-making process (NOS 3 – Social Care Wales, 2023) so that she felt empowered to make her own choices around her care and support, especially as she felt she had no control over her life and where she would live since she’d been abandoned on the ward by her mother. 

2 has experienced a lot of loss in her life; her mother was unavailable to her in her early years as she had to care for her own mother whilst she was dying of cancer. Her father abandoned her and her mother when she was a baby, and she was brought up by another man who she believed was her father until he and her mother separated. He suddenly stopped caring for her but continued caring for her younger siblings (his own children), she asked why her dad was excluding her and was told he wasn’t her real dad. 2 only met her birth father a year prior to moving in with him. Being abandoned on the ward for 5 weeks, then going into care was another huge loss for her, which she found traumatic. 

Having knowledge of attachment theory (Bowlby, 1973) helped me better understand 2 and the reasons she struggles to trust people and is afraid people will leave her and let her down. Bowlby (1973) claims that if a child experiences a lack of consistency in the care they receive from a primary caregiver (normally a parent), they develop an insecure attachment style which negatively affects their relationships as they grow into adulthood and beyond. Graham, (2006, quoted in Bifulco et al., 2017, p. 1880) argues that young people in care who have developed insecure attachments from their prime caregivers should be provided with the chance to develop a ‘second chance secure base’ to an individual supporting them within the care home. Bowlby (1973) states that a child with a secure attachment has a caregiver who provides a secure base from where they can go off to explore the world and become independent, safe in the knowledge that they can return to their caregiver when they need comfort or reassurance. Achieving this is not always easy within a care setting as the young person often has to move a number of times or the home having a high turnover of staff (Bifulco et al., 2017). With this in mind, I have tried to be an available adult for 2 by consistently being there to reassure her when she is struggling whilst also promoting her independence by encouraging her to keep working towards her ‘life worth living goals’ which she chose as part of her Dialectical Behaviour Therapy (DBT) therapy sessions (Linehan, 1993) as discussed later in this case study.

2 settled in well into her new placement and the staff there were very supportive towards her, the staff were nurturing towards her. She and her family members attended family group conferencing (Mitchell, 2020) and a lot of work was done with her mother by the LA’s children’s assessment centre. I attended regular meetings with the team from the centre as well as 2’s social worker from the LA and the manager from the care home. One purpose of these multi-disciplinary meetings was for us to complete a CF so that we had a shared understanding of the difficulties within 2’s family so that we could come to shared understanding of how we could best support 2 and her family through these difficulties. Every time I attended these meetings, I would speak to 2 before to ask her if there is anything she wanted me to say on her behalf as I feel it is about her so she should be given a voice in these meetings, I would also make sure to feed back to her what was discussed and what was agreed on (COPP 1 and 3 – Social Care Wales, 2019a). These meetings were challenging at times as the different agencies involved were unable to agree what each agency’s role would be in delivering the interventions agreed on in the meetings, which lead to a lot of defensiveness from all parties.

I reflected on this in supervision and realised I find it difficult to let people down so there is a danger of me agreeing to doing things when it is not my role to do them. This can lead to me taking on too much and reaching burnout, so it is important I refrain from doing more than I am supposed to be doing in my role. I also reflected on how I could feel ‘attacked’ in these meetings when I was continually asked ‘why are CAMHS not doing this or that’ for example, which lead me to become defensive. I discussed with my supervisor how I need to become more confident in what my role is, and I need to develop my assertiveness skills so that I feel able to firmly decline to do things that are not within my role, whilst keeping a good professional relationship with other agencies. I decided to spend time with a senior member of staff who has a lot of experience of working collaboratively with other agencies as their role is to link in with other professionals from social care and education to improve the relationships between our agency and theirs. I attended meetings with her and picked up a lot of tips on how to deal with difficult, highly stressful meetings. This, together with regular supervision, helped me develop in this area and not let my emotions take over in such scenarios (Rantonen et al., 2017). 

During these meetings, in discussions with 2 and in MDT meetings within the CAMHS team, it was decided that 2 would benefit from engaging in full programme DBT. DBT was first devised in the USA by Marsha Linehan in 1993 as a treatment for women with borderline personality disorder. Since then, it has been adapted as an evidence-based intervention for young people who struggle with emotional dysregulation, relationship difficulties and who engage in highly risky behaviours such as self-harm and suicidal attempts. DBT consists of 4 components: weekly skills group, weekly one-to-one therapy, weekly consult, which is a form of group supervision for staff delivering the programme and a parent group. It is an intensive programme that can last up to 42 weeks and the young person is expected to commit to skills group and therapy every week. I am part of the DBT team, however as I was 2’s care coordinator, I was unable to offer her DBT therapy, so she was allocated to one of my colleagues for DBT therapy whilst I continued to be her care coordinator. DBT teaches useful skills such as emotion regulation, distress tolerance, interpersonal effectiveness, and mindfulness (Rathus and Miller, 2015). 

Underpinning DBT is the Bio-Social Theory (Linehan, 1993). The theory proposes that an individual’s personality or behaviour is determined transactions between biological predispositions and the environment in which they develop. Those who struggles with emotion dysregulation, relationship difficulties, self-harm and suicidal behaviours have a biological vulnerability to emotions; they are highly sensitive individuals who react very quickly to emotion and take a long time to return to baseline. This coupled with growing up in an invalidating environment leads to chronic emotional dysregulation (Rathus and Miller, 2015). Having an understanding of this theory helped explain the difficulties 2 was experiencing, she learned about this theory in her DBT sessions and felt it helped her make sense why she was struggling so much. 

After a period of assessment from the LA’s children’s assessment unit, it was decided that 2 would be better off staying in care as mum did not seem to have capacity to change her behaviours or her negative view of her daughter. Therefore, it was decided that aiming for reunification between 2 and her mum would cause her more harm than good. Over the next couple of years, 2 moved into 2 more placements, the first was an assisted independent living placement, she was unhappy in this placement as they were not as nurturing as the first, unfortunately the first one was only a temporary arrangement hence her having to move on. 2 was by now under a Psychiatrist in CAMHS and was prescribed medication under his supervision. The Psychiatrist was very concerned that the placement staff did not attend her psychiatry appointments with her and were unable to manage her medication as it was an independent living placement. Due to the high risk of suicide, following more attempts by 2, the Psychiatrist decided he would have to stop her medication if she did not move to a placement that would be able to manage her medication and attend his appointments with her. I liaised with her social worker from the LA, ensuring we kept 2 involved in each stage of the decision making and eventually a more appropriate placement was found (Key Role 3, 4, 5 and 6 – Social Care Wales, 2023). 

2 settled in well into her third placement to begin with, the staff seemed to be more nurturing and were able to support her to attend her psychiatrist appointments as well as manage her medication. Over time 2 started disclosing to me that the manager of the placement was engaging in bullying behaviours towards her, and I noticed a significant decline in her mental health. 2 told me the manager would shout at her if she’d taken an overdose and would say to staff in front of ambulance staff that nobody is to go with her to hospital. 2 shared that the manager told her she was doing it all for attention and was a good ‘actress’. I became very concerned for 2 as this was very similar behaviour to what her birth father had displayed towards her, which she found traumatic, so I discussed this in supervision and with my line manager and agreed I would speak to her social worker in the LA. The LA’s social worker did speak to the manager at the home, and she denied everything 2 had said and claimed 2 was playing services against each other and that she had developed a dependence on me. The manager felt that 2 should be closed to CAMHS as this dependence on me was stopping her from moving on with her life. 

I reflected on this in supervision and in a multi-disciplinary team meeting where my line manager and the psychiatrist were in attendance as I began to experience self-doubt in my professional judgement. They all reassured me that I had not created a dependence in 2 and that I was acting appropriately to my assessment of the situation, the risks and to my concerns. The psychiatrist stated that 2 should not be closed to CAMHS as she’d very recently taken an overdose and was at high risk of suicide. My line manager also shared that the care home manager had behaved similarly towards other young people in the past so there was an emerging pattern. We agreed that my line manager and I would meet face to face with the LA’s social worker to share our concerns and come up with a plan on how to deal with this situation as this was a safeguarding concern, because to leave things as they were, would escalate the risk of suicide in 2 (Key Role 5 – Social Care Wales, 2023).

We met with the LA’s social worker, and she told us she had met with 2 herself and shared our concerns following 2’s disclosures to her. We agreed that I and my colleague in the DBT team would provide training to the care home’s staff and manager on how to support young people who engage in high-risk behaviours and to help them provide 2 with a nurturing, validating home environment as Bio-Social Theory, which underpins DBT, suggests that many of her difficulties have come from growing up in an invalidating environment (Linehan, 1993). We also agreed that I and my line manager would meet with the care home staff and manager weekly to begin with to support them to develop empathy for 2 as they seemed to come from a punitive approach rather than a nurturing approach. The LA’s social worker told us her she’d discussed her concerns with her managers, and they had agreed to provide regular supervision to the staff at the care home from a psychologist within the LA’s fostering team.

Throughout my time working with 2 I feel I have further developed my skills in the 3 learning outcomes: applying analysis in assessment to inform interventions, working collaboratively with people in need of care and support, their carers and other professionals and intervention and application of professional judgement in increasingly complex situations. Being a reflective practitioner and the use of supervision have been pivotal in my professional development. They’ve helped me deal with a range of challenging situations and have validated my actions giving me more confidence to be more assertive going forward.
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Task 1 (Part b)
Developmental Review 

Guidance:
Please ensure you refer to a reflective model and that you met the require learning outcomes for this task (See appendix 5 of the handbook).

	Question:
Using a reflective model critically reflect on your development including reference to training, learning, research and use of supervision since completing Task 1 (part a) (when you began the programme). 
[bookmark: _Hlk6242917]Consider in discussion with your mentor/supervisor/line manager the extent to which your learning needs has been achieved. Identify any additional learning needs to support your development in the transition to becoming an experienced practitioner in your future career. You must include a reflection on feedback that you have received from individuals in need of care and support and/or their carers and how this feedback has informed your future professional development.

750 words (+/- 10%: include your actual word count at the end of each section).

Using Bassot’s (2013) ‘Integrative Reflective Cycle’ reflective model I’ll reflect on my development over the past year using the four steps summarised in the diagram below;


[image: A diagram of a process](Bassot, 2013)


The Experience
Over the past year I’ve had many opportunities to further develop my skills in the 3 learning outcomes outlined in Task 1 (Part a). I’ve reflected on my progress in supervision and in line management and have agreed on a plan of how I’ll go on to develop further in my career.
Reflection on Action
At the start of the consolidation programme, I agreed with my mentor and line manager that I’d benefit from further developing my skills in applying analysis in assessment to inform interventions by attending training in DBT and joining the full programme DBT team within our service. I’ve completed the training needed to practice as a DBT therapist and I’ve been a member of the DBT team for a while. Although this has been difficult at times as I’ve had to manage high levels of risk, which can be overwhelming, I feel my confidence has grown when working with highly risky cases. I’ve attended weekly DBT consult, which provides a space for me and my DBT colleagues to reflect on cases and share the responsibility and the decision making when it comes to managing risk. This is also a space to reflect openly on how managing these risky cases is impacting us, I’ve found this a very containing space when faced with highly stressful scenarios. This, together with a good knowledge of DBT skills has helped me feel more capable in supporting and containing the young people experiencing these difficulties and the wider systems around them (Walsh et al., 2018; Linehan, 1993). 

I wanted to further develop my skills in working collaboratively with people in need of care and support, their carers and other professionals. I agreed with my mentor and line manager that I needed to increase my assertiveness skills as I found it hard to ‘let people down’ so tended to take on too much, even when it wasn’t my role to do this. In my work with 2 I experienced challenging meetings where I felt overwhelmed by the sense of distress and tension present in these meetings. At times I’ve felt almost ‘attacked’ by members of staff from other agencies and have felt intimidated as I felt I didn’t have the experience or confidence of others present, which often lead to me feeling defensive. However, by reflecting on this in supervision and with the wider team, I’ve grown in confidence and now feel more able to ‘step back’ from the situation without getting pulled into the high emotions present in the room, I’m able to react in a more thoughtful way rather than react automatically to the emotions I’m feeling. 

I also wished to develop my skills in the intervention and application of professional judgement in increasingly complex situations. I had agreed with my mentor and line manager that I needed to develop my confidence and trust my judgements as I tended to doubt myself if another professional strongly disagreed with my stance. I feel I’ve had many opportunities to do this in my work with 1 and 2 and have become much more confident in my professional judgement and feel this is something that will develop further with experience. 

Theory
In my work with 1 and 2 I learned about the importance of communication when working collaboratively with vulnerable individuals. Providing them with a safe space where they feel able to open up is vital in ensuring they can fully participate in assessing their own needs and planning the most appropriate interventions. Reflecting on 1 and his mum’s feedback I’m glad they felt I provided them with such a space: working in an anti-oppressive manner is crucial in helping individuals to feel empowered (Dalrymple and Burke,1995), 1 and mum’s feedback helped me feel confident I have the skills and ability to achieve this with the individuals I work with as I progress in my career. I’ve also learned how important it is to reflect on my practice in an open and honest way in order to develop as a professional. The act of reflecting on ones emotions and behaviours can bring out an urge to defend oneself, which can lead to one shutting down and not being open to learning from their mistakes (Ferguson, 2018). Remaining aware of this is important so that I don’t fall into that trap. 

Preparation
I’ve agreed with my mentor and line manager that in order to develop further I’d benefit from engaging in further studies in a specialist area within CAMHS, such as DBT or Family Therapy. Aiming to become accredited in a specialist area will ensure I develop my knowledge and skills further and by continuing to reflect on my progress and my practice in regular supervision I hope to develop into a confident, capable, experienced, and emotionally intelligent professional.
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