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This reflective journal will be critically reflecting on a placement in the care industry. I will be discussing and reflecting on specific experiences I had while working in this establishment as a health care support worker. I will identify the importance of reflecting on my own choices, experiences and actions and reactions.  Gibb’s (1988) Reflective Cycle will be used for the purpose of this reflective journal, also Kolbs (1984) Cycle of Experiential Learning will be referred to as well. Both these models use reflection as a tool to think critically about experiences, highlighting areas of learning and allowing workers to constantly update their knowledge, skills and capabilities (Greene, 2017). 
As a key worker, health care assistant, I was responsible for making sure the tenants paperwork was up to date, finances, spending more quality time getting to know the service user as an individual, meeting their needs and wishes, organising days out, holidays, seeing family while making sure all appointments are meet. There have been many experiences which I could reflect on, however, in this reflective journal will be analysing three incidences which I felt needed the most reflection on: dealing with a complaint, dealing with a bullying incident and a management conflict incident.
The first experience I encountered at work was between a service user and a member of staff, resulting in a complaint being made against a member of staff. The service user in question, has multiple learning difficulties and disabilities, and has a speech impairment making communication difficult, especially for staff less practiced at communicating with the individual.  Over the period I have worked in this organisation I had established a good understanding of her needs and we communicated well. As part of the policy and procedure staff handbook I was obligated to write a report recording the allegations made against the member of staff.
In Gibbs model of reflection, which I will begin with, starts with a description of what happened. Then Gibbs asks you to reflect on your feelings and what were we thinking at the time (1988). At the start of this incident I was feeling anxious because of the seriousness of the incident, however McAteer (2010, p.107) suggest that a ‘critical incident is one that challenges your own assumptions or makes you think differently’. And in this situation, this is exactly what I needed to do, remaining neutral in order to reflect what had taken place. Therefore, my personal feeling about the service user and member of staff were not important in this situation as my responsibilities were to follow the policy and procedures staff handbook, to understand what had happened. It was important that I took out my personal feelings about the situation and in order to be a reflective practitioner, I feel this has helped me to understand professionalism in the work setting and how this applies to me.

According to Gibbs in his reflective cycle (1988) it is about evaluating the experience, for me the positive outcome was being able to have the experience and to learn from it while being critical of how I work (Helyer, 2015). According to Billett (2011, as cited in Heyler, 2015) being reflective gives us more confidence and power over our own understanding of one’s learning. On reflecting on the situation, the negative aspect, was that I initially felt out of my depth. On the other hand, the analysis stage of the reflective cycle (Gibbs, 1988) asks you to reflect on the situation and with regards to the importance of communication and listening came to the fore front during this incident. In my experience I found myself having to really listen to what was being said to me and my instructions on what to do. According to Yates (2010) effective listening is a difficult skill to learn and requires both practice and opportunity to develop it as a skillset. Yates (2010) refers to something called active listening, using open questions focussed on the subject individual to gather information that is relevant. This approach in retrospect also helped me recall more details of the conversation and can improve communication while showing an interest in both parties by being aware of using body language and eye contact which showed I was actively listening to them both.  On reflection I can understand how this approach can generate more trust between individuals, especially in tense situations such as this.

I felt that this situation raised a number of issues for me as I was given strict instructions that this was confidential and was very important that it not be discussed with any other member of staff or anyone else, another level of responsibility that I needed to be professional whilst undertaking.  In addition, I was not to discuss the incident in any way with the service user prior to the date of the interview to write the report. Reflecting on this situation I realised now the enormous responsibility that I had been tasked with, at the time I remember feeling uncomfortable and in hindsight I would have requested another member of staff or management present, however I feel that I handled the situation and feel more professional as a result of having this responsibility, and more capable if I was required to handle another similar situation, and understand better the importance of this type of complaint procedure.  Koshy et al. (2017) discusses the importance of hindsight and states that ‘it is easy to remember the things that you did not do and it is often the things that you did well that are forgotten’(Koshy et al., 2017, p.2). I think the seriousness of the situation may have flustered me a little and led to me remembering it as a stressful situation. 

The other aspect of this incident was that I did not personally witness what had happened myself but was asked to communicate for the service user to fill out the incident report. Because of my understanding and rapport with the service user I automatically agreed to do this without a second thought, not really understanding the situation that an incident had occurred that may involve another staff member or the consequences if anything serious came out of the report I was being asked to assist with.  I was initially nervous once it was explained that a complaint had been made towards a colleague, as team dynamics are so important for the smooth running of any care setting. I was worried that my involvement may affect my relationship with colleagues that I had spent time building relationships within order to form a strong consistent approach to the setting I work in. Upon reflection though any support worker should be able to understand the reporting process and how it protects both workers and service users and is a normal part of the administrative process. Therefore, what I have learnt from this is the importance of reflection and according to Koshy et al. (2017) is something we do subconsciously throughout our lives and that we should be more mindful and learn from our mistakes. If Gibbs or Kolbs models are used as a tool for reflection then there is a more structured model for reflection and can focus the reflective process, highlighting gaps in knowledge and allowing care workers to learn from their experiences.

According to the SCIE (2019), recording is of utmost importance in order to work towards good person-centred practice. Recording is a legal requirement especially when it comes to complaints and problematic behaviour, helping to identify challenges and highlight accountability at all levels. The SCIE (2019) also state the importance of clear fact and evidence-based recording done in a timely manner without jargon.  Before writing the report the service user and myself were taken into a room and it was explained to myself and the service user that I will be asking her to go through from start to finish the incident that had happened with the member of staff in question.  I was required to record while she told me her side of the events that’s happened on the evening in question, while reassuring  the service user I would happily read out the report back to her to see if any changes were needed and that I got it all correct before she signed the report and it was submitted. I attempted to guide the conversation towards fact-based discussion of what was happening to the tenant.
In this experience I felt scared, anxious and unsure if I was qualified enough to be put in this situation. However, being someone’s key worker goes hand in hand with having extra responsibilities in your job role. Key workers spend time getting to know the individual in a more in-depth way by spending more time to do activities, helping with and reading post and paying bills, organising and accompanying people to appointments to organising holidays and much more.  The importance of the responsibility I felt being a key worker was the most important aspect in this situation, doing the best to my knowledge by following policy and procedures, to best represent the individual I was working with and my colleague. The outcome of such a complaint could have serious consequences for a colleague, but gathering records in succinct fact-based ways should help to protect both colleagues and service users, protecting staff from false allegations or grievances, whilst also protecting service users from neglect or harm.
My second experience which took place at the workplace was between two female service users, they both lived in the same bungalow as well as another male service user. The three service users were all in wheelchairs, all had different learning difficulties and disabilities to each other, while all having completely different characteristics, coping methods, able bodied limitations and routines and lifestyles. Whist working in this bungalow I noticed hostility between the two female service users, therefore I decided to reflect on this situation, as I felt it was important. In Gibbs (1988) reflective cycle in the feelings stage I noticed that my feelings about the situation made me feel concerned.  While observing before making judgement, if a member of staff walked out of the room and there were just the two service users left then service user one would leave the room and go to her bedroom or another free room. I noticed that she started not wanting to get out of bed, refusing medication, taking care of her own hygiene (such as brushing her teeth), eating or drinking and not interacting with others in the household. As I stood back and became more observant it helped me became more aware of what was going on it made me think in a different way about the situation. White and Guthrie (2019) note that reflective observation is ‘learning by reflecting’ (p. 61), which they use to describe Kolb’s Cycle of Experiential Learning (1984) which is the second phase. White and Guthrie (2019) also state that this type of learning occurs by ‘carefully observing before making judgments, viewing issues from different perspectives and understanding the relationship between the meanings of things’ (p. 61).
On one particular day whilst working a shift in the bungalow, at hand over with another member of staff, it was noted that we should keep a closer eye on the tenants in the house as there had been a sequence of arguments throughout the day and service user 1 had bitten service user 2 after a particularly bad flair up. Staff mentioned that incident reports had been done with both service users as they had both been involved in the incident actively. Initially I found this behaviour out of the ordinary for service user 1 as they are usually placid and fun to work with, after discussion we both agreed this was not normal behaviour and so decided to go through behaviour records to see if there was any pattern or discernible cue that may have triggered this biting behaviour. According to the Pathological Demand Avoidance Society (PDA, 2020) ‘behaviour records are a way to analyse events and work out triggers that may be causative of a challenging behaviour’. PDA (2020) further explain how recording these events with guiding questions can give more insight into each event, they also mention how regular record keeping can allow for a more in-depth analysis of things that may be leading to challenging behaviours. Therefore, from a personal point of view, reflecting on this situation was a useful tool for developing my own professional practice.
That evening, while I was assisting with personal care and preparations for bed, I asked service user 1 whether she would like to discuss the incident earlier on in the day and why it culminated in her biting service user 2. After some persuasion, she agreed and told me confidentially that service user 2 constantly bullies her and has been doing so for a prolonged period.  She continued to tell me that she wanted it to stop and believed that it was making her feel unwell in a lot of situations. She went on to explain that these are the reasons that she constantly leaves a room if only the other service user present and when staff leave a room because she cannot be around service user 2 as a result of the bullying, saying that she would rather just ‘stay in bed out of the way’. According to Coelho and Romao (2018) social isolation and social anxiety are often indicated in cases of bullying explaining the change in behaviour noted where service user 1 kept self-isolating. This added information allowed me to make more sense of what was happening in the house. I then asked if she had told other staff or management and she said that she had, but nothing had resulted from her having these conversations, so I ‘keep myself to myself’, all of this information was recorded and kept in my possession to keep it confidential.
Citzens Advice (2020) states that there are minimum requirements that must be met when there is a complaint in an organisation, investigating thoroughly and efficiently to provide an  appropriate response and further info on where to further complain if they are not happy. The nature of the information that was given to me meant that I felt my duty of care to both service users was to have to take this information to management, taking care not to break service user one’s trust and confidentiality. The problem initially was dealing with the feeling of having to explain to her that I needed to take the information to management for it to get resolved. I asked if she would be willing to speak to management regarding the issues that have been happening for it to get resolved and she agreed, only if I was present with her, and for it to be between myself and her up until management was involved. This is a clear safeguarding issue, as there are quite clearly changes to the normal behaviour of a service user as a result of what she perceives to be bullying and therefore it is my responsibility to report my concerns to management. With the service user's involvement, the recording and reporting process should represent service user 1 views on this concern better than the information being relayed through myself as a staff member. 
Safeguarding is a priority concern for anyone in social care and helps to ensure that everyone is treated with dignity and respect. According to the Care Quality Commission (2020) regulation 10 of the Health and Social Care Act (2008) ensures that people are treated with dignity and respect and any abuse or harm should be protected against. Initially I was concerned over the fact that service user 1 had reported this previously with no response and nothing put in place to stop it from happening again but understood the importance of reporting the information to management. It is suggested that reflection in health and social care is essential for challenging and improving practices (Britland, 2017). Furthermore Britland (2017) also state that ‘reflection can also provide a way for healthcare workers to deal with the sensitive issues they are likely to experience’, such as safeguarding.
As I was on a night shift there was no possible way of immediately reporting my concerns, so the report that I had written with service user 1 was kept safe while I completed my shift. The following day was my day off however as this event was a safeguarding issue, I felt it was my responsibility to go into the office with the report and the information I had been given. Once I had taken the initial report to management, I also assisted service user 1 to come to the management office and talk through the situation with myself. Service user A spoke and told management what had been happening, a report was undertaken with staff and ended with an action plan being put in place, making sure that all behaviour charts were now to be given to management in an attempt to stop future incidences like this happening again. Behaviour charts in this residence now need to be checked weekly by management. The action plan that was put in place was to ensure that the two residents were never left alone by staff and that there was always at least one staff present. Unfortunately, the options of alternate housing where not available and so ensuring staff presence was the only accessible course of action to limit the abusive behaviour being reported. 
After analysing the event with managers and undergoing the reporting procedure, I realised I did not understand how incidents of challenging behaviour manifest, so in order to learn more searched for information on challenging behaviour. Addison (2020) explains how arousal curves (see Figure 1) can help to understand incidents of challenging behaviour and driven by triggers an individual can escalate into a reactive phase if steps aren’t taken to avoid further triggers. After learning this, this incident becomes more understandable. Service user 1 who in my experience is generally in the green (proactive) phase of this model, generally relaxed and positively engaging, was over a period of time being pushed into the amber (active) phase, feeling anxious and distressed. As a result, her behaviour was changing and having a detrimental impact on her life and how she interacted in her own house. [image: ]
Figure 1: Arousal curve showing different stages of behaviour (Addison, 2020).
The trigger in this circumstance appears to be service user 2, particularly when staff are not present and there is a chance for her to bully service user 1. On this occasion I believe that service user1, already anxious and distressed because of consistent bullying (amber phase) was triggered into the red (reactive) zone by service user 2, biting her as a result. 
According to Hallmark Education (n.d.) there are signs, symptoms and indicators of abuse. The website explains how signs are usually classified as a visible alteration of the body, such as bruises, redness and blisters due to burns, or physical misshaping of limbs due to fractures. A symptom usually manifests as a complaint if someone is unwell or injured, abused individuals may mention pain and soreness and bleeding as a symptom of their abuse. An indicator is noticeable subdued or altered behaviour, especially in the presence of a particular person. The Social Care Institute for Excellence (SCIE, 2018) agree with this, stating that subdued and changed behaviour may be indicative of abuse in some form and in hindsight a routine behavioural analysis of behaviour records at set periods of time may have identified some of these less extreme types of behaviour (withdrawal and appetite loss) associated with bullying and abuse before it had culminated in a serious incident.  Regular recording is now in place to monitor behaviour of residents in this house to ensure that abuse or bullying is not occurring, also staff members are ensuring that residents are not left alone, limiting the possibility of bullying behaviour, and helping to restore some dignity for all residents living within this building.         
For the final reflection I decided to reflect on an incident which took place while being on a night shift with another member of staff.  I noticed my colleague was looking uncomfortable while walking to each bungalow to do our checks on the tenants, and security protocols, locking up for the night. Once we were back in the main bungalow undertaking night-time duties, she was quiet and I could see she was in pain, I asked if she was okay and told her to sit down as she looked pale. I explained that if she were unwell to ring on call and for them to get cover so she could go home and rest. She replied she could not ring them as she had miscarried here on shift two nights ago and the ‘on-call’ supervisor on shift at the time had said to stay on shift or she may lose her job. My initial feelings were being horrified and angry towards this manager but that soon turned, through more discussion of the situation, to a plan of how to change this in the organisation. I asked if she had gone through complaints procedures regarding this as it is against policy and procedures and encouraged her to make a complaint to the manager, as something needed to be said and done about this situation. 
During a break period in work I did a little more research into my colleague's rights in this situation. The Miscarriage Association (2020) make suggestions as to how miscarriages at work should be handled, noting that somebody who has miscarried is likely to bleed, feel faint and in the worst case scenario of ectopic pregnancy could even die as a result of inaction. In any scenario somebody in work will not be able or capable of undertaking their normal duties and the situation could in some cases be life threatening. According to the UK Government, The Health and Safety (First-Aid) Regulations (Health and Safety Executive, 1981), make it the duty of employers to provide adequate and appropriate equipment, facilities and personnel to ensure their employees receive immediate attention if they are injured or taken ill at work. These Regulations apply to all workplaces including those with less than five employees and to the self-employed. On the night in question there is no doubt that the employers breached the law relating to the safety of its employees. I feel that a colleague was left in what could have turned into a very serious situation without the support of any senior member of staff, and little respect for her rights from the employer. Later in the evening my colleague wrote a letter of complaint to the manager asking her for a meeting to discuss the incident that had happened to her and how she felt that she now can’t speak to management when requiring support whilst working. 
Whilst working the following evening with the same member of staff, after our checks and duties she mentioned receiving a phone call from management today and telling them what had happened, a meeting was arranged to ‘have a chat’ about the situation, and she was told that the 'on-call' supervisor would be apologising to her. I was shocked that the only outcome was going to be a conversation regarding this incident and could not believe that a member of a management team thought it was okay for such an informal approach for such a breach of somebody’s human rights. The member of staff said that no one goes to management as nothing gets done about complaints.
Research into complaints procedures online at the time highlighted how an individual can raise their concerns. I found out that there are a variety of options when you want to raise a concern. According to CarersUK.org (2014) initial concerns should be raised with service providers but can also be taken to local health boards if necessary. In this case the ‘on-call’ supervisor and the team leaders both acted unprofessionally, disregarding the safety of staff, and we thought we may need to complain to the local health board. It was only with the involvement of senior management that this incident was taken seriously. It was clear with the suspension of the ‘on-call’ supervisor that something was being done regarding this incident. On reflection, I am happy with the outcome and the ‘on-call supervisor being suspended, I believe that this situation had the capacity to become a life threatening incident and somebody in a managerial role did not take it seriously in any way, leaving a member of staff isolated and having to work through a normal shift under horrible circumstances. I hope that in future procedures for life threatening situations ensure that staff are at the least risk possible through proper management.
My colleague was serious about the impact of this experience, wanting to ensure that this type of incident would not happen to anyone again, she also felt insulted that the management team thought that an apology would be sufficient. This situation was clearly a far more serious situation and she was determined that the ‘on-call’ supervisor on the night and the rest of the management team in place should be far more professional in the treatment of its staff. The complaints procedure was worrying my colleague as she relied on the job and had concerns that her complaint may be detrimental to her employment with the company. After discussing this issue in terms of safeguarding and safety of staff members she decided that she needed to make a formal complaint to senior management, which I offered to help write. Within a week, senior management came down to our workplace and took statements from the two senior member management the member of staff involved and the other member of staff that was on shift the evening the incident happened. A full investigation was undertaken examining the events of that night and resulted in the ‘on-call’ manager who was working on that night being suspended. 
According to the Miscarriage Association employers have a legal responsibility to ensure they are not being unlawful by discriminating on grounds of sex. The authors point out that any breach of health and safety legislation in respect of an employee who is pregnant automatically counts as sexual discrimination, on this evening the employee who had very recently had a serious medical emergency was being treated outside of the standard health and safety regulations (Health and Safety Executive, 1981) and I believe was being discriminated against. In addition, the threat of dismissal or losing a job should definitely not have been used, according to the same document it is ‘unlawful to treat a woman less favourably because of pregnancy’ and they state that ‘illness cannot be included in calculations related to disciplinary action or used for grounds of dismissal’. 
I believe that this experience has taught me a lot about the rights that employees have in the workplace. More interestingly, a culture of getting on with duties and a feeling of disillusionment with management techniques had been in place within this setting, with complaints and concerns often being disregarded and nothing being done in relation to. As a result of this complaint, I believe this negative culture has changed for the better. Staff were given contact details for senior management personnel in order to raise any concerns they may have, which has opened the options for these staff when experiencing something they are not happy with in the workplace. 
In conclusion, I believe that the requirement of having to undertake a reflective journal has highlighted the importance of being interested and involved in my work, actively searching for areas of learning that I can work towards, in order to improve my work as a care worker. Gibbs reflective model is an effective tool for reflection, giving an outline for being critical of how I perform and undertake my duties, and I really believe has helped me to identify where I could improve my practice. I have often experienced moments that are hard to process in a work environment, but often there is no immediate time to look further into them straight away. I found on numerous occasions that these events are processed in my own head at home when relaxing after a shift. Gibbs model formalises this processing and allowed me to record the different aspects of these situations onto paper, but also directed me towards research and investigation through analysis of these events. I believe using these models of reflection, to keep a reflective journal has improved my knowledge of the types of situations I experience, and the research undertaken as a result has given me strategies and means to deal with these experiences in a better way if I was to experience them again, and has improved my approach to my work situations, constantly assessing my experiences and encouraging me to learn more. I aim to use a diary to keep track of events and experiences in work from now on and can really see the benefit of working this way. Reflection on practice is integral to experiential learning and can stimulate critical thinking (Wallace, 1996), and I feel that this reflective journal and the subsequent identification of areas of learning and knowledge have led me to understand various areas of work that were previously limited. 
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