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 This case study paper considers the experience of Amira, an 8-year-old child who has been removed from her mother and is now living with her Grandmother. Due to several reasons, Amira’s Mother, who has a problem with alcohol, had been unable to care and provide for her appropriately, leaving Amira living in squalor, unfed and alone for extended periods of time. Having impacted her behavior and presentation at school as Amira becomes increasingly withdrawn, isolated and absent from school, a disclosure from Amira caused school staff to investigate further. 
Many varied reasons and circumstances may have contributed to Amira’s situation. Being the child of an alcoholic parent increases the risk of lower academic achievement, attendance at school, anxiety, depression, injury, and infectious diseases, additionally development of a substance addiction in adolescents and adulthood (Lowthian, 2022). Furthermore, children who have been neglected have been recorded as having underdeveloped language, lacking in confidence and creativity rather than children who have experienced physical abuse (Blaisdell, Imhoff, & Fisher, 2019). Although childhood experiences of neglect, maltreatment and parental substance misuse are all incidences of some form of abuse, living in poverty is a complex overriding theme which can have a profound impact on the prevalence and escalation of risk of negative childhood exposure to harm (Wilkinson & Bowyer, 2017). For this case study, I shall focus on the main theme of poverty. In the first part, I shall investigate what poverty is? and how this can impact many aspects of a child’s life, the impact on health, adverse childhood experiences (Ace’s) and prospects moving into adolescents and adulthood. Secondly, how an intervention like outdoor play can promote well-being and positive experiences for a child in Amira’s situation to provide a space for healing. The second part of this essay will be a reflection upon my own professional experiences of poverty and what strategies I use to safeguard my emotions when working with vulnerable children and how this can aid my support for Amira. Additionally, my personal interventions for health and well-being which enable me to continue within my role a Play Specialist Support Worker.

Part 1
In the last two decades, poverty rates in the United Kingdom have stayed relatively similar, however there are variable rates between diverse groups of vulnerable people. Throughout this period, the highest poverty rates have continually affected children (Joseph Rowntree Foundation [JRF], 2023a). In 2020/2021, 20% of the UK population were living in poverty, with England and Wales having higher levels of poverty than Scotland and Northern Ireland (JRF, 2023b). However, 27.9% of children in Wales are living in poverty now, which by country and region in the UK, is the 6th highest rate (Stone, 2023) and although the Welsh Government committed to eradicating child poverty by 2020 (Welsh Government, 2015), child poverty in Wales has continued to waver since devolution and specifically the financial crisis of 2008 (Thomas & Thomas, 2023). Furthermore, due to changes in statistical data collection and analysis in response to the Covid 19 pandemic and lack of contact with the public any statistical data on changes in poverty rates post 2019 in Wales have been deemed robustly unsatisfactory (WG, 2022).
Whilst there are multidimensional aspects of poverty (Sevinc, 2020) the Welsh Government (2015) defines poverty as:
           A long-term state of not having sufficient resources, food, reasonable living conditions or amenities or to participate in activities (such as access to attractive neighbourhoods and open spaces) which are taken for granted by others in society. (p.1)
Additionally, Maslow’s Hierarchy of Needs proposes that there are 5 basic sequential categories of need: physiological, safety and security, belongingness, esteem, and self actualisation. The better each of these needs are met, the greater the outcome in health and well-being for the child (Lester, 2013). Although, Maslow’s hierarchy primarily considers a model of western societies and does not take into account varying cultures and diverse societal and ethnic vulnerabilities (Bouzenita & Boulanouar, 2016). However, whilst, poverty has in the past been measured by economic status, there is a growing number of researchers recognising that social exclusion co exists such as those groups affected by disability, ethnic minorities, immigrants, and refugees (Duncan et al,. 2017). Measuring poverty through economic status and income is becoming increasingly difficult. A better understanding is required of the causal instruments of poverty as not all children of families living in poverty experience negative outcomes (Sosu & Schmidt, 2017). According to Meyer (1997) it is the differences in parents' soft skills capability, such as: enthusiasm, hard work, and dependability rather than income which affects children's outcomes. When a family living in poverty is given a substantial raise in income does their negative behaviour such as child maltreatment and addiction change? Are they able to socially adjust? When tackling family finance through policy and government agencies, a holistic view of family is required to alleviate poverty and a support network intervention provided. However, global political ideology tends to lean towards neoliberalism through economic privatisation of services for the supposed benefit of all, although now being recognised more recently as the top 5% wealthiest earners becoming richer and everyone else poorer, with the socioeconomically deprived and minority groups controlled through policy by the wealthiest (Becker et al,. 2021). It is important to add that the Covid 19 pandemic has undoubtedly impacted poverty in the UK. The Social Metrics Commission (2020) reports that it is both the youngest and oldest of communities which have been the most affected, however, those living in poverty already, are now living deeper in poverty and those who were on the cusp are now in poverty, leading to further exacerbation of the poverty crisis in the UK. Additionally, post the Covid 19 pandemic as inflation grew and food and beverage prices increased causing living standards for everyone to worsen. Russia invading Ukraine in 2022, further added to the cost-of-living crisis for the poorest in our society from sharp increases in fuel and energy prices (Brown et al,. 2023).
An understanding of the multifaceted impacts on children living in poverty is required in order to inform government policy and positive outlooks for children's lives in the future. Early onset and persistent poverty within families leads to worse outcomes for children (Gorard, 2021). Children from families living in consistent poverty throughout their formative years have higher rates of poor health conditions such as asthma, obesity and injuries requiring medical treatment. Additionally, children experience higher rates of learning difficulties and emotional or behavioral disorders when living in poverty. Furthermore, higher rates of school unattendance and under achievement, poorer school environments and lower attendance levels due to ill health (Chaudry & Wimer, 2016). Children living in poverty experience food insecurity and poor housing, unable to access regular and nutritionally beneficial foods through lack of parental income, additionally, lack of cooking resources and furniture, therefore having less mealtime structure and creating higher levels of parental stress (Schuler et al,. 2020).
Amira is coping with several Adverse Childhood Experiences (Ace’s). Her Mother is an alcoholic, she is being neglected and she has been removed from her family home. Aces include, but are not limited to, childhood physical or emotional abuse, parental substance abuse, mental ill-health, witnessing domestic violence and parental separation or incarceration (Public Health Wales, 2016). Half of adults living in Wales have experienced one or more Aces with reports of a chronic health diagnosis by the age of 49 at 24.9%. The more Ace’s a child experiences the worse their outcomes in adulthood (WG, 2021). However, poverty, although not recognised as a stand-alone adverse childhood experience, is a determinant of risk, such as:  long-term unemployment, involvements with the criminal justice system, family separation, chronic health disorders and dependance on the welfare system (Schurer et al., 2019). 
All the afore-mentioned Ace’s give reasons for a child being removed from their home by child protection services (Lee, 2023).  Although Amira is now being cared for by her Grandparents, she is still at risk of developing further Aces. Children who are in non-parental care are at higher risk of subsequent mental health disorders, higher ill-health and having to repeat a school year (Radel et al,. 2016). Developing positive attachments is important for children's psychological and physiological development. Additionally, early secure attachments with secondary caregivers promotes positive healing after trauma and Aces.  Psychosocial interventions encouraging positive attachments for Amira with her Grandparents will assist in a positive future for her (Dalgard et al,. 2022). However, although grandparents may take on the responsibility of their grandchildren with the best intentions, including stability, maintaining family relations, and keeping children safe (Gair & Zuchowski, 2019), grandparent carers are less likely to receive trauma specific training, respite, and financial support even though this may be required more within this group of carer’s (Irizarry, Miller,. & Bowden, 2016). Further research is required to understand causal effects of poverty and high-risk communities require policy makers to provide support, sufficient resources, and employment opportunities so that the very worst of experiences for children such as child poverty, neglect, maltreatment, and family dysfunction can be prevented (Sayil & Clark Henderson, 2022). 
When considering an intervention for Amira which provides an opportunity to develop positive attachments with her Grandparents, to heal from her trauma and promote health and well-being, adventure-based therapy (ABT) facilitates a space where this can happen (Pringle et al., 2023). An inexpensive intervention, I suggest the use of the local beaches for this to take place.
Previously, there has been little research into the benefits of ABT for children with trauma and some confusion about how it is defined. Providing a safe place for change is one experiential approach (Trundle & Hutchinson, 2021), whilst Gass, Gillis & Russel (2012) suggest, “the prescriptive use of adventure experiences by mental health professionals, often conducted in natural settings that kinaesthetically engage clients on cognitive, affected and behavioural levels” (p.1). However, for the purpose of this study, an apt definition from Williams (2000) in Eckstein & Rüth (2013) suggests adventure therapy takes place in any outside environment, fundamentally, a space in nature instead of a facility. Also, ABT can take place in groups where collaboration, trust and relationship building are necessary to achieve a goal. Additionally, the healing properties of nature have long been argued as a benefit for mental health difficulties. Enjoying nature, relaxing, listening and looking at natural surroundings benefits disorders such as anxiety and stress by lowering blood pressure, cortisol levels and pulse rate. Furthermore, when children from urban areas experience play in nature, they have increased levels of cognition plus physical and emotional well-being (Brown et al,. 2023). When Amira takes part in ABT with her Grandparents, effectively playing within nature at the beach, an opportunity is provided for enhancing her relationship with them. In the long term there may also be facilitation for Amira’s Mother to be included. However, dependent on the depth and type of trauma response Amira has to her past experiences within the family home, she may or may not want to have contact with her mother, although extended loss of contact could cause polarization and false memories. Amira will need to be assessed through the correct clinical and social pathways in order to provide the correct intervention whether it be Amira and her Grandparents alone or an inclusive family intervention once her Mother is found to be more mentally stable (Deutsch, Drozd,. & Ajoku, 2020).
Nature as an intervention for health promotion, provides an immediate benefit for physical, mental, and social outcomes. It is affordable and neurodevelopmentally, children may respond to nature differently to adults as their brains are not fully developed, visual and auditory input may be heightened for children giving rise to a greater experience (Mygind et al,. 2019). However, research has found that children who have experienced long term trauma can have associated neuroanatomical differences and may develop Sensory Modulation Disorder (SMD) where their senses are unable to process, may underreact or misinterpret input, creating a fight, flight or freeze response (Joseph et al,. 2021). Joseph et al (2021) further suggest that behavioural presentations of SMD may include irritability, aggression, anxiety and impulsivity or shutdown. With regards to Amiras previous experience and trauma with limited experience of free play and the beach environment, a graded exposure to wide open spaces may be prudent to limit a trauma response (Knowles & Tolin, 2022). Graded Exposure Therapy would enable Amira to have more control over her experience, for her to benefit from her initial introduction to the outdoors in a small amount of time to gradually building up the time to enjoy the freedom outdoor beach play affords (Furnham et al, 2012).  Furthermore, every child has a right to play (UNCRC, article 31) However, play is often designed and structured by adults, at their convenience and in the places they decide. Play is crucial for children's physical, emotional, cognitive, and social development, and unstructured free play, when play is afforded by children just for the pleasure and enjoyment of it, is something which Amira has not been able to have (Herrington,. & Brussoni, 2015). Free play provides an opportunity for children to develop attentional and behavioral self-regulation, which in later life will aid Amira in her education, work, and relationships. Furthermore, play which involves an element of risk, such as climbing on rocks and playing in waves provides an opportunity for agency and self-efficacy which will further aid emotional and behavioural development for Amira (Harper, 2018). Elements of risk which Amira has previously experienced would have been from her Mother as she battles with alcohol dependency and being regularly frightened of what was going to happen to her and what is going to happen next.
Finally, there are many interventions which could aid Amira in her recovery and help her to deal with her past trauma, it may well be that Amira requires further talking therapies, play or sand therapy jointly with ABT as she becomes older and recognises different aspects of her past and the trauma she experienced from a different perspective. As Amira matures into adulthood, she may present with symptoms of post traumatic stress disorder (PTSD), panic attacks or hallucinations, additionally there is a likelihood of somatic symptoms from childhood trauma such as irritable bowel syndrome, back pain, chronic headaches, chronic fatigue and fibromyalgia. Amira may use coping strategies she used as a child or avoid certain situations. She may also need to have continued care under her GP as a result of exposure to Aces (Su & Stone, 2020).

Part 2
In my professional life, I work as a Play Specialist Support Worker (PSSW). Working with children between the age of 15 months- 2 years old with complex needs and additional needs for the past 7 years, I have worked with children with a range of different diagnosis including Spina Bifida, Downs Syndrome, Shaken Baby Syndrome, Autism, Duchenne Muscular dystrophy, Stroke, Enterel fed children and many more rare disorders. However, quite often, and more frequently since the Covid 19 pandemic, we have had several children who are referred to us either by health visitors, consultants or physiotherapy, with global delay and a suspicion that they may be Autistic. My role is to aid in assessment, use intervention therapies such as speech and language, visual and auditory impairment and physiotherapy through play, to promote development and give further advice of which support the child may benefit from moving on to their next educational setting. 
At times my role can be very harrowing for several reasons. Parents may receive a life altering or life limiting diagnosis for their child whilst they are with us. Their child may need to have complex surgeries, have deteriorations in health and sadly, we have experienced the death of 2 of our children over my working life. I support parents with empathy and understanding and each of the children that I work with is viewed as a unique individual with the child coming first and their disability second.
For the purpose of Amiras case study, I shall be reflecting on my experience of the children that I see in a similar situation, being affected by the risk’s associated with poverty and adverse childhood experiences, how I safeguard myself emotionally when working with children experiencing trauma, not forgetting that all of the children I work with are living every day with an adverse situation.
Previously, I touched on a group of children who are referred to us with a suspicion that they may be Autistic and have global delay. Sadly, and this is from my own personal experience, these children have come from families who are socioeconomically deprived. There is normally a co morbid element of other adversities too, such as parental mental health, disability, addiction, family separation, single parenting, unemployment or neglect. Quite often, I work with children who may present with what is thought to be global delay and or Autism, with low SOGGS results, limited speech, no eye contact, not crawling or walking and additionally presenting with ‘odd’ behaviours. Furthermore, children in this category are more often unkempt, unwashed, dirty finger and toenails, often without shoes or clean clothes and may have food in their hair. When they arrive at the setting, we often have to feed them first before the session starts. When I have developed a relationship with the child in this scenario, played, gained their trust and developed a bond, it, in most cases, becomes clear that their development and behaviours are due to neglect and or Aces, whether intentional or unintentional. I am pleased to note that in most cases these children leave us with developing speech, age-appropriate behaviours and are normally walking, however, there will still be some developmental delay. The children are then placed in their next setting with the continued support and with the learnt knowledge of the family’s situation who also now have the relevant support. However, I have also experienced 2 scenarios where children have had to be removed from the home, a further 2 who have eventually been adopted and some other safeguarding notifications.
When considering how I best safeguard myself so that I can work with children who are in a situation similar to Amira, the child always comes first. Coming from difficult beginnings myself, being adopted and living with an abusive adopted sibling for my formative years, my desire to improve the lives of young children who do not have a voice for themselves is at the forefront of all the work I do. With this comes the ability to be able to detach so that the best outcome for the child can be achieved. Additionally, I work in a group with 4 other colleagues. The manager has been in her role for 20 years and the least amount of time is myself and another colleague for 7 years. We are all positively and professionally supportive of each other and there are also positive systems of reflection and supervision where we can talk freely about anything which is particularly challenging in confidentiality with the manager. 
 I have generally found that when a new child is referred to us with a challenging diagnosis or family situation, knowledge is power, the more that I know about a situation, diagnosis or environment the better able I am equipped to deal with it in a rational and emotionally suitable way. However, not only is literary knowledge important but even more so is knowledge of self. Reflection paves the way to becoming self-aware (Meuser, 2018). Becoming consciously aware of the reasons why I behaved in such a way in the past, recognising the antecedent and being able to adapt my behaviour allows me carry out my work with the most vulnerable of our society to the best of my ability.
Self-awareness is the key definer of human behaviour, how we interact with others, reflecting and understanding our past experiences facilitates, for me, how I observe, listen, and act upon any given situation (Showry & Manasa, 2014). Understanding my mental state, emotions and my personality enables me to connect with the child I am working with, to see through the environment, family situation, adverse experiences and just see the child. Understanding my own emotional capabilities and self-efficacy allows me to do the best for the child I am working with whilst still being emotionally detached to a certain degree. Additionally, being aware that working with traumatised children such as Amira and the children I work with can create vicarious trauma from re-experiencing their trauma through over empathy (Midgley, Dent, & Conolly, 2021). This could also re trigger any traumatic instances from my own past. Prior to starting the master’s course, I had applied to complete a BA Counselling Degree having already successfully engaged in an Introduction to counselling skills course. Because I had completed the course, I believed I would be able to complete a degree successfully without any re triggering of my own trauma, however, in the Summer months, an incident occurred within my family and I was triggered, reacting in such a way that was not my normal behaviour. I realised that I would not be able to attend a Degree in Counselling as it would not be fair on myself or any future clients I may have. This is an example of having a positive level of self-awareness and accepting what I can and cannot do to the detriment of others and myself.
Self- awareness comes from the ability to critically analyse oneself and to recognize social cues and interactions in the behavior’s we have with others (Hinkle, 2018). Finding a space to reflect quietly and develop self-awareness skills is a difficult thing to do in our busy lives. Over the last 4 years, all 3, of my then, teenage children have suffered with mental health difficulties throughout and just prior to the Covid 19 pandemic years, serious enough for me to give up work and for them all to require therapies with Specialist Child and Adolescent Mental Health Services (Scamhs) and adult mental health services. Our lives changed irreversibly. Christmas 2021 my youngest daughter bought me a Macrame kit, it was an unusual but rewarding gift, as I learnt different knotting techniques, bought new cords and fibres and slowly over the coming years developed and branded a business. Whilst both my daughters suffered from horrendous dissociative seizures, one misdiagnosed with photosensitive epilepsy and medicated, I cared for them both from the landing. Between their bedrooms became, my lookout point, care station and also a space where I sat and made macrame products. I also bought a loom frame and taught myself how to weave wall art which I hang on driftwood. This quiet space became invaluable to me and as my children have recovered, has now become a space where I can be still, quiet, calm and can reflect on the last 4 years but also my life now, back at work, helping my children to rebuild their lives. Macrame is a craft which is good for the soul and calms the mind, giving attention to detail in a rhythmic way becomes very meditative (Valdez, 2020, p10). It reduces stress and enables the weaver to focus, reflect and deal with the day-to-day issues of work and life. From starting as a therapeutic art for me to be able to cope with the situation I was in, I have now developed a small business where I sell my products through an Etsy shop, Facebook, Instagram and marketplace platforms. However, ultimately, I weave and knot for my own benefit as a form of meditation. This is how I am able to manage working with vulnerable children and also how I would manage working with Amira.
As a final point, although there are many interventions which could aid Amira in her recovery from the trauma of neglect, maltreatment, and the effects of having an alcoholic mother, conventional therapeutic interventions may not be the answer. The brains of children who have experienced complex trauma can be underdeveloped, unorganized and irrational, therefore making it very difficult to process the ‘words’ of therapy (Pliske, Stauffer,. & Werner-Lin, 2021). It has long been suggested that play is the language of children and through play, children can express their thoughts and feelings so that they can communicate with the environment which surrounds them (Shree & Shukla, 2016). Therapies which involve play including adventure-based therapies, expressive play therapies such as art, drama, music and sand therapy. These types of therapies facilitate a space where body, emotions, mind, sensory processing and thoughts feelings and sensations may be expressed in a non-verbal way, allowing an opportunity for a therapist to apply further unconscious trauma informed practice (Southwell, 2016). However, whilst therapies of play aid in the recovery of children affected by Aces, providing programmes for resilience building, parenting skills, life skills for children taught through educational programmes decreases the potential risk from Aces. A trauma informed approach to policies, practice and Ace related measures by governments requires further research, discussion and implementation to mitigate the impact on families, children and those professionals involved (Bellis et al., 2023).
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