[bookmark: _GoBack]Good morning, my name is Jane, and today I would like to present to you the ethical considerations and risks which I have exposed within the case study provided. By using a model of reflection, I have analysed and evaluated the practice of the Multi-disciplinary team of professionals in Ms A’s case to provide practitioners with ways in which to improve outcomes in future cases of a similar nature. 
The Driscoll (2006), model of reflection has been chosen to critically evaluate the case study due to its simplicity in asking the unpretentious questions of what? so what? and now what? The model, based on three questions, enables us to describe the circumstances, analyse them and create actions from them. By considering the frameworks three questions, we can firstly describe ‘what?’ the event is and set it in to context. We are then be able to reflect and learn from that experience by asking ‘so what?’, and to finish, the now what, asking what changes and improvements can be made, ideas or changes to be implemented. 
The first phase of the model requires a brief description of what happened within the case, and the study reveals a complex set of circumstances that were poorly measured and managed ineffectively, making the support of Ms A, a lengthier and more complicated process. Risks and ethical considerations that have been reflected on here, are an underpinning case of self-neglect, a lack of insight into fluctuating capacity considering physical and mental illness, along with inaccurate and incomplete record keeping.
 Underpinning this case is a missed diagnosis of self-neglect. This is evidenced in the case study notes stating that Ms A has withdrawn from the services that are provided for her, and that she is unwilling to participate in community mental health provisions.
 As the slide indicates, Self- Neglect is defined as a lack of self-care, neglect of personal hygiene, nutrition, hydration, and medication, thereby endangering personal safety and well- being. (South Yorkshire Adult Safeguarding, no date). It can also manifest in lack of care for one’s environment, however, the most telling of aspects is the refusal of services that would mitigate the risk of harm. Self-neglect may be a long-standing pattern or a recent change in behaviour, however, it is linked to loss, trauma and low self-esteem, aspects that are clearly evident in the case. 

Moving into the analytical aspect of the Driscoll models second phase, taking a holistic view of all Ms A’s conditions both psychological and physical, it is evident that there are multiple elements to consider.
 Some symptoms of EUPD are:
Feelings of isolation and abandonment alongside suicidal thoughts
 difficulty in coping with stressful situations,
 intense emotions,
 the mis use of prescription and/or illegal drugs,
 understanding people, 
and ability to form and maintain relationships.  (Rethink Mental Illness, no date). 
However, Ms A also has multiple, long term physical illnesses and despite them not being described with any degree of severity or seriousness, all contribute to and impede on, her overall condition. Researching her physical conditions, we realise that a visual impairment could impact on Ms A’s getting out and about, reading and writing her documents and have huge impacts on her sense of self. (Royal National Institute of Blind People, 2019).  Ms A is also noted to be in renal/ kidney failure, some symptoms of this disease being, shortness of breath, constant fatigue, swollen limbs, and sleep disturbances (National Health Service, 2019). Her last physical complaint recorded is diabetes. This again is not detailed or defined, but fluctuating blood sugar and diabetic symptoms can cause tiredness, blurred vision, and irritability (Diabeties.co.uk, 2020). All these long-term conditions have a common thread, indication of reduced mobility, differentiating energy levels and an inconsistent emotional state. It can be seen that this is not taken into consideration when agreeing her mental capacity despite evidence to state that, mental illness, lapses of consciousness, drowsiness and drug use are common factors in capacity loss (Mental Health Foundation, 2020). 
The greatest ethical dilemma multi agency staff encountered when both assessing Ms A and providing the necessary support were the disparities in relation to periods of full capacity and episodes of great personal risk. The need to promote autonomy balanced with the need to safeguard Ms A were clearly conflicted and this created great problems within the context of deciding support needs. Ms A clearly participated in risky personal behaviour, inappropriate personal regard, and unsuitable relationships and though key professionals and practitioners disagreed on levels of capacity it is evident that Ms A is displaying varying levels of capacity dependent on her physical and mental state at any given time. According to Rethink mental illness, this is commonly referred to as fluctuating capacity (Rethink Mental Illness, no date). Interruption to capacity can be a major concern for health and social care professionals and a person with these indicators and interchangeable health symptoms can be inconsistent and unpredictable in their decision making. This again is evident in Ms A’s behaviour.
 In linking Ms’ A’s case to the relevant legislation, several principles of the Capacity act 2005 are relevant here in that

1. . A person must be assumed to have capacity unless it is established that they lack it. 
1. A person is not to be treated as unable to make a decision unless all practical steps to help them do so have been taken without success.  
1. A person is not to be treated as unable to make a decision merely because they make an unwise one.  

The act also ensures that people are entitled to support from their local authority or health board regarding making those personal decisions. However, the office of Public Guardien,2009 state that in the instance of fluctuating capacity there are several ways you can plan ahead for times when a normally capacitated adult is temporarily unable to make best interest decisions. Employing a Lasting Power of attorney (LPA) means you can give trusted people instructions to make decisions in your best interest should you become temporarily incapacitated. Decisions regarding property and finance or health and wellbeing can be pre agreed and referred to at a time of need. An advance statement is a generalised guide to preferred aspects of care when temporarily incapacitated and an advance decision is a more formal procedure and legally binding. This gives rights to refuse specific medical treatment during a time of temporary loss of capacity pre decided at a time with full capacity. 
In the absence of any other person trusted or able to make best interest decisions an Independent Mental Capacity Advocate (IMCA) can be supplied by the local authority. An advocate’s role in this instance is to represent and protect the rights of vulnerable adults in making major decisions. Looking to the slide we can see the areas in which the Social Care Institute for Excellence suggest an IMCA could help.
1. Information gathering, an overview of circumstances, meeting individuals in private, collecting views, examining health and social care records, considering values, faiths, and cultures, and obtaining all relevant information. 
2. Checking if the supported individual has been involved in decision making processes, making sure all options have been explored and considering second opinions where necessary.
3. IMCA’s, are required to produce reports for whom ever instructed them and raise any concerns to the team. 
4. In the majority of cases an IMCA is able to resolve any concerns they have with a decision maker before an outcome is made definite. Where this is not possible IMCA’s are able to formally challenge the decision-making process by following local authority procedure or seeking support from the Court of Protection. 

A further element of risk in this case study which has been reflected on, is its apparent inaccuracies. For example, the current Care Act is commonly known as 2014 not 2015, and the noting of full mental capacity assessment by the Child and Adolescent Mental Health team is insignificant given Ms A’s age. The British Association of Social Workers, 2010, inform that the errors made in record keeping can have hugely detrimental effects on the management of a case, the professionals involved and the person in need of support. People who self-neglect and live with fluctuating capacity can fail to realise the consequences of their behaviour or the refusal of support services and therefore effective recording of information is essential for the provision of safe practice and vital in terms of information sharing from a multi-agency perspective. Reflecting on these points raises ethical questions regarding the true value of the written word, the support offered, and the interventions carried out. Of course, there are many barriers to effective record keeping, such as constraints on time and balancing confidentiality requirements, however the British Association of Social Workers 2010, remind us that record keeping should be seen as part of making sure peoples well-being is maintained and not an extra administrative burden. 
A list from The Care Inspectorate 2010 explains why accurate recording is essential 
To create a biography of the person in need of support.
To document all decisions, involvements, engagements, and interventions with the individual and their responses.
To inform reviews and future assessments. 
Enables professionals to reflect and improve practice.
Guarantees responsibilities are met and staff are held accountable. 
Providing evidence for inquiries, reviews, and legal proceedings.
Promotion of relationship building, both between the professionals and between practitioners and supported individuals. 
Having identified the ‘what?’ and the ‘so what?’ we can bring the reflection to a conclusion with the ‘now what’ aspect of the model, and recommendations drawn from the reflection on practice include
Implementation of a record keeping and information sharing policy, providing strict guidelines regarding what, when, and how information is retained alongside a common framework on aspects such as out of date information. Where information is no longer current, The Royal College of Nursing advise entries remaining visible, however, a single line should be drawn through the record and it is signed, dated and timed. 
Strategies for dispute resolution may also have improved outcomes for Ms A had they been available. An example of best practice here is in Leicester Adult Safeguarding Board, 2017, whose policy not only defines the principle of keeping the supported individual central and safe within difference of opinion, but also provides a structured approach to practitioner disagreement within a flow chart to accompany the prosses of resolving such situations.

A second recommendation for practice improvement is the requirement for up to date multi-disciplinary training to understand the complexities of self-neglect, fluctuating capacity and the legislation underpinning these circumstances. The relationship between mental and physical conditions, symptoms and their treatments need to be recognised. The Mental Health Foundation remind us that the emotional burden of physical illness should not be under-estimated, however, a mental illness will often mean the neglect of physical conditions and treatments. In addition, there are numerous benefits of multi-agency teams learning together. Advocated by Cheminais, the benefits of multi -agency training not only increases knowledge, a mutually supportive environment can be created encouraging a safe sharing of expertise and practice ideas. Also helping to improve awareness of other agencies working practice and policies can breakdown communication barriers and hierarchical imbalance. This serves to increase staff morale creating a more enthusiastic and committed body of staff.  

A third suggestion for improving practice in this case would be to arrange for Ms A’s rights and decisions to be protected and acted upon should there be further episodes where capacity is interrupted by person such as a relative, a friend or and advocate.  Capacity reviews should be completed regularly as the National Health service (200209229214) remind us as someone may lose capacity at any point however regain it again at a later point in time. 



Conclusion. 
Within this presentation, the ‘what’ of Driscoll’s model has been discussed. The area’s in need of reflection within the case study defined, the practice evaluated, risks and ethical considerations highlighted. The second stage of the model has then been interpreted to inquire ‘so what’. What can be learnt about these aspects, which areas require improvement in practice to change outcomes and then finally suggestions for the ‘now what’ in terms of good practice theory to improve results for all key stakeholders. The Driscoll model may be criticized by some for its lack of deep personal reflection, and in comparison, a reflective model by Gibbs or Boud would have encouraged emotional and personal reflection, however, it is felt that reflecting on self is not necessary here. Driscoll’s model supported the critique of the case study well and its simplicity helped to keep a clear account of the investigation of practice. Similarly, it is felt that this model aids the ongoing circular process of reflection in future practice 
Effective service providers should always promote person centred care and safety. This includes not only considering Ms A’s physical risks but her emotional security, preservation of her dignity, and ensuring a safe environment. This case study had very little information in relation to the complexity of the case, Ms A’s circumstances and the number of agencies involved, therefore I believe, highlighting a need for greater attention to professionals ongoing personal development. Reflective practice ie the recording of, the learning from and seeking improved practice outcomes would have meant that significantly more information was recorded. 


