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Abstract

Assessing risk with adults with physical disabilities who receive social care services is a task at the confluence of three perspectives on risk: the rights and choices of clients, the role and task of the social worker, and the responsibilities of the service provider organisation in managing risk. The purpose of this article is to articulate and contextualise some of these issues of risk and risk taking when people receive social care services. The tensions between client concerns and organisational risk management perspectives are illustrated by drawing on a project to engage clients in jointly assessing their risks with social workers, undertaken with teams in the Physical Health and Disability Programme of Care in a Health and Social Care Trust in Northern Ireland in 2010. In this article we show how a risk discourse can be a useful aspect of the dealings between social workers and clients, whilst locating this within the risk regulation framework for managing risk within which health and social care services operate. We argue that incorporating both client perceptions of risk taking and organisational risk management provides a balanced approach more likely to be effective than championing one at the expense of the other.
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Introduction
In this article we contextualise the risk for adults with physical disabilities receiving social care services, and describe the processes and results of a project to improve communication between clients and social workers in assessing risk. We consider the articulation of risks within assessment in the context of the role and responsibilities of clients, professionals and organisations. We illustrate with a practice example the tensions between client concerns and organisational risk management perspectives. We show how a risk discourse can become a useful and more prominent aspect of the dealings between social workers and clients, whilst simultaneously locating this within the regulatory frameworks for managing risk within which health and social care services operate.
Risk in social care of vulnerable people
The concept of risk in everyday life
The term risk has become widespread in contemporary society and has become a predominant discourse (Lupton, 1999; Shaw and Shaw, 2001). Alaszewski (1998) described a risk iceberg made up of interrelated words such as chance, harm and outcome. Risk is not a discrete legal concept, unlike negligence; multiple dimensions of trust, blame, accountability, probability and values interact between individuals and organisations in a complex web of roles, responsibilities, communication and influence. In this paper we define risk as ‘a time-bounded decision-making situation where the outcomes are uncertain and where benefits are sought but undesirable outcomes are possible’ (Taylor, 2010, p165).

The concept of risk in social care

The unclear relationship between aspects of risk in everyday life is mirrored in health and social care services. Aspects of risk that are considered important by a client may be of less concern to a professional and vice versa (Heyman et al, 2010). The risks being discussed here are those inherent in seeking to achieve agreed social care goals such as rehabilitation, skills development, independence, normalisation, self-esteem, self-control, quality of life and participation in society (Taylor et al, 2006b).
If care services are involved in supporting someone in risk-taking, their role has to be considered in the context of health and safety legislation and the duty of care of professionals as expressed particularly through case law relating to professional negligence (Taylor, 2010; Carson, in press). The health and safety legislation and regulations in the UK (Health and Safety at Work Act (1974); Health and Safety at Work (NI) Order (1978)) and in the European Union contain little concept of balancing potential gains against potential losses ((Health and Safety Executive, 2001; Health and Safety Executive, 2012). Rather they are based on the premise that employers and those they employ should take reasonable steps to avoid foreseeable harm. And yet foreseeable risk is often viewed positively (when we are conscious of it) as integral to autonomy, quality of life and citizenship in everyday life, and this dimension of positive risk taking does not disappear just because someone becomes a patient or client of health and social services. An overemphasis on risk avoidance (‘due to health and safety’) can lead to the disempowerment of clients and can limit the right to self-determination (Clarke, 2009).

The service improvement project around which this article is based aimed to facilitate more open communication about risk issues between social workers and clients with a physical disability, addressing both client perceptions and the management of risks by the service organisation (Taylor & Campbell, 2011). Before reporting on the project we give the context by considering the three perspectives of clients, professionals and organisations in relation to this area of risk in health and social care services.
People with disabilities and risk taking

Empowerment can be understood as an entitlement to take risks and to exercise choice but empowerment itself may require an environment of protection from the most undesirable risks. An over emphasis on risk avoidance can limit self determination and the creative steps required to achieve care goals (Manthorpe & Moriarty, 2010). A crucial issue for social workers is engaging with people with disabilities in common tasks, in the process facing the everyday issues of values and risk-taking (Schoot et al, 2005; Taylor, 2012).

There is limited published material on engaging people with physical disabilities in assessing and taking risk although there are some parallels with long-term health conditions (Mitchell and Glendinning, 2007). There has been some study of risk-taking in relation to children with disability, considering parents’ risk strategies (Oulton and Heyman, 2009).  Lenehan et al. (2004) identified concerns about risk management and in particular fear of liability in their discussion with professionals in taking risks. Further mechanisms to prioritise services are required as demands on services increase due to demographic changes and medical advances, often involving a concept of levels of risk. Government documents in this field tend to focus on politically-acceptable issues such as promoting choice whilst ignoring the more contentious corollary of risk-taking, although there are notable exceptions (Department of Health, 2007). Achieving better quality of life may involve risk taking in situations where clients and service providers are aware of exposure to potential loss or harm and accept the possibility of this in anticipation of potentially greater gains. 

From the client perspective the drivers for this project were the aspirations of some people with a disability to take risks and avoid the protectiveness of social care staff, as well as the (perhaps less clearly articulated) wish of other clients to understand more fully the risks so as to better avoid harm.

Assessment: the professional role and task
People with disabilities strive for opportunities that others have to use general public services and commercial enterprises (Ellis, 2005; Stainton, 2002). In some countries they may also be eligible for particular health and social care services because of their illness or disablement. Home care services and personal assistance may enable people with disabilities to function more fully within society whether at work, travel or recreation. However the support required for a more independent life style and fuller engagement in society may place social care staff at risk of harm (Taylor & Donnelly, 2006b). The normal risk-taking in which other people engage, such as in sports, may require a consideration of the risk to social care staff required to assist if the individual is to participate. One person’s choice may be another person’s exposure to possible harm. For example, in a test case in the UK courts (Re R, 2003) a client refused the use of a hoist (the recommended form of care), thus potentially endangering the health of the home care staff who would then be required to lift the individual manually. Risk-taking requires a consideration of risk issues in the design, allocation and management of the supportive social care services. The role of a social worker includes supporting client risk-taking decision making in such situations (Department of Health, 2007; Taylor, 2010) as well as advice-giving, counselling and safeguarding responsibilities. 
The court judgement in the case of Re R (2003) (where the safety of home care workers must be considered at the same time as the rights of clients to services) highlighted the dilemmas in risk-taking decision making with clients inherent in the social work role. Risk-taking decisions usually take place following ‘assessment’ (Taylor and Devine, 1993), within which ‘risk assessment’ is assuming an ever-greater profile. The professional role may include providing the client with some more objective benchmarks and concepts for understanding, analysing and discussing risk although this is not well developed. As Taylor notes:

Between the macro level of governmental risk management initiatives and the micro level of professional communication with an individual client, there is a less explored domain of how health and social services professionals make sense of such complex issues in reaching a judgement about appropriate care’ (Taylor, 2006b: 1413).
From a professional perspective a key driver for this project was the anxiety about being publicly blamed for supporting client risk-taking if a tragedy or other harm should ensue, as will inevitably happen on occasion (Alaszewski and Burgess 2007).

Social care governance and risk management

For an organisation, the focus of risk management is those issues that lie within its statutory and policy context and its public mandate (Department of Health, 1993; Taylor & Campbell, 2011). Best Practice, Best Care (DHSSPS, 2002a: 37) set out for Northern Ireland a framework for clinical and social care governance defined as ‘a framework within which Health and Personal Social Service organisations are accountable for continuously improving the quality of their services and taking corporate responsibility for performance and providing the highest possible standard of clinical and social care’. Comparable policies and requirements on specific issues pertain in other countries.

In the past decade there has been an increased focus on the safety, accountability and improvement of public and associated voluntary and private services. This has led to higher expectations from those who receive services. For Northern Ireland the Health and Personal Social Services (Quality, Improvement and Regulation) (NI) Order 2003 led to the creation of a Clinical and Social Care Governance Support Team which carried out work across the public health and social care organisations to develop all aspects of governance including the management of risk. Health and Social Care Trusts in Northern Ireland are required by this statute and accompanying regulatory framework (for example Department of Health, Social Services and Public Safety, 2002b) to have in place risk management strategies designed to provide a comprehensive framework for the continuous identification, assessment and management of clinical and non-clinical risks. Trusts must identify and manage risks so the best possible service is provided and adverse affects minimised. The Trusts must manage risk to: optimise benefits to clients; improve quality and safety; minimise harm and loss; meet legal and professional responsibilities; minimise adverse media and public reaction; and protect the Trust’s reputation so that it has the public credibility necessary to function effectively.

In conjunction with the Social Care Institute for Excellence, the Clinical and Social Governance Support Team for Northern Ireland undertook a project in 2005 to 2007 to develop a workbook on social care governance to support service development (Simmons, 2007). Piloting of draft social care governance learning materials was undertaken in relation to the five main social work client groups, one pilot being in each Health and Social Care Trust. In the Trust where the project reported here took place the Physical Health and Disability Social Work Teams were part of this piloting. During that pilot one of the topics identified for future development was risk management. The focus was particularly on client understanding of risk; communication between clients and social workers about risks; and clearer recording of risk-taking and informed consent. This was a key driver for the present project, reinforcing user and professional messages about partnership in the delivery of services (Moriarty et al, 2007) and building on the social care governance workbook piloting. From an organisational perspective this was the main driver for the project.
Focus of the study
Values are a central component of issues of risk and uncertainty in social work (Heyman et al, 2012). Clients ‘own’ the risks to their own welfare (Craig and Higgs, 2012), but who owns the risks that they pose to the welfare of others? Whilst being charged with a role in ‘managing the risks’ to clients (Craig and Higgs, 2012), social workers ‘own’ the risks to their own health and credibility as they manage the anxieties and uncertainties of their everyday working lives. But it is not clear who ‘owns’ the risks to the organisation (liability to pay compensation for negligence, loss of credibility etc) (Taylor and Campbell, 2011) 

This project was designed to address risk issues faced by clients, professionals and the organisation in relation to individual care plans. The teams in the Physical Health and Disability Social Work Service were identifying risk issues in relation to clients and carers on assessment forms but there was limited consistency within or across teams, and no consistency of recording discussions or conclusions. In this article we use data from this project to examine issues of risk and risk taking when people with disabilities receive social care services. We were interested in what the main concerns were of the clients and of the professionals, and also whether such a tool would assist in any recognisable way with their discourse about risk. In particular we were interested in whether the data would have any particular focus in terms of aspects of risk – in particular its assessment, management and communication – and what the priorities of clients and professionals were as the tool developed. Whilst account was taken of various developments in risk assessment (for example Risk Management  Authority, 2006 & 2007; Northern Health and Social Care Trust, 2010) the main focus of this project was on engagement between social workers and clients, not on actuarial prediction of specific harms. We were aware of the variety of factors that can inform or bias professional judgements (Taylor, 2006a) and sought to develop a tool that would reduce possible bias by stimulating meaningful engagement on sensitive risky topics and to gather data in parallel to inform wider developments. The aim was to provide a framework for risk communication with clients at what may be a point of crisis (Taylor, 2006a). 
Method
This paper draws on data from a case study of a project to develop risk assessment in one organisation providing social care services in 2010. This Health and Social Care Trust in Northern Ireland is one of five Trusts that provide a wide range of publicly-funded acute and community health and social care services (Taylor, 1999). Since 1972 public social care services in Northern Ireland have been managed jointly with health care services and include both adults’ and children’s services (Taylor, 1998 & 1999). This is in contrast to the rest of the UK where health and social care are generally separately managed and in particular England where adult and child social care form part of separate services. The five Health and Social Care Trusts that deliver these services are required by statute (Health and Personal Social Services (NI) Order, 1991) to have a social worker as well as a medical doctor and a nurse as Executive Directors on the Trust Board. Management of community health and social care services for adults may led by a professional from any health and social care discipline. Under the Schemes for the Delegation of Statutory Functions (see for example: Causeway Health & Social Services Trust, 1995) Trusts are required to ensure that where a professional has a line manager from another discipline they also have professional supervision from their own discipline.

This case study draws on data from clients and professionals to study the complex phenomena of risk discourse in daily social work practice. We were interested in how social workers and clients shaped risk topics of mutual concern, and what issues arose in the process of developing a more transparent process of risk assessment. Data was gathered through questionnaires to clients and to social workers, and from observation of project group discussions as described below in the context of the project process.
One social worker from each of the four Social Work Teams in the Health and Physical Disability Programme of Care was invited to participate in the Project Group which was led by the second author. In addition the Occupational Therapist for this Programme of Care was invited to participate. The task was to engage with clients and with other social workers to develop a tool to facilitate communication about risk between social workers and clients that was not cumbersome and would engage both client concerns and organisational perspectives. Ethical approval was given by a senior manager in the organisation as a service improvement project and the tool was largely developed as part of normal social work helping processes. 

The Project Group met over a five month period. Members of the Project Group took issues back to their respective teams for development of domains of risk for assessment and communicating about these risks with clients. Following initial development and approval, a Risk Checklist and aide-memoire on its use was circulated to all social workers and their managers in the Department. The draft Checklist was used by members of the Project Group and by other Social Workers in their teams as part of their normal work with clients, being used wherever appropriate. Revisions were made to reflect the comments from social workers and clients who had used the tool. This version was then, with management approval, used by all social workers in the teams in any appropriate case for a pilot period of three months. Minutes and notes from the Project Group meetings informed our deliberations.
Data on use of the pilot Checklist (renamed as a Safety Checklist during the process) was gathered through questionnaires completed by 20 clients and 24 social workers (four of whom did not use the Checklist during the time period). Questionnaires to clients and to social workers included both open and closed questions and sought to elicit their views on the coverage and wording of the risk domains including risk or potential risk in the domains of physical health, mental health, vulnerability, environment, finance, and their experience of completing the Checklist as part of the client-social worker process. The four team leaders also completed questionnaires focusing on standards of practice in risk assessment, and on the communication and recording of risk.
Findings

Participant information

In total 20 client questionnaires were completed, by five males and 15 females. The age range of client respondents was 18 to 72 years with a reasonable spread across the age groups. One client (5 per cent) was in the 0-17 years age group; two (10 per cent) were 18-29; three (15 per cent) were 30-39; six (30 per cent) were 40-49; six (30 per cent) were 50-59 and two (10 per cent) were 60-72 years. The main illness or disability characteristics of their needs on referral were: epilepsy, lung cancer, heart problem, brain injury, Crohn’s disease, alcohol abuse, hip replacement, cerebral palsy, visual loss, ulcerative colitis, terminal illness, chronic illness and multiple sclerosis.

Service users or clients?

The Project Group discussed at an early stage whether to call the individuals clients or service users in the documents being produced, these being the main two terms in use. Social workers were asked to clarify with all those with whom the Checklist was used which they preferred and whether they had any other strong preferences. The response was 12 preferring the term client, three preferring the term service user, and five with no preference. There were no other strong preferences. Thus the preferred term ‘clients’ is used in this paper.

Client comments

The clients indicated that the Checklist provided them with scope for a more detailed discussion of practical responses to risk challenges that they faced living more independently in the community, and thereby they felt it created a better matched health and social care response.

Completing the safety checklist with my social worker identified risks which can be helped with the provision of assisted technology. This means I will be able to be safer and more confident living in the community. (John, 29 years old with visual impairment)

There are frequently challenges for health and social care staff in persuading people with physical needs to accept the use of certain equipment. In some instances the use of the Checklist, as a jointly-completed tool, helped the client to see the issue from a different perspective.

After completing the safety checklist it showed the benefit to me of accepting a profiling bed and equipment to enable me to be showered and the provision of a package of care to assist my family as this will enable me to continue to live on my own in the community. (Susan, 38 years old with Multiple Sclerosis)

The project was designed to create more open discussion about risks between clients and their social workers. Clients commented that the Checklist enabled them to discuss and agree more sensitive and contentious areas of risk and safety issues in a more open way:

In completing the safety checklist with my social worker I disclosed the extent of my alcohol intake and am now going to attend addiction services and hopefully this will improve my family life. (Jane, 47 years old with cerebral palsy)

The prompts included in the checklist on issues such as personal safety and vulnerabilities seemed to help clients to appreciate professional concerns more fully.

To be able to see the risks written down helped me to understand the protection plan in place and … help me feel safer living at home. (Ann, 54 years old with moderate brain injury)

The Checklist functioned as a useful prompt to open up discussion on sensitive topics and to enable these to be addressed.
When the safety checklist was completed, I recognised how useful it had been as it helped me talk about the financial abuse by a family member although I did not want police involved in case of prosecution. I got help to get it sorted out. (Ruth, 35 years old with epilepsy)

The openness of the discussion triggered by the Checklist sometimes enabled significant work to be accomplished.

Following completion of the checklist and identifying the risks which were then discussed with my family in fact resolved the issues and I no longer require social work intervention. (James, 43 years old with Crohn’s disease)

We asked clients if they felt the social workers views of their risks were similar to their own or conflicted with them. All respondents except one felt professionals assessing them shared generally similar views to them on risk issues. The one client respondent who felt her views were not similar to those of her social worker reported she did not identify any issues and that the professional did not know her well enough to express views on her risk issues. All client respondents felt it was beneficial to complete the safety checklist.

Social worker comments

Comments from social workers on the first draft indicated concerns about length of the Checklist, and these were addressed. However there were generally positive comments about the usefulness of the tool in addressing issues of risk and safety with clients. One feature that social workers appreciated was the thorough work that had been undertaken to root the Checklist in the literature, and to develop the most helpful sequence of topics through the project process. Social workers appreciated the step-by-step nature of the process.

Because of our statutory duty of care I have a responsibility to complete risk assessments and the safety checklist has taken me through step-by-step to identify risks with clients. (Jacqueline, qualified nine years)

This aspect was particular appreciated by the more newly-qualified workers.

As a newly qualified social worker I am able to follow all the steps in risk management by using the safety checklist with clients and carers. (Karen, qualified six months)
The Tool was also found useful in more contentious situations although there were concerns about the challenge in completing it with some clients. One type of situation was where the client was refusing to adhere to the health care plans, and the tool facilitated a more open discussion about the risk issues and greater clarity on the differing perspectives of the client and professionals.

When a client does not adhere to the nursing/occupational therapy assessments for safety the safety checklist enables me to get the client to sign up to differences of opinion of client and professionals. (Sandra, qualified nineteen years)

Social workers felt that the checklist questions on issues such as addictions and aggressive behaviour enabled them to more readily broach subjects that might be regarded as more sensitive or which might provoke a hostile reaction. This was particularly appreciated as these are the type of topics which are difficult to raise, and which provide cause for concern in case such behaviour should precipitate a crisis.

Risk management is at the centre of all my work with clients who all have a physical disability and live in the community. I use the safety checklist with every client and it enables me to discuss risk with my clients and my Team Leader at supervision. (June, qualified thirty one years)
The social workers also appreciated the tool from an organisational perspective. The Checklist assisted with key issues in managing risk such as recording risks, providing a structure for alerting systems, and prioritising aspects within action plans.

The Checklist assists me to discuss and record risk issues and how to prioritise an action plan with clients and the multi-disciplinary team. (Michelle, qualified fourteen years)
The tool was appreciated even by those who had substantial practice experience.

Even having been in practice for ten years, the Safety Checklist helps to quickly and clearly identify risk issues and this enables the risks to be managed in a planned way. The document is placed at the front of files to alert colleagues to identified risks. (Jennifer, qualified ten years)
All social workers reported that it was useful to complete the Checklist (see Figure 1) as it generated discussion on risk and safety issues for clients living in the community and enabled clients and workers to decide together how identified risks were to be managed. 
The team leaders welcomed the Checklist as encouraging understanding regarding risks, giving structure to risk assessment, and facilitating communication about risk issues in supervision and between professionals. The tool enabled recording of critical issues in one place and ensured holistic consideration of these. The team leaders thought that the Checklist enhanced the service that social workers provided to clients by raising awareness of safety, risk management and social care governance issues. Whilst useful for a wide variety of clients the tool was difficult to use with terminally ill people. The timing and frequency of use needed to be considered in each case.

Discussion

Client, professional and organisational perspectives on risk come together at the point of assessment for health and social care services. This is the point at which the individual worries and concerns come together with the organisation’s ‘worries and concerns’ (see Alaszewski and Coxon;s discussion of worry (2009). This case study illustrated an approach to reconciling the differing perceptions, priorities, responsibilities and rights of clients and of the service-providing organisation so that effective and supportive care can be planned. 

1) Mobility

2) Activities of Daily Living

a) Toileting

b) Showering or Bathing

c) Dressing

d) Grooming

e) Undressing

f) Food

g) Other

3) Medication

4) Communication

5) Sensory Disability

6) Cognitive Ability

7) Ability to Summon Help in Emergency

8) Mental Health

a) Mood

b) Insight

c) Capacity

d) Substance Misuse

e) Aggressive Behaviour

f) History of Mental Illness Issues

g) Neglect

h) Awareness of Personal Safety

9) Vulnerability

a) Physical

b) Sexual

c) Financial

d) Emotional

e) Isolation

10) Environmental

a) Access

b) Heating

c) Security

d) Aids & equipment

e) Location

f) Other

11) Pets

12) Fire Safety

a) Alarms

b) Cooker

c) Smoking

d) Heaters

e) Other

13) Financial

14) Any Other Safety Issues

Each item to be noted as:

( = issue
x = no issue
? = unsure, followed by comments

Figure 1: Key Domains of the Safety Checklist
The communication about the project with clients was carried out through the normal process of the social worker providing a service. This should have enabled clients to feel more comfortable, but may have reduced their independence in contributing. Although the selection of the particular Health and Social Care Trust was convenience, a census of social workers within that Trust was used, and a census of their clients who met the eligibility criteria and were willing to participate. Thus sampling within the Trust should contain only limited bias.
One threat to generalisability is likely to be the influence of organisational policies, unwritten management  ethos and team working cultures in the organisation. This Trust has in place a guidance document for staff on risk management in direct care situations, which has as its stated purpose: 
Service users and carers are rightly encouraged to make positive choices sometimes involving high levels of risk. Good practice guidelines and procedures promote the support of service users and carers in making such decisions. This guidance seeks to outline a framework within which social care staff must operate in situations involving risk. It also offers guidance to support social care staff, service users and carers. The overriding aim is to improve practice in this area of work making it clearer, more accountable and more consistent. (Northern Health and Social Care Trust, 2010)
The document is intended for use in community adult care teams working in the areas of eldercare, dementia services, mental health, learning disability, physical disability, home care services, intermediate care, rehabilitation and hospital discharge. The significant progress in having such a management framework in place is perhaps not yet fully operational in daily work with clients, as staff made little explicit reference to risk taking principles in talking to clients, although it was part of the context for the team discussions. This positive management approach to risk taking may not be so explicit in other organisations (Horlick-Jones, 2005). 
A notable strength of the project was the engagement of clients and front-line professionals as major players in the development. People with physical disabilities were centrally involved in selecting items that they considered relevant and important (Heyman et al, 2010). The Checklist facilitated more open discussion of sensitive, ambiguous, challenging and contentious topics – such as financial abuse (involving the possibility of police prosecution of a family member), addictions, aggressive behaviour and adherence to the agreed care (risk) plan (Baxter & Glendinning, 2010). This greater openness was appreciated by both clients and professionals and enabled mutually-acceptable hazard management (see Dixon, 2012).
It is a challenge for Social Workers to assess and manage risks to clients and to staff, and to incorporate this effectively into robust and accountable organisational decision making about care that incorporates client views, reasoned professional judgement and organisational risk dimensions (Killick and Taylor, 2012). This approach enabled workers to evidence that they had discussed risk issues across a range of domains with clients, providing reassurance when working in a societal culture increasingly experienced as blaming when the mass media report on some harm that has occurred to someone whilst in receipt of health and social care services. When harm ensures, as it sometimes will, social workers and their managers had written evidence to confirm that issues were discussed; what the understanding and views of the client were on key issues; and the steps that were taken to address issues. 

Risk issues present many challenges, but are a key dimension of quality of life, and hence intrinsic to care decisions. Whilst there are some who want more carer support to take risks, there are also situations where risk-taking may be motivated by over-confidence (Fortinsky et al, 2009). The discussion amongst professionals themselves included appreciation of the need for some risk taking in order for clients to achieve care goals, but there was limited evidence of this in the discussion with clients. In general client comments seemed to demonstrate appreciation of discussion about risk, and greater understanding of hazards and how to manage them rather than adventuresome risk taking. The focus by clients on possible harm echoes the work of Alaszewski and Alaszewski (2002) in relation to people with learning disability and the finding that older people were more risk averse than professionals thought in the study by Rosalie Kane and colleagues (1999).
The emergence of a preference for the term client rather than service user may prompt reflection and discussion in the UK where the term service user has been promoted almost as an ideological mantra (Heffernan, 2006). This finding confirms studies specifically on this topic in relation to people with problems of addiction (Keaney et al, 2004) and mental health (Lloyd et al, 2001; Covell et al, 2007). Perhaps clients want the security and assurance of professional concern and ethics that the term client conveys, as it does with legal and other helping professions (Clarke, 2009; Seal, 2008, page ix) rather than the amorphous and ambiguous term service user. The evident risk discourse about understanding and managing hazards would tend to confirm that understanding.
Conclusion

In this article we described how well-constructed practical tools can enable a more detailed discussion between professionals and clients regarding risk issues thereby enabling a more sensitive health and social care response that also takes account of some of the realities of accountability and blame when harm occurs. These discussions help to manage more transparently the tension between the views of the individual clients – involving both aspirations and fears - and the responsibilities of the professional in relation to organisational management of risk. Supporting users of services in reasoned, reasonable risk-taking so as to achieve agreed care goals – such as increased independence – requires this risk dialogue to be facilitated.
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