ASSESSING & MANAGING RISK
(Steve Morgan & Andrew Wetherell)

KEY THEMES

· Promoting genuine involvement and collaboration of service users in the assessment and management of risks.
· The context is one of a ‘blaming culture’, whereas the reality is one of risk-taking, with the aim of achieving beneficial outcomes.

· Legislative guidance and administrative documentation have a tendency to promote more bureaucracy , and less confidence in practice.

· Good practice in the assessment and management of risks is based in effective and multi-agency working.

INTRODUCTION
Risk is enmeshed in all aspects of our daily functioning; it is essentially the art of living with uncertainty. For some, the emphasis is on the positive - a chance for gain; whilst for others, it takes on a more negative focus - the experience of pain.  For many people, at least for some of the time, risk simply 'is', with little conscious acknowledgement of its influences. Whatever your personal standpoint, the passions for living or dying are sustained by the very existence and temptations of risk. A life devoid of risk is likely to have no challenge and very little real meaning.  
In mental health, the term schizophrenia is broadly used as a diagnosis for conditions that are often represented by disjointed thinking and distorted perceptions. It may equally apply as a diagnosis of the diverse reactions observed in relation to the concept of risk in mental health. It becomes an emotive subject, generating conflicting priorities and agendas - a linked public safety and political policy agenda; an organisational bureaucratic and administrative agenda; a clinical preventative and restrictive agenda. What these appear to have in common, when examined in some detail, is a 'cover-your-back' agenda. Seldom do we find a serious attempt to engage the service user's personal agenda! 
The public safety agenda...
For many people working in the field of mental health this is a relatively recent concept, perhaps only dating back 10 years to the onset of a series of homicide inquiries. One of the repeated inaccurate messages is the implication of danger in pursuing a policy of community care, which may be serving to release dangerously deranged individuals into the community. In its more extreme implications, the suggestion is made that innocent members of the public are unknowingly being placed at risk by liberal minded policy makers and clinicians, who generally do not inhabit the same communities to which they have discharged the seriously mentally ill.
In defence of this position, there are detailed reports of inquiries which highlight the failure of treatment and care for individuals who did go on to commit horrendous and fatal acts of violence against family members or other members of the public (Ritchie et al, 1994; Sheppard, 1996). The political policy reaction has carried implications of blame for those who provide mental health services, with the accompanying panoply of government guidance and legislation focussed specifically on those who present a 'high risk' (NHS Executive, 1994; Department of Health, 1995). The more general framework of managing care of the broader constituency of those diagnosed with mental health problems, the Care Programme Approach, is also taking on a stronger risk management focus (Department of Health, 1999a) and the intention is very much directed towards the need to ensure public safety. The underlining premise appears to be that people experiencing mental health problems are primarily a threat to others. 

To counter-balance this prevailing argument, less well publicised but researched evidence suggests that we do live in a more violent society than a generation ago. However, the progressive policy of community care has contributed nothing to the increase in homicide statistics during the second half of the 20th century (Taylor and Gunn, 1999). Either by a consistently high dose of luck, or the unnoticed application of some good practice, many risks are being effectively identified and managed, with the immeasurable outcome of potential incidents being prevented.
Undoubtedly some horrendous tragedies have occurred, that could otherwise have been avoided with attention to important principles of practice, and a major dose of hindsight. However, we seem to have fallen into the trap of losing sight of realistic expectations in the face of sensationalist media headlines and political sound bites. The implications that risk can be accurately assessed and managed appear to be linked to measures of success based on the notion of 'risk elimination'. The unpredictability of human behaviour dictates that 'risk minimisation' or reduction is a more realistic outcome to expect.     
An organisational agenda...
This is where senior management frequently find themselves caught between the ideals of guiding and supporting frontline staff to provide high quality services for those who need them, and the need to be seen to respond to the powerful external pressures and demands of the imagination-capturing, vote-winning, paper-selling public safety ticket. In its simplest form, it suggests that the staff are the organisation's most valuable resource, that good service user-involving practice is paramount, and that a flexible and creative response to individually assessed need is the way to deliver a first class service. On the other hand, completion of the CPA, risk assessment, carers assessment, audit tools, daily notes and monitoring forms should be done on everyone seen by the service, primarily to meet externally determined performance targets. An inevitable consequence is the pressures put onto staff to manage the higher caseloads and workloads that inevitably accompany increasing expectations.

When, in this conflicting scenario, something goes wrong, the initial organisational response, at least as perceived by the majority of practitioners, is a 'guilty until proven innocent' stance. There often appears to be a management assumption that people with serious mental health problems can be comprehensively assessed with rigorous research tools. On this basis they can either be given the necessary support to live in the community without posing threats or fears to those around them, or they can be provided with varying degrees of restriction to ensure no harm comes to unsuspecting members of the public. The unrealistic external expectations of those who know no better appear to be assimilated by people higher up within the organisation, who should know better. 
The challenge to this way of thinking is not a call to condone poor or negligent practice. Staff work daily with difficult challenges, and need to feel supported rather than blamed the instant things go wrong. Instead, their more usual experience leaves them with little doubt that in the quality v. quantity debate the organisation stands on the side of high standards of service corresponding to high numbers being crunched! An 'us and them' divide within the organisation leads to a belief in the stance that asks: what have you done today to ensure your organisation is beyond reproach? Can we count on you to have made a mistake that lets the rest of us off the hook when the real scrutiny begins?

The practitioner agenda...
As the providers of direct treatment, support and care, most practitioners are fully aware of the place of risk and safety in their working lives. With few exceptions, their intentions are to provide a good quality of service that meets the needs of the people referred to them. They also expect reasonable resources, guidance and support in order to provide the necessary quality of care. Fears are that the role is gradually changing from primarily one of good nursing practice to a more generic notion of multidisciplinary/multi-agency workers; to the administrator of care co-ordination; to the specific role of social policing; and where to next?
Mental health practitioners fear that their work has recently become dominated by risk, and maybe they are not doing the caring and supporting functions they came into the job to do, and from which they derive so much of their job satisfaction. They fear that external forces have conspired to make the mental health business into the risk business (Rose, 1998). The news is that we are in the 'risk business', simply because living is a constant risk. Risk has always been there - in the asylums, the mini-institutions, the development of community mental health initiatives, every time people come into direct contact, and the times when they do not. Perhaps the problem is not so much that we have become the risk business, but rather that we have become the 'bureaucratic and administrative business of restriction' - a face of authority that it is easy to 'risk against'.

Many different and conflicting agendas have become established in relation to the conceptualisation of risk in mental health. However, one significant question generally seems to be overlooked: whatever happened to the notion that it could be the people experiencing the mental health problems who are the ones most at risk?

Definition of Risk:

“The likelihood of an event happening with potentially harmful or beneficial outcomes for self and/or others…possible behaviours include suicide, self-harm, aggression and violence, and neglect; with an additional range of other positive or negative service user experiences.” (Morgan, 2000a, p1).
The above is a helpful definition in that it does acknowledge risk is not totally negative by stating there can be beneficial outcomes for self and/or others. In addition, it registers that there are a whole range of additional service user experiences, which need to be taken into account.

GUIDANCE and LEGISLATIVE CONTEXT

National Service Framework (NSF) for Mental Health (DoH, 1999b) and 

NHS Plan (DoH, 2000)

Most recently, these have set the scene as statements of intent and injections of resources, which imply the criticisms presented by repeated reports of inquiry are being dealt with. One positive development is the placing of a stronger emphasis on the category of suicide risk (NSF Standard 7), thus recognising the negative impact of circumstances on the service user, as opposed to the more usual inclination of media reporting and government policy towards service users as perpetrators of risk. The downside of this emphasis is a continued reliance on setting targets, in this instance the reduction of suicide rates by 20% by 2010 (Department of Health, 1999c). Any appreciation of the complexities that underpin the individuality of the suicidal act is only reflected in the statements of how Standards 1-6 will contribute towards the achievement of this ambitious target. Once again, expectations are set up, with the inevitable sense that they will become benchmarks of future service failures. 

Overall, the NSF represents a more balanced view of risk than some of the earlier examples of guidance and legislation in the 1990’s. Only in Standards 4 & 5 (covering ‘Effective Services for People with Severe Mental Illness’) does a more specific emphasis on assessing and managing risk appear, with reference to ‘risk to others’; but, this is also counterbalanced by an acknowledgement of service users potential risks of vulnerability. By implication, the emphasis of the whole framework will impact on the assessment and management of risk in the mental health population, through an integrated and partially evidence based approach to service delivery. 

Review of The Mental Health Act 1983 

This is awaited, but the detail of its reincarnation remain a cause for general concern on both sides of the mental health field - service users fearing further restrictions being placed on their liberties, and practitioners fearing more erosion of good practice for the pursuit of achieving a primary goal of public safety. It has potentially become delayed by the complication of interpretations of Dangerous and Severe Personality Disorder (DSPD) legislation (too specialist a subject area to cover in this chapter). 

Human Rights Act 1998

This legislation requires that all public authorities should act in a manner compatible with the European Convention of Human Rights (ECHR).  It will now be unlawful for them to act in a way that is incompatible with the ECHR, unless legislation requires it to be so. How can the legislators marry together a promotion of human rights with a need for greater 'surveillance and supervision' of certain individuals, assumed to be required of mental health services charged with upholding public safety?

Briefing Paper 12 (Sainsbury Centre for Mental Health, 2000) examines some of the potential impact of this legislation, highlighting:

Article 2 – the right to life.

Article 3 – prohibition of torture and inhuman and degrading treatment.

Article 5 – the right to liberty and security.

Article 8 – the right to respect for private and family life, home and 

                 correspondence.

It concludes that in this early stage, it is not possible to predict the type of mental health cases which will be successfully pursued under the Human Rights Act 1998. Practitioners need to be aware of the likely wide-ranging impact of their work on the rights of service users and carers. They need to ensure that any perceived interference with individual rights needs to be clearly justified, reasoned and recorded. ‘Risk’ will be a significant area, as the issues of restriction and detention are generally closely aligned with the potential for risks. 

Reviews of restriction at tribunal hearings may also pose a human rights minefield; both in terms of scrutinising the validity of the act of restriction in some individual cases, but also through unreasonable delays in arranging review dates. However, there may also be future potential for this legislation to be considered in support of reasoned positive risk-taking in mental health services.

Modernising the Care Programme Approach (DoH, 1999a) 

The CPA continues to represent the overall mechanism for co-ordinating care in UK services, including the management of risk. It has arguably taken more of an administrative function, in contrast to the more usual expectations of providing a ‘clinical’ service. The assumption across clinical services is that a risk assessment will be revised in line with at least the frequency of CPA reviews; and that risk management plans will be formulated either as an integral part of the CPA care plan, or separately but attached with the overall care plan. The risk-focused Supervision Register (NHS Executive, 1994) is gradually being discontinued as the ‘enhanced’ level of the modernized CPA is fully implemented to the satisfaction of NHS Regional Offices.  

However, Supervised Discharge (Department of Health, 1995), also referred to as Section 25 (Mental Health Act 1983), remains in operation as a method of administrating the management of risk through conveying people to places of treatment, education or meaningful activity, or determining where they should reside. This legislation has received widespread anecdotal practitioner apathy regarding its usefulness, being seen as more focused on multidisciplinary meetings and paperwork, than on meaningful engaged working relationships.

The emphasis of inquiry findings on poor communication and failures to adequately co-ordinate care offer important messages for services to address. However, the overall legislative response seems to have created a role for care co-ordination that requires more administrative management of risk than actual clinical management of risk. Whilst it has undoubtedly raised the profile of the risk agenda in the minds of all practitioners, it is highly debatable that it has brought about any of the desired improvements in safety that such changes are intended to achieve. Fearful quasi-administrators do not make for more skilled clinical practitioners; and service provision becomes much more negatively restrictive than the great majority of service users need or deserve.    

THE SERVICE USER EXPERIENCE

Some areas of Government Policy have been extremely disappointing to many service users, not least of which is the National Service Framework (NSF) for Mental Health (Department of Health, 1999). Whilst this document is generally to be welcomed, the overwhelming view of many service users, and indeed practitioners, is that the standards it outlines should be regarded as minimums ~ not optimums. Therefore, the aim should be to try to build more effective and supportive services from those stated within the NSF. 

It is important to note that a number of service user participants on the Government’s External Reference Group which helped to shape the NSF for Mental Health actually resigned from the group as they were unhappy not only with the process but also the general direction which was being taken. To highlight just one of the potentially serious areas in this context, it is worth considering the current proposals in relation to ‘Compulsory Treatment Orders’ in the community (C.T.O.’s). Most service users and practitioners which the authors of this chapter have spoken to around the U.K. feel that this type of approach to community mental health will be a retrograde step which will have real potential of increasing risk. Service users may become driven away from services rather than being properly engaged in an effective and sensitive way as the vital therapeutic relationship between service user and practitioner is broken down by inappropriate and highly unhelpful policy.           

Whilst the government policy agenda of reducing stigma and promoting social inclusion is warmly welcomed by most service users, the public safety agenda creates somewhat of a paradox in that it only helps to stigmatise mental health service users even further by adding to some highly inappropriate and inaccurate myths connected with mental distress. 

Further, the whole ‘protection of the public’ approach fails to fully register the far higher risks of self-harm, serious self-neglect and suicide, as well as abuse, attack and exploitation from other members of the public, which face many service users each day. In other words, mental health service users are more often than not vulnerable human beings who are far more likely to be a victim of violence rather than the perpetrator of it (Wetherell, 2000).

Taylor & Gunn (1999) looked at the homicide figures for the period 1957 to 1995 and, overall, they found there was a five-fold increase in homicides within the U.K. However, they found a decline of 3% per annum in contribution to these figures by people with mental illness. Therefore, it is important to note that whilst we are now living in what is a significantly more violent society, proportionally, homicides by people with mental health problems are reducing. 

Whilst 35 ~ 40 homicides by people with a mental health problem is 35 ~ 40 too many, it is wholly unrealistic to expect this figure to be reduced to zero. As stated at the beginning of this chapter, risk is enmeshed in all aspects of our daily functioning; it is essentially the art of living with uncertainty. Therefore, in reality there will always be tragedies whether we deliver mental healthcare in the community, within large institutions, on acute wards or from specialist units. Most service users accept the above and are willing to live with risk in their lives providing they are provided with accessible, person-centred, effective services, which are sensitive to their needs.

Service users are sometimes put at risk due to inflexible systems and services that are unable to respond to individual clinical needs as they occur. As an example, whilst the Care Programme Approach (C.P.A.) can be of great assistance in managing risk, due to systems failures people can fall through the safety net despite good service-user focussed planning. Therefore, it is essential that services are able to respond to specific risk management & crisis plans in a swift and appropriate manner at all times and such an approach should include the following:

· Monitoring for early warning signs / relapse signatures

· Agreed crisis / contingency plans

· Pro-active follow up for service users who don’t attend appointments

· Named care co-ordinator who’s telephone number is available to all those in the network of care

All of the above needs to be supported by:

· A thorough, detailed and up-to-date care plan which names the individual professionals responsible for each element of care, timescales, recommended responses, etc.

The service user experience of risk in relation to acute care is another important area to consider. A survey of the quality of care in acute psychiatric wards’ (Sainsbury Centre for Mental Health, 1998) highlighted most acute ward environments have limited therapeutic input and can be dangerous places for both patients and staff ~ service users commonly expressed that they felt un-safe on acute wards and women in particular expressed concerns about their personal safety. In many areas, there is constant demand for beds that leads to inappropriate early discharge thereby putting service users at increased risk. Therefore, a comprehensive risk assessment needs to take place both for service users who are being discharged as well as for those being considered for leave. 

As stated within Standard Seven (Preventing Suicide) of the Mental Health NSF, care plans for those with severe mental illness should include an urgent follow-up within one week of discharge from hospital as it is recognised that this period carries a significantly increased risk of suicide. Despite the overall trend of the suicide rate falling by more than 12% since 1982 (Kelly & Bunting, 1998) some people remain at a relatively higher risk of death by suicide. The following statistics taken from the NSF for Mental Health (Department of Health, 1999) help to highlight some of the higher risk areas:

· Men are three times more likely than women to commit suicide. It is the leading cause of death among men aged 15 ~ 24 years of age and the second most common cause of death among people aged under 35 years.

· Men in unskilled occupations are 4 times more likely to commit suicide than are those in professional work.

· Among women living in England, those born in India & East Africa have a 40% higher suicide rate than those born in England and Wales.

· Certain occupational groups are at higher risk e.g. doctors, nurses, pharmacists, vets and farmers, due to access to means.

· More than one in ten people with severe mental illness kill themselves.

· Risk is raised further for those with depression and/or suffering major loss.

· Previous histories of self-harm or drug and alcohol misuse are at relatively higher risk of suicide.

· High rates of suicide in prisons.

POSITIVE RISK-TAKING

Broadly speaking, individuals can only grow through measured and justifiable risk-taking. It would also be rather a dull world if it were devoid of all risks and associated choices. Life consists of exercising one choice over another, and this liberty should apply to service users as much as it does to other members of society. It is also important to remember that we all engage in risky behaviour to some degree as a normal part of daily living. Mental health managers, service commissioners, practitioners and service users alike all take some risks every day. It would be virtually impossible to actually live a normal life without some form of risk-taking.

Some obvious examples which assist in highlighting areas of common risk-taking would include: smoking, drinking alcohol, poor diet, taking recreational drugs, driving whilst tired, breaking the speed limit, and crossing a busy road. Risk is often an important and positive element within our lives ~ people learn and grow through taking measured and justifiable risks, and so risk is not all about danger and negativity by any means.

Whilst some would argue that positive risk-taking is a relatively new concept in risk management, it is true to say that many nurses and other practitioners have been working collaboratively with service users in this way for many years in their everyday working practice. The idea of positive risk-taking is usually most popular with service users and practitioners alike, as it takes a different approach by focussing on service user strengths and positive attributes. This will be a different way of working to many practitioners as it is not problems orientated. However, it can be a useful, refreshing and empowering way to work collaboratively with service users (Morgan, 2000b).

Any positive risk(s) taken, together with the reasoning behind them, need to be clearly documented, and supported by a collaborative approach. To be ‘defensible’ in the face of opposition and scrutiny they need to be:

· Justifiable.
· Measured.
· Intelligent.
· Negotiated with the service user and carer(s).
                                                                              (Wetherell, 2001b).

Some basic examples of what could be positive risk-taking are shown below and, as will be seen, they include some things which general members of the community would do as a matter of course in their daily lives:

· Having a bank account.
· Shopping.
· Visiting family or friends.
· Independent living.
· Voluntary or paid work.
· Going on holiday.
· “Controlled” self-harm.
· Medication reduction or withdrawal.
Probably one of the most radical issues listed above is the ‘controlled self-harm’. However, as a concept self-harm needs to be more fully understood and accepted as a coping strategy in which some people need to engage in order to prevent something even worse from happening. It should not simply be seen as behaviour associated with a suicide attempt. Therefore, if service users are going to engage in self-harm, from a risk perspective is it not better they do so with appropriate knowledge of harm minimisation, which will help to reduce risk?

As an example, the National Self-Harm Network has produced some helpful literature in the form of their ‘The hurt yourself less workbook’ (Dace et al, 1998) which is focussed on harm reduction or minimisation and includes information on informing service users of ‘safer self-harm’ approaches, effective first aid and wound dressing, etc.

When approaching the management of self-harm behaviours from a risk viewpoint, it is helpful to be aware of the following common inaccurate myths in this connection:

Some people incorrectly believe that self-harm is:

· Attention seeking

· Attempted suicide (although in some cases it has accidentally led to death)

· Masochism

· A form of manipulation

· Unworthy for treatment within hospital settings, particularly accident & emergency departments

Understanding why people engage in self-harm behaviours may also be helpful in assessing & managing risk. Some possible reasons include:

· To feel alive

· Preventing something worse from happening (e.g: a suicide attempt)

· To reduce or stop intrusive thoughts

· Self-hatred

· Self-punishment

· To achieve relief / release of emotions

· A distraction from ‘Intolerable Reality’

With a focus on effective management of self-harm behaviours, the following approaches may be of assistance within clinical practice:

· Encouraging the individual to talk about how they are feeling

· Showing care and respect for the person BEHIND the self harm behaviour

· Recognising that trying to extinguish self-harm behaviour can be unrealistic and can deprive the service user of a coping strategy. Working towards harm minimisation or reduction may be a more realistic goal

· Acknowledging the emotional distress & trauma the person is experiencing

· Even if self-harm is considered to be part of a ‘Personality Disorder’ try to remember that:

Behind every ‘PERSONALITY DISORDER’ there is a PERSONALITY and:

Behind every PERSONALITY there is a PERSON

Clearly, contingency plans need to be formulated just in case any positive risk-taking begins to go wrong or if the service user reaches a crisis at any time. Additionally, there can be value in making contracts with service users so that everyone is clear of the boundaries and any appropriate action to be taken should risk increase to an unacceptable level. At all times of any positive risk-taking process, practitioners, carers and service users themselves need to be monitoring for any early warning signs of relapse or increased risk and an agreed course of action can then be taken in line with the contingency plan and / or the contract with the service user.

Whilst we need to work towards a culture which accepts and positively encourages positive risk-taking, we need at all times to remember that there may be team conflict in this connection. This, of course, needs to be managed and constructive, objective dialogue needs to take place between all practitioners concerned, wherever possible leading to a negotiated consensus within the team.

KATE

(A case study in positive risk-taking)

Personal history

Kate is 35 years old, born in Dublin, but moved to Manchester with her family (parents, older sister, younger brother) when she was 14. She was married at 26, divorced at 33, with the two sons being awarded custody with their father due to her mental health problems. Her working life was mainly spent in accountancy, before her marriage and parenthood. During the last 18 months, Kate held a part-time job (usually two days per week) in a local shop, using her accountancy skills. The shop owner has taken a flexible and supportive approach to employing Kate, even through numerous spells of time spent hospital.    

Psychiatric history       

Kate was sexually abused by an uncle, between the ages of 6 and 14. Any attempts by Kate to discuss the abuse with her parents were quickly dismissed or denied. First contact with child and adolescent psychiatric services was at the age of 8, experiencing depressive episodes and low levels of self worth and confidence. At the age of 10 the family G.P. prescribed Ativan, which Kate became addicted to, and was not properly supported to come off it until her late teenage years. Further developments in her teenage years included drug and alcohol misuse, and self-harm (cutting and burning).

A serious suicide attempt, through paracetamol overdose with vodka, followed her divorce. She was found by emergency services who were alerted by concerns of a close friend. Kate has had 11 hospital admissions during the last 5 years, most being short-term crisis admissions up to 3 weeks duration, with a couple of admissions extending up to 6 weeks. The longer-term diagnoses of depression and anxiety remain, but approximately 4 years ago Kate was diagnosed with borderline personality disorder, due to her chaotic lifestyle, self-harming behaviour and substance misuse becoming more pronounced features of her presentation.    

Relationships

Whilst the relationship with her parents is not very good, they are on speaking terms, and Kate usually sees them at least monthly. She maintains occasional contact and reasonably good relationships with her brother and sister. Weekly contact is maintained with two close friends from the local badminton club, and very good relationships are sustained with her two sons, they normally stay with her most Saturdays. Good relationships with mental health professionals are rare, and only established where she feels a strong sense of trust and safety; but on occasions she has become very attached to individual members of nursing staff, leading to unhealthy levels of dependency. 

Current situation

Kate’s ex-husband is due to re-marry in the next few weeks. Concerns over her future contacts with her sons precipitated a series of arguments with him. She was admitted to the local psychiatric unit a few days ago following several days drinking and drug use, leading to a serious incident of deep cutting damaging her arm. During the admission, a member of staff discovered Kate pushing paper tissue down her throat, in an attempt to asphyxiate herself. She was placed on one-to-one close observations. She has also attracted unwanted attention from young male patients on the unit, and feels a strong need for staff to ensure her safety over this issue. 

Interests and aspirations

Continuing the contact with her two sons is her main priority; and sustaining her part-time job in the local shop is something she feels respects her skills and abilities. Kate particularly values her few close friendships, and she has read some information on the psychiatric unit about the National Self-Harm Network. After discussions with another patient on the unit she is expressing a desire to contact the network, with the aim of meeting like-minded people and possibly taking some personal control and management of her self-harming behaviours.      

Consideration of risk-taking

After a full multidisciplinary discussion, with Kate proactively involved, a plan for early discharge was formulated based on:

· A counselling and co-ordination role provided by the community psychiatric nurse based in the G.P. practice (no referral to the community mental health team);

· Establishing Kate’s links with local people in the National Self-Harm Network;

· Kate’s self-monitoring of an early warning signs relapse signature plan, developed with an in-patient nurse she has a trusting relationship with;

· Opportunities for Kate to occasionally initiate contact with the in-patient nurse to discuss her progress or concerns (the nurse will establish regular contact with the primary care CPN to co-ordinate such contacts);

· Discharge on no medication, but with progress reviews established with the G.P., and 6-monthly out-patient appointments;

· Clear documentation of the reasoned decision-making: discussions, plans, and contingencies for potential difficulties.  

RISK ASSESSMENT & RISK MANAGEMENT

For the purposes of a textbook, or training event, the concepts of risk assessment and risk management can be analysed separately. However, in reality they are closely inter-linked – risk cannot be effectively managed until it has been clearly identified and defined; and when a risk is identified we instantly respond with considerations of how it is best managed. In recent years, there has been a shift of conceptual thinking, from a singular and static determination of dangerousness, to a more dynamic and changeable concept of risk (Rose, 1998). Risk assessment and management have become continuous elements of good clinical practice. 

This development has coincided with some of the consistent requirements emerging from the homicide inquiry reports, namely that:

· high quality and up-to-date risk information is essential;

· information needs to be shared as widely as possible between 

      agencies and  individuals, as appropriate;  

· collaborative working between all individuals and organisations 

is crucial.

Risk Assessment…

“A gathering of information and analysis of the potential outcomes of identified behaviours. Identifying specific risk factors of relevance to an individual and the context in which they may occur. This process requires linking historical information to current circumstances to anticipate possible future change.” (Morgan, 2000a, p2).

Specific categories and risk factors will be discussed in detail in the next section; here we will focus consideration more on the skills and general areas of assessment. There is no mystique about risk assessment, as with all other types of assessment it depends on the accessibility and quality of information gathered. To this end, it requires persistence in pursuit of the relevant information held at multiple sources. The skill lies more in the delicate manner and approach to enquiring after appropriate information from the service user, and all others with relevant knowledge to contribute. The basic skills include active listening, empathic understanding and reflective communication, supplemented by alert observation of the non-verbal cues or signs of change. 

Once information has been collected, the next skill required of the practitioner is that of reasoned analysis, towards the formulation of a plan of action. At this stage accurate historical information needs to be evaluated against current patterns of behaviour. One previous incident of 20 years ago does not necessarily indicate a high risk of reoccurrence; though such eventuality should not be entirely ruled out. A repeated pattern of risk behaviours over time begins to present a stronger basis for predicting a reoccurrence. Never lose sight of the human potential to change behaviour patterns, even those that appear to be well established. The keys to a good assessment of risk are…

…Context

It is vitally important to look at any changing personal circumstances when assessing risk in relation to a particular individual. If someone is experiencing significant change within their life such as moving, the bereavement of someone close to them, or a new care co-ordinator being allocated to them, there could well be increased risk present. An individual who may well be at risk in one particular situation, or specific relationships, could actually be at little or no risk in another setting. For instance, the likelihood of self-injury or suicide may increase significantly in an individual if they are faced with an in-patient admission, or in a specific relationship. On the other hand, in-patient admission could reduce risk for other individuals who feel safer within an acute hospital setting (Wetherell, 2001a).

…Environment

As well as assessing the individual, how well they are functioning, and their general behaviour, we need to look at the current environment, and the community in which the person lives (Morgan, 1998). Whether the person may be at risk from local people needs to be considered - some service users are highly vulnerable and are open to abuse and/or exploitation in many ways. Local hazards have to be appreciated and taken into account, for example, a drug culture or robberies on the street. It is crucial to remember that these potential risks are not only faced by the service user, but also by the practitioner if they go to particular known areas to carry out home visits (Wetherell, 2001a). 

Another area of consideration is the degree of emotional arousal dependent upon the setting. For instance, one person may become emotionally aroused within a formal setting, whereas another person may find such a setting to be calming and safe. There is also the issue of potential weapons to be considered in the rare circumstances where a service user may pose the threat of violence to others. Anything can be a weapon, and practitioners need to give due consideration to this, in relation to the potential emotional arousal, as well as to the physical layout of the environment in any given circumstance.

…Research information

Research information is a key part of risk assessment, and it can assist in identifying potentially risky circumstances or individuals (Department of Health, 2001). For instance, the research risk factors suggest that men under 35 years of age are more likely to pose a risk of violence. If you then add the taking of drugs and/or alcohol the risk increases again. Certain psychotic phenomenon e.g. persecutory delusions specifying an individual(s), or auditory command hallucinations then increase the risks even higher (Buchanan, 1997). Risk factors will be discussed in more detail in the next section.

…Predictive ability

One expectation of risk assessment is that it enables predictive judgements on the probability of certain behavioural outcomes. Prediction is a very uncertain element, though its accuracy can be partly improved by shortening timescales. In this instance, risk has some parallels with trying to predict the weather (Monahan and Steadman, 1996). A glance out of the window will tell you if you need to take an umbrella with you in ten minutes time. Predicting whether you will need an umbrella at the same time a week later becomes a totally different, more complex and difficult to gauge scenario. Similarly with risk - events are generally easier to predict over the next few hours and days than the next few weeks and months. 
Practitioner confidence in assessing risks grows with experience. However, the key to a good risk assessment process has to be a collaborative multidisciplinary and multi-agency approach, where good quality information is shared as appropriate between all relevant parties, leading to shared decision-making for good risk management. 

Risk Management…

“A statement of plans and an allocation of individual responsibilities for translating collective decisions into actions. This process should name all relevant people involved in the treatment and support including the service user and appropriate informal carers. It should also identify a review date for the assessment & management plan.” (Morgan, 2000a, p2).

Risk management receives far less attention in the research and literature than risk assessment. The last decade has seen an overall change of emphasis, not just for the concept of risk generally, but also risk management specifically. The latter has moved from a means of controlling the volume of medical negligence, to a clinical initiative for addressing potentially harmful outcomes for service users (Vincent, 1997). Morgan (1998) suggests that clinical risk management is now focussed on the interpretations and implementation of individualised care plans, through targeting treatment, care and support options to the issues identified in a comprehensive assessment (including risk assessment). In reality risk management is about actions, and the responsibilities for ensuring they are carried out and monitored as effectively as possible.

Morgan and Hemming (1999) outline a structure for procedural risk management that stresses three levels of intervention:

· preventative risk management (including attention to the working relationship, education and early warning signs of relapse);

· management of escalating situations (including de-escalation techniques, rapid responses and crisis intervention);

· post-incident supportive management (including positive support for victims and a culture of learning rather than instant retribution through blaming).

The effectiveness of risk management will be determined by the local team operational policies and daily procedures of clinical practice. The context that holds the most influence in this respect is that of team resources, space for imagination, reflection through individual and peer supervision, and attending to the tensions between the need for safety and least restriction of all people engaged in the process, not least the service user (Morgan and Hemming 1999). 

One of the key messages for all nursing staff and other mental health workers is the need to move away from an approach relying on the sole responsibility of individual practitioners. The need for collaborative approaches and collective responsibility cannot be over-emphasised. It is recommended that this method of working is supported by organisational management, policies and procedures emphasising the concept of Collective Responsibility. It is therefore vital that collaborative working takes place, where high quality information is shared and where colleagues use each other as sounding boards in order to check out thoughts, intuitive feelings, or concerns. In terms of good risk management practice, regular review at appropriate intervals is therefore required (Department of Health, 1999a).

A COLLECTIVE APPROACH SHOULD LEAD TO COLLECTIVE RESPONSIBILITY IN THE EVENT OF “x”.                          (Wetherell, 2001b)

We need to learn the valuable lessons from what has gone wrong in the past, and the ‘near miss’ situations, in order that similar risks can be minimised in the future. The current patterns of investigation immediately set up anxieties in practitioners, even before the full facts have been established. A sense of ‘guilty until proven innocent’ is established. It is highly unlikely that this approach generates the necessary confidence of practitioners, either in their own abilities or the support of the organisations. This approach may also seriously contribute to a more fearful, and consequently closed attitude towards reporting events that nearly became incidents. 

Therefore, we should welcome a culture that strives to encourage and support a ‘blame-free, near-miss reporting’ mechanism, in order to develop the confidence to learn. This may require a more confidential set of arrangements to be established within or across organisations, enabling people to pass on important messages to the people who can ensure they are heard without any attachment of blame to those doing the reporting (unless serious negligence has arisen). Similar arrangements currently exist in the aviation industry to learn about near misses without targeting blame to individuals.   

RISK CATEGORIES

Risk categories together with the various factors under each should assist nursing staff and other practitioners in their assessment & management of risk within their daily clinical practice. However, they should be used as a helpful aide-memoir or as a tool to support professional judgement based on practical experience. This section is designed to help the reader examine the risk categories we are suggesting as well as the individual factors under each of the headings set out later on in this section. 

Seven broad categories are considered:

· Suicide.

· Neglect.

· Aggression / Violence.

· Risk Associated with Disability.

· Physical / Medical Risks.

· Self-Harm.

· Other Risks.

In developing a clinical tool a few broad considerations will arise in practice: 

1. Provision for ‘Past’ & ‘Current’ (and possibly ‘Potential’ in relation to the ‘Current’ category). A frequent question raised by practitioners is “what constitutes ‘Past’ and what constitutes ‘Present’?”. One approach is to provide a cut-off date in the operational policy and on the risk documentation e.g. three months. However, this approach can lead to various problems including occurrences that are just a few days away from the cut-off point. Which category they should be entered under?

2. Documenting ‘Potential’ risks under the ‘Current’ section. Arguably anything could be described as ‘Potential’. Therefore, the preferred option is to rely upon good clinical judgement, based upon sound professional approaches & experience. As far as possible where areas of potential confusion occur, it is preferable for practitioners to check out thinking, ideas & concerns with colleagues with a view to arriving at some sort of consensus on the issue in question.

3. Inclusion of tick boxes for ‘Yes’, ‘No’ & ‘Don’t Know’ against each of the category factors (creating the opportunity for practitioners to highlight areas where more information or clarification is required by ticking the ‘Don’t Know’ box). However, some documentation in use around the country only has provision for ‘Yes’ or ‘No’ which can lead to people being forced to tick one of these when, in reality, it would be far more appropriate to be recording some items as ‘Don’t Know’. 

Risk Categories and Associated Factors…     

Listed below are the seven risk categories we are suggesting together with some of the associated risk factors for each. We would pose the question to the reader of what categories they could come up with personally, and how they might re-arrange the individual factors which are listed under each section:

Suicide






Examples (WHERE APPROPRIATE)
( Attempts on their life




Taking of overdoses / hanging
( Expressing high levels of distress


Highly emotional, agitated 

( Use of violent methods




Cutting of wrists

( Helplessness or hopelessness



Severe depression

( Misuse of drugs and / or alcohol


( Family history of suicide

( Major psychiatric diagnoses

Manic Depression, 



Schizophrenia, Clinical 



Depression



( Separated / widowed / divorced

( Expressing suicidal ideas


 

( Unemployed / retired

( Considered / planned intent

( Significant life events




Bereavement of close relative 









or friend




( Believe no control over their life

( Other (To be specified)

Neglect






Examples (WHERE APPROPRIATE)
( Periods of neglect




Neglect when abusing drugs

( Lack of positive social contacts



Abusive peer contacts

( Failing to drink properly

( Unable to shop for self

( Failing to eat properly

( Insufficient / inappropriate clothing

( Difficulty managing physical health


Ignoring dental needs

( Difficulty maintaining hygiene

( Living in inadequate accommodation

( Experiencing financial difficulties


( Lacking basic amenities (water / heat / light)

( Difficulty in communicating needs


Client with psychosis


( Pressure of eviction / repossession

( Denies problems perceived by others


Lack of insight / denial

( Other (To be specified)

Aggression / Violence




Examples (WHERE APPROPRIATE)

( Incidents of violence

( Paranoid delusions about others


“They are poisoning me”

( Use of weapons

( Violent command hallucinations


Voices say “Hit that nurse”

( Misuse of drugs and / or alcohol

( Signs of anger and / or frustration


Shouting / banging fists

( Sexually inappropriate behaviour


Touching / stroking others

( Known personal trigger factors



Visit from family


( Preoccupation with violent fantasy


Rape / hostage taking

( Expressing intent to harm others

( Admissions to secure settings



High, medium or low security









provisions or use of seclusion

( Dangerous impulsive acts



Deliberate fire setting

( Denial of previous dangerous acts

( Other (To be specified)

Risk Associated with Disability



Examples (WHERE APPROPRIATE)

( Sensory impairments





( Intellectual impairments




Poor social skills

( Physical suitability of home

( Mobility inside the home

( Mobility outside the home

( Risk of falls





Frail / elderly person

( Risk of wandering




Client with dementia

( Risk of accidental injury

Learning disability client 



drinking a boiling hot drink


( Communication difficulties




( Expressing sexuality

( Consequences of impulsivity



Assault on client

( Challenges to services




Poor service resourcing 

( Risks associated with driving



Partial sighted or epilepsy

( Other (To be specified)

Physical / Medical Risks




Examples (WHERE APPROPRIATE)

( Physical impairments




Loss of limb(s)

( Medical conditions




Asthma / epilepsy  

( Self-managing medication

( Monitoring medication side-effects

( Risks of withdrawal




Relapse / fits / seizures 

( Risks from smoking




Health / fire

( Manual handling risks

( Incontinence

( Other (To be specified)

Self-Harm






Examples (WHERE APPROPRIATE)

( Cutting






Use of razor blades / glass

( Burning






( Insertion of objects




Pushing items into veins

( Overdosing

( Eating disorders





Bulimia / anorexia

( Taking of laxatives

( Hair pulling

( Head banging





Striking head against wall

( Striking self with objects

( Breaking of bones

( Other (To be specified)

Other Risks






Examples (WHERE APPROPRIATE)

( Exploitation by others




Finance issues 

( Exploitation of others




Manipulation

( Stated abuse by others




Physical / sexual

( Abuse of others





Verbal / physical / sexual

( Harassment by others




Racial

( Harassment of others




Verbal





( Risks to child(ren) 

( Living alone (with no support)



Isolation

( Culturally isolated situation

( Religious or spiritual persecution

( Arson (deliberate fire-setting only)

( Staff conveying clients in own vehicles

Volatile behaviour of client

( Other (To be specified)

The following case study challenges you to consider risk categories and associated factors. The case study itself is a composite, for illustration purposes only, as it would be rare to find a service user who would exhibit major factors in all of the category areas.

MARTHA

(A case study to illustrate risk categories & factors)

Personal history

Martha is 71 years of age, white British, and was born in Scotland. She experienced physical, sexual & emotional abuse from the age of four by her aunt who brought her up due to her mother & father being unfit to look after her due to chronic alcoholism.

Martha did reasonably well at school despite the severe problems at home and subsequently obtained a job in a local bakery. She worked in various bakers shops between the ages of 16 & 35 years of age. Martha married at 25 to someone she met during one of her in-patient spells in hospital but unfortunately he was physically & emotionally abusive towards her and they eventually divorced when she was 36 years of age.

Approximately a year before the divorce, Martha was pushed down the stairs by her husband through which she acquired a head injury leading to a mild learning disability. This incident also left her with Epilepsy and she tends to get an attack every couple of months although she manages to cope with this quite well.

Residing in the Leeds area since the age of 23, Martha now lives alone in a 24hr warden assisted ground floor flat where she normally copes reasonably well, receiving weekly support through her C.P.N. from the Elderly Service.   

Psychiatric history & associated factors

Martha experienced her first episode of what is now known as bi-polar disorder at the age of 19 and she had numerous hospital admissions up to 30 years of age. Fortunately, she was able to gain an immense degree of insight and applied herself to managing her illness and this led to dramatically reduced hospital admissions. 

Following the acquired head injury she sustained at the age of 35, Martha was admitted to Rampton High Security Hospital as she was considered too difficult to manage within her local hospital and, at that time, there were no other appropriate services to deliver her care. She was discharged from Rampton Hospital at the age of 40 to her local hospital in Leeds where she spent two months before being resettled into the community.

Three years ago, Martha had a major stroke that has left her right side very weak. Although she has responded well to physiotherapy, she still needs the aid of a stick when walking and she can be quite unsteady on her feet. In addition, it is impossible for her to climb stairs or walk anything more than about 1,500 yards without having to have a long rest.

The following are some of the main risk factors that have been present at various times over the past ten years:

( Self-harming behaviour: Martha has been known to insert objects in her       arm, swallow batteries and also cut herself when she is distressed

( Alcohol misuse: She often drinks excessive amounts of gin when feeling depressed / not coping

( Exploitation: Martha usually becomes very free and lose with her money when high and / or when she feels lonely and wants company

( Self-neglect: When depressed and / or drinking heavily she usually doesn’t wash or take a shower and fails to eat properly

( Aggression / Violence: During periods of psychosis, Martha has been known to lash out with her hands at various people who come into contact with her

Martha has a standing agreement (by way of a ‘contract’ with her clinical team) to go into her local E.M.I. service when her clinical management requires in-patient care. This arrangement usually works well and short admissions of three weeks or so are usually sufficient to get her stabilised. She has the support of an advocate from the local advocacy service in relation to this set-up as well as for other issues which arise from time to time.

Relationships

She enjoys an excellent relationship with her C.P.N. who previously worked in a challenging behaviour unit and is therefore well experienced in dealing with how she presents sometimes.

As well as a good relationship with her advocate, Martha enjoys a close friendship with a fellow woman resident who lives upstairs ~ they usually have tea and biscuits with each other at least twice a week 

Current situation

Martha’s cousin passed away three days ago and this has led to a difficult period for her. Since receiving the awful news, Martha has been drinking heavily in order to escape from the intolerable reality and this has led to the usual problems of self-neglect. 

In addition, she has been cutting her arm again and inserting objects into it as part of her coping strategy. On today’s visit of the C.P.N., there were signs of psychotic symptoms in that Martha was talking rapidly and not making much sense at times. In addition, she became quite distressed on two occasions during the visit and shouted abusively at her C.P.N.

The environment of the flat appeared to be extremely untidy with cigarette ends, ash, empty bottles and other items scattered around. Martha was also dishevelled and has been ignoring personal hygiene. Finally, as the C.P.N. left the flat, he thought he heard Martha mumbling something about “bringing an end to it all”. However, when he asked her if she was suicidal she said “no”. 

Service user strengths / positive attributes

( Some insight when she is becoming unwell.

( Excellent relationship with C.P.N.

( Most of the time she manages to live relatively independently.

( Sociable and reasonable communicator when well. 

( Normally requests support / assistance via her C.P.N. when she needs it.

( Good relationships with her advocate and fellow woman resident.

( Normally does most of her own shopping as there is a helpful shopkeeper 300 yards from the flat.

Risk Categories
 

Risk Factors


Risk Management 











Headline Points

( Suicide



Manic Depression 


Increase C.P.N input






diagnosis. Recent


to daily and encourage





bereavement. Possibly

client to talk about






expressing suicidal


how she feels






intent 

( Neglect



Failing to eat properly.

As above, plus try to  





Not shopping for self.

see if neighbour can





Not maintaining 


assist by offering






personal hygiene.


practical help. 

 









Also, consider 

 









Meals-On-Wheels

( Aggression /


Misuse of alcohol.


C.P.N. to closely  

Violence



Signs of distress / 


monitor for early              





frustration. Previous


warning signs / relapse






admission to High 


signature(s) & consider   

 




Security Hospital


short-term 











hospitalisation

( Risk Associated


Poor mobility & 


O.T. Home

with Disability


risk of falls. Poor


Assessment. 






communicator when


Try to get warden and






unwell




neighbour to monitor 











the flat between C.P.N.











visits

( Physical /



Risk of fire from smoking.

Ensure smoke alarms

Medical Risks


Epilepsy condition.


are working.  






Frail following stroke.

Arrange regular G.P. 











home visits.

( Self-Harm



Cutting arm & inserting

C.P.N. to monitor on a






objects.



daily basis ~ check for











new injuries / dress     

    









wounds.

( Other Risks


Possible verbal / physical

C.P.N. to monitor on a






abuse towards others.

daily basis & to liaise 





Exploitation by others.

with Martha’s         

     








neighbour & warden

PAPER INSTITUTION or PRACTICAL TOOLS?

One of the greatest fears currently has to be that the tools of bureaucracy are turning skilled clinicians into de-skilled ‘risk administrators’. The mechanisms for this change are the volumes of paperwork required in contemporary mental health practice, particularly in relation to risk. The need for the paper mountain (Morgan, 2001) is driven by the culture of blame – something goes wrong and we all need to find a scapegoat. 

The brick walls of the Victorian institutions were held together by mortar, but they seem to have been replaced by the paper walls of the modern institution held together by red-tape (Rose, 1998). However, is the issue of paperwork all seen as negative? Human services are essentially about the giving and receiving of information, and the paperwork and computer systems are the currency for these transactions. The dilemma is how to create the right balance of time for doing, and time for writing. At another level, whether communicating important information, sharing good practice, or facing the rigours of a serious incident inquiry, written documentation is vitally important. What you knew and what you thought is what you wrote. Without such a system requirement, we would be open to many abuses, through bad practices easily defended by the ‘but I thought….’ whim.

The types of paperwork currently in use are voluminous - referral forms, care programme approach documentation, comprehensive needs assessments, full risk assessments, supervised discharge documentation, mental health act assessment forms, carers assessments, detailed daily notes, copies to all, notes of all telephone conversations, letters of confirmation of all agreements, registers, lists, workload statistics, compatibility with team-organisation-profession requirements, written requests on the relevant forms for the relevant organisations, incident report forms, and so on.
What is the purpose of all this documentation? For whose benefit is it? How much is necessary? Who has access to it? When do we arrive at the summit of this paper mountain? Who is involved or consulted in its design and implementation? What about the issues of duplication… accessibility… confidentiality? So many significant issues, yet often so little discussion at the local service level between all the relevant parties. Morgan (2001) suggests that one of the major challenges is that of shifting perceptions of paperwork, away from the negative demands of a remote bureaucracy, to one of a practical tool supporting good practice. However, this should not cloud the need to scrutinize the relevance of all the requirements, determining baseline minimum standards, involving practitioners and service users more in the design of relevant formats, and ensuring that there is a shared understanding of how these mechanisms are to operate.

One apparent answer would be to develop the technology by transferring all records to computer systems. The ideal situation would be a unified system of electronic patient record keeping. All practitioners would have access to desk-tops, lap-tops or palm-tops as needed; so that relevant information could be entered or down-loaded at the time of need. Records and assessments could be recalled and edited while in the review meetings. Duplication could be avoided, and new information could be shared with all relevant individuals as soon as it was available. People could search for key words or specific information without having to sift through what are often very bulky files, and different agencies would be using compatible systems that communicated with each other. At risk individuals would be identified, and appropriate protocols implemented to ensure the risk information was passed to all people who need to know it.

In these days of information technology, this should be an achievable goal. However, the general experience in practice is that within individual organisations even within the NHS, there are numerous different operating systems in place, which are not compatible with one another. The above scenario appears to remain a long way off and is only partly the answer to the paperwork conundrum. Whilst it may save ‘some’ time for some people, services may still be populated by techno-phobes requiring training and technical support; sufficient capital investment has been made into the supply of accessible equipment; and it still does not address the validity of all that is required to be recorded, or sufficiently addresses the confidentiality and accessibility of information issue.

How to shift from ‘disabling’ to ‘enabling’ risk assessments and management plans?

A number of important principles would need to be established:

· Information efficiently communicated, through a more collaborative process.

· A transparent ‘need-to-know basis’ established.

· A sense of ownership of documentation, developed through practical processes of consultation and testing of ideas.

· Eradication of duplication.

· An awareness of realistic expectations openly acknowledged by all parties, that risks can be minimised or reduced but not eliminated.

· A recognizable culture shift to a more open use of risk assessment information for the purpose of meeting service user needs rather than just as a way to find out what went wrong, and who made the mistakes.

This type of development could have significant benefits. For the service manager, the possibility of collaborative working towards recognised good practice, supported by relevant research and practical evidence. For the practitioner, an appreciation of the place and function of essential administrative needs, able to both support and reflect the reality of working relationships. For the service user, fears heard and listened to, through more open discussion of the needs for minimum standards of essential documentation. Gathering of information that respects individual circumstances - achievements, strengths and personal priorities, not just detailing problems and difficulties alone.

Whether we are aiming towards the more difficult task of national standards for documentation, or supporting local decisions, an agreed minimum standard of what is needed has to be achieved. Essentially, what most people will want is the maximum information with the minimum time and effort – the impossible tension between being brief and comprehensive at the same time. It has been said, by some practitioners, that the best format for documenting a risk assessment is a blank sheet. Whilst this will allow for complete individuality of the assessment recording process, it does not guarantee good practice in recording information by all nurses, and other practitioners. Furthermore, it offers no guidance on what a risk assessment should cover, and may encourage some people to write in a style that becomes inaccessible or not read. For many people, the absence of a structure will result in them attempting to devise a structure to their method of recording. There are no great merits in a system where the structure of recording is completely ad hoc. 

Getting down to the basics - it is not so much the form, more the quality of the information. But, designed properly, the form structures the thought processes and the resulting information in a meaningful way (Morgan, 2000). It must be used with clear explanations to service users, about why, how and with whom it will be shared. Forms involving assessments of need and risks must incorporate equal attention to positive strengths, resources, and opportunities for positive risk-taking.

The vitally important point to stress in this connection is that good risk documentation should always be a supportive tool to good clinical practice and not a burdensome hindrance. In a blame culture, it is important to remember that ‘paperwork protects practitioners and patients’ (Wetherell, 2001b). Where vital information was not accessed, it is still important in these instances to document the need for additional information, and the attempts to gain it. At all times professional training, practical experience and multi-disciplinary approaches arriving at sound clinical judgement should be the focus, supported, of course, by effective processes of risk assessment and management. 

What about scoring mechanisms and numerical scales? 

Some of the existing risk assessments on the open market have devised their own numerical systems of quantifying the risks identified (Worthing Priority Care, 1995; O’Rourke and Hammond, 2000). In practice and in workshops, the responses to this format are mixed. They primarily seem to be meeting the audit and research agenda for numbers that can be more easily analysed and evaluated. For this reason, they have some merit in comparison of assessments across time. 

However, in the particular instant where clinical decisions need to be made about how a risk assessment may inform a risk management plan, they can become more misrepresentative of circumstances, being more inclined to the quantitative rather than qualitative values. Numerical systems are generally poor at representing the thinking and communication that informed a risk decision (Stein, 1998). They may also be cynically seen as a useful tool for rationing services at times of pressure, rather than focusing on the reality of risks being faced.  

What about risk management plans?

Clinical practice is fraught with demands on practitioner’s time, and the emphasis of many clinical tools is on the assessment of need, with a commensurate neglect of the management of the risks identified. In many instances, the design of clinical tools stops short at simply offering a final box headed ‘management plan’, lacking the guidance previously afforded to the process of assessment. Morgan (2000a) is one example of how more space and guidelines may be offered, to inform the discussions that direct a risk decision to be represented in a more formal plan. This plan may equally be located within the overall ‘care plan’, or stand as a specific risk management plan attachment to the care plan. Accessibility and utility of the plan are the important issues.

The subsequent management of a risk, including the taking of risks, should be afforded at least equal importance and attention as the initial identification of risk through assessment. Ultimately, a thoroughly assessed risk that was haphazardly managed is still likely to result in negative consequences.  

CONFIDENTIALITY

One of the great paradoxes facing mental health professionals today is the need for greater disclosure, and for confidentiality (Cordess, 2001). In conjunction with the inquiry reports calling for more sharing of information, we struggle to square the circle in mental health services. Guidance, legislation and local policy statements often exist, but serve to cloud the issues in the reality of day-to-day practice. Maybe it is one of the issues that simply defies clarity.  

On one hand, confidentiality is a crucial part of the risk assessment and management process, an essential cornerstone of the trusting working relationship. On the other, it has the potential for abuse, where playing the confidentiality card for all of the wrong reasons acts as a defence. In the latter circumstances, use of confidentiality may prevent the passing of information that should be communicated for important safety reasons. 

Service users may not always be the people who use ‘confidentiality’ as a blocking mechanism. However, they are well within their rights to use it as a demand for more transparency of the use and communication of sensitive information about their personal lives. The person who is not told where information will be shared, and for what purposes, is understandably going to raise concerns about its widespread broadcasting. Where there is more transparency on behalf of the service providers there is likely to be more understanding and acceptance from most service users. 

In its simplest form, transparency may be linked to the CPA network of care: indicating these are the people who the information will be shared with, as they are all working together to offer care and support. As with ripples in a pond, this picture may spread further as we explain how some of these individuals will be part of working supervision relationships, and team-working, requiring some disclosure to aid ideas and care planning. Even where the information appears to be seeping more widely, we may still be able to define reasoned boundaries to its sharing. We need to clarify the ‘need-to-know’ test. 

Mental health services introduce many complications to this simple picture. Health and social services are often likely to operate different policies and procedures for information sharing and accessibility. The statutory sector services may express concerns about widely differing practices across a diverse voluntary sector. Some services e.g. advocates, may actively refuse to accept information passed on, preferring to take a blank slate approach to assessing individual needs (and taking their own precautions about the potential for risks as something you deal with if and when it arises).

A further complication arises when we are thinking about the mechanisms for recording information, their accessibility, and frequent incompatibility. Many practitioners experience that frequent heart-sinking feeling – so many different places to be recording so many types of data, that it becomes a challenge to determine where a specific piece of information should go; none of it is cross-referenced, and the thought of considering with whom it should be shared is a thought too far!   

Some psychotherapeutic relationships are established on a strict basis of confidentiality. In this context, some disclosures may have been made on the premise that nothing is shared outside of the relationship. This approach is contraindicated by the repeated reports of inquiries, which highlight a consistent factor of poor risk management being a failure to pass on vitally important information to people who could have used it to possibly avoid a disaster. US and UK case law over the last 25 years has pointed towards disclosure of information through the breaching of confidentiality, where serious and imminent risk of harm to an identified individual is divulged (Monahan, 1993). 

There will be many ‘what if’ scenarios in relation to this issue, defying any attempts to secure an answer for all eventualities. What we do need, as a basic standard for practitioners, is guidance that indicates:

· service and team operational policy statements outlining the importance of confidentiality, and openly recognising the dilemmas it throws up;

· development of leaflets/statements to present information about confidentiality and information-sharing to service users;

· the need for transparency with service users about how information is to be used;

· the setting of reasonable boundaries that recognise the rare circumstances where breaching confidentiality will be needed for personal safety of service user and/or others;

· clear documenting of the reasons for decisions to breach confidentiality;

· clear documenting of the reasons for decisions made not to share information with specific individuals;

· inter-agency agreements about issues of confidentiality and information-sharing.

CONCLUSIONS

· Risk cannot be eliminated. However, it can be reduced or minimised through good working practice and sound clinical approaches which, as far as possible are multi-disciplinary / multi-agency.

· Risk is dynamic and each case needs to be treated separately with due regard to its own particular elements.

· Risk assessment and risk management more often feel like ‘done to’ rather than ‘collaborated with’ processes for many service users. This promotes more stigma and hinders real recovery.

· Carefully considered positive risk-taking initiatives offer the most tangible form of defensible decisions.

· All people directly involved in mental health services need to collaborate in demonstrating the reality of everyday circumstances, and challenge the unrealistic expectations perpetuated by media misrepresentation, public perceptions and legislative bureaucracy.

REFLECTIVE QUESTIONS

1. Review the ‘Kate: case study in positive risk-taking’. What are the potential outcomes of the stated plan, and what needs to be in place in your local services to make these types of decisions a reality?

2. What tensions exist between the roles of service documentation / paperwork tools and clinical judgement, in the routine assessment and management of risk?

3. Confidentiality of service user information is of paramount importance, and good risk assessment & management plans require the sharing of accurate information. How do you square the circle?

4. What elements should be prioritised in ‘training’ and ‘practice development’ programmes, for supporting the implementation of good practice in assessing and managing risks in local mental health services?

ANNOTATED BIBLIOGRAPHY

Department of Health (2001) Safety First: Five-Year Report of the National Confidential Inquiry into Suicide and Homicide by People with Mental Illness. London: Department of Health.

Provides the most comprehensive statistics on the suicides and homicides in England and Wales. It focuses specifically on the populations in contact with mental health services, but importantly places these within the context of the figures for the whole population. Significant recommendations are drawn out for the wide-ranging areas of the service, from in-patient care to community support, and the vital place of primary care.

Morgan, S. (1998) The assessment and management of risk. In: C. Brooker and J. Repper (eds) Serious Mental Health Problems in the Community: Policy, Practice and Research, pp 265-90. London: Bailliere Tindall.

Sets out to review the evidence and offer detailed clinical examples of the 3 main risk categories: suicide, neglect, and aggression and violence. Intensive outreach support is identified as a key service response to the repeated messages from the inquiry reports.
O’Rourke, M. and Bird, L. (2000) Risk Management in Mental Health. London: Mental Health Foundation.

A short practical booklet setting out clear bullet-point lists of the key themes and messages about the context and practice of risk assessment and management. In RAMAS it outlines one specific example of a locally developed and nationally recognised systematic approach to documenting and auditing the identified research risk factors and management responses.

Rose, N. (1998) Living dangerously: risk-thinking and risk management in mental health care. Mental Health Care, 1(8): 263-266.

A thought-provoking challenge to the way risk assessment and management have come to dominate the thinking and working of mental health services. It argues that we have become the ‘risk business’, with a greater emphasis on the administration of risk, rather than on the care and support of people experiencing mental health problems.
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