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Step 1 — Assess

ASSESS
SOURCES OF INFORMATION TYPE OF ASSESSMENT TYPE OF RISK FACTORS
Clinical Interview, Prior documents, Comprahansive psychiatric/mental Static, Dynamic (internal exiarnal),
Collateral sources health assessment & Anamnestic Casa Specific, Protective
assessment

from Clinical Assessment, Review File & Collateral Sources identify
Static Factors

Young age (< 40), Early behavioural problems*, History of emplayment problems®, Previous vialence®, Young age at first violant
incident®, History or poor interpersonal relationships*, History of substance abuse*, History of breaches of legal arders or poor
rule adherance®, Prior diagnosis of 2 major mantal illnass [schizophrenia, mood disorder)®, Parsonality disordar, particularly
paranoid and cluster B parsonality disorders®, Psychopathy (PCL-R = 30 f PCLSVY = 18 only if documeantad avidence availabla)®

Dynamic Factors - Internal
Current/active substance abuse or dependence; Poor insight™; Adherence to attiludes that justify aggression (whether derived
from illness or not)*; Active symptoms of mental illness®; Poor response to freatment®; Impulsivity®

Dynamic Factors - Situational
Protective Factors

Anamnestic assessment for each prior aggressive episode
Pattam racognition - (3 Approaches - choosa ona)
ABC CBT S5W1H

Antecedents, Behawviour, Thoughts, Feelings, Behaviour Whao, What, When, Where, Why, How
Consequences

The purpose of a risk assessment is not to enable risk prediction. The purpose
of risk assessment is to source and identify static, dynamic (internal and
external), case specific and protective factors to enable risk management.

Sources of Information
Information can be obtained from three sources:
e Clinical interview
e Review of clinical documentation (fact sheets (if available); hospital file
etc)

e Collateral sources

The clinician can identify risk factors through comprehensive clinical interview
and conduct an anamnestic assessment (review of prior aggressive episodes).

Statement of Limitation
Your confidence in your assessment will be dependent on the amount and quality

of information available to you at the time. If you do not have all this
information available to you, you need to state that!

-26-



Comprehensive Psychiatric Assessment

Given the seriousness of risk of harm to others, and the associated morbidity and
mortality the clinical interview should be a comprehensive psychiatric interview.

Anamnestic assessment (ldentifying patterns of aggression)

The purpose of the anamnestic assessment is to identify patterns of prior
aggression to develop a profile of the internal factors and external factors that
tend to be associated with aggression in a particular individual and informs the
clinician about the nature of the risk. This will later enable the clinician to
determine which factors, when active, herald increased risk and assist in the
development of early warning signs (EWS). It is important that each episode of
aggression is assessed. If there are many episodes and time is limited, then the
most recent and/ or mot serious episodes should be reviewed.

There are three approaches to the anamnestic assessment. The “ABC”
approach; the “CBT” approach and the “6W1H” approach.

ABC

For each occasion of aggression one could adopt that the ‘ABC’ approach:
Antecedents (factors that preceded and trigger the incident), Behaviour (what the
person did, to whom and using what) and Consequences (what happen, how
much harm).

CBT
For each occasion of aggression assess what the person was Thinking, Feeling
and Doing at the time of each prior aggressive event.

5W1H

For each occasion of aggression assess;

When the event occurred

Who the victims were (age, sex, relationship)

What behaviour the person engaged in and what were the consequences
How they engaged in that behaviour

Why they engaged in the behaviour

Where it occurred

In addition the anamnestic assessment allows the clinician to consider if there
has been an increase or decrease in the severity of the aggression or frequency
of aggression over time.
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Step 2 — Formulate

Static : Dynamic Ratio
Baseline Risk - Describe the loading of Static and Dynamic risk factors

Anamnestic Statement

Type of violence, potential victims, internal factors, situational factors, motives, imminence, protective
factors, recent increase or decrease in severity or fraquency

[ Early Warning Signs J

The purpose of the formulation is to make a meaningful statement about the
nature of the potential harm as it relates to a particular individual at a particular
time.

Before formulating anything it is essential to identify the issue that is being
formulated. In this case the formulation involves the formulation of risk of harm to
others (sexual, violence, psychological) and not primarily about diagnosis.

In formulating, the clinician endeavours to make a statement about the nature of
the potential harm, identifying the type of harm, the situations in which harm
might occur and factors that may impact both positively and negatively on the
nature of the harm. It is important to acknowledge the changeable nature of
potential harm and highlight the degree of confidence the clinician has in the
current assessment.

Formulation can also involve making statements about scenarios of potential
harm that could occur in the future. In any one case there can be numerous
potential scenarios that could be relevant. The clinician could provide a
formulation of the most likely scenario only or develop a number of scenarios
and report then in order of priority.

Whatever method is chosen, the formulation should at least reflect the most likely
factors associated with the potential harm to others at that particular time.

It is important to remember that any formulation has a limited lifespan because
the potential harm to others fluctuates as circumstances change.

When approaching the formulation the clinician can use information obtained in a
variety of ways:

e Formulation of static to dynamic risk ratio
e Anamnestic statement
e Identifying Early Warning Signs
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Static: Dynamic Risk Ratio

The clinician can use static factors to develop an informed statement about the
interplay between static and dynamic risk loading.

Overall, static risk factors inform the clinician about:

Baseline risk (risk when dynamic factors have been dealt with)
Frequency of monitoring that might be required

Vulnerability to acting in a violent manner

The level of dynamic risk that can be tolerated by the clinician
Longer term risk

Overall dynamic factors inform the clinician about:

A person’s capacity to manage their static/baseline risk
What needs to be targeted in management

Red flags

Shorter term risk

Fluctuations in risk profile

Overall protective factors inform the clinician about:
e Strengths that need to be maintained or enhanced

Anamnestic Statement

Review of the anamnestic assessment enables the clinician to make statements
about the person’s pattern of prior aggression, and in doing so, the clinician can
make statements about the likely nature of future aggressive events. There are
various aspects to the nature of harm to others that the clinician needs to
consider.

Type of Violence

There are a variety of ways a person can harm (physical, psychological, to
people, to objects or animals, and through threats). The clinician could consider
the most likely type of harm to others they are formulating and how severe the
outcome of the risk might be.

(For example the most likely type of risk may be physical violence, but this may
have varying degrees of severity in terms of its outcome — homicide being the
most severe outcome).

Type of Potential Victims

Who is most likely to be at risk — family members, children, adults, friends, co-
workers or animals?
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Internal Factors
What types of internal factors are most likely to be associated with the risk?
Situational Factors & Opportunity

What are the circumstances and triggers most likely to be associated with an
increased risk? It is also helpful here to comment on access to weapons, types of
weapons and access to potential victims.

Likely Motives

What are the potential motives most likely to drive the behaviour? The motive
could be derived from irrational reasoning (for example delusions) or rational
reasoning. This generally relates to feelings, motives, thoughts, desires and/or
needs. How strong is the drive?

Imminence

This involves the consideration of the period of time the adverse event is most
likely to occur; in next few hours to immediate (24 hours), short term (days to 1
week), medium term (weeks to 1 year) or long term (years). That is, the clinician
should consider imminence of the most likely adverse outcome. One way of
doing this might be to consider the likelihood of the event occurring within next
few hours to 24 hours (immediate), days to 1 week (short term), week’s to 1 year
(medium term), year’s (long term).

Protective Factors

The clinician can list factors that are particularly important when it comes to
reducing or mitigating against risk.
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Step 2 — Formulate (cont)

Suggested format for the static: dynamic ratio

This person manifests a high/moderate/low loading of static risk factors in the
presence of high/moderate/low loading of dynamic risk factors and
LTS =0

Suggested format for an anamnestic formulation

Describing the pattern of violence

A) In the event that the patient experiences

Internal factors and case specific factors

B) When exposed to

Situational factors & opportunity

C) There is a risk of

Types of violence and severity of violence

involving

Potential Victims

D) driven by

Feelings, thoughts, desires, needs

E) Things that might protect against this risk include

Strengths & protective factors

Identification of Early warning Signs

The clinician can list the Early Warning Signs that might herald impending
changes in concern about the risk of harm to others.
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Step 3 — Manage

Decrease Risk Factors & Enhance Protective Factors

A

i B
TREATMENT PLACEMENT RESTRICTIONS IMPLEMENTATION
What freatment or Having regard for the management Whal restricticns are likely to b Who is responsible for
changes in treatment plan, can this plan ba safaly uired in order for th treaiment implamenting the plan?
are required 7 implemeanted in the patient's to be safely implemented?
: With whom will this plan
- _ current environment?
* Biological ) %ﬁ-’fﬂmﬂ‘l?ﬂlﬂ be communicated with?
: Pszr_:l}uluglcal Is the rizk imminent? People {patiant, carer, family,
" Socia Structure fal vict
What is the likelihaod of expasure BOCHEE
ta known triggers*? Personal Collaboration with cther
Abstinence from substance. agencies?
How is the patient likely to cope Awoiding antisocial peers,
with foresasable strass™? Awoiding high risk situations,
How adaquata ara tha palient's Legal
suppors"? Mental Health Act
Weapons laws
How likely i it that the patient will Child Protection
adhere Io lha plan*? AVO's and other legal order
. A
'
MONITORING

What needs to be monitored? (How often, where and by whom?)
(treatment, placement, restrictions, impmemeantation)

Identify the date of the next review and who will do it

The whole purpose of a risk assessment is to provide the foundation for and to
guide the development of a risk management plan. A risk assessment is never
complete without a risk management plan.

Adopting the medical model, a risk management plan can be seen as the
“treatment” for the “condition” (risk of harm to others). Failure to implement a risk
management plan once a risk assessment has been conducted and a risk of
harm to others has been identified, is akin to making a diagnosis of a potentially
life threatening medical condition and failing to implement a treatment plan.

A risk management plan in mental health practice does not only address the risk
of harm to others. Mental health workers are not only “risk managers”. It
addresses all other clinical needs as well.

Clinical management in mental health involves a multidisciplinary approach
(biological, psychological and social) addressing all risks (risks to self, others,
relapse, and medical misadventure). While this handbook focuses on the
management of risk of harm to others and the risk factors associated with this,
the clinician must not lose sight of the need to manage other risks. When such
risks are identified at the time of a Risk Assessment, the Management of these
other risks also needs to be incorporated in the risk management plan.

It is preferable, but not always possible to engage the person being assessed,
their carers, families and social supports in developing and implementing a risk
management plan.
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The approach adopted here emphasises the importance of linking
treatment and management to identified risk factors. That is, key risk factors
contributing to an increased risk should be important targets for intervention and
key protective factors should be enhanced or maintained.

Some risk factors are external to the patient. These factors have been discussed
under the heading ‘Situational Risk Factors’. While these are external to the
patient it is still necessary and possible to plan to manage these risks. From the
anamnestic assessment the clinician will have identified situational factors and
case specific factors which contribute to an increased risk for a particular patient.
It is possible to then incorporate these into the management plan, by first
highlighting them, then putting in place a plan for when/if these factors recur.

For example; If major life events have been identified as situational risk factors,
then it should be reflected in the management plan. If a major life event occurs,
the person may be at an increased risk and the management plan should be
reviewed. It may be appropriate at these times to increase the frequency of
contact with the patient and monitor their progress more closely.

Developing A Risk Management Plan

Developing a Plan

As already mentioned, risk cannot he eliminated but in most cases it can be
ameliorated to some degree; the aim of a risk management plan is to ameliorate
whatever risk exists to enable responsible risk taking.

This approach to developing a risk management plan is to consider the historical
and dynamic (internal and situational) risk factors that need to be addressed and
develop interventions to address these risk factors in the context of the following
5 domains; each influences the next and flows from the one before. It is
important to consider all of the identified risk factors and possible interventions
within each domain before moving on to the next domain.

Treatment
Placement
Restriction
Implementation
Monitoring

When considering treatment, placement, restrictions, implementation and
monitoring consider:

e The usual interventions

e Then refer to the list of risk factors identified and look for interventions that
might address the risk factor in each domain (treatment, placement,
restrictions and monitoring). It is important to consider each domain
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separately and ask the question, “In this domain what interventions will
address this risk factor?”

e In each domain consider immediate, short, medium and long term
interventions.

Historical risk factors are difficult to treat but in some cases interventions can be
considered that might prevent them from re-occurring. For example; An
individual might not be abusing substances at the time of the assessment but has
a history of serious substance abuse that contributed to prior violent behaviour.
In this case the clinician might suggest an intervention such as ongoing drug and
alcohol counselling.

In developing the risk management plan consider all the risk factors identified
and attempt to implement strategies to reduce them in each domain.

Then consider all the strengths and protective factors and attempt to implement
strategies to enhance or maintain them.

There are three important ethical principles central to mental health practice; they
are; Autonomy; Confidentiality and, Beneficence?. In every case, mental health
professionals should endeavour to uphold these principles when dealing with
patients. However, in certain circumstances there is an argument that these
principles may be to a certain extent, be breached. However when there is a
decision to breach them the clinician always attempts to limit the potential harm
caused to the patient in doing so.

One circumstance where confidentiality could be breached is when there is a risk
of harm to others. Mental health clinicians quite rightly do not relish limiting the
freedoms (by placing restrictions) of their patients. However, when risk of harm to
others (and self) is an issue, there is an ethical argument that the clinician should
consider curtailing certain freedoms in order to reduce those risks. This principle
is applied in mental health legislation, where mental health clinicians are given
the legal right to restrict a patient’s freedom and enforce treatment.

Before considering these types of restrictions it is expected that the clinician
afford the patient the respect of not only a comprehensive assessment but also
the ability to consider whether or not a treatment option is preferred over a
restriction, and whether this will adequately address the particular risk factor in
the first instance. Only failing this should the clinician consider placing
restrictions on the person. In doing this, the clinician should apply the principle of
the least restrictive alternative that adequately deals to the risk.
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Writing the Plan

In writing a risk management plan the intervention should be written in the form of
ACTIONS. The clinician should endeavour to commence each recommendation
with a “verb”.

For example:

Prescribe anti-psychotic medication

Telephone carer and Inform them of admission
Refer to endocrinology

Complete physical examination

Complete schedule under MHA

Treatment
Treatments are interventions designed to change something in or about the
person; that is things that are actively done to or with the patient.

As clinicians, our primary goal is to treat; the decision-making in the development
of a risk management plan commences with treatment considerations. This
includes any other factors that relate to any other risks that might have been
identified (as discussed above). Treatment should also incorporate the treatment
of any medical conditions identified.

Treatment in a risk management plan addresses certain historical but mainly
internal risk factors and capitalises and enhances strengths.

Most internal risk factors can be dealt with by implementing biological,
psychological and social interventions, traditionally related to mental health, such
as type, duration and dose of medication, cognitive behaviour therapy, social
supports and vocational pursuits.

When considering treatments, consider:

1) The usual treatments for the conditions;

2) Refer to your list of risk factors and look for treatment intervention that
may address those risk factors and;

3) Treatment should also incorporate the treatment of any medical conditions
identified

Once appropriate treatment needs have been identified the clinician must then
consider the most appropriate environment in which that treatment can be safely
delivered. For example; if the option is to introduce Clozapine, then the patient
might require placement in hospital for this to be safely accomplished. Thus
placement is the next issue to be considered in a risk management plan.

Placement
Placement is the environment in which the treatment will be carried out or
implemented.
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There are various environments that could be considered from the family home,
independent living, group home, gaol, hospital, hostel or a even a park bench.

In deciding on placement, the clinician should always consider the least
restrictive alternative that enables safe management of the patient. To do
this, the clinician must have regard to the risk and the treatment required.

A helpful way of determining the answer to this question is to consider each of
the potential placements available to the patient at the time of the risk
assessment. While posing these questions, begin with the least restrictive
placement option working toward the more restrictive placement options:

1) How likely is it that the patient will adhere to the plan in this
environment/placement?*

2) What is the likelihood of exposure to known triggers in this
environment/placement?*

3) How is the patient likely to cope with foreseeable stress in this
environment/placement?*

4) Are there adequate supports (personal and professional) available
environment/placement?*

5) Is the environment/placement an accessible and available option?

* These questions form the basis of the Risk Management Items of the HCR-20.
Clinicians should refer to the description of each item from the HCR-20 (see
appendix).

Restrictions
Restrictions are limitations that are placed on the person in order to make the
treatment work in the placement.

Having regard to the answers in the questions above (Placement), the clinician
should consider whether there are restrictions that could be put in place in order
to enable safe implementation of the treatment plan in the least restrictive
placement.

Restrictions primarily address certain historical but mainly situational risk factors
and strengths. However, restrictions can aid interventions to address internal
factors that cannot be addressed through treatment alone.

Restrictions refer to the constraints and coercive mechanisms that might be
required to keep the person safe and reduce opportunity to harm others. They
also deal with constraints that the patient might choose to impose on themselves.

There are three areas of restriction that the clinician could consider:
e Environmental restrictions
e Personal restrictions
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e |Legal restrictions
Examples include:

Environmental (external to the person manipulated by others)
e Policy
o People
e Structure

Personal (internal and relies on persons motivation to adhere)
e Abstinence from substance
¢ Avoiding antisocial peers
e Avoiding high risk situations

Legal (legislation)

MHA

Weapons laws

Child Protection Laws

AVO’ s and other legal order

Mental Health Act (MHA)

The application of the Mental Health Act (MHA) relates to the restrictions that
could be put in place in order to enable safe implementation of the treatment in
the least restrictive environment. For example; It might not be feasible to treat a
person in the community because they are unlikely to adhere to the treatment
plan, which raises the issue of hospitalisation. However, the least restrictive
alternative might be a Community Treatment Order (CTO); the restriction being
the CTO.

When the issue under assessment is, risk of harm to others, then the risk
management plan developed, by the clinician should always provide reasons for
implementing or not implementing the MHA.

Determining whether or not a person is eligible under the MHA requires
longitudinal, not a cross sectional assessment and requires consideration of the
continuing condition of the patient™>.

In determining the “risk of harm to others” (as required under section 14 of the
MHA) it is not based solely on the clinician’s assessment of the person’s
responses to the questions at the time of the assessment. The risk factors
associated with harm to others are not only related to mental illness symptoms,
there are many other factors to consider. For example; a person with a previous
history of recurrent violent behaviour, who is showing early but mild deterioration
in mental state at the time of the assessment; might require admission under
MHA because the person has a high loading of historical risk factors, which
raises the risk profile even though they do not as many symptoms, when
compared to another patient with low loading of historical risk factors who
presents with more symptoms.
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Remember, the association between the risk factor - mental illness (as an
individual risk factor) and violence is small to moderate; other risk factors (for
example; prior history of violence) have a higher association with violence.

Disclosure of Confidential Information

Every risk management plan requires consideration of the need to breach patient
confidentiality to protect a third party. However, the decision to breach
confidentiality should not be taken lightly and should take into consider the
following:

e Make sure that there is adequate clinical evidence to support the decision,
based on reasonable clinical grounds. If not, the clinician should seek to
obtain the information

e Attempt to have the patient give signed consent to breach confidentiality.

e Consider other options that make breaching unnecessary. For example;
can the matter be dealt with under the MHA?

e Get the opinion of peers or a second opinion and (if working in an
organization) the opinion of your line manager. The decision to breach
confidentiality should involve the administration. Don’t make a decision
alone.

e If the decision is to breach is made then inform the patient of this intention
before breaching

e When breaching confidentiality, inform only the agency that can do
something about the issue and share only the confidential information
necessary to help address the risk. It is seldom necessary to disclose
clinical information such as diagnosis and treatment

e Keep good documentation and describe the reasoning process leading to
the decision

Disclosure to Child Protection Agencies

In New South Wales, certain groups of people are considered ‘mandatory
reporters’ and are required by law to report to the Department of Community
Services if they suspect that a child or young person is at risk of harm. A
mandatory reporter is a person, who as part of their professional or paid work,
delivers health care, welfare, education, residential or law enforcement services
to children and young people. There is a legal obligation to report this risk to the
Department of Community Services and failure to report carries penalties.
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Treatment and restrictions options are interventions and their effectiveness
needs to be monitored. At this stage the clinician needs to consider ways of
monitoring.

Weapons Disclosure

Under the provisions of section 79 of the NSW Firearms Act (1996) health
professionals, who in the provision of health care services to an individual, is of
the opinion that if that individual is in possession of a firearm they pose a threat
to public safety or themself, the health professional may inform the
Commissioner of Police. In doing so, in good faith, the health professional is
protected from criminal or civil liability, including liability for breaching
confidentiality.

Implementation
Implementation is about identifying and ensuring that someone is responsible for
making the risk management plan happen.

All too often risk assessments are conducted without proceeding to a risk
management plan; or an inadequate risk management plan that does not
address the risks; or an adequate risk management plan is developed that for
various reasons is not implemented; or an impractical risk management plan is
developed which can not be implemented. Implementation is the action that
needs to be taken to ensure that the treatment plan and restrictions are
commenced. It requires a conscious effort on the part of clinician.

In the same way that a risk assessment is never complete without a risk
management plan; a risk management plan is ineffective until it has been
implemented and a person responsible for its enactment is identified.

¢ |dentify clinician responsible for overseeing the risk management plan

e Communicate and explain the risk management plan to the person/s you
have identified as being responsible

e |If possible review the proposed risk management plan with the patient

e Communicate the risk management plan to other appropriate individuals
and agencies

e Document the names and roles of the people you have communicated
with, identifying the nature of the information communicated

e Most importantly, clearly identify the name of the person responsible for
overseeing the enactment of the risk management plan

Monitoring
Monitoring is the gathering of information to inform about and ensure the
effectiveness of treatment, placement, restrictions and implementation.

Monitoring involves three things:

1) Gathering additional information (For example; the need to refer for a
specialist opinion, getting old notes, meeting with the family).
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2) The determination of the effectiveness of the treatment, restrictions and
placement.

3) The frequency of reviews, by whom, when and where.

Look at the treatment, placement and restriction options individually to determine
what needs to be monitored.

Monitoring includes identifying what needs to be reviewed, how frequently, by
what method, and by whom.

Some examples include:
(To monitor treatment interventions of collect more clinical data)

Blood levels of medications, MSE, side effects (AIMS, ECG, and blood
chemistry), level of aggression, level of functioning, referral to specialists, referral
for CT scan)

(To monitor restrictions)

Urine drug screens (monitors drug abstinence); adherence to treatment (monitors
the effectives of coerced treatment); access to and contact with potential victims
(environmental restrictions); and adherence to legal orders (effectiveness of an
AVO).

Step 4 - Review

Risk fluctuates and so risk management plans have a finite life. The life and
relevance of a risk management plan is difficult to determine and will vary from
individual to individual depending on their circumstances.

Once a risk management plan has been developed, it is important that a review
date is identified. The purpose of the review is to adjust the plan appropriate to the
changes in the persons risk profile since the last assessment was performed. Itis
also important to review the previous management plan itself, to determine what
has been successful, what still needs to be implemented and what elements of
the management plan were not so successful. Time to next review will be
commensurate with the stability of the patient and the level and severity of risk.

The clinician needs to consider (and this is very subjective), having regard to all
the information, “What is the period of time it would reasonably be, if the risk
management plan is enacted before | envisage an adverse event
occurring?”. The review should occur on the last day of this period. This
process requires “forward thinking”.

When reviewing the risk management plan it is imperative that the clinician
reviews the prior risk management plan to determine what elements of the plan
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have or have not been implemented. Elements, that have not been implemented,
need to be brought forward if the clinician is of the opinion that they are still
relevant.

This determines when the next review of the risk management plan occurs.
However, a change in clinical status, the emergence of early warning signs,

or a significant incident should lead to a review of the risk management
plan.
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Appendix 1
GUIDE TO WRITING YOUR OPINION ON RISK AND RISK MANAGEMENT
PLAN

REASON FOR REFERRAL
Reason for this assessment
Who it is requested by

SOURCES OF INFORMATION
Remember: to look for information in 3 areas:

1) FILE REVIEW
2) COLLATERAL SOURCES (especially family)
3) CLINICAL INTERVIEW

4) LIMITATIONS

Your assessment and management plan can only be reasonably based with the
best information you have available to you at the time. This will vary depending
on the circumstances.

CLINICAL ASSESSMENT
Document your clinical interview here.
- Usual comprehensive assessment PLUS
- Review of prior aggressive incidents (Anamnestic assessment)

OPINION

Psychiatric Diagnosis
Document your opinion on diagnosis in your usual way.

Risk Factors

Static/Historical

Young age; Early behavioural problems®; History of employment problems*;
Previous violence*; Young age at first violent incident*; Personality disorder,
particularly paranoid and cluster B personality disorders*; Psychopathy (PCL-R >
30 / PCLSV > 18 only if documented evidence available)*; History or poor
interpersonal relationships®; History of substance abuse*; History of breaches of
legal orders or poor rule adherence*; Prior diagnosis of a major mental illness
(schizophrenia, mood disorder)*.

Dynamic
Internal

Current/active substance abuse or dependence; Poor insight*; Adherence to
attitudes that justify aggression (whether derived from illness or not)*; Active
symptoms of mental illness*; Poor response to treatment®; Impulsivity*.
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External/Situational

Inadequate social or familial supports; Recent losses (relationship, financial,
occupational, social standing, loss of face); Stress; Major life events (deaths,
divorce, custody conflicts); Access to weapons; Exposure to triggers such as
substances, antisocial associates, conflicted relationships (anything that could
trigger aggression or relapse in illness); Access to potential victims or opportunity
to harm another; Currently on unauthorised leave, AWOL or failure to return from
leave; Existing plan to harm others.

Case Specific (from review of prior and current aggressive incidents)

Case specific risk factors will depend on the individual patient and their
circumstances. These risk factors can be identified through careful review of
prior violent incidents and assist in focusing the process of risk management on
the individual's needs.

Protective (Absence of relevant risk factors and any strengths present)

Go to dynamic internal and situational factors and identify which of those are
absent can be stated as strengths. Also identify the presence of strong social
supports; Engagement with services; Good relationships; Stable employment;
Stable accommodation; Prolonged abstinence from substances; Adherence with
treatment; Older age.

Anamnestic Summary (Patterns of violence)

Number of prior episodes of aggression; date of last episode; methods used;
types of violence (physical, threats, sexual); types of victims (child, male/female,
family/acquaintances/strangers); mental states (common symptoms, motives);
triggers (childhood); consequences.

Formulation

The purpose of the formulation is to make a meaningful statement about the
nature of the potential harm as it relates to a particular individual at a particular
time. Ground your formulation in the empirical factors identified through you
assessment and describe the loading of Static and Dynamic risk factors (Static:
Dynamic Ratio). Include an anamnestic statement.

RISK MANAGEMENT PLAN

Goal is to reduce risk by addressing risk factors and strengthening protective
factors.

You must write in the form of ACTIONS. Look at the risk factors your have
identified and try to address them in your management plan.

\V Risk Factors
A Protective Factors

Treatment (What you need to do)
What treatment or changes in treatment are required?
Biological, Psychological, Social
Look at your list of risk factors and try to implement interventions for them
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Placement (Where it should be done)
Having regard for the management plan, can this plan be safely implemented in
the patient’s current environment? Start with the least restrictive alternative.

Is the risk of aggression imminent?

What is the likelihood of exposure to known triggers to relapse or
aggression*?

How likely is this patient to cope with foreseeable stress*?

How adequate are the patient’s supports*?

How likely is it that the patient will adhere to the plan*?

Restrictions (What needs to be coerced?)

What restrictions are likely to be required in order for the treatment to be safely
implemented in the placement? Look at you risk factors and consider
interventions to deal with them. Consider restrictions under the headings
Environmental, Personal and Legal pay particular attention to;

Mental Health Act
Does this person come under the MHA? (if not, why not)
Duty to Disclose
Does the person have access to a firearm or any other weapons?
Is a child at risk?
Is another person at imminent risk of serious harm?
Do I need to disclose?

Implementation (Getting things done)
Who has this plan been communicated to?
Collaboration with other agencies?
Who will ensure the plan’s implementation?

Monitoring (What information needs to be collected?)
How often, where and by whom?
What needs to be monitored?(treatment, placement, restrictions,
implementation)
What further information is required?
Look at your treatment and monitoring options and consider what needs to
be monitored to determine the interventions are effective.
Identify the date of the next review and who will do it

REVIEW (When do we do this again?)

What is the date of the next review of this risk management plan and who will do
it?

“Forward Thinking” - What is the period of time it would reasonably be, if the risk
management plan is enacted before | envisage an adverse event occurring?”.
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THE REVIEW PROCESS

The review process should require less clinical time. Essentially the review
process follows the same steps outlined in this manual but to a limited because it
is an update.

Assess and Identify
File review, collateral sources and clinical interview (of new only information since
the last assessment)

OPINION
Psychiatric Diagnosis
Changes in mental state

Risk Factors
There is no need to look for or report on historical risk factors if the original risk
assessment has dealt with these:

Dynamic (Current)
Internal
Report on changes in these as well as the emergence of new risk factors

Situational
Report on changes in these as well as the emergence of new risk factors

Case Specific
Report on changes in these as well as the emergence of new risk factors

Protective
Report on changes in these as well as the emergence of new risk factors

Anamnestic Statement
Only aggressive incidents since last assessment

Formulation
Review your risk statement based on the new information.

RISK MANAGEMENT PLAN
Review the prior plan
Treatment

Placement

Restriction

Implementation

Monitoring

REVIEW

Having regard to all | know about this person and the risk management plan, how
long do | think a reasonably safe period will be?

This determines when the next review of the risk management plan occurs.
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Appendix 2
RISK ASSESSMENT INSTRUMENTS

HCR-20

The HCR-20 is a 20-item checklist to assess the risk for future violent behaviour
in civil psychiatric, forensic, and criminal justice populations. There are 10
Historical (past) variables, 5 Clinical (present) variables, and 5 Risk (future
context) management factors. Each item is scored as 0 (not present), 1 (possibly
present) or 2 (definitely present) to yield a score out of 40. Scores are totalled in
subsections and in total, but risk is then conceptualised as low, medium or high in
a particular context. It can be regarded as an important first step in the risk
assessment process.

SVR-20

Developed primarily for use in criminal and civil forensic contexts, the SVR-20 is
appropriate for use in cases where an individual has committed, or is alleged to
have committed, an act of sexual violence.

The SVR-20 is a 20-item checklist of risk factors for sexual violence that were
identified by a review of the literature on sex offenders. The checklist was
developed to improve the accuracy of assessments for the risk of future sexual
violence.

The SVR-20 specifies which risk factors should be assessed and how the risk
assessment should be conducted. The list of risk factors is:

e Empirically related to future sexual violence;

e Useful in making decisions about the management of sex offenders;

¢ Non-discriminatory; and reasonably comprehensive without being
redundant.

The 20 factors essential in a comprehensive sexual violence risk assessment fall
into three main categories: Psychosocial Adjustment, History of Sexual Offences,
and Future Plans. The actual risk for sexual violence depends on the
combination (not just the number) of risk factors present in a specific case.

Coding of the SVR-20 involves determining the presence/absence of each factor
and whether there has been any recent change in the status of the factor. This
item-level information is integrated into a summary judgment of the level of risk
(Low, Moderate, or High), which can easily be translated into an action plan.
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STATIC 99

The Static-99 is a brief actuarial instrument designed to estimate the probability
of sexual and violent recidivism among adult males who have already been
convicted of at least one sexual offence against a child or non-consenting adult.
The scale contains 10 items:

Young

Single

Index non-sexual violence

Prior non-sexual violence

Prior sexual offences

Prior sentencing dates

Any convictions for non-contact sex offences
Unrelated victims

Stranger victims

Male victims

The Static-99 is intended to be a measure of long-term risk potential. Given its
lack of dynamic factors, it cannot be used to select treatment targets, measure
change, evaluate whether offenders have benefited from treatment, or predict
when (or under what circumstances) sex offenders are likely to recidivate.

It is not recommended for adolescents (less than 18 years at time of release),
female offenders or offenders who have only been convicted of prostitution,
pimping, public toileting (sex in public locations with consenting adults), or
possession of indecent materials.

PCL-R Psychopathy Checklist — Revised

The Psychopathy Checklist-Revised (PCL-R) is a diagnostic tool used to assess
the presence of psychopathic personality traits. People who are psychopathic,
prey ruthlessly on others using charm, deceit, violence or other methods that
allow them to get what they want.

Originally designed to assess people accused or convicted of crimes, the PCL-R
consists of a 20-item symptom rating scale that allows qualified examiners to
compare a subject's degree of psychopathy with that of a prototypical
psychopath. It is accepted by many in the field as the best method for
determining the presence and extent of psychopathy in a person.

The PCL-R contains two parts, a semi-structured interview and a review of the
subject's file records and history. During the evaluation, the clinician scores 20
items that measure central elements of the psychopathic character.

The items cover the nature of the subject's interpersonal relationships; his or her
affective or emotional involvement; responses to other people and to situations;
evidence of social deviance; and lifestyle. The material therefore covers two key
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aspects that help define the psychopath: selfish and unfeeling victimisation of
other people, and an unstable and antisocial lifestyle.

The PCL-SV** is a shortened version of the PCL-R and can be used to screen.
Those scoring 12 or lower on the PSL-SV can be considered non psychopaths.
Scores of between 13 and 17 indicate that a diagnosis of psychopathy may apply
but further evaluation of the PSL-R is required. Scores of 18 and above suggest
strong evidence of a diagnosis of psychopathy but this should be confirmed by
completing the PCL-R.

The twenty traits assessed by the PCL-R score are:

Glibness and superficial charm

Grandiose (exaggeratedly high) estimation of self
Need for stimulation

Pathological lying

Conning and manipulativeness

Lack of remorse or guilt

Shallow affect (superficial emotional responsiveness)
Callousness and lack of empathy

Parasitic lifestyle

Poor behavioural controls

Sexual promiscuity

Early behaviour problems

Lack of realistic long-term goals

Impulsivity

Irresponsibility

Failure to accept responsibility for own actions
Many short-term marital relationships

Juvenile delinquency

Revocation of conditional release

Criminal versatility

The interview portion of the evaluation covers the subject's background, including
such items as work and educational history; marital and family status; and
criminal background. Because psychopaths lie frequently and easily, the
information they provide must be confirmed by a review of the documents in the
subject's case history.

When properly completed by a qualified professional, the PCL-R provides a total
score that indicates how closely the test subject matches the "perfect" score that
a classic or prototypical psychopath would rate. Each of the twenty items is given
a score of 0, 1, or 2 based on how well it applies to the subject being tested. A
prototypical psychopath would receive a maximum score of 40, while someone
with absolutely no psychopathic traits or tendencies would receive a score of
zero. A score of 30 or above qualifies a person for a diagnosis of psychopathy.
People with no criminal backgrounds normally score around 5. Many non-
psychopathic criminal offenders score around 22.
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Appendix 3
FAQs

1. Will | be liable if a risk assessment is not documented?

In our view failure to address risk is worse than addressing it with poor outcomes.
However, identified risks should always be addressed via a risk management
plan. It is impossible to eliminate risk and, therefore, the focus should be on
reducing it as much as possible. Even with good care and risk management,
adverse outcomes can occur. Inquiries or reviews of adverse outcomes are likely
to be more critical of services or individuals who fail to attempt to implement risk
management processes.

2, Why do a risk assessment?

The whole purpose of a risk assessment is to provide a risk management plan.
Too often, the emphasis is on risk assessment and not on risk management. The
decision if and how the risk can be managed can only be made after a careful
and comprehensive risk assessment has been conducted. Even if the risk cannot
be entirely and satisfactorily managed, a competent risk assessment may identify
aspects of the risk that can be moderated in some way.

3. Who is responsible for completing a risk assessment and
management plan?

Ideally risk management plans should be developed by the multidisciplinary
team. Often, risk management plans fail to be implemented because a
responsible clinician has not been identified. As part of the process of
developing a risk management plan it is important to identify the responsible
clinician; this is done in the Implementation domain of the risk management plan.

4. What is positive risk management?

Positive risk management means being aware that risk can never be completely
eliminated, and aware that management plans inevitably have to include
decisions that carry some risk. This should be explicit in the decision-making
process and should be discussed openly.

5. Will | increase the risk of violence by asking questions about violent
behaviour?

There is no evidence that asking patients questions about violent intent increases
risk of actual violent behaviour. Exploring prior violent and aggressive episodes is
an essential component of risk assessment and management.

6. Should we always do a full risk assessment?

The extent and depth of the risk assessment processes will vary across settings
and will depend on individual patients. Not all patients will require such an in
depth assessment. As described early in this manual there are key times when
such an assessment should be completed, for example when a patient has been
admitted to hospital as a result of a violent incident or serious concern about
violence then prior to discharge an in depth assessment and comprehensive risk
management plan should be developed.
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7. How often should a risk assessment be done?

Once you have developed a risk management plan, the identification of the date
of next review is essential. This is determined by considering how long you think
the risk management plan will keep the person safe and how acute the identified
risk is; remembering that the higher the loading of static risk the less dynamic risk
that can be tolerated.

8. Does ‘Low Risk’ equal ‘No Risk’?

Some people have a lower probability of being violent than others. No one has
‘zero’ probability. Saying that a person falls into a low or high-risk group is not the
same as saying that they have no risk of violence or the person definitely will be
violent. Low risk means that the person falls into a group within which the
majority of people will not be violent; nevertheless some in the low risk group will
still be violent. For example, we conclude that person ‘A’ falls into a group of
patients, 10% of whom are estimated to be violent within a 1 year; this means
that 90% in the group will probably not be violent; it does not however tell you
wether person ‘A’ is in the 10 % or the 90%. The opposite is the case for high-risk
groups.
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Appendix 4
GLOSSARY

Actuarial approach: An approach to risk assessment involving the use of
statistical models to estimate the likelihood of a risk event such as suicide or
harm to others. Actuarial assessments, though, depend on the person being
assessed coming from the same population that generated the statistical data
used to make the risk evaluation. This is known as generalisability. So accuracy
of assessments depends on the similarity of the individual with this population.
Risk factors measured by actuarial tools are generally static (unchangeable) —
some of the newer actuarial guides include dynamic (changeable) factors.

Aggression: A disposition, a willingness to inflict harm, regardless of whether
this is behaviourally or verbally expressed and regardless of whether physical
harm is sustained.

Assessment: The process of gathering information via personal interviews,
psychological/medical testing, review of case records and contact with collateral
informants for use in decision making.

Criminogenic factors: Elements of an individual's character and environment
that might contribute to his/her committing offenses, and which may therefore
provide a valuable resource for predicting and responding to recidivism.

High risk: A term used to describe the presence of a risk of committing an act
that is either planned or spontaneous, and is very likely to cause serious harm.
There are few, if any, protective factors to mitigate or reduce that risk. The
person requires long-term risk management, including planned supervision and
close monitoring, and, when the person has the capacity to respond, intensive
and organised treatment.

Imminence: factors suggesting that violent behaviours may occur in the
immediate or short term: history, patterns of previous violence, statements, plans,
availability of target(s), life circumstances, and predicament.

Low risk: A term used where a person may have caused, attempted or
threatened serious harm in the past but a repeat of such behaviour is not thought
likely between now and the next scheduled risk assessment. They are likely to
cooperate well and contribute helpfully to risk management planning and they
may respond to treatment. In all potential future scenarios in which risk might
become an issue, a sufficient number of protective factors (eg: rule, adherence,
good response to treatment, trusting relationships with staff) to support ongoing
desistance from harmful behaviour can be identified.

Medium risk: A term used where a person is capable of causing serious harm
but, in the most probable future scenarios, there are sufficient protective factors
to moderate that risk. The person evidences the capacity to engage with and
occasionally to contribute helpfully to, planned risk management strategies and
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may respond to treatment. This person may become high risk in the absence of
the protective factors identified in this assessment.

Probability: the chances of violent behaviours occurring (or being repeated).

Protective factor: Any circumstance, event, factor or consideration with the
capacity to prevent or reduce the severity or likelihood or harm to self or others.

Risk: The nature, severity, imminence, frequency/duration and likelihood of harm
to self or others. A hazard that is to be identified, measured, and ultimately,
prevented.

Risk assessment: In mental health, risk assessment is a clinical process
through which risk factors believed to be associated with the hazard are
identified.

Risk factor: A condition or characteristic assumed to have a relationship to the
potential to harm another person or self.

Risk formulation: An explanation of how risks in specified areas arise in a
particular individual given the presence and relevance of conditions that are
assumed to be risk factors for a hazardous outcome that is to be prevented. A
risk formulation should account for the role of protective factors as well as risk
factors.

Risk management: The actions taken, on the basis of a risk assessment, that
are designed to prevent or limit undesirable outcomes. Key risk management
activities are treatment (eg: psychological care, medication), supervision (eg:
help with planning daily activities, setting restrictions on alcohol use or contact
with unhelpful others, and so on), monitoring (i.e: identifying and looking out for
early warning signs or an increase in risk, which would trigger treatment or
supervision actions), and, if relevant, victim safety planning (eg; helping a victim
of domestic violence to be safe in the future and know better what to do in the
event of perceived threat).

Risk prediction: Is a statement of probability that the hazard will occur within a
specified period of time and may involve the formulation of the circumstances
associated with that risk.

Self harm: Self-poisoning or self-injury, irrespective of the apparent purpose of
the act.

Severity: the nature and consequences of the risk of violence being
contemplated in this person at this time (seriousness of possible and worst case
scenarios).

Sexual violence: Actual, attempted or threatened harm to another person that is
deliberate and non-consenting and is sexually motivated.

-52-



Structured professional judgement: An approach toward risk assessment
developed over the past decade. It involves the practitioner making a judgment
about risk on the basis of combining an assessment of clearly defined factors
derived from research with the use of their clinical experience and knowledge of
the service user.

Violence: Actual, attempted or threatened harm to another person that is
deliberate and non-consenting.

-53-



Appendix 5
RISK FACTOR DESCRIPTIONS FROM THE HCR-20*°

Static/Historical Factors (Historical Items)

Early behavioural problems*

HCR — 20 Description — Early Maladjustment. “...this item includes two very
different ways in which childhood maladjustment predicts later violence. One
way is through childhood victimization, the other through being a childhood
victimizer or delinquent. Although both factors predict violence, they clearly have
different implications for intervention.”

History of employment problems*

HCR — 20 Description — Employment Problems. “Individuals who warrant high
scores on this item may refuse to seek legitimate employment, or have a history
of having many jobs within short-term periods, or frequently being fired or
quitting.  The primary focus of this item is the presence or absence of
employment problems. Because this is an historical item, recent changes to
official employment status should be considered carefully.”

Previous violence*, sexual offending or impulsive aggression

HCR — 20 Description — Previous Violence. “Acts of moderate or less serious
violence would include slapping, pushing, and other behaviours unlikely to cause
serious or permanent injury to victims. Acts of sever violence would include, but
are not limited too, those which cause death or serious injury to or maiming the
victim. All violence which occurs up to and including the time of assessment is
included.”

Young age at first violent incident®

HCR — 20 Description — Young age at first violent incident. “...in general, the
younger a person was at his or her first act of violence, the greater is the
probability of future violence. Assessors are encouraged to record the actual age
of the assessee at first violence and at the time of assessment. Age is
established by considering the date of the first known violent incident, and not
using the date of the index offence or assessment.”

“

Personality disorder*, particularly paranoid and cluster B personality disorders
HCR — 20 Description — Personality Disorder. “A diagnosis of personality
disorder should conform to an official nosological system such as the DSM-IV or
ICD-10...This item applies to illnesses involving disturbances of thought and
affect.”

Psychopathy (PCL-R > 30 / PCLSV > 18 only if documented evidence available)*
HCR — 20 Description — Psychopathy. “It must be stressed that this rating is to
be made on the basis of an informed and trained psychopathy assessment using
the PCL-R of PCL:SV).”
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History or poor interpersonal relationships*®

HCR — 20 Description — Relationship Instability. “...applies only to romantic,
intimate, or non-platonic partnerships, and excludes relationships with friends
and family. The item is geared toward whether an individual show evidence of
having the ability to form and maintain stable long-term relationships, and
engages in these when given the opportunity. Instability may show in several
ways: many short-term relationships; absence of any relationships; presence of
conflict within long-term relationships.”

History of substance abuse*

HCR — 20 Description — Substance Use Problems. “...include misuse of
prescription drugs as abuse. Use of other substances such as solvents or glue
should also be included...The assessor is interested in whether there exists
impairment of functioning in areas of health, employment, recreation, and
interpersonal relationships which is attributed to substances.”

History of breaches of legal orders or poor rule adherence*

HCR - 20 Description — Prior Supervision Failure. “Failures during any
institutional or community placement are relevant here. A supervision failure is
considered to be serious if it resulted in the individual being (re-) apprehended or
(re-) institutionalized by a correctional or mental health agency.”

Prior diagnosis of a major mental iliness (schizophrenia, mood disorder)*

HCR — 20 Description — Major Mental lliness. “A diagnosis of major mental
illness should conform to an official nosological system such as the DSM-IV or
ICD-10...This item applies to illnesses involving disturbances of thought and
affect.”

Dynamic Factors (Internal) (Clinical Items)

Poor/Lack of insight*

HCR — 20 Description — Lack of Insight. “This item refers to the degree to which
the assessee fails to acknowledge and comprehend his or her mental disorder,
and its effect on others. Such lack of insight can be expressed in many forms.
Some persons with clearly evident manor mental illnesses are unable or unwilling
to see that they will likely act violently without regular use of prescribed
medication. Others have difficulty realizing the importance that a well-structured
support group may have in averting violence.”

Adherence to antisocial attitudes or attitudes that justify aggression (whether
derived from a mental illness or not)*

HCR — 20 Description — Negative Attitudes. “...refer to the kind of pro-criminal
and antisocial attitudes that have some likelihood of eventuating in violence.”

Active symptoms of mental illness* & mental state

HCR — 20 Description — Active Symptoms of Major Mental lliness. “Assessors
should follow classification systems, such as the DSM-IV or ICD-10, for
definitions for psychotic symptoms.”
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Poor response to treatment*

HCR — 20 Description — Unresponsive to Treatment. “This item includes any
treatment designed to ameliorate criminal, psychiatric, psychological, social or
vocational problems. It does not refer to treatments which are largely irrelevant
to criminal or psychiatric tendencies.”

Impulsivity* (acing without considering consequences)

HCR — 20 Description — Impulsivity. “Impulsivity refers to dramatic hour-to-hour,
day-to-day, or week-to-week fluctuations in mood or general demeanour. It
pertains to the inability to remain composed and directed even under pressure to
act. Impulsivity may influence behaviour and affective domains. That is, people
may be prone to react with a “hair-trigger’, whether behaviourally or affectively.
Impulsive persons are quick to (over-) react to real and imagine slights, insults,
and disappointments.”

Placement Decision Making (Risk Management Items)

Are there adequate supports (personal and professional) available
environment/placement?*

HCR — 20 Description — Lack of Personal Supports. *“...support (emotional,
financial, or physical) from friends or family is unavailable , or if such support is
available the individual is unwilling to accept it. It is very important to determine
exactly what services will be available from whom, and to look beyond the “good
intentions” of relatives and friends...”

How is the patient likely to cope with foreseeable stress in this
environment/placement?*

HCR — 20 Description — Stress. “...what sources of stress the individual is likely
to encounter, and how she or he may react or cope with these...Particular
vulnerabilities of the individual need to be isolated and considered. Some gauge
of the person’s stress level which may result from daily hassles and problems in
living would seem beneficial.

What is the likelihood of exposure to known triggers in this
environment/placement?*

HCR — 20 Description — Exposure to Destabilizers. “Exposure to destabilizers is
meant to refer to situations in which persons are exposed to hazardous
conditions to which they are vulnerable and which may trigger violent episodes.”

How likely is it that the patient will adhere to the plan in this
environment/placement?*

HCR — 20 Description — Noncompliance with Remediation Attempts. “Individuals
who score high on this item may lack motivation to succeed and willingness to
comply with medication and therapy, or refuse to follow rules. This item should
be construed broadly to include remediation attempts in both therapeutic and
supervision/management realms.”
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The prospect of assessing and managing risk among psychiatric patients is
daunting. Given the volume of patients and the range of presentations, clinicians
are often left to rely on their experience and instinct alone. Research, and
common experience, show that unstructured clinical judgments of risk for
violence are fraught with error and subject to professional criticism and legal
challenge. We owe a debt of gratitude to Stephen Allnutt and Colman O'Driscoll
who have prepared the "Statewide Clinical Risk Assessment and Management
Training Program."

The information provided in the Participant Manual is current and reflects best-
practice in the field of clinical risk assessment and management in mental health.
The framework presented and the information provided in the Program will be of
great benefit to mental health professionals who are so often called upon to
assess and manage risk for aggression and violence in our patients.

Professor James R. P. Ogloff

Director, Centre for Forensic Behavioural Science

Monash University and Victorian Institute of Forensic Mental Health
(Forensicare)





