Risk Management Guidance

Risk is the probability that a particular harm or adverse event occurs for a client or others, within a specific timescale. The process of risk assessment is about making informed, reasoned, decisions about behaviours that carry risk, rather than about making predictions regarding risk. Risk management is then about developing plans to take account of the risks as far as is reasonable.
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Any conclusions drawn from the risk assessment process should be expressed in non-judgemental terms and based on information from as wide a range of sources as possible.

Risk assessment & management processes rely on clinical/professional judgement and cannot accurately predict risk behaviours or outcomes in all cases. 

The skill and experience of practitioners enables them to build up a picture of factors that can lead to an elevation of risk for the client. Practitioners are expected to conduct appropriate risk assessments and to develop plans to manage risk in a way that takes the client’s views and preferences into account whilst providing safeguards for the client and others. 

Decisions regarding risk should not be taken by individuals, but should be taken in consultation with senior colleagues, through supervision or in the context of the multi-disciplinary team.

Core elements of risk assessment and management:

Risk assessment and management is not a one-off activity, but is part of good practice on a continuing basis. Risk assessment or review should occur:

· Following a first assessment and subsequent engagement with a client

· Prior to changes in key working/care co-ordination arrangements

· Significant changes in the clients life

· Following a serious adverse incident or near miss being reported.

The risk screen is not a checklist to be used to question the client- it is a prompt for the worker in the context of assessing the client and developing the care plan.

The detail of the assessment will vary from person to person according to the circumstances and past behaviours of the individual. If specific risk concerns are identified through the initial risk screen then these concerns should be recorded in the care plan, together with a strategy for managing the risk(in consultation with the wider team as appropriate). 

The assessment of risk is based on factual information and informed opinion that can be validated in terms of authenticity and reliability. Sources of information should include:

· The client

· Previous risk assessments

· Other agencies

All incidents of aggression or violence must be documented and clearly reported as set out in the serious adverse incident policy. This should include near misses as well as incidents where harm has occurred.

The management of identified risk:

Effective management of risk requires the implementation of appropriate actions or strategies to reduce the identified risk.

Sometimes it is necessary to take reasoned risks with clients, total risk avoidance has been known to lead to restrictive management which can be damaging to the welfare of the person and to the therapeutic relationship between the service and the individual concerned. 

Decisions around risk must be based on careful consideration of the identified risk issues raised through the screening initially and subsequent planning. 

The assessment of risk and any subsequent plan to manage the risk   should be undertaken with the client and be informed by their experience and views. Risk should be regularly reviewed as part of the standard care planning review with the client. A review of the risk elements of a care plan should include the success or weaknesses of previous risk management strategies. 

The risk management plan needs to be integrated into the overall care plan for the client. Risk within care plans should include a record of any know triggers of aggressive or violent conduct and/or self-injurious behaviour based on previous history.

Communication of risk:

Risk must be documented clearly within care plans and must be up-to-date. 

The Paperwork:

Risk Screen (not to be completed face-to-face with the client)

Complete the client’s name & DOB and the Date of the Screen

For each item record their current status by placing 

Y= Yes

N= No

U= Unknown

In the column beneath Current.
Where a risk is known to have been in the past, but is not current please put in an approximate date when this risk may have been active under the Past column.

e.g.








     
                                 Current        Past

	Naïve Drug User
	N
	

	Recent loss of tolerance/detox/ abstinence
	N
	

	Regular injector
	Y
	

	High level use
	U
	

	Injected by others
	U
	

	Uses alone
	
	5 years

	Polydrug/alcohol use
	Y
	


This would indicate that the client is not a naïve drug user, who has no recent loss of tolerance, who is a regular injector. It is not known if they have a high level of use or if they are injected by others. They are known to have used alone in the past (5 years ago) and they are a polydrug user.

Please also complete the review date, the risk screen should be reviewed with the care plan every 6 months. If there is a change in the circumstances that may affect risk then the risk screen should be reviewed.

Risk Management Documentation:

Following a risk screen which identifies potential risks, the care plan should be used to document the risk and how it will be managed as part of the care planning process.

Having identified potential risks from the screen the worker should develop a plan to agree the best way of managing those risks consulting with colleagues where appropriate. This should be done in consultation with the client as far as is appropriate. If there are significant/concerning risks identified in the screen then the worker should consult with colleagues as to the best ways of managing the risk, prior to meeting with the client.

Any care planning around risk should include proposals for managing risks .Some risks will have to be ‘tolerated’ and for some risks the management plan might be around giving information e.g. explaining the dangers of injecting alone, providing information about polydrug/alcohol use etc.

Some elements of managing risk within the care plan would be what workers can do to manage risks. Equally there will be elements of the plan that the client may own, for example forming a plan to avoid certain risk situations. 

There are some elements of risk which cannot be managed but there is a need to maintain an awareness of the possibility of it happening again and ways of avoiding it happening. 

Equally there are some elements of risk which are not within the remit of the drug worker & client relationship to manage. An example would be significant debts/poor management of finance. The way to manage the risk would be to include in the care plan goals or actions around financial management e.g., referral to debt or financial advice services.

Some of the risks identified, such as ‘seeking oblivion’ ‘high levels of use’ and others directly related to drug taking would be begin to be addressed through the support/treatment that the client has begun to address their own drug use. 

Within the context of a care plan, the risk management plan should consider:

· What can the agency do to minimise a risk

· What can the client do to minimise a risk

· What can other agencies do to minimise a risk.

In the cases of risks of violence, or significant threats to the client, the client should consider involving police or courts to enable them to stay safe, applying for alternative accommodation, consider avoiding such persons where possible. 

A plan to manage risks of violence from the client might include; previous triggers for violence and how to avoid them; a plan to raise awareness of all workers around those triggers; agreeing ways of de-escalation with the client.

There may be some risk related plans or contingencies that it is not appropriate to put into the clients care plan, because it may be provocative or jeopardise the therapeutic relationship. These types of risk should be recorded separately.

Roles & Responsibilities with regard to risk

Where a client has an identified care co-ordinator within either CJIT, Integrated Team (BSDS/ACC), DMT or PPOS the care co-ordinator will take on the responsibility of managing and recording risk. Practitioners working with clients in any drug treatment setting will be responsible for reporting any perceived significant changes in risk to the care co-ordinator as soon as possible. These risks will be communicated to all agencies involved in the client’s care plan in an appropriate timely manner.

Where a client has a named keyworker who has responsibility for their care plan, the keyworker will be responsible for the development of a care plan which explicitly addresses any risks for the client. The care plan will be shared with all agencies involved in the client’s drug treatment. Practitioners working with clients in any drug treatment setting will be responsible for reporting any perceived significant changes in risk to the keyworker and other practitioners involved in the client’s care plan in an appropriate timely manner.

Special Circumstances: Shared Care

Practitioners in Shared Care will, where possible record risk within the care plan. Where Shared Care Practitioners are required to record risk in the Patient Care Notes at the General Practice, the care plan will not be used to record risk.  Patient Care Notes will, with the agreement of the PCT, be audited through the PCT audit processes to ensure that issues of risk are addressed through the Patient Care Note system. 

It is expected that the recording of risk in this way will include the following:

· Identification of specific risk, with date

· A strategy for managing the risk

Where there is a Care Co-ordinator for the Shared Care client within either CJIT, DMT, PPOS or if appropriate the Integrated Team the Care Co-ordinator will have responsibility for the care plan and risk management and the communication of these. This will then be effectively communicated to the Shared Care Worker. In this instance it is expected that the Shared Care Worker will communicate all significant or pertinent changes in risk to the Keyworker.

If the client is engaged with other structured drug treatment services it is anticipated that (one of) those services will be the lead service with responsibility for the client’s care plan and risk management. This will be determined by those agencies working in partnership. This will then be effectively communicated to the Shared Care Worker. In this instance it is expected that the Shared Care Worker will communicate all significant or pertinent changes in risk to the Keyworker.

Pathway










Receive referral/self-referral


Carry out Full Assessment





Identify & Document Risk


Complete initial risk screen


Identify issues or concerns for risk management


Consult with team where there are uncertainties 





Formulate & Develop a Care Plan Explicitly incorporating Risk


Develop a care plan which explicitly documents elements of risk  with client & consult with team





Communicate Care Plan


 Once the care plan is agreed it should be shared with all other agencies, as agreed with the client











Monitor & Review plan


Review care plan as risks change 


Communicate changes to agencies involved in care plan
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