Conducting a risk assessment
Stage 1: History of Risk and Current Risk 
The initial consideration is whether the patient has a recent/current history of harm to self and/or other and to explore this in more detail. There should always be enquiry about a patient’s current suicidal thinking and past history of self-harm or suicide attempts. If there is no history of harm to self and/or other, the clinician should then consider whether they are satisfied with a rating of “low risk” from a clinical point of view. If the clinician has no other reasons to be concerned about risk, then the boxes indicating low risk should be ticked on the core documentation (see below). 
Stage 2: Long-term Risk
 If there has been a history of harm to self and/or other, the clinician should proceed to the next stages of risk assessment. This is a review of factors associated with long-term risk of harm to self and others. Clinicians should review the presence or absence of known material factors associated with suicidal and para-suicidal behaviour and/or harm to others, and use this information to determine whether there is a low, medium or high level of background risk in the patient. Any protective factors that mitigate or reduce the risk should also be identified. 
Stage 3: Situational Assessment 
Once again, if there is a history of harm to self and/or other, or if the clinician is concerned about the risk presented by the patient in the absence of previous risky behaviour, the clinician should make further enquiries into the circumstances of the risky behaviour. In other words, the clinician should enquire about the situations in which the behaviour has arisen in the past, and therefore about the situations in which it is likely to occur in the future. The situational assessment would also include existing areas of assessment as follows:- 
 Frequency: how frequently has the risk behaviour been enacted, and is this frequency changing (the more frequent the behaviour, the more risk presented). 
 Severity: how severe was the risk behaviour. 
 Immediacy: how recently was the risk behaviour carried out? 
 Pattern: are there specific situations that provoke a risk behaviour (eg: break-up of relationship or loss –this could indicate potential high risk periods during a patient’s course of treatment). 

Stage 4: Assessment of Acute Risk 
The assessment of current and/or imminent risk of harm to self and/or other is a largely clinical endeavour. Here the patient’s current state of mind is assessed, including: 
 Ideation: how frequent, intrusive or worrying are the thoughts to the patient with regard to the risk behaviour and is this frequency increasing (the greater the prominence, persistence and intrusiveness of thoughts, the higher the risk). The clinician should also determine the level of despair expressed by the patient. 
 Intent: a statement from the patient that they intend to harm themselves/others is the strongest indicator of risk and should never be dismissed. 
 Planning: how far has any plan regarding risk behaviour been developed (thoughts without any plan or access to the means to carry out a risk behaviour carry less risk than a formulated plan) 


Stage 5: Formulation 
The formulation of the risk should aim to answer the questions: 
 How serious is the risk? 
 Is the risk specific or general? 
 How immediate is the risk? 
 Is the risk liable to diminish fairly quickly? (if yes on what basis is that prediction made?, eg removal of stressors) ) 
 Are circumstances likely to arise that will increase the risk? 
 What specific treatment, and which management plan, including the involvement of other agencies if necessary, can best reduce the risk?

The formulation may include thoughts about the meaning of enactment/s, how and when these might be repeated in relationships with others, possible transference manifestations and countertransference responses, as well as other factors likely to have a bearing on risk, such as substance misuse, relationship issues and the effect of treatment and breaks.

Appendix: Risk Assessment 
RISK HISTORY – (put details in summary) - Please tick a box in each category if positive history 
Any history of suicide attempts? 
Any history of deliberate self harm? 
Any history of poor self-care? 
Any history of being a victim of violence when the perpetrator was under the influence of alcohol?
Any history of violence to adults? 
Any history of violence to children? 
Any history of sexual violence to adults? 
Any history of sexual harm to a child? 
Any history of drug abuse? 
Any history of alcohol abuse? 
Any history of alcohol abuse leading to harm to others?
 Any history of eating disorder?
 Any history of inpatient treatment?
 Any history of any other high risk behaviours? (specify details in summary) 
Any other criminal history? (specify details in summary) 
Any other antisocial behaviour? (specify details in summary)
Summary


Current level of risk 
Please tick one box for each category
	
	None 
	Mild 
	Moderate 
	Severe 

	Suicide

	
	
	
	

	Self harm

	
	
	
	

	Harm to others

	
	
	
	

	Legal/forensic

	
	
	
	

	Psychiatric breakdown
	
	
	
	

	Sexual exploitation 
	
	
	
	

	Domestic Violence
	
	
	
	

	Alcohol misuse

	
	
	
	

	Self-neglect

	
	
	
	

	Drug misuse

	

	
	
	



Risk rating guidance 
	Mild
	Moderate
	Severe

	Evidence suggests that it is unlikely that the particular risky behaviour will be repeated. There are few actuarial risk factors present and clinical impression indicates few causes for concern.
	Evidence suggests that there is a risk of the behaviour being repeated. There may be some actuarial factors present which raise concerns. The impression of the clinician is that there is some likelihood of the behaviour being repeated.
	There are a number of actuarial factors present associated with the risk of the behaviour being repeated. Clinical impression suggests that there is concern that the behaviour could be repeated. Treatment needs to take place within the context of a risk management plan.



SELF HARMING BEHAVIOUR  
	Previous attempts

	Increases risk

	Gender

	Female gender increases risk

	Age

	Risk decreases with age

	Childhood sexual abuse, physical abuse and neglect
	Increases risk

	Mental disorder Personality disorder: Borderline and antisocial 
	Increases risk

	Mood instability

	Increases risk

	Substance abuse

	Increases risk

	Childhood separation

	Increases risk



SUICIDAL BEHAVIOUR
	Previous attempts

	Increases risk

	Gender

	Male gender increases risk

	Age

	Risk increases with age

	Social isolation 

	Increases risk

	Mental disorder 

	Personality disorder schizophrenia, depression

	Previous self-harm

	Increases risk

	Substance abuse

	Increases risk

	Physical illness

	Increases risk

	Serious intent to die

	Increases risk



Your headings – 
Identification of risk – severity, immediacy etc.
Static and dynamic factors – stable behaviour and unpredictable behaviour
Trigger/precipitating factors – known trigger points
Maintaining factors – things that prevent the person improving their behaviour or minimising the risk 
Protective factors – factors which can minimise the risk occurring
Intervention/management of risk – actions to be taken to reduce the likelihood of risk behaviour occurring, review and monitoring – including treatment options
And, finally – your self-reflection of the role and purpose of risk assessment. 
Remember when writing your risk assessment, you will need to refer to the Mental Health Act (1983), the Mental Capacity Act (2005) and the Department of Health (2009) Best Practice Guidelines for Risk Assessment. You can refer to the DSM-5 when talking about the clinical characteristics of Eating Disorders for your case study risk assessment. 
