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APPENDIX 1: 
RISK SCREENING CHECK-LIST

	Name:


	DOB:

	Address:

	CHI / SOSCARE NO

	Brief details of client’s condition / disability / diagnosis:



Please tick to indicate risk behaviour as specified below


Current
Previous
Brief Comment (if applicable)



History

1. RISK TO OTHERS

Aggression / violence to others

(
(
      ______________________________
Arrest for violence

(

(
______________________________
Conviction for violent or sexual offence
(
(
______________________________
Preoccupation / obsession with weapons
(
(
______________________________
Arson/fire setting

(
(
______________________________
Threats to harm others

(
(
______________________________
Sexual abuse  

(
(
______________________________
Stalking / harassment

(
(
______________________________
Other (please specify)

(
(
______________________________
2. SELF-HARM

Suicidal attempts

(
(
______________________________
Suicidal ideation

(
(
______________________________
Self-harm (eg cutting, poisoning, burning)

(
(
______________________________
Self-injurious behaviour

(
(
______________________________

Substance misuse (eg alcohol, drugs) 

(
(
______________________________
Other (please specify)


    (
      (
       ______________________________




3. SELF-NEGLECT

Inadequate nutrition

(
(
______________________________
Inadequate personal hygiene

(
(
______________________________

Inadequate physical health

(
(
______________________________

Unable to cook/feed self

(
(
______________________________

Inadequate finance management

(
(
______________________________

Other (please specify)

(
(
______________________________

4. VULNERABILITY

Non compliance with care/service plan
(
(
_____________________________

Non-compliance with medication

(
(
_____________________________

Problems accessing services

(
(
_____________________________

Disengagement from services

(
(
_____________________________

Recent severe stress (eg. Bereavement)
(
(
_____________________________

Victimisation or Exploitation

(
(
_____________________________

Easily led/influenced

(
(
_____________________________

Recent discharge from any service

(
(
_____________________________


Social isolation
(
(
_____________________________

     Wandering/Disorientation
(
(
_____________________________
     Other (please specify)
(
(
_____________________________
5. Are children / or other vulnerable 
(
(
_____________________________

 adults at risk (please provide brief


_____________________________

 details)


_____________________________








      _____________________________
Is the client displaying any particular signs or behaviours that may indicate an increased risk of harm to self or others?  Yes (  No  (
Please describe:
Are there any concerns expressed by the family or carers?
Yes  (  No  (
Please describe:
     Are you lacking appropriate information or unable to fully assess for other reasons?  Yes  (  No  (
Please describe:
Brief summary (Please include sources of information. Should any risk issues have been identified on the checklist, and the decision is not to proceed with the full risk assessment and management documentation, please specify reasons here):
Risk checklist completed by:  ____________________   Line Manager:  ______________________
Date:  _______________________________                  Date:  _____________________________

Contact Details:  ______________________

       Is a detailed risk management plan indicated?
Yes  (  No  (
If yes, please complete the detailed risk assessment and management plan     (See Appendix 2)

REVIEW OF RISK CHECKLIST
Date of review :  _______________________

Action :              _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Completed by:    _______________________
Line Manager:  ____________________________

Date of review :  _______________________

Action :              _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Completed by:    _______________________
Line Manager:  ____________________________
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Appendix 2

Multidisciplinary Risk Assessment and Management Plan

HIGHLY CONFIDENTIAL

	Name:


	

	DOB:


	

	Home Address:


	

	Postcode:


	

	Telephone No:


	

	GP:  Name, Address and Telephone No:


	

	Consultant:  Name, Address and Telephone No:


	


Current Agency involvement (nature of involvement, name of worker):

STATEMENT OF CURRENT CAUSE FOR CONCERN AND CHRONOLOGY OF PREVIOUS SIGNIFICANT EVENTS – (necessitating need for risk assessment, and including brief pen picture, history, background information, and evidence of identified risks. You should consider using the Datix risk register for evidence of previous incidents/risks. You should also consider the impact of human rights in this section)

CHRONOLOGY OF SIGNIFICANT EVENTS

	EVENT (include date of event, if known)
	Source of Information
	Time/Date/Signature



	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


1. Risk to Others

DESCRIBE BEHAVIOUR / SITUATION
WARNING SIGNS OR TRIGGERS, IF ANY?
RISK MANAGEMENT PLAN 
Preventative

Management of risk behaviour

2. SELF-NEGLECT

DESCRIBE BEHAVIOUR / SITUATION

WARNING SIGNS OR TRIGGERS, IF ANY?

RISK MANAGEMENT PLAN

Preventative

Management of Risk Behaviour

3. SELF-HARM

DESCRIBE BEHAVIOUR / SITUATION

WARNING SIGNS OR TRIGGERS, IF ANY?

RISK MANAGEMENT PLAN

Preventative

Management of risk behaviour

4. VULNERABILITY

DESCRIBE BEHAVIOUR / SITUATION
WARNING SIGNS OR TRIGGERS, IF ANY?
RISK MANAGEMENT PLAN

Preventative

Management of risk behaviour
SUMMARY OF KEY RISK MANAGEMENT STRATEGIES TO CONSIDER:
UNMET NEEDS IDENTIFIED: (Please include any difficulties encountered in applying any of the preventative or control mechanisms to address the stated risks in any of the settings (including home) in which the individual receives care)
Has this risk assessment and management plan been shared with the client, and/or carers?

Client:  Yes (    No (                    Client signature …………………………….
Carer:  Yes (    No (       
            Carer signature ……………………………..
If no, please specify reasons:  _______________________________________________________________________________________________________________________________________________________________________________________ 
Are there any disagreements with this risk assessment and management plan from the individual client, main carers or relevant others?  Yes  (       No  (     
If yes, please specify nature of disagreement, and outline action taken.
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
NB. IF THIS INDIVIDUAL IS BEING DISCHARGED FROM HOSPITAL, PLEASE ENSURE THAT FORM DIS/PW/F07 IS NOW COMPLETED TO REGISTER ON THE DATIX RISK MANAGEMENT LIST
Signature of Named Worker ________________ Date: _________________
Signature of Line Manager/Care Coordinator: ___________Date: _________

Date of Review:  ____________________________
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APPENDIX 3

Multidisciplinary Risk Assessment and Management Plan

Review

Attended By and Consulted:
Overview since previous risk assessment/management plan:

Action(s) required following this review:
Signature of Named Worker ________________ Date:  ______________

Signature of Line Manager: ________________Date: ____________
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