
Risk Management Overview
Facilitator Guide

This module has:
· Video (1) 
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	Slide 1: Title Slide
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	Slide 2: Learning Objectives

Explain:
During this module you will:
· Practice identifying risk factors
· Learn three key steps to effective risk management
· Understand which screening and assessment tools are used in ACCS
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	Slide 3: Introduction

Explain:
· The purpose of this module is to give an overview of the importance working with persons served to effectively identify and manage their clinical risks. The details covered here are essential components of the ACCS model that differ from prior models of service delivery you may have used before.

· There are three primary clinical risks to assess, monitor and prevent for our ACCS persons served. These risks are ongoing and fluid, and require frequent status checks and potential adjustment of treatment and risk management plans every 90-days:
· Suicide risk
· Substance use risk, and
· Violence risk
· We will briefly discuss each of these
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	Slide 4: Step 1: Identifying Risks

Explain:
The first step is always to get a reliable and accurate judgment regarding whether the risk is present for the person served, and, if so, how high is the risk. We start this process by identifying whether the person served has risk factors within the first 45 days of enrollment or within 72 hours of discharge from a hospital 

Risk factors are defined as any factor/characteristic that increases the likelihood that someone will experience the undesirable outcome in question. 

Facilitator Note: 
Examples of undesirable outcomes include attempting suicide, using alcohol to excess, hurting oneself, hurting someone else.
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	Slide 5:  Risk Factors

Ask:
What are some examples of risk factors for heart disease? 
(Participants can give examples aloud or write in the chat)

After they give examples, advance slide and explain:
People at elevated risk may need some prevention strategies in their treatment plans to reduce the likelihood that they will experience the undesirable outcome. They may never actually experience the outcome because it can be prevented.

Facilitator Notes: 

For example, someone who is at high risk of heart disease may need to start a regular exercise regime to decrease their risk. In the mental health context, a person served who is at elevated risk for harming others (violence), for example, may be in need of extra monitoring and supports, anger management or CBT-related treatment, etc.

Then there are ‘warning signs’ which may indicate the individual now needs a more significant intervention to manage the risk. 

Advance Slide & Ask:

What are the warning signs someone may be having a heart attack? Participants can give examples aloud or write in the chat.
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	Slide 6:  Static vs. Dynamic Risk Factors

Facilitator Note:

Use the example of identifying risk factors for heart disease to cover static vs. dynamic risk factors. 

Explain: There are two types of risk factors. Read the definitions from the slide.
· An example of a static risk factor might be family history and an example of a dynamic factor would be high blood pressure, obesity, etc. 
· The dynamic factors are those that become targets for prevention or intervention. 
Ask: What are some examples of dynamic risk factors for heart disease? (Participants can write in the chat or state aloud)

After this introduction, facilitators explain:
· Just as there are known risk factors for heart disease, there are known risk factors for suicide, severe substance use and violence.  
· Just as there are known ways to lower one’s risk of having a heart attack, there are known ways to lower one’s risk for suicide, severe substance use and violence.  
· Just as there are warning signs that one is having a heart attack, there are warning signs that someone is at imminent risk for attempting suicide, relapse or harming someone. 
· There are dynamic vs static risk factors for each of these types of risks as well.
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Slide 7: Screening vs. Assessment

Explain: 
· We use valid screening and assessment instruments to identify whether clinical risks are present for any of our ACCS persons served (e.g., suicide, substance use, violence). 
· Recall from our module about evidence-based practices, that there is a difference between screening and assessment instruments. 

Screening instruments are short, generally require minimal training and do not require credentials, and are used as a method for sorting individuals into categories – those who ‘screen out’ do not have the risk in question, and those who ‘screen in’ might have the risk in question

Assessments are more comprehensive and are conducted by specialized staff (clinicians) with individuals who ‘screen in’ as potentially having the concern/risk in question. 
· Assessments determine the severity of the risk or concern and help guide the best course of action/treatment plans.

Also recall from our module about evidence-based practices, that it is important to use screening and assessment instruments that have evidence as to their accuracy when used with individuals from the cultural backgrounds we serve (e.g., Latinx, Black). In other words, we want to ensure our tools are culturally relevant and valid.
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	Slide 8:  Step 1: Identifying Risk-  Screening

Explain:
· The first step to identify risk factors is to conduct screening using valid, evidence-based, screening tools. The value of using EB screening tools is to:
· Improve accuracy
· Ensure consistency across staff
· Minimize any biases

· A standard and valid screening process involves administering the screening tool to all persons served at the same time point. Every screening tool we will cover is intended to be administered by clinicians to all persons served at their first intake, within 45-days of enrollment or 72 hours from discharge.
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	Slide 9:  Activity:

Ask:
“Have you used or administered screening tools before?  Which tools have you used?” 
Participants can give examples aloud or write in the chat.
 
Facilitator Note:

· Ask them about their experience with some of these tools to gauge whether they are familiar with the screening concept.
· Explain there are specific screening requirements for ACCS persons served, which will be reviewed briefly in the next slides. 
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	Slide 10: Suicide risk  - Columbia-Suicide Severity Rating Scale 
(C-SSRS)

Explain:

The C-SSRS is a valid screening tool for suicide risk and is required to be used by all ACCS providers. 
· It is completed based on a brief interview with the person served, a review of their medical history, and possibly consultation with family members or other providers. 
· It asks about recent (in the past week) and lifetime risk factors, such as suicidal and self-injury behaviors and suicidal thoughts. 
· It also asks about other risk factors associated with suicide, such as recent feelings (e.g., hopelessness, agitation) and behaviors (e.g., aggressive behavior towards others, substance abuse).
The C-SSRS is available in multiple languages (over 40) and has evidence of its validity with different ages and some cultural groups; mainly Latinx populations (e.g., Argentinian, Mexican, Spanish). 
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	Slide 11: Substance Use Risk 

Explain:
All persons served are also to be screened for risk for substance misuse. 

The slide contains examples of valid substance use screening tools. At this agency we use the…... [insert name of tool]. The ___ has __(#) questions and screens for………[alcohol use/misuse, drug use, etc.]

If your agency uses the CAGE or CRAFFT, state the relevant point about its cultural validity below:
· The CRAFFT is a brief interview that is administered by a clinician (usually). It has cross-cultural applicability in that it has been translated into almost 30 languages and validated for use with multiple Latinx populations, Native Americans and Alaskan Natives
· The CAGE is a questionnaire that contains four questions about alcoholism. It has been translated into at least six languages and has been used with Black & Latinx individuals. However, there is some evidence it may not be very sensitive for Latinx patients.
Facilitator Note:

When you describe your agency’s tool, note that SBIRT is not a screening tool – it is an approach for identification to referral to treatment. The SBIRT developers provide a few different screening tool recommendations that can be used as part of this approach (the ‘S’ in SBIRT stands for screening), but there is no such thing as an “SBIRT screening tool”. 
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	Slide 12: Violence risk [agencies should customize this slide as needed]

Explain:
(Customize) We ‘screen’ for violence risk by reviewing results of the Community Risk Identification Tool (CRIT) if available, and by conducting a MSDP Comprehensive Assessment for all persons served. These tools gather a lot of historical information about various risks. Violence risk is just one of them.
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	Slide 13:  Screening Summary

Explain:
· Screening is portable and should be conducted whenever there is cause for concern.  
· Clinicians also administer these screening tools to our persons served within 45-days of enrollment and within 72 hours of discharge from any facility. 
· The most important point is to conduct screening whenever there is cause for concern. 
· Clinicians also may administer screens at each review for checks and balances.
· DMH strongly advocates for all staff to be trained in the C-SSRS in order to administer it when there is cause for concern.
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	Slide 14:  Step 2: Assessment

Explain:
· The second step in our process for identifying risks is to conduct a full assessment of risks for which our persons served screen high. 
· It is the assessment that tells us whether the risk is truly present, how severe it is, and what we may need to do to manage their risk and prevent suicide, serious substance use, or violence. 
· Assessments are used for final decisions related to the extent of risk and treatment planning and are completed by trained clinicians.
(continued on next slide)
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	Slide 15: Assessment (continued)

· Clinicians do this by using:
· The Columbia full assessment for suicide risk
· The [insert agency tool into slide] for substance use risk
· The HCR-20 for violence risk

· Note that whether an HCR-20 is needed is not based on a clear-cut screening criteria (like a cutoff score). 
· Rather it is a clinical determination based on the comprehensive assessment as to whether the person served might have a risk of harming others. 
· Clinicians make the final determination about the need for this assessment after seeking consultation from the Integrated Treatment Team and with DMH as needed.
· The HCR-20 has been validated for different racial/ethnic groups, including Black, Hawaiian, and Asian. 

· For persons served who are identified as definitely having any of these risks in their assessment, clinicians will readminister the assessments whenever a person’s needs change (e.g., change in residence, death of loved one) or annually, at a minimum.
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	Slide 16: Assessing Functioning and Quality of Life: Self-Sufficiency Matrix

Explain: 

· In addition to identification of clinical risks, another critical assessment conducted with all ACCS persons served focuses on recovery and areas of well-being, known as Social Determinants of Health (e.g., access to transportation, food security). 
Our goal is to help the persons served build resiliency and live independently in the community. 

· Clinicians complete the Self-Sufficiency Matrix (SSM) with every person served within 45-days of enrollment and every 90-days to identify areas of supports needed to improve access to benefits and resources, to increase independence and improve quality of life. The SSM is completed in a person-centered manner with the persons served identifying areas in which they would like to focus and their goals.
· The SSM is used to identify and prioritize functional areas to be addressed in goals and objectives in the treatment plan using a person-centered approach
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	Slide 17: Activity

Ask: What are some examples of areas of functioning we might want to assess for ACCS persons served that affect quality of life? 
Ask them to comment or write in the chat

Facilitator Note:

If needed, provide some examples of functional domains in the SSM: Housing, Employment, Income, Food, substance use and mental health, life skills, disability and physical health, and other functional areas.
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	Slide 18:  Step 3: Treatment Plans 

Explain:
· The third step is to design treatment plans, tailored to the person served, that will manage these risks and prevent negative outcomes from occurring. Development of the treatment plan is a collaborative effort between the person served, clinician, and other members of the team.
· The clinician and integrated treatment teams are to review these plans every 90-days. 
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	Slide 19:  Elements of the Treatment Plan

Facilitator Note: 

Drive the point home that the risks need to be included in the treatment plan when they exist. The exercise later should assist with this.

Explain:
· The beginning of each treatment plan includes an overall summary of the screening and assessment findings. This should include the results of each screen, whether the risks were present or not, and provide the results of any of the assessments and what the person needs in place to manage these risks. 
· For individuals with any of these risks present, the treatment plans must include goals and objectives for managing or treating those risks, in language that resonates with the person served. The management plan is created in a person-centered manner using the approach described earlier.
· Plans also should include goals and objectives related to functional areas of focus identified in the SSM to increase resilience and independence
· The plan is developed with the persons served and integrated treatment team, which greatly improves the quality of care and ensures a person-centered and recovery-oriented approach
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	Slide 20:  Tips for ensuring good case management:

Explain:
· Every member of the individual’s treatment team should have the person’s current treatment plan, attend integrated treatment team meetings, and be aware of the person’s risks. This will help to continually reinforce and consistently move towards the person’s served goals.
· The SSM should be shared with the whole integrated treatment team. 
· All members of integrated teams should be trained how to use motivational interviewing and engagement techniques to incorporate strategies for managing risks into the treatment plan in a way that is person-centered and recovery-oriented.
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	Slide 21:  Activity 

Explain that even though they have limited experience at this point, you would like them to start thinking about their role and what they can do to provide the person served with the best care.

Ask:
· How do the case management tips affect your role? 
· What do you think you could do to help prevent undesirable outcomes, such as suicide risk or aggression? 
· How might you help persons served to achieve their functional goals?

Facilitator Notes: 

Some potential answers:
· Every staff should have basic skills in motivational interviewing and how to have difficult conversations with persons served who are risky 
· Every ITT member should know results of the SSM and risk screens, and the treatment plan and strategy
· Every member should be trained in the C-SSRS and know when to conduct if needed
· Treatment team members, particular peer specialists and recovery coaches, help improve resiliency by modeling and coaching (e.g., attending community-based, peer-led groups, riding public transportation together until confidence is achieved)
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	Slide 22:  Video/Discussion
(5 minute video is next slide)

Explain: 
In this video, we will review an example of how to talk about risks with persons served to motivate them to include these in their treatment plan goals (e.g., MI, harm reduction). 
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	Slide 23: Video
(5 minute video)

Show video example related to substance use, then ask for their reactions. 

https://www.aamc.org/what-we-do/equity-diversity-inclusion/lgbt-health-resources/clinical-vignettes/substance-use-history
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	Slide 24: Remaining Training Modules

Facilitator Note:
Review upcoming training topics.
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Step 1: ldentitying Risks

Get a reliable and accurate judgment regarding whether the risk is
present for the person served, and, if so, how high is the risk.

Start this process by identifying whether the person served has risk
factors within the first 45 days of enrollment.

Risk Factor: Any factor or
characteristic that increases the
likelihood someone will experience
an undesirable outcome
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What are some risk factors
for heart disease?

What are warning signs that
you may be having a heart
attack?










Activity

What are some risk factors 

for heart disease? 

What are warning signs that 

you may be having a heart 

attack?


image6.emf
Static risk factors

Historical factors that
have been
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STEP 1: Identifying Risk -Screening

Screening
* Low scorers — “Screen out”, do not have the risk in

question
* High scorers - ”Screen in”, might have the risk in
question. Move onto assessment

SC reen i ng Assessment

Treatment
Plan









Screening 

Assessment

Treatment

Plan

Screening

•

Low scorers –“Screen out”, do not have the risk in 

question

•

High scorers -”Screen in”,

might 

have the risk in 

question. Move onto assessment

Assessment

•

Conduct a full assessment of risks for which our 

persons served screen high. 

Treatment Plan

•

Design treatment plans, tailored to the person 

served 

•

The clinician and integrated treatment teams are 

to review these plans every 90-days.

S T E P  1: Identifying R isk -S creening 
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Have you used or
administered screening tools
before?

Which tools have you used?










Activity

Have you used or 

administered screening tools 

before?  

Which tools have you used?
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Suicide Risk

Columbia-
Suicide

Severity

Rating Scale
(C-SSRS)

Posner, Brent, Lucas, Gould, Stanley.' Brown, Fisher, Zelazny, Burke, Oquendo, & Mann
© 2008 The Research Foundation for Mental Hygiene, Inc.

RISK ASSESSMENT VERSION
(* elements added with permission for Lifeline centers)

Instructions: Check all risk and protective factors that apply. To be completed following the patient interview, review of medical
record(s) and/or consultation with family members and/or other professionals.

Suicidal and Self-Injury Behavior (Past week) Clinical Status (Recent)

[ ] | Actual suicide attempt [ ] utetime Hopelessness

L] | Interrupted attempt [ Wretime Helplessness®

D Aborted attempt L] tretime Feeling Trapped®

[_] Other preparatory acts to kill self [ wretime Major depressive episade
[:] Self-injury behavior w/o suicide intent | ] tretime Mixed affective episade

Suicide Ideation (Most Severe in Past Week)

Command hallucinations to hurt self

Wish to be dead

Highly impulsive behavior

Suicidal thoughts

Substance abuse or dependence

Suicidal thoughts with method (but without specific
plan or intent to act)

Agitation or severe anxiety

Suicidal intent (without specific plan)

Perceived burden on family or others

00 OO0

Suicidal intent with specific plan

Chronic physical pain or other acute medical problem
(AIDS, COPD, cancer, etc.)

Activating Events (Recent) Homiddal ideation
[:] Recent loss or other significant negative event Aggressive behavior towards others
Describe: Method for suicide available (gun, pills, etc.)

Refuses or feels unable to agree to safety plan

Pending incarceration or homelessness

Sexual abuse {lifetime)

0|0

Current or pending isolation or feeling alone

000000 0O |10 O | OO000C000

Family history of suicide (lifetime)

Trea

:
2
&
3

Protective Factors (Recent)

Previous psychiatric diagnoses and treatments

Identifies reasons for living

Hopeless or dissatisfied with treatment

Respaonsibility to family or others; living with family

Noncompliant with treatment

Supportive social network or family

OO0

Not receiving treatment

Fear of death or dying due to pain and suffering

Other Risk Factors

Ll

Belief that suicide is immoral, high spirituality
Engaged in work or school

00001000

thér‘

Engaged with Phone Worker *
Protective Factors

O

Describe any suicidal, self-injury or aggressive behavior (include dates):










Suicide Risk

Columbia-

Suicide 

Severity 

Rating Scale 

(C-SSRS)
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Substance Use Risk

Agencies choose a validated

tOOI : The CRAFFT Interview (version 2.0)

To be orally administered by the clinician

Begin: “I'm going to ask you a few questions that | ask all my patients. Please be
honest. | will keep your answers confidential.”

Part A
During the PAST 12 MONTHS, on how many days did you:

1. Drink more than a few sips of beer, wine, or any drink containing
alcohol? Say “0” if none. # of days

2. Use any marijuana (pot, weed, hash, or in foods) or “synthetic
marijuana” (like “K2" or “Spice”)? Say “0” if none. ¥ of days

3. Use anything else to get high (like other illegal drugs, prescription
or over-the-counter medications, and things that you sniff or “huff")?

Say “0" if none. LU
. ‘ A G E Did the patient answer “0” for all questions in Part A?
Yes [ | No [ ]
Ask CAR question only, then stop Ask all six CRAFFT* questions below
Part B No Yes

CRAFFT

Have you ever ridden in a CAR driven by someone (including yourself)
who was “high" or had been using alcohol or drugs?

Do you ever use alcohol or drugs to RELAX, feel better about yourself, or
fitin?

N I A A Do you ever FORGET things you did while using alcohol or drugs?
Do your FAMILY or FRIENDS ever tell you that you should cut down on

C
R
A Do you ever use alcohol or drugs while you are by yourself, or ALONE?
F
F your drinking or drug use?

T

0O O 0O O O
O 0o 0o o o

Have you ever gotten into TROUBLE while you were using alcohol or u
drugs?

*Twun nr mnra VEQ ancuiarc ciinnact a cariniie nrnhlam and naad far fuirthar

ALCOHOL SCREENING
AND BRIEF INTERVENTION

>YOUTH

A PRACTITIONER'S GUIDE

III\ fﬁﬂ“

1in 3 children starts drinking by the end of 8th grade










Substance Use Risk

Agencies choose a validated 

tool:

•

CAGE

•

CRAFFT 

•

NIAA
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Violence Risk

Department of Mental Health
Community Risk Identification Tool

IDENTIFYING INFORMATION

Client Name:

DMH Area of Tie:

Record Number:

Date of Birth: | Current Age: | Gender:

Guardian/Legally Authorized Representative:

MSDP

Name of Person Completing This Tool:

Date of Completion of This Tool:

Additional State Agency Involvement: (DCF, DDS, DYS, Other)

Recorded Diagnoses:

Person’s Name (First Ml Last): [l Record #: Date of Admission:
Lapsias Gender: [[] Male [] Female
Organization/Program Name: DOB: £ Transgender

Safety and Protective Factors: Indicate below if the person is currently engaged with any Safety and Protective
Activities. Comment on each “Yes" answer.

These factors often support individusis with seif-
of risk issues. Many of these factors are
found efsewhere in the assessment but repeated here
for esse of formulsting concems abouf risk

Comments and/or Context

8

Stable Housing

Stable Employment

Please complete the following items by circling the best response that describes the
individual’s HISTORY. Do not leave questions unanswered. Circle Unknown where
applicable. All answers for persons under age 18 should be provided according to
age/developmental norms.

Has Income/ Insurance/ Benefits

Has Positive Alliance with Service Providers

Experience Positive Benefits from Treatment

Seeks Assistance When st Risid/ In er

Had Developed a Crisis/Safety Plan/ WRAP Plan/
Self Care Plan

Medication Adherence

Able to Plan and Follow Through

Capacity for Empathy / Perspective Taking

1) History of suicidal or other self-injurious behavior (i.e., substantial risk of harm to self)
a) History of suicide attempts Yes No Un}

If yes. number of attempts:
Mo/YT of most recent attempt:

Mo/YT of first attempt:
b) History of medical hospitalization due to suicide attempt Yes No Unl
¢) History of psychiatnic hospitalization due to suicide attempts Yes No Un}
d) Family history of suicide or suicide attempts Yes No Unll

e)

Historv of other self-miunious behavior (e g, cutting, head bangine, buming Yes No Unk

CRIT

Religious / Spiritual Beliefs or Involvement

Stable / Positive Personal Relationships

Positive Family Supports / Has Children or Pets

Has Insight About Her/His Symptoms

Sobriety / No Active Substance Use

Low Psychosocial Stressors

ity to Weigh Risks and Benefits of Decisions

Capacity for Emotional Self-Reguistion

Capacity for Self-Mansgement of Behaviors

Future Orientation / Goasls

PPPRRRRPH o popPpD
SsssssssssssccClscssscil
HHRERRRRRERRRN & RRReE §2

Recovery Onentstion

Risk Factors: Indicate below if the person has any past or current risk factors relating to the category. For each item
marked “past” or “current,” please note the context of the risk factor and any other relevant information regarding its
occurrence. [f there is current presentation of an acute risk, such as suicidal ideation, homicidal ideation, etc., please
refer to agency specific protocols.

None Comments and/or Context

0
©
2

Harm to Others Factors

Thoughts / Plans for Harming / Killing Others

Direct Violent Thoughts

Indirect Threats Implying Violence

Verbal Aggression thst Precedes Violence

Senous Property Damage

Physical Assault / Viclence to Others

Sexual Assault Against Others

Ikegal or Antisocial Behaviors / Arrest /
Conviction / NGRI / Incarceration

Neglect or Abuse of Dependents

Stalking / Restraining Order / Obsession
|_Targeted st s Particular Person

Arson / Fire Setting / Fire Safety Issues

Extreme Paranoia / Perception of Thrests /
Command Hasllucinations to Harm Cthers

Failure of Prior External Supervision to Control
or Reduce Ham to Others

Other Harm or Danger to Others Issues:

0 (0 DDDDDDDPPPFP
ol e H o FeEEE

0|0|0P 0P 0 EPERERR










Violence Risk

•

CRIT

•

MSDP 

CRIT

MSDP


image13.emf
Screening is portable and should be conducted
whenever there is cause for concern.

/Clinicians also administer screening tools within 45-days of A
enrollment and within 72 hours of a discharge from a hospital,
kdetox facility, or jail. ,

All staff persons should be trained how to screen for suicide risk

using the C-SSRS when there is a cause for concern.
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STEP 2: Identifying Risk - Assessment

Screening

Assessment
 Conduct a full assessment of risks for which our
persons served “screen in”.

Treatment plan









Screening

Assessment

Assessment

•

Conduct a full assessment of risks for which our 

persons served “screen in”. 

Screening

•

Portable and should be conducted whenever there 

is cause for concern

•

Clinicians also re-administer these screening tools 

to our persons served at every review

Treatment plan

Treatment Plan

•

Design treatment plans, tailored to the person 

served 

•

The clinician and integrated treatment teams are 

to review these plans every 90-days.

S T E P  2: Identifying R isk - Assessment


image15.emf
SUICIDE

PREVENTION
LIFELINE
1-800-273-T) ALK(8255)
suicidepreventiol org
COLUMBIA-SUICIDE SEVERITY
RATING SCALE (C-SSRS)

Risk Assessment (Lifeline crisis center version)

* Columbia full HCR-20"
assessment for Assessing Risk for Violence

suicide risk

e HCR-20 for A
violence risk

e s g e b e waate L B s e










Required 

Assessments

•

Columbia full 

assessment for 

suicide risk

•

HCR-20 for 

violence risk

Substance Misuse Assessment 

- selected by agency
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Assessing
Functioning
and Quality
of Life:

Clinicians complete the Self-Sufficiency
Matrix (SSM) with every person served
within 45-days of enrollment and every 90-
days to identify areas of supports needed

e improve access to benefits and resources
e increase independence
e improve quality of life.

The SSM is used to identify and prioritize
functional areas to be addressed in goals
and objectives in the treatment plan using
a person-centered approach
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What are some examples of
areas of functioning or quality
of life you think would be
important to assess among
ACCS persons served?










Activity

What are some examples of 

areas of functioning or quality 

of life you think would be 

important to assess among 

ACCS persons served?  
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STEP 3: Treatment Planning

Screening Assessment

Treatment










S T E P  3: T reatment P lanning

Treatment

Plan

Treatment Plan

•

Design treatment plans, tailored to the person 

served 

•

The clinician and integrated treatment teams are 

to review these plans every 90-days.

Assessment

Screening

Assessment

•

Conduct a full assessment of risks for which our 

persons served screen high. 

Screening

•

Portable and should be conducted whenever there 

is cause for concern

•

Clinicians also re-administer these screening tools 

to our persons served at every review
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Elements of the Treatment Plan
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E lements  of the T reatment Plan

The beginning of each 

treatment plan includes 

an overall summary of the 

screening and assessment 

findings, known as the 

clinical formulation.

This should include the 

results of each screen, 

whether the risks were 

present or not, and 

provide the results of any 

of the 

assessments

and 

what the person needs to 

manage these risks. 

For individuals with any of 

these risks present, the 

treatment plans must 

include goals and 

objectives for managing 

or treating those risks, in 

language that resonates 

with the client. 

Plans should include 

goals and objectives

related to functional 

areas of focus identified 

in the SSM to increase 

resilience and 

independence
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Tips for ensuring good
case management:

Every member of the individual’s treatment team should have the

person’s current treatment plan, attended integrated treatment team
meetings, and be aware of the person’s risks

The SSM should be shared with the whole integrated treatment team

All members of integrated teams should be trained how to use

motivational interviewing and engagement techniques to incorporate

strategies for managing risks into the treatment plan in a way that is
person-centered and recovery-oriented










Tips for ensuring good 

case management:

Every member of the individual’s treatment team should have the 

person’s current treatment plan, attended integrated treatment team 

meetings, and be aware of the person’s risks

The SSM should be shared with the whole integrated treatment team

All members of integrated teams should be trained how to use 

motivational interviewing and engagement techniques to incorporate 

strategies for managing risks into the treatment plan in a way that is 

person-centered and recovery-oriented 
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Ask How might these tips affect your
role?

What do you think you could do to
help prevent undesirable outcomes,
such as suicide risk or aggression?

How might you help persons served
to achieve their functional goals?










Activity

What do you think you could do to 

help prevent undesirable outcomes, 

such as suicide risk or aggression? 

Ask How might these tips affect your 

role?

How might you help persons served 

to achieve their functional goals?
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How to talk about risks with 

persons served to motivate 

them to possibly include these 

in the treatment plan
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In the remaining sections we will discuss briefly:

v'Motivational interviewing techniques
v'Strategies for suicide prevention

v Strategies working with persons served with
severe substance use histories
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Motivational interviewing techniques
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Strategies for suicide prevention
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severe substance use histories
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effective risk & assessment
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Learning Objectives 

During this module you will:

Learn

3 steps to 

effective risk 

management

02

Practice

identifying risk factors

03

Understand

which screening 

& assessment 

tools are used 

in ACCS
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management plans every 90-days:
Y

Suicide Risk

—n

Violence
Risk

Substance
Use Risk










Introduction 

There are three primary clinical risks to assess, monitor and prevent for 

our ACCS persons served. These risks are ongoing and fluid, and require 

frequent status checks and potential adjustment of treatment and risk 

management plans every 90-days:

Suicide Risk

Substance 

Use Risk

Violence 

Risk


