
Risk Management Framework Case Study



Case Study
Miss R is a 60 year old lady with a history of aggressive and violent behaviour.

•  She was informed of a change in GP practice which triggered an increase in contact with multiple agencies.

•  Repeated phone calls were received from Miss R complaining about the change in GP practice and often   

resulting in abusive language, threats to harm herself and others and Miss R terminating the call.

On investigation Miss R had involvement with a wide range of professionals;

• Housing

• Local Authority

• Fire Service

• South Central Ambulance Service (SCAS)

• Southern Health Foundation Trust (SHFT)

• Community Nursing

• Mental health

• Primary Care

• Police

•   Several agencies were considering withdrawing from the care of Miss R.



Physical and Mental Health Needs

• Type II diabetes

• Previous wounds on legs – healed but require washing and creaming

• Self harm – will scratch at legs to re-open wounds in order to maintain contact with 
the community nursing team

• No formal mental health diagnosis

• Assessed to have mental capacity around complex decision making

Challenging behaviour –

• Verbal abuse – to professionals and public (including children)

• Physically threatening and throwing eggs

• Repeated calls to SCAS – threats to self harm/kill herself

• Hoarding within her property

• Wasting police time – previous fixed penalty notice served

• Racial abuse



Questions to discuss on your table

Q1. From the little info you have - what Risks do you think are presented for 

Miss R?

Q2. Is Miss R considered to be ‘at risk’?

Q3. S42 or MARM?



Q1 - Risks Identified

• Risk of fire

• Risk of falls due to clutter in house

• Risk of aggression from others

• Risk of damage to own property (egg throwing retaliation)

• Risk of eviction

• Risk of self harm

• Risks associated with self-neglect

To others:

• Risk of verbal aggression

• Risk of physical aggression



Q2 – Adult at Risk

• An adult is considered to be ‘at risk’ when s/he is unable or unwilling to provide 

adequate care for him/herself and: 

• Is unable to obtain necessary care to meet their needs; and/or 

• Is unable to make reasonable or informed decisions because of their state of 

mental health or because they have a learning disability or an acquired brain 

injury; and/or 

• Is unable to protect themselves adequately against potential exploitation or 

abuse; and/or

• Has refused essential services without which their health and safety needs 

cannot be met but a lack of insight to recognise this.



Q3 – S42 or MARM

• MARM – Did not meet the 3 part test:

• In the context of the Care Act 2014, specific adult safeguarding duties apply to 

any adult who:

• has care and support needs

• is experiencing, or is at risk of, abuse or neglect

• is unable to protect themselves because of their care and support needs.

• Deemed to have capacity in relation to the decisions she was making.



Risk management framework

An initial meeting was held with all involved agencies in attendance except SCAS.

The meeting covered the following:

• Background

• Summary of contact

• Risks

• Legal powers or remedies

• Information sharing

• Identification of lead co-ordinator

• Contingency and escalation plan

• Engagement with Miss R

• An action plan was drawn up with clear responsible agencies identified and 
timescales for completion

• Review meeting was planned for 3 months time



Actions taken to mitigate risk

• The Community Mental Health Team (CMHT) provided Miss R with a 
dedicated day/time each week when she was able to contact the service for 
support

• The CMHT provided a management plan for dealing with her challenging 
behaviour

• The community nursing team discharged Miss R as she had no clinical needs 
that met their criteria

• A crib sheet of suggested responses to Miss R’s concerns and threats was 
circulated to relevant professionals

• Clear boundaries set including consequences of racial/verbal/physical abuse

• Clinical assessment by GP

• All agencies identified a single point of contact for Miss R



Progress

• Frequent communication between all agencies via email kept all professionals up to date with 
events.

• Miss R was aware that a meeting had been held about her and was aware that professionals 
were communicating between agencies.

• Miss R was invited to the subsequent meeting but declined although she verbally complained 
about this. On at least one occasion whilst complaining to the CCG about the lack of care an 
ambulance was knocking at her door. She denied calling the ambulance.

• Mental Health were providing a carer for Miss R at the time of the first meeting but this could 
not be continued so this also changed her care provision. Miss R was assessed and advised 
she must contribute to her care costs which would be provided by MENCAP. Miss R declined 
this and this was also a cause for her to be unhappy. Miss R would frequently ring and say she 
was denied care and she did not have a GP. She was frequently reassured care was available 
if she accepted it and she did indeed have a GP.

• After a while Miss R realised professionals were working together and anything new she said 
to one professional was shared with the others. This continued until all professionals knew 
Miss R and what she was experiencing so were able to re-inforce the care plan.



Learning

• Utilisation of the multi-agency risk management framework allowed 
professionals to prioritise and work together to ensure the most appropriate 
care for the patient. It also made the most of efficiencies in care reducing 
services that were not required.

• Working with the patient in a framework allowed for sharing and support. This 
meant that when one agency had concerns they were shared with the group to 
ensure the safety of the individual.

• The use of the risk management framework meant that all professionals had a 
consistent approach to the care of Miss R.

• The identification of a lead co-ordinator was useful although challenging to 
establish.

• The CCG was active in supporting providers to create a working risk 
management plan.



Summary

The process:

• No one agency ‘owns’ the process. Any agency can initiate the process however, in 
doing so the agency assumes the lead coordinating role with responsibility for 
convening and chairing the initial meeting.

• The purpose of the meeting is to gain a holistic overview of current risks and to agree 
a multi-agency risk management plan.

• As far as possible, the adult should be included and involved in the process and in 
developing the risk management plan.

• If the collaborative assessment highlights circumstances which are more 
appropriately dealt with elsewhere, a referral should be made

• The process continues until the identified risks are either resolved or managed to an 
acceptable level. Any on-going support necessary to maintain well-being and safety 
should be agreed before the case is transferred back into the ‘business as usual’ 
case work.


