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Educational Objectives

1. Describe the fundamentals of violence and suicide risk assessment 

2. Discuss ethical considerations and challenges to completing risk 
assessments 

3. Demonstrate  techniques which increase rapport and assist in 
gathering risk information 

4. Create a narrative and recommendations with supportive rationale 

What is Risk Assessment

1. Determining an individual’s level of risk (risk determination)

2. Identifying the salient factors that contribute to that risk

3. Identifying risk management strategies and considerations to manage 
or minimize risk

4. Communicating the risk information to the decision maker(s)
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The Unique & Golden 
Opportunity of Risk Assessment

Time

Information

Focus

Training

Provide recommendations to individuals without any of these

Competing 
Interests of Risk 
Assessment

Safety vs. Autonomy

Alliance vs. Objectivity

Rehabilitation vs. Legal 
Response

Relevant Ethical Standards

Responsibility Competence Relationships

Assessment Confidentiality Communications

Mills, Kroner, & Morgan (2011) 
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Responsibility
Remain aware of professional and scientific responsibilities 
to society and to the specific communities in which you 
provide risk assessment services

Provide risk assessments that remain consistent with the 
highest standards of the profession

Make a reasonable effort to ensure the results/opinions are 
used in a forthright and responsible manner

Mills, Kroner, & Morgan (2011) 

Competence
Ensure that you are qualified by education, training, or experience to provide risk assessments 
and use risk assessment techniquesEnsure

Present to the client (e.g., court, stakeholders) the boundaries of your competence, the factual 
basis for your qualifications, and the relevance of the qualifications to the risk of violence/suicide.Present

Be responsible for knowledge and understanding of the legal and professional standards that 
govern your practiceBe

Remain obligated to understand and uphold the civil rights of those you assessRemain

Recognize your personal values, moral beliefs, or personal/professional relationships that may 
interfere with your competence to perform risk assessmentsRecognize

Mills, Kroner, & Morgan (2011) 

Relationships
Avoid multiple relationships

Obtain informed consent of individuals by using language that is 
reasonably understandable to that person or persons

Inform clients of the nature, purpose, and uses of evaluation, even if they 
refuse to participate.  Include who employs you when relevant.

Inform stakeholders of sources of conflict between your professional 
standards and requirements of legal standards (when present).

Mills, Kroner, & Morgan (2011) 
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Assessment
Use techniques sufficient to substantiate your findingsUse

Provide opinions only after conducting an evaluation of an individualProvide

Use tests for the designated purpose and in the designed mannerUse

Use tests that are reliable and validUse

Use tests that are language appropriateUse

Maintain current knowledge of scientific, professional, and legal developments within the area of risk assessmentMaintain

Obtain information only when legally allowed to do soObtain

Release raw data only to qualified professionals as allowedRelease

Mills, Kroner, & Morgan (2011) 

Confidentiality
You have a primary obligation to take reasonable precautions to protect 
confidential information obtained during an assessment while 
recognizing that limits to confidentiality exist
◦ Protect information that does not bear directly upon the purpose of the risk 

assessment

Discuss with clients the limits of confidentiality regarding the results of 
the risk assessment

When consulting with others, do not disclose confidential information

Provide clients with access to information and results of the risk 
assessment with a meaningful explanation of the information

Mills, Kroner, & Morgan (2011) 

Communications
You are responsible for the accuracy of the results, event if those results are 
obtained from test scoring and interpretation services

Make reasonable efforts to ensure that the results of the risk assessment are 
communication in ways that will promote understanding and avoid deception

Present findings in a fair manner

Remain aware of your role to assist the trier of fact to understand the evidence 
of determine a fact (forensic cases)

Mills, Kroner, & Morgan (2011) 
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Dangerousness

Risk factors (the variables that predict violence)

Harm (the degree of violence)

Risk (likelihood of violence)

Suicide Risk
• Risk factors (variables that predict suicide)

• Time frame (Chronic, acute, immediate)

Static Risk Factors

Risk factors that are related to the outcome (violence, suicide) but do not change over 
time. 

These include gender, prior suicide attempts, age of first offense, or prior history 
of substance use. 

Some static risk factors can change over the long term but are called static 
because they generally do not change between the time of the assessment and 
the point of a new conviction (number of prior incarcerations and number of prior 
violent offenses)
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Dynamic Risk Factors

Risk factors that are related to the 
outcome that have the potential to 

change over time. 

For violence risk, these risk factors 
have sometimes been referred to as 

“criminogenic need areas” 
(attitudes, associates, substance 

abuse, etc.) that are related to 
outcome but can be potentially 

changed by appropriate 
intervention. 

Cognitive Bias in Assessment
A class of effects through which our preexisting beliefs, expectations, 
motives, and current situational context influence the collection, 
perception, and interpretation of data collected.

It is not error, carelessness, misconduct, or incompetence

It is outside of conscious awareness
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Bias

Allegiance 
bias

Confirmation 
bias

Hindsight 
bias

Cultural bias Blind-Spot 
bias

Availability 
bias

Emotional 
bias

Allegiance Bias
The tendency to confirm the point of view of whoever retained the 
clinician.

Confirmation Bias
Refers to the tendency of people to seek 
evidence that confirms their current hypothesis 
rather than evidence that might disprove it 
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Hindsight bias

The tendency for persons 
equipped with knowledge 

of an outcome to 
exaggerate their ability to 
predict the inevitability of 

the outcome

Also includes inferring 
causality (backward 
inference) when two 

factors are present at the 
same time (e.g., psychosis 

caused past violence)

Cultural Bias
• Tendency to interpret, judge, and evaluate 

human experiences, behaviors, and values 
based on the standards of one’s own 
“culture”
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Blind-Spot Bias The cognitive bias that allows individuals to identify biases in 
others’ judgments and behaviors while failing to see those same 
biases in their own thinking

Availability Bias
A cognitive shortcut where people overemphasize information 
that is recent, vivid, or easily recalled when making judgments, 
wrongly equating ease of recall with frequency or probability
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Emotional Bias

Impact of personal experiences (unresolved trauma, strong 
emotional reactions)

Heightened empathy, over-identification, unconscious aversion

Reducing Bias

Consider the opposite – challenge initial assumptions 
actively during each stage of assessment

Use structured, evidence-based methods

Seek consultation

Slow down

Introspection & self-awareness – largely ineffective

Self-Report Challenges

Feigned/exaggerated 
symptoms Denial Lack of insight

Lack of ability to 
communicate

Demand 
characteristics
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Base Rate Fallacy
• The cognitive error of ignoring general prevalence (base rate) in 
favor of specific case details, leading to misjudgments about 
probability

•This bias causes people to focus on compelling narratives or 
stereotypes rather than statistical reality

• What is the base rate for violence among the group you are assessing?
• What is the base rate for suicide among the group you are assessing?

Violence Among Mentally Ill 
Adults

• 3% to 5% of all violent acts in the U.S. are attributable to individuals 
with SMI.

• 6.8% to 8.3% of individuals with SMI commit a violent act within a year, 
often linked to substance use

•2.9% of individuals with SMI committed violent acts in a 2-4 year period 
compared to 0.8% without SMI.

•Most violence involving individuals with mental illness occurs in 
residential settings.

•Causation?  Correlation?  Third Variables?

DeAngelis, T. (2021); Whiting, Lichtenstein, & Fazel (2021); Green (2020)

Suicide Among Incarcerated
• Annual suicide rate in U.S. (for state prisons) was 27 per 100,000 in 2019.

• In Idaho, the average rate was 34 per 100,000 between 2015-2019

• In U.S:
• Males (94.8%)
• White (58.4%)
• Violent offense (71.9%)

• Do you know the base rates of these variables in Idaho DOC?

Carson (2021)
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Risk Assessment Process -
Chronological Assessment of 
Suicide Events (CASE)

CURRENT 
PRESENTATION

RECENT PAST LONG-TERM 
PAST

IMMEDIATE 
(NOW)

Techniques
Normalization

Shame Attenuation

Behavioral Incident

Gentle Assumption

Denial of the specific

Symptom amplification

Catch-all question

Normalization

Let the client know that others have experienced the same symptoms or 
feelings.  (Can be contraindicated when malingering is suspected).
◦ Sometimes when people get upset, their thoughts become so painful that they 

sound almost like voices talking to them.  Has that ever happened to you?
◦ Some of my clients have told me that when they feel trapped and helpless they 

think about killing themselves.  Have you had thoughts like that?

Shea, 2002
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Shame Attenuation

Assume a stance of unconditional positive regard and attempt to ask the 
question in a way that is compatible with the client’s experience.

Often includes a statement or two which helps remove any accusatory 
tone. (Be cautious not to endorse antisocial behavior)
◦ Do you find that other people often pick fights with you when you are just 

minding your own business?
◦ It sounds like when you were growing up, lying was a great way to keep 

yourself safe.  I’m wondering if that made you pretty good at lying and if you 
still do it today, even when you don’t need to?

Shea, 2002

Behavioral Incident

Ask about concrete behavioral facts or trains of thought. (Can be time 
consuming)
◦ Ask directly in a no-nonsense fashion.

◦ Exactly how many pills did you take?

◦ When you took out the gun, was the safety on or off?

◦ Ask client to describe what happened next.
◦ What did you do then?

◦ What did you think would happen?

Shea, 2002

Gentle Assumption

Assume that the suspected behavior is occurring and frame a question 
based on this assumption. (Note: these are leading questions so use with 
care)
◦ How often have you been pulled over for DUI?
◦ What other ways have you thought of killing yourself?
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Denial of the Specific
Ask a series of questions about specific entities from a theoretical list of 
possible actions.  (Important to ask about each item separately).
◦ Have you thought of killing yourself by overdose?  Have you thought of 

killing yourself by running in traffic?  Have you thought of killing yourself by 
cutting?

◦ Have you ever pushed your mother?  Have you ever struck your mother with 
an open hand?  Have you ever struck her with your fist?

Shea, 2002

Symptom Amplification

Set the upper limit of the quantity in question at such a high level that, 
when the client downplays the amount, there is still evidence of a 
significant problem. (Be careful not to over do it)
◦ How many times have you actually struck your father in your life – thirty, forty, 

fifty times?
◦ On the days when your thoughts of suicide are most intense, how much of the 

day did you spend thinking about killing yourself – 8, 10, or 12 hours?

Catch- All Question

Summarize what you have been told thus far and ask if there is 
anything more the client would like to add.
◦ You told me about a number of times you’ve thought about killing yourself 

over the past year and two times when you started to act but changed 
your mind.  Is there anything else you haven’t had a chance to tell me 
about?
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CASE

Resistance

Reasons for Resistance

Reactance
• Not related to content
• It is about losing control, 

losing the ability to choose

Skepticism
• Content-related
• Lack of trust in what is being 

said or proposed

Inertia
• Comfortable with status quo
• Focused on the past, not the 

future
• Fear of failure/unknown
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Pay Attention 
to Language

Use language that favors feelings of freedom
◦ “It’s up to you”
◦ “…but you are free to”

Use bland and general language (avoid vivid language, 
emotion-invoking; graphic words)
◦ “leaving could cause challenges” vs. “you will be locked up if 

you leave”

Increase psychological distance
◦ Talk about the past /future in the abstract before moving to 

the here and now/specifics

Do not attempt to persuade
◦ Offer opportunities to discuss things

Say “yes” whenever possible
◦ Use “Yes and” when you want to add something (rather than 

“but”)

Reflective Listening

Reflect what the client is saying to demonstrate understanding and to 
encourage them to explore their own perspectives further.
◦ Example, “You just said that sometimes when you feel angry, going for a walk 

can help?”

Develop Discrepancy
Help the client identify the gap between their current, resistant 
behaviors and their personal goals or values.
◦ Example, “You pay attention to what you eat and keep your body 

strong, yet you smoke and use drugs that can do damage to your 
body.”
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Support Autonomy

Emphasize that the client has the power to make their own choices, 
which can reduce the defensiveness caused by feeling controlled.
◦ Example, “You may decide that leaving the hospital without permission is 

your best option, and that choice is yours.”

Ask Open Ended Questions

Use questions that require more than a "yes" or "no" answer to 
elicit deeper thoughts and feelings.

Affirmations

Recognize and validate the client’s strengths, efforts, and feelings of 
frustration to build rapport and trust.
◦ Example, “You really have put a lot of time and energy into finding work 

and keeping that job.  It must be so frustrating to be where you are now, 
facing the loss of it.”
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Shifting Focus

Changing the subject can allow anxiety or defensiveness to 
dissipate.
◦ Example, “I understand how previous hospitalizations have not been 

helpful.  Tell me what you feel would be helpful right now.”

Crafting 
Documentation
PUTTING IT ALL TOGETHER

Forensic Report Writing  Basics
Be clear about how limits of confidentiality were explained 
and how consent was obtained

Avoid jargon

Use plain and professional language, being careful to 
explain technical terms

In forensic settings - readers are often not clinicians
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Remember What Risk 
Assessment Is

1. Determining an individual’s level of risk (risk determination)

2. Identifying the salient factors that contribute to that risk

3. Identifying risk management strategies and considerations to 
manage or minimize risk

4. Communicating the risk information to the decision maker(s)

Outline for the Report

Assessment Context

Psychosocial Background

History of Violence & Criminal Behavior/Suicide/Self-Harm

Risk Assessment and Risk Management

Adapted from: Mills, Kroner, & Morgan (2011)

Assessment Context
 This is the who, what, where, why, and how of the assessment

 Referral
 Identify source, reason for referral

 Evaluation process
 How you conducted the assessment, specifics (interview length, collateral information, testing)

 Consent
 Beyond the signed form; must be clear that the client understood and is capable of consent

 Interview impressions
 Willingness to engage, style, insight, nonverbals, symptoms of MI
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Psychosocial Background
• Who is the individual, where did the individual come from, and how did 

the individual get here?
• Family of origin, childhood, and adolescence

• Parental involvement, behaviors (onset, frequency, context), trauma/disruption 

• Education, employment, financial history
• Stability, problems, responsibility

• Marital/Intimate relationships
• Sexual partners, commitment types/length, why ended

• Substance use/abuse
• Onset, severity, patterns, abuse/dependence, related behaviors

Psychosocial Background
• (Continued)

• Attitudes, associates, and attributions
• Antisocial attitudes, friend networks, social supports, insight into behavior and causes

• Leisure
• Free time – structured, type, frequency, commitments

• Psychological/Mental health functioning
• Prior dx, tx, hospitalizations, personality disorder traits, cognitive, memory, medical conditions

• As relevant to the risk assessment

• Psychosexual development and functioning (as applicable to the case)
• Onset of behavior(s), frequency, pornography, partners, sexual knowledge, coercion, 

prostitution, atypical sexual behavior

History of Violence/Criminal 
Behavior

• Offense history
• All convictions (violent and nonviolent), juvenile, any breaks

• Current Offense
• Official reports and individual’s version

• Institutional behavior
• Prior release behavior
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History of Suicide/Self-Harm
• Suicide attempts

• Context, frequency, lethality, protection against discovery

• Self-harm history
• Context, frequency, desire/ability to stop

Risk Assessment
• Risk factors

• Primary factors – all actuarial/research-based; highlight those relevant to this 
case, mention those not present

• Estimates of risk
• Actuarial data (when using) or categorical
• Include context of risk (where higher/lower)

• Current release/placement plans
• Consider where going, level of supervision, treatment, potential 

destabilizers, stressors, social/professional supports
• Discuss risk in different contexts/environments (as applicable)

From: Mills, Kroner, & Morgan (2011) pg. 16
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Context Considerations
DANGEROUSNESS

• Voluntary/involuntary

•Monitoring/supervision

•Consequences

•Living arrangements

•Treatment adherence

•Follow-up plans

SUICIDE

•Housing

•Clothing

•Property

•Cellmates

•Monitoring/supervision

•Treatment plan / Safety plan

•Follow-up plans

Risk Management
• Recommendations for managing risk

• Consider and balance all information thus far
• Order salient risk factors (highest to lowest)
• What has been done thus far to address risk factor
• What remains to be done
• Where can needed interventions effectively take place
• How does current/proposed plan(s) facilitate needed intervention
• Supervision strategies

• Group together related risk factors as appropriate

• Be sure to clearly link proposed interventions/recommendations to how 
these will reduce the identified risk

Violence Risk Example

Ms. Connor is a 37-year-old Caucasian woman with a history of methamphetamine and opioid use.  She was 
recently convicted of assault of her 18-year-old son, who lives with her.  This is her third arrest for violence.  In the 
past, she has assaulted acquaintances, usually related to drug use/purchases but this is the first time she 
assaulted her son. Drug use/dependence appears to be the primary driver of violence.  She feels guilty and upset 
by her behavior, reporting that she was intoxicated and paranoid when her son entered the house late one night.  
The son confirmed her report.  She has not been sentenced to jail/prison time previously.  Each time, the court 
has ordered drug treatment for her and she has complied initially, only to re-use within three months on average.  
She has a history of outpatient MH and substance use treatment.  She has been diagnosed with anxiety and 
depression in the past but is not currently in treatment and reports minimal symptoms.  She works on occasion, 
primarily doing food deliveries for a local pizza place.  She did not complete high school but would like to get her 
GED.  She reports being free from drugs for the past 8 days.  Her toxicology screens have confirmed this. Her son 
continues to live in her home and will be there if she returns.

The court has referred her for assessment to determine her violence risk and assist in determining sentencing 
recommendations (e.g., probation, court-ordered treatment, half-way house, incarceration).
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Suicide Risk Example

Mr. Chandler is a 46-year-old man who transferred to your facility twelve days ago after being sentenced to eight years for lewd and 
lascivious acts with a child under 14.  At the time of intake, he reported being married with three children (none of whom were the 
victims of his crimes) and a steady job in the community as a licensed electrician.  He has no mental health history, no prior 
incarcerations, and denied suicidal ideation.  His suicide risk assessment showed minimal risk factors and protective factors of a 
supportive family, financial responsibilities, and a fear of death.  He reported to nursing staff that he did not use any substances, 
however when assessed by a mental health clinician, he reported using alcohol daily since the age of 16 and using methamphetamines 
occasionally.  Yesterday, he was placed in restrictive housing for his protection after being assaulted on his housing unit by three other 
individuals.

Nursing documentation notes that he was seen at cell-front and was not prescribed any psychotropic medications but was taking 
medication for hypertension and high cholesterol.  Officers report that he has not taken any food trays and was pacing in his cell all 
night.  He had a phone call this morning, was observed to be crying, and has been laying under his blanket since, not responding to 
officers other than saying, “I’m good” and waving.  

He agrees to meet with you in private. He said that he didn’t have much of an appetite due to the food being “disgusting.” He denied 
suicidal ideation saying he was afraid of the pain of hanging or cutting himself.  He did not make much eye contact during the 
assessment and reported anxiety and difficulty sleeping following the assault.  He did not want to discuss the phone call he had this 
morning, only stating that it was with his wife and “we won’t be talking again.”  He asked to leave the interview after five minutes and 
requested to be left in restricted housing so he could be alone to “think.”

Wrapping It Up
• Risk assessment is an opportunity and a challenge.

• Clinicians need to adhere to ethical requirements and remain vigilant to 
avoid bias.

• There are proven strategies that can assist in having difficult 
conversations with individuals about topics they are resistant to 
discussing.

• Risk assessment should be detailed and include relevant findings along 
with recommendations for risk mitigation which consider the context of 
various outcomes.

Questions?  Discussion?

sharen@sharenbarboza.com
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