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[bookmark: 1]Name:  

Date of Birth:   DD / MM / YYYY

MRN Number:

Mental Health Risk 

NHS Number:

(OR AFFIX HOSPITAL LABEL HERE)

Assessment

If completed in Emergency Department - Allocated triage category  P1    P2    P3    P4

Site:  GRH     CGH  

Date         DD / MM / YYYY

Time         00 : 00

Completed by: Signature

Print name

Designation

Physical description

Hair colour and style/clothing/tattoos/height/weight – record specific descriptions.

Factors to be considered when undertaking an initial assessment of a person with a suspected mental health 
problem

Please tick as 

Initials

appropriate

Has a physical cause for the presentation been ruled out?

Yes  No 
Yes  No 

Is substance use a factor?

Unknown  

Does the patient have a management or mental health plan?

Yes  No 

Does this person have dependent children/grandchildren?

Yes  No 

Does this person have responsibility for another adult?

Yes  No 

Does this person have responsibility for pets/animals?

Yes  No 

Under the age of 16 must be referred to the Children and Young Peoples Mental Health Service (CYPS).

Patients under the age of 16 are routinely admitted for psychiatric assessment unless an in-date multi-agency management plan 
dictates otherwise or the senior clinician on duty is satisfied that the risks are moderated by mitigating factors.

If under 18 who has Parental Responsibility?

To request an urgent referral or advice, contact the Mental Health Liaison Team (MHLT) 
ring 0300 422 5490 or bleep 2517.

TO BE FILED IN PATIENT’S HEALTH RECORD
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[bookmark: 2]Assessment categories

Please tick

1. Background history and general observations

Yes

No

•  Does the person pose an immediate risk to themself or others?

•  Does the person have any immediate plans (i.e. within the next few minutes or hours) to harm themself or others?

•  Is the person aggressive and/or threatening?

•  Is there any suggestion, or does it appear likely that the person may try and abscond?

•  Does the person have a history of violence? (Check alerts)

•  Does the person have a history of self-harm?

•  Does the person have a history of mental health problems?

If yes to any of the above, record details below:

2. Appearance and behaviour

Yes

No

•  Is the person obviously distressed, markedly anxious or highly agitated?

•  Is the person behaving inappropriately to the situation?

•  Is the person quiet and withdrawn?

•  Is the person inattentive and/or uncooperative?
If yes to any of the above, record details below:

3. Issues explored through brief questioning
•  Why is the person presenting now? What recent event(s) precipitated or triggered this presentation? 

•  What is the person’s level of social support - partner/significant other, family members, friends?

Yes

No

Are there major housing or accommondation problems?

If Homeless in Gloucester has a Time To Heal referral been made?
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[bookmark: 3]4. Suicide risk screen - Remember - the more Yes responses the greater level of risk

Yes

No

Yes No

Previous self-harm





Unemployed/retired





Previous use of violent methods





Male gender





Separated/widowed/divorced





Suicidal Thoughts/Plan/Expressed intent?





Lack of social support





Hopelessness/helplessness





Family concerned about risk





Depression





Disengaged from services





Evidence of psychosis





Poor adherence to psychiatric treatment





Alcohol and/or drug misuse





Access to lethal means of harm





Chronic physical illness/pain





Currently pregnant





Family history of suicide





Pregnancy in last 12 months





5. Additional screening to aid discussion for under 18 years olds. 
If unable to assess please tick here  

When able, please complete details in Communication Sheet/Medical notes.

Has the person experienced any:

Yes

No

Yes No

Physical abuse or neglect?





Sexual abuse?





Emotional abuse or neglect?





Adverse Childhood Experiences (ACEs)?





Is there evidence or significant history of mental 

Familial domestic abuse, substance misuse, incar-









illness?

ceration or separation?
Gang membership/criminal behaviour/ involvement 

Substance misuse?









in cross county lines activity?
Is the child in the care of local authority or placed 

Is there current social services involvement?









out of county

Capacity assessment - See Trust Policy

Does the patient have an impairment of mind or brain? This can be permanent or temporary

Yes  No 

1.  Can they understand

Yes  No 

3.  Weigh up

Yes  No 

2.  Retain

Yes  No 

4.  Communicate

Yes  No 

Please note less than 4 yes responses suggests a lack of capacity to make a particular decision.

If under 16: Has the person been assessed to have capacity to consent (Fraser competency) and in what 

Yes  No 

circumstances?

What category of overall risk have you identified? Please tick as appropriate and use the space below to document 
any problems encountered when completing the assessment.

Action plan and outcomes
If the patient’s condition has changed since Triage another risk assessment needs to be completed. 
If patient lacks capacity to consent to care and treatment, and they have no ‘persons of interest’ in their welfare, contact Site 
Management and legal team immediately.
Is enhanced care required?  Yes  No    Please refer to Enhanced Care Policy.
Discharge decision the responsibility of ED Co-Ordinator or Senior Nurse/Doctor.

Discharge by

Print name

Designation

Date    DD / MM / YYYY

Time       00 : 00
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[bookmark: 4]Mental health assessment risk assessment matrix

Level of 

Key assessment information

Action

Tick action taken

risk

•  Mental health problem may be present,  •  Immediate physical treatment 

 Advice from MHLT staff  

but person has no thoughts or plans 

completed by ED or transfer 

       regarding fol ow-up if   

regarding harm to self or others.

elsewhere within GHT.

       required.

•  May have already engaged in impulsive  •  Review capacity assessment. 

   In the case of self-harm 

self-harming behaviour, but now regrets  •  Request GP review of mental health 

       provide mental health liaison  

actions and has no plans or thoughts 

on discharge summary.

       contact card to patient and 

sk

relating to further self- harming 

•  Provide patient information leaflets         advise that they can contact  

behaviour. 

on drug, alcohol and mental health 

 ri

       the team to arrange 

•  Patient is confident about maintaining 

support agencies such as Samaritans         an outpatient appointment 

their own safety and relative/significant 

and AA, carer information such as 

       at a mutually convenient 

Low

others are prepared to provide informal 

“Letter of Hope”.

       time.

support on discharge.

• 

 Encourage the patient to 

No evidence of immediate or short-term 

       make an appointment with 

physical vulnerability or risk.

       their GP to discuss their 
       mental health needs.

•  Mental health problems present. 

•  Consent for referral to MHLT should   Discuss with Mental     

•  Non-specific thoughts or ideas regarding 

be sought however no urgent action 

       Health Liaison Team-

harm to self or others.

required if declined

       Response will be made    

•  Regrets that self-harm did not result 

•  Consider discussions with GP who 

       within two hours where 

in their death, but no intention to 

can refer to Primary Care Mental 

       possible.

isk

undertake further self-harm.

Health team as needed

•  They have no plan to act on self- 

•  Give patient “Let’s Talk” information 

harming or suicidal thoughts.

and self- referral leaflet.

ium r

•  The person’s mental health remains 

•  If currently under the care of 

fragile and at risk of deterioration. 

Community Mental Health services, 

Med

    They may be vulnerable to further 

inform the relevant team of their 

     self-harm attempts.

attendance.

•  Provide relevant patient and carer 

information as above.

•  Serious mental health problem present,  •  Action plan developed to address 

 Mental health liaison 

including symptoms of psychosis.

immediate risk. Consider placing 

       assessment performed   

•  May have clear and imminent plans for 

patient in high visibility cubicles close        (required before person can 

further self-harming behaviour, or plans 

to nurse stations and al ocate staff to         be discharged).

to harm others. Has already engaged in 

observe.

 Consult missing/absconded 

serious self- harming behaviour. 

•  Fol ow Enhanced Care policy

       patient policy if person 

•  Lack of capacity and competence to 

•  Urgent mental health assessment 

       absconds.

consent to or refuse care and treatment.

required and a risk management plan 

sk

• 

 Consider presence of 

Person likely to act upon thoughts of 

to address immediate or short- term 

       hospital security or  

self-harm at the earliest opportunity.

risk indicators.

igh ri

• 

       Violence and Aggression  

Mental state will deteriorate without 

•  Review capacity assessment if 

       team. 

H

intervention and will almost certainly be 

required. 

mentally/physically vulnerable.

•  All reasonable attempts should be 

   Consider RMN or Enhanced 

made to stop the person leaving the 

       Care HCA 1:1 support

department before mental health 

   Consider use of Mental 

assessment.

       Health Act; Section 5(2)
   Consider use of Mental   
       Capacity Act
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