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The HCR-20 is established as the de-facto tool for the assessment of
violence risk within forensic psychiatric services. Although much has been
written about the value of the tool, less has been written about the
practicalities of achieving meaningful completion of HCR-20 assessments
at a service level. The present paper seeks to review recommendations
within the literature and also those based upon the authors’ own experiences in HCR-20 implementation, reviewing a number of the common
issues and barriers encountered within the development of a strategic,
service-level, approach to completion of the HCR-20. Possible solutions
to these problems are also considered. We conclude that although there is
not necessarily a single approach that is right for every service, certain
principles need to be followed to ensure high quality assessments. Further,
we develop a number of ‘good practice points’ which will be useful for
services considering this issue on a strategic level, as well as commissioners evaluating the quality of HCR-20 completion within services.
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Introduction
Within forensic psychiatric services, the HCR-20 has
become accepted as the de-facto ‘gold standard’ in the
assessment of the risk of violence. Its use is supported
through government best practice recommendations (e.g.
Department of Health, 2007), clinical quality standards
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(e.g. Royal College of Psychiatrists, 2013, 2014) and more
recently through national commissioning standards (e.g.
NHS Commissioning Board, 2013).
Consequently, all UK secure services, including low
secure services, are expected to complete the HCR-20 as
part of their routine clinical assessments within three
months of admission, updating it on a six-monthly basis.
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These recommendations and standards reflect the recognition that the HCR-20 is both effective and useful in helping
to understand future violence risk and implementing meaningful risk management plans (e.g. Douglas & Reeves,
2010; Douglas et al. 2014; Strub et al. 2014).
Whilst there is acceptance of the importance and usefulness of the HCR-20 in the understanding and management
of violence risk, and whilst there are clear guidelines about
the process of completing an individual HCR-20 assessment (Douglas et al. 2013a), there are no practical
service-level guidelines tailored to the UK secure psychiatric setting which ensure standardised practice. Nor is
there guidance around the associated staff resource required to implement such a process. This is likely to drive
considerable variation in how this task is approached
between units; both in the process of completing the
assessment and in the process of how, or even whether,
clinical decisions are influenced by the HCR-20 (e.g.
whether or not to grant area leave, how to best progress
patients to other wards, and how to safely manage discharge). We have ourselves observed considerable
variation in how different units have approached this task,
and some research has highlighted weaknesses in servicelevel implementation (Sen et al. 2015; Gough et al. 2015).
We do not believe there is necessarily a ‘right way’ to go
about the service-level implementation of the HCR-20.
However, we do believe that there are common issues that
must be resolved at a service level to ensure effective
implementation. The HCR-20 is not something that can be
embedded into routine clinical practice without a carefully
planned strategy. Here, we consider some of these issues
and some of the ways in which we have tried to solve
practical problems that we have encountered in our own
approach to this task. This leads us to suggest a number of
‘good practice points’ which we believe should be considered by secure inpatient units seeking to improve the
standard of HCR-20 completion. We hope the sharing of
our experiences is useful to other services.

Whose role is it to complete the HCR-20?
This is perhaps one of the first questions asked by services
wanting to deliver the HCR-20. The easy answer is of
course ‘the whole team’. Although the HCR-20 manual
indicates that multidisciplinary involvement does not necessarily make the HCR-20 any more effective at predicting
risk (Douglas et al. 2013b) it does recommend multidisciplinary involvement on the basis that this encourages
shared decision making, reduces the chance of information being missed and is likely to mean that risk
management plans are more effectively implemented
(Mental Health Commission, 2006).
However, resolving this issue in practice is never so
easy. Rarely are multidisciplinary teams (MDTs) so func2

tional that time consuming tasks are shared in the most
effective way without clear processes and responsibilities.
Services need to balance the availability of required competencies to complete the HCR-20, with the desire to
ensure the widest practical involvement of the MDT.
Completing an effective HCR-20 requires considerable
skill across a range of clinical competences including clear
report writing and clinical formulation; the HCR-20 manual
further specifies knowledge of violence, expertise in individual assessment and expertise in mental disorder
(Douglas et al. 2013b). Some staff may be more likely to
have these essential competencies than others; other staff
may (or may not) be able to develop some of these
competencies through training and supervision.
We have considered and explored numerous models in
regards to answering the basic question of ‘who does the
HCR-20?’ We do not believe we have found the perfect
answer. Presently, we will critically analyse some of the
main models we have encountered.
The ‘split it all up’ or ‘defined roles’ approach
One approach is to allocate different parts of the HCR-20
to different professionals. For example, we have encountered systems in which the psychologist completes the
historical items, the keyworker completes the clinical
items and a psychiatrist takes lead for the risk management
items. Then, somebody takes responsibility for pulling all
the information together in regards to the scenarios, formulation and risk management plan.
Although this may seem an obviously egalitarian approach, it does have its weaknesses. Broadly, it can be said
that these all revolve around the fact that the ‘whole’ of the
HCR-20 is not simply a sum of its parts. There is significant cross-over between some of the HCR-20 items across
the H, C and R domains (e.g. H6 and C3; H10, C5 and R5)
and this may mean some duplication of work. It also may
not be as egalitarian as first seems; in our experience it is
the completion of the historical items, particularly H1,
which takes the most time and effort. Further, by relying
on three different people, the whole report may be delayed
if one person does not complete ‘their bit’ and if the roles
are not clearly defined, it is easier for clinicians to avoid
prioritising their involvement.
However, we do not wish to rule out this approach
entirely. If this model is implemented, we suggest that
careful consideration should be given to the explicit responsibilities of different team members, including the
identification of somebody who takes an overarching
coordination role. Ideally, the role should form part of that
person’s job plan.
The ‘rate it together, write it alone’ approach
We have encountered other situations in which one person
takes responsibility for writing the report but the scores are
© NAPICU 2017
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made in a separate MDT meeting. Indeed, we have trialled
this method ourselves. The temptation here is to tag the
scoring process on to a regular meeting such as a CPA
meeting (a meeting, typically six- monthly, where there is
a formal review of a patient’s care plan). This could be
convenient in terms of regular updating, but even if time is
well managed, this is likely to prolong the CPA considerably. For this reason we would caution strongly against
trying to include this within an even shorter clinical meeting such as a ward round. As clinicians, we know that CPA
meetings can be stressful and emotionally draining (for
both staff and patients), and this is hardly the best context
in which to make significant decisions about a patient’s
risk.
One of the modifications to this model that we also
trialled was to use a separate ‘risk rating’ meeting with the
MDT prior to the CPA. The disadvantage of this is an extra
time commitment for every MDT member. Furthermore,
in attempting to cover 20 risk items within a relatively
short space of time, and ideally discuss possible scenarios,
a formulation and a risk management plan, the likely
consequence is that only a very short amount of time is
devoted to any one item. This may mean that important
clinical complexities are not discussed. We felt that this
model is most likely to work when the patient’s violence
history is relatively discrete, which unfortunately does not
characterise most of the patients we work with. However,
it does at least provide an explicit focus on the HCR-20,
and it can be made clear at this meeting who will take
responsibility for writing the actual report. If timetabled
appropriately, we consider that this is a better model than
trying to ‘squeeze’ the HCR-20 ratings into another meeting such as a ward round or CPA.
In either scenario, once the meeting is conducted, the
report itself is written up by a single member of the MDT.
In our experience, this is usually the psychologist. Whilst
psychologists should meet most of the competencies outlined in the HCR-20 manual, including particular strengths
in formulation, it does mean the HCR-20 remains viewed
by the wider MDT as a psychological assessment. This
unfortunately may detract from its ability to influence
multidisciplinary decisions, and given the typically limited available psychology resource, will also mean less
time for psychologists to spend in direct clinical work.
The ‘allocate to an individual’ approach
Another way of solving the problem is to simply allocate
the completion of the whole HCR-20 to a single member
of the MDT. The author might involve the views of the
various members of the clinical team to support scoring, or
even delegate certain sections to others, but would use
their own judgement to determine whose views were most
important to include. The allocated clinician would broadly
be responsible for the completion of the whole report. The
© NAPICU 2017

obvious strength to this approach is that it is clear who is
writing the report and, in theory, if the person completing
the report has the necessary competencies, means that the
report can be completed to a good standard, in a relatively
efficient way. Allocation could occur on a rota basis, or
one person could be nominated to complete all such
reports as a formal part of their job role.
We have tried a number of variations of this approach,
and each has had drawbacks. One of the most obvious
drawbacks of the whole approach is that by not involving
a team in any aspect of the ‘production’ of the HCR-20,
others in the wider MDT may feel a lack of ownership, and
this may discourage the use of the HCR-20 in decision
making. Also, it feels that it goes against the ethos of the
HCR-20 as a multidisciplinary document. We have attempted to involve the whole team by ensuring a draft
report is always circulated by e-mail prior to the report
being signed off. Typically, however, in practice few
responses are received, and there is no certainty that the
report has been read. A better approach might be for the
report to be ‘presented’ at a specific meeting (perhaps
most appropriately a ward round, to encourage its use in
clinical decision making), but we have never managed to
maintain this effectively over a longer period of time; we
think largely because once the report is seen as ‘done’, the
urgency of discussing it is lost and there is a temptation to
cancel these meetings to meet other clinical priorities.
Of course the fundamental problem of this approach is
how to decide which individual completes the report. One
obvious solution is to nominate a specific individual whose
job role it is to complete all HCR-20s. However, this has
resource implications, and comes at the cost of
multidisciplinary involvement. Another solution is to train
as wide a group of clinicians as possible, in order to ensure
that there is an effective ‘pool’ of clinicians who can take
leadership in completion of an HCR-20. We have attempted this approach too, delivering our own training to
psychologists, qualified nurses, psychiatrists, social workers and senior occupational therapists. Our hope was that
these disciplines would develop their competencies in the
HCR-20 through training and subsequent supervised clinical practice (offered by the allocated ward psychologist).
Unfortunately, in many cases the reality proved different,
and only a relatively small number of staff who completed
the training went on to produce reports under supervised
practice.
In addition, in our experience, the quality of submitted
practice reports was variable. Some reports were completed with clear and thoughtful reference to the manual,
were well structured, and provided meaningful conclusions. Others, however, appeared to be rushed, and lacked
detail or substance. Sometimes, important and basic details had been missed and, on a number of occasions, it
became clear to the supervisor that the supervisee required
3
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further support in developing competencies in report writing. We had perhaps underestimated the extent to which
supervision and support might be required, to ensure that
these reports were of an acceptable standard. Of course,
the training is likely to have been of a much broader value
(see below), but it does not appear to have greatly assisted
in substantially widening the range of professionals actually involved in HCR-20 completion. This has clearly
been a learning point encapsulated within one of our ‘good
practice points’ (see below).

Differences between first reports and updates
Once the time-consuming task of gathering the historical
information is completed, significant efficiencies can be
made in later updates, since only the events that have
occurred since the previous report need to be added. This
means that ‘update’ reports are potentially much easier
and quicker to complete than initial reports. It may be
possible that one of the variations of the ‘allocate to an
individual’ approach discussed above may be to train
some staff to solely update reports, though we would still
argue that all members of staff doing this should have
demonstrated the ability to write a report from scratch in
supervised practice (otherwise, we cannot be sure that the
clinician fully understands the use of the HCR-20).
Unless the report is rewritten from scratch every time it
is updated, there are broadly two approaches to updating:
appending or amending. Though this may seem an arcane
point, the differences between the two methods can have
long term differences for the sorts of reports that are
ultimately produced, and hence their usefulness and usability.
If information is appended, this naturally has the advantage of preserving the previous information and scoring
verbatim. This may mean that longitudinal changes can be
more easily observed. This might be particularly useful for
the clinical items for which it is important to identify the
trajectory of change. This approach also makes explicit
any differences in ratings between different clinicians at
different times: if Clinician A rates a historical item as
‘Yes/Definitely’, but Clinician B later disagrees, the change
becomes obvious in the report. Positively, this may highlight potential uncertainty about the item’s scoring;
negatively, this may mean erroneous scoring is perpetuated. The obvious downside is that if information were
appended to all 20 items, every six months, then the HCR20 report could quickly become so long as to be
cumbersome. Further, this will not be appropriate in every
case; we note that appending information to the risk
management items makes little sense, since they need to
be considered afresh with regard to the specific future
plans being made by the clinical team at that time.
On the other hand, amending information in a previous
4

report has its advantages, too. It allows the updating
clinician complete flexibility over how they write the
updated report. The report might remain more concise,
particularly for sections where a macro perspective is
needed (e.g. risk formulation, scenarios, management
plans). However, unless recorded separately within the
report, it means that it might be difficult to identify who the
original or intermediate authors of the report were. Legally,
this is unlikely to be an issue so long as the clinical records
system ensures that a signed and dated copy of each report
at each time-point is available, but it may cause the original author an injury to their pride if they later find a report
which is largely their own work but no longer bears them
any credit.
In sum, we suggest there may be some cases in which
appending is more appropriate (e.g. the historical items),
some cases in which amending is more appropriate (e.g.
the clinical items; risk formulation; scenarios; management plan), and some cases in which complete rewriting is
appropriate (e.g. the risk management items). ‘Smart’
electronic forms may feasibly be one way of making this
easier for the clinician.

How long should it take to complete an
HCR-20?
This is not an easy question to answer, but it is important
to consider to allow service managers and commissioners
to effectively plan and resource services. Our view is that
the length of time taken to complete an HCR-20 properly
is often underestimated.
The actual time taken depends on a range of variables
about the patient being assessed and the information already available. If a patient arrives having had no previous
contact with that service, then clinicians can spend considerable time sourcing historical information. Once they
have this information, this then has to be read and summarised. To save time, we have typically attempted to complete
as much of the historical section of the HCR-20 as possible
as part of the summary. A separate summary may be
beneficial if clinical records are particularly voluminous,
and particularly if they are in no logical chronological
order, or span a very long period. Transferring the chronological summary to the HCR-20 then highlights any gaps
in the available information. We would suggest this process of reading and summarising rarely takes an experienced
clinician less than a complete day, and frequently takes
longer, though it is entirely dependent on the volume of
information available and complexity of the case.
Of course, once the historical information has been
analysed, time also needs to be allocated for the assessor to
discuss the case with other involved clinicians (e.g. to rate
the ‘clinical’ items) and often to interview the patient
themselves (we note that we did not routinely interview
© NAPICU 2017
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patients separately for the HCR-20; this is because in
practice the person completing the HCR-20 is typically
also conducting a detailed clinical assessment and through
this will have generally good knowledge of most of the
clinical items).
The actual process of rating the 20 items for presence
and relevance is not in itself a particularly lengthy process,
if the person making the ratings has the requisite clinical
knowledge. We would suggest in this case that the process
shouldn’t take longer than an hour. Once this is done, then
all the information needs to be pulled together in the
scenarios, formulation and risk management sections. We
would suggest here that for an experienced clinician working alone, this should take in the order of a few hours,
again depending on the complexity of the case and associated formulation.
In total, therefore, we would be surprised if an HCR-20
completed from scratch would take an experienced clinician less than two full days to complete, frequently longer.
One can envisage patients in which the reading alone may
take several days. Subsequent updates would be expected
to take significantly less time, perhaps in the order of a few
hours if administrative procedures are smooth. We would
argue that although this might represent a significant time
commitment, there is little value in completing an HCR-20
if it is not done properly. We view this time as an investment which we would expect to pay dividends later, for
instance in preventing the team from making repetitive
and avoidable clinical errors, in ensuring that treatment is
matched to need and, of course, in making safer clinical
decisions. As the HCR-20 authors reminded us during
HCR-20 training: ‘there’s no such thing as a quick risk
assessment’.

How long should an HCR-20 be?
There seems to be a general agreement that there is a
balance to be struck between conciseness and verbosity.
This balance depends significantly on the underlying report writing skills of the author, and their ability to make
judgements about the relative importance of the information they are including. Length, on its own, does not
indicate quality; but on the whole, we would argue that it
is better to risk verbosity and over- inclusivity if there is
any chance of significant components to a person’s risk
being ignored or omitted. However, there are obvious
risks to this too; we presume that longer reports may be a
barrier to clinicians reading and using them, which means
the report may become effectively useless. We also believe
that whether a clinician reads or uses a report depends
significantly on how much they value the report, how long
they expect the report to be, and their familiarity with the
‘structured professional judgement’ (SPJ) approach. Experienced forensic clinicians should expect that reading an
© NAPICU 2017

HCR-20 report will involve some meaningful investment
of time.
We note that the HCR-20 version 3 coding form/
worksheet, provided in the manual, is 12 pages long. We
would suggest that if this format is used as the rough basis
or outline for an HCR-20 report, then 12 pages would be
the expected minimum length. However, we also note that
the worksheet includes relatively little space for including
evidence against each of the 20 items. In our experience, it
is useful to include detailed information to justify the
scoring of each item, given the significant work that is
involved in trawling through historical files. We argue this
is especially important within H1, where a clear chronological account of all violent behaviour, summarising the
known collateral information about the violence, should
be included. This allows the HCR-20 to be viewed as a
trusted source where all known information about past
violent behaviour is summarised, and ensures that the
scenarios, developed later in the assessment, fully reflect
all possible types of future violence. Consequently, in
some of our HCR-20 reports, the H1 section on its own can
span multiple pages.
In sum, we do not believe there is a ‘right’ answer as to
how long the HCR-20 should be. However, we believe
that the determining factor in the balance between conciseness and verbosity should respond to the clinical value,
acknowledging that a complex report may be necessary to
do justice to understanding the risk of complex forensic
psychiatric patients. The length of a report should not be
dictated by a lack of appropriate resource or poor systems.

Training
We have now trained over 100 multidisciplinary professionals in implementation of the HCR-20. This has involved
training sessions which were held across two days, facilitated by two qualified clinical psychologists with
experience in completing HCR-20 reports, and with experience of training provided by the authors of the HCR-20,
something we would strongly recommend. Protected time
away from the wards was necessarily given to ward-based
staff.
We split the two days of training, using the first day to
go over the ‘academic’ parts of the HCR-20. Here, we
cover an introduction to the SPJ approach as a whole, and
highlight the historical use of the clinical and actuarial
methods. We talk about the definition of violence and the
practical process of completing an HCR-20 including
discussion of the 20 items, providing examples for each.
We consider how an HCR-20 should be used in decision
making. Throughout all of this we highlight the importance of considering the individual formulation behind the
patient’s clinical presentation and how this links (or
doesn’t) to their risk.
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The second day is much more ‘hands on’. Participants
form pairs or small groups (we initially used larger groups,
but these have the disadvantage of diluting responsibility
and leading to less active participation) and work through
the process of completing an actual HCR-20 case with a
patient who is known to them. Participants are requested
to bring as much printed case material for this case as is
available, and the first part of the day always involves
reading and summarising this material. Participants often
remark on how useful it is to have time to read the
paperwork of patients they have been working with, sometimes for many years.
We encourage attendees to focus on making rough
ratings for all 20 items and on the formulation section. We
then encourage one of the pair to take away the ratings
they have made and use this to write up the full HCR-20
report, encouraging them to use this as one of their ‘supervised practice’ cases.
The feedback from the training has been positive (113
completed feedback forms; mean rating for both ‘enjoyment’ of training and the extent to which it met their
expectations was 8.8/10 (SD 1.3); mean rating for ‘clear
communication’ 9.5/10 (SD 0.8)). Additionally, we
asked participants to rate their confidence in completing
the HCR-20 both before and after the training. The mean
rating for confidence prior to the training was 2.7
(SD 3.0) and the mean confidence after the training was
7.3 (SD 1.7). Our view is that this may reflect a little
over-confidence; most of the participants would not have
completed an HCR-20 prior to the training and we would
anticipate that high ratings of confidence (i.e. > 7)
should only be given by people who have had relatively
substantial experience in using the HCR-20 in clinical
practice.
We have considered whether there were ways to adapt
our training model to increase the number of staff following the training through to the supervised clinical
practice component. An alternative model considered
was to have a ‘two phase’ training where staff who possess the required competences to complete HCR-20
reports would complete the ‘full’ training, and other staff
would complete, perhaps, some specific ‘violence risk
awareness’ training. This is tempting, but does leave
some questions, particularly what we would be attempting to ‘do’ in this training, and what the expected clinical
benefit would be.
Another option we have considered is whether we
should develop specific training for service managers.
Whilst we would not have any expectation necessarily that
the managers would complete the assessments themselves,
we would hope to at least enthuse them in the principles of
the HCR-20 and SPJ, and to allow discussion about shaping the service to ensure the HCR-20 became a more fully
embedded process.
6

Patient involvement in the HCR-20
Shared decision making between patients and clinicians is
often advocated as the ideal process within clinical settings (Charles et al. 1997) and has been applied within the
context of HCR-20s (Henagulph et al. 2012). Indeed,
within forensic services, the NHS standard contract specifies that ‘the risk assessment and management should aim
to support self- assessment and management through engaging the individual as much as possible and by providing
the individual with information and support about the risk
assessment process’ (NHS Commissioning Board, 2013).
However, this vision may not be universally applied in
practice. Indeed, an audit within a low secure setting
(Gough et al. 2015) indicated very poor levels of patient
involvement within the risk assessment process.
Of course, patient involvement is a very broad term, and
there may be considerable variation in what it looks like in
practice. This variation may make it hard to know when
‘patient involvement’ is being meaningfully achieved. We
will explore some of the most obvious methods, most of
which fall on some continuum between simply discussing
the final report with the patient; and at the other end of the
spectrum, encouraging patients to take responsibility to
rate the presence and/or relevance of risk factors, and ‘coformulate’ their own violence risk with the clinician.
There are potential difficulties in directly involving
patients with the actual writing up of their HCR-20. Even
with a good professional relationship, it is fairly common
for patients to disagree with some of the content of their
HCR-20. The disagreement might reflect the fact that the
patient simply does not perceive any need for detention or
treatment. Pressing this disagreement may have the potential to cause a breakdown in professional relationships,
which could consequently hinder recovery. A collaborative approach may therefore best focus on specific points
in which some agreement can be reached.
Further, the uses of assessment tools in clinical forensic
settings needs to be interpreted in line with the social
desirability bias (e.g. McEwan et al. 2009). Possible selfenhancement could lead to inaccurate risk assessments
and recommendations. In forensic settings generally, it is
important to be aware of this bias, and other reasons for
distorted information, and to ‘triangulate’ information
provided directly by patients.
Positively however, given a good professional relationship with the patient, information gained through patient
involvement can be incredibly useful and qualify the
author to create a more accurate and meaningful formulation of their violence risk. Patient involvement promotes
self-determination for patients (Deegan & Drake, 2006)
which has the potential to aid recovery if the clinician and
patient can reach mutual decisions and agreements on
clinical plans.
© NAPICU 2017
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We can only give this issue a brief overview and it
deserves further discussion. We close by summarising that
the extent to which patients should be involved in their
HCR-20 should ultimately be an individual clinical issue.
The aim should be to ensure that patients are involved to
the greatest extent possible, and in a way that tries to lead
to some therapeutic objective in encouraging shared decision making and an increase in shared responsibility.

Using the HCR-20 in clinical decision making
The HCR-20 is intended to be a live document that helps
the clinical team make better decisions about risk. We
know that as clinicians, we have a range of reasoning
biases (Tversky & Kahneman, 1974; Norman & Eva,
2010) that mean that idiosyncratic decisions about risk
made by clinicians based simply on ‘expertise’ or ‘experience’ are flawed (e.g. Meehl, 1954; Grove & Meehl, 1996;
Lidz et al. 1993). Further, a lack of structured process
means a deficiency in systematic accountability, and we
note for instance that independent investigation reports of
homicides committed by psychiatric patients have remarked upon incidents when HCR-20s have not been used
to influence management plans and clinical decision making (e.g. Winchcombe, 2013)
But what does it mean to use the HCR-20 in clinical
decision making? Should it be referred to before every
decision? And what does it even mean to refer to an HCR20? With a six-month update window, and clinicians who
have perhaps 20 HCR-20s to ‘hold on to’ within this time
period, is a quick scan of the scoring or formulation
enough? Often, in practice, completion of the HCR-20
does not temporally coincide with a point in which decisions about progression, leave and so forth are made; even
if such plans are considered within the ‘R’ items, risk
management plan and scenarios. Further, in many scenarios the author of the HCR-20 and the ultimately
accountable clinician (the Responsible Clinician for the
patient’s care), who may in practice make a ‘final’ decision, may well be different people.
We suggest that the only way of resolving these issues is
through effective multidisciplinary decision making, with
clear agreement within the team (and ideally the service)
about how the HCR-20 should be incorporated into this
process. Such a process might be most effective if it is
implemented within policy.
Certainly, a lack of integration of the HCR-20 within the
CPA process has been remarked upon within independent
investigation reports following adverse incidents (e.g.
Brougham & Hornby, 2014). Whatever process is agreed,
we suggest that within a low or medium secure unit there
should be a number of ‘gateway decisions’ (see below)
which trigger the team, at a minimum, to ask ‘What does
the HCR-20 say?’ and perhaps spend some time reviewing
© NAPICU 2017

Box 1. Gateway decisions: key points at which formal
reference to the HCR-20 should be made
Should the patient:
•
•
•
•
•

Get leave for the first time?
Be transferred between wards?
Have a significant change or extension to his/her leave?
Regain leave after losing leave following a risk incident?
Be discharged or progressed to a low or non-secure
environment?

the extent to which the decision is covered within the R
items, scenarios and management plan (see Box 1). We
suggest that this is, in practice, a really difficult area for
services to ‘get right’.
In an outcome-driven culture, it is very easy to see the
completion of the HCR-20 report as the primary target. We
must not forget that primarily, the HCR-20 is intended as
a clinical tool to help us make better decisions. It is
suggested that formal guidance issued by professional
bodies may make it easier for units to compare their own
practice in this area to a ‘best standard’ and hence improve
accountability.
Finally, whilst the purpose of this article has been to
focus on systems for the appropriate use of the HCR-20,
these systems should not be so rigid as to lose sight of the
main purpose of the HCR-20. Different risk factors, and
different risk assessment approaches, may be more important for the management of short-term risk, or where risk
of violence presents in specific context; e.g. sexual violence. In terms of clinical decision making, therefore,
services need ensure that the clinical decision being made
is, ideally, based on the use of the most appropriate tool;
which may not always be the HCR-20.

Clinicians’ cognitive distortions
We have informally encountered a range of opinions or
beliefs that clinicians hold about the HCR-20. Perhaps
most fundamentally, we would suggest that the extent to
which a clinician believes the HCR-20 is a useful tool is
one of the primary determining factors in the extent of its
use. Some of these beliefs therefore may prevent effective
use of the HCR-20. For the purposes of this paper, we have
termed these beliefs ‘cognitive distortions’, a term that
should be familiar to forensic practitioners (Beck, 1963;
Maruna & Mann, 2006). These negative thought processes may demotivate the clinician in relation to completing
the assessment, delay completion of the report or impact
on its quality. We want to try to dispel some of the
‘cognitive distortions’ that we have encountered most
frequently.
Firstly, the process of writing the report may sometimes be seen as ‘another tick box exercise’, taking up an
7
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unnecessary amount of time which the clinician does not
have. However, this belief is unjustified. As mentioned
earlier, the original report may indeed take a substantial
time; however, we believe the time is an investment in
achieving better long term clinical outcomes. Further,
once a thorough first HCR-20 has been written, future
updates can be quickly completed. By taking time to do a
high quality original report, less time and effort will need
to be invested in the future, and potential rewards are high.
On a service and human level, one does not have to
prevent many serious violent incidents for a rigorous
application of the HCR-20 to become worthwhile.
Another ‘cognitive distortion’, particularly prevalent
amongst clinicians who started work in the service after
the patient was admitted, is to assume that patients who
have been in the service a long time will have always had
a detailed summary of their historical records and that all
relevant collateral information will have been obtained.
However, we have frequently observed that this is not
always a reliable assumption to make. Quite frequently
patients move through services without any detailed analysis of their history being constructed. Furthermore, even
when a case summary has been produced in the past, it is
often out of date, inaccurate or incomplete. A time consuming, systematic assessment and summary of the
material that is and is not held, is the only way to resolve
this issue. Therefore, the HCR-20 can serve as an opportunity for professionals to develop this summary and find
out what is known, and what is not known about the
patient.
On a similar theme, we have also encountered the belief
that it is possible to do a good HCR-20 without thorough
information and that it is possible to base the report purely
on either professional opinion, or an assessment of the
patient’s current presentation. However, the HCR-20
manual clearly states systematic analysis is needed to
gather basic case information about the presence of risk
factors, which should be the very first step in administrating an HCR-20. This information should then be integrated
together to formulate a patient’s risk (Douglas et al.
2013a,b). This process is essential to ensure the report is
accurate and most clinically useful.
Finally, we have observed that some professionals have
expressed a belief that once they have completed the
report no one will read it. They are then unsure of the point
of writing the report. Firstly, we would respond that by
completing a detailed history and formulating the patient’s
risks, the involved clinician can at the least familiarise
themselves with the patient’s case in detail; something that
by itself may result in safer clinical decision making.
However, we would also reflect that whether or not a
document is read does depend greatly on the extent to
which the document is valued. In this regard, we would
highlight that the HCR-20 has real-world value in predict8

ing aversive outcomes, and that it is a much stronger basis
than clinical instinct or actuarial methods alone (Doyle et
al. 2014). Combined with an individual formulation, the
HCR-20 is potentially a very powerful document, and
when used properly has the potential to assist the team to
avoid patient violence with catastrophic consequences for
the individual and society alike. In this sense, it is very
much not just ‘another tool’.

Good practice points
We believe that the summary above leads us to identify
several practical questions to which services need to give
explicit thought:
•

•
•
•

•

How will information for the HCR-20 be obtained?
Who will obtain that information? Who will read it
and summarise it?
How will the ratings for the HCR-20 be made?
Who will actually write the HCR-20 report?
What are the specific roles of other team members?
How will fulfilment of these roles be measured or
audited?
How will the HCR-20 be used in routine clinical
practice? How will the HCR-20 interface with other
risk assessments? Is there a different process for updating reports compared to initial completion?

In considering these questions, we suggest the following
‘good practice points’ as a useful starting point. These
focus primarily on service and strategic practices, and
less on procedures that we assume would form part of
standard HCR-20 training (e.g. we do not emphasise, for
instance, that a clear formulation should be included).
•

•

•

•

•

•

Strategies for implementation need to occur on an
organisational and management level, not just on an
MDT level.
People involved in the completion of the HCR-20
should have their responsibilities clearly outlined in a
job plan.
Resourcing should reflect real-world calculations of
how long it takes to complete an HCR-20. We have
suggested above that this time is often underestimated.
Services need to be aware of the various competencies
needed to complete the HCR-20, including those outlined in the HCR-20 manual (Douglas et al. 2013b),
but also basic competencies such as report writing.
Competencies should be borne in mind in terms of
training, supervision and answering the question of
who completes the assessment.
Training should be provided by clinicians with significant experience of the HCR-20 who have attended
formal HCR-20 training themselves.
Trainers need to have expectations of the outcomes of
training which are shared by the wider organisation.
© NAPICU 2017
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•

Following training, clinicians new to the SPJ approach should engage in a process of being ‘passed
out’ by an experienced senior clinician (in our case
this has become the remit of the ward psychologist).
On-going supervision should be provided as necessary.
Units should have an explicit process of how the
HCR-20 is rated and written up, with clear roles and
expectations outlined, and sufficient dedicated time.
This should be audited (see below) and have management follow-up.
Units should have an explicit process of how the
HCR-20 is used to influence clinical decision making
(e.g. decisions about leave, decisions about progression and discharge). This should be embedded on a
policy level, likely alongside the CPA process.
Services should consider the process of updating to be
different to writing a report from scratch. We believe
that it is efficient to ‘update’ reports rather than rewrite the whole report every six months. However,
explicit thought needs to be given to which parts of a
previous report to append, amend, or rewrite. In the
same order, we propose these should relate broadly to
historical, clinical and risk management items.
Service managers need to have a clear understanding of
how the HCR-20 can help the organisation make safer
and more defensible decisions about complex patients.
If managers see it as ‘another target’ that has to be met
this will be echoed throughout the organisation. Clinicians who believe in and understand in the SPJ model
should attempt to explain this model wherever possible.
The HCR-20 is likely to be a relatively lengthy and
detailed document, and it should be used by clinicians
and services as the default source of a chronology of
the person’s violence.

•

•

•

•

•

•

•

•

•

An HCR-20 report is only as good as the information
on which it is based. It can be difficult to obtain
historical information and clear processes and responsibilities should be outlined.
Services should consider adopting minimum standards for obtaining collateral information. The HCR-20
manual provides some guidance on this point. However, in the UK context we believe this should include,
as a minimum: Police National Computer (PNC) printout (or other verifiable document detailing official
conviction history); collateral accounts of relevant
violent incidents; detailed history of admissions and
history of mental health presentation. Ideally, information should also be supplemented by developmental
information (e.g. school records; social services history) and information from significant others (e.g.
parents/carers).
The HCR-20 should be passed on to any relevant
agencies routinely after discharge. This should be
reflected in policy. We encourage clinicians to note
the Caldicott principles (Caldicott, 2013), which emphasise that ‘the duty to share information can be as
important as the duty to protect patient confidentiality’. Community services may need support to make
best use of the document.
Services should incorporate clear audit practices within
their assessment of completion. These should extend
beyond the simple check of whether a HCR-20 has
been completed. Audit standards that we would recommend are detailed in Box 2. These might well be
developed further. We recommend such audits might
occur at 6 monthly intervals. Such standards may be
useful for commissioners in monitoring quality of compliance simply as opposed to technical compliance.

Box 2. Recommended minimum audit standards for the HCR-20
•
•
•
•
•
•
•
•
•
•
•
•

Is the author clearly identified (or if report produced by multiple people, are all contributing roles clearly identified?)
Is the report clearly identified as a first report or update?
Are ratings given to all 20 items for both presence and relevance?
Does H1 specifically contain a relatively comprehensive account of all previous violence to date, based on appropriate sources
of information?
Are ratings in H6 and H7 based on clinical assessments of appropriate quality?
Are ratings for all factors supported by appropriate narratives, which in turn are based on appropriate sources of information?
Are the risk management items considered against a specific point in time or anticipated set of circumstances?
Is there a clear formulation which provides a plausible explanation for the person’s violence, based on the information already
identified in the HCR-20?
Are the scenarios clearly outlined, appear to relate to the formulation, and lead/connect to appropriate risk management plans?
Do they consider imminence, severity, and likelihood?
Does the risk management plan relate to a specific anticipated scenario?
Throughout the report, is there evidence of use of appropriate triangulation of different sources of information, with evidence of
detailed knowledge of available historical information expressed?
Is there evidence of appropriate patient involvement?
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