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Before you start

This guide discusses homicide, suicide, coercive control and the misidentification of victims. It uses constructed examples, some of which describe serious harm. Read it somewhere you can put it down.

If you or someone with you is in immediate danger, contact emergency services. In Australia that is 000. National counselling and referral for family and sexual violence is available through 1800RESPECT (1800 737 732); Lifeline (13 11 14) for crisis support; MensLine Australia (1300 78 99 78) for men, including men who are using violence or are worried about their own behaviour, and men who have been accused; and 13YARN (13 92 76) for Aboriginal and Torres Strait Islander callers. Services and numbers differ outside Australia; use whatever your jurisdiction publishes.

A note to practitioners specifically. Sustained exposure to this material has a cumulative effect. It is well documented, it is not a character flaw, and the risk-management name for it is accumulation: repeated exposure to a hazard, each instance individually survivable, and none of them resolved before the next arrives. Chapter 5 is about exactly that mechanism in the people you work with. It applies to you as well. If Chapter 5 reads as a description of your own last twelve months rather than a client’s, that is worth acting on. Most agencies have a supervision or employee-assistance pathway.

Two passages are more confronting than the rest and are flagged here so you can choose when to read them: the death review findings in Chapter 4, and the worked case record in Chapter 9.

Every example in this guide is a composite. None is drawn from a real matter, proceeding, person or agency. Names are invented. Details are assembled from patterns that recur across the published literature and reviews, and deliberately combined so that no example resolves to a real case. Where I cite a real finding — a death review, an audit, a statute — I say so and give the source.






Preface

I am not an expert in domestic and family violence. You are.

I have spent about thirty-five years in risk — Defence, government, mining, energy, aviation. I am the lead author of the Security Risk Management Body of Knowledge and of the forthcoming Risk Management Body of Knowledge, and a co-founder of SECTARA. I have written a dozen books about how to work out what could go wrong and what to do about it. I have never run a refuge, taken a statement at three in the morning, sat with a woman deciding whether to go home, or facilitated a men’s behaviour change group. On the subject matter of your work, I am a visitor, and I have written this guide accordingly.

What I can offer is a discipline. Risk management is a body of practice with a standard, a vocabulary, a process and a set of thinking tools, developed over a century in industries where getting it wrong kills people. It has almost nothing to say about why one person strangles another. It has a great deal to say about how to describe what you are worried about so that someone else can act on it, how to tell the strength of a claim from the strength of the evidence for it, how to work out whether the controls you have put in place are doing anything, and how to notice that you have talked yourself into a conclusion.

That discipline is not currently well represented in this field, and the cost of its absence is visible in the record. When I examined one Australian jurisdiction’s domestic and family violence system in detail, the central finding was not that anybody lacked commitment or expertise. It was that a system requiring every part of its operation to manage risk to a recognised standard had never applied that standard to its own highest-consequence decision.1 That is a risk-management failure, not a domestic and family violence failure, and it is the kind of failure this discipline exists to prevent.


Why this is security risk management

There is a specific reason a security risk practitioner rather than a safety practitioner is writing this.

Risk disciplines divide by what is producing the harm. Safety deals with hazards, which do not care what you do. Security risk deals with a person, who observes what you put in place and adapts to it. Domestic and family violence is person-to-person harm; it belongs in the second category, and the fact that it is usually filed under safety, health or social policy is one reason the tools brought to it so often underperform. Chapter 2 makes that argument properly.

What follows from it matters most in a single place: the concept of threat. In security risk, a threat exists where a person has both the capability to produce harm and the disposition to do so. Disposition is not the same thing as criminal intention. It is not a finding about culpability. A person can be genuinely kind, genuinely remorseful, genuinely without any conscious wish to hurt anyone — and still, when drunk, or in the middle of a psychotic episode, or under a load of stress they have no practice at carrying, become a reliable source of serious harm to the person nearest to them. Capability plus disposition. The consequence profile is what you are assessing. The moral profile is somebody else’s job.

That distinction is the load-bearing idea in this guide, and it is what allows a practitioner to assess risk without pre-judging blame. It is also what keeps the guide defensible. If you cannot separate this person is dangerous under these conditions from this person is a bad person, you will either overstate risk in order to justify a protective decision, or understate it because the person in front of you is likeable. Both errors kill people.



What is in scope, and what is not

In scope. Security risk management applied at the level of an individual and a relationship: threat, vulnerability, consequence, controls, and the reasoning tools that support them. Enough of the ISO 31000 standard to use the vocabulary correctly. A working set of models — bow tie, Swiss cheese, causal chains, control effectiveness, information grading, cognitive traps. A short set of field techniques.

Out of scope, and named as such.

Societal and systemic risk — policy design, funding, commissioning, workforce. A different discipline with a different unit of analysis. Chapter 1 draws the line.

Clinical assessment. Chapter 3 refers to substance use, impaired impulse control and acute psychosis because they change what a person is capable of. It does not equip you to apply any of those labels, and says plainly why trying to is itself a source of error.

Legal advice. Nothing here is a statement of law, an evidentiary standard, or guidance on running a matter.

Full risk assessment methodology — registers, matrices, treatment plans to a professional standard. That is the companion volume, which uses the SRMBOK risk assessment template and the SECTARA platform. It is named once more in Chapter 18 and not otherwise.

A replacement for your mandated instrument. Most readers work under a statutory or agency-mandated risk assessment tool — your jurisdiction will have one, whatever it is called. This guide supplements whatever you are required to use. It never displaces it. If anything here conflicts with your mandated instrument, your instrument wins, and you should tell someone about the conflict. Chapter 18 says it again.



A word on the evidence, and on gender

Two things are true at once, and a guide that holds only one of them will mislead you.

The lethal end of this is strongly gendered. Of the intimate partner homicides recorded in Australia since 1989–90, 76 per cent had a female victim.2 In New South Wales, of 308 intimate partner homicides reviewed over two decades, 79 per cent were a man killing his current or former female partner.3 The pattern is stable across jurisdictions and across decades, and any account that obscures it is not describing the world.

And family violence is not only something men do to women. On the broadest measure the Australian Bureau of Statistics reports, about 12 per cent of Australian men have experienced violence from an intimate partner or a family member since the age of 15 — roughly three in every ten people who have.4 Where the person causing harm is a family member who is not a partner, men are about four in ten of those harmed. Lesbian, gay and bisexual Australians report violence from a partner or family member at higher rates than heterosexual Australians.5 It occurs in same-sex relationships, in relationships where the woman is the person causing harm, between siblings, between adult children and their parents, and against older people by those who care for them.

The two paragraphs are measuring different things, and the difference is the point. The gendered pattern sharpens as severity rises and flattens as the definition broadens. Men are about three in ten victims of family violence in general, about a quarter of intimate partner violence victims,6 and about a quarter of intimate partner homicide victims. Both facts are real, neither cancels the other, and a practitioner who has been taught only one of them will miss the cases the other describes.

This is why the method in this guide is not gender-conditional. Capability and disposition, allegation against harm established, controls, information quality — every one of them is applied identically whoever is in front of you. The population pattern sets your starting expectation. It does not complete your assessment, and it never assigns a person to a role. A practitioner who lets the population pattern do the work of the individual assessment will make precisely the error the record documents most often, which is recording the person being harmed as the person causing harm.

Where this guide says “he” and “she” — in the constructed examples, and in the occasional sentence where the alternative was unreadable — that is incidental, not indicative. Every method statement in it applies to whoever occupies the role.

One more limit, stated here rather than left to be found. This is Edition 1 and no domestic and family violence practitioner has reviewed it. Not a specialist service, not an Aboriginal Community Controlled Organisation, not a men’s behaviour change practitioner, not a police family violence unit. That is a real weakness in a guide written by an outsider, and the remedy is the obvious one: Edition 2 will name its reviewers and print their disagreements rather than absorb them.

It is free at srmbok.com and dfvrisk.com.au because the people who most need it are not going to buy it. Corrections, disagreements and better examples are welcome and are the point of publishing an Edition 1.









1. Julian Talbot, A System That Cannot See Itself: an independent risk analysis of the ACT’s domestic and family violence system (2026), dfvrisk.com.au.



2. Australian Institute of Criminology, Homicide in Australia 2024–25, Statistical Report 58, National Homicide Monitoring Program, covering 1989–90 to 2024–25.



3. NSW Domestic Violence Death Review Team, Annual Report 2021–2023, NSW Coroners Court, covering 1 July 2000 to 30 June 2022.



4. Australian Bureau of Statistics, Personal Safety, Australia, 2021–22. Violence by an intimate partner or family member since the age of 15: 27 per cent of women and 12 per cent of men. Violence by a family member other than a partner: 8.1 per cent of women and 5.9 per cent of men.



5. Australian Bureau of Statistics, Personal Safety, Australia, 2021–22.



6. Australian Bureau of Statistics, Personal Safety, Australia, 2021–22: violence by an intimate partner since the age of 15, 23 per cent of women (2.3 million) and 7.3 per cent of men (692,600).





How to use this guide

It is short enough to read straight through in an afternoon, and that is the recommended first pass. The parts build: Part 1 gives you the frame, Part 2 the process, Part 3 the models, Part 4 things to do on a Tuesday, and Part 5 what none of it can do.

Each chapter opens with one line saying what you will be able to do by the end, and closes with three to five practice points. The practice points are the compressed version of the guide, and reading them all first is a legitimate way to start.

Read Part 1 before anything else. The rest of the guide will look like generic management material without it. Part 1 is where the argument lives.

If you are short of time, read Chapter 3 (capability and disposition), Chapter 4 (the two matrices) and Chapter 9 (writing it down). Chapter 3 carries the argument, Chapter 4 carries the error map, and Chapter 9 is the part you will use tomorrow.

If you are a manager or a supervisor, add Chapter 12 (control effectiveness) and Chapter 17 (documentation). They are the two places where an individual practitioner’s good judgment is most often lost on its way to becoming an organisational decision.

A note on pronouns. Outside the constructed examples this guide says “the person at risk” and “the person using violence”, because those are roles and the method does not assume who occupies which. Where gendered pronouns appear, they are incidental and not indicative. The preface sets out why.

Terms are defined at first use, including ones that will feel obvious. Readers of this guide come from at least six professions — police, courts, legal practice, health, specialist services, human resources — that use the same words to mean different things. The glossary at the back is the authority for how each term is used here.

A word about what “risk” means, since everything else depends on it. In the international standard, risk is the effect of uncertainty on objectives.1 That is abstract, and it is worth unpacking once. It has three parts. There is something you are trying to achieve — an objective. There is something you do not know — uncertainty. And there is the effect the second has on the first. Note what is not in the definition: risk is not a bad thing that might happen. The bad thing that might happen is an event. Risk is what that event’s possibility does to what you are trying to achieve.

In your work the objective is usually plain: this person is not seriously harmed, and the people around them are not either. The uncertainty is everything you do not know about capability, disposition, load and what happens next. Risk is the gap between those two. Everything in this guide is a technique for narrowing that gap or, where it cannot be narrowed, describing it honestly.








1. ISO 31000:2018, Risk management — Guidelines, clause 3.1. Adopted in Australia as AS ISO 31000:2018.





Part 1 — Where you are standing




1. Two levels, and which one this guide is about


By the end of this chapter you will be able to say which of two very different risk problems you are being asked to solve, and notice when a conversation has slid from one to the other.


There are two domestic and family violence risk problems. They share a name and almost nothing else.

The systemic problem asks whether a jurisdiction’s arrangements reduce harm across a population. Its unit of analysis is the cohort. Its questions are whether the money is going to the right places, whether services reach the people who need them, whether the legislation does what it was drafted to do, whether anyone is measuring. Its evidence is administrative data, evaluation, audit, death review. Its practitioners are policy officers, commissioners, auditors and researchers. When it fails, it fails invisibly and at scale, and the failure is usually not that anybody did anything wrong but that nobody built the thing that would have shown them.

The individual problem asks what could happen to this person, in this relationship, in the next weeks and months, and what can be done about it. Its unit of analysis is a person and a relationship. Its evidence is what each person tells you, what the file says, what a neighbour reported, what you can see. Its practitioners are you. When it fails, it fails visibly, to a named person, and someone will ask you why.

This guide is entirely about the second. Everything in it — the models, the process, the vocabulary — is scaled to a case, not a cohort.

That is a deliberate narrowing and it costs something, so it is worth being honest about what is lost. Most of the leverage in this field is at the systemic level. If a jurisdiction has no monitoring framework, no baseline and no published measure of whether its own risk framework is used, then a thousand excellent individual assessments will not add up to a system that improves, because nothing is aggregating them.1 Individual practice cannot compensate for a system that does not measure itself. I have written about that problem at length elsewhere and it is not this guide’s subject.

What individual practice can do is make each decision better, and make it legible. Those are not small things. A decision that is well reasoned and clearly recorded is a decision that survives handover, survives a change of worker, survives review and survives cross-examination. In a system that does not aggregate well, the quality of the individual record is often the only durable thing produced.


Why the levels get confused

They get confused because the same words appear at both, and because moving between them without noticing is the most common failure in risk conversations I have sat in on, in every industry I have worked in.

Three phrases should make you check which level you are on.

“The research says.” Population research describes distributions. It tells you what proportion of a cohort with a given feature went on to a given outcome. It does not tell you what the person in front of you will do. A factor that doubles risk across a population may still leave the individual outcome improbable, and a factor that is weak across a population may be decisive in a particular relationship. Population evidence sets your priors. It does not make your assessment.

“That’s not our risk.” At the systemic level, risks are allocated to agencies, and a risk that has been allocated elsewhere is legitimately not yours. At the individual level, that allocation is invisible to the person being harmed. Harm does not respect a program boundary. Chapter 11 is about what happens in the gaps between agencies, which is where most catastrophic outcomes are actually assembled.

“We already have a framework for that.” A framework is a set of arrangements for making risk management happen. It is not the act of managing a risk, and the existence of one tells you nothing about whether anybody used it in this case. Chapter 6 separates the three things — principles, framework, process — because collapsing them is how organisations come to believe they are managing a risk they have only written a policy about.



The one place the levels meet

There is a single point where individual practice and systemic performance touch: the individual assessment is the system’s only sensor. Everything a jurisdiction can eventually know about whether it is working is built out of records made by individual practitioners on ordinary days. Chapter 17 works out what follows from that, and it is why a guide about thinking ends with a chapter about documentation.

Practice points


	Before responding to a risk question, decide which level it is being asked at. If the answer is “both”, separate them and answer twice.

	Population evidence sets your starting expectation. It does not complete your assessment of an individual.

	Do not let a program boundary become an analytical boundary. The person being harmed does not experience one.

	Your case record is the only sensor the system has. Write it as though it will be read by someone who was not there — because it will be.











1. For a worked example of a jurisdiction in exactly this position, see Talbot, A System That Cannot See Itself (2026), particularly its treatment of the 2024 Auditor-General finding that no performance monitoring strategy or evaluation framework had been developed.





2. Three types of risk, and why this is the third


By the end of this chapter you will be able to say what kind of risk problem domestic and family violence is, and why tools designed for the other two kinds underperform on it.


Most risk management failures I have investigated were not failures of effort, resourcing or competence. They were failures of classification. Somebody brought the right tool to the wrong kind of problem and then worked very hard with it.

Risk sorts into three types by what is producing the harm. I call it the 3A model.1

Actuarial risk — the law of large numbers. Nobody in particular is doing this to you. Workplace injury, disease, equipment failure, weather, insurance. The behaviour of the system is stable enough that the past predicts the future, and enough events occur to build a distribution. You manage it with data, standards, engineering and procedure. It does not adapt. Last year’s road toll is a genuine guide to next year’s.

Active risk — the law of the land. A human counterparty is adapting to you, but inside agreed rules. Markets, litigation, competitive sport, contract negotiation, project delivery. The other side wants to win and will change tactics when you change yours, but both of you are staying inside a shared framework, and the constraint that holds is usually the boundary between legal and illegal. You manage it with strategy, monitoring and the capacity to respond faster than the other side.

Adversarial risk — the law of the jungle. A person is the source of harm and there are no agreed rules. Crime, fraud, terrorism, espionage, war. The distinguishing feature is not malice; it is that the source observes your controls, learns what they are, and routes around them. Any control you put in place becomes information about you. Asymmetry is normal — a single person can cause damage wildly disproportionate to their resources.



Figure 1 — Three types of risk

[image: Figure 1 — Three types of risk]

These are not exclusive, and many situations contain all three. The point of the classification is that each demands a fundamentally different management strategy, and using the wrong one produces confident, well-documented, systematic failure.


Domestic and family violence sits in the third

It sits there because of the defining feature: the source of harm is a person who observes the controls and adapts to them.

A word on the term I am about to use repeatedly. A control is any measure that modifies risk — an order, a plan, a locked door, a phone, an appointment, a rule, a habit. Chapter 12 is about how to tell whether one is working. For now, all that matters is the definition.

Consider what happens when a protection order is made. In an actuarial frame, a control has been applied and the hazard is now managed; the levee is built and the flood will be lower. In an adversarial frame, information has just been transferred. The respondent now knows that the other party has gone to an agency, roughly what was said, that a court believed enough of it to act, and where the boundaries of surveillance and enforcement now lie. Some respondents comply. Some comply with the letter of the order and intensify everything the order does not cover. Some escalate immediately, which is why separation is consistently identified as an elevated-risk period.2 None of that is intelligible as a hazard. All of it is ordinary adversarial behaviour.

The same logic explains why so many controls in this field degrade rather than hold. A safe address works until it is discovered. A phone blocked works until a new number is used, then a mutual friend, then a child’s device, then a court process used as a channel for contact. A monitored contact arrangement works until the arrangement itself is used to extract information. In an actuarial system, a control that worked yesterday works today. In an adversarial system, a control that worked yesterday has been studied.

This is also where economic abuse finally makes sense analytically. It looks like a finance problem, and it is routinely handed to financial counselling as though it were one. It is not. It is a vector — a route by which one person degrades another’s capability to leave, to obtain help, to hold housing, to instruct a lawyer. Debt in someone else’s name, a coerced loan, control of a bank account and destroyed credit are all the same move as taking someone’s car keys, executed through a different channel. Classify it by the source, not by the instrument.



What each classification implies for tools

The practical consequence is a set of expectations about your own instruments.

Static factor lists behave actuarially. Prior violence, separation, strangulation, weapons access, threats to kill, substance use, coercive control, pregnancy — these are population-derived indicators, and they are genuinely valuable. They are also, by construction, backward-looking and non-adaptive. They will not tell you that this respondent has changed method. A checklist cannot detect an adaptation it does not have an item for.

The person may be managing your instrument. In an adversarial frame, the assessment process is itself observable. Someone who has been through the system before knows what is asked, knows which answers produce which responses, and is frequently better at presenting well to services than the person they are harming — who arrives distressed, inconsistent, angry, or intoxicated, and presents badly. Chapter 4 is about what that does to your judgment; Chapter 13 gives the procedure that stops it.

Absence of an indicator is weak evidence. In an actuarial system, a negative test result is informative. In an adversarial one, it may mean the behaviour is not occurring, or that it has moved somewhere you are not looking. This is the most useful implication of the classification, and the record contains a striking illustration of it: in one Australian death review that examined twelve homicides in depth, coercive control was present in almost all of them, and in about nine of the twelve there was no significant physical violence beforehand.3 In those twelve cases, the signal a system built around reported physical incidents is designed to detect was absent in three out of four.

Twelve cases in one jurisdiction is not a rate, and prior physical violence remains one of the better-supported indicators in the wider literature. The finding does not license de-weighting it. What it establishes is narrower and still important: the absence of physical violence does not establish the absence of escalation.

None of this means the indicators are wrong. It means they are one input to an adversarial assessment, not the assessment.

Practice points


	Classify before you assess. Ask what is producing the harm: a hazard, a rule-bound competitor, or a person with no agreed rules.

	Treat every control as information transferred to the person it is applied to. Ask what they now know that they did not know before.

	Expect adaptation. When a route closes, look for the next one rather than recording that the risk has reduced.

	Do not read the absence of an indicator as the absence of risk. Ask where the behaviour would have moved to.

	Classify economic abuse, technology-facilitated abuse and litigation abuse by their source, not by the instrument used.











1. Julian Talbot, “The Three Types of Risk” (2022), and Risk Management Body of Knowledge, §1.3.1. Some earlier presentations of this model name the middle category “adaptive”; “active” is the canonical term.



2. NSW Domestic Violence Death Review Team, Annual Report 2021–2023, NSW Coroners Court: of 244 homicides in which a man killed his female intimate partner, about two-thirds (n=160, 65.6 per cent) occurred in the context of separation — the relationship having recently ended, or one or both parties having indicated an intention to separate. The Queensland Domestic and Family Violence Death Review and Advisory Board likewise identifies separation, actual or intended, and family law proceedings as known risk factors for lethal violence.



3. ACT Domestic and Family Violence Review, Biennial Report 2023, which undertook in-depth reviews of twelve domestic and family violence homicides and reports that “a clear, ongoing pattern of coercive control was present in almost all the cases” and that “in approximately 75% of these cases there was a clear absence of significant physical violence prior to the homicide”; analysed in Talbot, A System That Cannot See Itself (2026).





3. Threat: capability and disposition


By the end of this chapter you will be able to assess how dangerous a situation is without making, or needing, a finding about whether anyone is a bad person.


This is the chapter the rest of the guide rests on.

In security risk management, a threat is not a person and not an event. It is an assessed combination of two things about a person: what they are capable of, and their disposition towards the act in question. Neither alone is a threat. Capability without disposition is a bystander. Disposition without capability is a wish.

The formal SRMBOK treatment grades each on a five-point scale and reads the threat rating off a matrix.1 Capability runs undeveloped, emerging, moderate, developed, advanced — resources, knowledge, skill, access. Disposition runs none, implied, expressed, committed, dedicated — from no drive at all through to extreme motivation with no room for compromise. Advanced capability with no disposition rates low. Undeveloped capability with dedicated disposition rates medium. High ratings require both.

You will not be filling in that matrix. What you need from it is the structure, because the structure does something no other framing in this field does: it lets you assess danger without adjudicating blame.


Disposition is not criminal intention

This is the distinction that makes the whole thing work.

Criminal intention is a legal conclusion about a person’s mental state at a moment, proved to a standard, by a court. It attaches culpability. It is retrospective. It is not your job.

Disposition, in the security sense, is a forward-looking assessment of what a person will tend to do under a given set of conditions. It is not a moral verdict. It does not require the person to have decided anything. It certainly does not require them to be a bad person.

Say that plainly. A person can love their partner, be horrified by what they did, mean every word of the apology, and still have a disposition, under conditions that recur weekly, to strangle them. Both halves are true. The apology is real. The disposition is also real. Assessing the second is not a claim about the first.

The reverse also holds, and matters just as much. A person can be unpleasant, controlling in ways that are obvious and documented, contemptuous in interview, and present a lower risk of lethal harm than a quieter one with a firearms licence and a recent separation. Unlikeability is not disposition. It is one of the more reliable ways to get a risk assessment wrong.



Before the next section: you cannot diagnose

The four profiles below use clinical language, and three of them name conditions. Unless you hold a clinical qualification that authorises you to diagnose, applying any of these labels to a person is outside what you can do — and it is outside what I can do. Some readers of this guide are psychologists, psychiatrists and clinicians who make exactly these assessments as part of their work; nothing here displaces that, and where you are the qualified person, your assessment governs. For everybody else the profiles appear because each describes a mechanism by which capability and disposition change, not because you are being equipped to identify them. Read them as descriptions of conditions that alter what a person is capable of, and go to the section after them, which says what to write instead.

Three things must be said alongside them, because a list like this read without them makes practice worse rather than better.

The population associations are weak. Most people with any of these conditions never harm anybody, and the association between mental illness and interpersonal violence is small in absolute terms and substantially mediated by substance use and social circumstance.

The labels land on whoever presents worse, which in this field is disproportionately the person being harmed.

And a pattern that describes past homicides is not a test that predicts future ones. The distinction is easy to lose and expensive to lose. Take the “fixated threat” trajectory, which is drawn from the Australian pathways-to-homicide research. It is a post-hoc typology: it was derived by working backwards through completed intimate partner homicides to describe the pathways that recurred in them. It was not built by following a population forward and testing whether people who fit the pattern go on to kill at a higher rate than people who do not.2 That is a real and useful thing — it tells you what these events looked like on the way in — and it is not a predictor. A typology read as a predictor produces confident identifications of people who will never harm anyone, and it produces them in the same direction as every other error in this chapter. What makes any of this risk-relevant is never the label. It is the specific, observable trigger condition underneath it.



Four profiles that produce comparable consequences

Consider four people. Each is at the causing end of a serious assault. In law and in ordinary moral reasoning they are miles apart. On consequence, they converge.

Impaired impulse control. Acquired brain injury, some medication effects, chronic sleep deprivation, untreated pain, acute withdrawal. The person forms no plan and often has no wish to harm anyone. The gap between provocation and action is close to zero, and that gap is where all the ordinary inhibition normally happens. Capability is unremarkable and often high — a household is full of it. Disposition, in the security sense, is present under a describable trigger condition, and is unrelated to what the person wants.

Intoxication. The most common and the most under-assessed. A person is genuinely a different risk proposition sober and drunk, and the sober version is the one that presents to your service, apologises, and is believed. This is the case the whole distinction was built for. In law, intoxication may or may not carry reduced culpability. In risk terms nothing is reduced: alcohol raises disposition and, by removing calibration, raises effective capability as well — more force is used than was meant. The hardest person to hold in mind here is the one who is genuinely likeable and genuinely dangerous, in that order, four nights a week.

Acute psychosis. Capability is ordinary and disposition can be extreme, structured by a belief system that is not accessible to reasoning. It may be sudden, may be directed at whoever is closest, and may be entirely absent between episodes. Culpability may be nil. Two qualifications matter more here than anywhere else on the list. The great majority of people who experience psychosis harm nobody, and the population-level association with violence is weak. And when a person in acute psychosis is involved in violence, they are more likely to be the person harmed than the person causing harm. What is risk-relevant is an acute, observable, describable state — not a diagnosis, and not a history of one.

Deliberate coercive control. Here, disposition is exactly what it appears to be: sustained, strategic, self-aware. Capability has usually been deliberately built — isolation from support, control of money and documents, degradation of the other person’s credibility with services, positioning of oneself as the reasonable one. This is the profile that most resembles the classic security adversary, and the one where every control you apply is most reliably studied and worked around.

Four different people. Four different moral positions. Four different treatment needs. Four sets of consequences that a risk practitioner assesses with the same method, because the question is what could happen and to whom, not who deserves what.



Composite: the same method, the other way round

(A composite. Not a real matter.)

Sam and Tobias have been together nine years. Sam is a nurse; Tobias manages a warehouse. Over three years, Tobias has stopped seeing the two friends Sam does not like, had his phone checked most evenings, given up the overtime Sam said was suspicious, watched his pay go into an account Sam administers, and been told twice, in the same words, that if he left, Sam would tell his family what he had been accused of at work in 2019 — an allegation that was investigated and not sustained, and which he has never told his family about. There is no recorded physical violence. Tobias has never contacted a service. On the two occasions police attended a noise complaint, Sam spoke to them and Tobias did not.

Run it as an assessment, not as a category. Capability is high and has been deliberately built: control of the shared finances, access at all hours, knowledge of the one piece of information that would do the most damage, and a direct line to the family he has never told. Disposition is expressed and sustained, and the conduct is strategic rather than reactive — this is the fourth profile above. Consequence range includes serious psychological harm, loss of employment, loss of family, and self-harm.

Nothing in that paragraph changed because of who is in it. What it demonstrates is the whole point of the method: capability plus disposition is assessed identically whoever is in front of you, and a framework that only produces an answer once you have decided who is the man is not a framework.



What to write instead

Do not diagnose outside your qualification. “He’s a psychopath”, “she’s borderline”, “he’s clearly bipolar”, offered by someone not qualified to say so, are not risk assessments. They are unqualified diagnoses, and they do specific damage. They anchor everyone downstream to a label that is very hard to dislodge (Chapter 14). They convert a modifiable condition into a fixed identity, which changes what interventions anyone bothers to offer. And, as the note before the profiles said, they land on whoever presents worse.

What you can do is observe and record conditions. There is a large practical difference between these two records:


He has an anger management problem and I suspect an underlying personality disorder.




On each of the four occasions recorded in this file, the assault followed a day of drinking that began in the early afternoon. Both parties describe the respondent as “a different person” after drinking. There is no record of an assault on a day when he had not been drinking.



The first is a diagnosis that most practitioners are not qualified to make, and that a court will discount when it comes from someone who is not. The second is an observation, it is checkable, it identifies a trigger condition, and it points straight at a control. It is also, in security terms, a disposition assessment: it says what a person tends to do under a specified condition. That is all a disposition assessment ever is.

Chapter 9 makes this separation a rule: what I observed, what I infer, what I recommend, in three distinct paragraphs, never blended.



Capability deserves its own look

Capability is the easier half and it is routinely skimmed, which is a mistake because it is also the half you can most often change.

Capability in this context includes physical capability and disparity of size and strength; access to weapons, and firearms specifically; access to the person at risk — where they live, work, drop the children off, buy groceries; knowledge of their routine, passwords, family, immigration status and mental health history; financial and legal capability, including the capacity to sustain litigation the other cannot afford; and social capability, meaning standing in a community, family or workplace that will be used to disbelieve the person at risk.

That list is worth going through deliberately, because capability is where controls actually work. You cannot change a disposition in the next fortnight. You can sometimes change access, and access is capability.

Practice points


	Assess capability and disposition separately, then together. Neither on its own is a threat.

	Never treat disposition as a finding about culpability, and never let a culpability judgment stand in for a disposition assessment.

	Record trigger conditions, not diagnoses. “Assaults follow drinking” is usable; “he has an anger problem” is not.

	Ask what the person is capable of, not only what they have done. Then ask which parts of that capability you can reduce this week.

	Notice when likeability, presentation or articulacy has started doing the work of evidence.











1. SRMBOK Risk Assessment Template (2024), Annex F, threat assessment criteria. The five-by-five capability and intent matrix and its descriptors are reproduced there in full. The template uses “intent” for the second axis; this guide uses “disposition” throughout, for the reason set out in this chapter.



2. Hayley Boxall, Laura Doherty, Siobhan Lawler, Chelsea Franks and Samantha Bricknell, The “Pathways to Intimate Partner Homicide” Project: Key Stages and Events in Male-Perpetrated Intimate Partner Homicide in Australia, Research Report 04/2022, hosted by the Australian Institute of Criminology at aic.gov.au. The report describes trajectories derived from completed homicides; it does not claim, and was not designed to establish, prospective predictive validity.





4. Two matrices


By the end of this chapter you will be able to describe where an error could be sitting in a case, and explain why no rule of the form “believe” or “disbelieve” can work.


Two three-by-three grids do most of the analytical work in this guide. They are maps of an error space, not instruments. Neither produces a rating, a score or a decision. Their entire value is that they show you which mistakes are available to you, and in which directions they run.

Read that sentence again before going further, because everything in this chapter depends on it. In the first of them you cannot tell, from inside a case, which cell you are in. If you could, there would be no problem to solve. The matrices are for reasoning about uncertainty, not for resolving it.


Matrix one: what was alleged against what was established



Figure 2 — Allegation against harm established

[image: Figure 2 — Allegation against harm established]

One axis is the level at which an allegation was pitched: none, civil, or criminal. The other is the level of harm established on the evidence: none established, moderate, or severe. Nine cells.

Note what the second axis is and is not. It is not “what really happened”, because nobody in the room knows that. It is what the record can establish. A cell in the left-hand column means harm was not established on the evidence available — which includes the ordinary and common case of a truthful account that could not be substantiated, and the case where it was substantiated two years later. The figure deliberately does not label any cell with a motive, and neither should you: “false allegation” and “tactical order” are conclusions about a person’s intentions, they are not categories a practitioner can apply, and they appear nowhere in this guide as analytical terms.

The diagonal is calibration — the cells where the claim and the record match. Where nothing happened and nothing was claimed, the system is correct and does nothing. Where family violence occurred and was described at the level it occurred, the system has an accurate picture. That is the modal cell — the most common of the matters a service sees — and it is easy to forget, because the cells that generate all the argument are the off-diagonal ones. Where criminal conduct occurred and was reported as criminal conduct, the system is correct and, mostly, works.

The near-diagonal cells are mismatches rather than catastrophes. Real harm described at the wrong tier. A crime being handled in a civil forum. These are consequential — an under-classified matter attracts a civil response to criminal conduct — but they are errors of level, not errors of kind. Where an allegation was made at all, the underlying fact pattern is still visible to whoever looks next.

The two far corners are the ones that matter, and they fail in opposite directions.

Before describing them, one thing has to be said about their size, because the figure cannot say it. The two corners are not equally common. Severe harm that generates no allegation at all is a large category. A grave allegation where no harm occurred is a small one. A three-by-three grid gives the two corners equal area because that is how grids are drawn; equal area is a drawing convention and not a statement about base rates. Hold that in mind through what follows.

The bottom-right corner is severe, ongoing harm with no allegation at all. Its consequences fall on the person being harmed, and this is where the deaths are.

The New South Wales death review team put numbers on it. Of 286 domestic violence homicides — a wider category than intimate partner homicide — in which a man was the predominant abuser and a woman the predominant victim, a protection order was in force at the time of death in 64 cases — 22 per cent. In a further 34 per cent an order had existed and had lapsed. In 44 per cent there had never been one. And in nearly half of all those cases — 46.5 per cent — the man’s history of violent behaviour had never been reported to police at all.1

Read that as a statement about this corner. Most of the people who died were not sitting in a cell of the grid that anyone could see. That is a blind spot in the literal sense: the system generates no signal from it, so it does not appear in the system’s own data, so it does not appear in the system’s own account of how it is performing.

The top-left corner is a grave allegation where no harm is established. Its consequences fall on the person accused: removal from home, separation from children, loss of employment, criminal record, and — a consequence that appears in death review data on both sides of these matters, and is not often discussed — suicide.

Now put the corners side by side, because their relationship is the argument.

A single heuristic cannot avoid both. A practitioner who resolves uncertainty by believing allegations reduces the bottom-right error and increases the top-left one. A practitioner who resolves it by requiring corroboration before acting does the reverse. There is no setting of that dial that reduces both. This is not a reason for paralysis; it is a reason to stop looking for the setting and start doing something else, which is to improve the quality of the information rather than the confidence of the response. That is Chapter 13, and it is the practical answer to this chapter’s problem.

Neither an allegation nor a denial is evidence about disposition. Both are claims. Both are graded the same way, on the criteria in Chapter 13, and neither is upgraded or discounted because of who made it or how it was delivered. A practitioner who treats an allegation as self-proving has landed in the top-left corner. A practitioner who treats a denial as self-proving has landed in the bottom-right. A practitioner who treats a denial as itself evidence of guilt has abandoned the method altogether, and has adopted a form of reasoning that cannot be disproved and therefore cannot be right.

This matrix is not a tool for detecting false allegations, and it is not a tool for strengthening allegations. If you find yourself using it as either, you have inverted it. It is a description of where you might be wrong.



The transposition, which is not on the grid

There is a third failure the matrix does not display, and it is the one this field documents most and measures least.

Sometimes the system does not misjudge the severity. It gets the people the wrong way round. The person who has been harmed is recorded as the person causing harm.

This is not a hypothetical. One Australian death review examined thirteen people who died in non-homicide incidents — suicide, accident, or a cause the coroner could not determine — and whom it assessed as victims of domestic and family violence. Eleven were female. Eight of the thirteen had, while alive, been wrongly recorded by police or another agency as the predominant aggressor — that is, misidentified. Two of those within three months of death. The recorded consequences included being criminally charged, losing employment, having children removed, and being incarcerated. The jurisdiction found this because it went looking for it. It has never published a rate for it, and it has never searched for the same error running the other way.2

Eight of thirteen. It does not mean eight of thirteen deceased victims were violent. It does not mean they were not violent. It means the review assessed that the initial assessment about them in that specific context was wrong. Wrong, in the most consequential way a record can be wrong, and the error survived long enough to shape how the system treated them until they died.

Two things that finding is not. It is not evidence that people accused of using violence are generally innocent — the review made no such finding and neither does this guide. And it is not a licence to discount an accused person’s account; the whole argument of this chapter is that both accounts are graded by the same method, and misidentification happens precisely where one account is discounted on presentation.

Two mechanisms produce it, and both are mechanisms this guide is designed to interrupt. The first is presentation — the pattern described in Chapter 2, where the person being harmed presents badly and the person causing harm presents well, and Chapter 13 gives the procedure that stops presentation becoming reliability. The second is the incident frame: an assessment that looks at the last twenty minutes rather than the last two years will read a defensive act as an assault, because in the last twenty minutes that is what it was. Chapter 5 is about why the twenty-minute frame is the wrong one.



Composite: the transposition, made concrete

(A composite. Not a real matter.)

Police attend a unit at 11 pm. Priya is standing in the hallway, shouting, with a broken glass in her hand and blood on that hand. Dev is sitting on the couch, calm, with a scratch across his cheek that he says she did. He answers questions in order. She talks over the officers, will not sit down, and smells of alcohol. He has visible injury; her injury is on the hand holding the glass. On the information available in that room, over about twenty minutes, she is recorded as the person using violence, and the response follows from that record for the next fourteen months.

What the twenty-minute frame could not show: three prior attendances at the same address in nine months, two of them recorded against her; that Dev holds the lease, both bank accounts and her visa sponsorship; that the argument began when she said she was leaving; that the scratch is consistent with her account of pushing him off her; that she had been drinking that night and had not been drinking on the other three occasions; and that the only person in the room with a documented reason to fear the other was the one shouting.

Nobody in that hallway did anything unreasonable. The frame was twenty minutes long, and in twenty minutes she was the one holding the glass.

Everything in this guide that bears on that room is about the frame rather than the officers: rate the series, not the event (Chapter 5); grade both accounts, not one (Chapter 13); and notice when presentation has started doing the work of evidence (Chapter 14).



Matrix two: disposition against stressor load



Figure 3 — Disposition against stressor load
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The second grid asks a different question, and the difference is the reason both exist.

One axis is individual disposition: no relevant history; acute and situational impairment that is temporary; or a history of violence and chronic impairment. The other is stressor load: a stable home, work and income; acute short-term stressors; or extreme and cumulative load.

Read the cells as a weather map. A stable person under no particular load is a low concern. Entrenched factors under a stable load are dormant — trigger-dependent, and the trigger has not arrived. Acute impairment under acute stress is fragile, and this is where supports are most decisive, because the situation is genuinely modifiable. Entrenched factors under extreme cumulative load are convergence, and it is where lethality peaks.

The most instructive cell is top-left: extreme load on a person with no relevant history. It is labelled strained, and it is the cell that catches practitioners out, because the population evidence says this person is low risk and the population evidence is answering a different question. First onset of serious violence in a previously non-violent person is not common. It is also not rare enough to design around, and it accounts for a portion of the cases where everyone afterwards says nobody saw it coming.

One reconciliation is worth making explicit, because a careful reader will notice it. This chapter puts peak lethality where there is a history of violence, and Chapter 2 reports that in most of the closely examined homicides in one review there had been no significant physical violence beforehand. Those are consistent. “History of violence” on this axis means a history of the conduct in Chapter 5 — control, monitoring, degradation, isolation, threat — not a history of recorded assault. Reading the axis as “prior charges” is the error that produces the missing signal.



Why you need both, and what happens when you conflate them

Matrix one is epistemic. Matrix two is dispositional. The first is about the relationship between what has been claimed and what the record can establish — what do I know against what has been asserted. The second is about a person’s capacity under load — what is he capable of, carrying this much.

A practitioner who conflates them commits a specific, traceable error: they read the gravity of an allegation as evidence about disposition. The allegation is serious, therefore this must be a serious risk, therefore the allegation is probably right. That is a circle, and it lands you in the top-left cell of matrix one with a full sense of having reasoned your way there.

The reverse error is equally available and less often noticed: the person presents as low disposition, therefore the allegation is probably exaggerated. That lands you in the bottom-right corner, which is where the deaths are.

Keep them apart. Grade the information about the claim on one set of criteria (Chapter 13). Assess capability and disposition on another (Chapter 3). Write them in separate paragraphs (Chapter 9). Where the two assessments disagree, say so in the record and say what would resolve it — that sentence is often the most useful thing in a file.

Practice points


	Use the matrices to locate possible error, never to resolve a case. In matrix one you cannot see your own cell from inside it.

	Name which of the two far corners of matrix one you are more exposed to today, and what you would need to reduce that exposure without increasing the other.

	When presentation is doing a lot of work in your assessment, stop and check for transposition. Ask who is afraid of whom.

	Assess the claim and assess the person as two separate exercises, in that order, and never let one supply the answer to the other. A denial is a claim, not a disposition. Where the two assessments conflict, record the conflict and what would resolve it.











1. NSW Domestic Violence Death Review Team, Annual Report 2021–2023, NSW Coroners Court.



2. ACT Domestic and Family Violence Review, Biennial Report 2025. Its own case summaries and pseudonyms are reproduced and analysed in Talbot, A System That Cannot See Itself (2026). The same review’s non-homicide death data — 38 deaths between 2020 and 2024, of which 29 were suicides, among both people it assessed as having used domestic and family violence and people it assessed as victims — is the source for the observation that suicide appears in death review data among people on both sides of these matters. The review does not separate those deaths by whether any allegation was substantiated, and it makes no finding about any cell of the grid.





5. Thresholds, and how factors pile up


By the end of this chapter you will be able to explain why a system that rates incidents one at a time will systematically under-read severity, and what to rate instead.


Domestic and family violence is almost never a bolt from the blue. It cannot be, because the relationship had to form first.

That sounds obvious. It has a consequence that is not obvious at all: there is always a history, the history has a shape, and the shape is more informative than any single point on it. A practitioner who assesses the most recent incident is sampling one point on a curve and reporting it as the curve.



Figure 4 — Thresholds and accumulating factors
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The four stages and the two thresholds

Most relationships that end in serious harm pass through four stages, separated by two thresholds.

Attraction. The relationship forms. Nothing here is pathological, and some of what will later be dangerous is at this stage indistinguishable from intensity — wanting to spend all their time together, wanting to know where the other person is, finding their other relationships an irritation. Retrospective accounts often locate the beginning here, and they are unreliable in a specific direction — see hindsight, Chapter 14.

Friction. Ordinary conflict. Arguments, resentments, periods of distance. The overwhelming majority of relationships live here permanently and go no further. Nothing at this stage predicts what follows, which is precisely why prediction is hard.

The civil threshold. A pattern emerges that a civil protective jurisdiction would recognise as family violence. This is a threshold rather than an event: it is usually crossed over months, and it is often not identifiable from any single incident. Where the threshold sits is a matter of local law, and it moves between jurisdictions.

Civil-level family violence. Behaviour that a protective jurisdiction would act on. Fear, control, monitoring, degradation, some physical conduct. Long periods of the most damaging behaviour in this field sit entirely inside this stage and never cross the next threshold.

The criminal threshold. Conduct amounting to an offence.

Criminal family violence. Offence conduct, prosecutable, and increasingly in Australian jurisdictions including coercive control as a course-of-conduct offence in its own right.

Two things about the thresholds are worth being precise about.

They are legal constructions, not risk constructions. Where they sit is determined by drafting. A person’s actual danger does not step up at the point a statute says a line was crossed, and a jurisdiction that changes the location of a line has not changed anybody’s risk. Do not read a threshold crossing as a change in what is happening.

Crossing is not required for lethality. A relationship can proceed to homicide without ever generating the reported physical incident that most systems are built to detect. That is the point of the death review finding in Chapter 2, and it is why the stages below the criminal threshold deserve as much attention as the ones above it.



Aggregate, accumulate, compound

Underneath the stages, factors are behaving in four distinct ways, and the distinctions are the most useful thing in this chapter.1

A single factor is one hazard at one moment. A job was lost on Tuesday. It is real, it is bounded, and it is managed by ordinary means.

Aggregation is several factors present at once, in the same window. The job is gone, his partner has said she is leaving, his mother died in March, and he is drinking daily. Aggregation is not addition. Individually tolerable exposures become intolerable in combination, because they consume the same finite resource — attention, self-regulation, social support, money — and each additional one competes for less of it.

Accumulation is repetition over time without resolution. The same argument, unresolved, ninety times. The fourth escalation reported and nothing done. Six months of sleeping badly. Accumulation is slow, it is invisible at any single observation, and it is driven by time, repetition and deferred action. It is also what makes an incident-based system fail, because at every individual observation the level is tolerable.

Compounding is when factors interact and start degrading each other’s controls. Not merely present together, but feeding one another. The drinking degrades the employment, which degrades the money, which degrades the housing, which degrades the relationship with the wider family, which removes the one person who used to be able to talk him down — which was, though nobody wrote it down, the most effective control in the system. Compounding is non-linear. It is the hardest to see and the most dangerous, because the effects stay latent until several contributing factors align.

Here is the sentence to take away. Each additional factor does not only add risk; it removes the capacity to absorb the next one. That is what makes compounding different in kind rather than in degree, and it is why two people with identical factor lists are not at identical risk if one of them still has a sister who answers the phone.



Figure 5 — From aggregation to compounding
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What this means for how you rate

An instrument that scores incidents individually will report, correctly, that each incident is moderate. It will do this ninety times. Nothing in it will ever say that ninety moderate incidents in eighteen months is a different object from one moderate incident, because it has no field for that.

Three practical corrections follow.

Rate the trajectory, not the point. The question is not “how bad was this incident” but “what is the shape of the last twelve months, and which way is it pointing”. Frequency, interval, severity trend and the direction of the interval — is it shortening? — carry more information than the severity of any one event.

Ask what has been removed. Serious escalation is regularly preceded by the removal of a control rather than the addition of a threat: a move away from family, a release, an order lapsing, a support worker leaving and not being replaced, medication stopping, a case closing. Nothing new was added. Something was taken away. Ask at every review what has been subtracted since the last one. This is the most portable idea in the chapter, and it returns in Chapters 11 and 16.

Watch the intervals. In an accumulating system the most informative variable is often not what happens but how long between. A shortening interval is a stronger signal than an increase in severity, and it is usually visible in the file before anyone notices it, because nobody is looking at the dates as a series.



Composite: eighteen months in one paragraph

(A composite. Not a real matter.)

Nadia and Wes have been together eight years. Two children. In the first four years, two arguments the neighbours heard. In the last eighteen months: eleven police attendances, none resulting in charge; his shifts cut, then his job gone; her mother, who used to have the children on Sundays, moved interstate in the winter; he began drinking at lunchtime rather than in the evening; her hours went up to try to cover the rent. On each attendance the assessing officer recorded a moderate rating and, on the incident presented, each of those ratings was defensible. Nothing was ever treated as crossing a criminal threshold. On the eleventh occasion a different officer read the dates and noticed that the first six attendances spanned twelve months and the last five spanned eight weeks.

That officer had done nothing clever. She had rated the series instead of the event.

Practice points


	Rate the trajectory, not the incident. Frequency, interval and direction beat single-event severity.

	Ask what has been removed since the last review, not only what has been added.

	Distinguish aggregation, accumulation and compounding out loud. They call for different responses.

	Do not treat a threshold crossing as a change in danger. It is a change in legal category.

	Never treat the absence of physical violence as the absence of escalation.











1. The single–aggregated–accumulated–compound escalation model is set out in Talbot, Risk Management Body of Knowledge, §1.3.31, developed with Kimberly Turner of AeroSafe Risk Management.





Part 2 — The process




6. Principles, framework, process


By the end of this chapter you will be able to tell the three apart, and diagnose which one is missing when a risk system is not working.


There is an international standard for managing risk. It is ISO 31000, adopted in Australia as AS ISO 31000:2018 and in New Zealand as NZS ISO 31000:2025, and it is the reference point for almost every risk framework you will encounter, including the one your agency uses.1

It is worth knowing three things about it. It is short — under twenty pages — and readable in an evening. It is deliberately generic, which is why it applies to a dam, a bank and a refuge without modification. And it is a guideline, not a certifiable standard: you cannot be audited into compliance with it, which is both its great strength and the reason organisations claim alignment with it so freely.

It has three parts, and they are not interchangeable.


Principles

Principles are the fundamental propositions that make risk management worth doing. ISO 31000 states that risk management creates and protects value, and that it should be integrated, structured and comprehensive, customized, inclusive, dynamic, based on the best available information, attentive to human and cultural factors, and continually improving.

Read as a list it is unremarkable. Read as a diagnostic it is sharp, because most failures in this field are principle failures wearing process clothing.

Customized means the process is adapted to the context. A risk instrument designed for one population, applied unmodified to another, has failed this principle before it is ever filled in.

Inclusive means the people affected participate. An assessment conducted about a person rather than with them fails it, and loses the information they have and you do not.

Dynamic means the assessment changes when the situation changes. A risk rating recorded in March and unrevisited in September is not a dynamic assessment; it is a historical record being used as a current one.

Based on the best available information means exactly that, including its limitations. It does not mean best-case information, and it does not mean waiting for perfect information before acting.

Human and cultural factors means the assessor is part of the system being assessed. Chapter 14.



Framework

The framework is the set of arrangements that make risk management happen in an organisation: leadership and commitment, integration into the way the organisation actually runs, design, implementation, evaluation and improvement.

A framework is conceptual. It states what will be done, why, and by whom. It does not itself assess anything. The distinction between a framework and a system matters here: the framework is the blueprint; the system is the tools, software, procedures and people that put it into practice.2 An organisation can have an excellent framework and no system, and it will look compliant on paper and do nothing in the world.

This is the most common organisational failure in this field, and it has a signature. A jurisdiction publishes a risk framework. There is no requirement to use it, no record of whether it is used, no measure of whether using it changes anything, and no evaluation. Every one of those absences is a framework component — implementation, evaluation, improvement — that was never built. The framework document is present and the framework is not.

You can test this in ten minutes for your own organisation. Ask: who is accountable for the risk framework by name; what is the requirement to use it; how would anyone know if it were not used; when was it last evaluated; and what changed as a result. If the answers are that somebody points at the framework document, “it’s expected”, “we wouldn’t”, “never” and “nothing”, the framework does not exist.



Process

The process is the thing you actually do, case by case. Scope and criteria, identify, assess, evaluate, treat, with communication, recording and monitoring running throughout. Chapter 8 walks it.



Why practitioners skip to process, and what breaks

Almost everyone jumps straight to process. It is where the work is, it is what the form asks for, and it is the only part with a box to tick. Two things break as a result, both predictable.

Without principles, the process runs but does not correct. A process that is not dynamic produces a first assessment that becomes the permanent assessment. A process that is not inclusive produces assessments that omit what the person at risk knows. A process that is not customized applies a tool built for a different population and reports the result with full confidence. In each case the boxes are complete and the answer is wrong, and there is nothing inside the process that could have detected it — because the correction mechanism is in the principles.

Without a framework, individual work does not aggregate. Good assessments made by good practitioners sit in files. Nothing collects them, nothing compares them, nothing learns. Every practitioner rediscovers the same thing independently and the organisation knows none of it. A framework is the wiring; without it you have sensors and no instrument.

And there is a third failure worth naming because it is the one that produces the worst outcomes: scope, context and criteria get skipped inside the process itself. That is the next chapter, and it is the most consequential skipped step in risk management generally.

Practice points


	Learn to say which of the three you are talking about. Most disagreements about “the framework” are really about the process, or the absence of a system.

	Test your own organisation’s framework with the five questions above. Take the answers seriously.

	Treat the principles as a checklist against your own practice, not the organisation’s. Customized, inclusive, dynamic and best-available-information are all things an individual practitioner controls.

	If your risk rating has not been revisited since it was made, you do not have a current assessment.











1. ISO 31000:2018, Risk management — Guidelines; AS ISO 31000:2018. The principles of the Standard are named here in its own spelling, which is why customized keeps its z wherever the principle is named; Australian spelling is used everywhere else in this guide.



2. Talbot, Risk Management Body of Knowledge, §4.5, “Framework vs. System”.





7. Scope, context and criteria


By the end of this chapter you will be able to set up an assessment so that it is clear what you were asked, what you were working with, and what “too high” would have meant.


This is the most skipped step in risk management and the most expensive one to skip. It is also the least interesting to read about, which is why it gets skipped, so I will keep it short and concrete.

Three questions. What am I assessing? What am I working inside? Against what would I judge the answer?


Scope: what is being assessed, and what is not

Scope draws the boundary. If the boundary is not drawn, it will be drawn implicitly by whoever fills in the form, and it will be drawn differently by the next person.

In practice, a scope statement for a case assessment needs to answer six things, and it can do it in five lines.

The decision it supports. Assessments written to support a bail decision, a safety plan, an accommodation allocation and a case closure are four different assessments. Naming the decision changes what belongs in the document.

Who is included. The person at risk. The person recorded as using violence. Which children, by name or by position. A new partner. A parent in the same house. A previous partner still in contact. Scope failures in this field are overwhelmingly failures to include a person, and the person most often omitted is a child who is not the subject of the presenting matter.

The period. The last incident, the last twelve months, or the relationship. Chapter 5 is an argument for the third, and a scope that specifies the last incident has already lost the argument.

What is excluded, and why. This is the line people leave out and it is the one that protects you. “This assessment does not consider the family law proceedings, which were not available to the assessor” is worth more than any amount of hedging, because it tells the next reader exactly what they are looking at.

Who owns it. By name and role. An assessment with no owner is not reviewed by anyone.

When it expires. Every assessment in this field should carry a review date or a review trigger. See Chapter 16.



Context: what you are working inside

Context is everything around the assessment that shapes it. The standard splits it into external and internal, and in an individual case both are usually collapsed into one paragraph, which is fine as long as it is written.

External context is what the environment imposes. Legislation and where the local thresholds sit. Available services and their actual capacity this month, not their published capacity. Housing availability. Police posture in this area. Court listing times, which in some jurisdictions are the single largest determinant of how long someone is exposed. Community and cultural factors bearing on whether help will be sought or accepted. Immigration status, which can make every formal control unusable.

Internal context is what your own organisation brings. What you are mandated to do and what you are permitted to do. What you can share, with whom, under what authority. The competence and caseload of the people who will hold this after you. The instrument you are required to use and what it does not ask about.

The point of writing context down is not documentation for its own sake. It is that context determines which controls are available, and half the treatment plans I have read in any industry propose controls that the context had already ruled out. A safety plan that assumes accommodation availability in a jurisdiction with none is not a plan.

Two habits are worth borrowing from the formal method. The first is a fixed prompt list, so you do not rely on remembering. SRMBOK uses PESTLE for the external environment — political, economic, social, technological, legal, environmental — and MORTAR for the internal one: management systems, organisation, resources, technologies, accountability, relationships.1 You do not need the acronyms. You need something that makes you check the same six things every time, so that the one you would have forgotten under pressure is the one the list catches.

The second is the discipline behind them: look inward with the access of an insider and the perspective of an outsider. The most useful context statements are the ones that say the uncomfortable thing about your own organisation’s capacity, and they are the ones most often omitted.



Criteria: what would “too high” have meant

Criteria are the standards against which you will judge the answer. They are set before the analysis, and that ordering is the whole point.

If you have not said in advance what would be unacceptable, then whatever you find will be evaluated against a standard you construct after seeing it, and you will construct it — unconsciously, in good faith — to be consistent with what you have already decided to do. This is not a hypothetical failure mode; it is the ordinary behaviour of human judgment, and setting criteria first is the only reliable defence against it.

For an individual case, criteria are simpler than the organisational version. Three things.

What consequence are we measuring? Death, serious injury, sustained psychological harm, harm to children, homelessness, loss of employment, loss of immigration status. They are not the same and they do not move together. Name the one or two that govern this assessment.

What would trigger a different response? Not a rating — a described condition. “Any indication of strangulation, any access to a firearm, or any statement of intent to kill triggers escalation to the high-risk process regardless of other ratings.” That sentence, written before the assessment, is worth more than the assessment.

What are we willing to tolerate, and who decided? This is the uncomfortable one and it is answered every day by omission. A service that closes cases at ninety days has set a tolerance. A jurisdiction that lists a contested hearing at eleven weeks has set a tolerance. When the tolerance is implicit, nobody owns it. Where you can, make it explicit; where you cannot, at least record that it exists and who set it.



The short version

For an individual case, the whole step is three short blocks at the top of the assessment:

(Nadia and Wes are the composite from Chapter 5. Not a real matter.)


Scope. Assessment of risk to Nadia and to [child, 7] and [child, 5] arising from Wes, over the past 18 months, to support a decision on interim accommodation. Excludes the parenting proceedings, which were not available. Owner: [name]. Review by [date] or on any trigger below.

Context. No refuge vacancy in this region until at least [date]; her earnings do not cover the tenancy on their own; her family are interstate; his brother lives two streets away. We can share with police and health under [authority]; we cannot share with the school.

Criteria. Governing consequence: death or serious injury to Nadia or either child. Escalation triggers: any strangulation, any firearm access, any threat to kill, any contact within 100 m of the school, any change of allocated worker, any order made, lapsed or varied. Response to any of these: high-risk coordinator, same day, by the owner or the team leader in their absence. Tolerance: none for the escalation triggers; below that, weekly review.



Three short blocks. They take four minutes. They will do more for the quality of the assessment underneath them than anything else in this guide.

Practice points


	Write scope, context and criteria before the analysis, every time, even when it is three short blocks.

	Name the decision the assessment supports. It determines what belongs in it.

	Write down what you excluded and why. It is the line that protects the next reader and you.

	Say out loud which controls the context has already ruled out, before you propose any.











1. Talbot, Risk Management Body of Knowledge, §5.3.2, and the SRMBOK Risk Assessment Template (2024), Annex A. MORTAR is Talbot’s own mnemonic, first published in Security Risk Management Aide-Mémoire (2019).





8. The cycle: five actions, three states


By the end of this chapter you will be able to walk the risk process end to end and say, at any point, whether you are doing something or observing something.


The ISO 31000 process is usually drawn as a circle of seven boxes — the form most agency frameworks use when they render it — and it confuses people for a reason that took me years to notice: two of the boxes are not things you do. They are states you observe. Nobody performs current risk. Nobody does residual risk. Once that is separated out, the process becomes much easier to teach and considerably harder to fudge.1

There are five actions. There are three states of risk. All of it sits inside a context.



Figure 6 — The risk management process: five actions, three states
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The context, and State 1 — Inherent risk

Before anything is done, there is a situation. Inherent risk is the level of risk in that situation before anything is done about it — the relationship as it is, with no order, no service, no plan.

Inherent risk is drawn as an open boundary rather than a step, because context is not something you complete and leave behind. It is the setting everything else happens inside. In practice you will rarely rate inherent risk in this field, and that is defensible, but you should be able to say roughly what it was, because it is the only way to tell later whether anything you did made a difference.



Action 1 — Scope and criteria

Chapter 7. What is being assessed, inside what, and against what standard. Done first, or the rest is unanchored.



Action 2 — Identify

Find and describe what could happen. Sources of harm, the events that could occur, the consequences that would follow, who is exposed, and what makes them exposed.

Identification is where most of the value is, and it is chronically rushed. Three habits improve it more than any technique.

Work from consequence backwards as well as from source forwards. Most people start from what has been done and reason forward. Start once from the other end: what is the worst thing that could realistically happen to the person at risk in the next three months, and what would have to be true for it to happen? That question surfaces different material, and usually points at Chapter 5’s finding about what has been taken away rather than what has been added.

Treat the person at risk as a source, and record what they say as such. In risk language they are your best-placed sensor on capability, disposition and history — better placed than any file. They may minimise and they may be wrong about their own risk, and they are still the best-placed sensor. What the risk framing adds is not the instruction to ask; it is the instruction to record the answer as information with a grade attached (Chapter 13) rather than as background.

Describe, do not label. A risk description is a sentence with a source, an event and a consequence in it. “High risk” is not an identification; it is a rating with the identification missing. Chapter 9.



Action 3 — Assess

Analyse likelihood and consequence, account for the controls already operating, and establish the level.

That middle clause is the one that gets dropped. A risk assessed as though nothing were in place is not an assessment of the current situation. If the person at risk is in a refuge at an address the other party does not have, that is a control, and the assessment has to say whether the risk level assumes it is holding.

A word on likelihood. Words like “likely”, “possible” and “unlikely” are worse than most practitioners assume. In the research, people reading “likely” understand it as anything from about 40 per cent to 80 per cent; “unlikely” has been read as anything from 5 per cent to 66 per cent.2 Two people can agree on a word and disagree by a factor of ten. The remedy is cheap: put a number or a frequency in the text. “Likely — I would expect this in more than half of comparable situations” removes the ambiguity in a dozen words.

The second warning is about consequence. Every risk has a range of consequences, not one. An assault has outcomes from bruising to death. Recording the most likely consequence and treating it as the consequence is how high-consequence, low-frequency risk gets systematically under-rated — which is precisely the shape of lethal family violence. Where the range includes death, say so, even where death is not the most likely point in the range.



State 2 — Current risk

The position as it stands today with existing controls operating. It is a snapshot, like a balance sheet: true at a date, and out of date immediately. It is the output of assessment and the input to evaluation. It is not something you do.



Action 4 — Evaluate

Compare current risk against the criteria you set in Chapter 7, and decide. Is it acceptable? Tolerable with monitoring? Does it need treatment? Does it need more analysis? How does it compare to the other twenty matters on your list, which is the comparison you are actually making whether or not you admit it?

Sometimes the correct decision is to do nothing further. Risk management is not risk elimination, and a system that treats every case at the same intensity has no capacity left for the ones that need it.

This is also the step where a risk matrix belongs, if you use one — as a device for comparing and ranking cases against criteria, not as the centrepiece of the process and not as a calculator. A matrix is a communication tool. It supports a risk-informed decision. It is not something you can hand the decision to.



Action 5 — Treat

Select and implement options that modify the risk, then assign ownership, resources, timing, and the measure that will show it worked.

Four strategies cover the ground: avoid, treat (modify the likelihood, the consequence, or both), share, or accept. In this field “avoid” is rarely available and “share” usually means another agency, which introduces the coordination problem of Chapter 11.

The two failures here are both about the gap between a plan and a control. A treatment that exists in a plan but has not been implemented is not a control — it is an intention, and Chapter 12 says what follows from that. And a treatment without a named owner and a date is not a treatment; Chapter 9’s four As exist to prevent exactly that.



State 3 — Residual risk

What remains once treatment is operating. Also a state, not an action.

The important property of residual risk is that today’s residual risk becomes tomorrow’s context. The process is a cycle, not a line with a finish. When the order is made, the residual risk after the order — including the risk created by the making of the order, which is real — is the starting condition for the next assessment.



The three continuous elements

Three things run throughout rather than occurring at a point.

Communicate and consult — the two-way exchange with the person at risk, with colleagues and with other agencies, feeding into every action and carrying decisions back out. It is arguably the single most important element of risk management and the most easily overlooked.

Record and report — the registers, assessments and notes that give consultation something concrete to work from. You cannot consult on what was never written down. Chapter 17.

Monitor and review — ongoing checking of controls, assumptions and change. The first activity and the deepest.

None of the three has an arrow to current risk or residual risk, because those are read, not performed. And none has an arrow to the context, because everything is already inside it.

Practice points


	Say at any moment whether you are performing an action or reading a state. “Doing” residual risk is a sign the reasoning has gone backwards.

	Never assess a risk as though a control were operating that has not been implemented.

	Put a number or a frequency next to every likelihood word.

	Record the range of consequences, not the most likely one. Where death is in the range, say so.

	Treat today’s residual risk as tomorrow’s starting position, including risk created by your own intervention.











1. This five-actions-and-three-states rendering is Talbot’s revision of the ISO 31000 process, set out in the SRMBOK Guide to the ISO 31000 Risk Management Process (2026) and Risk Management Body of Knowledge, §5.2.



2. Talbot, Risk Management Body of Knowledge, §1.2.7, summarising the literature on verbal probability expressions.





9. Writing it down: CASE, the four Cs and the four As


By the end of this chapter you will be able to write a risk statement, a finding and a recommendation that another professional can act on without ringing you.


Most of what is wrong with risk documentation in this field is not analytical. It is that three different kinds of statement have been mixed into one paragraph, so the reader cannot tell what was seen, what was concluded and what is being asked for.

Three mnemonics fix it, and a rule at the end of the chapter matters more than any of them.


CASE — describing a risk

A risk statement needs four elements: Consequence, Asset, Source, Event.1


	Consequence — what is the likely impact?

	Asset — what or who is at risk?

	Source — what hazard or threat actor could cause it?

	Event — what particular incident is being considered?



In commercial risk work the asset is a building or a database and the source is a category. In this field the asset is usually a person and the source is usually a named individual, which is exactly what makes the statement writable. You do not have to abstract. You can name both.

Compare, using the composite from Chapter 5 — Nadia and Wes are constructed, and not a real matter.


High risk of family violence.



That is a rating with no content. It cannot be acted on, argued with, reviewed or falsified.


Serious injury or death (Consequence) to Nadia and to either child present (Asset) as a result of an assault by Wes (Source) during or immediately after a contact handover at the family home (Event).



That can be acted on. It identifies who is at risk, from whom, doing what, and where — and it points at a control, which is the handover arrangement.

Order does not matter. All four elements do. Write six of these at increasing severity for the same matter and you have a risk register for the case:


	Ongoing psychological harm (C) to Nadia (A) through Wes’s (S) daily monitoring of her phone and movements (E).

	Loss of housing (C) for Nadia and the children (A) through Wes’s (S) non-payment of his share of the rent on the tenancy in her name (E).

	Escalating fear and withdrawal from support (C) for Nadia (A) as a result of Wes’s (S) contacting her sister and employer to characterise her as unstable (E).

	Physical injury (C) to Nadia (A) from Wes (S) during an argument on a day he has been drinking since midday (E).

	Physical or psychological harm (C) to the older child (A) from Wes (S) through exposure to, or use of the child within, the above conduct (E).

	Serious injury or death (C) to Nadia or either child (A) from Wes (S) during or immediately after a handover, or in the period immediately following any order being served (E).



Six sentences. Note what they do that a rating does not: they make six separate problems visible, with six different points of intervention and, in most services, more than one owner. A single “high risk” label conceals all of that.



The four Cs — writing a finding

When you are documenting what you found rather than what could happen, use Condition, Criteria, Cause, Consequence.2


	Condition — what is going on?

	Criteria — what should be going on?

	Cause — why is this happening? What is the root cause?

	Consequence — what might happen if it is not fixed?




The safety plan records a requirement for weekly contact [Criteria]. Contact has occurred twice in eleven weeks [Condition], following the departure of the allocated worker in March and no reallocation [Cause]. Neither the change in his employment status nor the shortening interval between attendances has therefore been recorded or assessed, and the next decision on this matter will be made on an eleven-week-old rating [Consequence].



Four elements. It says what is wrong, against what, why, and what follows. Nobody has to ring you.

The four Cs also work in reverse, and this is the use I get most out of. Read any risk document — yours or somebody else’s — and check whether all four are present. A finding with no criteria is an opinion. A finding with no cause cannot be fixed, only reported. A finding with no consequence will not be prioritised, and should not be.



The four As — writing a recommendation

For what should be done, use Appropriate, Actionable, Achievable, Agreed.3


	Appropriate — does it address the root cause identified, not just the presenting symptom?

	Actionable — are there specific timeframes, actions, resources and an accountable person?

	Achievable — what is the criterion or milestone by which we will know it is complete?

	Agreed — who was consulted, and do they support it?




Reallocate a worker within five working days [Actionable] to restore the weekly contact the plan requires [Appropriate], with the first three contacts recorded and the rating revised at the third [Achievable]. Team leader and Nadia have both been consulted and agree [Agreed].



Compare with what a file usually contains: “Recommend increased support.” That has none of the four. It is not a recommendation; it is a wish, and everybody downstream knows it, which is why nothing happens.

Use the four As in reverse too. A recommendation missing Agreed will fail at implementation. A recommendation missing Achievable will never be closed, because nobody can say when it is done. A recommendation missing Appropriate is treating a symptom and will generate the same finding again in six months.



The rule that matters more than the mnemonics

Observation, inference and recommendation go in three separate paragraphs, and never blend.

This is the single most valuable documentation discipline in this guide, and it costs nothing.


Observed. Police attended 14 March, 2 April, 19 April, 3 May, 11 May. On each occasion Nadia had visible injury; on two she declined ambulance. Wes was present on three and had been drinking on all three by his own account. Nadia said on 3 May: “He’ll kill me if I take the kids.” No charges laid on any occasion.

Inferred. The interval between attendances has more than halved over eight weeks, from nineteen days to eight. Drinking is a consistent feature of the recorded incidents; the file contains no recorded incident on a day he was present and had not been drinking. Nadia’s statement on 3 May is a statement of her own fear and is consistent with the pattern; I cannot corroborate it independently. I assess capability as high (unrestricted access to the home, and no order in place) and disposition as elevated under a describable condition. I have not assessed any underlying clinical condition, and that assessment is outside my qualification.

Recommend. [As above, in four As form.]



Three paragraphs. Anyone reading it — a colleague, a magistrate, a coroner, counsel in cross-examination — can see exactly which parts are facts, which are your reasoning, and which are your asks. If your inference is wrong, the observations survive. If your recommendation is not adopted, the reasoning is still on the record.

That last property is the reason to do it. In a system that does not learn well, the separated record is the one artefact that lets somebody later work out where the reasoning went wrong. A blended paragraph destroys that information permanently.

Practice points


	Never write a rating without a CASE statement under it. “High risk” is not a description of anything.

	Write several risk statements per case rather than one. A single label hides distinct problems with distinct owners.

	Use the four Cs forwards to write findings and backwards to audit them.

	A recommendation with no owner, no date and no completion criterion is a wish. The four As are the fix.

	Observation, inference, recommendation — three paragraphs, always, no exceptions.











1. Talbot, Risk Management Body of Knowledge, §5.4.2.4; SRMBOK Risk Assessment Template (2024), Annex E.



2. Talbot, Risk Management Body of Knowledge, §1.3.26, adapted from the audit-findings tradition.



3. Talbot, Risk Management Body of Knowledge, §1.3.27 and §5.5.2.





Part 3 — Models that do work




10. The bow tie


By the end of this chapter you will be able to lay out a case on one page so that everyone can see which controls stop the event and which only limit the damage.


The bow tie is the most useful single diagram in risk management, and it is the one I would teach first if I could only teach one.

Put a single event in the middle. To the left, everything that could cause it. To the right, everything that could follow. Between the causes and the event, the controls that reduce the likelihood. Between the event and the consequences, the controls that limit the harm. The shape — narrow in the middle, wide at both ends — is where the name comes from.1



Figure 7 — A worked bow tie for a family violence matter

[image: Figure 7 — A worked bow tie for a family violence matter]

Four things make it worth the fifteen minutes it takes.

It forces one event. The single most important decision in a bow tie is which event goes in the middle, and it changes everything else. “Family violence” is not an event; it is a category, and a bow tie built on it produces mush. “A serious assault during or immediately after a handover” is an event. So are “the new address is located”, “the order is served”, “she returns home” and “he is released”. Each produces a different and useful diagram, and running two or three of them for the same matter is normal.

It separates prevention from mitigation. Left-side controls change the likelihood. Right-side controls change the consequence. Most safety plans I have read are almost entirely right-side and are described as though they were left-side, which is how a plan that will limit harm comes to be presented as a plan that will prevent it. Both are legitimate. Confusing them is not.

It shows the escalation factors. A bow tie has a second layer: the conditions that degrade a control, and the controls on those conditions. A safe address is a left-side control; the escalation factor is that the address is discoverable through a school enrolment, a court filing, an insurance record or a mutual friend; the escalation control is the specific step taken about each of those. This is the layer people leave out, and it is the layer where controls in this field actually fail.

It is readable by people who are not risk practitioners. Which is most of the people who need to agree with you.


A worked example, in words

(A composite. Not a real matter.)

Event. A serious assault on Nadia during or immediately after a fortnightly handover of the children at the family home.

Causes, on the left. He has been drinking since midday. The handover is unsupervised and at the address he used to live at. The children’s belongings are still inside, so entry is routine and expected. The handover time is a standing arrangement he can plan around. There is a live dispute about school fees that surfaces at every handover.

Preventive controls. Move the handover to a supervised contact service, or to a police station car park. Change it to a school-day handover with no direct contact. Remove the entry requirement by pre-packing. Make the handover time variable. Take the school-fee dispute out of the handover conversation entirely by routing it through a third party.

Escalation factors on those controls. The supervised contact service has a waitlist running to the end of the school term. School-day handover fails in school holidays. A third-party route for the fee dispute requires someone willing to be that party.

Escalation controls. An interim arrangement covering the wait, written down. A named holiday arrangement agreed in advance, not improvised. Identify the third party by name now, not at the point of dispute.

Consequences, on the right. Injury to Nadia. Injury to a child. A child witnessing. Escalation to a lethal outcome. Loss of the tenancy. Criminal charge and its own downstream effects on both households.

Mitigative controls. Another adult present at every handover. Phone charged and on her person, not in a bag. An agreed word to a neighbour. Children briefed on a specific place to go, not a general instruction. Medical attention sought and injuries documented at the time, which is a mitigative control and also, later, an evidentiary one.

Notice what the diagram surfaced that the phrase “high risk at handover” did not. Two of the controls cannot be relied on in the next two months, which is a fact that changes the whole plan. One control — pre-packing — removes the entry requirement and costs nothing. And most of what had been proposed in this case was on the right-hand side, which meant the plan was designed to limit the injury rather than to prevent the event, and nobody had said so out loud.



Chains, and the risk you create

Bow ties chain. The consequence of one event is the context for the next, and the mitigative controls of the first often become the preventive controls of the second.

This matters here more than in most fields, because intervention creates its own bow tie. Serving an order is an event with its own left and right sides. So is a charge, a refuge placement, a case closure, a child protection notification. Each is a control in one diagram and an event in another. A practitioner who only ever draws the first bow tie will not see the risk their own intervention introduces, which in this field is a substantial share of the total.

Practice points


	Put one event in the middle, and be specific about it. If it is a category, it is not an event.

	Sort every control you propose into left side or right side, and say which. A plan that is all right side is a damage-limitation plan, not a prevention plan.

	Always do the escalation layer. Ask what would degrade each control, and what you are doing about that.

	Draw a second bow tie for your own intervention. Serving, charging, placing and closing are all events.

	Fifteen minutes on a whiteboard beats an hour of prose. Photograph it into the file.











1. Talbot, Risk Management Body of Knowledge, §1.3.12, and “Risk Bow-Tie Method” (2018). The method reached general use through the oil and gas industry from the 1990s.





11. Swiss cheese and causal chains


By the end of this chapter you will be able to explain why a death occurs when no single agency did anything obviously wrong, and where in a family violence system the holes characteristically line up.


James Reason’s model is the most-quoted image in risk and the most-misused. It is worth getting right, because it is the one that explains the reviews.

Picture a stack of slices. Each slice is a barrier — a control, a check, an agency, a procedure — and each has holes, because no barrier is perfect. Ordinarily the holes do not line up, and a hazard that gets through one slice is stopped by the next. Harm occurs when the holes align long enough for something to pass through all of them.1

Two things follow, and both are counter-intuitive.

Any single barrier could have been enough. Which means that after a catastrophic outcome you will find half a dozen points at which it could have been stopped, and it is a mistake to conclude from this that any one of them was the cause. They were all necessary. None was sufficient.



Figure 8 — Swiss cheese in a family violence system

[image: Figure 8 — Swiss cheese in a family violence system]

Read the figure as one night, not as a diagram. One pathway crosses every barrier, passing through an opening in each. Two other threats were stopped, one of them only after it had already found a way past the first barrier. And note what the last two slices have in common — the police response and the ambulance were both delayed by the same traffic incident. Two barriers that look independent on paper failed for one reason, which is the limitation described at the end of this chapter.

Holes come from two different sources. Active failures are unsafe acts by people at the sharp end — errors and violations by the person doing the work. Latent conditions are pre-existing features of the system that were built in long before, sitting harmlessly until something else arrives. Reason’s argument, in paraphrase, is that the people at the sharp end are less often the instigators of an accident than the inheritors of accidents-in-waiting, working in environments that earlier decisions had already set against them.2 That is worth remembering the next time a review names a worker.


Where the holes line up in this field

Six recur across published reviews often enough to be treated as standing latent conditions rather than local failures.

The gap between agencies. Police hold the incident, health holds the injuries, the court holds the order, a service holds the plan, child protection holds the children, and no one holds the person. Each agency’s barrier is intact within its own scope, and the hole is the space between scopes. Nobody built the hole; it is what is left over when those five mandates are drawn.

The record that does not travel. An assessment made in one agency is invisible to the next, or arrives without the reasoning, or arrives as a rating with no CASE statement under it. Everyone downstream then re-does the work with less information than the first person had.

Closure as a barrier removal. Cases close on caseload, on time limits, on non-engagement. Non-engagement is frequently a symptom of the risk rather than an absence of it, and closure is the removal of a control at exactly the moment the file suggests it is most needed.

The order that is the only control. Where a protection order is the entirety of the plan, one slice is doing all the work. In adversarial risk that is the least defensible configuration there is, because it presents a single, known, static barrier to a person who observes and adapts.

Assessment without reassessment. A rating made once and never revised is a barrier that was installed and then stopped being maintained. It looks present in an audit and does nothing in reality.

The signal that generates no record. Chapter 4’s bottom-right corner. Where the harm produces no report, no barrier is even engaged. This is the most important one and the least visible, because it produces no data at all — a system with this hole reports excellent performance right up until a review looks somewhere else.



The corollary: causal chains

Swiss cheese explains how a hazard gets through. Its corollary explains how the event was assembled.

A causal chain is an ordered sequence in which each event causes the next. You build it by repeatedly asking, of each link, how could this occur? Where the event has already happened and you are working backwards, the question becomes why, or how, did this happen? — which is root cause analysis.3

The practical value is that it stops you treating the last link. A rusted handrail caused the fall; the root cause was a maintenance budget cut five years earlier. Family violence work is full of the same structure. The presenting event is the assault at the handover. Upstream sits an unsupervised handover, upstream of that a contact service with a waitlist, upstream of that a funding decision, upstream of that a demand forecast that nobody revised. You will not fix the funding decision. You will make better decisions about the handover for having seen that the waitlist is a cause and not a fact of nature — and, importantly, for having written it down where somebody working at the systemic level might one day read it.

Two disciplines are worth borrowing from safety-critical industries.

The blameless review. In international civil aviation, the sole objective of an accident investigation is the prevention of future accidents, and the apportioning of blame or liability is expressly not its purpose.4 That is a deliberate choice, written into the standard, and it produces information a liability-focused process cannot. In this field the equivalent question is not “who should have done something” but “how would somebody else be prevented from making the same decision, having the same information?” A review that names an individual and stops has bought accountability at the price of learning.

Distinguish what was causal from what was merely wrong. Reporting on Piper Alpha, Lord Cullen examined what had a tenable connection to the chain of events, and separately noted matters that played no part in bringing about the outcome but were nonetheless cause for concern.5 Both are worth recording. Merging them makes the chain unreadable.



The honest limitation

Swiss cheese is a linear model and the world is not linear. Barriers in reality are not independent — the same understaffing that opens a hole in one slice opens one in the next — and the neat stack of slices implies a separation that does not exist. It remains the best available way to explain to a non-specialist why nobody was negligent and somebody died. Use it for that, and use the compounding model from Chapter 5 when you need to describe how the holes got there.

Practice points


	After a bad outcome, find every barrier that could have stopped it, not the one that failed last.

	Separate active failures from latent conditions, and expect most of the material to be latent.

	Treat case closure, worker turnover and a lapsing order as barrier removals, and record them as such.

	Never let a protection order be the only slice.

	Ask “how could this occur?” repeatedly until you reach something you can actually change — then record the links above it anyway.











1. James Reason, Human Error (1990) and Organizational Accidents Revisited (2016); Talbot, Risk Management Body of Knowledge, §1.3.3.



2. Reason, Organizational Accidents Revisited (2016) and Human Error (1990). This is a paraphrase of the argument, not a quotation.



3. Talbot, Risk Management Body of Knowledge, §§1.3.8–1.3.9.



4. ICAO Annex 13 to the Convention on International Civil Aviation, Aircraft Accident and Incident Investigation.



5. The Hon. Lord Cullen, The Public Inquiry into the Piper Alpha Disaster (HMSO, 1990).





12. Controls: the barrier on paper and the barrier that works


By the end of this chapter you will be able to say whether a control is actually doing anything, and rank the options you have by how much good they will do.


A control is any measure that modifies risk. A treatment is the act of putting one in place. The distinction matters because a treatment that has been decided but not implemented is not a control, and rating a risk as though it were is the most common serious error in risk documentation anywhere.

Controls come in three kinds. Preventive controls stop the event. Detective controls tell you it is happening or about to. Corrective controls limit the harm once the event has occurred — the right-hand side of the bow tie in Chapter 10, where they are called mitigative. A plan with no detective control is blind; a plan with only corrective controls is a plan to be injured carefully. Most safety plans in this field are short of detective controls, which is one reason escalation is so often noticed only in retrospect.


Effectiveness is about how, not whether

Here is the finding that should change how you read a plan: control effectiveness is driven far more by how a control is implemented than by whether it exists.1 Two agencies with the same control on paper routinely produce different outcomes, and the difference is entirely in operation.

There is a five-part test worth applying to any control in a safety plan.

Design. Does it address this specific risk, or a general one? A generic plan attached to a specific matter usually fails here. Implementation. Is it in place, and does everyone who has to act on it know about it? Operation. Is it working as intended — not as intended in the plan, as intended in the world? Monitoring. Is anyone checking? Testing. Has it ever been tested, as opposed to assumed?

The last two are where controls in this field die. Nobody checks whether the safe address is still safe. Nobody tests whether the neighbour who agreed to be called still lives there. Nobody asks whether the phone that is the entire detective layer is charged.

A simpler version is policy, support, compliance — is the rule good, is it supported and understood by the people who must act on it, and is it actually followed? Rate each, and take the lowest of the three as the rating for the control, because the weakest is the limiting factor. A superb policy with no compliance is a poor control, and should be recorded as one.



Rating adequacy, and the surprise at the top

A five-point scale worth adopting for any control you write down:2


	Inadequate.

	Inadequate in some areas or circumstances.

	Adequate in most conditions.

	Adequate in current conditions, with an appropriate balance of cost and benefit.

	Exceeds requirements; adequate in virtually all imaginable situations.



Two counter-intuitive readings. A 4 or 5 does not mean the event cannot happen; it means the controls bring the risk as low as reasonably practicable. And a 5 is not necessarily the target. A 5 often means the risk is being over-rated, and that resource is being spent here that another matter needs more. For a genuinely low-consequence risk, a 3 may be the correct answer. In a field where every worker has more cases than hours, deliberately settling for 3 on the right matters is not a compromise; it is the job.



The hierarchy: ESIEAP

When choosing between control options, some kinds are structurally more effective than others. The hierarchy runs Eliminate, Substitute, Isolate, Engineer, Administer, Protect — ESIEAP — in descending order of effectiveness.3

Translated into this work:

Eliminate. Remove the source of risk entirely. Rarely available. Where it is available it is usually the removal of a specific opportunity rather than of the person: the handover that no longer happens, the joint account that no longer exists, the shared vehicle that is sold.

Substitute. Replace the hazardous arrangement with a less hazardous one. Supervised contact instead of direct handover. A written channel instead of a phone call. Third-party financial administration instead of a joint account.

Isolate. Separate the person from the source by time, space or barrier. Refuge, relocation, exclusion conditions, changed routes and routines.

Engineer. Physical and technical measures. Locks, lighting, alarms, cameras, phone and account security, device audits, a duress function that actually reaches somebody.

Administer. Rules, procedures, plans, training, court orders, agreements, appointments. This is where almost the entire field operates.

Protect. The last resort — measures that act at the point of harm rather than preventing it.

Two honest caveats. The hierarchy is not a ranking of what is appropriate, only of what is effective; the most effective option is frequently unavailable, unaffordable or unacceptable to the person whose life it is. And layers should be used together, not chosen between — the Swiss cheese logic applies, and defence in depth beats any single heroic control.

But look at the shape of that list against the shape of practice. Orders, plans, agreements and appointments are all administrative controls. They are the second-least effective category available, and in most matters they constitute the entire plan. That is not an argument against them. It is an argument for asking, on every case, what have I got that is above the administrative line? Often the answer is one cheap engineering control and one substitution that nobody had thought to propose.



The controls that are already there

One more point, and it is the inclusive principle from Chapter 6 given operational form.

The practices the person at risk already uses — timing, routes, phrasing, when to agree, when to leave the room, who to call, what not to say — are controls in the technical sense used in this chapter. They are usually the most sensitive detective and preventive layer in the case, they are almost never written down, and because they are not written down they do not appear in anybody’s control inventory.

Two consequences follow, and the second is the one worth taking away. Record them as controls, so that they are visible to whoever holds the file next and are not quietly re-invented. And before you change anything, ask what your change would break — a relocation, a changed contact arrangement or a new order removes some of those practices along with the risk they were managing, and the removal is invisible unless somebody wrote them down first.

Practice points


	A treatment that has not been implemented is not a control. Never rate as though it were.

	Check every control for design, implementation, operation, monitoring and testing — and expect the last two to be missing.

	Rate policy, support and compliance separately, and take the lowest as the rating for the control.

	Ask on every case what you have above the administrative line. Usually there is something.

	Record the practices the person at risk already uses as controls, and check what your intervention would break.











1. Talbot, Risk Management Body of Knowledge, §5.4.3.8.



2. ibid. The scale is Talbot’s; the ALARP reading of scores 4 and 5 is discussed there.



3. Talbot, Risk Management Body of Knowledge, §1.3.14.





13. Information quality: who is telling me, and how well corroborated


By the end of this chapter you will be able to record how good your information is without recording a judgment about whether anybody is telling the truth.


Chapter 4 left a problem unsolved. The two catastrophic corners fail in opposite directions, so no believe-or-disbelieve rule can avoid both. The way out is not to get better at deciding whom to believe. It is to stop trying to resolve credibility and start describing the quality of the information instead.

The intelligence disciplines solved this problem seventy years ago with a two-axis grading scheme, usually called the Admiralty or NATO system. It is not part of the SRMBOK material; I am importing it because nothing in the risk literature does this job as cleanly.1

The insight is simply that two independent things determine how much weight a piece of information deserves, and blending them destroys both.

Source reliability — what do I know about this channel’s track record?








	A
	Completely reliable. A tested source with a consistent history of accuracy.



	B
	Usually reliable. Mostly accurate in the past.



	C
	Fairly reliable. Some past accuracy, some error.



	D
	Not usually reliable. This channel has been substantially inaccurate before.



	E
	Unreliable. This channel has been inaccurate consistently.



	F
	Reliability cannot be judged. There is no basis for an assessment.





In this work the answer is nearly always F, and A to E are almost never available to you. A to E are earned over repeated, checkable interactions with the same channel. You will not have that with someone you met on Tuesday, and you will not have it about a person at all — the letters grade a channel of information, not a human being. Treat A to E as reserved for institutional channels with a track record you can actually point to, and treat F as the ordinary, correct and honest answer for a person.



Figure 9 — Information quality: source reliability against information credibility

[image: Figure 9 — Information quality: source reliability against information credibility]

Information credibility — independently of the source, how well does this particular item hold up?








	1
	Confirmed by other independent sources; logical; consistent with other information.



	2
	Probably true. Not confirmed, but logical and consistent with other information.



	3
	Possibly true. Not confirmed, reasonably logical, agrees with some other information.



	4
	Doubtful. Not confirmed, possible but not logical, no other information on the subject.



	5
	Improbable. Not confirmed, not logical, contradicted by other information.



	6
	Cannot be judged. No basis for assessment.





A grading is a letter and a number: B2, F3, C4. The two are independent, and the independence is the whole point.


Why the two axes matter here

Most of what you receive in this work is F. You have no track record for this person, because it is the first time you have met them. F is not a criticism; it is an accurate statement that you have no basis for judging the channel, and it is enormously better than the alternative, which is guessing from presentation.

That is the first thing the scheme buys you. It stops presentation from silently becoming reliability. A calm, articulate, cooperative person whom you have never met before is F, not B. A distressed, inconsistent, intoxicated person whom you have never met before is also F. Recording both as F is not neutrality for its own sake; it is a factual statement about what you actually know, and it removes the mechanism by which the second person’s account gets discounted relative to the first — which is the mechanism that produces misidentification.

The second thing it buys you is that an F source can carry a 1-graded item. A person may be entirely unknown to you and describe an injury that is visible, dated, photographed and consistent with two other records. That is F1: no basis for judging the channel, and the specific claim is strongly corroborated. Under a single credibility judgment — “is this person reliable?” — that information gets a middling rating and loses its force. Under two axes it reads correctly.

And the reverse. A source you have known and found accurate for years can pass on something that is uncorroborated, illogical and contradicted by the file. That is B5, and B5 is not good information.



The warnings that have to come with it

This scheme can be used badly, and used badly it does real harm. Six rules, and the first and last are the ones that matter most.

Grade the information, not the person. You are recording what you know about a channel and a claim. You are not certifying a human being’s honesty, and the grade must never appear in a document as though you were. If a grade you have written could be read as a finding that someone lies, rewrite it.

A low credibility grade is never a reason to withhold protection. Grading is an input to how much weight information carries, not a threshold for acting. Where the consequence range includes death — Chapter 8 — you act on uncorroborated information, and you record that you are doing so and why.

Apply it to both accounts, identically. If you are grading one party’s account, grade the other’s. Grading only one is not this method; it is a filter on one party, which is exactly the failure mode Chapter 4 exists to prevent.

Corroboration is not truth. A well-corroborated account can be wrong, and an uncorroborated one can be exactly right — and in this field, uncorroborated is the normal condition, because the conduct occurs where there are no witnesses. Grading does not resolve credibility. It tells you what you have.

Re-grade when new information arrives. A grade recorded once and never revisited becomes the anchor that Chapter 14 describes, and it will follow the person through every subsequent record. Grades carry dates.

Everything you write is discoverable. This is the rule the intelligence version of the scheme does not need and this one does. A grade you record about a person may be read, years later, by a court, a tribunal, an opposing party or the person themselves, in proceedings you will not be present at to explain it. A “D” or an “E” in a file about someone who was later killed is a sentence you will be asked to justify under oath. If you would not say it on the stand, do not write it in the file. This is not an argument for writing less honestly; it is an argument for writing what you actually know, which is usually F.



In practice

You do not need to write letters and numbers in a file, and in many agencies you should not. What you need is the discipline, which survives translation into plain English:

(The composite from Chapter 5. Not a real matter.)


On 3 May Nadia said she believes Wes will kill her if she takes the children. I have not previously worked with Nadia and have no basis for assessing her general reliability. The statement is her own assessment of what he will do; it is uncorroborated, and no other person was present. It is consistent with the escalation pattern in this file, in particular the shortening interval between attendances. I have no information contradicting it.



That paragraph is F2, written out — no basis for assessing the channel, and a claim that is unconfirmed but logical and consistent with everything else on the file. It is honest about what is known, it does not discount her, and it will read correctly in two years to somebody who has never met either of them.

Compare the version this usually replaces: “Nadia appeared credible and reported fears for her life.” That sentence contains a credibility judgment made on presentation, no statement of corroboration, and no basis for anyone else to evaluate it.

Practice points


	Grade the channel and the claim separately, and never let presentation do the work of reliability.

	Record F honestly, for everybody. It is the correct answer about a person you have just met, and F1, F2 and F3 are strong information.

	Grade both parties’ accounts or neither, and treat a denial as a claim to be graded rather than as evidence.

	Never treat a low grade as a reason not to act where the consequence range includes serious harm. Record that you acted on uncorroborated information, and why.

	Assume anything you write will be read in proceedings you are not present at. If you would not say it on the stand, do not write it in the file.











1. The A–F / 1–6 scheme derives from Allied and NATO intelligence practice and is published in NATO STANAG 2511 and successor doctrine; it is widely reproduced in open sources. It does not appear in the SRMBOK or RMBOK material and is adapted here.





14. Traps in your own head


By the end of this chapter you will be able to name the specific ways your judgment will go wrong in this work, and put one cheap countermeasure against each.


A cognitive bias is not a moral failing, an emotional reaction or a political leaning. It is a systematic, predictable error produced by the mental shortcuts that make thinking possible at all.1 More than two hundred and fifty are catalogued. Seven do most of the damage in this field, and each has a countermeasure that costs a minute.


Anchoring

What it is. You start from one piece of information and adjust from it, and the adjustment is always too small. The starting number does not even have to be relevant to move the final one.

Here. The first risk rating on a file becomes the ceiling and the floor for everything after it. A matter opened as “moderate” stays moderate through six escalating events, because every subsequent assessor is adjusting from moderate rather than assessing from the evidence. In the same way, the first agency’s characterisation of who the aggressor is propagates through every record afterwards.

Countermeasure. Before you look at the previous rating, form your own from the material and write it down. Then look. If they differ, that difference is the most interesting thing on the file and belongs in the record.



Confirmation bias

What it is. Searching for, favouring, interpreting and recalling information in ways that fit what you already believe, while discounting what does not.

Here. Once you have formed a view about who is at risk from whom, everything fits it. Inconsistency becomes trauma if you believe the person and evasion if you do not. Calm becomes control if you believe the other party and reasonableness if you do not. The same observation supports either conclusion, which is precisely what makes it useless as evidence.

Countermeasure. Write the contrary case in three sentences before you finalise. Not as a formality — as an actual argument, the best one available. If you cannot construct one, either the evidence is genuinely overwhelming or you have stopped looking. It is worth knowing which.



Availability

What it is. Events that come to mind easily seem more probable. Recency, vividness and emotional charge all increase availability, and none of them increases likelihood.

Here. This is the most predictable trap in the field and it has a shape: a homicide is publicised, and for some weeks afterwards assessments across the jurisdiction shift upward, regardless of the evidence in any individual case. Then the shift decays. The same effect runs in reverse after a period without a serious incident. Neither movement reflects any change in the actual risk of any individual matter.

Countermeasure. Know that the shift is happening and say so out loud in your team. Compare against your own assessments from three months ago rather than against your current sense of the environment. Note in the file if you have revised upward for a reason external to the case.



The fundamental attribution error

What it is. Explaining other people’s behaviour by their character and your own by your circumstances. Over-weighting disposition, under-weighting situation.

Here. He hit her because he is violent; I was short with a client because I had a bad week. That asymmetry is the error. The version that matters for risk work is the one applied to the person using violence: reading conduct as a fixed trait rather than as a trait under a condition. If the explanation is character, there is nothing to control. If the explanation includes a situation, there is.

Countermeasure. For each behaviour you are about to explain by character, write the situational explanation next to it. Keep whichever survives the evidence, and note that you considered both.



Survivorship and selection

What it is. Drawing conclusions from the cases you can see, when the cases you cannot see are the ones carrying the information. Any analysis that omits the entities that no longer exist is inherently flawed.2

Here. Your professional experience is built entirely from cases that entered a service. It contains almost nothing about the ones that never reported — which, per Chapter 4, is where the deaths are. Your intuition is well calibrated to the population you see and systematically miscalibrated to the population you do not.

Countermeasure. When reasoning from experience, say which population your experience is drawn from. Ask what would be different about a case that never reached you, and whether this one has any of those features.



Hindsight

What it is. The tendency to see past events as having been predictable at the time they happened. Once you know the outcome, the path to it looks obvious, and it is very difficult to reconstruct what was actually knowable beforehand.

Here. Two places. In a review after a death, every warning sign is visible in the file and it becomes almost impossible to judge fairly whether it was visible at the time — which is why the blameless-review discipline in Chapter 11 exists. And in retrospective accounts of a relationship, both parties reconstruct the early period through what happened later. Behaviour that was, at the time, indistinguishable from intensity gets reported as an early warning sign, by people acting in complete good faith.

Countermeasure. In a review, ask what was on the file on that date and reconstruct the decision from that alone before forming any view. In an assessment, treat retrospective accounts of early behaviour as evidence about the present pattern rather than as evidence about what was knowable then.



Overconfidence

What it is. Most people are overconfident about the accuracy of their own judgments, and expertise does not reliably fix it. Tetlock’s finding is uncomfortable and robust: in their own field of speciality, experts were not significantly better than non-specialists, and the experts in most demand were more overconfident than their obscure colleagues.3

Here. Long experience in this field produces genuinely valuable pattern recognition — and equally produces certainty that outruns it. The most dangerous sentence in a case discussion is “I’ve seen a hundred of these.”

Countermeasure. Attach a confidence figure to any significant judgment and record it: “I assess this at high risk, about 70 per cent confident.” Then go back in three months and see how the 70s did. This is calibration, and it is the only known way to improve the match between confidence and accuracy.4 Most people who try it discover they are overconfident, which is the point.



When intuition should be trusted

None of this is an argument against intuition, and it would be a bad argument. Kahneman’s condition is the one to remember: valid intuitions develop where an expert has learned to recognise familiar elements in a new situation and to act appropriately.5 That requires an environment with regular patterns and, critically, reliable and prompt feedback about whether you were right.

Domestic and family violence practice gives you the patterns and withholds the feedback. You almost never learn what happened to the cases you assessed as low risk. Which means the conditions for expert intuition to calibrate are only partly met, and your confidence will grow faster than your accuracy unless something intervenes.

That “something” is structure. Not because structure is smarter than you — it is not — but because it is the only thing available that does not degrade with fatigue, caseload, or the fact that you have been reading files like this one for eleven years.

Practice points


	Form your own view before reading the previous rating, and record any difference.

	Write the contrary case in three sentences before finalising anything significant.

	Notice the post-publicity shift in your whole team’s ratings, and name it out loud.

	Pair every character explanation with a situational one.

	Record a confidence percentage on significant judgments and go back and check it.











1. Talbot, Risk Management Body of Knowledge, §1.4.3.



2. ibid., §§1.4.4 and 1.4.9.



3. ibid., §1.4.13, discussing Philip Tetlock’s expert political judgment studies.



4. ibid. Calibration training is a documented method: predictions are recorded with a stated confidence, then scored against outcomes.



5. Daniel Kahneman, Thinking, Fast and Slow (Farrar, Straus and Giroux, 2011), on the conditions under which expert intuition is valid. A paraphrase of the argument, not a quotation.





Part 4 — In the field




15. Three tools you can use today


By the end of this chapter you will have three tactical tools — one that takes two minutes, one that takes five, and one for the decision you cannot take back — and a reason to say out loud, before it is needed, who is allowed to stop the action.


Everything so far has been a way of thinking. This part is things to do.

Risk tools sit on a continuum of effort. At one end is a full assessment with a register, criteria, ratings and a treatment plan — days of work, appropriate to a major decision. At the other end are tools that take minutes and get used dozens of times a day. Most risk in most work is managed at the cheap end, and the cheap end is under-taught because it looks too simple to teach.


Take 2

Two minutes. One question: what could possibly go wrong?

That is the whole tool. It is the one I use most, many times a day.1

Take 2 is a pause before an action, taken alone, in your head. Before you knock on the door. Before you send the email. Before you tell someone what you are recommending. Before you close the file. Two minutes, one question, and then you proceed or you do not.

Its value is not analytical depth. It is that it interrupts automaticity. Almost everything that goes wrong in routine work goes wrong because the work was routine — the same action performed the same way for the four hundredth time, in a situation that had one feature the previous three hundred and ninety-nine did not.

Applications here are obvious once you look for them. Before a home visit: who else might be there, what is my exit, what has changed since last time? Before sending an assessment to another agency: who will see this, does it separate observation from inference, could any line be quoted back in a hearing, and what would it cost the person at risk if the other party obtained it — because they may. Before a phone call: can this person speak freely, and what happens if they are not alone?

Take 2 is also a phrase. In a team, calling “Take 2” grants permission to pause, interject, raise a concern or ask for clarification, without it reading as a challenge to whoever is leading. In a field where hierarchy and pace both suppress the raising of concerns, having two words that legitimately stop the action is worth more than most training. Give the words to everybody, including the newest person, and mean it.



Stepback 5×5

Step back five paces. Five minutes. Two or three people. Write it down.

Stepback 5×5 is the bigger sibling of Take 2.2 It is done with others, it takes five minutes rather than two, and it produces a written record — usually a few lines in a notebook, sometimes a photograph of a whiteboard.

The “five paces” is literal where it can be. Physical distance changes what you notice. Where it cannot be literal, it is metaphorical: you stop working the problem and look at it.

The structure is four quick questions. What are we about to do? What could go wrong? What would we do about it? Who is doing what? Or, shorter still: what is the worst realistic outcome here, and what is the one thing we could change in the next five minutes that would most reduce it?

When to run one. Before a first visit to an unfamiliar address. Before serving anything. Before a contact arrangement changes. Before closing a matter with any escalation history. When a worker changes. When a court date is set — a listing date is a risk event with a known profile. When someone says they are leaving. When someone is released. When anything in the file changes state.

Two rules separate a Stepback that works from one that is theatre.

Somebody who is not the case owner has to speak. The case owner has already made all the assumptions. The value of the second person is that they have not.

It has to be written down. Five lines. What we discussed, what we decided, who is doing what by when. A Stepback that is not recorded did not happen, cannot be relied on later, and gives the next worker nothing.



The ten questions

The third tool is a ten-minute group session against ten fixed questions, producing a documented go or no-go decision.3 Use it before anything consequential and hard to reverse: a relocation, a first service of an order, a coordinated multi-agency action, a case closure on a matter with history.


	Is this action necessary to achieve the outcome we are trying to achieve for this person?

	Has an adequate assessment been done, and have the identified measures actually been implemented?

	Are there contingency arrangements for the ways this could go wrong?

	Has everyone who needs to know been briefed, including on what to do if it goes wrong?

	Are the people leading this experienced and qualified for the role they are playing?

	Do the people involved have the training to do what we are asking of them?

	Are the practical arrangements — transport, accommodation, communications, money, documents — actually in place?

	Has the person at risk been prepared for this, and do they agree with it?

	Is there a check in place to monitor how this goes, and are we prepared to change course?

	As the person accountable, am I satisfied we are ready?



If the answer to any question is no, more work is needed before proceeding. The value of the rule is that it converts a vague unease into a specific gap with a name.

Question 8 never gates a mandatory obligation. Where you are required by law or policy to act — a mandatory report, a notification, a disclosure — you act, whether or not the person at risk agrees. There the question changes: how will they be told, by whom, and what is being done about the risk that telling them creates? Question 8 governs the discretionary decisions on the list, not the compulsory ones, and reading it any other way would put a child at risk.

Subject to that, question 8 is the one that gets skipped and the one that most often causes the failure, for a reason worth stating in risk language: a control that the person it protects has not agreed to is a control they will work around, and their workarounds are invisible to you.

Those three tools all depend on one thing that no tool supplies: somebody being willing to speak, and being heard. That is the subject of the rest of this chapter.



Organisations that ought to fail, and do not

There is a well-studied group of organisations that operate in conditions where an enormous number of things could go badly wrong, and where remarkably few of them do. Nuclear power plants. Air traffic control. The flight deck of an aircraft carrier. They are called high reliability organisations, and the term comes from a 1987 study of carrier flight operations at sea.4

It is worth pausing on what a carrier deck actually is. An aircraft carrying fuel and munitions arrives at around 250 kilometres an hour and stops in about two seconds, by catching a steel wire with a hook. It does this on a moving ship, at night, in weather, on top of a nuclear reactor, next to explosives magazines, with several thousand people living within a few hundred metres. By any reasonable expectation the place should be a catastrophe. It is not. The interesting question is why, and the answer turns out to be transferable.

Weick and Sutcliffe found five principles recurring across these organisations.5

Preoccupation with failure. They worry chronically and treat every near miss as information about the health of the system, rather than as evidence that the system worked. A close call is a window, not a reprieve.

Reluctance to simplify. They resist the tidy category, because categorising a thing is a decision to stop looking at it. They actively seek out what would invalidate their own assumptions.

Sensitivity to operations. Attention stays on what is happening today, not on what the plan says should be happening. Latent conditions — Chapter 11 — show themselves in daily operations long before they show themselves in an incident.

Commitment to resilience. They assume errors will happen and build the capacity to absorb them, rather than assuming errors can be eliminated. The mark of one of these organisations is not that nothing goes wrong. It is that what goes wrong does not take the system down with it.

Deference to expertise. In a crisis, the decision migrates to whoever has the relevant knowledge, regardless of rank.

That fifth principle is the one this chapter needs.

On a carrier deck, the most junior sailor can stop a launch. If they see a loose object that could be drawn into an engine intake, they call it, and the launch stops — and nobody asks what their rank is, because rank was never the relevant qualification. The person with eyes on the hazard is the person who knows about the hazard. A hierarchy that requires them to route that concern up through three levels of approval will lose it, and in the time it takes to lose it the aircraft has gone.

One limit is worth naming, because it is the part that transfers most cleanly. That authority runs in one direction only. The deck crew can stop; they cannot start. They can move the system towards a state that is safe with respect to the hazard in front of them, and that is the only judgment they are being asked to make. They do not need to understand the wider operation in order to exercise it.6 Authority to halt is a much smaller thing to give away than authority to proceed, and it is the one worth giving away freely.



Crew resource management

The same problem was solved a second time, in the cockpit, and it is worth knowing how — because that solution has since been imported into operating rooms, maritime bridge teams and emergency services, and it is closer to your work than the carrier deck is.

Through the 1970s a series of airline accidents were investigated and found to have almost nothing to do with technical failure. The aircraft were serviceable. The crews were trained. In the case that changed the industry, a crew circled an airport for an hour working a landing gear problem and ran out of fuel, while the flight engineer — who could see the fuel state and had said so, twice, in language that was deferential enough to be missed — did not press it hard enough to break through.7 The steepness of the authority gradient in the cockpit was killing people.

The response, developed from the late 1970s and now standard across aviation, is crew resource management. It trains the non-technical skills: communication, situational awareness, shared mental models, workload distribution and decision-making — and specifically, assertiveness in junior crew and receptiveness in captains. It includes standard phrasings whose whole function is to be impossible to soften or misread. It includes the discipline that a concern raised twice without a satisfactory answer entitles the person raising it to escalate or to take control. And it includes briefings that state out loud, at the start, that anyone can speak.

Two things transfer directly into multi-agency work.

The authority gradient is steepest exactly where it is most dangerous. In this field it runs between a sergeant and a support worker, between a senior clinician and a new caseworker, between the agency holding the statutory power and the agency holding the relationship. And the person who most often has the decisive information — who has been inside the house, or has known the family for two years — is frequently the most junior person in the room. Every structural feature of that meeting is arranged to lose exactly the information that matters most.

A concern has to be raised in a form that cannot be softened away. “I’m a bit uneasy about the handover arrangement” can be absorbed by a room without anyone noticing it was said. “I want to record a concern about the handover arrangement, and I think we should not proceed until it is resolved” cannot. That is not rudeness. It is the same move as a standard callout, and it exists because the polite version does not survive contact with a busy room.



The authority to stop has to be given, not assumed

In aviation and in the safety-critical industries this is made explicit: any person on the team, at any level, can halt the activity, and doing so is treated as professionalism rather than obstruction. It is written down because it does not happen otherwise. Seniority, pace, and the sense that everybody else seems comfortable will suppress a concern reliably enough that you should assume somebody is suppressing one now.

So say it out loud, to everyone, including the newest person, and say it before it is needed: you can stop this, and you will not be second-guessed for stopping it.

One caution about importing that discipline wholesale, because this field departs from those ones at exactly the point that matters. In aviation, stopping is nearly always available and nearly always the safer option — the aircraft stays on the ground and the hazard goes away. Here it often is not. The danger continues whether or not your service acts. Withdrawing is itself the removal of a control (Chapters 5 and 11). And the moments a practitioner most wants to stop — a separation, an order being served, a matter escalating — are the moments the person at risk is most exposed. The pause is still worth having. What follows it is different: in this work “stop” almost never means the activity ends. It means the plan changes, and somebody records why.

Practice points


	Take 2 before every door, every email and every closure. Give the phrase to your team as something anyone can use to stop the action.

	Run a Stepback 5×5 at every change of state — new worker, new address, court date, release, separation, closure — and make somebody other than the case owner speak first.

	Write down five lines. An unrecorded Stepback did not happen.

	Say who can stop the action, out loud, before it is needed — and be clear that stopping means the plan changes, not that the work ends.

	Run the ten questions before anything hard to reverse, and never let question 8 override a mandatory obligation.











1. Julian Talbot, Tactical Risk Management (SRMBOK, 2023), ch. “Take 2”.



2. Talbot, Tactical Risk Management, ch. “5×5”. The source gives both “five meters” and “five paces”; the distance is not the point.



3. Talbot, Tactical Risk Management, “The 10 Questions”, adapted. The original is written for operational activity.



4. Gene I. Rochlin, Todd R. La Porte and Karlene H. Roberts, “The Self-Designing High-Reliability Organization: Aircraft Carrier Flight Operations at Sea”, Naval War College Review 40, no. 4 (1987): 76–90.



5. Karl E. Weick and Kathleen M. Sutcliffe, Managing the Unexpected, 3rd ed. (Jossey-Bass, 2015); summarised in Talbot, Risk Management Body of Knowledge, §1.4.12.



6. Nancy Leveson, Engineering a Safer World (MIT Press, 2011), on the one-directional character of frontline authority in these organisations.



7. United States National Transportation Safety Board, Aircraft Accident Report AAR-79-07, United Airlines Flight 173, Portland, Oregon, 28 December 1978.





16. Triggers written down before they are needed


By the end of this chapter you will be able to write escalation triggers that work when you are tired, busy, and not the person who wrote them.


An escalation trigger is a condition, described in advance, which, when observed, changes what happens next without requiring anybody to re-form a judgment.

The reason to write them in advance is not administrative. It is that judgment made under load is worse than judgment made calmly, and the moment you most need a good decision is the moment you are least equipped to make one. A trigger written on a Tuesday afternoon by a rested practitioner with the whole file in front of her carries a better decision than the one the same practitioner will make at 4:40 pm on a Friday with eleven other matters open. Writing it down is how the first practitioner sends help to the second.


What makes a trigger work

It is observable. Not “if the risk increases” — that requires the judgment the trigger exists to replace. “If he is released” is observable. “If any pressure to the neck is reported” is observable. “If a contact is missed” is observable. “If any court date is set” is observable.

It is binary. Either it has happened or it has not. Anything requiring a rating has failed the test.

It names the response, not the concern. “Escalate” is not a response. “Contact the high-risk coordinator on [number], same day, and record the contact” is a response.

It names who acts. By role, and with an alternate, because the named person will be on leave.

It has a deadline. Same day, within two hours, before the next business day. Without one, the trigger fires and nothing moves.

It survives handover. Which means it is in the file, at the front, not in the head of the person who wrote it.

One note on the content of the lists that follow. Your mandated instrument already specifies which conditions require escalation in your jurisdiction, and it does so on an evidence base that is maintained and reviewed. Where the two differ, the instrument governs. What follows is a starting set for the conditions your instrument does not cover — particularly the system-side ones, which most instruments do not address at all.



Triggers worth considering

Not a screening tool and not a list to be scored — a starting set to be adapted per case, per Chapter 6’s customized principle.

These lists are role-based. They are written about the person using violence and the person at risk, in whichever direction those roles run in the matter in front of you. Assigning a person to a role is the assessment — it is not the input to it. If you find yourself filling in the lists before you have done Chapter 4, stop.

On the side of the person using violence. Release from custody, hospital or a program. Any breach, whether or not it is charged. Access to a firearm, or a change in firearms status. Any statement of intent to harm or kill, from any source. Any strangulation or pressure to the neck at any point in the history — in the best-known case-control study, prior non-fatal strangulation was associated with roughly seven-fold higher odds of a subsequent attempted or completed homicide by that partner.1 A significant change of state: job loss, court loss, new charge, relationship end, diagnosis, bereavement. Escalating attempts to locate the other person.

On the side of the person at risk. They say they are leaving, or have left. They say they are afraid the other person will kill them — that sentence, in their words, is a trigger by itself and should never be filtered through an assessment of how it was said. They withdraw from contact, especially after a period of engagement. Pregnancy or a new baby. They move. They initiate or respond to a legal step.

Trigger conditions on the system’s side. These are the ones nobody writes down and they matter as much. The allocated worker changes. The order lapses, is varied or is discharged. A court date is set. A refuge placement ends. A case is proposed for closure. A control in the plan fails or is found not to be operating. Another agency closes its file.

That last group is the practical application of Chapters 5 and 11. Control removals in this field are overwhelmingly administrative events, and nobody experiences an administrative event as a risk event, which is exactly why they need to be on a written list.



Where they live

Triggers go at the front of the file, in the same place every time, in a form somebody can read in twenty seconds. They are stated in the scope, context and criteria block from Chapter 7. They are reviewed at every Stepback. And they carry a date, because a trigger set eight months ago against circumstances that no longer exist is worse than none — it produces alarms nobody acts on, which trains everybody to ignore the mechanism.

Two failure modes to watch for. Too many triggers is the same as none; if everything escalates, nothing does, and the mechanism dies of noise. Six to eight is usually right. And a trigger with no capacity behind it is a promise you cannot keep; if the response is a service with a three-month waitlist, write the trigger anyway, and write the constraint next to it, because the constraint is the finding.

Practice points


	Write triggers before you need them, when you are calm and have the whole file.

	Make every trigger observable, binary, owned, deadlined, and in the file rather than in your head.

	Include system-side triggers — worker change, order lapse, court date, closure. They are the ones nobody writes.

	Keep the lists role-based, and keep them to six to eight with a date on every one.











1. Nancy Glass, Kathryn Laughon, Jacquelyn Campbell and others, “Non-fatal Strangulation is an Important Risk Factor for Homicide of Women”, Journal of Emergency Medicine 35, no. 3 (2008): 329–335. Odds ratio 7.48 for completed homicide and 6.70 for attempted homicide, against abused controls. It is a case-control association from United States data, not a prospective predictive study, and an odds ratio of that size overstates the change in absolute risk — but the direction and size of the signal are why this item is on every serious factor list.





17. Documenting a decision so it survives review


By the end of this chapter you will be able to write a record that holds up in a handover, an internal review, an inquest and cross-examination — which all want the same record.


There is a widespread belief that defensive documentation and useful documentation are different things, and that you write the first when you are worried and the second when you have time. They are the same document. A record that lets a colleague act on your reasoning next week is the same record that lets counsel understand it in three years. Anything written to protect you rather than to inform the reader will do neither.

The test is a single question. Could a competent stranger, reading this alone, understand what you knew, what you concluded, why, and what you asked for?


What a defensible record contains

The scope, context and criteria block. Chapter 7. What was assessed, over what period, inside what context, to support what decision, what was excluded and why, who owns it, when it expires. Three short blocks at the top. It is the first thing a reviewer looks for and the thing most often absent.

Observation, inference and recommendation, separated. Chapter 9. Three paragraphs, never blended. This is the property that makes every other property possible.

What you did not know. The strongest sentences in any risk document are the ones naming its own limits. “The parenting proceedings were not available to me.” “I had no contact with the respondent, and this assessment rests entirely on the applicant’s account and the file.” “I was unable to verify the firearms status within the time available; a request was lodged on [date].” An assessment that states its gaps is more useful and considerably more robust than one that reads as though everything were known.

What would change the assessment. One sentence. “This assessment would change materially if the address were obtained, if bail conditions were varied, or if the contact service placement did not commence.” It tells the next reader what to watch, and it demonstrates that you understood the assessment was provisional — which it always is.

Your confidence. Chapter 14. A percentage, or plain words with a number attached. It is not weakness; it is the only honest way to record a judgment made on incomplete information, and it is what allows anyone, including you, to calibrate later.

The decision, and the alternatives you did not take. Not just what was done, but what else was considered and why it was rejected. This is the single largest difference between a record that survives a hearing and one that does not. A record showing three options weighed against stated criteria demonstrates reasoning. A record showing one action demonstrates nothing, whatever the action was.

The date, and the review date. Both.



What to leave out

Diagnoses. Chapter 3. Conditions and observations, never labels.

Credibility conclusions dressed as observations. “Presented as credible” is a conclusion, and so is “presented as evasive”. Record what was said, on what date, to whom, and what was observed — injuries, attendances, times, the words used. Do not construct a credibility comparison between accounts. Whether two tellings differ, and what that means, are matters for a tribunal, and recall changes across tellings for reasons that have nothing to do with truth. Grading both accounts on the criteria in Chapter 13 is a different exercise, and it is required.

Anything that would harm the person at risk if the other party read it. In many jurisdictions a party can inspect filed documents, and disclosure regimes are wider than practitioners assume. Assume the other party may read it. Address details, an employer, a family’s location, a friend’s name, a specific route — none of it belongs in a document whose distribution you do not control. Write the operational detail in the place your agency has for it, and reference that place.

To be unambiguous about what that is and is not: this is about where information is stored, never about withholding it. Nothing here authorises omitting material from a record, structuring a file to defeat a subpoena, or failing to disclose what a court, a statutory scheme or your agency requires you to disclose.

Speculation about motive. It adds nothing to a risk assessment, it is unfalsifiable, and it is the first thing attacked.

Emotion, whether sympathy or irritation. Both will be read as bias, and one of them may be.



The handover problem

Most records in this field fail at handover rather than at hearing, and they fail in a predictable way: what transfers is the rating and not the reasoning. The next worker inherits “high risk” with no CASE statement, no trigger list, no statement of what was uncertain, and no note of what would change it. She then re-forms a judgment from scratch, anchored (Chapter 14) to the rating she inherited, using less information than the person who set it.

The fix is not more documentation. It is a front page. One page, in the same place on every file, in a form somebody can read in twenty seconds. Here it is in full.


RISK SUMMARY — front page

1. Scope and context. What was assessed, who is included (name every child), over what period, to support what decision. What was excluded and why. What the environment and my own service have already ruled out. Owner. Date. Review by, or on any trigger below.

2. Criteria. The governing consequence for this assessment. What described condition would change the response — not a rating.

3. What could happen. Three to six CASE statements — consequence, asset, source, event — not a rating.

4. Controls now operating. What is actually in place, distinguished from what is planned. What the person at risk already does. What is above the administrative line.

5. Triggers. Six to eight observable, binary conditions; the response to each; who acts; by when.

6. What I do not know. The gaps, and what has been requested to close them.

7. What would change this assessment. One sentence.

8. Confidence. A number, and the date it was formed.



Everything else goes behind it. If a colleague picking up this file at short notice cannot answer “what am I watching for and what do I do about it” from the front page alone, the front page is not finished.



The larger reason

A jurisdiction that wants to know how often it misidentifies, how often assessments are revised and in which direction, or whether its risk framework is used at all, can find out only from records made by practitioners on ordinary days. If those records collapse observation into inference, omit what was uncertain and carry ratings without reasoning, the aggregate cannot be reconstructed and nobody ever finds out. That is the argument Chapter 1 opened, and it is not hypothetical: the death review finding in Chapter 4 was discovered by reading files one at a time, because no administrative data could have shown it.

You cannot fix that from a caseload. What you can do is make your own records reconstructable, so that when somebody finally goes looking, there is something to find.

Practice points


	Write one record, not a defensive one and a useful one. They are the same document.

	Lead with scope, context and criteria; separate observation, inference and recommendation; state your confidence.

	Record what you did not know and what would change the assessment. These are the strongest lines in the document.

	Record the options you rejected and why. Reasoning is what survives review; a bare action is not.

	Assume the other party may read it. Keep operational detail out of documents whose distribution you do not control — and never out of a record that must disclose it.









Part 5 — Limits




18. What this guide cannot do


By the end of this chapter you will know precisely what you have been given, what you have not, and where the boundary is.


A guide that does not name its own limits is asking to be misused. Here are this one’s.


It is not a risk assessment instrument, and it does not rate a person or a case

Nothing in this guide produces a validated rating of a person or of a matter. The two matrices in Chapter 4 are maps of an error space and were built to be read, not filled in. The three-by-three grids look like risk matrices and are not: they have no likelihood axis, no consequence axis, and no output.

Four scales do appear, and they are all deliberately something other than a validated rating of a person. The capability and disposition scale described in Chapter 3 comes from a security risk template; it is shown to explain the structure of a threat assessment, and Chapter 3 says explicitly that you will not be filling it in. The control adequacy scale in Chapter 12 rates a control. The information grading in Chapter 13 rates a claim and a channel, and Chapter 13 says at length what may and may not be done with it. The confidence figure in Chapter 14 rates your own certainty, and exists so you can check it later. None of them is validated for predicting harm in this population, none should be recorded as though it were, and none should ever appear in a file as the reason a decision was made.

If you find yourself putting a case in a cell and treating that as an assessment, stop. You have converted a thinking tool into an instrument, and instruments in this field require validation this guide has not done and does not claim.



It does not replace your mandated tool

This is the most important sentence here and it was also in the preface.

If you work under a statutory, jurisdictional or agency-mandated risk assessment instrument, that instrument governs. This guide supplements it: it gives you vocabulary for what your instrument is doing, a way of describing what it does not ask about, and a discipline for the reasoning around it. It does not authorise departure from it, and nothing here is a reason to record something different from what your instrument requires.

Where this guide and your instrument conflict, follow your instrument — and tell somebody about the conflict, because a conflict between a validated instrument and general risk practice is information the people maintaining the instrument need.



It does not make you a clinician

Chapter 3 named four profiles, three of which name clinical conditions. Reading that chapter does not qualify anybody to identify those conditions in a person, and doing so without the qualification is a source of error in its own right. Some readers hold that qualification and use it daily; for them, nothing here displaces their own professional judgment or its scope. For everybody else: observe and record conditions, refer for assessment, and do not diagnose.



It does not tell you whether an allegation is true

The non-adjudicative rule runs through the whole guide and it is worth restating at the end.

Nothing here helps you determine whether something happened. Chapter 4 maps where error could be. Chapter 13 grades how good your information is. Neither resolves truth, and both are constructed to be applied identically in both directions. If any part of this guide has been read as a method for detecting false allegations, or as a method for strengthening allegations, it has been read wrongly, and I would rather hear about it than have it used that way.



It has not been reviewed by domestic and family violence practitioners

This is Edition 1 of a guide written by an outsider to this field, and it has not been through review by specialist domestic and family violence practitioners, Aboriginal Community Controlled Organisations, men’s behaviour change practitioners or police family violence units. That is a real limitation and it is stated here rather than left to be discovered. Edition 2 will name its reviewers and will print their disagreements rather than absorb them. If you are one of those readers, the invitation at the back is meant literally.



It has nothing to say about Aboriginal and Torres Strait Islander women

Aboriginal and Torres Strait Islander women are heavily over-represented in every part of the system this guide describes — as people harmed, as people hospitalised, as people killed, as people misidentified, and as people criminalised. Nothing in this guide addresses that, and the risk framework in it does not substitute for the Aboriginal-led frameworks that do. Applying a generic method to a population whose relationship with police, courts and statutory services is shaped by that history, without the frameworks built for it, is the customized principle in Chapter 6 being ignored. The sources note at the back points to where that work lives.



It is Australia-first, and jurisdictions differ

The examples, terminology and thresholds lean Australian. Where a legal test appears it is described generically, because civil and criminal thresholds, order types, information-sharing authority, coercive control offences and disclosure rules all differ — between countries, between states, and over time. Nothing here is legal advice, and the local rule always governs.



It is about the individual level only

Chapter 1 drew the line and the guide stayed on one side of it. Systemic questions — funding, commissioning, workforce, legislation, measurement — are a different discipline with a different unit of analysis, and most of the leverage in this field is over there. The absence of that material is deliberate, not an oversight.



It does not teach you to conduct a formal risk assessment

This guide teaches you to think and to describe, and it shows you the shape of several things — a set of criteria, a page of risk statements, a control assessment — at the level of an individual case. It does not teach you to conduct a formal risk assessment: to build and maintain a register, to construct calibrated likelihood and consequence scales, to populate and defend a matrix, to assess controls to a professional standard, or to write a treatment plan that would survive a professional review. That is a body of practice with its own methodology, template and tooling, and it is the subject of the companion volume flagged in the preface.



What it does do

It gives you a way to say what you are worried about, so that somebody else can act on it. It gives you a way to separate what you saw from what you concluded. It gives you a way to notice that you have talked yourself into something. It gives you a vocabulary that is shared across half a dozen professions that currently do not share one. And it gives you an argument — that person-to-person harm is adversarial risk, that a threat is capability plus disposition, and that the second of those can be assessed without deciding whether anybody is a bad person.

That last idea is the one to keep if you keep nothing else. Most of the worst decisions in this field are made by people who could not separate how dangerous is this situation from who is at fault here, and who therefore had to answer the second question in order to act on the first.

You do not have to. That is the whole point.

Practice points


	This is not an instrument. It rates no person and no case, and validates nothing.

	Your mandated tool governs. Where there is a conflict, follow it and report the conflict.

	Observe conditions, refer for assessment, never diagnose.

	Nothing here determines truth. Applied to one party only, it is being misused.

	Assess danger without adjudicating fault. It is possible, and it is the point.









Glossary

Terms as used in this guide. Where a term also has a legal or clinical meaning, the risk meaning is given and the difference noted.

Accumulation. Risk that develops through repeated or progressive exposure to the same hazard over time, without resolution. Slow, often invisible at any single observation. Distinguish from aggregation and compounding. (Ch. 5)

Active failure. An unsafe act — an error or a violation — by a person interacting directly with the system. Distinguish from latent condition. (Ch. 11)

Active risk. Risk arising from a human counterparty who adapts to you within agreed rules — markets, litigation, sport. The middle of the three types. (Ch. 2)

Actuarial risk. Risk governed by the law of large numbers, with no specific human source: weather, disease, equipment failure. Does not adapt to your controls. (Ch. 2)

Adversarial risk. Risk where a person is the source of harm and there are no agreed rules. The source observes your controls and adapts. Domestic and family violence sits here. (Ch. 2)

Aggregation. Several risks or hazards present at the same time in the same window. Not simple addition: individually tolerable exposures can become intolerable in combination. (Ch. 5)

ALARP. As low as reasonably practicable — the point at which risk cannot be further reduced without cost grossly disproportionate to the benefit. Equivalent to SFAIRP, “so far as is reasonably practicable”. A subjective standard by nature. (Ch. 12)

Asset. Whatever is at risk and is valued. In this guide, usually a person. (Ch. 9)

Blameless review. A review whose sole purpose is preventing the next occurrence, with the apportioning of blame or liability expressly excluded. The standard in civil aviation accident investigation. (Ch. 11)

Bow tie. A diagram placing one event in the centre, causes and preventive controls to the left, consequences and mitigative controls to the right. (Ch. 10)

Calibration. Used in two senses in this guide, and they are different. In Chapter 4 it is the correspondence between what was claimed and what the record establishes — the diagonal of the matrix; see also transposition, also called misidentification, which is the error of kind as against the errors of level that grid displays. In Chapter 14 it is the match between your stated confidence and your actual accuracy, which improves with practice and feedback. (Ch. 4, Ch. 14)

Capability. What a person is able to do: physical capacity, weapons, access, knowledge, financial and legal means, social standing. One of the two components of a threat. (Ch. 3)

CASE. Consequence, Asset, Source, Event — the four elements of a written risk statement. (Ch. 9)

Causal chain. An ordered sequence in which each event causes the next, built by repeatedly asking “how could this occur?” (Ch. 11)

Cognitive bias. A systematic, predictable error in judgment arising from mental shortcuts. Not an emotional or political predisposition. (Ch. 14)

Compounding. Risks interacting so that each degrades the capacity to absorb the next. Non-linear; the most dangerous of the four escalation categories. (Ch. 5)

Consequence. The outcome of an event, as it affects objectives. Always a range, not a point. (Ch. 8)

Context. The internal and external setting the assessment operates inside. Determines which controls are available. (Ch. 7)

Control. Any measure that modifies risk. Preventive controls reduce likelihood; detective controls reveal that something is occurring; corrective controls limit harm, and are called mitigative on the right-hand side of a bow tie. A treatment not yet implemented is not a control. (Ch. 2, Ch. 12)

Crew resource management. Training in the non-technical skills — communication, situational awareness, shared mental models, workload distribution, decision-making — developed in aviation so that an authority gradient does not suppress the information that matters. (Ch. 15)

Criteria. The standards against which risk is judged, set before analysis. (Ch. 7)

Criticality. How much an asset matters — its importance, or the dependence an organisation or a person has on it. The third term of the security-risk triad, alongside threat and vulnerability. It is given here for completeness and is not developed in this guide.

Current risk. The level of risk as it stands today with existing controls operating. A state, not an action. (Ch. 8)

Disposition. A forward-looking assessment of what a person tends to do under given conditions. Not criminal intention, and not a finding about culpability. One of the two components of a threat. (Ch. 3)

Economic abuse. Degrading another person’s capacity to leave, seek help, hold housing or instruct a lawyer by means of money: debt in their name, a coerced loan, control of accounts, destroyed credit. Classified by its source, not by the instrument used. (Ch. 2)

Escalation factor. A condition that degrades the effectiveness of a control. (Ch. 10)

ESIEAP. Eliminate, Substitute, Isolate, Engineer, Administer, Protect — the hierarchy of controls, in descending order of effectiveness. (Ch. 12)

Event. An occurrence or change in circumstances. Distinguish from risk, which is the effect of its uncertainty on objectives. (How to use this guide)

Four As. Appropriate, Actionable, Achievable, Agreed — the four elements of a written recommendation or treatment. (Ch. 9)

Four Cs. Condition, Criteria, Cause, Consequence — the four elements of a written finding. (Ch. 9)

Framework. The organisational arrangements that make risk management happen: leadership, integration, design, implementation, evaluation, improvement. Conceptual. Distinguish from system, which is the tools and people that put it into practice, and from process. (Ch. 6)

Hazard. A potential cause of harm arising from the environment or from non-deliberate action. Distinguish from threat. (Ch. 2)

High reliability organisation. An organisation working in conditions where a great deal could go wrong and very little does. Five principles recur: preoccupation with failure, reluctance to simplify, sensitivity to operations, commitment to resilience, deference to expertise. (Ch. 15)

Incident frame. Assessing the most recent event rather than the pattern it sits inside. The frame within which a defensive act reads as an assault, because within it that is what it was. (Ch. 4, Ch. 5)

Information credibility. How well a particular item of information holds up, independently of its source: graded 1 to 6. (Ch. 13)

Inherent risk. The level of risk before any control is applied. A state. (Ch. 8)

Latent condition. A pre-existing feature of a system that enables a failure but is not itself the immediate cause. Distinguish from active failure. (Ch. 11)

Likelihood. The chance of something happening. Verbal expressions of it are read very differently by different people; attach a number or a frequency. (Ch. 8)

Mandated instrument. A statutory or agency-required risk assessment tool. This guide supplements one; it never displaces it. (Preface, Ch. 18)

Misidentification. Recording the person who has been harmed as the person causing harm. This field’s name for a transposition, and distinct from an error of level. Also called being wrongly recorded as the predominant aggressor. (Ch. 4)

MORTAR. Management systems, organisation, resources, technologies, accountability, relationships — a prompt list for internal context. (Ch. 7)

PESTLE. Political, economic, social, technological, legal, environmental — a prompt list for external context. (Ch. 7)

Post-hoc typology. A pattern derived by working backwards through completed cases. It describes what those events looked like on the way in. It is not a test that predicts future ones. (Ch. 3)

Process. The thing you actually do, case by case: scope and criteria, identify, assess, evaluate, treat, with communication, recording and monitoring throughout. Distinguish from framework and from system. (Ch. 6, Ch. 8)

Residual risk. What remains once treatment is operating. A state, and the starting context for the next cycle. (Ch. 8)

Risk. The effect of uncertainty on objectives (ISO 31000). Not “a bad thing that might happen” — that is an event. (How to use this guide)

Risk matrix. A grid mapping likelihood against consequence to produce a comparative rating. A communication and ranking device that belongs at the evaluation step. The two grids in Chapter 4 are not risk matrices — they have no likelihood axis, no consequence axis and no output. (Ch. 8)

Risk register. A list of identified risks with their descriptions, current controls, ratings and treatments. (Ch. 9)

Scope. The boundary of the assessment: what is included, what is excluded, over what period, to support what decision. (Ch. 7)

Single factor. One hazard at one moment, bounded and managed by ordinary means. The first of the four escalation categories, before aggregation, accumulation and compounding. (Ch. 5)

Source. What could cause a risk to manifest — a threat actor or a hazard. (Ch. 9)

Source reliability. What is known about the track record of a channel of information: graded A to F. In this work the honest answer about a person is nearly always F. (Ch. 13)

Stepback 5×5. Step back five paces, take five minutes, with two or three people, and write it down. (Ch. 15)

Swiss cheese. Reason’s model of layered barriers, each with holes; harm occurs when holes align. (Ch. 11)

System. The tools, software, procedures and people that put a framework into practice. An organisation can have a framework and no system. Distinguish from framework and from process. (Ch. 6)

Take 2. A two-minute pause before an action, asking what could possibly go wrong. Also a phrase that grants anyone permission to stop the action. (Ch. 15)

Ten questions, the. A ten-minute group session against ten fixed questions, producing a documented go or no-go decision before anything consequential and hard to reverse. (Ch. 15)

Threat. An assessed combination of a person’s capability and disposition. Not a person and not an event. Distinguish from hazard. (Ch. 3)

Threshold. The point at which conduct becomes something a civil protective jurisdiction, or the criminal law, would act on. A legal construction rather than a risk construction: crossing one is a change of category, not a change in danger. (Ch. 5)

Tolerance. How much risk is accepted before a different response is required. Set explicitly, or set by omission. (Ch. 7)

Transposition. Recording the roles the wrong way round: the person who has been harmed recorded as the person causing harm. In this field it is called misidentification. An error of kind rather than of level, and one the grid in Chapter 4 cannot display. (Ch. 4)

Treatment. The act of putting a control in place. Four strategies exist: avoid, treat, share, accept. (Ch. 8, Ch. 12)

Trigger. An observable, binary condition described in advance which, when met, changes what happens next without requiring a fresh judgment. (Ch. 16)

Vulnerability. A weakness that makes an asset susceptible to harm. In the security-risk triad it sits alongside threat and criticality; this guide covers threat at length, vulnerability in passing, and criticality not at all. (Preface)
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All nine are vector drawings, reproduced in this edition as high-resolution images. They may be copied, reproduced, projected, taught from and included as free material in commercially delivered training, with attribution to this guide. They may not be sold.

Two conventions run through the set. Colour is semantic. In the figures that show a level of risk or error, teal is low or calibrated, gold is elevated or mismatched, red is high or severe, and grey is neutral or structural; in the process and model figures colour separates kind rather than level — an action from a state, prevention from mitigation, a barrier from the pathway through it. And every figure carries a caption line stating the analytical point rather than restating its own labels — a figure that needs its labels read back to it is not finished.

There is deliberately no decision tree in this set. A fast-and-frugal tree — a short sequence of yes-or-no questions ending in a classification — is a genuinely powerful instrument in the settings where one has been built and tested against outcomes. Building one for this field without that work would produce something that looks like a screening tool and is not, which is precisely what Chapter 18 says this guide will not do. It is a research project, not a figure.
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Two limits should be stated plainly. The ACT death review findings cited in Chapters 2 and 4 rest on small case numbers — twelve homicides examined in depth in one report, thirteen people who died in non-homicide incidents and were assessed as victims in another. Findings from samples that size describe what happened in those cases. They do not establish a rate, and this guide does not treat them as one. And the prevalence figures in the preface are survey estimates, which measure reported acts rather than context, severity, injury, fear or coercive control.
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