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OPINION A positive risk approach when clients choose to
live at risk: a palliative case discussion

Christopher E. De Bonoa,b,c and Blair Henryd,e

Purpose of review

The article discusses recent approaches in the literature about clients who chose to live at risk in their
homes. It argues for a positive risk-based approach and a tool to help manage risk in the home, and
applies these to a hypothetical end-of-life scenario.

Recent findings

Historically, safety plans to consider risk management involved a culture of risk aversion supported by
sometimes paternalistic motives intended to protect vulnerable clients. New findings in the literature engage
in a process that respects the ethical principles underlying harm reduction philosophies. The literature also
argues for a perspective that moves away from viewing risk as only harmful, to one that supports a positive
understanding of risk as part of a client’s informed choice.

Summary

A risk support management plan, based on a positive approach, can provide a way to both support a
client’s choice to live at risk, anticipate for expected complications, and inform the creation of a
contingency plan to address concerns as they may arise. The added value of a structured approach like the
one proposed here for risk support management plans is that it provides adequate due diligence and
informed decision-making when planning for risk-taking in complex situations.
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INTRODUCTION

Home care is the most rapidly growing segment of
the Canadian healthcare system [1]. In 2011, Can-
ada had a population of just over 34 million [2]. In
that same period, 1.4 million Canadians received
home care, representing a 55% increase in clients
from 2008 [3]. Reasons for this increase in home care
usage have been attributed to an aging population,
overcrowding in acute care hospitals, shortages of
long-term care beds, and increased rates of disability
and chronic illness across the country [3].

The reality that people are living longer with
chronic life-threatening illnesses has meant an
accumulative increase in demand for care in the
home. In Canada, the underlying cause of most
deaths is attributed to advanced chronic illness
[4]. Individuals living with an advanced illness
choose to spend the majority of their last months
of life being cared for at home, regardless of the
ultimate location of death [5].

With homecare poised to continue to grow,
both inCanada and internationally [6], themandate
to understand and effectivelymanage risk (safety) in

the home setting is receiving priority [7
&

]. A signifi-
cant gap in risk management is the absence of
‘structured mechanisms’ and tools to support safety
for clients and care providers in the home [7

&

]. In
society, individuals are generally free to make their
own decisions regarding the level of risks they are
willing to undertake for themselves. However, when
care is being negotiated in the home setting, it can
be expected that the healthcare teams and their
clients may not share the same priorities or even
assessment of risks. Clients will have differing values
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and opinions – and in a society that values auto-
nomy – the question remains: Should a capable
client be allowed to engage in risks that can impact
the welfare of others involved in supporting them
[5]? A unique and important feature of the services
being provided in a home care setting rests on the
realization that all safety concerns of the client are
closely intertwined with those of the family and the
care providers that surround them [8,9].

In this article, we begin by exploring the
traditional risk management strategies that placed
emphasis primarily on risk avoidance and aversion.
We argue that this protective and sometimes pater-
nalistic concept of risk needs to change: from one
that speaks only to working against risk (attempts at
its mitigation and/or elimination) so as to avoid
harms, to one that focuses on risk also having
potentially beneficial or positive outcomes [10].
Our argument will be advanced using a new positive
risk support management tool, applied to a hypo-
thetical home palliative care case where a client
chooses to live at risk. This case will illustrate how
adopting a new ethical lens can enable the nego-
tiations between clients and their care providers to
push risk beyond an autonomy versus harm calcu-
lus, to one that includes reasonable accommodation
for positive risks to be supported.

ETHICAL ISSUES OF RISK MANAGEMENT

IN THE HOME: AN EVOLVING LANDSCAPE

Strategies to assess and manage risk in healthcare
have seen significant evolution over time. Histori-
cally, risk has been perceived negatively and refer-
enced using terms, such as danger, loss, threat,
damage, and injury [11,12

&&

]. This risk aversion
approach prioritized the ethical principle of doing
no harm (nonmaleficence) over one that supported
or legitimized the principle of individual autonomy.
In many institutions and assisted living centers, risk
aversion approaches resulted in restrictive policies

and practices being implemented – many of which
were also used for care in the home. The disability
rights movement has outlined how these histori-
cally negative and preventive approaches to risk
were disproportionally restrictive, even paternalis-
tic, further marginalizing people with disabilities. In
the case of capable persons living with disabilities,
even if understood to be well intentioned to prevent
harm, these restrictive approaches sometimes
removed the right to capable self-determination
and autonomy [8,11].

More recently, research has shown that clients’
choosing to live with risk can in fact be instrumental
in the way they manage their health and its effects
on their lives [10]. For some, risk-taking can be
viewed as a positive choice, permitting healthcare
clients to have greater choice and control of their
lives; in some cases, it can be their preferred way to
discover new personal strengths and capabilities
[11,12

&&

].
Research in the area of harm reduction theory,

has shown that some chosen risk behaviors are para-
doxically a matter of survival for some clients,
suggesting that these behaviors can in fact be pro-
portionally or functionally beneficial for that indi-
vidual [10]. This insight is frequently viewed as
counterintuitive to some healthcare professionals
not trained in this approach. In that, what might
readily be recognized as harmful or even irrational
behavior (i.e., excessive drinking, recreational and
illicit drug use), may actually be the only available
strategy a client can use to mitigate a more painful
harm in their life (i.e., trauma, loss, psychic pain)
[13]. Unfortunately, a restrictive and risk-averse
approach frequently overlooks or dismisses
this reality.

TOWARD A NEW POSITIVE APPROACH TO

RISK

A positive risk-taking approach considers risk as
having two potential outcomes: one that may pro-
vide direct benefit to the client, and the other that
may have harmful outcomes to the client and/or
others with whom they come into contact [10]. A
positive approach to risk aims to balance this two-
fold approach when cocreating a risk support man-
agement plan with the client, family, and service
providers. The goal is to build a plan that both
supports and recognizes the desired benefits ident-
ified as meaningful by the client, while working
to minimize the negative consequences where
possible [11].

Ethically, a positive risk-taking approach
respects individual autonomy. It does this by engag-
ing a capable client’s desire to live at risk as being

KEY POINTS

� Increasing demand on home care will involve more
service providers working in unsupervised and risk-
prone environments.

� Emphasis toward ‘client-centered care’ involves
reasonable and easy-to-use structured mechanisms to
support capable clients choosing to live at risk.

� Service agencies and staff need tools that respect harm
reduction philosophies as well as a positive approach
to risk to facilitate a mutually safe environment for care
to be provided.
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FIGURE 1. The figure presents a new ‘risk support management plan’ developed by the TC-CCAC. It is designed to support
clients/patients in making informed choices when they are choosing to live at risk in the community. The tool provides easy-to-
use decision-making steps and four key criteria to help TC-CCAC staff and TC-CCAC partners decide when, how, and if a
client’s choices to live at risk can be supported (or not). Note, this tool is presented with permission from the TC-CCAC.
TC-CCAC, Toronto Central Community Care Access Centre.
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motivated by a hoped-for outcome that is important
and meaningful to the client. This aspect of hearing
what is most important to clients is at the core of the
risk support management tool developed by the
Toronto Central Community Care Access Centre,
and presented in Fig. 1. The tool builds on and

adapts other best practices [11] and offers a struc-
tured way to engage these conversations, beginning
with a risk assessment approach that seeks to under-
stand what is most important to the client as well as
risk management, and key validation criteria to
check if the proposed plan is viable.

(continued)
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A hypothetical end-of-life home care case is
used (inserted in italics in four parts) to illustrate
a positive risk assessment approach. In the case
described, we hear what might appear to be a
perplexing reason for this client’s choice to stay
at home with the risk of self-reported abuse: ‘If I
leave, my wife will ‘win’ and will control every-
thing.’ Initially, the team found this reasoning
hard to understand and support; however, further
prompting enabled the team to ‘buy-in’ to the
client’s goal.

The case: part 1: identifying the major risk
and why the client is choosing it

Mr. M is 55 years old with metastatic prostate cancer.
Discharged from hospital for palliative care, he lives
with his wife who is also his primary caregiver. They
have a long history of mutual, physical, and emotional
abuse.

His home care nurse feels that Mr. M’s wife might be
neglecting him. She often finds him unclean, reporting
that he has not eaten since yesterday’s visit and with
bruises on his arms. Mrs. M reports that Mr. M is difficult
to care for, and that he lashes out at her. It is hard to
know the truth here. The palliative support team recom-
mends transfer to hospice. Mr. M insists on staying
home. He says, ‘If I leave, my wife will ‘win’ and will
control everything.’ However, upon further inquiry, using
the prompts provided in the risk support management
tool, the team came to a better understanding that what
mattered to Mr. M was something completely different.
What he meant by not winning required a deeper dive
into his psychological world, one rife with a history of
interpersonal conflict. As per best practice, the team
offered resources to work toward reconciliation and heal-
ing in this area, but the client refused.

As time was running out with his progressive
physical decline, the team was able to modify its
approach. The team came to understand, using this
positive risk approach, that it was beneficial to Mr. M
not to move, and that this was a risk he was willing to
take. Again, what is positive is not ultimately defined by
the clinical team but by the client. In this case, he has his
reasons. But, the process allowed that point to be clear as
well as offered a way to carefully identify potential
harms, their severity, as well their likelihood.

BUILDING A RISK SUPPORT

MANAGEMENT PLAN

Once the risk has been identified, the healthcare
team in consultation with the client must explore
the following: consider the applicability of standard
risk elimination strategies; explore risk mitigation
or minimization possibilities; and develop a safety

planning for the component elements of the risk
that can neither be eliminated nor mitigated.

The aim of this exercise is to build a risk support
management plan that reflects the positive potential
benefits and the stated priorities of the client at the
center of the plan itself. At every step, a risk support
management plan should use all available resources
and supports to achieve the desired positive out-
comes and to minimize the potential harmful ones.

The case: part 2: risk management

Building Mr. M’s risk support management plan required
the team honor that the client’s choice to live at risk was
to remain in his home at this stage of his palliative care
treatment.

The risk support management plan cocreated with
the client involved noting that the client declined elim-
inating the risk by going to hospice or hospital, but agreed
to minimize the risk by being willing to call for help with
a cell phone. In terms of safety planning, the client also
accepted some service provider limitations: namely, that
if any of the care givers identified that the client’s care
needs exceeded their capacities and posed imminent or
immediate risk issues, that they would escalate care as
per best practice. It was agreed that this might include
staff calling 911 for emergency support. Additionally, in
this case, the client also agreed to file backup papers for
hospice care just in case he needed hospice later and/or
changed his mind. This decision was also entered under
safety planning. Although the team felt comfortable with
this risk support plan at this stage, they knew that the
client would eventually lose his ability to use a phone.
The safety plan’s inclusion of a backup plan made staff
feel better prepared but everyone agreed the client’s over-
all choices did not reflect the approach they would have
chosen for themselves.

CRITERIA TO ADOPT A RISK SUPPORT

MANAGEMENT PLAN

Pragmatically speaking, not every decision to live at
risk can or should be supported. There is, however,
need for some form of evaluative criteria to assist
the team and client in assessing the viability of any
plan. The tool (Fig. 1) incorporated the following
four criteria that are to be used to assist in finalizing
and validating a plan: the need for consensus from
all stakeholders involved; that the plan be sustain-
ably resourced; the plan must meet safety and
professional standards; and finally, that it is
supported legally.

From the perspective of consensus, all parties
affected by the plan, the client, family (if appropri-
ate), the community care broker, and the direct serv-
iceprovider organizations,must agree/consent to the
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implementation of the proposed risk support man-
agement plan. This step is important given that
complex cases require that all the parties to the plan
mustknowwhat theyare committing toaswell as live
up to their assigned responsibilities. Furthermore, as
home care services are optional, consent is critical.

The resource criterion requires an affirmative
answer to this question: Dowe have the right resour-
ces (funding, human capital, etc.) in place to imple-
ment the risk support management plan? In the
context of increasingly limited funding and resour-
ces for healthcare services, this determination is a
societal requirement applicable to all publically
funded service providers. Publically funded services
to clients are determined on the basis of eligibility,
but there are fiscal and procedural limits to what can
be supported. The question also asks and considers
what the client or family is willing to support both
financially and in terms of their own human capital.
Additional services can always be purchased by cli-
ents who have the means. With this criterion, it is
important not to underestimate human capital and
its limitations. Caregiver burnout is an ever-increas-
ing concern in the literature [14].

The third criterion speaks to safety standards.
This is a particularly important question for
regulated healthcare professionals and accredited
healthcare organizations. It seeks to ensure robust
conversation that the plan’s proposal related to risk
management does not violate staff’s professional
norms, industry standards, and will not implicate
an organization in activities outside of its mandate
related to safekeeping.

The last criterion asks: Does the Risk Support
Management Plan comply with the laws and Pro-
fessional Practice Standards which apply to this
case? Nothing in a plan should be illegal or require
participants to work outside the usual standards of
care. No plan should place a certified professional at
risk of losing their license to practice.

The case: part 3: validating the risk support
management plan
In this case, the team checked the plan against the four
validating criteria. First, the team ensured that all the
relevant partners agreed to the plan. This included the
client, the professional care providers, and the home care
broker/manager. In this case, it was impossible to directly
get consent from Mrs. M, as the client refused to include
her directly in the planning. However, the plan did
include offering Mrs. M psychosocial support as well
as respite. Obviously, this decision by Mr. M is not ideal,
but in this complex psychosocial dynamic context, the
team did insist – and Mr. M agreed – that Mrs. M also
has support too. In terms of the second criteria, a sus-
tainably resourced plan was in place, with proper

safeguards and clarity about what the client and team
could and could not do. In terms of safety standards, this
situation required that the capable client be aware of his
options, including his possibility of reporting possible
abuse to the authorities. It was also made clear that staff
would not violate any professional standards, and would
escalate care interventions if these were indicated. There
was also robust discussion about how and if a duty to
protect might be applied in this situation. Finally, in
terms of the final criterion, in terms of the legal issues,
and given the long-standing history of alleged mutual
abuse, it was agreed that there was nothing here being
planned that put any of the parties on the wrong side of
the law. Subsequently, the Mr. M risk support plan was
validated.

LIMITATIONS AND CONSTRAINTS

The study has argued that that the idea of a risk
support management plan is an idea whose time has
come when considering risk and safety for home
care clients. The case showed that it can be applied
to palliative care in the home. Nevertheless, there
are some limitations. As evident from this case, the
tool is not diagnostic but rather provides a struc-
tured mechanism [7

&

] for the necessary consider-
ations to deliberate over when pursuing best
practice in risk management. It is important to note
that in practice, the use of such risk supportmanage-
ment tools is iterative. The tool builds in a review
time frame to remind the plan builders to set a
proportionally appropriate review schedule.

Furthermore, the criterion of consensus in the
validation stage points to an even more important
requirement for excellence in risk management,
namely for a noncoercive and nonsiloed relation-
ships among healthcare teams and partners. Finally,
as noted in the introduction, the idea of positive risk
approaches is still relatively new. And there are no
robust systematic studies in the literature, which
validate its effectiveness.

The case resolves: part 4: benefits of risk
support management plan
As anticipated, Mr. M’s health declined. Although still
capable for treatment decision, he could no longer phone
to get help if needed. His wife seemed to be increasingly
agitated and would often refuse services. The nurse and
the doctor were the only persons Mrs. M would let in and
they worked hard to maintain their relationship. One
day, while the wife was out running errands and getting
some well deserved respite, the nurse engaged Mr. M
again on the risks he was taking, and the safety planning
agreed on in the risk support management tool. She
returned to the fact that his application for hospice
was still in place. She updated him on the fact that a
bed had just come up and that he could accept it. Mr. M
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chose to accept the bed, andwasmoved immediately. Mr.
M died a few days later in hospice.

CONCLUSION

A risk supportmanagement plan, based on a positive
approach, provides a way to support a client’s choice
to live at risk, anticipate for expected complications,
and inform the creation of a contingency plan to
address concerns as they may arise. The plan also
constructively sets transparent and fair limits and
justifications for why certain risk-taking behaviors
might not garner the support from professional
caregivers and their organizations.

The key balance with a positive risk approach is
to both honor clients and respect the limitations of
caregivers both professional and personal. The
added value of a structured approach like the one
proposed here for risk support management plans is
that it provides adequate due diligence and
informed decision-making when planning for risk-
taking in complex situations.
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