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1 | INTRODUCTION

Schizophrenia spectrum disorders can be associated with a range of
adverse outcomes (Fazel et al., 2014; Hor & Taylor, 2010; Immonen
et al., 2017; Sariaslan et al., 2020). Clinical services take a prognosis-

Aim: Clinical services for early psychosis seek to improve prognosis for a range of
adverse outcomes. For some individuals, perpetration of violence is an important poten-
tial outcome to reduce. How these clinical services currently assess this risk however is
uncertain. This study aimed to address this gap by using qualitative methods to examine
in depth current approaches, attitudes and challenges to assessing violence risk in this
clinical setting, from the perspectives of multidisciplinary clinicians, patients and carers.
Methods: Participants were recruited from two UK Early Intervention in Psychosis
services. Semi-structured individual interviews were undertaken using a topic guide.
In addition, clinical vignettes were presented to clinician participants as a probe to
prompt discussion. Data were analysed using thematic analysis, informed by the con-
stant comparative method.

Results: We conducted 30 qualitative interviews, of 18 clinicians and 12 patients and
carers. Themes developed from clinician interviews included key difficulties of low
confidence, limited training, accessing collateral information and variation in how risk
is appraised and communicated. Potential stigma and sensitivity of the topic of
violence were perceived as barriers to its discussion. Patient and carer perspectives
provided insight into how to address barriers, and highlighted the importance of an
open approach, including with families.

Conclusions: We recommend developing contextually appropriate pathways to col-
laboratively assess violence risk and identify modifiable needs to reduce this risk, and

for practical improvements in training and information-sharing.
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focussed approach, targeting resources early in illness. Risks and
needs are assessed across clinical, social and functional domains. This
assessment and care in first episode psychosis (FEP) in many countries
is provided by specialist teams, such as early intervention in psychosis

(EIP) services in the United Kingdom, Australia and Europe (Puntis
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et al., 2020) and coordinated specialty care in the United States
(Murphy et al., 2018).

For some individuals with schizophrenia spectrum disorders,
one potential adverse outcome is violence perpetration. An
increased association of violence with psychotic illness is a repli-
cated finding in observational studies (Whiting et al., 2022), and
consistent with trial evidence that treating psychotic symptoms
reduces violence risks (Ceraso et al., 2020). The first episode of psy-
chosis has been highlighted as a higher-risk phase of illness
(Nielssen et al., 2011). Whilst most individuals who develop a
schizophrenia spectrum disorder never behave violently, around
1 in 10 individuals perpetrate violence following first contact with
clinical services (Whiting et al., 2020; Winsper et al., 2013). Vio-
lence is associated with hospital admission, poorer functional status,
and victimization (Cotton et al., 2017; Hachtel et al., 2018;
Shrivastava et al., 2010), and so the risk of it occurring is directly
clinically relevant for services to consider for individual patients, as
well as having wider importance from a public health perspective
(Senior et al., 2020).

Improving violence risk assessment and management in these
services, which do not specialize in violence risk, is therefore a
clinical priority. However, the manner in which this is currently
undertaken, and any associated challenges and needs, has not
been described. Studies of risk assessment in general psychiatric
services typically focus on risk to self (Graney et al., 2020), which
is different in terms of epidemiology, implications and relation to
wider issues, such as stigma. How violence is approached clinically
is therefore likely influenced by unique issues, particularly in ser-
vices for FEP with their specific remit.

This study therefore employed qualitative interviews with multi-
disciplinary EIP clinicians, patients and carers to explore: (1) current
approaches, attitudes and challenges to assessing violence risk in FEP,
and (2) patient and carer views and experiences of violence risk
assessment. Understanding this complex clinical process to inform
clinical initiatives required the richness of qualitative methods
(Sofaer, 1999).

2 | METHODS

2.1 | Study design
This was a qualitative study using semi-structured individual

interviews.

2.2 | Sampling and recruitment: Clinicians

Clinicians were recruited from two EIP services in Oxfordshire and
Buckinghamshire, United Kingdom. Purposive sampling identified
relevant groups of multidisciplinary clinicians (Palinkas et al., 2015;
Ritchie et al., 2013). Eligible clinicians were clinically qualified staff

with some role in violence risk assessment and management. Due to

the covid-19 pandemic, interviews took place via telephone between
June 2020 and December 2020. Participants provided informed

consent.

23 |
carers

Sampling and recruitment: Patients and

Patients and carers were recruited from the same two EIP services. All
patients had by definition met diagnostic criteria for FEP as assessed
by the Comprehensive Assessment of At-Risk Mental States (Yung
et al., 2005) as used by the service. Data were analysed from initial
interviews from a convenience sample, whereby potential participants
were identified by the clinical service, approached and then con-
sented. This was suitable due to the relatively exploratory nature of
the work. As categories developed, sampling became more purposive.
Including individuals with a history of contact with the justice system
was a key characteristic sought during the more purposive phase of
sampling, as this was identified as a gap in perspectives during early
interviews. In practice, however, it proved difficult to recruit patients
with such histories.

Eligible patients and carers were male or female, aged 14-
65 years, able to give informed consent for participation
(or parental consent if aged 14-15 years), take part in an inter-
view in English, and deemed suitable to participate by their usual
clinician. No selection criteria regarding how long an individual
had been known to the clinical service were imposed. The maxi-
mum length of time any patient can be under the care of the ser-
vice is 3 years. Initial assessments with the service are undertaken
within 2 weeks of referral to the service and are standardized in
so far as the same core clinical background history, including a
risk assessment, is recorded.

Study interviews occurred via telephone between May 2021 and
July 2021. To compensate for their time, patient and carer partici-

pants received a £10 online voucher.

24 | Data collection and analysis

Semi-structured interviews were conducted by DW, capped at 1 h
in length. Topic guides (Supplementary Appendix 1) were devel-
oped based on study aims and discussion within the research
team and a public and patient advisory group, and were iteratively
adapted as new topics arose. Recruitment continued until suffi-
cient information power was achieved (Malterud et al., 2016). For
clinician participants only, two fictional clinical vignettes were pre-
sented to aid exploration of approaches (Panel 1). See Supplemen-
tary Appendix 2 for details of transcription, thematic analysis
(Ritchie et al, 2013) and how trustworthiness (Lincoln &
Guba, 1985) was addressed, considered across the domains of
credibility, transferability, dependability and confirmability and in
line with best practice criteria in research
(Malterud, 2001; Tong et al., 2007).

qualitative
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PANEL 1 Fictional clinical vignettes presented to
clinician participants during interview.

Vignette 1

Patient P is a 21-year old man who has just moved back
home with his parents after deferring his university degree
due to unusually struggling to keep up with work. He has
become withdrawn and self-neglecting. He has auditory hal-
lucinations and florid persecutory ideas, including that his
parents are feeding information about him to the govern-
ment. His mother describes him as irritable and verbally hos-
tile and he is angry about being referred to mental health

services.

Vignette 2

Patient M is 25. He is unemployed and currently sofa-
surfing. He had a difficult upbringing due to his father being
in prison, and was involved in the youth justice system for
several years including convictions for assault. He has a long
history of self-harm, but now presents with new symptoms
of auditory hallucinations in the context of escalating sub-
stance use. He has good insight and is keen for support from

services.

3 | RESULTS

3.1 | Clinician interviews

Eighteen clinicians were interviewed (Table 1). Ten hours of dialogue
was analysed (average interview length 32 min). Data analysis gener-
ated three main themes: (1) current practice and focus of violence risk
assessment and management, (2) challenges and barriers to assessing
violence risk and (3) general attitudes to violence risk. See Supplemen-
tary Appendix 3 for list of sub-themes and exemplar quotes.

3.1.1 | Current practice and focus of violence risk
assessment and management

Depth, structure and timing of violence risk assessment

All clinicians described violence risk as a required, but minor, part of a
baseline assessment, and framed it as screening. More in-depth assess-
ment is typically targeted by ‘flags’ of relevance. None considered their
approach to be structured, but instead informal information gathering.
There was consensus that, after the first assessment, violence risk is
not usually reviewed unless indicated, except for acute scenarios.

Symptom content, context and individuals at risk
Many clinicians focussed on the content of psychotic symptoms. In

the vignettes, most clinicians discussed risk to parents in this context.

TABLE 1 Summary characteristics of included sample.

P4

Participant characteristics

(o]

Sex Male

=
o

Female
Age 21-30
31-40
41-50
>50
Professional background Medical doctor
Occupational therapist
Social worker
Community psychiatric nurse
Clinical psychologist
Other
Years working in mental health  0-5
6-10
11-20
>20

o 00 W W R, NDNUBAE DN DM OONDN

Note: Age bracket rather than calendar age is presented to preserve
anonymity of participants.

A common view was that fear was a potential trigger for violence,
with concerns about associated defensive behaviours including access
to weapons. Similarly, several clinicians wanted to explore the content
of auditory hallucinations in both vignettes. Several wanted to speak
with the parents to understand the triggers and nature of hostility.
There was also an emphasis on context and environment in Vignette

2, such as the relevance of unstable accommodation.

Static and other clinical risk factors

Many clinicians differentiated current risk from static risk factors, such
as age, sex, or past violence, about which views were mixed. Several
stated that the relevance of past violence depended on its context.
These mixed views were also apparent in discussion of vignettes. Sub-
stance misuse comorbidity was commented on to a variable degree,
and less so than some other clinical factors. Family background and
early environment was a common focus in Vignette 2. Many thought

this was significant in terms of exposure to violence.

Documenting and describing risk
In terms of the practicalities of recording and communicating
risk assessments, most clinicians reported using a risk assessment
template with a tick-box for presence of risk, followed by a free-text
box. Views on this were mixed. Several felt it was sufficient, by pro-
viding information in one location, and allowing clinical narrative. Sev-
eral however felt its primary function as a list of incidents becomes
unhelpful if long or disorganized, without supporting an overall sum-
mary. A few described how such documents can be seen as an admin-
istrative burden, rather than a meaningful clinical activity.

Clinicians identified no set way that risk is documented or communi-

cated. Typically, clinicians moved away from categorical ratings due to

95U8017 SUOWILWIOD SAIE81D) 3l dde 8y} Ag pauienoB ae S3o1Le YO ‘8SN J0'S3|NJ J0) Akl 8UIUO AS|IA UO (SUONIPUOD-PUE-SWLIS)L0D AB 1M ARRIq 1 )BUIUO//:SANY) SUO IPUOD PUe SIS | 84} 89S *[202/470/9T] Uo Ariqiauliuo A8|IM ‘1591 Ag 20T dB/TTTT OT/10p/Wod A3 1w Aleud Ul |uoy/:sdiy wolj pspeojumod ‘0 ‘S68LTSLT



* | WILEY

FIGURE 1

WHITING ET AL

...I think possibly [Vignette 1] might have a
greater risk...because...he clearly isn’t
wanting help and support...he could get
quite scared...and you just don’t know...if he
is already being verbally hostile to his
parents, what that could raise, whereas
[Vignette 2], he’s got the insight, he is keen
for support... I think that goes a long way.
(P03, Occupational Therapist)

1 would probably feel a bit more worried
about [Vignette 1], only because he’s living
with the family and he’s being verbally
aggressive and hostile, and quite angry,
whereas [Vignette 2] doesn’t sound as
though he’s acting in such a way and is
willing to engage with services... (P18,
Social Worker)

...the first one believes his mum and dad
are [doing] something to him...they could
be very high risk, mum and dad, from this
guy...so, on the face of it, scenario two
looks more like a risky chap just because
[of] his history, but...I wouldn’t rule out
scenario one, you just need to find out
more. (P02, Community Psychiatric
Nurse)

...I think the second person probably
would score higher [for violence risk].
But at the same time...I suppose...with the
first person there’s more unknowns. And
there’s more ambiguity...so...would make
me feel a bit more unsettled...in a clinical
setting. (P11, Psychiatrist)

I think [Vignette 2] would be more likely to hurt
somebody...I feel like the history is such a huge
thing...so we can be terrified of our lives being
in danger but...unless we 've actually had some
exposure to causing pain and causing harm to
somebody...I think it can be very hard to
actually hurt somebody. (P06, Social Worker)

Who would worry me more? Probably
[Vignette 2], even though he sounds a bit better
now [ just think that...because he has assaulted
people in the past I think that’s more
indicative... (P13, Psychologist)

Representative quotes illustrating range of relative concerns regarding violence risk in the two clinical vignettes.

subjectivity, lack of common definition, and a view that this was falsely
definitive. A few did describe how, despite reservations, this terminology
did still feature in their practice. Others described how they conveyed
risk with other words, such as ‘significant’ or ‘concerning’.

Response to violence risk concerns

Most commonly, clinicians described practical steps to maintain the
safety of clinicians and families, such as the need for clinicians to visit
in pairs, or implications for the sex of the primary worker or setting of

contact. These decisions were not standardized.

3.1.2 | Challenges and barriers to assessing
violence risk

Stigma, sensitivity and engagement

Collaborating with patients for violence risk assessment was impor-
tant to many clinicians. However, there was consensus that the level
of patient involvement varied considerably. Concern about stigma
was a barrier to clinicians broaching the subject of violence. Further,
for those with a history of violence, clinicians were wary of causing
distress by enquiring about this, especially during early engagement.

Lack of established patterns

In these services, individuals are often presenting for the first time.
Detailed information on patterns of behaviours was usually absent.
Clinicians highlighted how FEP is often evolving and dynamic, and
risks could be unknown to patients and their support networks.

Non-disclosure and access to conviction history
There were reservations about the robustness of information pro-
vided by individuals and families about past offending, either because

of symptoms, or hesitancy to disclose due to perceived repercussions.

Many also highlighted challenges to obtaining formal conviction his-
tory, including experiences of clinicians learning this only after caring
for an individual for some time. There was uncertainty over the

threshold for seeking such information, and how to obtain it.

Subjectivity of clinical judgement

Clinicians found evaluating risk difficult, saying it felt subjective and lacked
a formal basis, relying upon pattern-recognition and clinical instinct. This
subjectivity was reflected in responses to the clinical vignettes (Figure 1).
There was no consistent view on which scenario was more concerning,
which varied according to whether more weight was placed on resistance

to input from services, or history of violence.

Handover and inter-agency communication

Many underlined the challenge of handing over risk information,
especially when communicating to clinicians outside of the usual
care team, or other agencies providing care. Liaising with police
was one scenario with potentially different thresholds of

concern.

Time pressure
Many clinicians described struggling to dedicate resources to assess
risk meaningfully. Most commonly, clinicians described time pressure,

including at a service-level, such as the pressure on inpatient capacity.

3.1.3 | General attitudes to violence risk

Table 2 details the five sub-themes that were developed. There was
consensus that violence was clinically relevant, but was not the pri-
mary focus of the service. Risk to self was more often considered in
practice and training, and clinicians typically lacked confidence in their

clinical skills for assessing risk of violence.
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TABLE 2  Sub-themes developed under main theme of general

attitudes to violence risk.

Subtheme

(a) Clinical importance

(b) Violence as an ‘other’

risk

(c) Remit of mental health

services

(d) Variations in
confidence and
experience

(e) Individual clinician

culpability and the
clinical team

Details

Consensus that violence is clinically

relevant. Many stated this was due
to specific symptoms, for example,
feeling persecuted and threatened.
Others noted the service engages
many young men, who are at risk of
impulsive behaviour. Comorbidity,
such as substance misuse was
highlighted. A few stated that risk
was only relevant for a minority,
typically when other factors are
present

Violence was framed as one of a range

of risks assessed, rather than a
primary concern. Risk to self was
considered higher, and more
typically the focus of clinical practice
and training. Few received any
training specific to violence risk

The appropriate emphasis on violence

risk was discussed. One perspective
was that it was core due to
implications for subsequent clinical
contacts. This was balanced by the
primary goals being more recovery-
focussed. Key was determining
whether risk is directly linked to
symptoms of mental illness (rather
than e.g., personality factors). In the
latter, some felt it more a police
matter. This was considered difficult
to navigate, particularly as risk may

have not yet escalated to an offence.

Several clinicians however did say
that aggression could still be a
distinct treatment goal

Most clinicians identified violence risk

as an area of clinical weakness. They
felt they had limited specialist
knowledge, and did not encounter
violence frequently enough for this
to improve. Clinicians were more
comfortable monitoring changes in
risk with the same patient, or where
risk related to treatable symptoms.
Personal clinical experience also
impacted confidence, such as if

clinicians had experienced an assault.

Many clinicians stated that there
was considerable individual variation
in threshold of concern for violence
risk, with some noting that risk could
become normalized over time

Several clinicians identified violence

risk as a source of anxiety due to
accountability should there be a
serious untoward incident. Several
highlighted the importance of the
clinical team for reducing this feeling
of personal culpability

3.2 | Patient and carer interviews

Twelve patients and carers were interviewed (Table 3). Four hours of
interview dialogue was analysed (mean interview length 18 min). Data
analysis developed three themes, (1) acceptability of broaching topic
of violence risk, (2) language and framing of violence risk assessment
and (3) seeking collateral history for risk assessment. See Supplemen-

tary Appendix 4 for themes and exemplar quotes.

3.21 | Acceptability of broaching topic of
violence risk

There was consensus that violence risk is a legitimate and understand-
able component of assessment by mental health services. Some
framed this in terms of relevance to treatment planning and the safety
of staff. A few thought stigma could be an issue. However, this was in
terms of media portrayal, and it was stated that it should not prevent
health professionals assessing risk. Many did not recall discussion of
violence risk being prominent in their assessment. A key aspect
of acceptability when it did arise was being part of an interaction that

felt professional and supportive.

3.2.2 | Language and framing of violence risk
assessment

The use of the word ‘violence’ was discussed. Whilst many agreed
that it was a strong word, there was consensus that it best captured
the intended meaning. One patient explained that the manner in
which it was brought up was more important than words themselves.
Many highlighted the importance of being straightforward, and
emphasized that it was helpful to make it feel routine. One patient
recalled feeling surprised at being asked about criminality amid
health-focussed questions. Others agreed that a simple precursor or
explanation would help avoid this.

3.2.3 | Seeking collateral history for risk assessment

Patients and carers thought seeking collateral information from
police was reasonable where indicated. Some patients thought
that individuals with a history of violence might be reluctant to
disclose details. One described how they might have avoided this
whilst in hospital, as they perceived this would have been linked
to more restrictions. A few raised the issue of domestic violence,
and that it was important to facilitate families to privately share
concerns.

Carers felt strongly that the information they can provide as the
people who know the patient best should be integrated into any
assessment. This was in the context of all the carers having some
experience of feeling not well informed in their family member's care,

including risk issues, due to confidentiality boundaries. Similarly to
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TABLE 3 Patient and carer participant summary characteristics.
Age bracket rather than calendar age is presented to preserve
anonymity of participants.

Participant ID Role Sex Age bracket
P1 Patient Female 51-60
P2 Carer (parent) Female 51-60
P3 Carer (parent) Female 61-70
P4 Patient Male 21-30
P5 Patient Male 51-60
P6 Patient Female 31-40
P7 Patient Female 21-30
P8 Patient Male 21-30
P9 Carer (spouse) Female 51-60
P10 Patient Female 21-30
P11 Patient Male 21-30
P12 Patient Male 41-50

patients, carers agreed an unambiguous approach to seeking informa-

tion was preferable.

4 | DISCUSSION

This study contributes a new, deeper understanding of how violence
risk is approached in FEP, and the challenges associated with asses-
sing this in a non-forensic clinical setting, drawing on the experience
of clinicians, patients and their carers. It involved 30 interviews with
18 clinicians, and 12 patients and carers, with data analysed themati-
cally informed by the constant comparative method. Three themes
and sixteen sub-themes were developed for clinicians, and three

themes for patients and carers.

4.1 | Current approaches
Clinicians viewed violence as important to consider, with the
caveat that risk management is not the primary focus of their ser-
vice. Typically, assessment of violence risk was a brief screen with
fuller exploration only if indicated. Patients reflected this, with
few recalling it being prominent during assessment. Patients and
carers considered violence risk assessment to be acceptable, rele-
vant to treatment planning and staff safety. When risk is assessed
more fully, we found that this assessment is unstructured, and
based on the clinician's experience. The content of psychotic
symptoms is explored to elicit associated risks, with emphasis on
environment and context. Carers highlighted the importance of
their involvement, to avoid feeling excluded due to confidentiality
barriers.

Approaches to managing violence risk were also explored. Cur-
rently, these focus on practical considerations for clinician visits or cri-
sis plans. This mirrors clinical guidelines, which mainly address acute

situations (Whiting et al., 2021). Some interventions, such as anger

management or substance misuse treatment, were mentioned, but

with little consensus on their integration.

4.2 | Challenges

There were four key areas of difficulty highlighted. First, clinician con-
fidence in their assessment skills and knowledge was low, in part due
to violence being overshadowed by risk of suicide and self-harm in
both day-to-day focus and training. Training needs in risk assessment
have previously been identified in surveys of mental health nurses
(Higgins et al., 2016; Murphy, 2004), and shown here in strong terms
and across disciplines.

Second, clinicians were hesitant to broach the subject of violence
for fear of reinforcing stigma, particularly whilst establishing engage-
ment. Concerns about sensitivity were not shared by patients and
carers, who did not regard stigma as a reason to avoid discussing risk,
and encouraged a straightforward approach. It was suggested that cli-
nicians introduce screening questions in an otherwise health-focussed
assessment, and that the enquiry is made to feel routine.

Third, accessing offending history was challenging. Clinicians
were wary that this may not be volunteered. Patients pointed out that
concerns about repercussions, such as restrictive interventions, might
lead to non-disclosure. Despite this, clinicians lacked clarity on justifi-
cation for seeking collateral information from police, and processes
around sourcing this were inconsistent. Patients and carers viewed
seeking such information from police as acceptable. Carers also
highlighted that intra-familial violence may be challenging to share
with clinicians, who should be sensitive to this when establishing fam-
ily contact.

Fourth, there was inconsistency in how risk factors are evaluated,
and how risk is communicated. Inter-clinician variability in weighing-
up static risk factors was particularly apparent. Subjectivity was
highlighted by clinicians themselves, and by their varied responses to

clinical vignettes.

4.3 | Implications for practice and research
These findings have implications for clinical services. First, violence
risk assessment should receive more emphasis in clinical training. Pre-
vious work found that training provision was positively associated
with the completeness of psychiatric assessment of risk factors
(Wong et al., 2012). Training should also address the need for a
straightforward approach to clinical enquiry and carer involvement,
and so should involve patients and carers in its development and
delivery to ensure acceptability. Further, training should highlight the
importance of how violence risk assessment is introduced within a
clinical interaction, and that it should be framed explicitly as part of
a process of informing care, rather than imposing restrictions. This
would reduce concern that patients may feel around disclosure.
Second, clearer processes are needed around proportionate

information-sharing between health services and police. Other
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work has highlighted how triangulation of such information
between agencies vyields more complete information (Whiting
et al., 2023). Clinical guidelines for the justification needed to
seek such history, and how to broach this transparently with
patients, would also be of benefit. There are examples of formal
frameworks for inter-agency working around violence that could
provide a model for this, such as the Family Violence Multi-
Agency Risk Assessment and Management Framework (MARAM)
in Australia (Victoria State Government, 2018).

Several areas for improvement were suggested, including
consistency of assessments, clinician confidence and communica-
tion of risk. The findings highlighted that developments need to
ensure that risk is considered proportionately within the remit of
the service, without being over-emphasized where it is not
relevant.

One way in which other areas of medicine have efficiently trans-
lated knowledge about risk factors into clinical practice is the use of
simple prediction tools, such as in cardiovascular risk assessment
(Hippisley-Cox et al., 2017) and cancer medicine (Candido Dos Reis
et al., 2017), where these tools are now integral to discussion and
personalized treatment planning based on individual risk. In psychia-
try, structured tools for violence risk (such as HCR-20) are more typi-
cally used as part of the lengthy assessment processes in forensic
services. The resource-intensive nature of such tools means that
they are not feasible for routine use in non-forensic clinical settings,
such as EIP services (Viljoen et al., 2010), and validation studies in
relevant populations of people with psychosis are limited (Singh
et al., 2011). However, simpler tools now exist that may feasibly, and
proportionately, support assessments in non-specialist services, such
as OxMIV (Fazel et al., 2017). This model weighs 16 routinely avail-
able pieces of clinical and sociodemographic information to estimate
risk of violence in the 12-months post-assessment, and has been val-
idated in a large clinical cohort of people presenting to UK EIP ser-
vices (Whiting et al., 2023). It performed favourably on measures of
net clinical benefit compared with unstructured clinical judgement in
external validation, and may offer an approach to improve consis-
tency and the low sensitivity of current clinical risk assessments for
violence in these settings (Whiting et al., 2023). This could enable
resources that may reduce risk to be more efficiently allocated to
provide maximum benefit. The role and acceptability of such
approaches in clinical services for psychosis warrants further
exploration.

Finally, the study illustrated the lack of standard approach for
addressing modifiable risk factors for violence, with interventions
instead focusing on crisis management. Improving this requires a shift
away from solely short-term safety planning and towards reducing
longitudinal risk. It also requires the development of intervention
pathways and psychosocial treatments targeting violence risk (Khan
et al., 2022). The findings highlight that such pathways should strive
to improve collaboration between clinicians and both patients and
carers. Their development should include all these perspectives to
ensure that initiatives are feasible and appropriate within the specific

clinical context.

44 | Strengths and limitations

The sample composition, including multidisciplinary clinicians with dif-
ferent background experience and perspectives, as well as patients
and carers, was well-placed to understand the areas being examined,
and provided rich data and novel insights. By describing the sample
and methods and adopting a systematic approach to analysis, findings
are anchored in the data. It is possible that a more geographically
diverse sample could be considered in future research. However, ser-
vices engage a defined patient group with a clear model. Developed
themes are likely to therefore be transferrable to other such services.
Another possible limitation is that those who put themselves forward
for participation held stronger views than those who did not partici-
pate, and so some of the views expressed may not reflect wider views
in the service. Although the patient population included by conve-
nience sampling was broadly representative of the service's age pro-
file in that most were under the age of 30, a third were aged 41-60,
which is a slight overrepresentation. This may be a feature of different
profiles of interest and participation in research. Finally, the protocol
that received ethical approval allowed only for basic participant infor-
mation to be recorded, and we did not collect more detailed informa-
tion, such as the diagnostic and clinical profile of participants, which
limits the interpretation of what other factors may have contributed
to perspectives.

5 | CONCLUSION

Violence is an important adverse outcome in clinical services for
FEP. A nuanced approach is required to ensure that it is consid-
ered in a contextually appropriate manner. This study has
highlighted key areas for improvement around training, the framing
of violence risk within a clinical interaction, and information-
sharing. To address other challenges, such as consistency and cli-
nician confidence, simple structured risk assessment tools should
be considered for implementation. These may be developed into
pathways that shift focus towards supportive measures to reduce
longer-term risk, rather than crisis response alone. Such pathways
should ensure contextual acceptability by incorporating perspec-
tives from clinicians, patients and carers in their development, and
should seek to facilitate a more collaborative approach to identify-

ing and managing needs around violence risk.
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