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Mental health professionals are routinely called upon to assess the risk of violence presented

by their patients. Prior surveys of risk assessment methods have been largely circumscribed

to individual countries and have not compared the practices of different professional

disciplines. Therefore, a Web-based survey was developed to examine methods of violence

risk assessment across six continents, and to compare the perceived utility of these methods

by psychologists, psychiatrists, and nurses. The survey was translated into nine languages

and distributed to members of 59 national and international organizations. Surveys were

completed by 2135 respondents from 44 countries. Respondents in all six continents reported

using instruments to assess, manage, and monitor violence risk, with over half of risk

assessments in the past 12 months conducted using such an instrument. Respondents in Asia

and South America reported conducting fewer structured assessments, and psychologists

reported using instruments more than psychiatrists or nurses. Feedback regarding outcomes

was not common: respondents who conducted structured risk assessments reported receiving

feedback on accuracy in under 40% of cases, and those who used instruments to develop

management plans reported feedback on whether plans were implemented in under 50% of

cases. When information on the latter was obtained, risk management plans were not

implemented in over a third of cases. Results suggest that violence risk assessment is a

global phenomenon, as is the use of instruments to assist in this task. Improved feedback

following risk assessments and the development of risk management plans could improve

the efficacy of health services.

Keywords: violence, risk assessment, survey, international, mental health

INTRODUCTION

In light of heightened media attention on the link between

violence and mental illness, there has been an increased

demand for accurate and reliable methods of assessing

Address correspondence to Jay P. Singh, PhD, Global Institute of

Forensic Research, 11700 Plaza America Drive, Suite 810, Reston, VA

20190, USA. E-mail: jaysingh@gifrinc.com

Color versions of one or more of the figures in the article can be found

online at http://www.tandfonline.com/ufmh.
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violence risk (Brown, 2013). This focus on prevention is

not new, however. The World Health Organization named

violence prevention as one of its priorities over a decade

ago (WHO, 2002). Moreover, current clinical guidelines

for psychologists (American Psychological Association,

2006), psychiatrists (American Psychiatric Association,

2004; National Institute for Health and Clinical Excellence,

2009), and nurses (Nursing and Midwifery Council, 2004)

recommend the routine assessment of violence risk for

patients diagnosed with major mental illnesses. In recent

decades, numerous violence risk assessment instruments

have been developed to aid in this task. These instruments

combine known risk and protective factors for violence

either mechanically (the “actuarial approach”) or based on

clinical discretion (the “structured professional judgment”,

or SPJ, approach). They have been widely implemented in

mental health and criminal justice settings, where they are

used by psychologists, psychiatrists, and nurses to inform

medico-legal decisions including commitment, classifica-

tion, service plan development, and release (Conroy &

Murrie, 2007).

As there are a large number of risk assessment tools

available, practitioners are faced with the challenge of

selecting the instrument that they feel to be the best fit for

their population and that will best guide treatment planning.

Indeed, recent meta-analyses suggest that risk assessment

instruments may discriminate between violent and non-vio-

lent individuals with comparable accuracy (Yang, Wong, &

Coid, 2010), implying that it may not be possible to base

tool choice solely on predictive validity. In light of such

findings, experts have recommended a shift in focus during

the tool selection process (Skeem & Monahan, 2011), con-

centrating on the assessment needs of the practitioner in

terms of the purpose of the evaluation, the population being

assessed, and the outcome of interest (Singh, Grann, &

Fazel, 2011). Thus, knowledge of which tools are currently

being used in practice and which of them colleagues work-

ing in similar settings believe to be most useful may be

informative. Surveys represent one approach to obtaining

such information.

According to a search of PsycINFO, EMBASE, and

MEDLINE, nine surveys have been published between Jan-

uary 1, 2000 to January 1, 2013 investigating violence risk

assessment practices (Archer, Buffington-Vollum, Stredny,

& Handel, 2006; Bengtson & Pedersen, 2008; Green, Car-

roll, & Brett, 2010; Hawley, Gale, Sivakumaran, &

Littlechild, 2010; Higgins, Watts, Bindman, Slade, &

Thornicroft, 2005; Khiroya, Weaver, & Maden, 2009;

Lally, 2003; Tolman & Mullendore, 2003; Viljoen,

McLachlan, & Vincent, 2010). The studies have provided

evidence that risk assessment tools are commonly used in

practice by psychologists in the United States, the United

Kingdom, Denmark, and Australia. Though the quality of

these surveys vary (Hurducas, Singh, de Ruiter, & Petrila,

in this issue), they have consistently found that actuarial

instruments and personality scales are used more com-

monly in the violence risk assessment process than SPJ

instruments.

These surveys have advanced our understanding of the

use of violence risk assessment tools, but also share impor-

tant limitations. First, no surveys have been published com-

paring what instruments are used in routine practice on

different continents. Second, previous surveys have not

compared patterns of tool use and perceived utility across

professional disciplines. Third, previous surveys have not

attempted to disentangle risk assessment, management, and

monitoring practices. Consequently, many questions

remain regarding the application of risk assessment tools in

practice. Specifically, what instruments are currently being

used, how frequently, in what context, by whom, and

where? The answers to such questions may help guide indi-

vidual clinicians working with mental health and criminal

justice populations to identify and implement the risk

assessment tools with the greatest acceptability, efficacy,

and fidelity (Andrews & Bonta, 2010). Hence, the present

study aimed to investigate violence risk assessment practi-

ces in psychologists, psychiatrists, and nurses on six conti-

nents using a multilingual Web-based survey.

METHODS

Respondents

Mental health professionals were eligible to participate if

they were between the ages of 18 to 65 years and had

assessed the violence risk of at least one adult in their life-

time (N D 2135). Respondents included psychologists (n D
889, 41.6%), psychiatrists (n D 368, 17.2%), nurses (n D
622, 29.1%), and other professionals (n D 256, 12.0%) in

44 countries (Figure 1). The majority of respondents were

from Europe (n D 1062, 49.7%) followed by North Amer-

ica (n D 444, 20.8%), Australasia (n D 112, 5.3%), Asia

(n D 60, 2.8%), South America (n D 57, 2.7%), and Africa

(n D 4, 0.2%). Demographic and clinical characteristics by

professional discipline and continent are provided in

Tables 1 and 2, respectively, and for the overall sample in

Appendix 1.

Survey

The survey included closed-ended questions developed

through a review of the violence risk literature and drawn

from previous surveys of clinicians concerning forensic

assessment practices. Questions were organized into three

blocks: (1) demographic and clinical characteristics, (2)

prevalence and frequency of risk assessment instrument

use, and (3) use and perceived utility of instruments in risk

assessment, management, and monitoring.
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In the first block, respondents were asked about their

demographic backgrounds and clinical activities over the

past 12 months. Specifically, respondents were asked to

approximate the total number of violence risk assessments

conducted over their lifetime as well as in the past 12

months, estimating the percentage of those assessments

conducted with the aid of an instrument. Respondents also

reported how often they received feedback concerning the

accuracy of their risk assessments, as well as how often

they learned whether the risk management plans they devel-

oped were implemented. In the second block, respondents

reported the prevalence and frequency with which they

used specific instruments in the risk assessment process

over the past 12 months. (A list of instruments was con-

structed using recent reviews of the risk assessment litera-

ture, and respondents could identify up to three additional

measures.) Frequency of use was rated on a 6-point Likert-

type scale (0 D Almost never; 5 D Always). In the third

block, respondents reported the tasks for which they used

the specific tools identified in the second block (i.e., to

inform judgments of violence risk, to develop violence risk

management plans, and/or to monitor such plans). Per-

ceived utility of instruments in the identified task(s) was

rated on a 7-point Likert-type scale (0 D Very useless; 6 D
Very useful).

Procedure

The study was conducted in four phases between January to

December 2012: (1) material development, (2) translation,

(3) distribution, and (4) data analysis. The institutional

review board at the University of South Florida approved

all study procedures and waived the need for written

informed consent (IRB Approval Number: Pro00007104).

In Phase 1 (January 2012–February 2012), the Web-based

survey was constructed using Qualtrics electronic survey

software (www.Qualtrics.com). The list of survey questions

were compiled in English and piloted by members of the

Florida Mental Health Institute as well as 16 international

experts representing the countries of Argentina, Australia

and New Zealand, Belgium, Canada, Chile, Denmark,

Germany, Hong Kong, Mexico, The Netherlands, Portugal,

Spain, Sweden, Switzerland, and the United Kingdom. These

collaborators provided feedback that was used to make

further refinements prior to translation and distribution.

In Phase 2 (March 2012–August 2012), the survey and

participation letter were professionally translated from

English into eight additional languages: Danish, Dutch,

French, German, Portuguese, Spanish (Latin American),

Spanish (European), and Swedish. Translation services

were provided by Software and Documentation Localiza-

tion International (www.SDL.com). Translated materials

were then sent to the international collaborators for back-

translation. Identified discrepancies were corrected by the

first author.

In Phase 3 (September 2012–November 2012), partici-

pation letters were distributed electronically via ListServs,

membership directories, or bulletins of 59 national and

international professional organizations (see Appendix 2

for a full list). The letters were distributed by each expert

collaborator in their resident country’s native language.

Where available, the membership of at least three national

organizations was targeted: (1) a national organization of

psychologists (e.g., American Psychology-Law Society),

(2) a national organization of psychiatrists (e.g., American

Academy of Psychiatry and the Law), and (3) a national

organization of nurses (e.g., Forensic Psychiatric Nurses

Council). Where available, organizations of forensic spe-

cialists were identified. The membership of international

FIGURE 1 Countries participating in an international survey on violence risk assessment practices.
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forensic mental health organizations (e.g., International

Association of Forensic Mental Health) was also targeted.

To the extent possible, survey distribution followed the

Dillman Total Design Survey Method (Dillman, Smyth, &

Christian, 2009). Specifically, participation letters were

sent via e-mail on a Friday and contained direct and active

links to the survey. Two reminder e-mails were sent in

seven day increments after the initial distribution to remind

potential respondents about the study. A fourth e-mail was

also sent indicating a final opportunity to participate.

Respondents who completed the survey and volunteered

their e-mail addresses were entered into a raffle for eight

cash prizes, each valued at $50 USD. At the end of the data

collection period, winners were randomly selected from the

pool of respondents.

In Phase 4 (December 2012 to August 2013), respondent

data was exported from Qualtrics to STATA/IC 10.1 and

SPSS 17.01 for analysis. Descriptive and statistical analyses

were conducted on the 12 most commonly used instruments

in the violence risk assessment process. However, over

200 commercially available instruments and a further 200

institutionally- or individually-developed instruments were

reported as being used. Frequency distributions were exam-

ined and measures of central tendency and dispersion were

calculated for all variables. Differences between continents

(North American, South America, Europe, Asia, Australia)1

and professional disciplines (psychologists, psychiatrists,

nurses)2 regarding the percentage of assessments conducted

using an instrument and the regularity with which risk

assessment and management feedback is given were

TABLE 1

Demographic and Clinical Characteristics of Survey Respondents by Continent

Continent of Practice Over the Past 12 Monthsa

Characteristic

North America

(n D 444)

South America

(n D 57)

Europe

(nD 1062)

Asia

(n D 60)

Australasia

(n D 112)

Demographic

Men (n, %) 164 (36.94) 30 (52.63) 431 (40.58) 22 (36.67) 43 (38.39)

Age in years (M, SD) 46.13 (11.91) 43.03 (9.36) 43.12 (10.55) 37.56 (10.14) 45.29 (10.35)

Years in practice (M, SD) 17.59 (11.62) 16.05 (10.55) 14.92 (10.20) 11.94 (9.45) 19.26 (11.54)

Clinical setting over past 12 months

General hospital (M% Time, SD) 18.09 (34.09) 10.83 (22.07) 2.67 (12.50) 10.61 (26.10) 10.92 (25.96)

Private practice (M% Time, SD) 27.80 (38.19) 24.52 (29.29) 7.51 (21.45) 6.33 (24.00) 19.61 (33.22)

Non-forensic psych hospital (M% Time, SD) 6.97 (21.81) 5.65 (15.55) 16.14 (32.69) 28.40 (39.30) 9.18 (23.17)

Non-forensic psych clinic (M% Time, SD) 7.71 (23.08) 1.87 (9.82) 12.93 (29.55) 15.53 (30.91) 15.86 (31.69)

Forensic psych hospital (M% Time, SD) 9.08 (25.82) 4.74 (14.97) 24.52 (39.31) 19.58 (34.97) 6.74 (21.72)

Forensic psych clinic (M% Time, SD) 5.09 (18.21) 6.12 (19.76) 9.91 (25.39) 2.76 (10.86) 6.52 (19.71)

Correctional institute (M% Time, SD) 8.29 (24.09) 20.25 (36.12) 15.31 (32.39) 13.85 (32.09) 18.03 (35.29)

Other (M% Time, SD) 1.50 (9.51) 11.83 (26.68) 2.12 (11.45) 0.16 (1.29) 4.73 (17.40)

Professional responsibilities over past 12 months

Practice (M%, SD) 57.08 (30.88) 54.38 (23.62) 48.63 (25.30) 68.36 (19.09) 59.09 (24.80)

Administrative duties (M%, SD) 16.57 (18.82) 15.73 (17.02) 24.89 (17.00) 12.31 (11.68) 18.38 (16.82)

Teaching or supervision (M%, SD) 14.14 (16.56) 13.05 (11.74) 11.85 (12.02) 9.56 (8.43) 14.38 (17.43)

Research (M%, SD) 8.47 (15.35) 6.40 (8.90) 6.23 (13.21) 7.71 (10.49) 6.33 (10.14)

Other (M%, SD) 3.71 (13.65) 10.42 (21.89) 8.41 (19.39) 2.03 (9.03) 1.82 (6.64)

Risk assessment history

RA over lifetime (M, SD) 573.47 (1495.54) 701.98 (1655.74) 413.28 (1914.41) 364.40 (665.50) 841.23 (2735.87)

RA with SRAI over lifetime (M% SD) 52.13 (38.71) 40.22 (34.50) 58.88 (37.85) 33.20 (36.04) 62.08 (35.93)

RA over past 12 months (M, SD) 42.44 (95.01) 50.39 (77.02) 36.12 (82.29) 78.35 (175.55) 51.95 (120.45)

RA with SRAI in past 12 months (M%, SD) 51.24 (42.92) 41.66 (37.02) 63.04 (40.75) 30.20 (37.91) 62.80 (42.17)

Characteristics of examinees over past 12 months

Men (M%, SD) 63.14 (37.07) 72.89 (31.61) 80.13 (27.74) 69.40 (31.27) 80.27 (27.60)

Psychotic disorder (M%, SD) 24.27 (30.48) 16.52 (23.47) 31.60 (32.33) 50.26 (30.79) 36.17 (34.68)

Mood disorder (M%, SD) 28.34 (28.22) 14.33 (17.11) 10.02 (16.67) 20.73 (26.91) 22.26 (25.20)

Anxiety disorder (M%, SD) 17.20 (24.35) 7.96 (14.50) 6.19 (14.61) 7.26 (18.45) 10.56 (17.43)

SU disorder (M%, SD) 35.37 (33.33) 43.82 (30.88) 27.39 (30.50) 25.15 (28.87) 43.88 (35.50)

Personality disorder (M%, SD) 28.91 (33.02) 35.01 (32.26) 41.19 (31.77) 24.08 (27.77) 37.02 (28.93)

Other disorder (M%, SD) 9.58 (22.13) 11.22 (21.52) 11.56 (23.75) 6.78 (15.43) 6.84 (19.68)

Note. n D number of respondents; M D mean; SD D standard deviation; Psych D psychiatric; SU D substance use; SRAI D structured risk assessment

instrument.
aExcluding respondents from Africa (n D 4).

1Given the small sample size from Africa, it was excluded from conti-

nental analyses.
2Professionals who did not self-report as being psychologists, psychia-

trists, or nurses (e.g., social workers, counsellors, probation officer, law

enforcement officer) were excluded from these analyses.
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explored via omnibus one-way ANOVAs. Statistical tests

were two-tailed, and a Bonferroni-adjusted significance

threshold of a D 0.004 was used to address family-wise

error due to multiple testing.

RESULTS

Demographic and Clinical Characteristics

The sample was composed of 2135 mental health professio-

nals, the majority women (n D 1288, 60.3%). The average

age of respondents was 43.9 years (SD D 11.0), with an

average of 15.9 years (SD D 10.7) spent in practice.

Approximately half of their time in the past 12 months was

spent on clinical activities (M D 50.9%, SD D 28.2%),

most often in forensic psychiatric hospitals (M D 17.5%,

SD D 34.6%) followed by private practice (M D 15.0%,

SD D 30.5%) and correctional institutions (M D 12.7%,

SD D 29.9%). Additional professional responsibilities over

the past 12 months included administrative duties (M D
22.0%, SD D 18.7%) and teaching (M D 13.2%, SD D
14.9%), with comparatively less time spent on research

activities (M D 7.2%, SD D 14.4%).

Risk Assessment Practices

Respondents reported conducting an average of 435.5

(SD D 1706.0) violence risk assessments in their lifetime,

over half of which (M D 54.3%, SD D 38.9%) were con-

ducted using a structured instrument. They conducted an

average of 34.5 (SD D 86.9) violence risk assessments over

the past 12 months, again over half of which (M D 58.3%,

TABLE 2

Demographic and Clinical Characteristics of Survey Respondents by Professional Discipline

Professional Disciplinea

Characteristic

Psychology

(n D 889)

Psychiatry

(n D 368)

Nursing

(n D 622)

Demographic

Men (n,%) 321 (36.11) 208 (56.52) 225 (36.17)

Age in years (M, SD) 41.70 (11.32) 46.96 (10.30) 46.00 (9.94)

Years in practice (M, SD) 13.20 (9.78) 16.83 (9.72) 20.28 (11.30)

Clinical setting over past 12 months

General hospital (M% Time, SD) 3.03 (14.65) 10.50 (23.42) 13.57 (31.16)

Private practice (M% Time, SD) 19.60 (33.94) 16.35 (29.52) 6.32 (21.84)

Non-forensic psych hospital (M% Time, SD) 5.47 (19.63) 22.65 (34.25) 21.10 (36.69)

Non-forensic psych clinic (M% Time, SD) 6.17 (21.06) 13.94 (28.03) 20.93 (36.69)

Forensic psych hospital (M% Time, SD) 17.94 (35.18) 20.03 (34.20) 18.22 (36.18)

Forensic psych clinic (M% Time, SD) 9.10 (24.72) 7.41 (18.96) 4.70 (18.45)

Correctional institute (M% Time, SD) 23.44 (38.62) 4.96 (14.78) 2.46 (13.30)

Other (M% Time, SD) 3.22 (14.70) 0.87 (6.32) 0.67 (5.02)

Professional responsibilities over past 12 months

Practice (M%, SD) 51.22 (26.83) 61.76 (22.23) 45.66 (29.39)

Administrative duties (M%, SD) 19.82 (16.14) 17.49 (17.13) 27.53 (19.90)

Teaching or supervision (M%, SD) 13.90 (15.08) 11.06 (8.94) 13.07 (15.28)

Research (M%, SD) 8.87 (15.90) 6.01 (9.75) 4.28 (10.54)

Other (M%, SD) 6.20 (16.38) 3.66 (12.39) 9.45 (21.12)

Risk assessment history

RA over lifetime (M, SD) 207.90 (690.72) 624.37 (1791.65) 650.05 (2401.35)

RA with SRAI over lifetime (M% SD) 67.35 (36.61) 36.49 (35.31) 48.88 (37.56)

RA over past 12 months (M, SD) 21.99 (52.77) 45.62 (95.22) 47.75 (119.58)

RA with SRAI in past 12 months (M%, SD) 72.62 (37.56) 43.84 (40.65) 48.35 (42.26)

Characteristics of examinees over past 12 months

Men (M%, SD) 84.33 (27.99) 76.76 (27.89) 65.64 (31.75)

Psychotic disorder (M%, SD) 20.56 (29.46) 45.83 (30.92) 38.07 (32.13)

Mood disorder (M%, SD) 14.92 (22.37) 13.84 (20.14) 17.15 (22.14)

Anxiety disorder (M%, SD) 8.67 (17.51) 5.73 (14.71) 9.87 (18.21)

SU disorder (M%, SD) 32.48 (32.80) 33.81 (31.70) 23.67 (28.64)

Personality disorder (M%, SD) 45.03 (33.21) 38.51 (30.60) 29.09 (28.89)

Other disorder (M%, SD) 12.31 (25.15) 8.72 (19.52) 8.28 (20.09)

Note. n D number of respondents; M D mean; SD D standard deviation; Psych D psychiatric; SU D substance use; SRAI D structured risk assessment

instrument.
aExcluding respondents who self-identified as being members of other professional disciplines (n D 256).
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SD D 41.9%) were conducted using an instrument. Taking

into consideration time spent conducting interviews, obtain-

ing and reviewing records, and writing reports, structured

violence risk assessments over the past 12 months took an

average of 7.8 hours (SD D 7.9) to conduct, whereas

unstructured assessments took an average of 2.8 hours

(SD D 2.7).3

Of those respondents who used instruments over the past

12 months, the majority used them for the purposes of risk

assessment (n D 1134 of 1266 respondents who specified

the purpose of their instrument use, 89.6%) followed by

developing risk management plans (n D 869, 68.6%) and

monitoring those plans (n D 499, 39.4%). Respondents

who used instruments to structure their violence risk assess-

ments reported receiving feedback on the accuracy of their

assessments in an average of 36.5% (SD D 34.7%) of cases.

Those who used instruments to develop risk management

plans were made aware of whether those plans had been

implemented in an average of 44.6% (SD D 34.7%) of

cases. Where such information was available, respondents

reported that their proposed management plans were imple-

mented in an average of 65.4% (SD D 27.5%) of cases.

Comparisons by Geographic Location
and Professional Discipline

Analyses showed differences in the prevalence of instru-

ment use as a function of geographic location and profes-

sional discipline. Compared to North America, Europe, and

Australasia, respondents in Asia and South America

reported completing a smaller proportion of risk assess-

ments with the aid of an instrument both over the lifetime,

F(4, 1706) D 11.06, p < .001, h2 D 0.03, 95% CI [0.02,

0.05], as well as over the past 12 months, F(4, 1682) D
16.09, p < .001, h2 D 0.04, 95% CI [0.02, 0.06]. In terms

of professional discipline, psychologists reported using

instruments to structure their violence risk assessments

more often than did psychiatrists or nurses both over their

lifetime, F(2, 1876) D 105.85, p < .001, h2 D 0.10, 95% CI

[0.07, 0.11] and in the past 12 months, F(2, 1503) D 82.35,

p < .001, h2 D 0.10, 95% CI [0.07, 0.11]. Nurses reported

more often obtaining feedback on whether their risk man-

agement plans had been implemented, F(2, 770) D 10.04,

p < .001, h2 D 0.03, 95% CI [0.01, 0.05], and that their risk

management plans were implemented more often than psy-

chologists or psychiatrists, F(2, 660) D 10.19, p < .001, h2

D 0.03, 95% CI [0.01, 0.06]. Finally, psychologists

reported taking significantly longer to conduct both

unstructured violence risk assessments, F(2, 202) D 10.06,

p < .001, h2 D 0.09, 95% CI [0.02, 0.12], and structured

violence risk assessments, F(2, 896) D 57.33, p < .001,

h2 D 0.11, 95% CI [0.10, 0.16].

Specific Risk Assessment Instrument Use

More than 200 different instruments were reported as being

used in the violence risk assessment process, not including

over 200 additional instruments developed for personal or

institutional use only. In the present study, we describe the

prevalence and perceived utility of those 12 instruments

used most commonly by respondents over the past year. Six

of these were actuarial instruments and six were SPJ

instruments.

The prevalence and frequency of risk assessment instru-

ment use over the past 12 months is reported by profes-

sional discipline and continent in Tables 3 and 4,

respectively, and for the overall sample in Appendix 3.

Over both their lifetime and in the past 12 months, respond-

ents reported that the instruments most commonly used in

the violence risk assessment process were the Historical,

Clinical, Risk Management-20 (HCR-20; nLifetime D 1032

of 2135 respondents, 48.34%; nYear D 669 of 2135,

31.33%) (Webster, Douglas, Eaves, & Hart, 1997), Psy-

chopathy Checklist-Revised (PCL-R; nLifetime D 836,

39.16%; nYear D 513, 24.03%)4 (Hare, 2003), and Psychop-

athy Checklist: Screening Version (PCL:SV; nLifetime D
409, 19.16%; nYear D 195, 9.13%) (Hart, Cox, & Hare,

1995). Those who used specific instruments were also

asked how frequently they used them. Respondents who

used the HCR-20 (M D 3.71, SD D 1.65), PCL-R (M D
3.32, SD D 1.58), and the Historische, Klinische, Toekom-

stige-30 (HKT-30; M D 3.16, SD D 1.73) (Werkgroep

Pilotstudy Risicotaxatie Forensische Psychiatrie, 2002) at

some point in their lifetime reported using these most fre-

quently. Over the past 12 months, the HCR-20 (M D 4.40,

SD D 1.58), HKT-30 (M D 4.33, SD D 1.71), and the For-

ensisches Operationalisiertes Therapie-Risiko-Evaluations-

System (FOTRES; M D 4.33, SD D 1.71) (Urbaniok, 2007)

were the most frequently administered instruments by their

users.

The HCR-20 was the instrument most commonly used

for conducting violence risk assessments, developing risk

management plans, and monitoring risk management plans

(Table 5). Those who used SPJ instruments including the

HCR-20, HKT-30, FOTRES, the Short-Term Assessment

of Risk and Treatability (Webster, Martin, Brink, Nicholls,

& Desmarais, 2009), and the Structured Assessment of

PROtective Factors (de Vogel, de Ruiter, Bouman, & de

Vries Robb�e, 2007) rated these tools, on average, as being

very useful for these tasks. Notably, the HKT-30 and

FOTRES were virtually only used by professionals practic-

ing in Europe.

3Findings concerning specific professional disciplines and continents

are available upon request.

4Consistent with previous surveys on forensic risk assessment, we did

not assume that the use of instruments that incorporate the PCL-R as an

item necessarily meant that the PCL-R was used. For example, the HCR-

20 authors have found that the scheme performs better without the PCL-R

(Guy, Douglas, & Hendry, 2010) and the VRAG manual allows for prorat-

ing should this information be missing (Quinsey et al., 2006).
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Sensitivity Analysis

As a sensitivity analysis, univariate linear regression analy-

ses were performed to investigate whether sex, age, or num-

ber of years in practice was associated with the percentage

of risk assessments conducted using a structured instrument

over respondents’ lifetime and in the past 12 months.

Respondent sex was not found to be associated with instru-

ment use. Younger respondents were found to have con-

ducted a higher percentage of their assessments using

structured instruments over their lifetime, t(2115) D 7.22,

p < .001, b D 0.04, 95% CI [0.03, 0.06], as well as in the

past 12 months, t(1676) D 3.94, p < .001, b D 0.03, 95%

CI [0.01, 0.04]. Similarly, respondents earlier in their

practice careers conducted a higher percentage of their

assessments using structured instruments over their life-

time, t(2133) D 9.00, p < .001, b D 0.05, 95% CI [0.04,

0.06], as well as in the past 12 months, t(1687) D 5.74,

p < .001, b D 0.04, 95% CI [0.02, 0.05].

DISCUSSION

Despite the proliferation of violence risk assessment meth-

ods in mental health and criminal justice settings, research

on what instruments are used in practice and their perceived

utility is rare (Elbogen, Huss, Tomkins, & Scalora, 2005).

Work comparing risk assessment procedures on different

continents and professional disciplines is particularly

TABLE 3

Risk Assessment Instrument Prevalence and Frequency of Use Over the Past 12 Months by Continent

Continent of Practice Over Past 12 Monthsa

North America

(n D 286)

South America

(n D 35)

Europe

(n D 782)

Asia

(n D 39)

Australasia

(n D 112)

Instrument

Number

of Users

(n, %)

Frequency

of Use

(M, SD)

Number

of Users

(n, %)

Frequency

of Use

(M, SD)

Number

of Users

(n, %)

Frequency

of Use

(M, SD)

Number

of Users

(n, %)

Frequency

of Use

(M, SD)

Number

of Users

(n, %)

Frequency

of Use

(M, SD)

COVR 44 3.27 4 2.66 11 3.11 3 4.00 1 3.00

(15.38) (1.22) (11.43) (1.52) (1.41) (1.26) (7.69) (1.00) (0.89) (—)

FOTRES 9 4.11 0 — 52 4.30 1 3.00 0 —

(3.15) (1.76) (0.00) (—) (6.65) (1.76) (2.56) (—) (0.00) (—)

HCR-20 102 4.58 14 4.21 499 4.43 18 3.16 44 4.14

(35.66) (1.56) (40.00) (1.57) (63.81) (1.54) (46.15) (1.61) (39.29) (1.74)

HKT-30 1 6.00 0 — 51 4.29 0 — 0 —

(0.35) (—) (0.00) (—) (6.52) (1.71) (0.00) (—) (0.00) (—)

LSI-R 22 4.31 0 — 37 3.64 1 4.00 18 4.17

(7.69) (1.78) (0.00) (—) (4.73) (1.93) (2.56) (—) (16.07) (1.92)

PCL-R 101 4.21 18 3.83 366 3.77 10 2.90 30 2.52

(35.31) (1.66) (51.43) (1.46) (46.80) (1.63) (25.64) (1.19) (26.79) (1.40)

PCL:SV 26 2.84 4 4.50 144 3.71 7 2.71 19 3.39

(9.09) (1.43) (11.43) (1.29) (18.41) (1.67) (17.95) (1.70) (16.96) (1.72)

SAPROF 14 3.85 0 — 125 3.68 1 2.00 5 3.20

(4.90) (1.79) (0.00) (—) (15.98) (1.65) (2.56) (—) (4.46) (1.92)

START 29 3.50 0 — 113 3.53 13 2.84 7 4.00

(10.14) (1.45) (0.00) (—) (14.45) (1.78) (33.33) (1.95) (6.25) (1.26)

V-RISK-10 26 2.95 2 2.50 26 3.62 2 3.00 2 4.00

(9.09) (1.16) (5.71) (0.70) (3.32) (1.68) (5.13) (1.41) (1.79) (—)

VRAG 47 4.23 2 3.00 123 3.79 2 4.00 6 1.75

(16.43) (1.59) (5.71) (1.41) (15.73) (1.53) (5.13) (1.41) (5.36) (0.96)

VRS 50 3.16 5 3.20 29 2.76 4 4.50 20 4.80

(17.48) (1.47) (14.29) (1.78) (3.71) (1.55) (10.26) (1.00) (17.86) (1.58)

Note. n D number of respondents; M D mean; SD D standard deviation; Users D number of respondents using instrument over past 12 months;

Frequency D mean frequency of use rating over past 12 months; — D not applicable; COVR D Classification of Violence Risk (Monahan et al., 2005);

FOTRES D Forensisch Operationalisiertes Therapie- und Risiko-Evaluations-System (Urbaniok, 2007); HCR-20 D Historical, Clinical, Risk Management-

20 (Webster et al., 1997); HKT-30 D Historische, Klinische, Toekomstige-30 (Werkgroep Pilotstudy Risicotaxatie, 2002); LSI-R D Level of Service

Inventory-Revised (Andrews & Bonta, 1995); PCL-R D Psychopathy Checklist-Revised (Hare, 2003); PCL:SV D Psychopathy Checklist: Screening Version

(Hart et al., 1995); SAPROFD Structured Assessment of Protective Factors (de Vogel et al., 2007); STARTD Short-Term Assessment of Risk and Treatabil-

ity (Webster et al., 2009); V-RISK-10 D Violence Risk Screening-10 (Hartvig et al., 2007); VRAG D Violence Risk Appraisal Guide (Quinsey et al., 2006);

VRSD Violence Risk Scale (Wong & Gordon, 2009). Frequency use was measured using a six-point Likert scale (0 D Almost never; 5 D Always).
aExcluding respondents from Africa (nD 4).
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scarce, making it unclear whether clinicians working in dif-

ferent contexts should assume the generalizability of previ-

ous survey findings. Therefore, the present study aimed to

survey the use and perceived utility of violence risk assess-

ment methods in practice by 2135 psychologists, psy-

chiatrists, and nurses on six continents. Respondents

reported using over 400 instruments to assess, manage,

and monitor violence risk, with over half of risk assess-

ments in the past 12 months conducted using such an

instrument. Due to the emphasis on assessment as part

of their training and practice, the majority of respond-

ents as well as the majority of tool users were

psychologists.

The survey findings may have important implications for

practice and research. First, the results identify which

structured instruments are being used by mental health pro-

fessionals to conduct violence risk assessments, to inform

the development of risk management plans and to assist in

their monitoring. The findings also speak to the perceived

utility of instruments in these tasks. This information may

assist practitioners’ selection of which risk assessment tools

to implement. With the two leading approaches to struc-

tured risk assessment (actuarial and SPJ) demonstrating

similar popularity and with mechanical and clinically-based

tools having similar reliability and accuracy (Fazel, Singh,

Doll, & Grann, 2012), the focus of instrument selection

should be on the goodness-of-fit between the population

and setting in which a professional is working and those for

which tools were designed. Additional practical considera-

tions include administration time, cost, training needs, and

TABLE 4

Risk Assessment Instrument Prevalence and Frequency of Use Over the Past 12 Months by Professional Discipline

Professional Disciplinea

Psychology

(n D 737)

Psychiatry

(nD 255)

Nursing

(n D 345)

Number of Users Frequency of Use Number of Users Frequency of Use Number of Users Frequency of Use

Instrument (n, %) (M, SD) (n, %) (M, SD) (n, %) (M, SD)

COVR 18 3.06 10 2.40 19 3.78

(2.44) (1.28) (3.92) (1.34) (5.51) (1.13)

FOTRES 27 4.44 16 4.18 13 4.23

(3.66) (1.88) (6.27) (1.51) (3.77) (1.69)

HCR-20 379 4.64 141 4.06 112 4.08

(51.42) (1.47) (55.29) (1.58) (32.46) (1.74)

HKT-30 46 4.21 2 5.50 2 5.00

(6.24) (1.77) (0.78) (0.70) (0.58) (—)

LSI-R 54 4.01 7 2.00 1 6.00

(7.33) (1.88) (2.75) (1.52) (0.29) (—)

PCL-R 363 3.90 99 3.58 23 2.60

(49.25) (1.66) (38.82) (1.59) (6.67) (1.37)

PCL:SV 124 3.73 45 2.91 14 4.07

(16.82) (1.60) (17.65) (1.66) (4.06) (1.77)

SAPROF 115 3.71 13 3.23 6 4.00

(15.60) (1.63) (5.10) (1.64) (1.74) (2.28)

START 66 3.65 35 2.74 47 3.80

(8.96) (1.70) (13.33) (1.44) (13.62) (1.87)

V-RISK-10 18 3.76 14 3.46 13 3.16

(2.44) (1.52) (5.49) (1.45) (3.77) (1.40)

VRAG 122 3.85 34 3.97 9 3.37

(16.55) (1.62) (13.33) (1.35) (2.61) (1.50)

VRS 44 3.83 13 2.84 36 3.27

(5.97) (1.83) (5.10) (1.67) (10.43) (1.46)

Note. n D number of respondents; M D mean; SD D standard deviation; Users D number of respondents using instrument over past 12 months;

Frequency D mean frequency of use rating over past 12 months; — D not applicable; COVR D Classification of Violence Risk (Monahan et al., 2005);

FOTRES D Forensisch Operationalisiertes Therapie- und Risiko-Evaluations-System (Urbaniok, 2007); HCR-20 D Historical, Clinical, Risk Management-

20 (Webster et al., 1997); HKT-30 D Historische, Klinische, Toekomstige-30 (Werkgroep Pilotstudy Risicotaxatie, 2002); LSI-R D Level of Service Inven-

tory-Revised (Andrews & Bonta, 1995); PCL-R D Psychopathy Checklist-Revised (Hare, 2003); PCL:SV D Psychopathy Checklist: Screening Version

(Hart et al., 1995); SAPROFD Structured Assessment of Protective Factors (de Vogel et al., 2007); STARTD Short-Term Assessment of Risk and Treatabil-

ity (Webster et al., 2009); V-RISK-10 D Violence Risk Screening-10 (Hartvig et al., 2007); VRAG D Violence Risk Appraisal Guide (Quinsey et al., 2006);

VRS D Violence Risk Scale (Wong & Gordon, 2009). Frequency use was measured using a six-point Likert scale (0 D Almost never; 5 D Always).
aExcluding respondents who self-identified as being members of other professional disciplines (n D 256).
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personal preference for a tool’s approach to assessment

(Desmarais & Singh, 2013). Given that the users of SPJ

instruments rated them as very useful in the development

and monitoring of risk management plans, assessors work-

ing in rehabilitation and recovery-focused settings may

wish to consider adopting such tools (e.g., HCR-20, HKT-

30, FOTRES, SAPROF, START). Instruments following

this approach may be particularly useful internationally, as

recent meta-analytic evidence suggests that probabilistic

estimates of violence risk produced by actuarial risk assess-

ment instruments may vary considerably depending on

local factors (Singh, Fazel, Gueorguieva, & Buchanan,

2013, 2014). Findings also suggest that personality scales

such as the Psychopathy Checklist measures continue to be

used as part of the risk assessment process. Albeit such

instruments may have an important role to play in develop-

ing responsive risk management plans, they have not been

found to predict violence as accurately as tools explicitly

designed for the purposes of violence risk assessment

(Singh et al., 2011).

Second, findings suggest a need for increased communi-

cation about violence risk assessments. Respondents who

used instruments to inform their assessments reported

receiving any kind of feedback on their accuracy in only a

third of cases (36.5%). However, social psychology

research demonstrates that judgment accuracy increases

when decision-makers receive feedback about their perfor-

mance (Arkes, 1991). Therefore, violence risk assessors

should be provided with follow-up information on their

examinees whenever possible. This may be particularly

helpful in the avoidance of false negative decisions,

because individuals judged to be at higher risk will, in prac-

tice, be less likely to have access to potential victims. We

also found that respondents who used instruments to

develop management plans frequently did not know

whether their plans had been implemented (44.6%) and,

TABLE 5

Instrument Use in Violence Risk Assessment, Management, and Monitoring Over the Past 12 Months

All respondents (N D 976)

Instrument

Number of

RA Users

(n,%)

Usefulness

in RA

(M, SD)

Number of

RMx Users

(n,%)

Usefulness

in RMx

(M, SD)

Number of

RMon Users

(n,%)

Usefulness

in RMon

(M, SD)

COVR 37 3.81 33 3.73 28 3.96

(3.79) (0.78) (3.38) (1.15) (2.87) (1.32)

FOTRES 50 4.14 35 4.49 28 4.36

(5.12) (1.05) (3.59) (0.89) (2.87) (1.06)

HCR-20 588 4.44 453 4.40 237 4.13

(60.25) (0.78) (46.41) (0.80) (24.28) (0.92)

HKT-30 46 4.52 31 4.48 20 4.00

(4,71) (0.69) (3.18) (0.72) (2.05) (0.86)

LSI-R 66 4.09 51 3.90 22 3.59

(6.76) (1.05) (5.23) (1.20) (2.25) (1.30)

PCL-R 461 4.26 326 3.75 162 3.09

(47.23) (0.84) (33.40) (1.06) (16.60) (1.31)

PCL:SV 164 4.05 137 3.61 73 3.12

(16.80) (0.89) (14.04) (0.99) (7.48) (1.29)

SAPROF 127 4.35 100 4.44 52 4.02

(13.01) (0.83) (10.25) (0.73) (5.33) (0.98)

START 132 4.19 117 4.32 92 4.26

(13.52) (0.97) (11.99) (0.88) (9.43) (0.85)

V-RISK-10 34 3.88 29 3.97 18 4.11

(3.48) (0.77) (2.97) (1.09) (1.84) (1.08)

VRAG 151 4.03 97 3.21 55 2.93

(15.47) (0.92) (9.94) (1.22) (5.64) (1.43)

VRS 72 4.14 69 4.10 42 4.10

(7.38) (1.03) (7.07) (0.96) (4.3) (0.88)

Note. n D number of respondents; RA D risk assessment; RMx D risk management; RMon D risk monitoring; M D mean; SD D standard deviation.

COVR D Classification of Violence Risk (Monahan et al., 2005); FOTRES D Forensisch Operationalisiertes Therapie- und Risiko-Evaluations-System

(Urbaniok, 2007); HCR-20 D Historical, Clinical, Risk Management-20 (Webster et al., 1997); HKT-30 D Historische, Klinische, Toekomstige-30 (Werk-

groep Pilotstudy Risicotaxatie, 2002); LSI-R D Level of Service Inventory-Revised (Andrews & Bonta, 1995); PCL-R D Psychopathy Checklist-Revised

(Hare, 2003); PCL:SV D Psychopathy Checklist: Screening Version (Hart et al., 1995); SAPROF D Structured Assessment of Protective Factors (de Vogel

et al., 2007); START D Short-Term Assessment of Risk and Treatability (Webster et al., 2009); V-RISK-10 D Violence Risk Screening-10 (Hartvig et al.,

2007); VRAGD Violence Risk Appraisal Guide (Quinsey et al., 2006); VRSD Violence Risk Scale (Wong & Gordon, 2009). Perceived utility was measured

using a 7-point Likert scale (0 D Very useless; 6 D Very useful).
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amongst those who did, proposed plans were not imple-

mented in over a third of cases (34.6%). The latter is of

principal importance: what is the use of developing risk

management plans if they are not implemented into prac-

tice? Risk assessments will not reduce violence unless their

findings are communicated transparently and suggestions

for risk management are executed (Heilbrun, Dvoskin,

Hart, & McNiel, 1999). These findings require further

research to clarify what feedback on risk assessments con-

stituted and to what extent risk management plans were

implemented. Which form of feedback (e.g., obtaining

court records to view judges decisions, obtaining informa-

tion from criminal registers, interviewing family members)

is most effective in improving accuracy could be a promis-

ing area of future research.

Third, the results may inform the research agendas of

several geographic regions. Fewer than half of risk assess-

ments in South America and Asia over the past year were

conducted with the use of a risk assessment tool, despite

the large evidence base demonstrating the superiority of

structured methods over unstructured clinical judgment.

Though it may be that this continuing trend is due to cul-

tural differences, it is also possible that more evidence of

such superiority is needed using non-Western samples to be

influential in practice. Additionally, despite an existent lit-

erature on the predictive validity of risk assessment tools in

these regions (Folino, Marengo, Marchiano, & Ascazibar,

2004; Ho et al., 2013), the rarity of their use may also be

due to a lack of familiarity with commercially available

instruments or the unavailability of authorized translations

(e.g., Telles, Day, Folino, & Taborda, 2009; Zhang, Chan,

Cai, & Hu, 2012). Moving forward, clinical training pro-

grams in these areas may wish to incorporate modules on

violence risk assessment tools, funding agencies may wish

to issue grants to encourage the development of novel

instruments in native languages or the authorized transla-

tions of available tools, and there needs to be increased dis-

cussion in the field about the strengths and limitations of

the contemporary literature and best-practice recommenda-

tions in international settings.

Limitations

Limitations of the present study include coverage, sam-

pling, and nonresponse errors characteristic of probability-

based surveying methods (Couper, 2000), as well as both

respondent- (e.g., lack of motivation, comprehension prob-

lems, reactivity) and software-related measurement error

(e.g., technical difficulties). Specifically, a response rate

was unable to be established for the present survey, imped-

ing our ability to make a statement of the generalizability

of our findings. Many of our respondents were members of

more than one of the organizations that assisted in the dis-

semination process. Also, it is likely that some respondents

heard about the survey through colleagues or friends, but

may not necessarily have been members of the organiza-

tions sampled. These are limitations shared by previous

Web-based surveys that have been disseminated using mul-

tiple ListServs (Archer et al., 2006; Viljoen et al., 2010).

Future surveys should include as an item a list of the organ-

izations through which they disseminated calls for partici-

pation. Respondents should be allowed to identify all those

organizations of which they are members. Researchers can

then request information from each organization as to its

membership count for the date on which the calls for partic-

ipation were made. This would allow statistical correction

for overlap in organizational membership, and for the cal-

culation of a response rate. It is also difficult to assess gen-

eralizability as information is not available regarding

characteristics of nonrespondents, who may have differed

systematically from respondents. For example, nonrespond-

ents who employ violence risk assessment instruments may

do so less often or have significantly poorer perceptions of

their utility. Another issue of generalizability is evidence

that men may be less likely than women to respond to sur-

veys (Kwak & Radler, 2002; Underwood, Kim, & Matier,

2000). Hence, the current study findings should be treated

as tentative until replication attempts are made in future

research.

Conclusion

The routine assessment of violence risk has become a

global phenomenon, as has the use of instruments to assist

in this task. Across continents, providing practitioners with

feedback on the accuracy of their predictions and whether

their management plans were implemented could improve

the predictive validity of assessments as well as risk com-

munication. Given the substantial evidence base supporting

the benefits in reliability and validity of structured over

unstructured assessment (Ægisd�ottir et al., 2006), the study
of violence risk assessment methods in South America and

Asia should be a public health research priority. And, as the

prevalence of tool use grows in additional regions such as

Africa (Roffey & Kaliski, 2012) and Eastern Europe

(Jovanovi�c et al., 2009), the importance of high-quality

research into psychometric properties and fidelity in imple-

mentation will become ever more important.
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APPENDIX 1
Demographic and Clinical Characteristics of All Survey

Respondents

Characteristic

All respondents

(n D 2135)

Demographic

Men (n,%) 847 (39.67)

Age in years (M, SD) 43.93 (10.97)

Years in practice (M, SD) 15.91 (10.71)

Clinical setting over past 12 months

General hospital (M% Time, SD) 8.66 (24.46)

Private practice (M% Time, SD) 15.03 (30.46)

Non-forensic psych hospital (M% Time, SD) 13.27 (29.62)

Non-forensic psych clinic (M% Time, SD) 12.08 (28.59)

Forensic psych hospital (M% Time, SD) 17.48 (34.59)

Forensic psych clinic (M% Time, SD) 7.02 (21.35)

Correctional institute (M% Time, SD) 12.68 (29.87)

Other (M% Time, SD) 2.58 (13.07)

(Continued)

(Continued)

Characteristic

All respondents

(n D 2135)

Professional responsibilities over past 12 months

Practice (M%, SD) 50.91 (28.23)

Administrative duties (M%, SD) 21.95 (18.66)

Teaching or supervision (M%, SD) 13.17 (14.86)

Research (M%, SD) 7.18 (14.36)

Other (M%, SD) 6.80 (17.79)

Risk assessment history

RA over lifetime (M, SD) 435.46 (1705.99)

RA with SRAI over lifetime (M% SD) 54.32 (38.93)

RA over past 12 months (M, SD) 34.53 (86.87)

RA with SRAI in past 12 months (M%, SD) 58.25 (41.94)

Characteristics of examinees over past 12 months

Men (M%, SD) 75.55 (31.87)

Psychotic disorder (M%, SD) 32.29 (33.04)

Mood disorder (M%, SD) 17.55 (23.54)

Anxiety disorder (M%, SD) 10.22 (19.16)

SU disorder (M%, SD) 31.14 (32.19)

Personality disorder (M%, SD) 36.34 (32.26)

Other disorder (M%, SD) 9.74 (22.27)

Note. n D number of respondents;M D mean; SD D standard deviation;

Psych D psychiatric; SU D substance use; SRAI D structured risk assess-

ment instrument.

APPENDIX 2
International and Intranational Organizations

Involved in the Dissemination of Survey
Materials

1. Red Iberolatinoamericana de investigaci�on y Docencia en
Salud Mental Aplicada a lo Forense

2. Royal Australian and New Zealand College of
Psychiatrists

3. Societe Royale de Medecine Mentale de Belgique
4. Canadian Psychological Association - Criminal Justice

Psychology Section
5. Gendarmer�ıa de Chile
6. Dansk Psykologforening, Hospitals-Sektionen
7. Bundesfachvereinigung Leitender Krankenpflegeperso-

nen der Psychiatrie e.V., Netzwerk Forensik
8. Hong Kong College of Psychiatrists
9. Colegio Nacional de Enfermeras
10. Nederlands Instituut van Psychologen - Forensic Psychol-

ogy Section
11. Instituto Nacional de Medicina Legal
12. PSI-FORENSE ListServ
13. Swedish Medical Association
14. Schweizer Gesellschaft fur Forensische Psychiatrie
15. Royal College of Nursing
16. American Academy of Psychiatry and the Law
17. International Association for Forensic Mental Health

Services
18. Maestr�ıa en Salud Mental aplicada a lo Forense, Departa-

mento de Postgrado, Facultad de Ciencias M�edicas, Uni-
versidad Nacional de La Plata

19. Australian Psychological Society
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20. Belgian College of Neuropsychopharmacology and Bio-
logical Psychiatry

21. Canadian Psychiatric Association
22. Dansk Retspsykologisk Selskab
23. Berufsverband Deutscher Psychologinnen und Psycholo-

gen e.V. (BDP), Sektion Rechtspsychologie
24. Hong Kong Psychological Society
25. Asociaci�on Psiqui�atrica Mexicana A.C.
26. Verpleegkundigen & Verzorgenden Nederland - Social

Psychiatric Nurses Section
27. Guarda Nacional Republicana
28. Societat Catalana de Medicina Legal i Toxicologia Cen-

tre d’Estudis
29. Swedish Psychiatric Association
30. Schweizer Gesellschaft fur Rechtpsychologie
31. Royal College of Psychiatrists
32. American Psychology-Law Society
33. American Institute for the Advancement of Forensic

Studies
34. Australian College of Mental Health Nurses
35. Belgian Association for Psychological Sciences
36. Canadian Academy of Psychiatry and the Law
37. Psykologfagligt Forum, Øst
38. Deutsche Gesellschaft f€ur Psychologie (DGPs), Fach-

gruppe Rechtspsychologie
39. Academy of Mental Health
40. Sociedad Mexicana de Psicolog�ıa A.C.
41. Nederlandse Vereniging voor Psychiatrie
42. Direcç~ao-Geral dos Serviços Prisionais e Reinserç~ao

Social
43. Juridics i Formacio Especialitzada
44. Swedish Forensic Psychiatric Association
45. Schweizer Amt f€ur Justiz
46. British Psychological Society
47. PSYLAW ListServ
48. Association Francophone des Infirmi�eres sp�ecialis�ees en

sant�e mentale et Psychiatrique
49. Dansk Psykiatrisk Selskab
50. Deutsche Gesellschaft f€ur Psychiatrie, Psychotherapie

und Nervenheilkunde (DGPPN), Referat Forensische
Psychiatrie

51. Policia Judici�aria
52. Swedish Psychologists’ Association
53. American Board of Forensic Psychology
54. Nationale Federatie van Belgische Verpleegkundigen

F�ed�eration National des Infirmi�eres de Belgique
55. Fagligt Selskab for Psykiatriske Sygeplejersker
56. Nieders€achsisches Justizministerium, Abteilung Justiz-

vollzug und Kriminologischer Dienst
57. American Academy of Forensic Psychology
58. American Psychiatric Nurses Association
59. Forensic Behavioral Services, Inc.

APPENDIX 3
Risk Assessment Instrument Prevalence and

Frequency of Use Over the Past 12 Months by All
Survey Respondents

All respondents

(nD 2135)

Instrument

Number of Users

(n,%)

Frequency of Use

(M, SD)

COVR 63 3.23

(2.95) (1.21)

FOTRES 60 4.33

(2.81) (1.71)

HCR-20 669 4.40

(31.33) (1.58)

HKT-30 52 4.33

(2.44) (1.71)

LSI-R 77 3.95

(3.61) (1.88)

PCL-R 513 3.77

(24.03) (1.66)

PCL:SV 195 3.56

(9.13) (1.68)

SAPROF 144 3.66

(6.74) (1.67)

START 160 3.50

(7.49) (1.73)

V-RISK-10 54 3.29

(2.53) (1.45)

VRAG 176 3.84

(8.24) (1.57)

VRS 106 3.44

(4.96) (1.68)

Note. n D number of respondents; MD mean; SD D standard deviation;

Users D number of respondents using instrument over past 12 months; Fre-

quency D mean frequency of use rating over past 12 months; — D not

applicable; COVR D Classification of Violence Risk (Monahan et al.,

2005); FOTRES D Forensisch Operationalisiertes Therapie- und Risiko-

Evaluations-System (Urbaniok, 2007); HCR-20 D Historical, Clinical,

Risk Management-20 (Webster et al., 1997); HKT-30 D Historische,

Klinische, Toekomstige-30 (Werkgroep Pilotstudy Risicotaxatie, 2002);

LSI-R D Level of Service Inventory-Revised (Andrews & Bonta, 1995);

PCL-R D Psychopathy Checklist-Revised (Hare, 2003); PCL:SV D
Psychopathy Checklist: Screening Version (Hart et al., 1995); SAPROF D
Structured Assessment of Protective Factors (de Vogel et al., 2007);

START D Short-Term Assessment of Risk and Treatability (Webster

et al., 2009); V-RISK-10 D Violence Risk Screening-10 (Hartvig et al.,

2007); VRAG D Violence Risk Appraisal Guide (Quinsey et al., 2006);

VRS D Violence Risk Scale (Wong & Gordon, 2009). Frequency use was

measured using a six-point Likert scale (0 D Almost never; 5 D Always).
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