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Objective: This study tested the interrater reliability and criterion-re-
lated validity of structured violence risk judgments made by using one
application of the structured professional judgment model of violence
risk assessment, the HCR-20 violence risk assessment scheme, which as-
sesses 20 key risk factors in three domains: historical, clinical, and risk
management. Methods: The HCR-20 was completed for a sample of 100
forensic psychiatric patients who had been found not guilty by reason of
a mental disorder and were subsequently released to the community. Vi-
olence in the community was determined from multiple file-based
sources. Resulis: Interrater reliability of structured final risk judgments
of low, moderate, or high violence risk made on the basis of the struc-
tured professional judgment model was acceptable (weighted kap-
pa=.61). Structured final risk judgments were significantly predictive of
postrelease community violence, yielding moderate to large effect sizes.
Event history analyses showed that final risk judgments made with the
structured professional judgment model added incremental validity to
the HCR-20 used in an actuarial (numerical) sense. Conclusions: The
findings support the structured professional judgment model of risk as-
sessment as well as the HCR-20 specifically and suggest that clinical
judgment, if made within a structured context, can contribute in mean-
ingful ways to the assessment of violence risk. (Psychiatric Services 54:
1372-1379, 2003)

iterally dozens of clinical and
legal settings call for violence

risk assessment and manage-

A prominent development in the
risk assessment field has been the fo-
cus of research on instrumentation

ment by mental health professionals
(1,2). One example is release from
forensic psychiatric hospitalization,
the setting of the study reported in
this article.

and models of decision making (3-7).
Two traditional methods for making
decisions—clinical and actuarial
models—have been discussed in the
medical and behavioral sciences liter-
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atures (8-10) and have been applied
to violence risk assessment. The clin-
ical method has been described as an
“informal, ‘in the head,” impressionis-
tic, subjective conclusion, reached
(somehow) by a human clinical
judge” (9). In contrast, the actuarial
method has been described as “a for-
mal method” that “uses an equation, a
formula, a graph, or an actuarial table
to arrive at a probability, or expected
value, of some outcome” (9).

Some consensus exists among com-
mentators that sole reliance on un-
structured clinical decision making is
inadequate for conducting risk assess-
ments (11). Actuarial prediction
methods have been applied to sam-
ples of psychiatric patients and have
achieved high levels of statistical ac-
curacy (4,5,12). Despite this achieve-
ment, commentators (11,13-24) have
noted potential shortcomings associ-
ated with strict actuarial models of
prediction, including potential lack of
generalizability and applicability be-
yond samples of development; diffi-
culty of replicating clinical reality by
using actuarial methods; tendency of
actuarial methods to exclude poten-
tially important risk factors; rigidity
and lack of sensitivity to change; and
failure optimally to inform violence
prevention and risk management.

Another research-based model of
risk assessment—structured profes-
sional judgment—uses a professional
guideline approach to decision mak-
ing (14,17-19,22). Several sets of pro-
fessional guidelines have been devel-
oped under the structured profes-
sional judgment approach (3,6,25-
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27), including the HCR-20 violence
risk assessment scheme (6), so named
for its 20 risk factors in three do-
mains—historical, clinical, and risk
management. In structured profes-
sional judgment risk assessment, eval-
uators review all relevant clinical data
to determine the presence of specific
risk factors, which themselves are in-
cluded (defined and operationalized)
in professional manuals on the basis
of their association with violence in
the scientific and professional litera-
tures. On the basis of these factors, an
overall judgment of risk is made, re-
ferred to here as the structured final
risk judgment.

Although there are no fixed guide-
lines about how risk factors are com-
bined to reach an overall judgment,
structure is imposed on the decision-
making process in several ways: spec-
ifying a list of empirically supported
risk factors, operationalizing these
risk factors, providing fixed scoring
guidelines for the factors, and provid-
ing some guidance for making final
decisions of low, moderate, or high
risk (again, the structured final risk
judgment). A key assumption under-
lying the structured professional
judgment approach is that profession-
al discretion is potentially valuable
and appropriate for the assessment of
risk, although a degree of structure is
necessary to reduce the complexity of
the clinical task and guide the exer-
cise of discretion.

There are several steps in the vali-
dation of the structured professional
judgment model and its specific in-
struments (14), including establishing
whether the risk factors chosen for in-
clusion in schemes can be scored reli-
ably and whether they actually relate
to violence. A fair amount of research
has been published on this topic—a
series of research studies has estab-
lished the interrater reliability of eval-
uators’ judgments about the presence
of various risk factors as well as the
validity of the judgments in both ret-
rospective and prospective studies
(12,28-39).

However, few studies have exam-
ined the reliability or validity of the
structured final risk judgments made
under the structured professional
judgment model (35,40), despite the
fact that these judgments represent

the central intended clinical use of
these measures. In the existing meas-
ures, structured final risk judgments
of low, moderate, or high risk typical-
ly are made according to the likeli-
hood of violence and the degree of in-
tervention the case will require. The
ratings reflect not only the presence
of risk factors but also their perceived
relevance, interactions among them,
and the likelihood that they will be
managed effectively through moni-
toring, treatment, supervision, and
victim safety enhancement. Such
overall judgments are critically im-
portant in clinical decisions about
such matters as case prioritization
and intervention.

-
In
structured
professional judgment
risk assessment, evaluators
review all relevant clinical
data to determine the
Dpresence of specific
risk factors.

In this study, we evaluated the
structured final risk judgments made
on the basis of the HCR-20 violence
risk assessment scheme (6), which is
the structured professional judgment
measure about which the most re-
search has been published. We had
three research questions. First, can
HCR-20 items, scales, and—particu-
larly—structured final risk judgments
be made with acceptable interrater
reliability? Second, are HCR-20
items, scales, and—particularly—
structured final risk judgments asso-
ciated with future violence? Finally,
what is the incremental validity of
structured final risk judgments with
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respect to actuarial (arithmetic) com-
binations of HCR-20 item ratings?

To address these questions, we con-
ducted a pseudo-prospective commu-
nity follow-up study of 100 forensic
psychiatric patients. The design was
pseudo-prospective in the sense that
predictive measures—that is, the
HCR-20 items and judgments—were
completed on the basis of information
available at discharge (1996 to 1997),
although the actual research coding
was done later (2000-2001). The fol-
low-up period occurred later (from
discharge up to 2001) than the time
frame for coding the HCR-20. This
approach is common to risk assess-
ment research (5,12).

Methods

Study participants

The sample consisted of 100 forensic
psychiatric patients who were found
not guilty by reason of a mental disor-
der and who subsequently had one or
more release hearings. The partici-
pants were drawn from a larger, on-
going prospective study of the predic-
tive validity of the HCR-20. The larg-
er study of 175 patients uses version 1
of the HCR-20 (41) and does not in-
clude the structured final risk judg-
ments. Several preliminary reports of
data from the larger study have been
made (42-44). From 116 of 175 pa-
tients who were released from hospi-
talization in the period 1996 to 1997
(the study period), 100 were random-
ly selected to serve as participants in
the study reported here. The remain-
ing 16 patients participated in piloting
and training activities. The study was
approved by the institutional review
board of Simon Fraser University.

In the sample of 100, most partici-
pants were male (91 percent), did not
have children (30 percent), and were
unmarried (67 percent). A majority of
the patients were unemployed (93
percent). Less than half (40 percent)
had completed high school. Most (92
percent) had a previous violence
charge, 48 had a previous violence
conviction, a majority (79 percent)
had a current violent index offense,
and many (34 percent) had a juvenile
record. A majority (96 percent) had
previously received psychiatric treat-
ment, including inpatient treatment
(83 percent). Primary diagnoses were
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Table 1

Interrater reliability (ICC, and ICC,) of two raters for HCR-20 items and scales

for 50 forensic psychiatric patients

Scale and item ICC, 95%CI ICC, 95% CI
Historical scale
H1, previous violence TO*** 52 to .81 .82+ .68 to .90
H2, young age at first violent incident T3 57 to .84 847+ 72 to 91
H3, relationship instability 46" 21 to .65 63+ .35t0.79
H4, employment problems T .16 to .62 51 27 to .76
H5, substance use problems .86%** 77 to .92 L93%* .87 to .96
H6, major mental illness 86 76 to .92 9% .86 to .96
H7, psychopathy? 1.00"* 1.00 to 1.00  1.00*** 1.00 to 1.00
HS, early maladjustment .89+ .81 to .93 947+ .89 to .97
H9, personality disorder TT% 62 to .86 8T 77 to .92
H10, previous supervision failure 814 69 to .89 90" 82 to .94
Total 907 .82 to .94 947 .90 to .97
Clinical scale
C1, lack of insight 58 36 to .74 T3 53 to .85
C2, negative attitudes 48 24 to .67 65%* .39 to .80
C3, active symptoms of major
mental illness 69%* 51 to .81 81 .67 to .89
C4, impulsivity 52 .28 to .69 687 44 to .82
C5, unresponsive to treatment B4 .08 to .56 S 14 to 72
Total TQR .65 to .87 .88 .79 to .93
Risk management scale
R1, plans lack feasibility .36%* .09 to .58 %t 1710 .73
R2, exposure to destabilizers 13 —15to0 .39 23 —.36 to .56
R3, lack of personal support 54 32to .71 STLE 48 to .83
R4, noncompliance with
remediation attempts 50 27 to .68 67 42 to .81
R5, stress .01 —.26 to .28 .02 —72 to .44
Total 47 .22 to .66 647+ .36 to .79
HCR-20 total .85%** 76 to 91 9 .86 to .96

 Interrater reliability of this item reflects simply the transcription of preexisting psychopathy scores
according to HCR-20 scoring criteria. Psychopathy was measured with use of the Hare Psychopa-

thy Checklist—Revised (54).
"p<.05
“p<.01
“p<.001

schizophrenia (73 percent), mood
disorders (18 percent), substance-re-
lated disorders (5 percent), and other
(3 percent). A quarter of the sample
(24 percent) had a diagnosis of a per-
sonality disorder.

Procedure

HCR-20 (version 2). The HCR-20
comprises 20 key risk factors in three
domains—historical, clinical, and risk
management, which are listed in
Table 1. The historical domain re-
flects factors related to past conduct,
mental disorder, and social adjust-
ment, which typically are document-
ed or established in official records.
The clinical domain reflects factors
related to current psychological func-
tioning, which typically are observed
or inferred from recent behavior. The
risk management domain reflects fac-
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tors related to future adjustment
problems, which are speculated or
anticipated on the basis of historical
and clinical factors as well as plans
and goals.

As recommended in the test manu-
al, the 20 items were rated 0, absent;
1, possibly or partially present; or 2,
definitely present. As is commonly
done for research, we summed the
numerical item ratings to yield four
dimensional scores: historical scores,
clinical scores, risk management
scores, and HCR-20 total scores (all
items). Thus possible HCR-20 total
scores ranged from 0 to 40. Raters
then made structured final risk judg-
ments of 1, low; 2, moderate; or 3,
high (explained in further detail in
the manual). Several other ratings
were used as covariates in some
analyses—for example, confidence

ratings and whether HCR-20 items
were considered to be “critical” or
“criminogenic.” A rating of critical in-
dicates that the raters believed that
the item could, on its own, compel a
rating of high risk (27). A rating of
criminogenic indicates that the raters
believed the items in the case at hand
were relevant to risk of violence.

The raters were two master’s-level
clinicians and clinical psychology
graduate students. This small number
of raters was chosen to minimize rater
effects. Both raters had clinical expe-
rience in psychiatric, correctional, and
forensic settings; had completed core
courses in clinical psychology and
forensic mental health; and were
trained specifically to use the HCR-20,
including completion of three sample
cases. After training, the raters inde-
pendently completed the HCR-20 for
five individuals who had been acquit-
ted by reason of a mental disorder and
resolved difficulties with the trainer.
The raters gathered clinical informa-
tion from the full clinical-legal files of
participants as they existed at the time
of discharge. The files were rich and
detailed, containing social, psychologi-
cal, psychiatric, medical, criminal, and
legal information. Each rater assessed
75 participants, with an overlap of 50
percent—one rater coded participants
1 through 75 and the other coded par-
ticipants 26 through 100, so that par-
ticipants 26 through 75 were coded
twice, for interrater reliability. This
training and coding procedure is rep-
resentative of HCR-20 research and
consistent with the manual.

Detection of violence. Violence
in the community was coded both on
the basis of criminal records of con-
victions and from clinical files after
discharge from the hospital by sepa-
rate raters who were blinded to HCR-
20 ratings. Clinical files were based
primarily on outpatient forensic psy-
chiatric, psychological, and nursing
contacts, usually conducted at regu-
larly scheduled intervals—for exam-
ple, monthly. However, clinicians
were not part of data collection, so
standardized violence interviewing
procedures were not possible. The
clinical files included reports from
patients, families, and treating profes-
sionals during the course of the fol-
low-up. Thus, although only two file-
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based sources were used to detect vi-
olence, one of these included self-re-
ports and collateral reports. In accor-
dance with the HCR-20 manual, vio-
lence was defined as actual, attempt-
ed, or threatened physical harm of
another person. Acts of violence were
divided into broad categories of any
violence, physical violence, and non-
physical violence, which is consistent
with the approaches used in other risk
assessment research (12,45-47).

Statistical analyses

Intraclass correlations (ICCs) were
used for reliability analyses. The ICC
is a measure of chance-corrected
agreement rather than association
(such as Pearson’s r) and hence is sen-
sitive to additive and multiplicative
biases between raters (48). ICC is
mathematically equivalent to a
weighted kappa (49,50).

To address validity analyses, several
statistical procedures were used, in-
cluding receiver operating character-
istic (ROC) analysis (51). ROC analy-
sis is independent of the criterion
base rate and produces an effect—the
area under the curve (AUC)—by
plotting sensitivity and specificity
pairs for each possible cutoff score on
ameasure. The AUC equals the prob-
ability that a violent person will re-
ceive a higher score on the predictor
than a nonviolent person.

Survival analysis was used to evalu-
ate whether HCR-20 structured final
risk judgments added incrementally
to numerical scores. This analysis uses
time to an event as the dependent
measure, models the time to an event,
and controls for unequal follow-up
times between participants (52).

All statistical analyses were conduct-
ed with use of SPSS, version 10.1 (53).

Results

Descriptive variables

The mean+SD total HCR-20 score of
the 100 patients in our sample was
24.70+4.64, and the range was 11 to
36. For the historical scale, the mean
was 14.14+2.79 (range, 6 to 19); for
the clinical scale, 4.68+2.02 (range, 0
to 10), and for the risk management
scale, 5.88+1.49 (range, 2 to 9). The
proportions of patients who were vio-
lent after release were 14 percent for
nonphysical violence, 15 percent for

Table 2
Agreement between two raters on structured final risk judgments for 50 forensic
psychiatric patients®
Rater B
Low Moderate High Total,,
Rater A
Low 9 4 0 13
Moderate 2 23 4 29
High 0 5 3 8
TotalB 11 32 7 50

* ICC, (weighted kappa)=.61; ICC,=.76. Total, refers to the row totals of low, moderate, and high
ratings made by rater A. Total,, refers to the column totals of low, moderate, and high ratings made

by rater B.

physical violence, and 22 percent for
any violence. The average time from
release to follow-up was 42.91+13.29
months (median, 45.27 months;
range, .13 to 63.07 months).

Reliability

The ICCs of the two raters for the
HCR-20 items and scales, based on
the 50 overlapping patients, are listed
in Table 1. A one-way random-effects
model of the ICC was used for both
the reliability of single-rater ratings
(ICC,) and averaged ratings (ICC,).
ICC, was considered the primary in-
dex of reliability, but ICC, was used to
gauge the potential reliability of aver-
aged ratings. For individual historical
items, ICC, ranged from .41 (histori-
cal scale, item 4) to 1.0 (historical
scale, item 7). Because the latter item
reflected mere transcription of preex-
isting psychopathy scores (54), item 8§
on the historical scale attained the
highest actual interrater reliability
(ICC,=.89). Most ICC, values (eight
of ten) were equal to or greater than

.70. ICC, values paralleled this pat-
tern, but, as expected, were higher.
Most ICC, values (eight of ten) were
equal to or greater than .80. ICC, val-
ues for the clinical scale ranged from
.34 (item five) to .69 (item 3). None of
the values was greater than .70. Items
on the risk management scale were
problematic; ICC, values ranged from
.01 (item 5) to .54 (item 3). None of
the values was greater than .60.

Agreement for the structured final
risk judgments is summarized in
Table 2. The two raters agreed in the
case of 35 (70 percent) of the 50
overlapping patients, and there were
no “low/high-risk” errors. Chance-
corrected agreement (ICC,, or
weighted kappa) was .61, (p=.001,
95 percent confidence interval [CI]=
41 to .76); ICC, was .76 (p=<.001,
CI=.58 to .86).

Validity

The proportions of each type of vio-
lence across structured final risk
judgments of low, moderate, and high

Table 3

Postrelease violence across levels of structured final risk judgments for 100 foren-

sic psychiatric patients

Any violence® Physical violenceP Nonphysical vio-

(N=22) (N=15) lence® (N=14)
Risk level N % N % N %
Low (N=23) 2 9 1 4 1 4
Moderate (N=64) 12 19 7 11 8 13
High (N=13) 8 62 7 54 5 39
4 42=14.6, df=2, p=.001
b %?=18.3, df=2, p=<.001
¢ x2=8.4, df=2, p=<.05
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Table 4

Area under the receiver operating characteristic curves for HCR-20 scores for a

sample of 100 forensic psychiatric patients

Any Physical Nonphysical
HCR-20 score violence violence violence
Total score (0 to 40) 67* 70* 67*
Historical scale score (0 to 20) .63 .65 .64
Clinical scale score (0 to 10) 68* 70" .68*
Risk management scale score (0 to 10) 53 55 53
Numerical categories® Y 58 .62
Structured final risk judgment® 69* T4 .68*

20 to 19, 20 to 29, and 30 to 40, dummy coded as 1, 2, and 3 to give a numerical predictor on the
same metric (three-level scale) as the structured final risk judgment

b 10w, moderate, or high risk
“p<.05
“p<.01

risk are shown in Table 3. These judg-
ments were related to each type of vi-
olence. AUC values from ROC analy-
ses for these HCR-20 clinical judg-
ments were statistically significant for
each outcome criterion, as can be
seen from Table 4. AUCs for the
HCR-20 structured final risk judg-
ments varied between .68 and .74, de-
pending on the violence index.
Kaplan-Meier bivariate survival

analysis was conducted for each out-
come criterion. When “any violence”
was used as the dependent measure,
structured final risk judgments
emerged as a significant predictor
(log rank=21.1, p<.001). Results were
similar when “physical violence” was
used as the outcome (details can be
obtained from the first author). The
survival function is shown in Figure 1,
illustrating that patients who were

Table 5

Cox regression analyses comparing actuarial and structured (clinical) final risk
judgments for a sample of 100 forensic psychiatric patients®

Criterion B SE Wald P p
Any violence
Block 1
Historical scale .098 .088 1.239 1.103 .266
Clinical scale .299 114 6.818 1.348 .009
Risk management scale —.143 150 918 .866 338
Block 2
Historical scale —-.021 .098 .045 979 .832
Clinical scale 123 122 1.024 1.131 312
Risk management scale -.374 176 4.522 .688 .033
HCR-20 SFRIb 1.769 .589 9.016 5.867 .003
Physical violence
Block 1
Historical scale .100 110 .826 1.106 363
Clinical scale .368 142 6.698 1.445 .010
Risk management scale -.117 179 432 .889 511
Block 2
Historical scale —.065 125 268 937 .604
Clinical scale 141 154 .838 1.151 360
Risk management scale —.408 .220 3.455 .665 .063
HCR-20 SFR]b 2.245 758 8.774 9.443 .003

B is the unstandardized prediction coefficient. Wald is the test statistic. e? is the exponentiated un-
standardized beta coefficient and is the effect size in Cox regression. It is a hazard ratio indicating
the increase in the hazard of violence for every one-step increase in the predictor—that is, from
low to moderate and from moderate to high. For example, an ? of 1.5 represents a 50 percent in-

crease in the hazard of violence.

b Structured final risk judgment of low, moderate, or high risk
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judged to be high risk were more like-
ly to be violent—and to be violent
sooner—than other patients.

Multivariate analyses

Cox regression analyses were carried
out with use of “any violence” as the
outcome. The results were highly sim-
ilar for physical violence. First, scores
on the historical, clinical, and risk
management scales were directly en-
tered as block 1. On block 2, the HCR-
20 structured final risk judgments
were entered by using the forward
conditional method. This entry proce-
dure was used so that all the HCR-20
numerical scores were included in the
final model but that HCR-20 struc-
tured final risk judgments would be in-
cluded only if they significantly im-
proved the overall model.

The results are presented in Table
5. When “any violence” was used as
the outcome measure, the historical,
clinical, and risk management scores
together produced a significant mod-
el fit on block 1 (-2 log likelihood=
181.754, X2:9.904, df=3, pS.05).
Only the clinical scale was a signifi-
cant predictor in the model. The
HCR-20 structured final risk judg-
ments were then entered as block 2
and produced a significant improve-
ment to the model’s fit (y*> change=
9.828, df=1, pS.Ol). The HCR-20
structured final risk judgments were
most strongly related to violence,
over and above the actuarial scores.

Analyses were conducted that also
added potentially relevant covariates
to block 1 of the Cox regression mod-
el: psychopathy score on the Psy-
chopathy Checklist-Revised (PCL-R)
(54), gender, violent index offense,
critical item summation, crimino-
genic item summation, and numerical
confidence (scored 1 to 10). This ini-
tial block was not significant, al-
though the clinical domain was (-2
log likelihood=178.556, x*=12.276,
df=9, p=.20). This result probably
stemmed from lower power associat-
ed with a higher number of predic-
tors. Use of a forward conditional
(stepwise) entry procedure resulted
in a significant overall model, because
fewer variables entered the overall
model. The addition of the structured
final risk judgments as the second
block improved the models fit (x>
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change=9.615, df=2, p=<.01). Only
the structured final risk judgments
were significant in the final model. As
such, these analyses show that struc-
tured final risk judgments—or clini-
cal judgments—added incrementally
to not only numerical HCR-20 scores
but also to other potential predictors
as well, used actuarially.

Discussion

Actuarial and structured professional
judgment models of risk assessment
have been developed in response to
unstructured clinical prediction. In
this study we sought to evaluate the
HCR-20 generally and to evaluate
one aspect of the HCR-20 and the
structured professional judgment
model specifically—that is, the mod-
el’s structured final risk judgments
intended for use by clinicians. Bi-
variate analysis showed that such
judgments predicted violence with
moderate to large statistical effects.
That is, AUC values from .68 to .74,
converted into Cohen’s d with trans-
formational procedures provided by
Dunlap (55) and on the basis of Co-
hen’s (56) suggestions for guidance
regarding the size of effects (d=.80
is considered large), suggested that
these AUCs were moderate to large.
Importantly, the judgments added
incrementally to models consisting
of HCR-20 numerical indexes and to
models including other potentially
important covariates. These validity
findings based on the HCR-20 are
consistent with those of studies of
other structured professional judg-
ment measures (35,41).

Interrater reliability of structured
final risk judgments (.61 and .76) was
“good” (49) to “substantial” (50),
without instances of low/high-risk dis-
agreements between raters. These
findings also parallel those of others
(35), who reported ICC values of .57
to .61 for structured final risk judg-
ments with use of another measure
(27). Some authors have warned
against the use of clinical judgments
in risk assessment (5,9) and clinical
decision making more generally
(10,57-59). The study reported here,
along with other research (35,40),
suggests that this “lack of utility” posi-
tion ought to be revisited with respect
to structured clinical decisions made

Figure 1

Survival functions for “any violence” based on clinical risk ratings. In the low-risk
group, two of 23 patients (9 percent) were violent; in the moderate-risk group, 12
of 64 (19 percent) were violent; and in the high-risk group, eight of 13 (62 percent)

were violent
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on the basis of the structured profes-
sional judgment model of risk assess-
ment. This model addresses some of
the concerns about unstructured clin-
ical judgment, such as subjectivity,
lack of attention to important risk fac-
tors, and variability across clinicians.
It also has been shown in three of
three direct comparisons (including
in this study) to be more strongly re-
lated than actuarial predictions to rel-
evant outcome criteria (35,40).
Limitations of this study include its
pseudo-prospective design and use of
ratings based solely on data obtained
from patients” files. It is likely that
both of these factors limited reliabili-
ty and validity, because they preclud-
ed optimal measurement procedures,
the specific targeting of study con-
structs by raters, and they necessitate
reliance on the clinical reporting of
other professionals. However, in this
study file-based clinical information
included numerous richly descriptive
psychiatric, psychological, social
work, nursing, legal, and other re-
ports and documents. Furthermore,
the design is a reasonable alternative
to a true prospective design if raters
are kept blinded, because it permits
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statements to be made about the rela-
tionship between predictors and sub-
sequently occurring criteria.

Another limitation was the use of
only two raters. This approach was
used to minimize substantial rater ef-
fects. However, subsequent research
will need to address such possible ef-
fects—for example, does the raters
gender or race matter? Our study was
considered a prerequisite to these
other necessary efforts. Furthermore,
the relationship between numerical
HCR-20 ratings and violence, al-
though statistically significant (in the
case of total HCR-20 scores and clin-
ical scores , was smaller than in some
previous HCR-20 studies (12).

Whether our findings would be
replicated if the numerical findings
were stronger is an empirical ques-
tion. Another important question is
whether the findings would be gener-
alizable if more serious forms of vio-
lence could be measured (4). The re-
sults of our study were similar
whether physical (more serious) or
nonphysical (less serious) violence
was used as a criterion. Similar find-
ings have been reported for other
HCR-20 studies (12).
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Measures were coded for research
purposes, so HCR-20 scores did not
follow the patients. However, the
treating psychiatrists probably would
have included an HCR-20 completed
independently for clinical practices,
or a risk assessment of some kind, in
their discharge summaries. It is un-
clear what, if any, effect this practice
would have on the validity of the
HCR-20 indexes collected in this
study for research purposes. A higher
HCR-20 score could cause increased
surveillance, leading to observation of
more violence. It also reasonably
could lead to more effective risk man-
agement and treatment, leading to
fewer episodes of violence to observe.
Whatever the effect, it was indirect
because the outpatient clinicians did
not have the HCR protocols used in
this study.

Conclusions

The results of this study provide rea-
sonable support for the decision-
making scheme of the structured pro-
fessional judgment model of risk as-
sessment and are inconsistent with
the position that clinical decisions
about violence risk are perforce unre-
liable and invalid. The study evaluat-
ed one piece of the structured profes-
sional judgment model. Subsequent
studies should consider whether use
of the structured professional judg-
ment model actually prevents subse-
quent violence—an explicit goal of
the structured professional judgment
model (13,14,17-19) and an emerg-
ing conceptual theme in the field
more broadly (15,60,61). That is, the
structured professional judgment
model intends to guide clinicians to
arrive at a risk level through consider-
ation of what risk factors are present,
their salience for the individual at
hand, and the attendant risk manage-
ment and intervention strategies that
will reduce these factors. ¢
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2003 Institute on Psychiatric Services
Focuses on Access to Integrated Care

The Institute on Psychiatric Services—APA’s annual
clinical conference on community care and advances in
service delivery—will be held October 29-November 2
at the Boston Marriott Copley Place. An innovative pro-
gram of symposia, lectures, and workshops will give par-
ticipants the tools they need to care for the most vul-
nerable patients at a time when public mental health
systems are in critical condition.

The preliminary IPS program appeared in the June
issue of Psychiatric Services. It is also available on APAs
Web site at www.psych.org, along with on-line registra-
tion. Order the preliminary program by calling 888-357-
7924. For institute information, call Jill Gruber, associ-
ate director, Institute on Psychiatric Services, at 703-

907-7815.
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