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Thesis Abstract  
 

This thesis focuses on exploring positive risk management (PRM) within mental healthcare. 

Section one is a realist review which aimed to understand the contexts and resulting 

mechanisms by which PRM may work, or not work, within mental healthcare settings. A 

systematic search of empirical literature across five databases, alongside a grey literature 

search, returned 20 eligible papers for inclusion. Analysis resulted in eight context, 

mechanism, outcome (CMO) configurations pertaining to two key theory areas: quality of life 

and risk. The review suggests there are several key contexts and resulting mechanisms acting 

as barriers of facilitators to the implementation of PRM within mental healthcare settings 

including access to relevant staff support and training, pressures and lack of resource in 

services, personal views on risk acuity and over reliance on structured risk tools. Findings 

highlight the need for increased staff support and clearer guidance for services to adopt a 

PRM approach. Future research should focus on testing and refinement of initial theories.  

Section two outlines an empirical study which aimed to qualitatively explore how staff 

working in adult community mental health services experience, understand and utilise PRM. 

Twelve professionals from community services took part in semi structured interviews and 

data was analysed using reflexive thematic analysis. Three themes were identified: ‘The 

System: Working With us or Against us?’, ‘Internal States’ and ‘Staff and Service Users: 

Working Together to Drive Recovery’. Findings suggest the ability to safely and effectively 

use PRM was influenced by several factors including systemic level pressures impacting 

staff’s emotional well-being and confidence, with connection and togetherness acting as a key 

facilitator of a collaborative, PRM approach. Future research involving the service user voice 

is recommended.   



 

Section three details the critical appraisal which discusses the process of completing this 

thesis, considering decisions, personal reflections and challenges encountered.  
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Abstract 
National policy and guidelines promote the use of positive risk management within mental healthcare. 

Despite this, yet it’s use remains limited, suggesting there are likely barriers to its implementation. 

The use of a collaborative, strengths-based approach to risk management promotes recovery and 

independence for service users, whilst restrictive practice limits opportunity for independence and the 

promotion of responsibility over one’s own risk management. This realist review attempts to 

understand the contexts and resulting mechanisms by which PRM works within mental health care 

settings. The author completed a systematic search of empirical literature in CINAHL, PsychINFO, 

SOCindex, Medline and Embase, alongside a grey literature search. Context, Mechanism and 

Outcome (CMO) configurations were generated iteratively alongside an expert panel and the wider 

research team and grouped into relevant theory areas. 20 eligible manuscripts were identified, 

resulting in eight CMO configurations within two theory areas. The theory areas pertained to key 

outcomes relating to the use of PRM for staff and service users: risk and quality of life. The findings 

suggest the need for further support structures in place for staff working with risk in mental health 

services to promote the use of PRM. Considerations for future work are discussed.  
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Introduction 

Risk assessment and management in clinical practice is vital as it provides opportunity for 

collaboration between service users, family and professionals with a joint aim of promoting recovery 

and safety (Worthington et al., 2013). For healthcare services to adopt a genuine person-centred 

approach, professionals need to exhibit a fundamentally proactive mindset and a willingness to take 

certain risks (Morgan & Andrews, 2016). Effectively assessing and managing risk is a key factor in 

the provision of mental health care and is therefore essential for staff working in these settings 

(Hawley et al., 2010). Risk of various forms is inevitable within mental health services, including risk 

of self-harm or suicidal behaviours. The National Confidential Inquiry into Suicide and Safety in 

Mental Health (Healthcare Quality Improvement Partnership, 2024) reports 18,339 suicide deaths by 

people in contact with mental health services from 2011-2021, 46% of which had contact with 

services in the week before their death. During this time, 4,767 service users died by suicide in acute 

mental health care settings, including inpatient, post discharge care, and crisis resolution or home 

treatment. Assessment of the behavioural characteristics of those who died by suicide during this 

period found 63% had a known history of self-harm. Importantly, this inquiry states clinicians judged 

the immediate risk of suicide to be ‘low’ or ‘not present’ for 82% of service user deaths at their final 

contact. This highlights that there are important opportunities for prevention, further learning, and 

reflection on risk management approaches within mental health services to ensure the safety and well-

being of vulnerable populations.  

National policy and guidance within the United Kingdom promote the use of positive risk 

management (PRM). In their policy on best practice in risk management, the Department of Health 

(2009) define PRM “…risk management, which improves the service user's quality of life and plans 

for recovery, while remaining aware of the safety needs of the service user, their carer, and the 

public”. The term positive risk taking (also known as therapeutic risk taking, collaborative risk taking 

and various related terms) was first recognised during the 1990’s, with the aim of clinicians taking a 

more collaborative, person centred response to supporting service users with more severe, long term 

mental health difficulties (Morgan & Andrews, 2016). Since then, research has indicated PRM can 

reduce overall risk of harm and improve quality of life for service users (Roberston & Collinson, 

2011). For staff, PRM may incorporate actions such as open collaboration with service users and 

family/carer’s, understanding strengths and promoting independence through empowerment, trust, and 

choice. Policy and best practice guidance advocate for the adoption of PRM within mental health 

services. However, it is not consistently utilised by staff working in psychiatric settings. In one study, 

only 10% of service users within an inpatient setting were found to have been involved in their risk 

management plans and discussions (Coffey et al., 2019). In addition, Langan (2008) found most 

professionals were not involving service users in risk assessment and the majority of service users 

interviewed in this study were unaware that professionals were undertaking risk assessments on them. 
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Further work has highlighted the need for additional support, education and training for practitioners 

to apply shared decision making with family members and caregivers whose loved ones have a 

diagnosis of severe mental illness (Bradley & Green, 2017). Existing research in this area suggests 

there are further contextual factors affecting the use of PRM within practice.  

 A further barrier to the implementation of PRM is that its definition varies considerably across the 

literature and there is a distinct lack of clear guidance on how to use this this approach appropriately 

(Just et al., 2021a). In a recent systematic review of PRM policy and guidelines Just et al. (2021a) 

found discrepancies and tensions in the conceptualisation of PRM both within and between policies, 

as well as contradictory definitions across documents suggesting further barriers to its application.  

Throughout the history of the NHS various methods have been used to assess current or future risk to 

self or others within mental health settings. Standardised clinical risk tools are still used within 

services despite the National Institute for Health and Care Excellence (NICE) guidance emphasising 

that such tools are not a suitable, reliable method for predicting future suicide or repetition of self-

harming behaviours (NICE, 2022). The guidance goes on to state these actuarial risk tools should not 

be used to predict future behaviours or determine access to treatment or hospital admission. In recent 

years an emphasis has been placed on encouraging risk management to be personal and 

individualised, focussing on building strong therapeutic relationships and continually aiming to 

involve family or carer’s in decision making (Healthcare Quality Improvement Partnership, 2024), in 

line with a PRM approach. The reliance upon standardised risk tools within services may minimise 

opportunity for such collaboration. The accuracy and practicality of these tools are reliant upon 

appropriate use, interpretation and dissemination by the person administering them and research has 

highlighted significant variation in the predictive ability of risk scales as well as their limited impact 

on the outcomes of risk events such as violence toward others and suicide (Callaghan & Grundy, 

2018; Quinlivan et al., 2014; Steeg et al., 2018).   

There is a distinct lack of literature exploring the use, experience and application of PRM within 

clinical practice and limited understanding barriers to its use. Little is known about the contextual 

factors that may play a role in determining the success of PRM and the mechanisms by which these 

might operate across different settings. Realist reviews aim to make sense of complex interventions 

which are offered across various contexts, such as PRM (Pawson & Tiley, 1997; Wong et al., 2017). 

Realist reviews seek to answer the question “what works for whom, in what circumstances, how and 

why?” (Wong et al., 2016) by attempting to understand different contexts which then trigger 

mechanisms underlying how the intervention works in practice and the various outcomes this may 

produce. Realist reviews are generally theory generating rather than theory testing and utilise a wide 

range of differing data sources to develop hypotheses and ideas which are then refined and lead to 

program theory development through context, mechanism, outcome (CMO) configurations. The aim 
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of this systematic realist review was to answer how, why, for who and in what context does PRM 

work in mental health care settings? The review sought to understand the key mechanisms of action 

and highlight contextual factors which influence how these mechanisms are activated in different 

environments within mental health settings. 

Materials and Methods 

The review draws on a realist approach (Pawson et al., 2004, 2005) and utilised RAMESES guidance 

for the reporting of realist reviews (Wong et al., 2016). The review protocol and search terms were 

published online prior to commencement (PROSPERO: CRD42023417299). This review employed 

an iterative, multi staged approach to develop and refine emerging findings.  

Stage 1: Defining the scope of the review  

During the initial stages the research team refined the scope and discussed the key aims of the review. 

The focus of the review was positive risk management (PRM), which can be conceptualised in 

multiple ways and has a varying definition across the literature. For the purpose of this review, the 

researchers adopted the Department of Health’s (DoH) most recent definition of PRM (Department of 

Health, 2009). Core components of this definition of PRM include working collaboratively with 

service users, being attentive to views or carers and family, weighing up potential costs and benefit to 

different actions, a willingness to take a decision involving risk if positive benefits outweigh risk and 

ensuring service user and those around them are fully informed about the benefits and risks involved 

in such decisions.  

2. Initial programme theory development 

A preliminary scoping search of relevant literature was conducted as well as individual meetings with 

three expert panel members to produce broad initial theories and ideas around how positive risk 

management operates within different contexts. The expert panel consisted of two Clinical 

Psychologists specialising in higher risk forensic settings within the NHS and a mental health nurse 

with experience of both inpatient and community mental health settings. All panel members had 

expertise in, or enhanced knowledge of, positive risk management in mental healthcare. The first 

meeting involved discussing the panel members experience and knowledge of PRM, their 

perspectives on what makes PRM work, for whom and in which contexts. Detailed notes of each 

meeting were made and discussed within the research team to identify broader theory areas to scaffold 

the development of CMO configurations. Discussions with the expert panel members also supported 

the identification of two key outcomes: quality of life and risk related outcomes.  A second meeting 

took place 6 months later with each panel member to discuss initial findings from the literature and 

further refine initial CMO configurations.  

3. Identifying the literature  
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A systematic search of the literature was conducted in June 2023 using CINAHL, PsychINFO, 

SOCindex, Medline and Embase. Search terms were based on the key definitions and terminology 

within the literature, recognising the broad definitions and understanding of PRM that exist. 

Reference lists of eligible papers were also screened to identify further studies for potential inclusion. 

See Appendix 1-A for search terms used for each database.  

The aim of the review process is to identify information that provides relevant insight and information 

toward the research question, independent of where the data are sourced (Rycroft-Malone et al., 

2012). Selection is based on how the source contributes to the process of programme theory 

development, refinement and testing; therefore, the inclusion of grey literature is an important aspect 

of realist research. A further concurrent search of grey literature databases was conducted using 

Google, NHS England Publication website, NICE website, NHS England Publication website and 

GOV.UK. The terms ‘positive risk management’ and ‘positive risk taking’ were entered to identify 

documents containing information supporting the development of program theories. Additional terms 

relating to PRM, such as ‘therapeutic risk taking’ and collaborative risk taking’ were also explored 

within the grey literature search but led to the identification of a high number of irrelevant and 

spurious publications. Therefore, grey literature was limited to the above two key phrases. The 

reference list of other relevant literature, for example Just et al., (2021b) was screened to capture any 

further grey literature sources.  

Identified papers were screened against an inclusion and exclusion criteria. Sources were included if 

they had a focus on positive risk management (or synonymous terms e.g. therapeutic risk taking) and 

provided insight into the mechanisms underlying positive risk management. Sources were excluded if 

they had a primary focus on social care or charity sector (e.g. a non mental healthcare setting), had a 

primary focus on physical health settings, were in non-English language or manuscripts which did not 

form whole policies (e.g. flyers/leaflets). All study designs were considered for inclusion in this 

review, in line with realist research guidance (Pawson et al., 2004; Booth et al., 2018). The sources 

needed to provide insight into the context and mechanisms in which PRM operates in mental health 

services. It is acknowledged that the fundamental aspects of PRM may be described and 

conceptualised differently across different sources of literature. This approach to risk management 

may be named variably depending on the environment and setting it is being used within, as well as 

the authors own understanding of its concept and utilisation. For example, terms such as ‘positive risk 

management’, ‘therapeutic risk taking’ and ‘proactive risk taking' are used synonymously across 

policy and literature, each conceptualising the core definition and aims of PRM, but are labelled in 

different ways.  

Titles and abstracts of the identified empirical papers were screened by the lead author before full 

manuscripts were then reviewed against the inclusion/exclusion criteria. Reference lists of relevant 
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literature were screened to identify any further empirical papers for inclusion. For grey literature, full 

texts were read and searched for references relating to PRM. Included sources were required to 

provide relevant insight into the mechanisms and contexts in which PRM operates within mental 

health care settings.  

This process included reviewing all literature and reports against the published standards of relevance, 

richness and rigour within realist research. These standards help to ensure the data are relevant to the 

topic area of PRM, rich both contextually and conceptually therefore adding depth and meaning to the 

program theory development and also rigorous in terms of the methodology and approach used 

(Booth et al., 2013; Dada et al., 2023; Pawson et al., 2004). Where there was no reported 

methodology, for example within some grey literature sources, rigor was assessed based on the 

credibility of any findings reported and the perceived trustworthiness of the source (Dad et al., 2023). 

Any reports deemed to be of low relevance, richness and/or rigor were excluded from the review 

given their lack of contribution toward identifying CMO’s.     

Data Extraction  

Abductive and retroductive reasoning were used as a focus of the data extraction process to identify 

CMO configurations and develop program theories relevant to each broader theory area. Abductive 

reasoning seeks to identify the simplest and most likely conclusion from a set of observations amongst 

many alternatives, utilising a pragmatist perspective (Walton, 2005). Realist methodology commonly 

uses a retroduction as a form of reasoning, referring to the identification of hidden causal forces that 

sit behind identified patterns or changes in such patterns, with the assumption that societies have 

underlying causal properties which realist inquiry seeks to understand (Wong et al., 2017). All 

identified papers were read in depth and data relevant to understanding any aspect of elements of a 

CMO configuration were extracted and sorted into theory areas. Two of the authors contributed to this 

process, extracting relevant information and discussing findings to ensure reliability and consistency 

of findings.  

Analysis and Synthesis Processes 

As data were collected outcome patterns were observed and analysed iteratively, whilst working to 

identify CMO configurations. All authors contributed to the analysis. Authors met regularly 

throughout the analysis process to discuss findings and identify and refine CMO configurations. The 

authors reviewed the configurations ensuring adequate evidence for each, ensuring distinctness of 

each CMO and re grouping where necessary. CMO’s were then sorted into relevant theory areas for 

reporting. 
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Results 

Initial programme theory generation  

Expert interviews and scoping searches identified preliminary theory areas which were then further 

developed and expanded upon through the empirical and grey literature review. Initial broad theory 

areas encapsulated ideas around emotions linked to risk management, the impact of PRM on the 

wellbeing of staff and service users and the impact of PRM on risk related outcomes.  

Refinement and development of programme theory’s 

The systematic search and screening of empirical and grey literature sources resulted in 20 reports 

(see Figure 1-1 for flow diagram). 16 of the eligible reports were research articles and 4 were grey 

literature sources. Table 1-1 details included reports.  

 

[Insert Figure 1-1 Here] 

 

[Insert Table 1-1 Here] 

 

During the realist synthesis process, the authors iteratively developed eight CMO’s focused around 

two theory areas: ‘Quality of Life’ and ‘Risk’. These two theory areas each relate to a key outcome of 

PRM, with each CMO configuration linking to at least one of these outcomes. The two theory areas 

represent a refinement of ideas from the initial expert panel interviews. Risk and quality of life were 

identified as key primary outcomes of PRM, encompassing bidirectional relationships within each 

outcome. For example, quality of life and level of risk may be either positively or negatively impacted 

by the context and mechanisms at play, each effecting various elements of the system including staff 

and service users. Table 1-2 illustrates the eight CMO’s, grouped into their theory area alongside 

supporting quotes for each configuration. Importantly, the CMO’s are not entirely independent of each 

other and instead are interlinked. The amalgamation of the theory areas and CMO’s produce broader 

hypotheses around what makes PRM work within mental health care and crucially how this may lead 

to improved outcomes for both staff and service users operating within these systems.  

[Insert Table 1-2 Here] 

 

Theory Area 1: Quality of Life  
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Quality of life included numerous aspects of wellbeing and functioning, including independence, 

autonomy, choice and wellbeing. Factors affecting the application of PRM within mental health care 

settings, such as actuarial approaches to risk management, anxiety within healthcare professionals and 

staff’s perceptions of risk-taking behaviours acted as major barriers to service users feeling supported 

and empowered, ultimately negatively impacting their recovery and quality of life. Staff’s previous 

experiences of risk related incidents and access to relevant training and organisational support was felt 

to contribute to professional anxiety, defensiveness and a more restrictive approach to risk 

management being adopted. Conversely, providing staff with an environment whereby decisions can 

be shared, and people feel well connected influenced feelings of safety and confidence, resulting in 

positive risk taking which positively impacts service user quality of life through increased 

independence, ownership and trust. The five CMO’s within this broader theory area are presented 

below.  

CMO 1.1: 

If risk management is used purely as a means to eliminate all risk, creating an impossible task, this 

increases professional anxiety and fear, resulting in more restrictive approaches which impacts quality 

of life for both service users and staff.   

There was a tendency toward risk management being viewed as entirely preventative, with the aim of 

avoiding any and all harm which in turn reduced propensity to utilise PRM. Anxiety and fear acted 

mechanistically, driving aversion to positive risk taking through concerns around negative 

consequences resulting in more restrictive approaches. This was seen to not only impact service user 

quality of life through decreased opportunities for independence and recovery, but also may 

negatively impact staff. Working within a system where risk is viewed as something which can be 

entirely eliminated fuels feelings of anxiety and fear. Such risk averse environments result in staff 

practicing in a way which focusses on avoiding any type of risk occurring, therefore limiting 

collaboration, creativity and empowerment in allowing service users to learn to manage risks 

independently in line with a recovery model of care.  

“The existing culture was perceived by participants, without question, as emphasizing that harmful 

consequences of taking risks are best avoided, limiting the possibilities of innovation and movement 

towards recovery-oriented approaches.” Tickle et al, (2014) P104 

When risk management is viewed in such a way, it also led to feelings of disempowerment in staff. 

This acted as a further obstacle to the implementation of PRM as staff felt the need to conform to a 

risk-averse culture that they were employed within. This created difficulties in staff actively choosing 

to utilise a more collaborative, strengths-based approach to risk management and ultimately led to a 

less empowering experience for both service users and staff.  
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“Some mental health worker participants described how they experienced peer pressure to conform to 

their team’s risk averse culture of practice and felt disempowered in encouraging service users to take 

positive risks toward recovery” – Holley et al, (2016) P 318 

 

CMO 1.2:  

If professionals are part of a well-connected team where responsibility it shared, this increases 

feelings of safety and confidence in decision making, increasing their ability to take positive risks with 

service users.  

The reports in this review suggest the successful implementation of PRM within mental health 

services is reliant upon professionals feeling well supported through a connected team where 

responsibility surrounding risk can be readily shared and communicated. Connection with colleagues 

could come in various forms, for example through supervision and regular team meetings. Such 

connection was felt to support staff to feel safer in their own clinical judgement and increased 

confidence in making decisions to take a more proactive PRM focused approach to risk management.  

“the participants described support from their colleagues was vital. This included letting off steam 

and seeking out emotional and practical support.” Thompson et al, (2008) P158 

 

Conversely, a lack of support and shared decision making within teams can lead to professionals 

feeling alone and overwhelmed, reducing their ability to take positive risks which promote aspects of 

quality of life such as independence and autonomy as well as the recovery of service users. It was felt 

that staff who are tasked with managing high levels of risk without the backing of colleagues to 

discuss and share decisions or concerns were less likely to feel confident in using PRM, and instead 

may take a more restrictive approach which feels ‘safer’ in terms of minimising the likelihood of a 

negative outcome.  

“Lone based risk decisions felt too challenging and overwhelming, yet with the support of others, that 

uncertainty had become more manageable.” Just et al, (2021b) P1905 

 

CMO 1.3: 

If staff members receive relevant training and exposure around recovery and risk management 

approaches, they feel clearer about its application and relevance for service users, allowing them to 

become more confident and skilled around using PRM which is key in the promotion of independence 

for service users to facilitate improved quality of life.  
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Some sources suggested that access to regular training around risk management and recovery was 

instrumental in supporting staff to feel skilled enough to use PRM when working with higher levels of 

risk. Staff who felt clear around the application and appropriateness of adopting a strengths-based, 

collaborative approach with service users may be more confident in taking positive risks compared to 

those who are less knowledgeable about PRM and how it relates to recovery. In the absence of 

adequate information, training and guidance, staff may defer to a more restrictive approach to ensure 

feelings of safety, despite the impact this may have on service user quality of life. This may be 

particularly important for more newly qualified staff, who have less exposure to PRM and its 

application within mental health services.  

“the 2-day strengths model training program was associated with significant pre-post-increases in: 

knowledge and belief in recovery principles, therapeutic optimism, as well as significant decrease in 

providers aversion to supporting positive risk taking.” Deane et al, 2019 P1427 

 

CMO 1.4:  

If staff have experienced previous risk related incidents with negative outcomes, this increases 

feelings of defensiveness and anxiety about future risk taking, resulting in more restrictive, less 

collaborative approaches to risk management which impacts service user independence and 

psychological wellbeing.  

Several reports emphasised the link between previous experiences of serious incidents and future risk 

aversion. Staff’s practice and decision making around risk assessment and management was 

influenced by their previous experiences of managing risk within services. It was suggested that prior 

difficulties or failures in reducing risk through positive risk-taking or less restrictive approaches may 

drive fear and defensiveness, resulting in avoidance in adopting such approaches with others. Previous 

negative experiences of risk taking with service users contribute to the development of risk averse 

attitudes which may be less favourable toward a collaborative, positive risk-taking approach, resulting 

in negative outcomes for service users. It is suggested such incidents may evoke feelings of 

defensiveness and anxiety within clinicians, linked to a sense of sole accountability for outcomes that 

practitioners may feel when working with service users and a lack of support from senior colleagues, 

linking to CMO 1.2.  

“A clinician who holds fears regarding a consumers capability to achieve the goal of living alone in 

the community may be driven by prior failures to do so successfully” – Crowe and Deane, (2018) P29 

 

CMO 1.5: 
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When professionals view an individual's risk as more acute or less predictable, this can lead to them 

feeling more anxious and less trusting of their own clinical judgment, resulting in the adoption of a 

more cautious approach. Such approach reduces their propensity to collaborate meaningfully and 

increases restrictive practice, negatively impact service user quality of life through reduced autonomy 

and empowerment over decision making.  

Perceptions surrounding the acuity and predictability of a service users' current level of risk drove a 

lack of confidence and trust within staff, ultimately impacting the level of caution they took when 

considering risk management. Acuity and predictability were linked to mental health settings and even 

diagnoses. A bias toward certain diagnoses was noted in some reports, for example viewing 

individuals with certain diagnoses as being inherently riskier and using such judgements to inform 

decision making around managing risk.  

“Beliefs about mental health dictated staff’s use and practice of PRM. Practitioners used diagnoses to 

determine risk and suitability for PRM… Staff believed it was valid to use diagnoses to determine risk 

and that some diagnoses were riskier than others.” Just et al, 2021B P1902 

Views toward acuity and predictability were linked to the mental health setting staff were working 

within with those in inpatient or forensic settings appearing to have more barriers to PRM. There was 

a sense of normalisation of certain approaches to risk management within such settings, in comparison 

to community-based settings. Staff adopted a more cautious approach with those they viewed as 

higher acuteness to manage feelings of anxiety that a negative outcome may occur, linked to CMO 

1.4. Some reports highlighted the impact such practice had on service users, including increased 

dependence and passiveness.  

“A higher proportion of respondents working in acute inpatient services ‘always’ put the person on a 

level of observation, remove items of risk and identify de-escalation strategies compared to those 

working in the community”. Higgins et al, (2016b), P164 

 

Theory Area 2: Risk 

The second theory area relates to increased or decreased risk as a key outcome of PRM within mental 

health care. Risk itself is defined variably across the literature. The DoH (2009) define risk as the 

“nature, severity, imminence, frequency/duration and likelihood of harm to self or others”. This theory 

area emphasises the impact various factors may have on the exacerbation or reduction in risk for 

service users and staff, highlighting how PRM can support in reducing harm and support staff to 

navigate risk management meaningfully. There were three CMO’s within this area.  

CMO 2.1:  
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If services are over reliant on structured, actuarial risk assessment tools, this reduces staff’s curiosity 

and meaningful connection with service users, meaning risk management plans are less individualised 

and reduces engagement.  

Reports placed an emphasis on the need for clinical judgement and holistic formulation within risk 

management, rather than the use of actuarial, standardised risk assessment tools such as 

questionnaires. Where services and staff were over reliant upon utilising such tools to assess and 

manage risk, the ability to create meaningful connection with service users was reduced. This 

connection formed a strong basis for the implementation of a PRM approach, therefore when this was 

lacking PRM was less likely to be adopted. Risk management plans created without connection and a 

level of collaborative curiosity are less individualised and person centred. Some reports highlighted 

how such plans mean service users are less likely to engage with them and may become dismissive of 

taking ownership over their own risk management. This may ultimately increase levels of overall risk, 

as service users feel less inclined to engage with a plan that is not adapted to their specific needs.  

“While reducing assessment to nominal categories might make for efficiency and provide a paper 

trail of evidence that a checking process has been carried out, the emphasis on tick boxes and lack of 

space to document ongoing evident, as evident in so many of the tools, has the potential to erode 

meaningful engagement with service users.” Higgins et al, (2016a) P392 

 

CMO 2.2: 

If services and staff are operating within a highly pressured environment where there is a lack of time 

and resource, this reduces opportunity to develop strong relationships and rapport between service 

users and staff through a lack of actual time together, meaning both parties feel a lack of safety and 

connection with each other. This results in risk management plans that are not person centred, making 

them less effective in managing risk and reducing positive engagement.  

Multiple reports highlighted the difficulties associated with time and resources for mental health 

clinicians and the knock-on effect this has on risk management and service user recovery. Pressures 

within the environment were broad and referred most commonly to actual time able to be spent with 

service users to develop a risk management plans as well as time to see service users regularly to 

build good relationships and connection. A lack of time due to competing demands and pressures 

elsewhere within the system act as a barrier to utilising PRM. Strong relationships and a good rapport 

between service users and staff form a fundamental aspect of PRM, allowing for the building of trust, 

openness and a sense of genuine connection. Reports suggest that where this is lacking, risk 

management becomes superficial in some ways, failing to produce a genuine person-centred plan 

where both parties feel safe to foster independence and take positive risk toward recovery.  
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“It is possible that initial enthusiasm for the new approach waned over time, something that has been 

found in other organizations particularly if there is a lack of stakeholder support, workforce issues, 

leadership issues and competing funding priorities” Deane et al, (2019) P1427 

Furthermore, some literature emphasised how service users within inpatient services are likely to 

recognise the lack of time and resource staff are working under, which can create a deterrent in them 

requesting help and further increasing potential risk of harm.  

“…she had noticed that individuals sometimes refrained from asking for help when they perceived the 

ward as being understaffed or the care providers as being too busy.” Bjarehed et al, (2020) P1663 

 

CMO 2.3: 

If policy and guidance lack clarity and consistency in its definition and explanation of PRM within 

mental health care this causes confusion, uncertainty and stress for professionals, which leads to staff 

relying on more restrictive, familiar risk management interventions which are more reliant on risk 

aversion rather than positive risk taking.  

Some literature highlighted the lack of clarity within policy and guidance surrounding PRM, it’s 

application and purpose within mental health settings, as well as discrepancies between documents. 

Some of the literature emphasised how when staff feel unsure about PRM and its related concepts, 

this creates confusion and uncertainty around how, when and where to use PRM, ultimately leading to 

an overall level of avoidance of the approach as a whole to avoid the discomfort of uncertainty that 

this evokes.  

“It is clear that there are discrepancies within documents with further agreement on a national level 

being required to ensure policies and guidelines provide a consistent and coherent message to 

frontline staff.” Just et al, (2021a) P338 

Such a lack of clear definition and coherence around PRM creates resistance within mental health 

staff, leading to a fallback to more restrictive, less collaborative approaches. This not only risks 

producing poorer outcomes for service users, but further fuels a risk averse culture within mental 

health services where risk averse practice becomes a default. 

 

Discussion  

This review was the first to explore the mechanisms by which PRM may work within mental 

healthcare settings, and the contextual factors which trigger such mechanisms to occur. Interviews 

with three expert panel members identified initial programme theories which were subsequently 



1-15 

refined and developed through the identification and analysis of 20 reports. The findings suggest the 

effective implementation of PRM is affected by how connected professionals are to each other, staff 

perceptions on risk and recovery, access to adequate training and previous experiences of risk related 

incidents affecting clinical practice. PRM’s application is also negatively influenced by the over 

reliance on risk tools, pressures faced by staff impacting their time spent with service users and 

discrepancies within policy and guidance causing confusion and anxiety for professionals. These in 

turn can create feelings of anxiety, reduce curiosity and affect the development of trusting 

relationships between staff and service users, contributing to negative outcomes for both staff and 

service users.  

Internal conflict and negative emotions acted mechanistically for staff within various contexts 

identified in this review. Anxiety and fear over the presence of higher risk behaviours and potential 

risk related incidents impacts decisions around risk management and can result in more restrictive 

approaches being adopted within services. Anxiety amongst mental health professionals is not 

uncommon and those in such professions are more likely to experience distress and negative emotion 

in the workplace (Volpe et al., 2013). The continual exposure to distress within the workplace 

heightens risk of burnout in the workforce, with existing research showing this creates less efficient 

teamwork and results in lower quality interventions being provided to service users (Fahrenkopf et al., 

2008), further emphasising the impact of such feelings for both staff and service users. Additionally, 

research highlights risk of burnout is present early on in professional's careers, such as medical 

students (Dahlin et al., 2010; Fang et al., 2012), rather than this being a phenomenon that only occurs 

after many years of distress negative experience. This emphasises the need for early, consistent 

support for professionals to ensure they are well supported with risk management to minimise the 

impact of such emotions upon their own wellbeing and decisions around risk management.  

The presence such emotions within staff, triggered by contextual factors highlighted in this review, 

were linked to detrimental outcomes for service user recovery. More restrictive approaches may be 

favoured as a way of managing such negative emotions, such as the fear and anxiety of a risk incident 

occurring. Restrictive practices should be employed as a last resort within psychiatric settings 

(Department of Health, 2014), though reports suggest such measures are still routinely employed, 

sometimes excessively (Department of Health, 2014). Some studies have explored the reasoning for 

such over reliance on restrictive measures and found it linked to staff shortages and a lack of 

adequately trained professionals (Marangos-Frost et al., 2000; Vedana et al., 2018), as well as a 

perception that no other effective alternatives exist (Sequeria & Halstead, 2004; Vedana et al., 2018), 

in parallel with findings from this review. Crucially, research highlights the damaging psychological 

impact of restrictive practice for both staff and service users (Chieze et al., 2019) including damaged 

relationships between both parties and feelings of re-traumatisation (Butterworth et al., 2022). The 

above findings resemble findings of the current study, highlighting the need for adequate training and 
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exposure to PRM alongside well-resourced services so professionals can feel safe and spend enough 

time with service users to apply PRM effectively. Such findings further highlight the link between the 

CMO’s identified and the need for further exploration of not only staff and service user level 

difficulties, but importantly service level change.  

There is an evident need for better support for mental health professionals who hold high levels of 

responsibility in managing varying levels of risk on a day-to-day basis in their roles. Findings suggest 

the presence of effective clinical supervision results in lower levels of reported burnout in mental 

health staff (Edwards et al., 2005), linking to findings in this study around feelings of connection and 

safety with other members of the team. Furthermore, research found staff wellbeing is associated with 

patient safety and quality of care, with levels of staff burnout found to be associated with increased 

reports of adverse events within services (Hall et al., 2016). Mental health settings can be 

unpredictable in nature and vary considerably depending upon various factors including location, 

population served and speciality. It is therefore difficult to entirely control for contextual factors 

influencing the use of PRM, with the very nature of the work within such settings meaning feelings of 

pressure and the presence of risk related incidents will always be somewhat inevitable. This highlights 

the need for clear, structured guidance for staff alongside a wider cultural shift within the NHS to 

promote a workplace culture that values staff wellbeing, encourages shared learning and fosters a 

sense of psychological safety for all. This is vital in ensuring staff and service users are supported in 

working together toward recovery in the least restrictive way possible, whilst maintaining feels of 

safety, autonomy and independence.   

Realist reviews aim to make sense of complex interventions which are offered across various 

contexts, such as PRM, by attempting to understand different contexts which trigger mechanisms 

underlying how the intervention works in practice (Pawson & Tiley, 1997; Wong et al., 2017). The 

findings provide a wide overview of current issues surrounding PRM including barriers to its 

application and the outcomes of such processes within the wider system of mental healthcare. It is 

important that findings in this review are recognised as theories and initial hypotheses of the authors, 

further shaped by reflection and involvement of the expert panel. Theories identified require testing 

and refinement through extensive research into specific aspects of PRM for all involved within its use 

including staff, service users, family/carers and senior level leadership involved in policy 

development and implementation. Reports included within this review highlight the heterogeneity 

within the literature in this area. The variability of literature included in this review may reduce 

reliability of findings and further emphasise the need for increased interest in this area of research. 

Furthermore, only four studies in this review included the voice of service users. The remaining 

sources focussed on various professional groups meaning the contexts and mechanisms by which 

PRM works specifically for service users may be underrepresented in the current analysis and require 

further exploration. There is an evident need for increased awareness and understanding of PRM from 
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a service user perspective to ensure its use and implementation is appropriately understood and 

targeted effectively to ensure the best possible outcomes for recovery.  

In conclusion, this review attempted to explore how, why, for whom and in what contexts does PRM 

work in mental healthcare settings. Findings highlighted multiple barriers and facilitators to the 

effective implementation of PRM including access to relevant training, feelings of support and a need 

for shared decision making amongst practitioners. Such factors affected both quality of life and levels 

of risk within services, highlighting the need for further recognition and insight in this area. Results 

emphasise the need for increased staff support and clear guidelines for services to be able to adopt a 

PRM approach to benefit the recovery of service users. Future work should focus on further testing 

and refinement of initial theories identified in this review and should aim to capture the voice of 

service users to ensure a holistic view of the impact of such factors upon all individuals involved. 
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Figure 1-1. Prisma Flow Diagram  
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Table 1-1. Characteristics of Included Reports            
First Author, Year Document Type Study Design Sample/Population Data Collection 

Bjärehed, 2020 Academic Article Qualitative Interviews 12 mental health professionals  Qualitative Interviews  

Crowe, 2018 Academic Article Quantitative Cross 
Sectional Survey 

174 clinicians and 48 managers  54 item Quantitative 
Questionnaire  

Deane, 2019 Academic Article Pre Post Repeated 
Measures Design 

76 mental health providers 6 Quantitative 
Questionnaires  

Department of Health, 
2009  

Government Guideline 
(Grey Literature) 

- - - 

Department of Health, 
2014 

Government Policy (Grey 
Literature) 

- - - 

Downes, 2016 Academic Article Quantitative  381 mental health nurses  Quantitative Survey (Likert 
Scale) 

Higgins, 2016a Academic Article Documentary Analysis 123 documents from 22 directors of 
nursing  

Documentary Analysis 

Higgins, 2016b Academic Article Quantitative  381 mental health nurses  Self-Report Survey 

Holley, 2016 Academic Article Qualitative  8 mental health worker and service 
user dyads 

Qualitative Interviews 

ImROC, 2014 Briefing (Grey Literature) - - - 

Just, 2021a Academic Article Systematic Review 7 policies and 19 guidelines Systematic Review 

Just, 2021b Academic Article Qualitative 16 healthcare professionals  Qualitative interviews 

Mental Welfare 
Commission for 
Scotland, 2016 

Government Guideline 
(Grey Literature)  

- - - 

Morrissey, 2019 Academic Article  Qualitative  33 mental health nurses Qualitative Interviews 

Robertson, 2011 Academic Article Qualitative 8 assertive outreach staff and 6 
learning disability staff  

Qualitative Interviews 
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Simpson, 2016 Academic Article Mixed Methods  448 service users, 201 care 
coordinators, 117 case studies and 33 
care plans.  

Questionnaires and semi 
structured interviews 

Sustere, 2019 Academic Article Qualitative 12 male inpatients within a medium 
secure unit  

Qualitative Interviews 

Thompson, 2008 Academic Article Qualitative 8 community psychiatric nurses Qualitative Interviews 

Tickle, 2014 Academic Article Qualitative 11 Clinical Psychologists Qualitative Interviews 

Ware, 2022 Academic Article Qualitative 9 adults with a diagnosis of BPD Qualitative Interviews  
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Table 1-2. Supporting CMO’s for Theory Areas with Supporting Quotes  

Theory Areas/CMO’s Supporting Quotes 

1. Quality of Life  

1.1 If risk management is used 
purely as a means to eliminate 
all risk, creating an impossible 
task, this increases professional 
anxiety and fear, resulting in 
more restrictive approaches 
which impacts quality of life for 
both service users and staff.   
 

“Discussion on suicide tended to be crafted with a preventative risk 
framework that emphasized professional responsibility or 
accountability…” Morrisey & Higgins, (2019) P951 
“…where more traditional risk averse practices were embedded 
within a team their ability to implement recovery oriented care was 
restricted.” Holley et al., (2016) P 318 
 
 

1.2 If professionals are part of a 
well-connected team where 
responsibility it shared, this 
increases feelings of safety and 
confidence in decision making, 
increasing their ability to take 
positive risks with service users.  
 

“Sharing decision making and responsibility among team members, 
service users, and carers can reduce anxiety about risk and 
increased opportunities for taking positive risk, which can promote 
recovery.” Tickle et al., (2014) P107 
“Decisions that involved risk were therefore the whole team’s 
responsibility and not the individual mental health workers.” Holley 
et al, (2016) P 318 
‘Staff perceived successful PRM implementation as reliant on a 
sense of shared responsibility and being able to verify their 
decisions with senior colleagues.” Just et al, (2021a) P1905 
“Risk management plans should be developed by multidisciplinary 
and multi-agency teams operating in an open, democratic and 
transparent culture that embraces reflective practice.” DoH (2009), 
p7 
Clearly, many staff are concerned about adverse consequences and 
a lack of managerial and institutional support for changes in 
practice which are seen to increase risk. Inevitably, this leads to 
defensive practice. IMROC (2014), p5.  
 
 

1.3 If staff members receive 
relevant training and exposure 
around recovery and risk 
management approaches, they 
feel clearer about its application 
and relevance for service users, 
allowing them to become more 
confident and skilled around 
using PRM which is key in the 
promotion of independence for 
service users to facilitate 
improved quality of life.  
 

‘The continued education and exposure to recovery concepts may 
reinforce use of recovery-oriented tools and the relationship with 
risk aversion” Crowe and Deane, (2018) P30 
“Those who had no risk assessment or safety planning training 
were more likely to be undecided on whether risk is capable of 
being predicted compared to those with prior training” Downes et 
al., (2016) P193 
“Practitioners access to recurrent training was a requirement for 
PRM across documents. The need for training to be updated 
regularly suggests recognition of the difficulties with one off 
training.” Just et al, (2021a) P337 
“This linked to an expressed frustration that the organization had 
not underwritten any practical guidance on PRT leaving staff 
feeling insufficiently supported in some aspects of their work…in 
perceiving the organization as inconsistent participants felt left to 
create their own guidance”. Roberston et al., (2011) P153 
“…amassing experience led to being feeling more confident about 
their clinical skills and also made the work seem more predictable 
and hence less anxiety provoking.” Thompson et al., (2008) P156 
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“Those involved in giving or facilitating support for decision 
making should be adequately trained and informed about what 
supported decision making is, including where and in what context 
it’s appropriate.” Mental Welfare Commission for Scotland, (2016), 
p23 
 
 

1.4 If staff have experienced 
previous risk related incidents 
with negative outcomes, this 
increases feelings of 
defensiveness and anxiety about 
future risk taking, resulting in 
more restrictive, less 
collaborative approaches to risk 
management which impacts 
service user independence and 
psychological well being.  
 

“…mental health workers aspirations to implement recovery 
oriented care could, in the real world, be contaminated by the 
responsibility they feel for managing and reducing service users 
exposure to risk.” Holley et al, (2016) P 320 
“Participants fear of suicide risk was heightened for several months 
after the suicide. They reported that they frequently ruminated 
about the events leading up to the suicide, found it difficult to trust 
clients in similar situations and lacked confidence in their own 
clinical judgement.” Morrisey & Higgins, (2019) P953 
“The overprovision of support, risk avoidance and taking control of 
other people’s lives can lead to limitations of hope, autonomy and 
opportunity which, in turn, may be a barrier to recovery and 
increase the possibility of loss of confidence, institutionalisation 
and other harms.” IMROC (2014), p8.  
 
 

1.5 When professionals view an 
individual's risk as more acute 
or less predictable, this can lead 
to them feeling more anxious 
and less trusting of their own 
clinical judgment, resulting in 
the adoption of a more cautious 
approach. Such approach 
reduces their propensity to 
collaborate meaningfully and 
increases restrictive practice, 
negatively impact service user 
quality of life through reduced 
autonomy and empowerment 
over decision making.   

“when care providers assumed too much responsibility for the 
safety and well being of individuals receiving inpatient care it was 
described to contribute to the individual becoming more passive 
and dependent.” Bjarehed et al, (2020) P1663 
“PRM implementation is dependent on the practitioner’s awareness 
of influences on their decision making process, as well as a service 
users level of risk and insight”. Just et al, (2021a) P337 
“inpatient units were seen as requiring greater safety measures, and 
to that extent service ser behaviours were seen as more controlled 
in these units than they are in the community.” Roberston et al, 
(2011) P152 
“it was sometimes assumed that patients who were labelled as 
having a ‘personality disorder’ could not engage or deliberately 
chose not to.” Thompson et al, (2008) P157 
“Oppressive environments and the use of blanket restrictions such 
as locked doors, lack of access to outdoor space or 
refreshments can have a negative impact on how people behave, 
their care and recovery.” DoH (2014), p20 
 
 

2. Risk  

2.1 If services are over reliant 
on structured, actuarial risk 
assessment tools, this reduces 
staffs curiosity and meaningful 
connection with service users, 
meaning risk management plans 
are less individualised and 
reduces engagement.  
 

“Clinicians who are more risk averse may be increasing their 
implementation of all recovery tools as a means of managing their 
anxiety about potential negative consequences” Crowe and Deane, 
(2018) P29 
“For service users and carers in particular, conversations and 
relationships were identified as being far more important than care 
plans in promoting recovery, along with family and friends.” 
Simpson et al, (2016) P13 
“professionals were experienced as having to ‘tick certain boxes’, 
impacting negatively upon patient-professional relationships and 
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collaboration… this appeared to create a sense of hopelessness, 
rather than empowerment or personal responsibility.” Ware et al, 
(2022), P339 
 
 

2.2 If services and staff are 
operating within a highly 
pressured environment where 
there is a lack of time and 
resource, this reduces 
opportunity to develop strong 
relationships and rapport 
between service users and staff 
through a lack of actual time 
together, meaning both parties 
feel a lack of safety and 
connection with each other. This 
results in risk management plans 
that are not person centred, 
making them less effective in 
managing risk and reducing 
positive engagement.  
 

“There is a sizeable minority who reported a significant degree of 
uncertainty around the role of PRT… This uncertainty among 
respondents probably reflects the dilemma that practitioners 
encounter everyday in trying to balance competing demands to 
maintain the safety and autonomy of service users, whilst protecting 
themselves against allegations of negligence and protecting the 
organization against liability.” Downes et al, (2016) P195 
“Staff regarded PRM as requiring sufficient time to implement and 
they were less likely to put it into practice when time was 
limited…PRM would be unsafe without giving it the necessary time 
and attention it required.” Just et al, (2021b) P1906 
“The desire to be responsive and provide a more personalized 
approach to care coordination was often frustrated by the lack of 
capacity within a team’s or individuals’ caseload.” Simpson et al, 
(2016) P11 
“non collaborative and poorly communicated risk management 
plans could seem meaningless.” Ware et al, (2022), P341 
 
 

2.3 If policy and guidance lack 
clarity and consistency in its 
definition and explanation of 
PRM within mental health care 
this causes confusion, 
uncertainty and stress for 
professionals, which leads to 
staff relying on more restrictive, 
familiar risk management 
interventions which are more 
reliant on risk aversion rather 
than positive risk taking.  
 

“Apparent resistance to implementing ROC displayed by some 
mental health teams and individual workers may stem from this lack 
of explicit guidance at policy level where mental health workers are 
embedded in a risk averse organizational culture.” Holley et al, 
(2016) P 321 
“Risk management requires an organisational strategy as well as 
efforts by the individual practitioner.” DoH, (2009), p6 
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Abstract  
The assessment and management of risk is a core component of the delivery of mental health care 

within community mental health services. National policy and guidelines promote the use of positive 

risk management (PRM); however, its use remains somewhat limited and studies have highlighted 

barriers to staff implementing this approach. It remains important to capture the views of community 

mental health staff in relation to PRM, to better understand it’s utilisation. The current study aimed to 

qualitatively explore how staff working in adult community mental health services experience, 

understand and utilise PRM. The author analysed 12 semi structured interviews with community 

practitioners utilising reflective thematic analysis. Three themes were identified: ‘The System: 

Working With us or Against us?’, ‘Internal States’ and ‘Staff and Service Users: Working Together to 

Drive Recovery’. The ability to safely and effectively use PRM was influenced by systemic level 

pressures impacting staff’s emotional well-being and confidence, with connection and togetherness 

acting as a key facilitator of a collaborative, PRM approach. The adoption of PRM was affected by 

access to adequate support and the extent to which staff felt connected to their colleagues and the 

wider team. Staff valued PRM as an approach to working with risk and highlighted the benefits of 

providing empowerment, trust and positive relationships to service users and impacts of future risk 

decisions. The authors further discuss the clinical implications of the research.  
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Introduction 

For health and social care services to adopt a genuine person-centred approach, it is necessary for 

professionals to exhibit a fundamentally positive mindset and a willingness to take certain risks 

(Morgan & Andrews, 2016). The ability to effectively assess and manage risk is a key component in 

the provision of mental health care and is essential for practitioners working in such settings (Hawley 

et al., 2010). The term risk itself may be defined in several ways, often dependent upon the nature of 

the setting it is being assessed within. The Department of Health (DoH) state that it is the “nature, 

severity, imminence, frequency/duration and likelihood of harm to self or others” (Department of 

Health, 2009).   

Risk, in various forms, is inevitable within community and inpatient mental health settings. The 

National Confidential Inquiry into Suicide and Safety in Mental Health (Healthcare Quality 

Improvement Partnership, 2024) reported 18,339 suicide deaths by people in contact with mental 

health services from 2011-2021, of which 46% had been in contact with services in the week before 

their death. During this period 4,767 service users died by suicide in acute mental health care settings, 

including inpatient, post discharge care, and crisis resolution or home treatment. Assessment of the 

behavioural characteristics of service users who died by suicide during this period found 63% had a 

history of self-harm. Importantly, this inquiry states clinicians judged the immediate risk of suicide to 

be ‘low’ or ‘not present’ for 82% of service user deaths at their final contact. Findings such as these 

evidence that there are important opportunities for prevention and learning in future.  

Various methods are used to assess current or future risk to self or others in mental health services. 

Whilst several standardised clinical risk tools are still used, the National Institute for Health and Care 

Excellence (NICE) guidelines make clear that risk assessment tools are not a suitable method for 

predicting future suicide or repetition of self-harming behaviours (National Institute for Health and 

Care Excellence, 2022). Therefore, guidance states such tools should not be used by practitioners to 

predict future behaviours or determine access to treatment or hospital admission. Risk assessment 

tools are not standardised and may be over relied upon in clinical practice. In addition, their accuracy 

and usefulness are somewhat reliant upon appropriate use, interpretation and dissemination by the 

individual administering the assessment. Research demonstrates substantial variation in the predictive 

ability of risk scales, as well as limited impact on risk events such as suicide or violence to others 

(Callaghan & Grundy, 2018; Quinlivan et al., 2014; Steeg et al., 2018). In more recent years, there has 

been an emphasis on ensuring risk management is personal and individualised, with a focus on 

building positive relationships and continually striving to involve family or carers in discussions and 

decisions (Healthcare Quality Improvement Partnership, 2024). The assessment and management of 

risk in clinical practice is immensely important as it provides opportunity for collaboration between 
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service users, family and staff with a joint aim of promoting recovery and safety (Worthington et al., 

2013).  

National policy and guidelines promote the use of positive risk management (PRM) in the United 

Kingdom (UK). The Department of Health (2009) policy on best practice in managing risk most 

recently defined PRM as “…risk management, which improves the service user's quality of life and 

plans for recovery, while remaining aware of the safety needs of the service user, their carer, and the 

public”. The concept of positive risk taking (also referred to as therapeutic risk taking, collaborative 

risk taking and various related terms) was first recognised during the 1990’s, with the aim of it being a 

more practical, person centred response to supporting individuals who had more severe, enduring 

mental health difficulties (Morgan & Andrews, 2016). PRM can reduce overall risk of harm and 

improve quality of life for service users (Roberston & Collinson, 2011). For staff, PRM may 

incorporate actions such as open collaboration with service users and family/carers, understanding 

strengths and promoting independence through empowerment, trust, and choice.  

Despite advocation for the use of PRM, it is not consistently adopted within services. In one study, 

only 10% of service users within an inpatient setting were found to have been involved in their risk 

management plans and discussions (Coffey et al., 2019), suggesting there are marked barriers to its 

use in mental healthcare. Furthermore, it’s definition varies considerably across the literature and 

there is a distinct lack of clear guidance on using this approach in practice (Just et al., 2021). In a 

recent systematic review of PRM policy and guidelines Just et al. (2021) found discrepancies and 

tensions in the conceptualisation of PRM both within and between policies, as well as contradictory 

definitions across documents. 

There is limited research exploring how community mental health staff perceive, use and experience 

specifically PRM in their clinical practice. Just et al. (2021) explored inpatient staff’s understanding 

and implementation of PRM through interviews with healthcare professionals within the NHS. 

Findings highlighted barriers to using PRM in this setting which included competing demands, 

difficulties with collaboration and a lack of support. Furthermore, participants who took part in this 

study were keen to utilise PRM but did not fully understand it or receive any formalised training 

around it which acted as a further barrier.  

To date there have been no studies exploring NHS community staff perspectives on PRM. Community 

mental health services play a crucial role in delivering care for adults with severe, enduring mental 

health needs as close to home as possible (NHS, 2019). The NHS Long Term Plan (NHS, 2019) aims 

to significantly increase the provision of secondary care community based mental healthcare by 

2023/2024, likely resulting in increasing levels of complexity and risk being managed in community 

settings. This study aimed to qualitatively explore how staff working within adult community mental 

health services understand, experience, and utilise PRM.  
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Materials and Methods 

Design  

A qualitative study used semi structured single interviews to explore community mental health staffs 

understanding, experience and utilisation of PRM. The study received ethical approval from Lancaster 

University Faculty of Health and Medicine Research Ethics Committee and the Health Research 

Authority (REC reference: 23/HRA/2156) (See section 4 Ethics Application). 

Participants 

Purposive sampling led to the recruitment of 12 participants between November 2023 and March 

2024. Participants were all qualified staff from various professional backgrounds working within 

secondary care community mental health services at the time of the interview (see Table 1). 

Participants were recruited via poster advertisement (Appendix 4-C), word of mouth and online 

presentations at eligible community services within one NHS mental health trust in the Northwest of 

England. Eligible services were defined as secondary care community mental health teams (CMHT’s) 

and early intervention teams (EIT’s) as well as other associated services such as standalone 

psychological therapy or occupational therapy services. Participants were eligible to take part if they 

were over the age of 18, currently employed within an eligible service, had worked in mental health 

services as a qualified clinician for at least 12 months prior to the interview date and held a current 

position of registered mental health nurse, social worker, occupational therapist, psychiatrist, clinical 

psychologist, allied therapist or other qualified mental health professional. There was a specificity for 

staff within qualified positions given their roles and responsibility in managing varying levels of risk 

on a day-to-day basis, compared to non-qualified staff who may not always hold clinical 

responsibility for risk. Participants were also required to converse proficiently in English and self-

report of having managed risk in their clinical practice within their current role.  

Procedure 

Individuals who expressed an interest in taking part were screened against the eligibility criteria and 

provided with a participant information sheet containing further details of the study (Appendix 4-D). 

Each participant was given time to ask questions and consider their participation. They provided 

informed audio consent (Appendix 4-E) and completed a short demographic questionnaire (Appendix 

4-F)  prior to starting the interview. Participants were offered the choice of either face to face, 

telephone or online interviews. The qualitative interviews were based upon a topic guide containing 

questions on the definition, understanding, barriers, facilitators, and knowledge of PRM (Appendix 4-

G). The topic guide was created through consultation with two qualified staff members working 

within community mental health teams and discussion within the research team. Questions were 
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updated iteratively as the interviews progressed, considering emerging areas of interest coming from 

previous interviews. All interviews started with an open question asking participants what risk 

management meant to them as practitioners before questions focussed more specifically on PRM. 

Field notes were taken during the interviews to make note of key points as well as a reflective log 

used throughout the research process to support the analysis. Participants received a £10 Amazon 

shopping voucher for their time.  

Analysis   

The data were analysed using reflexive thematic analysis (Braun & Clarke, 2006; Braun et al., 2019; 

Braun & Clarke, 2020), consisting of six stages which were worked through iteratively. The data were 

familiarised through manual transcription of each interview (see Appendix 2-B for extract of 

transcribed interview) reading and re reading the entire dataset to facilitate immersion in the data. 

Next, NVivo14 software (Lumivero, 2023) was used to support the generation of initial codes, 

working systematically through the dataset. An inductive approach to coding was adopted, with the 

aim of best representing the meaning participants communicated in the interviews (Braun and Clarke, 

2013). Following this, codes were assembled into initial theme ideas before these were then reviewed 

and further developed by the research team. Themes and sub themes were then defined and named, 

and a final report was produced. A reflective log and notes from the interviews aided the analysis. The 

wider research team were consulted throughout the analysis process, contributing to each phase by 

discussing codes, initial theme/subtheme ideas and the interpretation of the data. The study was 

underpinned by a critical realistic perspective, as it focused on the meaning and objectivity of 

participants experiences with PRM. Therefore, the research was guided by an understanding that 

multiple truths exist and are shaped by contextual factors alongside individual meaning of experiences 

and wider social contexts. An inductive, semantic approach to coding and theme development was 

adopted, capturing the breadth of the whole dataset. 

Reflexivity Statement  

The lead author is a trainee clinical psychologist whose clinical experience has been predominantly 

within community-based NHS mental health services, including time spent in secondary care 

CMHT’s supporting adults with risk management. However, they have had no previous training in 

PRM and had a very limited understanding of its application prior to conducting this research. This 

allowed them to conduct the analysis from a somewhat non-expert perspective when considering 

PRM directly. Although, they had engaged in depth with the literature in this field prior to conducting 

the interviews whilst completing the systematic literature review element of this thesis. It is 

acknowledged that this may have created a potential for bias in relation to their approach to this 

research and the interpretation of the findings. Recognising this, the author reflected on the impact 

this might have early in the research process, regularly discussed ongoing thoughts around potential 
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bias or subjectivity during supervision and kept a reflective log to document ongoing thoughts and 

reflections. For example, the author had initially discussed with supervisors a prior expectation held 

that PRM may be less utilised because of a wider lack of understanding about what it actually is and 

how it can be used clinically, though results contradicted this. This is reflected on further within the 

critical appraisal element of this thesis.  

The wider research team was made up of three clinical psychologists/academics with extensive 

experience working within NHS mental health services. All reflected on having used positive risk 

management within their clinical roles at some point and the impact this could have on the research, 

for example in terms of what may be viewed as best practice and prior assumptions related to working 

in CMHT and EIT’s. To ensure rigour within the analysis, the research team conducted frequent 

discussions around the emerging codes and themes and potential assumptions.   

 

Results 

The lead author completed 12 interviews lasting between 35 and 56 minutes (mean: 46 minutes). 

Participants chose the time and location of the interview, with all participants opting to take part via 

Microsoft Teams. All interviews were audio recorded and transcribed by the author and any 

identifying information was removed. Participant names were replaced with pseudonyms. See Table 

2-1 for participant demographics.  

 

[ Insert Table 2-1 Here] 

 

Three key themes were generated in the analysis alongside seven sub themes linked to participants 

understanding, experience and utilisation of PRM (see Table 2-2). The lead author led the analysis 

with support from the wider research team. Initial relationships between codes and themes were 

discussed and refined in an iterative process. Table 3 provides additional extracts from interviews 

further supporting themes and sub themes.  

 

[Insert Table 2-2 here]  

 

Theme One: The System: Working With us or Against Us? 
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Theme one relates to the influence that the overall system has on practitioners’ ability to implement 

PRM in their practice. The system included the wider team, linked services, the NHS trust, and 

external agencies such as local media. These external influences can negatively impact clinical 

practice and in turn impact attitudes toward risk management as a whole. Connection and a sense of 

togetherness with others operating within the same system is integral, and can facilitate a positive risk 

taking approach. This was particularly important within the context of community working, with 

participants reflecting on the nuances associated with this line of work. The three sub themes 

elaborate on key factors within the system that influenced PRM use.  

Sub Theme 1.1: Blame Directed Care  

This sub theme relates to how experiences of blame and accountability were integral to how staff used 

PRM. Negative experiences during investigations or serious incidents shaped future decision making 

around risk, sometimes resulting in staff being less likely to use PRM in future following such 

experiences as a form of defence. Staff felt targeted when incidents had occurred, with a sense that 

one individual would be held solely accountable and blamed for any harm that had occurred, as 

demonstrated in the quote below.  

“There’s still that sense of someone to pin, people want someone to pin it on, this is why this 

happened, it was this. Like if it was a fault that nobody could own up to like a gas main blew up that’s 

why they died, that’s literally like best case scenario as nobody could plan for that. But if you were 

there and you saw that person I think there’s still this sense of sort of blame culture” – (Lisa) 

 

Staff reflected on the impact these factors had on their future practice and risk-taking decisions with 

service users, for example Tracy spoke about practitioners avoiding PRM in future if a culture of 

blame and targeted accountability is predominant within a service.  

“I can remember years ago that kind of language being used you know ‘somebody’s gonna take it for 

this’ or whatever you know, and what does that create? It will create avoidance wont it, of being open 

and reflective and you know developing yourself, learning from it, being reflective enough to say I got 

it wrong” – (Tracy) 

Furthermore, participants described how risk aversion may occur out of fear of the outcome of a 

process, such as coroners court, given the feeling of individual blame that can occur following 

incidents. Staff may opt for a ‘safer’, potentially more restrictive, approach to risk management to 

avoid these experiences. 
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“it's hard because it could be you, and that’s why people maybe or colleagues may be risk averse 

because they’re fearful of what the outcome may be. And I think that’s hard to get your head round 

and I think that interferes a lot with positive risk taking.” Jennifer 

Sub Theme 1.2: The Impact of External Pressures 

This sub theme relates to impact of external, systemic level pressures faced on a day-to-day basis 

which significantly impacts practical ability to use PRM. Overwhelmingly pressured systems placing 

large volumes of competing demands on practitioners resulted in individuals feeling it was not always 

feasible to implement a PRM approach with service users. This is despite recognising the importance 

and benefits of the approach. For example, increasing caseloads alongside higher levels of complexity 

seen in the community creates tension in the ability to safely and effectively operationalise PRM with 

each service user.  

“I suppose it’s about the intensity of your caseload at that time really as you sort of spin plates with 

other patients as well and there’s always that thing in the back of your mind thinking well if the risk in 

increased with one patient you’re kind of neglecting other patients and what happens with them? Or 

you’re kind of distracted.” – Simon  

Access to basic resources such as adequate staffing levels and time with patients due to increasing 

demands acted as a barrier to staff feeling able to adopt a PRM approach in their practice, ultimately 

impacting patient care.  

“when we’re maybe more time pressured and lower on staffing maybe less time for those reflective 

like supervisions or conversations with colleagues I think that’s when as a team it can maybe go into 

more firefighting mode which isn’t helpful” – Rebecca  

Sub Theme 1.3: Connection and Togetherness in the Community  

This sub theme relates to felt connectedness laying an important foundation for PRM. The 

environment and wider team can act as a facilitator to adopting a PRM approach in the community. 

Feeling connected to colleagues, having access to support and a sense of shared responsibility was of 

key importance when determining the approach to risk management. For example, a well-connected 

multi-disciplinary team (MDT) increased confidence in working with PRM.  

“now is the time I feel most comfortable with risk management because it is shared and there’s very 

very clear structures both formally in terms of the specific meetings and supervision structures that we 

have but also at that kind of informal level of having a relatively cohesive team with support, 

relationships between staff members.” – Sue 

Conversely, isolation was seen as detrimental to risk management. Decision making around risk is 

negatively impacted when practitioners feel they are sitting alone with risk, rather than being able to 
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work together with others. Isolation contributes to feelings of loneliness and a sense of sole 

responsibility, exacerbated by the very nature of community working, compared to ward-based work.  

“I say its basically like we run a giant acute ward with 500 patients, but it doesn’t have any walls or 

roof and all the staff we go home. So we are perpetually spinning plates and managing a lot of risks 

with lots of different people in all sorts of environments” – Joe 

Furthermore, spending considerable amounts of time lone working in the community impacted 

feelings of safety and shared decision making, resulting in staff feeling more pressure around their 

risk management approach and decisions. This increasing pressure acts as a barrier to PRM at times as 

it potentially decreased confidence in taking a more collaborative, positive risk taking approach when 

in the community.  

“The hardest bit is like I say lone working, because even though you’re taking positive risks you’re 

the one whose out there facilitating the session and even if you’ve got a plan you’re the one at the end 

of the day taking charge of that plan” – Vicky  

Notably, there were a number of positive strategies implemented within teams which helped combat 

some of the difficulties associated with lone working in the community. For example, being office 

based increased access to peer support and staying well connected virtually when in the community 

meant, despite lone working, staff still felt togetherness and support which acted as a key facilitator to 

using PRM effectively. 

 

“it doesn’t matter that we’re kind of on our own you can just drop a text into the WhatsApp group and 

be like is anybody free for a chat about something and people will be like yeah sure. There’s no sort 

of, there’s a very open door culture” - Lisa 

Theme Two: Internal States 

The second theme relates to staff’s internal feelings, emotions and awareness day to day and how this 

impacted their approach to risk management, with feelings of anxiety and fear being a barrier to 

implementing PRM. Also, practitioners’ own perception of their level of skill or proficiency was 

pivotal when deciding whether they felt safe enough to take positive risks with service users. Sub 

themes highlighted within Theme One likely contribute to the development of such internal states, 

with staff members recognizing fear of blame and a lack of connection to the wider team may lead to 

increased feelings of anxiety or internal conflict. This theme distinctly relates to the internal processes 

unique to each staff member, rather than overall external influences as a whole as noted in theme one.  

Sub theme 2.1: Degrees of Anxiety  
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Anxiety of varying degrees was influential in shaping the approach practitioners took to working with 

high risk in the community. Feelings of anxiety were felt to be a key driver in deciding whether to 

adopt a PRM approach versus a more restrictive approach which may feel safer and contain 

professional anxiety more readily. Anxiety about a serious incident occurring, and the shame 

associated with this should a practitioner be targeted as ‘responsible’ drives risk aversion, with staff 

also emphasizing the knock-on effect this can have on service users.  

“If we’re really worried and we act in a way that maybe like disempowers them basically and we sort 

of firefight for them and do everything you know to try and make it better, without looking at the tools 

they can use” – Rebecca 

Defensive practice was fueled by professional anxiety; veering staff away from PRM and toward a 

more restrictive approach as a way of managing difficult feelings around something going ‘wrong.’ 

Despite recognition of such patterns, the degree of anxiety experienced made it difficult for 

practitioners to practice PRM whilst sitting with such uncomfortable feelings.  

“I’m thinking how am I managing my anxieties around making sure I’ve done enough to make my 

practice defensible, because I always remember them telling me it should be defensible practice not 

defensive practice which I think we still practice. And I do still practice very defensively and its hard 

to shake that…” – Lisa 

 

Moreover, individual differences and overall personal attitudes toward individual risk-taking 

behaviours also influenced experiences of using PRM. Some individuals are just generally more risk 

averse in their everyday life, including outside of work, and this naturally impacts feelings of safety 

when adopting a positive risk-taking approach at work. Staff who identified as being more ‘risk averse’ 

outside of work spoke more cautiously about adopting a PRM approach.  

“I’d be constantly questioning have I done it well enough? Have I covered everything? Is there 

something I’m forgetting? Have I seen it from all the perspectives? And again I’m the type of 

practitioner, and just person outside of work, that  would struggle with that level of uncertainty and 

anxiety.” – Sue 

Sub Theme 2.2: Perceptions of Proficiency  

The second sub theme relates to how participants’ perceptions and feelings around their level of skill 

and clinical experience influences whether they may use PRM, as well as how this is then experienced 

if they do try this approach. A lack of experience or being more newly qualified is viewed as a barrier 

to working in this way with service users, which was linked to a perception that they would not be 

confident enough to manage various potential outcomes, for example increased risk taking 
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behaviours. For example, some participants reflected on when they were newly qualified and how 

they managed risk differently then, compared to present day.   

“I did have some situations when I was newly qualified when I had someone who was quite risky and 

I wasn't very good at that sort of sharing responsibility with him with them” – Sarah  

Having less experience working with risk reduced feelings of confidence and therefore safety, 

meaning staff acted more risk averse with service users. Having more experience working with risk 

helped staff tolerate the uncertainty that can come with adopting a more PRM aligned approach where 

the client maintains a level of responsibility within their risk management. 

“I think people who are more mature and doing it a long time are better at that not jumping on board 

looking for a solution, we don’t always need a solution.” – Joe 

Theme 3: Staff and Service Users: Working Together to Drive Recovery 

This theme demonstrates that participants had a good understanding of PRM as a concept, it’s 

effectiveness when used and how it can empower the service user to take back some control over their 

recovery resulting in more positive outcomes. Staff demonstrated a very good understanding of key 

elements of PRM such as collaboration, empowerment, working alongside family and building trust; 

recognising the positive impact this can have on service user well-being. Despite recognising the 

above, there was a level of hopelessness at times related to the sense that it was still not always 

possible to implement PRM with service users, due to factors discussed in previous themes.  

Sub theme 3.1: The Protective Nature of Relationships   

This subtheme relates to rapport and the maintenance of positive relationships between staff and 

service user acting as a key facilitator to PRM working effectively for both parties. If there was not 

ample opportunity to develop meaningful relationships with service users whilst supporting them with 

risk management, individuals felt more apprehensive to consider positive risk taking and may 

inadvertently adopt a more restrictive approach.  

“before we start to do any meaningful intervention like that I’d make sure the service user feels 

comfortable and absolutely a rapport has been built, its very important to have a therapeutic 

relationship with a service user otherwise like I say them risks they’re going to be probably feeling too 

much for them.” – Vicky 

Building relationships naturally led to a trusting, reciprocal relationship between staff and service 

users which then enabled effective collaboration and a more open, honest discussion when risk 

increased, laying an important foundation for PRM. When risk management failed or an incident of 

harm occurred, the relationship helped to ensure that this could be explored in a productive, safe way 

to then prevent future risk without resorting to a restrictive, less collaborative approach.   
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“We live with an agreed acceptance that this is who they are what they do and it would be unrealistic, 

unnatural, abnormal, probably impossible to remove that risk. So we live with it, and we hope that we 

develop a sufficiently strong therapeutic relationship that they trust us enough to come with us if they 

make a mistake or get it wrong or go to far or that they feel unsafe” – Joe 

Sub Theme 3.2: The Power of Empowerment  

Staff naturally leant toward a collaborative, empowering approach to risk management and there was 

a felt sense that this was a given, obvious approach to take due to the positive impact it had on service 

users. Staff reflected on experiences of using PRM and how this empowered people they worked with 

and led to positive change. This in turn made staff more likely to use the approach again, as they 

recognised it’s benefit, emphasising the powerful change that can occur when PRM is utilised 

effectively.  

“I think usually its quite collaborative which I think is for me that would kind of be the ideal that 

you’re working together rather than the patient feeling like they’re just answering questions. So I 

guess involving them as much as possible, trying to explore what’s worked for them in the past and 

what’s been helpful” – Rebecca 

Finally, this sub theme also pertains to the negative impact that can occur when service users feel 

disempowered because of a more uncollaborative, restrictive approach to managing risk. For example, 

some staff reflected on noticing that when service users feel disempowered and ‘done to’ rather than 

‘done with’ they are then less likely to adhere to risk management plans. This, in turn, increases levels 

of risk that staff then need to manage, further affecting relationships between both parties.  

“Well how would you feel if you had a group of professionals sat around making decisions for you, it’s 

not very empowering. People feel disempowered ok, they feel like their value is undermined. And if we 

don’t give people opportunities to try strategies and to work with us, then if it doesn’t work they’ll say 

“well I wasn’t involved I wasn’t included I didn’t know anything about it I don’t really know what you 

mean”” – Jennifer 

 

[Insert Table 2-3 here]  

 

Discussion  

The current study was the first to qualitatively explore how staff working within adult community 

mental health services understand, experience and utilise PRM. Effectively assessing and managing 

risk is a key component in the provision of mental health care and is essential for practitioners 
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(Hawley et al., 2010). PRM can reduce overall risk of further harm and improve quality of life for 

service users (Robertson & Collinson, 2011). However, despite policy and clinical guidance, it is not 

implemented consistently with service users (Bowers, 2011; Coffey et al., 2019).  

Three themes relating to PRM were identified: the system: working with us or against us?, internal 

states and staff and service users: working together to drive recovery. Theme one illustrates how 

external factors relating to the overarching system that staff operate within can negatively, or 

positively, impact risk-based decisions. Theme two, ‘internal states’ pertained to the challenges 

associated with internal thoughts, feelings and emotions such as anxiety and perceived skilfulness and 

these factors acting as a barrier to actively adopting a PRM approach with service users, somewhat 

fuelled by factors highlighted within theme one. Lastly, theme three demonstrates the in depth, 

accurate understanding community staff had of PRM as a concept. Practitioners want to use a 

collaborative, empowering approach with service users, recognising the benefit this can hold for all 

parties. However, factors noted within previous themes meant they struggled to always put it into 

practice. 

The current study found that working with higher levels of risk in the community had a significant 

impact on staff psychological well-being, associated with feelings of anxiety and shame resulting 

from feeling blamed for incidents rather than risk being shared across a wider team. Working with 

high levels of risk can have a significant impact on staff. There is a growing body of research 

indicating the long-standing, detrimental impact of service user suicide on mental health 

professionals. A mixed methods study exploring the personal and professional impact of service user 

suicide found that staff reported guilt, reduced self-confidence and a fear of negative publicity, with 

associated feelings of sadness, shock and surprise lasting a prolonged period of time (Murphy et al., 

2022). In addition, Sandford et al. (2021) found the impact of such an event is comparable to other 

traumatic life events and, crucially, often results in staff becoming more cautious and defensive when 

working with future risk. Increasing levels of burnout and poor well-being are on the rise in NHS 

healthcare staff (Royal College of Physicians, 2015), with the current study suggesting the presence of 

negative emotions not only influences the implementation of PRM but may further increase risk 

aversion by way of staff avoiding having to experience such negative effects. 

Furthermore, the findings of this study support existing hypotheses surrounding causes of burnout 

within mental health staff. The Conservation of Resources Theory (Hobfoll, 2002) proposes burnout 

may occur due to an over investment of resource from the individual alongside a lack of necessary 

tools meaning the task cannot be completed as intended and limited gain occurs. This fits with the 

current findings, demonstrating staff’s solid knowledge of PRM but external systemic level factors 

mitigating their ability to implement it safely and confidently. The theory states such a lack of return 
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on investment may result in individuals becoming overly cautious with future investment in similar 

situations, fitting with barriers to adopting PRM highlighted in this study.  

Findings of this study also align with similar work in this area. Recent research into barriers and 

facilitators of PRM within acute inpatient staff found practitioners expressed firm intention to provide 

person centred risk management but were often overwhelmed by fear of harm occurring and a lack of 

support from teams and more senior level staff (Just et al., 2021). Furthermore, a review of mental 

health professionals perceived barriers and enablers to shared decision making in risk management 

found beliefs about consequences provoked negative emotions and stopped professionals from 

utilising shared decision making with service users in risk management (Ahmed et al., 2021), echoing 

findings from the current study. Research highlights the continued existence of a blame led culture 

and risk aversion within mental health services (Manuel & Crowe, 2014; Morgan, 2007; Wand, 2017), 

demonstrated in the current study by staff’s reflections on the importance of togetherness and 

connection rather than accountability and shame. Radhakrishna (2015) emphasises a need for a shift 

away from a medical paradigm requiring practitioners to practice to ‘perfection’, and toward an 

understanding that it is impossible to create an error free system given the fallibility of humans. 

Therefore, focus should be shifted toward failures within the system, rather than the individual.  

Strengths and Limitations  

The current study was the first to explore community staff’s perspectives on PRM, addressing a gap in 

the literature. The sample was made up of staff from various professional backgrounds, capturing 

views from at least one of every qualified professional group employed within community secondary 

care services and therefore drawing upon a range of different experiences and training. Whilst distinct 

differences between occupations were not found during the analysis, it may be interesting for further 

research to explore whether occupation and job role has any impact on perceptions of risk-based 

decisions more generally, given notable differences in the role of, for example, a registered mental 

health nurse versus a clinical psychologist.  

Furthermore, the sample had a mean average of 17.1 years of experience working within mental 

health services. In some ways, this was a strength of the research, as it enabled participants to draw on 

a broad range of clinical experience across multiple different settings, creating a richness and depth to 

the data collected. Nonetheless, whilst one participant had been qualified for only 3 years, most of the 

sample were made up of highly qualified practitioners. This is a potential limitation of the study as it 

fails to capture the experiences of more newly qualified, less experienced clinical staff. It is possible 

that understanding, experience and utilisation of PRM may be different in staff who have less 

experience working within NHS mental health services, given their reduced opportunity to work with 

higher risk and make risk-based decisions, possibly reducing confidence. Additionally, it is possible 

there is some sampling bias in relation to the types of practitioners who agreed to take part. 
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Individuals who had a preconceived awareness and potential bias toward PRM may have been more 

likely to respond to the study advert and discuss these views more openly. On the other hand, staff 

members who felt less confident around risk, were less favourable of PRM or may adopt a more risk 

averse approach in their practice may have been less likely to opt to take part in a interview about 

these concepts. Lastly, a further limitation of this study is that it fails to capture the voice of service 

users and their own experiences of PRM whilst receiving care from secondary care services, therefore 

conclusions around service user care are somewhat limited. Future research could explore service user 

perspectives on PRM within various settings across the NHS to capture a more in depth, first-hand 

account of the impact of such practice upon recovery and well-being and to support the co-

development of guidelines for services to improve collaborative, person centred care.  

Clinical Implications  

The way in which services and staff manage risk has several crucial implications. First, emphasis 

should be placed on risk needing to be a shared responsibility where staff have access to support and 

adequate supervision, to protect the emotional well-being of practitioners. Supporting service users 

where there is higher risk can be challenging and provoke various emotions for staff. Findings of this 

study highlighted that staff well-being and functioning can also be positively or negatively impacted 

by the process and outcomes of risk management plans. Not only does this highlight the need for 

better staff support and supportive learning environments following incidents, but consideration 

should also be given to the potential impact staff well-being has on service user recovery.  

Another key implication relates to the well-being of the service users accessing care whose autonomy, 

safety, recovery, and progress is dependent upon effective, meaningful collaboration with services and 

practitioners. Staff well-being and burnout is associated with both patient safety and care quality, 

highlighting further important implications. A review by Hall et al. (2016) found 25 of 30 studies 

found a significant link between increased burnout and higher levels of adverse events within 

services. Further studies demonstrate associations between poor staff well-being, negative patient 

safety indicators and poorer patient satisfaction of care (Welp & Manser, 2016; Salyers et al., 2017). 

Advocating and continuing to aim toward a workplace culture that values and prioritises staff well-

being, fosters shared learning and ensures staff feel supported and confident should be considered 

vital to the adoption of PRM within mental health services.  

The current study found feeling of skilfulness and proficiency were important in fostering a sense of 

safety to use PRM. Access to adequate supervision, shadowing opportunities to share learning and 

training on risk management more broadly may be beneficial for more newly qualified, less 

experienced mental health staff in particular. Experience and support in building up to managing high 

levels of complexity alongside lone working within a community context should be nurtured within 
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newer members of the workforce, potentially further impacting staff retention and well-being if staff 

feel safe and valued in their role.  

 Conclusion  

This study explored how staff working in adult community mental health services experience, 

understand and utilise PRM. External pressures at a systemic level alongside internal feelings 

experienced by staff influenced staff’s feelings of safety in utilising PRM with service users. The 

results demonstrated that despite staff having a good understanding of the fundamental aspects of 

PRM and its importance within mental health practice, they experience barriers to operationalising it 

successfully which were further exacerbated by features linked to community-based work, such as 

lone working and a lack of connection. Despite this, participants reported how PRM contributed to the 

protective nature of strong relationships, positively influencing future disclosure of risk behaviours 

and adherence to risk management plans. Results illustrate the need for further support for 

practitioners and systemic level change to shift away from a culture of blame still evident within 

healthcare settings more widely, as well as further training, support and guidance for less experienced 

practitioners working with risk. The findings correspond with wider literature surrounding PRM and 

risk management more generally.  

 

Acknowledgements 

The authors would like to thank the twelve members of staff who took part in this study for their 

contributions and reflections.  

Declaration of Interest 

The authors report there are no competing interests to declare.  

 

 

 

 

 

 

 

 



2-18 

References 
 Ahmed, N., Barlow, S., Reynolds, L., Drey, N., Begum, F., Tuudah, E., & Simpson, A. (2021). 

Mental health professionals’ perceived barriers and enablers to shared decision-making in risk 

assessment and risk management: a qualitative systematic review. BMC Psychiatry, 21(1). 

https://bmcpsychiatry.biomedcentral.com/articles/10.1186/s12888-021-03304-0  

Bowers, A. (2011). Clinical risk assessment and management of service users. Clinical Governance: 

An International Journal, 16(3), 190-202, DOI: 10.1108/14777271111153822.  

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research in 

Psychology, 3(2), 77–101. https://doi.org/10.1191/1478088706qp063oa  

Braun, V., & Clarke, V. (2013). Successful Qualitative Research: A practical guide for beginners (1st 

ed.). Sage Publications Ltd.  

Braun, V., & Clarke, V. (2019). Reflecting on Reflexive Thematic Analysis. Qualitative Research in 

Sport, Exercise and Health, 11(4), 589–597.  

Braun, V., & Clarke, V. (2020). One Size Fits all? What Counts as Quality Practice in (reflexive) 

Thematic analysis? Qualitative Research in Psychology, 18(3), 328–352. 

https://doi.org/10.1080/14780887.2020.1769238\  

Callaghan, P., & Grundy, A. (2018). Violence risk assessment and management in mental health: a 

conceptual, empirical and practice critique. The Journal of Mental Health Training, Education 

and Practice, 13(1), 3-13. https://doi.org/10.1108/jmhtep-04-2017-0027   

Coffey, M., Hannigan, B., Barlow, S., Cartwright, M., Cohen, R., Faulkner, A., Jones, A., & Simpson, 

A. (2019). Recovery-focused mental health care planning and co-ordination in acute inpatient 

mental health settings: a cross national comparative mixed methods study. BMC Psychiatry, 

19(1). https://doi.org/10.1186/s12888-019-2094-7   

Department of Health. (2009). Best Practice in Managing Risk. Principles and Evidence for Best 

Practice in the Assessment and Management of Risk to Self and Others in Mental Health 

Services. . https://assets.publishing.service.gov.uk/media/5a8020a840f0b62302691adf/best-

practice-managing-risk-cover-webtagged.pdf  

Hall, L. H., Johnson, J., Watt, I., Tsipa, A., & O'Connor, D. B. (2016). Healthcare Staff Wellbeing, 

Burnout, and Patient Safety: A Systematic Review. PloS one, 11(7), e0159015. 

https://doi.org/10.1371/journal.pone.0159015.  

Hawley, C. J., Gale, T. M., Sivakumaran, T., & Littlechild, B. (2010). Risk assessment in mental 

health: Staff attitudes and an estimate of time cost. Journal of Mental Health, 19(1), 88-98. 

https://doi.org/10.3109/09638230802523005   

Healthcare Quality Improvement Partnership. (2024). National Confidential Inquiry into Suicide and 

Safety in Mental Health. Annual Report 2024: England, Northern Ireland, Scotland and 

Wales. https://documents.manchester.ac.uk/display.aspx?DocID=71818  

https://bmcpsychiatry.biomedcentral.com/articles/10.1186/s12888-021-03304-0
https://psycnet.apa.org/doi/10.1191/1478088706qp063oa
https://doi.org/10.1080/14780887.2020.1769238/
https://doi.org/10.1108/jmhtep-04-2017-0027
https://doi.org/10.1186/s12888-019-2094-7
https://assets.publishing.service.gov.uk/media/5a8020a840f0b62302691adf/best-practice-managing-risk-cover-webtagged.pdf
https://assets.publishing.service.gov.uk/media/5a8020a840f0b62302691adf/best-practice-managing-risk-cover-webtagged.pdf
https://doi.org/10.3109/09638230802523005


2-19 

Hobfoll, S. E. (2002). Social and psychological resources and adaptation. Review of General 

Psychology, 6(4) , 307. https://doi.org/10.1037/1089-2680.6.4.307 

Just, D., Palmier‐Claus, J. E., & Tai, S. (2021). Positive risk management: Staff perspectives in acute 

mental health inpatient settings. Journal of Advanced Nursing, 77(4), 1899-1910. 

https://doi.org/10.1111/jan.14752   

Just, D., Tai, S., & Palmier-Claus, J. (2021). A systematic review of policy and clinical guidelines on 

positive risk management. Journal of Mental Health, 32(1), 329-340. 

https://doi.org/10.1080/09638237.2021.1922643  

Lumivero (2023) NVivo (Version 14) www.lumivero.com  

Manuel, J., & Crowe, M. (2014). Clinical responsibility, accountability, and risk aversion in mental 

health nursing: a descriptive, qualitative study. International journal of mental health 

nursing, 23(4), 336–343. https://doi.org/10.1111/inm.12063 

Morgan, J. F. (2007). Giving Up the Culture of Blame. Risk Assessment and Management in 

Psychiatric Practice. London UK: Briefing document for the Royal College of Psychiatrists. 

Morgan, S., & Andrews, N. (2016). Positive risk-taking: from rhetoric to reality. The Journal of 

Mental Health Training, Education and Practice, 11(2), 122-132. 

https://doi.org/10.1108/jmhtep-09-2015-0045   

Murphy, P. T., Clogher, L., Van Laar, A., O’Regan, R., McManus, S., McIntyre, A., O’Connell, A., 

Geraghty, M., Henry, G., & Hallahan, B. (2022). The impact of service user’s suicide on 

mental health professionals. Irish Journal of Psychological Medicine, 39(1), 74-84. 

https://doi.org/10.1017/ipm.2019.4   

National Institute for Health and Care Excellence. (2022). Self-harm: assessment, management and 

preventing recurrence (NG225). https://www.nice.org.uk/guidance/ng225/resources/selfharm-

assessment-management-and-preventing-recurrence-pdf-66143837346757  

Quinlivan, L., Cooper, J., Steeg, S., Davies, L., Hawton, K., Gunnell, D., & Kapur, N. (2014). Scales 

for predicting risk following self-harm: an observational study in 32 hospitals in England. 

BMJ Open, 4(5), e004732. https://doi.org/10.1136/bmjopen-2013-004732   

Radhakrishna S. (2015). Culture of blame in the National Health Service; consequences and 

solutions. British journal of anaesthesia, 115(5), 653–655. https://doi.org/10.1093/bja/aev152 

Roberston, J. P., & Collinson, C. (2011). Positive risk taking: Whose risk is it? An exploration in 

community outreach teams in adult mental health and learning disability services. . Health, 

Risk & Society 13(2), 147-164.   

Royal College of Physicians. (2015). Work and Wellbeing in the NHS: Why Staff Health Matters to 

Patient Care. London: Royal College of Physicians.  

Salyers, M. P., Bonfils, K. A., Luther, L., Firmin, R. L., White, D. A., Adams, E. L., & Rollins, A. L. 

(2017). The Relationship Between Professional Burnout and Quality and Safety in 

https://doi.org/10.1037/1089-2680.6.4.307
https://doi.org/10.1111/jan.14752
https://doi.org/10.1080/09638237.2021.1922643
http://www.lumivero.com/
https://doi.org/10.1111/inm.12063
https://doi.org/10.1108/jmhtep-09-2015-0045
https://doi.org/10.1017/ipm.2019.4
https://www.nice.org.uk/guidance/ng225/resources/selfharm-assessment-management-and-preventing-recurrence-pdf-66143837346757
https://www.nice.org.uk/guidance/ng225/resources/selfharm-assessment-management-and-preventing-recurrence-pdf-66143837346757
https://doi.org/10.1136/bmjopen-2013-004732
https://doi.org/10.1093/bja/aev152


2-20 

Healthcare: A Meta-Analysis. Journal of general internal medicine, 32(4), 475–482. 

https://doi.org/10.1007/s11606-016-3886-9 

Sandford, D. M., Kirtley, O. J., Thwaites, R., & O'Connor, R. C. (2021). The impact on mental health 

practitioners of the death of a patient by suicide: A systematic review. Clinical Psychology 

&amp; Psychotherapy, 28(2), 261-294. https://doi.org/10.1002/cpp.2515   

Steeg, S., Quinlivan, L., Nowland, R., Carroll, R., Casey, D., Clements, C., Cooper, J., Davies, L., 

Knipe, D., Ness, J., O’Connor, R. C., Hawton, K., Gunnell, D., & Kapur, N. (2018). Accuracy 

of risk scales for predicting repeat self-harm and suicide: a multicentre, population-level 

cohort study using routine clinical data. BMC Psychiatry, 18(1). 

https://doi.org/10.1186/s12888-018-1693-z   

Wand T. (2017). Considering the culture of blame in mental health care and service 

delivery. International journal of mental health nursing, 26(1), 3–4. 

https://doi.org/10.1111/inm.12258 

Welp, A., & Manser, T. (2016). Integrating teamwork, clinician occupational well-being and patient 

safety - development of a conceptual framework based on a systematic review. BMC health 

services research, 16, 281. https://doi.org/10.1186/s12913-016-1535-y 

Worthington, A., Rooney, P., & Hannah, R. (2013). The Triangle of Care: A Guide to Best Practice in 

Mental Health Care in England. Second Edition. . https://carers.org/downloads/resources-

pdfs/triangle-of-care-england/the-triangle-of-care-carers-included-second-edition.pdf  

  

https://doi.org/10.1007/s11606-016-3886-9
https://doi.org/10.1002/cpp.2515
https://doi.org/10.1186/s12888-018-1693-z
https://doi.org/10.1111/inm.12258
https://doi.org/10.1186/s12913-016-1535-y
https://carers.org/downloads/resources-pdfs/triangle-of-care-england/the-triangle-of-care-carers-included-second-edition.pdf
https://carers.org/downloads/resources-pdfs/triangle-of-care-england/the-triangle-of-care-carers-included-second-edition.pdf


2-21 

Appendices 

 

Appendix 2-A 

Author Guidelines for Archives of Suicide Research  

About the Journal 

Archives of Suicide Research is an international, peer-reviewed journal publishing 
high-quality, original research. Please see the journal's Aims & Scope for 
information about its focus and peer-review policy. 

Please note that this journal only publishes manuscripts in English. 

Archives of Suicide Research accepts the following types of article: articles, 
reviews, brief articles. 

Open Access 

You have the option to publish open access in this journal via our Open Select 
publishing program. Publishing open access means that your article will be free 
to access online immediately on publication, increasing the visibility, readership 
and impact of your research. Articles published Open Select with Taylor & 
Francis typically receive 45% more citations* and over 6 times as many 
downloads** compared to those that are not published Open Select. 

Your research funder or your institution may require you to publish your article 
open access. Visit our Author Services website to find out more about open 
access policies and how you can comply with these. 

You will be asked to pay an article publishing charge (APC) to make your article 
open access and this cost can often be covered by your institution or funder. 
Use our APC finder to view the APC for this journal. 

Please visit our Author Services website if you would like more information 
about our Open Select Program. 

*Citations received up to 9th June 2021 for articles published in 2018-2022. Data 
obtained on 23rd August 2023, from Digital Science's Dimensions platform, 
available at https://app.dimensions.ai **Usage in 2020-2022 for articles 
published in 2018-2022. 

https://www.tandfonline.com/action/journalInformation?show=aimsScope&journalCode=USUI
https://authorservices.taylorandfrancis.com/publishing-open-access/funder-open-access-policies/
https://authorservices.taylorandfrancis.com/publishing-open-access/open-access-cost-finder/?category=all&journal=USUI&fulloa=1&openselect=1&notavailable=1&dove=1&routledge=1&tandf=1&numberofresultsperpage=5&pagenumber=1
https://authorservices.taylorandfrancis.com/publishing-open-access
https://app.dimensions.ai/


2-22 

Peer Review and Ethics 

Taylor & Francis is committed to peer-review integrity and upholding the highest 
standards of review. Once your paper has been assessed for suitability by the 
editor, it will then be single anonymous peer reviewed by two independent, 
anonymous expert. If you have shared an earlier version of your Author’s 
Original Manuscript on a preprint server, please be aware that anonymity 
cannot be guaranteed. Further information on our preprints policy and citation 
requirements can be found on our Preprints Author Services page. Find out 
more about what to expect during peer review and read our guidance 
on publishing ethics. 

Preparing Your Paper 

Structure 

Your paper should be compiled in the following order: title page; abstract; 
keywords; main text introduction, materials and methods, results, discussion; 
acknowledgments; declaration of interest statement; references; appendices (as 
appropriate); table(s) with caption(s) (on individual pages); figures; figure 
captions (as a list). 

Word Limits 

Please include a word count for your paper. 

A typical paper for this journal should be no more than 4000 (article)/4500 
(review)/2000 (brief article) words 

Format-free Submission 

Authors may submit their paper in any scholarly format or layout. Manuscripts 
may be supplied as single or multiple files. These can be Word, rich text format 
(rtf), open document format (odt), PDF, or LaTeX files. Figures and tables can be 
placed within the text or submitted as separate documents. Figures should be of 
sufficient resolution to enable refereeing. 

• There are no strict formatting requirements, but all manuscripts must 
contain the essential elements needed to evaluate a manuscript: abstract, 
author affiliation, figures, tables, funder information, and references. 
Further details may be requested upon acceptance. 

• References can be in any style or format, so long as a consistent scholarly 
citation format is applied. For manuscripts submitted in LaTeX format a 

https://authorservices.taylorandfrancis.com/publishing-your-research/making-your-submission/posting-to-preprint-server
https://authorservices.taylorandfrancis.com/publishing-your-research/peer-review/
https://authorservices.taylorandfrancis.com/publishing-your-research/writing-your-paper/ethics-for-journal-authors/


2-23 

.bib reference file must be included. Author name(s), journal or book title, 
article or chapter title, year of publication, volume and issue (where 
appropriate) and page numbers are essential. All bibliographic entries 
must contain a corresponding in-text citation. The addition of DOI (Digital 
Object Identifier) numbers is recommended but not essential. 

• The journal reference style will be applied to the paper post-acceptance 
by Taylor & Francis. 

• Spelling can be US or UK English so long as usage is consistent. 

Note that, regardless of the file format of the original submission, an editable 
version of the article must be supplied at the revision stage. 

Taylor & Francis Editing Services 

To help you improve your manuscript and prepare it for submission, Taylor & 
Francis provides a range of editing services. Choose from options such as 
English Language Editing, which will ensure that your article is free of spelling 
and grammar errors, Translation, and Artwork Preparation. For more 
information, including pricing, visit this website. 

Checklist: What to Include 

1. Author details. Please ensure all listed authors meet the Taylor & Francis 
authorship criteria. All authors of a manuscript should include their full 
name and affiliation on the cover page of the manuscript. Where 
available, please also include ORCiDs and social media handles (Facebook, 
Twitter or LinkedIn). One author will need to be identified as the 
corresponding author, with their email address normally displayed in the 
article PDF (depending on the journal) and the online article. Authors’ 
affiliations are the affiliations where the research was conducted. If any of 
the named co-authors moves affiliation during the peer-review process, 
the new affiliation can be given as a footnote. Please note that no changes 
to affiliation can be made after your paper is accepted. Read more on 
authorship. 

2. Should contain a structured abstract of 250 words. 

Abstracts should be written in the following order: Objective, Method, 
Results, Conclusions 

Please also include a Highlights section after the abstract. This should be 
three bullet points of key highlights of your manuscript. Max of 85 
characters per bullet point including spaces. 

https://files.taylorandfrancis.com/tf_APA.pdf
https://www.tandfeditingservices.com/?utm_source=USUI&utm_medium=referral&utm_campaign=ifa_standalone
https://authorservices.taylorandfrancis.com/editorial-policies/defining-authorship-research-paper/
https://authorservices.taylorandfrancis.com/editorial-policies/defining-authorship-research-paper/
https://authorservices.taylorandfrancis.com/editorial-policies/defining-authorship-research-paper/
https://authorservices.taylorandfrancis.com/editorial-policies/defining-authorship-research-paper/


2-24 

Read tips on writing your abstract. 

3. You can opt to include a video abstract with your article. Find out how 
these can help your work reach a wider audience, and what to think about 
when filming. 

4. Between 3 and 6 keywords. Read making your article more discoverable, 
including information on choosing a title and search engine optimization. 

5. Funding details. Please supply all details required by your funding and 
grant-awarding bodies as follows: 
For single agency grants 
This work was supported by the [Funding Agency] under Grant [number 
xxxx]. 
For multiple agency grants 
This work was supported by the [Funding Agency #1] under Grant 
[number xxxx]; [Funding Agency #2] under Grant [number xxxx]; and 
[Funding Agency #3] under Grant [number xxxx]. 

6. Disclosure statement. This is to acknowledge any financial or non-
financial interest that has arisen from the direct applications of your 
research. If there are no relevant competing interests to declare please 
state this within the article, for example: The authors report there are no 
competing interests to declare. Further guidance on what is a conflict of 
interest and how to disclose it. 

7. Data availability statement. If there is a data set associated with the 
paper, please provide information about where the data supporting the 
results or analyses presented in the paper can be found. Where 
applicable, this should include the hyperlink, DOI or other persistent 
identifier associated with the data set(s). Templates are also available to 
support authors. 

8. Data deposition. If you choose to share or make the data underlying the 
study open, please deposit your data in a recognized data repository prior 
to or at the time of submission. You will be asked to provide the DOI, pre-
reserved DOI, or other persistent identifier for the data set. 

9. Supplemental online material. Supplemental material can be a video, 
dataset, fileset, sound file or anything which supports (and is pertinent to) 
your paper. We publish supplemental material online via Figshare. Find 
out more about supplemental material and how to submit it with your 
article. 

10. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for 
grayscale and 300 dpi for color, at the correct size). Figures should be 
supplied in one of our preferred file formats: EPS, PS, JPEG, TIFF, or 
Microsoft Word (DOC or DOCX) files are acceptable for figures that have 

https://authorservices.taylorandfrancis.com/publishing-your-research/writing-your-paper/using-keywords-to-write-title-and-abstract/
https://authorservices.taylorandfrancis.com/research-impact/creating-a-video-abstract-for-your-research/
https://authorservices.taylorandfrancis.com/research-impact/creating-a-video-abstract-for-your-research/
https://authorservices.taylorandfrancis.com/research-impact/creating-a-video-abstract-for-your-research/
https://authorservices.taylorandfrancis.com/research-impact/#researchpapervisibility
https://authorservices.taylorandfrancis.com/editorial-policies/competing-interest/
https://authorservices.taylorandfrancis.com/editorial-policies/competing-interest/
https://authorservices.taylorandfrancis.com/data-sharing/share-your-data/data-availability-statements/
https://authorservices.taylorandfrancis.com/data-sharing/share-your-data/repositories/
https://authorservices.taylorandfrancis.com/publishing-your-research/writing-your-paper/enhance-article-with-supplemental-material/
https://authorservices.taylorandfrancis.com/publishing-your-research/writing-your-paper/enhance-article-with-supplemental-material/


2-25 

been drawn in Word. For information relating to other file types, please 
consult our Submission of electronic artwork document. 

11. Tables. Tables should present new information rather than duplicating 
what is in the text. Readers should be able to interpret the table without 
reference to the text. Please supply editable files. 

12. Equations. If you are submitting your manuscript as a Word document, 
please ensure that equations are editable. More information 
about mathematical symbols and equations. 

13. Units. Please use SI units (non-italicized). 

Using Third-Party Material 

You must obtain the necessary permission to reuse third-party material in your 
article. The use of short extracts of text and some other types of material is 
usually permitted, on a limited basis, for the purposes of criticism and review 
without securing formal permission. If you wish to include any material in your 
paper for which you do not hold copyright, and which is not covered by this 
informal agreement, you will need to obtain written permission from the 
copyright owner prior to submission. More information on requesting 
permission to reproduce work(s) under copyright. 

Submitting Your Paper 

This journal uses Routledge's Submission Portal to manage the submission 
process. The Submission Portal allows you to see your submissions across 
Routledge's journal portfolio in one place. To submit your manuscript please 
click here. 

If you are submitting in LaTeX, please convert the files to PDF beforehand (you 
will also need to upload your LaTeX source files with the PDF). 

Please note that Archives of Suicide Research uses Crossref™ to screen papers for 
unoriginal material. By submitting your paper to Archives of Suicide Research you 
are agreeing to originality checks during the peer-review and production 
processes. 

On acceptance, we recommend that you keep a copy of your Accepted 
Manuscript. Find out more about sharing your work. 

Data Sharing Policy 

This journal applies the Taylor & Francis Basic Data Sharing Policy. Authors are 
encouraged to share or make open the data supporting the results or analyses 

https://authorservices.taylorandfrancis.com/publishing-your-research/making-your-submission/submit-electronic-artwork/
https://authorservices.taylorandfrancis.com/publishing-your-research/writing-your-paper/mathematical-scripts/
https://www.bipm.org/en/si/
https://authorservices.taylorandfrancis.com/publishing-your-research/writing-your-paper/using-third-party-material/
https://authorservices.taylorandfrancis.com/publishing-your-research/writing-your-paper/using-third-party-material/
https://authorservices.taylorandfrancis.com/publishing-your-research/making-your-submission/using-taylor-francis-submission-portal/
https://rp.tandfonline.com/submission/create?journalCode=USUI
https://www.crossref.org/crosscheck/index.html
https://authorservices.taylorandfrancis.com/research-impact/sharing-versions-of-journal-articles/
https://authorservices.taylorandfrancis.com/data-sharing-policies/basic


2-26 

presented in their paper where this does not violate the protection of human 
subjects or other valid privacy or security concerns. 

Authors are encouraged to deposit the dataset(s) in a recognized data repository 
that can mint a persistent digital identifier, preferably a digital object identifier 
(DOI) and recognizes a long-term preservation plan. If you are uncertain about 
where to deposit your data, please see this information regarding repositories. 

Authors are further encouraged to cite any data sets referenced in the article 
and provide a Data Availability Statement. 

At the point of submission, you will be asked if there is a data set associated with 
the paper. If you reply yes, you will be asked to provide the DOI, pre-registered 
DOI, hyperlink, or other persistent identifier associated with the data set(s). If 
you have selected to provide a pre-registered DOI, please be prepared to share 
the reviewer URL associated with your data deposit, upon request by reviewers. 

Where one or multiple data sets are associated with a manuscript, these are not 
formally peer-reviewed as a part of the journal submission process. It is the 
author’s responsibility to ensure the soundness of data. Any errors in the data 
rest solely with the producers of the data set(s). 

Publication Charges 

There are no submission fees, publication fees or page charges for this journal. 

Color figures will be reproduced in color in your online article free of charge. If it 
is necessary for the figures to be reproduced in color in the print version, a 
charge will apply. 

Charges for color figures in print are £300 per figure ($400 US Dollars; $500 
Australian Dollars; €350). For more than 4 color figures, figures 5 and above will 
be charged at £50 per figure ($75 US Dollars; $100 Australian Dollars; €65). 
Depending on your location, these charges may be subject to local taxes. 

Copyright Options 

Copyright allows you to protect your original material, and stop others from 
using your work without your permission. Taylor & Francis offers a number of 
different license and reuse options, including Creative Commons licenses when 
publishing open access. Read more on publishing agreements. 

https://authorservices.taylorandfrancis.com/data-sharing/share-your-data/repositories/
https://authorservices.taylorandfrancis.com/data-sharing-policies/citing-data-guide/
https://authorservices.taylorandfrancis.com/data-sharing/share-your-data/data-availability-statements/
https://authorservices.taylorandfrancis.com/publishing-your-research/moving-through-production/copyright-for-journal-authors/


2-27 

Complying with Funding Agencies 

We will deposit all National Institutes of Health or Wellcome Trust-funded papers 
into PubMedCentral on behalf of authors, meeting the requirements of their 
respective open access policies. If this applies to you, please tell our production 
team when you receive your article proofs, so we can do this for you. Check 
funders’ open access policy mandates here. Find out more about sharing your 
work. 

Accepted Manuscripts Online (AMO) 

This journal posts manuscripts online as rapidly as possible, as a PDF of the final, 
accepted (but unedited and uncorrected) paper. This is clearly identified as an 
unedited manuscript and is referred to as the Accepted Manuscript Online 
(AMO). No changes will be made to the content of the original paper for the AMO 
version but, after copy-editing, typesetting, and review of the resulting proof, the 
final corrected version (the Version of Record [VoR]), will be published, replacing 
the AMO version. 

The VoR is the article in its final, definitive and citable form (this may not be 
immediately paginated, but is the version that will appear in an issue of the 
journal). Both the AMO version and VoR can be cited using the same DOI (digital 
object identifier). To ensure rapid publication, we ask you to return your signed 
publishing agreement as quickly as possible, and return corrections within 48 
hours of receiving your proofs. 

My Authored Works 

On publication, you will be able to view, download and check your article’s 
metrics (downloads, citations and Altmetric data) via My Authored Works on 
Taylor & Francis Online. This is where you can access every article you have 
published with us, as well as your free eprints link, so you can quickly and easily 
share your work with friends and colleagues. 

We are committed to promoting and increasing the visibility of your article. Here 
are some tips and ideas on how you can work with us to promote your research. 

Queries 

If you have any queries, please visit our Author Services website or contact 
us here. 

Updated 28th February 2024 

https://authorservices.taylorandfrancis.com/publishing-open-access/funder-open-access-policies/
https://authorservices.taylorandfrancis.com/research-impact/sharing-versions-of-journal-articles/
https://authorservices.taylorandfrancis.com/research-impact/sharing-versions-of-journal-articles/
https://authorservices.taylorandfrancis.com/research-impact/#authoredworks
https://authorservices.taylorandfrancis.com/ensuring-your-research-makes-an-impact/
https://authorservices.taylorandfrancis.com/research-impact/#promoteyourarticle
https://authorservices.taylorandfrancis.com/
https://authorservices.taylorandfrancis.com/contact/


2-28 

Appendix 2-B 

Extract from Participant Transcript  

R: Researcher 

P: participant 

R  What does risk management mean to you?  

P  For me especially in my role it would be assessing risk to the patient themselves and to others 
whether that’s family or friends or wider community and looking how to safeguard the patient 
and others as well so sometimes that involves safety planning, sometimes it involves referring to 
other services like adult social care if it’s a safeguarding concern or you know if it’s a risk to 
themselves or others through their mental health it might be looking at that additional mental 
health support and hospital if they’re really unwell.   

R  What do you think are the most important things to consider in risk management?  

P  I think as I said its risk to the self or others I think that’s a big thing because someone might not 
be a risk to others at all but might be a big risk to themselves, thinking about risk of their mental 
health declining potentially them neglecting their own needs neglecting to look after themselves. 
Sometimes were looking at risk of self harm or suicide as well managing those risks trying to 
support people ot not hurt themselves, looking at risks to others we work with people in 
relationships or family situation at home so we’re looking at risk to children in the house even if 
its just through them witnessing the parents being unwell. Yeah and potentially carer’s that are in 
the house as well and looking after the patient, there’s quite a few patients that have had 
delusional beliefs about the carer that’s looking after them so its trying to support them to still 
care for the patient but looking at that risk to them and not letting them get in harms way. Yeah 
id say the main thing that I do in risk management would probably be risk assessment in my role 
and then safety planning with patients   

R  You mentioned there safety planning with patients, can you tell me your thoughts on involving 
the service user in the risk management process?  

P  Yeah so a lot of my role up until recently has been in the assessment process so the very initial 
referral into the service within that process its usually an hour assessment that someone will 
have and we will then go through those questions with them and talk quite openly about the risks 
they might have toward themselves or others so we’ll usually ask if they’re having any thoughts 
to hurt themselves or any suicidal thoughts. We’ll ask about the history of that as well and what 
that looked like in the past compared to now whether its worse or improved. So we’ll ask about 
that, we always ask if there’s children in the house that’s something we’re expected to ask at 
every initial contact and then review regularly and we also ask about domestic abuse so there’s a 
new thing introduced called routine enquiry where basically we regularly ask about the 
relationship even if there’s no reported domestic abuse just to make sure that they have the 
opportunity I guess to disclose anything. So that’s asked about at the initial assessment then 
regularly reviewed. In terms of the safety planning, when someone’s allocated that’s usually one 
of the first pieces of work we’ll focus on is getting that safety plan in place and that’s kind of an 
agreement as well at the start of the piece of work I suppose that when they are struggling they 
can access support they need. I think in the most basic sense the safety plan always has a number 
they can contact out of hours and who in hours so contacting HTT, contacting our duty service 
but it also looks into coping strategies they find helpful and what works for them.   
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R  Thank you. What are your views on the concept of eliminating risk entirely, is that something 
that comes up in the CMHT?  

P  I don’t think I’ve heard many discussions about trying to eliminate risks entirely, I think that’s 
often not possible. There is always going to be risk and part of our role is trying to work with 
that risk in a positive way that’s not restrictive but also keeps everyone safe so it really depends 
what the risk is I suppose. I’m trying to think of an example maybe that would be more helpful, I 
suppose if someone’s having suicidal thoughts its you know you cant stop someone from feeling 
that way you know and you’ve got to work through that with them so sometimes there will be 
times people do express suicidal thoughts then its going back to the safety plan and coping 
techniques and how they can work through that and keep themselves safe or sometimes its 
getting a carer involved who might live with them to get on board with that safety plan. Yeah I 
think the word eliminate is quite a strong word isn’t it because yeah that’s quite hard to do in the 
community especially because someone can maybe come into an appointment and tell you that 
they’re completely fine and you don’t always know I suppose whether they are when they leave 
that appointment. I would just say maybe minimising risk is a better term for what we try and do 
obviously we don’t want people to have risks in life but yeah.   

R  You said something there about working with risk in a positive way and the least restrictive way, 
can you tell me a bit more about that?   

P  Yeah I think for me risk obviously comes with a lot of professional anxiety that you want people 
to be safe and you want them to feel ok so I guess taking those positive risks when its safe to do 
so and when you know someone’s got the support in place to make sure they’re ok then 
empowers them to make those decisions in the future. I think so I’m trying to think of an 
example, for instance if someone’s having suicidal thoughts and is worried they cant keep 
themselves safe then we can put a safety plan in place with coping strategies they know work 
and maybe a carer whose able to check in and call for support if things aren’t working, that then 
encourages the patient to do that in future when they’re struggling rather than the first port of 
call being they need to come to mental health services or they need to be admitted to hospital 
because they’re struggling to cope. I suppose it just encourages them to develop their confidence 
with managing their own risks and yeah instead of being restricted I guess.   

R  What do you think for you as a practitioner, what makes you feel safe enough to use that type of 
approach to risk management and to be less restrictive?  

P  I think one of the big things for me has been accessing group supervision and the MDT’s that we 
have, we have quite a lot of MDT’s we have a daily huddle where we can meet and talk about 
immediate risks or things that need to be addressed that day and then we have a weekly complex 
decisions meeting as well where we can talk through cases that are maybe more complex and do 
have a lot of risks involve and I find it really helpful to get the opinion of other people in the 
team who maybe come from a different background whether that’s nursing or consultant or 
psychology just to I guess air that a little bit and talk through different ways we can manage the 
risk positively. So I think that is very helpful for me and that’s something that the patients not 
often aware of or is aware of in a very basic sense of its going to be discussed at a meeting, but 
that does help with my confidence. I suppose I think what makes me feel safe is knowing 
whether there is enough support for it to be managed, so you know if there’s a patient that comes 
in that maybe doesn’t have any support, maybe there’s risk factors there of you know they don’t 
have any future focus, they’ve maybe harmed themselves in the past and all those risk factors are 
there that would then decrease my confidence in how it can be managed and we might have to 
offer even more support but yeah if there’s I guess I don’t know whether this is the right word 
but I’d maybe call them safety factors well protective factors I guess they are aren’t they like 
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having family support, being able to get through it and evidence they’ve been able to do that in 
the past and I guess that they’ve got some insight into what’s going on for them so if they 
recognise what they’re struggling with at that point and show some motivation to want to change 
that.   

R  How do you think… say if we think about the positive risk taking approach you talked about, 
how does that affect the client what have you noticed in your work in using that or where it’s not 
been used?  

P  I think it helps to show the client that they can make changes themselves I think it gives them 
more sort of, I’m trying to think of the right word, but just a bit more power I guess that they can 
influence their own mental health journey and that they can rely on themselves as well as other 
people because I think in the past patients have had quite a lot of dependency maybe on services 
and maybe get into a pattern of attending services and seeking support which is great that they 
do attend and seek support that’s what we want isn’t it when people are struggling. But also that 
they have some of those tools themselves and I’m thinking of someone that I only met the first 
time recently she’s been involved with services a very long time she’s had over 100 admissions 
to hospital so been really really unwell and is now at the point where she hopes she can be 
discharged at some point and that’s because she’s got her own strategies in place however 
maybe individual they are to her so yeah I think just maybe encouraging that so people don’t feel 
like the only option is they need to seek support from mental health services. I guess it builds 
their confidence as well in that I guess control over their own mental health condition as well.   
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Appendix 2-C 

Codes Grouped into Initial Theme Ideas 
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Theme 1: togetherness, connection, 
psychological safety, relating to each 
other?  

• MDT Approach 
• Access to Support 
• Supervision 
• Learning from Each other  
• Sharing Responsibility  
• Multi Agency Working 
• Service Relationships  
• Managing Risk Alone 
• Community vs inpatient  
• Community working  
• Hospital Admission  

 

 

Theme 4: systemic, out of our hands? System 
overhaul? ‘we’re not mind readers’? A need for 
accountability?  

• Inevitability of Risk 
• Unable to eliminate risk  
• Professional Responsibility  
• ‘Tick Box’ Exercises 
• Time on paperwork 
• Doing our Best 
• Value of Time 
• Recording Decisions 
• Pressured Systems  
• Lack of Beds 
• Ignoring the Good Stuff 
• Management Disconnect  
• Decision Making  
• Acting with Caution  
• Legal Implications  
• Reacting to Incidents  
• Workload and Capacity 

 

Theme 3: ‘never good enough’? ‘crossing the t’s and 
dotting the I’s’? “damned if you do and damned if 
you don’t”? “the more you give the more you’re 
blamed”?  

• Anxiety 
• Fear of Negative Outcome 
• Difficult Feelings 
• Staff’s need for safety 
• Barriers 
• Blame, Shame, Fault  
• Culture 
• Finding Balance  
• Levels of Control  
• Staff Burnout 
• Staff Rigidity  
Theme (potentially sub theme to theme or 3 as its 

relating to anxiety?): practitioner growth? 
personal perceptions of risk?  

• Level of Experience 
• Personality  
• Training on Risk  
• Variations Between Practitioners 
• Prior Risk Experiences 
• Staff’s Confidence  
• Need for information 
• Staff Knowledge  
•  

Theme 2: An obviousness to the approach? 
Staff enabling change? ‘unless you give 
them an opportunity to manage something 
how would anybody know?’ Focus on 
recovery? Driving change? 

• Who PRM is for 
• Defining PRM 
• Taking risks to manage risk  
• Positive impact of PRM   
• Working with Family/Carers 
• SU factors impacting PRM 
• SU Engagement  
• A Focus on Risk Factors 
• Diagnoses Dilemma’s 
• SU’s being let down  
• Negative Impact on SU’s 
• Tools for risk assessment  
• Formulating Risk  
• Predicting Risk  
• Strengths Based Approach 
• Collaboration with SU’s 
• Lack of collaboration 
• Effective SU Involvement 
• Defining PRM 
• Therapeutic Relationships 
• SU vs Staff Priorities  
• Trust 
• Empowering the SU 
• Openness and Honesty 
• Individualised Approach  
•  
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Table 2-1 

 Summary Demographics of Participants (n=12) 

Age, mean (SD), min-max  44.6 (11.3), 27-59 

Male, n 3 

Female, n 9 

Ethnicity, n 12 

White British 8 

Asian British 2 

White Polish 1 

White Irish 1 

Number of years in current role, mean (SD), min-max 4.03 (2.93), 0.3-10 

Number of years qualified, mean (SD), min-max 17.1 (10.9), 3-38 

Service, n 2 

Community Mental Health Team (CMHT) 10 

Early Intervention Team (EIT) 2 

Occupation, n 6 

Clinical Psychologist  2 

Social Worker 3 

Registered Mental Health Nurse 4 

Occupational Therapist  1 

Consultant Psychiatrist 1 

Psychological Therapist 1 
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Table 2-2 

Outline of Key Themes and Associated Sub Themes  

 

Theme 

 

Sub Theme 

 

1. The System: Working With us or Against Us? 

 

1.1 Blame Directed Care 

 1.2 The Impact of External Pressures 

 1.3 Connection and Togetherness in the 

Community 

 

2. Internal States 2.1 Degrees of Anxiety 

 2.2 Perceptions of Proficiency 

 

 

3. Staff and Service Users: Working 

Together to Drive Recovery 

 

3.1 The Protective Nature of Relationships 

3.2 The Power of Empowerment 
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Table 2-3 

Additional Extracts from Data Illustrating Themes  

Sub 

Theme 

Extract Source 

1.1  “But I think sometimes the more you give the more you’re blamed, does that 

make sense?” 

Hayley 

 “I don’t think you’re celebrated for doing things well, you’re pulled up for you 

know you got 8/10 on a test that’s not good enough.” 

Lisa 

 “I thought oh is this my fault, are people going to think it’s my fault, will 

people think I’m doing the wrong thing, am I a bad therapist?” 

“I guess there is some, in addition to everything else, some fear of gosh what 

would happen if I say I end up coroners court as a practitioner, as a witness? 

And you know was there some aspect of my practice that wasn’t good enough? 

That’s a big fear as well.”  

“I think I can speak for everybody in the sense of we don’t as a workforce want 

to feel solely responsible for if something happens and that seems to be the 

culture of the passing. I do it myself, I go oh well I told that person so the buck 

lies with them now and I hear that thought in my head like well I’ve done this 

so this means its on them” 

Sarah 

 

 

Sue 

 

 

 

Lisa 

1.2 “If I had more time rather than doping paperwork I could spend a lot more 

time with him, go out and kind of look at what we could do better really but 

you know he knows I’m going to come for that hour and that’s it.” 

 

Simon 

 “It takes a lot of personal organization to be top of all the continual re 

assessment, risk assessment, outpatient appointments, medication reviews and 

depot medication, dealing with families, carers sometimes they need hospital 

they have to attend tribunals or ward rounds things like that and a perpetual 

cycle of new referrals coming in every week” 

 

Joe 

 “You know we are predominantly attempting to prevent repeated hospital 

admission, sometimes historically the view would have been to manage risk is 

put them in hospital but we want to keep people out of hospital. So, we 

managed a lot of risk that we would have never pre EIS would have never 

managed in the community” 

“There is something about the general demands of work, the job, you know I 

don’t think there’s ever been a time that I’ve worked in the NHS and the actual 

expectations around this is the work you need to complete that matching the 

hours that are available”  

Tracy 

 

 

 

 

 

Sue 
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1.3  “It works very well because we work closely in the MDT and our service is 

very involved in terms of working with risk very closely and monitoring it. I 

think we do it as a team when we manage risk.” 

Tom 

 “I liaise like I say with as many other professionals as I can and get advice 

from as many people as I can in my so that’s where I really do liaise with 

others if there’s any risk that’s when I’m probably doing that the most.. it also 

feels like it’s not just you alone worrying about that it feels like others are 

involve it makes the worry less as well”  

Helen 

 “I think if you have professional meetings and everybody’s aware of the 

difficulties then you would feel better about your risk taking because you’ve 

got people backing you, everybody’s signed up to it.” 

Jennifer 

 “Its about the learning from it isn’t it? I think with the right people around 

teams that mentality allows risk management to become everyday language 

not reactive language and not avoidant language like ‘you just have to do this’ 

and everybody looks away. You know it’s ‘let’s do this as a team’” 

Tracy 

 “Speaking for myself I know sometimes if I’ve got someone else involved it 

feels a little bit easier to manage really, you’re not doing it all on your own.” 

Simon 

 “Lone workings hard and in a CMHT you do a lot of lone working I think a lot 

of people talk about that lone working because that in itself can be difficulty 

because you feel like sometimes you’re carrying a risk on your own.” 

Vicky 

 “it was very strange for me to go from having such a team sort of sense on the 

ward because you’re in a team that was very cliquey, to being in a team that 

didn’t feel like a team because everybody was in and out left right and centre 

because of this new home working situation” 

Lisa 

 “with the CMHT you manage your own caseload it can feel very sort of 

isolated sometimes you’re managing that risk behaviour on your own.” 

“MDT discussions are massive so that you’re not feeling you’re taking that 

risk alone, with positive risk taking its good to have a team approach.” 

“I am much more likely as a practitioner to go and talk to about this risk issue. 

If I wasn’t able to do that the flippant part of me wants to say id just leave my 

job, I couldn’t I just couldn’t work in that kind of environment. I think I would 

definitely be more anxious, I would second guess myself a lot more, I would 

spent more time kind of dotting I’s and crossing T’s”  

“I think definitely being in an office like office based all the time we don’t work 

from home and that can be really helpful just to have that peer support there.”  

Simon 

 

Vicky 

 

 

Sue 

 

 

 

Rebecca 
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2.1  “it’s [PRM] something that sits very uncomfortably with some health 

professionals they would just never do that, potentially to the detriment of the 

recovery or the service user learning new strategies….” 

Tracy 

 “You know I’d wake up in the night thinking oh my god I didn’t write that in 

the notes, what if it’s important? Or what if something happens?” 

Lisa 

 “I think it’s always been anxiety provoking as a clinician when you look at 

somebodies risks and you think oh they’ve done this, this and this, why would I 

then put them in a situation?” 

Vicky 

 “Managing risk is very stressful for staff because of that, because of them 

reasons. Because they’re uncertain they don’t know if they’re doing the right 

thing, they’re taking a chance. It doesn’t mean that when you leave the office at 

5 o clock you forget about it you know” 

Jennifer 

 “sometimes you do have to maybe.. I have to check myself and think am I 

contacting this patient for their benefit or is it to sort of make me feel less 

anxious about the situation and weigh that up and decide what’s actually best 

for the patient at the time?” 

“if I felt that there was any risk at all {pause} sometimes I felt quite anxious 

about it”  

“the team didn’t do anything else about it as the risk had passed whereas I 

were you know really anxious over it”  

“I think I sit more on the side of I over function I think because I’m anxious so 

I will over do to make sure I can be as defensibly defensive as possible. Some 

people are not as maybe as anxious”  

Rebecca 

 

 

 

Sarah 

 

Helen 

 

Lisa 

2.2  “I suppose there you know if you’d asked me 8 years ago if somebody comes 

into a room and verbalizes suicidal ideation you know the thought of ‘letting 

them go’ id find very difficult whereas now I’ve worked with lots of people 

whereby those patterns are very evident and where again we’ve got that shared 

risk assessment and management approach” 

Sue 

 “I think in more experienced staff they will take that approach, less 

experienced staff will generally in my experience be very avoidant of that” 

Tracy 

 “I think managing risk comes with experience of trying to deal with risk and 

looking at ways forward, so somebody whose newly qualified might struggle 

with that” 

Jennifer 

 “that’s a really big thing in managing risk as well is having trust and 

confidence” 

Simon 
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“yeah I was a bit like out of my comfort zone and also I was worried about 

how to handle the response I'd get. So if there was someone that said yeah I’m 

going to harm myself, it’s how do I respond to that, do I respond in the correct 

way or incorrect way?”  

“because I’ve only been in the team a year and this is my first mental health 

team I think maybe if I feel less informed about a amental health condition so 

for me psychosis is something that I still struggle with a little bit and I’ve had 

less experience of those kind of mental health conditions, I think that then 

makes me take more of a risk averse stance because I guess I don’t want to 

miss anything” 

Hayley 

 

 

 

 

Rebecca 

3.1 “So a good relationship is quite important because people will be more open, 

more willing to tell you what’s going on, more willing to talk about things 

where risk might occur” 

Sarah 

 “I’m still maybe not 100% confident around psychosis and schizophrenia and 

stuff like that as a whole but I’ve got a few patients on my caseload who do 

have those diagnoses because I’ve worked with them now for a quite a long 

period of time I maybe feel more confident doing that PRT as I’ve got that 

relationship with them.” 

Rebecca 

 “I guess it's about how well you know the service user as well….you need to 

spend time with people to do the preventative work to reduce the risk and the 

likelihood of risk in the long term.” 

“if the rapport is there and usually it’s that working relationship isn’t it, if its 

not there then it can sometimes push the patient away which makes it really 

hard to manage that risk really and assess it properly”  

Jennifer 

 

 

 

Simon 

3.2  “before people have said ‘you can’t’ a lot, you can’t do this you can’t do that 

because of the way the historical risks are but actually by saying you can and 

I’m not going to stop you sometimes it gives them that empowerment and I 

think a level of that you put trust in them that yeah its quite powerful.” 

Vicky 

 “I think part as well is having that conversation with the SU and people 

around them about why we’re taking the risk, what the aim of it is really. Part 

of it is having them on board with it as well” 

Simon 

 “We’re actually asking the patient to tell us what’s important to them, rather 

than what WE think is most important to them, it’s very tempting in mental 

health to make assumptions about what people need” 

Joe 

 “to do it collaboratively you need to ask questions and come up with a plan 

together, its all well and good me saying I think you should go to IRS or into 

Lisa 
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hospital but a patient is not going to do that they have to come to their own 

plan alongside that” 

 “I guess taking those positive risks when its safe to do so and when you know 

someone’s got the support in place to make sure they’re ok then empowers 

them to make those decisions in the future.” 

“PRM I think is the term that we use and have used historically and I think 

with some people it is it can bring about a big catalyst for change for them 

because you allow the person to take responsibility.”  

“at the end of the day when you’re treating patients or managing patients its 

about their care isn’t it so you cant exclude them from every plan you know. So 

they should be part of the risk and unless of course including them in 

something would be detrimental to their mental health.”  

Rebecca 

 

 

 

Tracy 

 

 

 

 

Tom 
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Critical Appraisal 

The third section of this thesis will begin by summarising both papers. Individual reflections on each 

paper are then discussed, highlighting specific challenges experienced throughout the research 

process. Strengths and limitations of both papers are discussed, before future directions and 

conclusions are considered.  

 

Summary of the Systematic Literature Review  

The systematic literature review utilised realist methodology to examine how, why, for whom and in 

what contexts does positive risk management (PRM) work in mental health care settings. The realist 

review sought to understand the key mechanisms of action and highlight specific contextual factors 

which influence how these mechanisms are activated in varying environments within mental health 

settings. The search process identified twenty documents for inclusion from a range of sources and of 

varying methodology, in line with a realist approach. The findings from this review suggested there 

are multiple contextual factors influencing internal mechanistic processes for those utilising PRM 

including over reliance on structured risk assessment leading to reduced curiosity and meaningful 

connection and access to relevant training increasing confidence of working with risk. These factors 

influenced two key outcomes relating to PRM: quality of life for both staff and service users and 

influencing levels of risk for service users. This was the first realist review on PRM and the first to 

explore why PRM does or does not work as an intervention within a range of settings. The review 

highlighted the need for further qualitative research into PRM, particularly capturing staff and service 

user voices to explore the issues raised within the findings further and better understand how to 

support the facilitation of PRM in clinical practice.  

Summary of Empirical Paper   

The empirical paper used qualitative methodology to explore community mental health staff 

perspectives on positive risk management by using thematic analysis. The aim of this study was to 

explore how staff working within community mental health services understand, experience and 

utilize PRM. 12 participants completed semi structured interviews. Three key themes were identified 

from the analysis: 1) The System: Working With us or Against Us?, 2) Internal States and 3) Staff and 

Service Users: Working Together to Drive Recovery. Associated sub themes highlighted that blame 

directed care, external pressures, connection and togetherness, anxiety, proficiency, relationships and 

empowerment were central to participants experiences, understanding and utilization of PRM in their 

clinical practice. Participants highlighted the personal impact of working with high levels of risk in 

the community and the importance of a shared sense of responsibility around risk management. 
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Findings highlighted barriers to implementing PRM in practice, notably systemic level factors such as 

a culture of blame and a lack of resource, despite practitioners’ desire to work collaboratively with 

service users. This study is the first to explore first hand community staff perspectives on positive risk 

management, offering a valuable contribution to the literature. The findings highlighted the need for 

improved, longer-term support for staff working with risk to not only support staff well-being but also 

to ensure patient safety and high quality care for service users and their families. Future research 

should aim to explore service user perspectives on PRM, including their experiences and 

understanding of the key elements of PRM and how these impact various aspects of well-being. 

Future studies may also explore perspectives of less experienced, newly qualified staff members 

across both community and non-community settings.  

Reflections on the Systematic Literature Review 

Selecting a Topic and Method  

The process of selecting a topic for the review element of the thesis took place after the empirical 

topic had been agreed and became one of the more challenging aspects of the thesis. My initial 

scoping searches highlighted that there is a distinct lack of literature looking at PRM within mental 

health in general. There is also a large degree of heterogeneity within the literature that does exist, 

complicated further by the varying terms used to define PRM across documents. I was keen to explore 

PRM as a concept more broadly within the review, as I had focused in on one particular setting and 

population for the empirical paper.   

Realist reviews have grown in popularity in recent years (Wong, 2019). They are particularly suitable 

for unpicking the impact of complex interventions as they aim to understand how the intervention is 

working within a range of different contexts and why (Rycroft-Malone et al., 2012). Given the lack of 

clarity around PRM across policy and guidelines (Just et al., 2021), as well as the scope of which 

PRM is used across a range of differing services within mental health care, I felt a realist approach 

would be most appropriate for exploring PRM more widely with the hope of shedding light on how 

PRM functionally works, or does not work, within clinical practice. The aim of realist evaluation is to 

support decision makers to elicit a deeper understanding of the intervention and consider how it can 

be made to work most effectively (Pawson et al., 2005). More traditional methods of review often 

focus on measuring or reporting the effectiveness of an intervention but provide less insight into 

specifically why the intervention did or did not work when applied in varying circumstances or 

contexts. Whilst this review does not aim to answer whether PRM simply does or does not work; it 

was hoped instead it would provide a rich, detailed, practical understanding of PRM which may lay a 

foundation for further exploration and more effective implementation.  

Whilst realist reviews follow similar stages to a more traditional systematic review, there are some 

key differences which make this approach more unique. Multiple sources of information can be 
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included within the review, making them larger in scope and incorporating a broad range of evidence 

to support theory development. The inclusion of grey literature was felt to be a vital aspect of 

exploring PRM in this way given national policy and guidance promoting its use within practice. 

Furthermore, the involvement of stakeholders within the theory generation and refinement is a core 

aspect of realist reviews (Saul et al., 2013). The contributions from the expert panel in this review 

supported greatly with expanding understanding of PRM across different settings for different staff 

groups and allowed for further refinement of the literature from a ‘real world’ perspective.  

Search Strategy 

One of the challenges of the review process was defining the search terms. As previously noted, one 

of the key issues with PRM is the discrepancies within its definition in the wider literature (Just et al., 

2021). The core concepts of PRM such as collaboration, promoting autonomy and the involvement of 

wider family or carers may be conceptualised under different terms other than ‘PRM’. Initial scoping 

searches of the literature alongside reviewing current policy and guidance supported in identifying 

key related terms used across settings, such as therapeutic risk taking, positive risk taking and 

collaborative risk taking. It was important to ensure relevant literature was captured within the search, 

whilst also remaining aware of the feasibility and scope of the project as a whole. Whilst there is 

limited literature specifically exploring PRM, there is a much larger body of research looking into risk 

management more broadly within services. Whilst a search in this area would have yielded a very 

high number of studies, it would have neglected a core focus on PRM. Frequent discussion with the 

wider research team supported in narrowing down the search terms to a number of key terms which 

encapsulated the key elements of PRM and ensured the literature search yielded the most relevant 

data.    

Challenges 

Despite realist reviews becoming increasingly more popular in recent years (Wong, 2019), they 

remain a fairly novel approach. I was not familiar with realist methodology prior to starting clinical 

training and had not received any core teaching on realist synthesis throughout my studies. Realist 

reviews require flexible thinking and require the author to deal with a large degree of complexity by 

working iteratively with high volumes of information (Rycroft-Malone et al., 2012). At times the 

review felt overwhelming, and it was challenging to find balance between being specific enough to 

ensure the review question was answered whilst also stepping back and reviewing the evidence from 

an objective perspective. However, the iterative nature of the review made this easier in some 

respects, allowing for frequent back and forth discussions between myself and the wider research 

team to discuss potential biases, review evidence together and consider emerging context, mechanism, 

outcome (CMO) configurations as a team. Following publication standards for realist methodology 

(Wong et al., 2013) provided me with a sense of structure despite this being a less familiar, intricate 
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approach. I also sought advice early on from wider researchers within the University who were more 

familiar with realist methodology, to ensure accuracy and to consider any nuances within the 

approach.  

Reflections on the Empirical Paper 

Selecting a Topic 

Choosing a topic and method for the empirical study was done in partnership with my supervisors to 

ensure the scope of the project was in line with the training program timeline. I felt drawn toward a 

broader topic that could be applied across multiple settings, rather than focusing on an area of 

psychology that was possibly more niche toward one specific area or population. My own experiences 

working with varying levels of risk within mental health services as well as a personal interest within 

staff well-being sparked an interest in this area more generally, and I was keen to learn more about the 

perspectives of other practitioners working within NHS mental health services. Given the aim of the 

research was to capture a broad range of staff perspectives on PRM, it was important that the method 

of qualitative analysis was consistent with this epistemological position. Reflexive thematic analysis 

(TA) was chosen over other qualitative approaches, for example interpretive phenomological analysis 

(IPA), as the flexibility of TA allowed for the identification of wider themes across the whole data set 

rather than focusing on features of individual cases (Braun & Clarke, 2020).  

Positioning Myself within the Research 

The study was underpinned by a critical realistic ontological framework sitting broadly within 

contextualism, as it focused on the meaning and objectivity of participants experiences with PRM. 

The research was guided by an understanding that multiple truths exist and are shaped by contextual 

factors alongside individual meaning of experiences and wider social contexts. Such positions 

emphasise the importance of research subjectivity and interpretation to elicit meaning from the data. 

Supervision helped me to maintain and continually reflect upon this epistemological stance 

throughout the research process.  

A key component of the research process involved reflexivity. Understanding my own values, 

attitudes, prior experiences and lived reality was crucial in considering how these factors may impact 

the research process. PRM was a term I had heard of but knew fairly little about in practice and I had 

not received any training specifically on this approach to risk management. This allowed me to 

conduct the research from a fairly non-expert perspective, which supported me in maintaining a 

balanced, impartial view during the interview process. Despite this, through the keeping of a reflective 

log and regular supervision, I recognised certain biases and preconceptions of potential outcomes 

creeping in early on. For example, given my own initial lack of understanding of PRM despite six 

years working within mental health settings in the NHS, I had assumed that the lack of 
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implementation of PRM was likely linked to an overall lack of understanding of what it is and how it 

is used. Noticing this bias was helpful in ensuring I monitored myself during the interviews and 

remained impartial, to ensure I wasn’t guiding the interviews in any certain direction. My supervisors 

also reviewed interviews and transcripts to ensure consistency and rigor. Utilising stakeholder 

involvement during the development of the topic guide further supported in ensuring personal bias 

and assumptions had little impact on the nature of the interviews. Interestingly, the findings of the 

study disproved my initial thoughts, instead finding most participants had a very good understanding 

of PRM and how to use it, but just did not have the support and structures in place to be able to use it 

effectively.  

Data Collection 

Participants taking part in this study had the choice to be interviewed face to face, by video call or by 

telephone. Interestingly, every participant opted to take part via video call. Some participants reflected 

on their level of home working, meaning video calling presented a more accessible option allowing 

them to take part flexibly at a time which suited them rather than relying on private office space. I had 

wondered whether the lack of in person interviewing may reduce opportunity to build rapport, 

potentially reducing feelings of safety and trust needed for participants to be honest during their 

interview. However, I was surprised during the interview process that participants appeared fairly 

comfortable, and I felt able to establish a sense of rapport with them despite the physical barrier. 

Research has highlighted video interviews can be an effective method of qualitative interviewing and 

serve as a viable alternative to in person interviews (Deakin & Wakefield, 2013; Irani, 2019). During 

the interviews, participants naturally reflected on personal experiences of risk management which at 

times evoked emotional responses within them. A detailed risk protocol was in place (see Appendix 4-

H) to support in managing such responses or potential disclosures of malpractice. Upon reflection, it 

is possible the use of video call to facilitate the interviews may have supported participants in feeling 

more relaxed within a familiar home environment which supported them in feeling able to share their 

experiences transparently. This experience has supported me in considering future research I may be 

involved with and ensuring multiple options and strategies are in place to support involvement of a 

wide range of participants through various means.  

Sample Size 

There are no specific requirements for sample size within thematic analysis, although the concept of 

data saturation is widely discussed within qualitative research in general (Braun & Clarke, 

2021).  Data saturation refers to the point in data collection and analysis when new information 

contributes little change to existing codes and no new themes are thought to be emerging from the 

data (Guest et al., 2006; Morse, 2015). Some studies report a sample size of as low as seven was 

enough to achieve saturation (Constantinou et al., 2017), with others reporting data saturation 
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occurred after 12 or 16 interviews (Guest et al., 2006; Hagaman & Wutich, 2017). A maximum 

sample size of 20 was set prior to the study start date, in line with the scope of the project and 

recruitment timeframe. As interviews progressed, I noted and discussed data quality and consistent 

emerging ideas. My supervisors and I discussed and agreed when it appeared as though little new 

information was emerging from more recent interviews.  The researchers also aimed to ensure the 

sample was not biased toward one professional group, ensuring a range of professional experiences 

were captured and representative of a typical CMHT staff group. Importantly, Braun & Clarke (2021) 

highlight that coding and analysis do not necessarily reach a fixed end point, instead the researcher 

will inevitably need to make an interpretative judgement about when to stop each stage of collection 

and analysis. Therefore, given the somewhat subjective nature of the concept of data saturation, Braun 

& Clarke (2021) argue ‘full’ saturation may never truly occur within a reflexive approach and authors 

may never truly know whether such saturation has occurred. Given the depth of the data collected and 

experiences captured in this study, a final sample size of 12 was achieved.  

Data Analysis  

Throughout the analysis I closely followed Braun & Clarke’s (2006) six stage process for reflexive 

TA. As I approached this research fairly novice toward TA as a whole, working within the 

recommended steps supported in developing confidence with the methodology. Aspects of the 

analysis were sometimes challenging as I felt a pull toward ‘doing it right’ rather than curiously 

leaning into the analysis. Through supervision and continual familiarisation with the data I felt myself 

moving toward a more interpretive stance and identifying themes within the dataset came more 

intuitively. The iterative nature of reflexive TA was helpful in this respect, as it allowed me to work 

with the data over a longer time period throughout the back and forth of data collection, transcription 

and coding. Furthermore, using NVivo software (Lumivero, 2013) proved to be hugely beneficial in 

keeping the analysis organised and allowed me to flexibly and visually work through the data set and 

share this with supervisors for second opinion. An initial challenge of the analysis was the time taken 

to transcribe a very large data set, which I had initially underestimated. It was crucial the interviews 

were accurately transcribed with an appropriate level of detail to capture the individual experiences of 

each participant. The process of transcription, though lengthy, proved to be a key component of the 

analysis as it allowed me to immerse myself fully within the data. Evidence suggests through this 

familiarisation (Braun & Clarke, 2006), the researcher gains a sense of the entirety of the dataset 

which enables a better understanding of the phrasing and meaning when viewed within a wider 

context (Castleberry & Nolen, 2018).  

Strengths, Limitations and Future Directions 

Both papers in this thesis offer a novel contribution to the literature. This thesis explored PRM, which 

remains poorly represented within the literature despite its application across a wide variety of mental 
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health settings. The review component of this thesis is the first to explore PRM from a realist 

perspective and captured a wide body of literature and publications, allowing connections to be drawn 

across various contexts. This review supported in understanding how PRM works and why it might 

not, providing a practical, applied view of PRM which combined published data with real-world 

experiences. Whilst realist reviews incorporate a broad range of literature and publications, allowing 

for an in-depth overview of the subject area, this also acts as a potential limitation to this research. 

The variability of literature included in this review may reduce the reliability of findings. 

Furthermore, the iterative nature of realist reviews makes them less linear or rigid than more 

traditional systematic reviews (Dada et al, 2023). Whilst this may be perceived as both a strength and 

limitation of the paper, it is important future research further explores individual theories highlighted 

in the review to improve reliability and validity of findings in this area.   

A limitation highlighted in both papers relates to the lack of service user voice captured within the 

findings. Risk management affects both staff and service users, and there is a distinct lack of 

representation of service user views and experiences in this area within the existing literature. Whilst 

the voice of professionals working in mental health settings is crucial in understanding barriers and 

facilitators to effective, collaborative risk management, it is also vital that service users contribute to 

the development of any training, policy development or implementation of strategies to improve risk 

management processes in mental healthcare. Future research should aim to qualitatively explore 

service user experiences of PRM across varying services and settings including both community and 

inpatient to support with the development of recommendations and guidance for practitioners and 

services.  

The empirical paper was the first to qualitatively explore community staff perspectives of PRM. The 

inclusion of a range of qualified professions within the sample allowed for representation of various 

staff groups within CMHT’s meaning findings are not biased toward one particular staff group. One of 

the limitations of the empirical paper related to the level of experience of participants who took part. 

It is possible the study appeared more appealing to more experienced staff and may have presented as 

more anxiety provoking for clinicians with less experience who may feel less confident discussing 

risk management freely. In some respects, this was felt to be a strength of the paper as it allowed for a 

depth and richness to the data which captured a wide variety of perspectives from very experienced 

practitioners who could reflect on a longer career in mental health. However, it also meant the study 

failed to capture the views of more recently qualified, less experienced mental health staff. The data 

collected within the study highlighted that participants were very pro PRM, despite systemic factors 

acting as a barrier to its use. It remains unclear whether staff with less experience of managing 

varying levels of risk, as well as staff from other NHS settings, would have similar views on PRM 

therefore this should remain a future direction for further research. It is recognised that within nursing 

the transition from student to newly qualified can be stressful and create feelings of overwhelm and 
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vulnerability in this population (Collard et al., 2020). Furthermore, a recent review of newly qualified 

clinicians in the UK found workplace culture can have a significant impact on the transition 

experience highlighting the need for on-going support for all aspects of practice, including risk 

management, post qualification (Smythe & Carter, 2022). Despite the level of experience of the 

sample in this study, perceptions of proficiency to be a key factor in whether staff may choose to 

adopt a PRM approach with service users, with feelings of inadequacy or lack of confidence acting as 

a barrier to them taking positive risks with clients. This further emphasises the need for future 

research to explore less experienced members of staffs understanding, experience and utilisation of 

PRM, to determine whether further barriers may exist which policy and guidance will need to address. 

This will prove crucial as the NHS workforce progresses and more newly qualified staff members join 

services where risk management forms a key aspect of their role.  

Conclusion 

In conclusion, this thesis is made up of two distinct papers each exploring PRM within mental health 

care. Each papers offers novel findings relevant to the field of clinical psychology and lays a 

foundation for future research to further build upon. The literature review highlighted overall 

contextual and mechanistic factors affecting outcomes related to effective PRM implementation. The 

empirical paper demonstrated community staff perspectives on PRM, highlighting key barriers and 

facilitators to the adoption of PRM within community-based settings. The findings in these papers are 

relevant to all staff working within mental health services, but also to service users, families and 

carers who may wish to better understand options for risk management within their care. Crucially, 

the findings are of particular pertinence to senior management and leadership figures within the NHS, 

including policy writers and training providers who play a key role in shifting the deep-rooted 

systemic issues facing the workforce as a whole. Future research examining wider settings and other 

populations is recommended.  

Whilst the process of completing this thesis felt challenging at times, through supervision, the use of 

guidance and wider consultation with stakeholders I was supported in making decisions which led to 

the production of two meaningful papers which hopefully capture staff and service user well-being at 

the heart of them. This process has supported me to develop my skills as a clinical psychologist and 

researcher and I feel privileged to have had the opportunity to capture the voice of those involved in 

the research.  
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