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ABSTRACT

Background EDs can address modifiable risks of
patients attending due to violence. Hospital-based
violence intervention programmes (HVIPs) can reduce
patients’ exposure to violence but can place additional
burdens on staff. We explored practitioners’ views on
two nurse-led HVIPs' design and delivery, response to
patient need, engagement with ED health professionals,
adaptation to local context and analysed documents
relevant to these objectives.

Methods This was a qualitative process evaluation,
from January to September 2023, of two nurse-led HVIPs
implemented in a major trauma centre and a large urban
hospital in the UK. Interview participants (N=49) were
involved with the commission and implementation of the
HVIPs, or worked within the broader violence-prevention
ecology. We gathered perspectives on intervention
implementation and undertook documentary analysis

on local and national policies, and guidance relating

to HVIPs development, implementation and delivery
(N=46). Documentary data were subject to thematic and
content analyses, interview data to thematic analysis.
Results HVIPs were developed in response to a
perceived under-provision of services for patients
attending EDs due to violence. The HVIP nurses had
access to clinical records facilitating the identification

of eligible patients. They provided patient-centred care,
addressing needs through referrals into health and
community-based services. Over 60% of eligible patients
engaged. The nurses were seen as credible champions
working towards a minimally burdensome service that
supported and trained ED staff. Embedding HVIPs into
usual care took time and was limited by the perceived
short-term nature of the intervention.

Conclusion The implementation of nurse-led HVIPs
enables access to clinical records, facilitating patient
engagement, and can provide an additional service
aligned to usual emergency care, supporting both
patients and ED staff.

Pre-Registration The protocol was pre-registered
(ISRCTN 15286575; March 13, 2023) and published
before data collection was complete.

INTRODUCTION

Violence is a global public health concern.! It has an
enduring impact on individuals and communities,
and increases the risk of behavioural, mental and
physical health problems.* Hospital-based violence
intervention programmes (HVIPs), typically based
in EDs, have emerged to support patients attending

2 Graham Moore,**

WHAT IS ALREADY KNOWN ON THIS TOPIC

= EDs are uniquely placed to identify and address
modifiable risks of patients attending with
violence-related injury.

= Hospital-based violence intervention
programmes (HVIPs) are aimed at this problem
but can face barriers by burdening staff with
additional responsibilities and poor patient
engagement.

= No study has yet considered what is required
for HVIPs successful implementation.

WHAT THIS STUDY ADDS

= This qualitative study of two nurse-led HVIPs
found they engaged with and trained ED
staff, facilitating referral of patients into the
intervention.

= HVIP nurses also identified patients through
hospital and community records.

= Patients were referred into services within
healthcare or to third sector providers according
to need.

= The HVIP nurses were described as credible
champions and further apprised staff of their
patients progress after their engagement in the
intervention.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= These findings inform efforts to successfully
embed violence prevention into emergency care
pathways.

= Subsequent research should consider patient
experiences and perceptions of violence
prevention in ED, as well as HVIP effectiveness
and cost-effectiveness.

ED due to violence.>” They determine patients’
modifiable risks and vulnerabilities and either
support patients directly or refer into services able
to provide support with the aim of preventing
re-attendance. The evidence for HVIP effectiveness
is variable.®” What evidence is available is mainly
from North America, suggesting that HVIPs may
reduce revictimisation and patient involvement
in the criminal justice system.® However, little
is known about the acceptability and feasibility
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of generalising HVIPs to other jurisdictions and healthcare
systems.®’

The UK Government has placed requirements on the police,
local government and the NHS to collaborate on joint violence
prevention strategies.® ° In response, a nurse-led HVIP, the
Violence Prevention Team (VPT), was established in Cardiff ED,
an urban hospital and major trauma centre, and later replicated
in Swansea ED, an urban emergency hospital. However, broader
research into the introduction of additional health promotion
activities in ED suggested that the VPTs may face notable barriers
to implementation. A review of effective health promotion in
urgent and emergency care found time constraints, lack of
training and that health promotion was not the priority for emer-
gency care.'” The implementation of alcohol screening and brief
intervention in ED was hampered by low participation rates of
ED staff."! Moreover, a qualitative study of a health intervention
in ED for adolescents suggested that successful implementation
is more likely when interventions work with the grain of usual
practice to overcome constraints on capacity.'> The novelty of
the VPTs’ implementation in two different hospitals therefore
provided a unique opportunity to investigate the ways in which
they adapted to local needs within and across the two contexts,
and address gaps in what is known about HVIP implementa-
tion in ED. We therefore conducted a process evaluation to
explore the implementation, mechanisms and contextual influ-
ences associated with these HVIPs” development.”® The aim was
to contribute an understanding on how these VPTs function,
and the wider contextual factors associated with their design,
delivery and fit within the ED, learnings that would benefit other
locations seeking to implement similar services.

METHODS

We undertook semistructured interviews between January and
September 2023 with 49 representatives of organisations profes-
sionally associated with the interventions or situated within the
broader violence-prevention ecologies (Cardiff n=22, Swansea
n=19 and regional or national groups that had perspectives rele-
vant to both sites n=8). We analysed 46 documents associated
with the interventions. NVivo V.12 was used throughout for
qualitative analyses.'* Descriptive analysis of routine ED data®®
and VPT data was also undertaken. A core set of initial ques-
tions was co-produced with stakeholders (online supplemental
1, table 1), public and patient involvement and engagement
(PPIE) groups and initial reading of transcripts and wider litera-
ture. This provided the initial codes. JVG and MH then analysed
five transcripts separately, adding new codes as required. Results
were then compared to create a coding system for the remaining
transcripts and documents. JVG reviewed all coding. JVG and
MH met regularly throughout the analysis process to discuss
coding and theme generation. All participants provided written
informed consent before interview. The protocol was pre-
registered (ISRCTN 15286575; 13 March 2023) and published
before data collection was complete (see online supplemental 2,
table 2 and supplemental 3 for further details).'®

Setting and design

Both VPTs were delivered by nurses, the Cardiff VPT began in
November 2019 and January 2022 in Swansea. The programmes
were originally commissioned to identify and support patients
11-25 years of age; the upper age limit was dropped, aligning
the VPTs with the NHS ethos for inclusive healthcare. Patients
who were victims of domestic or sexual assault or abuse were
managed by existing Independent Domestic Violence Advocates

(IDVAs), Independent Sexual Violence Advocates (ISVAs) or
referred into the Sexual Assault Referral Clinics (SARCs) and
were ineligible for VPT support, as were patients under 11 years
of age whose management would be initially undertaken by
paediatric emergency care physicians. The VPTs assessed patients
for any modifiable risks or vulnerabilities, provided advice and
support, signposted and supported patients’ referral into other
services (the intervention is described in online supplemental 3).

Patients would be initially identified as eligible for the inter-
vention, typically by the ED clinical team or through interven-
tion nurses investigating patient records. Eligible patients who
agreed to engage with the VPT would be asked about their
circumstances and consent (initially a consent form would be
signed, this became verbal consent later). Depending on patient
circumstances, they would receive ongoing support, referral into
other services or provided with advice.

Documents

Documents included awareness raising and training materials,
referral forms, job descriptions, monitoring reports, patient
assessment forms, and ED and hospital standard operation
procedures (online supplemental 4, table 3). Documents were
identified through consultation with commissioners and inter-
vention staff, and during interviews with participants. Docu-
ments were subjected to thematic and content analysis, with
repeated reading of the data to construct codes and categories.
An initial framework was drafted by the research team, devel-
oped from the initial engagement with the interview transcripts,
the research literature and the core concepts of process evalua-
tion.!” 18

Interviews

Participants (N=49) were purposively recruited from the VPTs,
the hospitals in which they were situated and the broader violence-
prevention ecologies across both locations (online supplemental
5, table 4). We stratified by sector: Law Enforcement (LF),
Healthcare Professionals (HPs), Regional and National Organi-
sations (RNOs) and practitioners working to ensure patients are
safe and receive the support required typically as IDVA, ISVA
or in the SARC. The latter are typically nurses and referred to
as safeguarding practitioners (SPs) in the UK. Bespoke semi-
structured interview guides that sought to situate VPTs within
the broader violence-prevention ecology and describe the inter-
relationship between organisations were iteratively developed in
response to the analysis of interview data and the initial research
questions. Questions were adjusted and tailored depending on
the group the participant represented. Each interview was led
by JVG, an experienced qualitative researcher and interviewer.
Interviews were supported by a less experienced researcher,
MH. Consistency across interviews was ensured by using semi-
structured topic guides.

Analysis

Thematic analysis'® was conducted to identify, analyse and report
patterns to enable both the structured and the unstructured
aspects of the evaluation while building on the formative VPT
programme model and theory of change.?® An iterative coding
framework was drafted by the research team, built on initial
reading of the transcripts, the literature and the core concepts of
process evaluation, as outlined in the Medical Research Council
guidance, as well as the emerging frameworks for adapting inter-
ventions in new contexts.'” '® Two researchers analysed five inter-
view transcripts that covered different participant groups using
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these initial codes, comparing and contrasting the applicability
of the codes and subsequently making additions to the coding
framework based on their own perspectives. Documentary
analysis was led by JVG with support from MH, JVG and MH
initially coded a sample of documents (n=35). Documents were
subjected to a thematic and content analysis, an initial framework
was drafted by the research team and developed from the initial
engagement with the interview transcripts, the research litera-
ture and the core concepts of process evaluation. New insights
from the documentation were developed through repeated
reading of the data to construct further codes and categories.
JVG and MH met regularly throughout the analysis process to
discuss and refine of codes and thematic areas. The subsequent
coding framework was shared with the wider research team,
and consensus was reached on its use for the remaining coding
process. Reflecting the nature of thematic analysis," throughout
the data collection and coding phase, ideas, insights and themes
were also generated within and between the codes. Following
coding, two researchers discussed their perspectives on overar-
ching and underpinning themes within the coding framework.
One researcher brought this together into a document alongside
illustrative quotes of these themes. The themes and exemplars
were shared with the wider research team (SCM, GM, DO’R)
and consensus was reached. One researcher (JVG) brought this
together into a document with illustrative quotes. The themes
and exemplars were again shared with the wider team to confirm
applicability.

Research team

The research team consisted of four researchers and one general
surgeon (DO’R). JVG led the data collection and analysis,
supported by MH, neither of whom were familiar with the
participants before the start of data collection. JVG has exper-
tise in several public health and health research areas including
public health teams, schools and workplaces. He has conducted
process and service evaluations, developed theories of change
and logic models, and employed qualitative research methods
with adults, adolescents and children.

Public and patient involvement and engagement
The programme of work, of which this study is a part of, engaged
with a number of PPIE groups, including those with lived and
living experience, and young people aged 14-25 years, who fed
into the study design (online supplemental 6). Ongoing engage-
ment will enable dissemination of results to them.

RESULTS

Since implementation and until February 2024, the VPTs have
contacted 4698 patients; 3437 (2649 male) in Cardiff and 1261
(649 male) in Swansea, of which 66.3% engaged with the inter-
ventions. Of these, 97.0% were referred onwards, including
23.1% who received ongoing support from the VPTs. Referrals
were made to numerous agencies, including the police, multi-
agency teams, specialties with healthcare (eg, mental health
services, general practitioners), third sector organisations (eg,
homelessness support, trauma-informed victim support). The
mean age of all patients was 28.7 years (min 11.1 years, max
89.2 years). The vulnerabilities identified in patients included
alcohol and substance misuse, and conditions including mental
health, homelessness, neurodevelopmental conditions, involve-
ment with the criminal justice system, risk of radicalisation or
gang involvement, and child criminal and sexual exploitation.

Setup and implementation

The design and commission of both VPTs was in response to
an identified under-provision of services addressing serious
violence. Nurses were preferred by intervention developers over
third sector volunteers, as the latter:

Don’t know your patients and I think it’s always looking at your
patients first and not at service criteria. (VPT HP, nurse)

However, in reviewing documentation, we noted the funders’
narrow framing of VPT purpose: they should work with stab
victims aged under 25 years of age, and reduce re-attendance
rates and violence-related homicides through exploiting teach-
able moments— times when patients, in their time of crisis, are
receptive to unplanned interventions. Following implementa-
tion, the nurses, with the approval of commissioners, broad-
ened their remit to include patients not otherwise engaged with
services, including those who were exposed to trafficking, crim-
inal and sexual exploitation, knife crime, and involved with drug
gangs. The rationale within the documents was that patients
with more complex needs would be unlikely to benefit from a
brief intervention but could be identified in ED and referred into
other services. An approach described as exploiting a ‘reachable
moment.’

Facilitation by nurse-led violence prevention champions and a
physical presence in ED

Interviewees described the VPT staff as violence prevention
champions, and as influential and credible advocates for, and
essential in, establishing the VPTs.

[Y]ou’ve got somebody who was an [ED] nurse [from the ED] she
was working in, who obviously had some credibility amongst her
colleagues. (ED HP, physician)

The VPTs were physically located in ED, enabling formal and
informal consultations, and engagement:

[T]hey’re everywhere, they support the staff nurses, you see people
[...] and medics come in and out. (Community HP, nurse)

Identifying eligible patients

A local government policy, Ask and Act,”" aimed to improve
patient-facing clinical staff’s willingness to investigate patients’
reason for injury and to ensure patients were safe and receive
the support they need should violence or abuse be suspected,
and particularly for violence against women, domestic abuse and
sexual violence. The VPT nurses had access to patient manage-
ment systems, including ED, hospital and community clinical
records. In addition to encouraging referrals from HPs, VPTs
walked the floor, investigating patient management systems
(including attendance data and patient notes), and sought to
contact all patients suspected of an assault-related attendance as
not all patients disclosed exposure to violence under usual care.
The perception being that the VPTs increased ascertainment.

[T]hey had 23 assaults on young people over the bank holiday
weekend and they wouldn’t have been picked up at all. There were
a couple of [...] under 18s [...], that were quite serious assaults,
and nothing was done about it until the [VPT] went in on Tuesday
morning and [had a] good look. (SP)

The demanding ED environment was widely perceived as a
barrier

A challenge faced in embedding VPTs into ED concerned
demands on emergency care:
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[ED] is horrendously busy, it is constantly packed, we are constantly
sending out public information adverts saying stay away. (SP)

This reduced HPs’ capacity to complete the VPT referral
forms. In response, VPTs sought to minimise the burden on ED
staff:

I think there is violence prevention team form to fill out, I tend to
just send an email, send a text or something, [or] 'll go and find
her. (ED HP, nurse)

Activities to embed VPTs in ED

Initially, there was limited engagement by some HPs, coupled
with a general lack of awareness of the newly implemented VPTs.
This was exacerbated by the time-limited funding for VPTs.

[They] have short term funding [...], they’re not funded as part of
an NHS budget, [...] it’s just very precarious. (RNO)

The limited funding prevented VPTs from becoming formally
embedded in ED standard operating policies. VPTs responded by
giving positive feedback to ED staff.

“[VPT staff member] came and spoke and told us about some of the
cases that she’s had. [H]Jow they help support them and then the
outcome of that and reiterated about the importance of ‘Ask and
Act. (ED HP, nurse)

They provided training on how to identify and support
patients to staff in ED continuously due to new staff, agency and
trainees, rotating through ED. This was perceived as having the
unintended consequence of improving activity generally.

‘I think one of the by-products of this service is the awareness of
staff to issues such as this, so it has a knock-on effect of improving
their [...] knowledge for all areas [relevant to vulnerable patients],
not just violence prevention. (SP)

However, the implementation of the VPT occurred as collab-
oration across the VPT, ISVA and IDVAs was improving, and
in Cardiff this included these teams’ co-location in a single hub
situated in ED.

Patient engagement
VPTs sought to engage patients face-to-face, reasoning that
doing so increased the likelihood patients would accept support.

Face-to-face is much better, because [...] they’re at their vulnerable
state, and they’re more open to referral to other services for sup-
port [...] they can see you, and they can see that you’re genuinely
listening [...] over the phone, you can’t do that. (VPT HP, nurse)

VPT documentation identified the numerous modifiable risks
and vulnerabilities they considered.

We do a patient centred approach, so we talk to them about their
home lives, their education, what they do in their days, their friend-
ships and then we [...] build a support package from there. (VPT
HP, nurse)

For as long as needed,

I know that the VPT health team will continue to engage with the
young person [...] for as long as they can, [and] until [a service they
have been referred into] is able to pick them up. (SP)

And, if necessary, support the patient’s family.

It impacts on all the family. [...] we’ve had one where a young male
had got really nasty facial injuries, and the siblings were upset by
it. So, we can refer for them as well, but also the parents. Some of
the parents have asked for some support because they’re struggling.
(VPT HP, nurse)

Not all patients accepted VPT support,

There’s certain males who don’t like speaking to women and do not
regard me as someone who can help them at all. (HP)

If they’re homeless or they’ve been [robbed], they haven’t got a
mobile phone, you can’t get through to them. (VPT HP, nurse)

and other reasons included those who did not want their activ-
ities scrutinised. For frequent attenders who did not initially
engage, the VPTs repeatedly contacted them to build rapport
and gain their trust.

By the second week we were [...] engaging, and by the third week
we couldn’t shut him up, [...] he was great. But he only trusted me,
and it took time then to transition him to the youth worker. (VPT
HP, nurse)

Patient referral

Establishing patient referral pathways to agencies outside of
the NHS was driven by the knowledge and awareness of VPT
staff, mainly built on pre-existing relationships with ED. When
there was no pre-existing relationship, VPTs would consult
with colleagues, personnel in partner agencies, and community
caseworkers, to expand their knowledge and therefore broaden
referral opportunities.

We also had to expand [...] our knowledge of the community and
[available] resources. [W]e get patients from West Wales, we get
them from North Wales, [...] we’ve had patients from London. [W]
e can’t just send them back with nothing. (VPT HP, nurse)

VPTs described avoiding repeatedly asking patients for infor-
mation, as this risked retraumatising them.

[T]he patient is emotional at that point, we don’t go in to speak to
them but we get the information and we wait until the patient is
stable enough to speak to us. We want them to be at their full ca-
pacity, we’re trying to avoid retraumatising them. (VPT HP, nurse)

With the consent of patients, information would be curated
and shared according to agencies’ documented requirements,
further reducing the risk of retraumatising them.

Data and intelligence

VPTs sought to build a rapport with patients and therefore had
opportunities to collect unique data and intelligence, including
the location of violence (eg, neighbourhoods, licensed premises,
schools), and the conditions contributing to violence (eg, drug
gangs, modern day slavery, child criminal and sexual exploita-
tion), which, when anonymised, was of value across the violence-
prevention ecology.

I started to get [...] an understanding, of how [VPTs] could drive
activity that was a bit more preventative, but also provided an in-
telligence opportunity and a violence surveillance opportunity, that
we couldn’t really get elsewhere; [patients] talked to the VPT, they
don’t talk to police, nursing generally. (LF)

Adaptations

Few differences were observed across the two sites, with Swansea
replicating the original model in Cardiff.?® The differences that
did emerge were pragmatic and driven by documented vari-
ability in ED and hospital processes, and the availability of
external services into which their patients could be referred. In
this respect, both VPTs demonstrated agility, they were able to
respond to changes in healthcare and changes in the nature of
violence in their localities.
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DISCUSSION

VPTs are situated in complex emergency healthcare systems
where change is hard to achieve, they interact with healthcare
systems and external organisations. The extent that they become
embedded in this broader violence-prevention ecology is driven
by the willingness of the VPT nurses to engage with the ED clin-
ical team, having a physical location in ED, by providing support
and training to ED staff on an ongoing basis, and having access
to ED and community patient records. The VPTs were welcome
contributors to the ED response to serious violence.

As part of the clinical team, VPT nurses had access to patients
and their clinical records and therefore enhanced the ascertain-
ment of violence-related attendances for patients not willing to
disclose under usual care. The VPTs further encouraged HPs to
refer into the intervention, building rapport through offering
training, informal support and consultations to ED staff.
However, like other HVIPs, the VPTs were not a 24 hours and
7days a week service,”* limiting opportunities for face-to-face
contact with patients. Embedding the VPTs into ED usual care
took time and was limited by the perceived short-term nature
of the intervention. This was mitigated by the nurse-led VPTs
through engagement and the ongoing provision of training to
existing and new staff, overcoming previously noted barriers to
health promotion interventions in ED.'%!?

Despite being originally designed to focus on 11-25 year
olds, the VPTs developed a more inclusive stance and engaged
with all patients over 11 years of age. This contrasts with some
other HVIPs that restrict patient eligibility, for example, focus-
sing only on young patients.”>*® The inclusive and holistic
patient-centred care was tailored according to the needs of
each patient and further included elements of family engage-
ment and support.>*?® Support to patients could be ongoing
and involve sharing patient details with other services, poten-
tially reducing the confusion and depersonalisation patients can
experience as they transition across services.”” Moreover, they
could also connect with patients on multiple occasions, which
likely improved trust between patients and nurses® ** and may
increase the likelihood of positive patient outcomes.”’

Patients’ modifiable risks and vulnerabilities went beyond what
could be addressed with opportunistic unplanned interventions
in teachable moments™™ **: some patients required long-term
support for mental health, alcohol and drug use, homelessness
and other vulnerabilities. In consequence, HVIPs held unique
intelligence on the circumstances of violence, notable given that
over half of all ED violence-related attendances are unknown to
law enforcement.?! They could therefore contribute to violence
prevention activities more broadly offering an understanding of
violence though identifying conditions including child criminal
and sexual exploitation, and patients at risk of radicalisation.
Although not envisioned as a multidisciplinary team,” 2° 2 the
VPTs developed multidisciplinary collaborations.

Limitations

This evaluation was wholly concerned with professionals’ views
on the development and implementation of the VPTs. Patient
perspectives and outcomes were not considered but could have
offered additional insights on acceptability. Furthermore, the
wider determinants of poor health and violence include unem-
ployment,” ** lack of education,”® alcohol use,***” **~* substance
abuse,??**** mental health,” ¢%” post traumatic stress disorder”
and others. Data concerning patients’ involvement with other
services were not considered, which may have provided insights
into the extent that VPT activity met patient need and whether

upstream provision might have curtailed ED attendance. We
invited participants to be collaboratively involved with the anal-
ysis of their transcripts, but none took up the offer.

CONCLUSIONS

The significant workload on ED suggests environments in which
there is an increased dissonance between pressure to meet
performance targets and awareness of opportunities to provide
care for patients who are psychosocially vulnerable and likely to
reattend. These nurse-led HVIPs improved the ascertainment,
engagement and referral for eligible patients, while providing
welcome feedback to ED HPs on patient outcomes. Coupled
with the continual support and engagement with HPs, it appears
HVIPs benefit both patients and ED staff. Their patient-centred
and inclusive approach means a diversity of patient vulner-
abilities and modifiable risks can be identified and supported.
Nurse-led HVIPs are therefore fledgling services that offer the
prospect of tangible improvements to patient care. Attending to
the core components necessary to embed effective HVIPs, and
the adjustments needed to adapt to local circumstances, will
enable implementation and therefore improve opportunities for
emergency healthcare to contribute to violence prevention.
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