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ABSTRACT

Introduction. People with Serious Mental Illness (SMI) 
could present risk behaviour that may lead to relapses. There 
are few instruments validated in our context to assess risk 
factors, but none takes into account several factors at the 
same time, and is specific for the risk of relapse. The ob-
jective of this work is to validate the Functional Analysis of 
Care Environments (FACE) Risk Profile into Spanish for peo-
ple with SMI.

Methods. The sample consisted of 69 participants with 
SMI. The first evaluation was administered using a sociode-
mographic questionnaire, the FACE Risk Profile and psycho-
metric instruments for clinical and psychosocial assessment. 
For the second evaluation, the FACE Risk Profile was re-ad-
ministered.

Results. The FACE Risk Profile shows adequate internal 
consistency, good test-retest reliability and adequate con-
current and discriminant validity. The inter-rater agreement 
is very good.

Conclusions. The FACE Risk Profile is a useful and valid 
instrument for risk assessment in people with SMI.
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VALIDACIÓN DE LA ENTREVISTA 
SEMIESTRUCTURADA FACE RISK PROFILE EN 
PERSONAS CON TRASTORNO MENTAL GRAVE 

RESUMEN

Introducción. Las personas con Trastorno Mental Grave 
(TMG) pueden presentar conductas de riesgo que pueden 
dar lugar a recaídas. Hay pocos instrumentos validados en 
nuestro contexto para valorar factores de riesgo y ninguno 
que tenga en cuenta diversos factores al mismo tiempo y 
sea específico para valorar el riesgo de recaída. El objetivo 
de este trabajo es la validación en español de la Functional 
Analysis of Care Environments o FACE Risk Profile en per-
sonas con TMG. 

Metodología. La muestra se compone de 69 participan-
tes con TMG. En la primera evaluación se administró un 
cuestionario sociodemográfico, la FACE Risk Profile e ins-
trumentos psicométricos de valoración clínica y psicosocial. 
En una segunda evaluación, se volvió a administrar la FACE 
Risk Profile. 

Resultados. La FACE Risk Profile presenta una consisten-
cia interna adecuada, buena fiabilidad test-retest y adecua-
da validez concurrente y discriminante. El acuerdo intereva-
luadores es muy bueno. 

Conclusiones. La FACE Risk Profile en un instrumento útil 
y válido para la valoración del riesgo en personas con TMG.

Palabras clave. Trastorno mental grave, conductas de riesgo, recaída, FACE Risk Profile.
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INTRODUCTION

Risk in mental health is defined as the probability that 
an event with harmful results for a person occurs.1 Risk be-
haviours such as suicide, self-harm, violence and abuse by 
third parties are significant in people with Severe Mental 
Illness (SMI).1 People with schizophrenia and other psychotic 
disorders have a high prevalence of suicide2 and suicide has 
been considered the main cause of premature death.3 It is 
estimated that 13.5% of people with schizophrenia commit 
suicide3 and have a 12 times higher risk of dying following 
autolytic behaviour than the general population.4,5 In addi-
tion, the population with SMI exhibits other risk behaviours 
such as self-harm,6 self-neglect,7 poor adherence to treat-
ment8 and heteroaggressions.9,10,11 

The risk behaviours that people with SMI present have 
important repercussions on their physical and emotional 
wellbeing and their adaptation, therefore clinical evalua-
tion of these behaviours is necessary.12,13,14, 15 The objective 
of clinical evaluation is to identify vulnerable people and 
develop strategies for prevention or risk management. For 
an adequate clinical evaluation, it is essential to have tools 
that provide a systematic and comprehensive assessment of 
risk behaviours and the factors contributing to their main-
tenance or exacerbation. One of the strategies to assess risk 
in people with SMI in our context is the establishment of 
cut-off scores for items on the Calgary Depression Scale16,17 
or the Positive and Negative Syndrome Scale.18 There are 
also risk assessment instruments adapted and validated into 
Spanish, such as the Plutchik Suicidal Risk Scale,19,20 the 
Plutchik Impulsivity Scale19,21 and the Plutchik Violence Risk 
Scale.22,23 However, their use has not been adapted and vali-
dated in the population with SMI, which is a clear limitation. 
Among the risk assessment instruments adapted and vali-
dated for people with SMI are the Overt Aggression Scale24,25 
and the Psychosocial Risk Scale.26,27 All these scales measure 
specific types of risk and do not have a systematic and com-
prehensive approach. 

The FACE is one of the instruments for systematic and 
comprehensive risk assessment is the Functional Analysis 
of Care Environments (FACE) Risk Profile AMH v.6.28 For the 
validation of the FACE Risk Profile,15 most of the data was 
compiled in the context of a national project based at the 
British Psychological Society’s Centre for Outcomes Research 
and Effectiveness at University College London, funded by 
the Department of Health’s National Centre for Health Out-
comes Development. This involved collecting data on a sample 
of users from 25 mental health services in both hospital and 
community settings in the UK. The development of the FACE 
Risk Profile was aimed at improving on the disadvantages of 
existing instruments; for example, high administration costs 
(Iterative Classification Tree),29 a forensic approach (Hare’s 

Psychopathy Checklist)30 or not including the evaluation of 
risk factors in relation to damage to oneself and with very 
broad categories (Historical Clinical Risk-20).31 The FACE Risk 
Profile offers the possibility of exploring current and past risk 
factors in a systematic and comprehensive way. It has good 
psychometric properties in people with SMI and common 
mental disorders.15 Its Cronbach’s Alpha values for reliability 
are satisfactory (> 0.70), as are the Kappa index values ob-
tained in two studies carried out to establish inter-observer 
agreement (Kappa = 0.90). Construct validity was examined 
by comparing groups of people for diagnostic criteria and use 
of services, with good index values obtained (p ≤ 0.01). Those 
admitted to hospital scored higher than people treated in an 
outpatient setting; while people with a schizophrenia diag-
nosis scored higher on items related to psychotic symptoms. 
There were statistically significant correlations (between 0.20 
and 0.70, p ≤ 0.01) with most of the scores of the FACE Health 
and Social Assessment.15 These values indicate adequate con-
current validity, so the FACE Risk Profile was considered to be 
a suitable instrument for risk assessment in people with SMI.

OBJECTIVES

The overall objective of this work was to validate the 
version of the FACE Risk Profile risk assessment scale trans-
lated into Spanish in people with SMI. The specific objec-
tives were to determine: (a) its reliability, including internal 
consistency, stability over time, test-retest reliability and 
inter-rater agreement; and (b) its validity, including conver-
gent and discriminant validity.

METHODOLOGY

Design

This study used an observational, cross-sectional, descrip-
tive and correlational design in a group of people with SMI. 

Participants

The sample comprised 69 people with SMI undergoing fol-
low-up in centres which are part of BCN Salut Mental and 
Consorci Sanitari Integral in Barcelona. The inclusion criteria 
were: (1) age range between 18 and 55 years old; (2) diag-
nosis of schizophrenia; recurrent major depression; manic, 
depressive or mixed bipolar disorder; paranoia; agoraphobia 
with panic attacks; obsessive compulsive disorder; borderline 
personality disorder or schizotypal personality; according to 
the International Classification of Mental and Behavioural 
Disorders, 10th version (ICD-10);32 (3) illness duration greater 
than 2 years; or (4) Global Assessment of Functioning (GAF) 
score33 ≤ 50. People with dementia, organic brain damage or 
intellectual disability were excluded from the study.
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Study variables

The main variable of the study was the risk of relapse. 
Secondary variables included clinical functioning, psycho-
social functioning, psychiatric symptoms, suicidal risk and 
overt aggression.

Instruments

- FACE Risk Profile.28 

The FACE Risk Profile is a semi-structured interview to as-
sess the risk of relapse, consisting of 47 items evaluating 
the presence or absence of risk factors and warning signs. 
The interview is carried out on the evaluated person and can 
be supported by clinical reports about the person and other 
information; with the sources of information used having to 
be recorded in the interview protocol. The FACE Risk Profile 
covers the following four areas: 

1.  Administrative data and medical history.

2.  Assessment of risk factors and warning signs, consisting 
of 5 subscales: Clinical symptoms indicative of risk (8 
items); Behaviour indicative of risk (16 items); Indicators 
related to treatment (5 items); Criminal record (8 items); 
and Personal circumstances indicative of risk (10 items). 
A final item is included on other risk factors identified. 
Each item in this section was assessed on two different 
occasions: over the last year and during the last month. 
It consists of a description of the different risk factors 
identified; a summary of the measures taken in the past 
in relation to the risk; the opinion of the person evaluat-
ed and caregivers; and the protective factors identified.

3.  Seven Risk indicators (violence/harm to others; suicide; 
intentional self-harm; serious personal neglect; acciden-
tal self-harm, abuse/exploitation by others and physical 
condition) are measured using a Likert-type scale from 
0 (no apparent risk) to 4 (serious and imminent risk), as 
well as the total risk of relapse (yes/no).

4.  Risk management plan: This describes the steps to take 
to minimise the risk if a relapse or risk is found.

The scores for the 7 risk indicators were used as variables 
in the analysis.

-  Sociodemographic questionnaire and clinical history of 
the person. It includes sociodemographic information, 
use of mental health services, suicide attempts, associat-
ed medical illnesses, main diagnosis, psychiatric comor-
bidities, history of drug use, current medication with a 
psychoactive active ingredient and family history.

-  Global Assessment of Functioning (GAF).33 This scale is 
included in the fourth edition of the Diagnostic and Sta-
tistical Manual of Mental Disorders. It measures the clin-
ical, social and global functioning of the person, with a 
score ranging from 1 (malfunction) to 100 (best possible 
performance). The raw score was used as a variable in the 
analysis.

-  Short Disability Assessment Schedule, DAS-s. This assess-
es the functioning of people with SMI using 7 items di-
vided into 3 sections. Only areas of specific functioning 
were assessed: personal care, occupational functioning, 
family functioning and functioning in the broad social 
context. Each item is scored on a 5-point scale, with 0 
as the absence of the disability, and 5 severe disabili-
ty most of the time. The sum of the items provides a 
global measure of disability: the higher the score, the 
higher the degree of disability.34 The Spanish validation 
in people with schizophrenia shows good psychometric 
properties.35 The raw disability score in each of the areas 
and the total score were used as variables in the analysis.

-  Clinical Global Impression (CGI). This scale is designed 
to assess the severity of a person’s psychopathologi-
cal condition. The following areas are scored on a scale 
of 1 (normal, not sick) to 7 (among the most seriously 
ill): positive symptoms, negative symptoms, depressive 
symptoms, cognitive symptoms and total score. The 
higher the score, the more serious the psychopathologi-
cal condition. The raw score for each of the areas and the 
total score were used as variables. The Spanish version 
in people with schizophrenia shows good psychometric 
properties.36

 -  Plutchik Suicide Risk Scale. This records a self-assessment 
of suicide risk and contains 15 dichotomous items. The 
person can answer only ‘yes’ (1 point) or ‘no’ (0 points) 
in relation to questions about the previous month. The 
higher the score, the greater the risk of suicide. The raw 
scoring of the scale was used. The validation of this scale 
in a Spanish sample also shows good psychometric prop-
erties.20

-  Overt Aggression Scale. This measures different types of 
aggression of a person: verbal, physical against oneself, 
physical against objects and physical against others. 
Each of these types of aggression is measured from 5 
items, taking into account the severity and frequency 
of the aggressive behaviour. Severity is assessed using 
a Likert-type scale that ranges between 1 (absence of 
aggression) and 5 (extreme severity). The frequency is 
scored taking into account the number of times the be-
haviour has occurred in a specific time, as determined by 
the evaluator. The total raw score of the scale was used. 
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The Spanish version of this scale shows good psychomet-
ric properties.24, 25

Procedure

The FACE Risk Profile28 was translated into Spanish as 
follows: (1) Initial translation: 2 translations of the FACE Risk 
Profile into Spanish were performed simultaneously: one by 
a bilingual translator, and the other by two of the project re-
searchers. The mother tongue of the latter was Spanish, and 
they had a good command of English and extensive knowl-
edge of psychopathology and psychological assessment. 
They were aware of the study objectives and tried to find 
possible ambiguities in the original items. The project coor-
dinating group then met to create the first Spanish version 
of the FACE Risk Profile. (2) Comparison of the translations 
to compare the differences and prepare a joint version. (3) 
Translation of this joint version into English by a bilingual 
translator who had not participated in the previous process. 
(4) Comparison of the direct translation (to Spanish) and the 
reverse translation (into English) to evaluate the semantic 
and conceptual equivalence of the sentences. (5) Prepara-
tion of the final version, which was sent to the FACE Risk 
Profile authors to verify its semantic, idiomatic, cultural and 
conceptual equivalence. This procedure took into account 
cultural and linguistic differences and ensured the quality 
of the translation.37

Before starting the evaluation, the participants, or 
their guardian, were provided with information about 
the study, its objectives and the protocol orally and in 
writing, and their informed consent was requested. The 
evaluators received 5 hours of training on the instru-
ments to standardise evaluation procedures and update 
their knowledge. The diagnosis of each participant was 
established by their referral psychiatrist following ICD-10 
criteria.32 The FACE Risk Profile AMH v.6 validation project 
was approved by the Clinical Research Ethics Committee 
of the Catalan Hospital Union.

In the first evaluation, the participants were adminis-
tered the questionnaires referred to in the instruments sec-
tion. For test-retest reliability, an assessment was carried out 
2 weeks later, with only the FACE Risk Profile. To evaluate 
the degree of inter-rater agreement, 2 raters conducted a 
joint evaluation of 25% of the people participating in the 
first evaluation. 

Data analysis

Cronbach’s alpha coefficient was used to assess internal 
consistency according to the following values: 0.60 - 0.80, 
adequate; 0.80-0.85, good, and > 0.85, excellent.38

The Kappa coefficient was used to assess the degree of 
inter-rater agreement according to the following values: 0 – 
0.20, very low; 0.21 – 0.40, low; 0.41 – 0.60, moderate; 0.61 
– 0.80, high and 0.81 – 1.00 very high.39

The stability of the scores (test-retest reliability) was cal-
culated using the Spearman correlation coefficient for the 
FACE Risk Profile scores at baseline and at follow-up.

Evidence of concurrent validity focused on the rela-
tionships of the FACE Risk Profile with other variables, 
based on the Spearman correlation coefficient between 
the FACE Risk Profile scores and the scores from other 
instruments applied at baseline. The values of the Spear-
man correlation coefficient were considered as follows: r 
< 0.4, low; 0.4 - 0.6 medium; 0.61 - 0.80, high; and > 0.8 
very high.40 

Discriminant validity was studied by establishing groups 
of people according to different variables: having a fami-
ly psychiatric history (Yes or No), disability (DAS-s34 mean 
total score ≥ 4), severity of the disorder (CGI36 mean total 
score ≥ 4), suicide risk (Plutchick Suicide Risk Scale20 mean 
total score ≥ 6) and risk of violence (Overt Aggression Scale41 
mean total score ≥ 7). To evaluate the differences in the 
FACE Risk Profile28 indices according to groups of partici-
pants, the Student’s t test with the Bonferroni correction for 
multiple comparisons was used. The level of significance was 
established at α ≤ 0.001.

RESULTS

Sample Sociodemographic and Clinical Data

The sample consisted of 69 participants, 32 women and 37 
men, with a mean age of 47.62 years (standard deviation 
= 8.19). Most were single (68.2%) with a secondary school 
education level (53.6%); 37.7% of the participants lived in 
an institution; 85.5% were pensioners with their main source 
of income being contributory (39%) or non-contributory 
pensions (40.6%) or other (5.9%); see Table 1.

Regarding the diagnosis, 29 participants were diagnosed 
with schizophrenia; 1 with schizotypal disorder; 12 with 
recurrent depressive disorder; 6 with bipolar disorder; 10 
with schizoaffective disorder, 5 with obsessive compul-
sive disorder; 2 with agoraphobia; and 4 with borderline 
personality disorder. Of the participants, 46.4% had made 
suicide attempts on at least one occasion and 71% of the 
sample had a family psychiatric history. Statistically sig-
nificant differences were observed in the proportion of 
participants with and without a partner (χ² (1) = 40.710; 
p ˂ 0.0001).
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Reliability estimation

Table 2 contains the Cronbach’s alpha coefficient for 
each FACE Risk Profile subscale. Internal consistency is ad-
equate for most, except for Behaviour indicative of current 
risk and Indicators related to current treatment, which had 
low and very low values, respectively. The internal consisten-
cy of the Criminal Records subscale was not calculated due 
to the null variance.

Table 3 shows the test-retest correlations between the 
subscale scores and the FACE Risk Profile indices. As can 
be seen, the correlations between the scores on the FACE 
Risk Profile subscales are positive, very high and significant. 
Correlations between risk subscales in the past are slight-
ly higher than between risk subscales at the present time. 
The test-retest correlations between the different indices 
are positive, significant, and range from high to very high, 

except for the High Relapse Risk index, whose correlation is 
low. Correlations are not shown for the Accidental Self-Inju-
ry Risk Index and the Criminal History subscale because these 
variables were not observed in the study sample.

Table 1 Sociodemographic characteristics of 

the participants (n = 69)

Variable Frequency (%)

Sex
Woman 32 (46.4)
Man 37 (53.6)
Age* 47.62 (7.22)*
No relationship 61 (88.4)
Single 47 (68.1)
Separated 5 (7.2)
Divorced 9 (13.1)
With relationship 8 (11.6)
Married 8 (11.6)
Level of completed studies
Primary 23 (33.3)
Secondary (secondary, high school and 
vocational training) 37 (53.6)

Superiors (higher degree, university and 
postgraduate) 9 (13.1)

Nucleus of current coexistence
Only 8 (11.6%)
With partner and / or children 13 (18.7%)
With their parents 17 (24.6%)
With a family member or other people 5 (7.4%)
In an institution 26 (37.7%)
Employment situation
Student 1 (1.4%)
Worker 1 (1.4%)
Pensioner 59 (85.5%)
Temporary / low disability 3 (4.3)
Jobless 5 (7.4)

* media (standard deviation) 

Table 2 Internal consistency of the 
subscales of the Face Risk Profile

Subscales Cronbach's 
alpha

Clinical symptoms indicative of past risk 0.678

Clinical symptoms indicative of current risk 0.685

Behavior indicative of past risk 0.608

Behavior indicative of current risk 0.586

Indicators related to past treatment 0.627

Indicators related to current treatment 0.295

Personal circumstances indicative of past risk 0.647

Personal circumstances indicative of current risk 0.731

Subscales Spearman's correla-
tion coefficient

Clinical symptoms indicative  
of past risk 0.881*

Clinical symptoms indicative of 
current risk 0.800*

Behavior indicative of past risk 0.890*

Behavior indicative of current risk 0.776*

Indicators related to past treatment 0.846*

Indicators related to current treatment 0.796*

Personal circumstances indicative of 
past risk 0.810*

Personal circumstances indicative of 
current risk 0.881*

Risk of violence / harm to others 0.818**

Suicide risk 0.809**

Risk of intentional self-harm 0.671**

Risk of serious personal abandonment 0.844**

Risk of abuse / exploitation by others 0.855**

Risk related to physical condition 0.741**

High risk of relapse 0.315**

* p<0,05; ** p<0,01

Table 3 Test retest correlation between  
subscales and indices of the Face  
Risk Profile (n = 69)
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Inter-rater agreement was very high (Kappa = 1) for all 
FACE Risk Profile subscales, except for the Personal Circum-
stances Indicative of Risk subscale, where a good degree of 
agreement was obtained (Kappa = 0.778 in the past and 
0.760 in the present).

Evidence of validity

Table 4 shows the Spearman correlations between the 
FACE Risk Profile index scores and the scores for the other 
scales used in the study.

The correlations between the FACE Risk Profile scores 
and the GAF indices are negative, very low or low, and not 
significant, except for the correlations between the Risk of 
abuse/exploitation by others index and the total and clinical 
GAF which are negative, low and significant, and the cor-
relations between the physical state index and the clinical 
GAF, which are negative, low and significant.

Only 3 FACE Risk Profile indices show positive and sta-
tistically significant correlations with the DAS-s: the serious 
personal risk/neglect index has a low correlation with the 

DAS-s personal care; the abuse/exploitation by others in-
dex has a low correlations with DAS-s personal care, DAS-s 
functioning in a broader social context and total DAS-s, and 
is moderate with DAS-s family functioning; the physical 
condition index shows low correlations with all areas of the 
DAS-s, except with DAS-s personal care, which is very low 
and not significant.

The FACE Risk Profile indices show moderate to low, pos-
itive and significant correlations with the total CGI score, 
except for the Risk indices for serious personal neglect, ac-
cidental self-harm and abuse/exploitation by others which 
have positive, low and non-significant correlations. 

The Suicide risk index shows positive, low and signifi-
cant correlations with CGI negative symptoms, and positive, 
moderate and significant correlations with CGI depressive 
symptoms; the risk index for intentional self-harm shows 
positive, moderate and significant correlations with CGI 
depressive symptoms; the exploitation by others risk index 
shows positive, low and significant correlations with CGI 
depression and positive cognitive symptoms, moderate and 
significant with CGI positive symptoms; finally, the physical 

Risk of vio-
lence / harm 

to others
Suicide risk

Risk of in-
tentional 
self-harm

Risk of 
serious per-
sonal aban-
donment

Risk of acci-
dental self-

harm

Risk of abuse 
/ exploitation 

by others

Risk related 
to physical 
condition

Social GAF -.114 -.008 -.183 -.143 -.206 -.189 -.080

Clinical GAF -.219 -.127 -.221 -.138 -.062 -.388** -.286*

Total GAF -.132 -.097 -.162 -.106 -.116 -.280* -.187

DAS-s personal care -.084 -.036 -.021 .353** .120 .398** .048

DAS-s occupational func-
tioning .067 -.016 .160 -.115 -.014 .000 .287*

DAS-s familiar functioning .159 .005 .081 .193 .004 .536** .276*

DAS-s functioning in a 
broader social context .136 -.019 .169 .002 .034 .252* .241*

DAS-s total .084 -.052 .101 .132 .042 .399** .259*

CGI positive symptoms .061 .169 .213 .086 .153 .426** .246*

CGI negative symptoms CGI 
síntomas negativos -.059 .246* .216 .223 .230 .128 .257*

CGI depressive symptoms .172 .411** .438** .151 .217 .250* .475**

CGI cognitive symptoms .074 .046 .186 .055 .091 .304* .199

CGI total score .250* .304* .423** .139 .190 .222 .393**

Plutchick Suicide Risk Scale .307* .576** .483** .376** .306* .293* .495**

Overt Agression Scale .513** .293* .562** .324** .340** .156 .125

*p<0.05; **p<0.01GAF: Global Assessment of Functioning; DAS-s: Disability Assessment Schedule Short Form; CGI: Clinical Global Impression

Table 4 Correlations between indices of the Face Risk Profile and the rest of psychosocial measures (n = 69)
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Risk of 
violence 
/ harm to 

others

Suicide 
risk

Risk of 
intentional 
self-harm

Risk of 
serious per-
sonal aban-

donment

Risk of acci-
dental self-

harm

Risk of abu-
se / exploi-
tation by 

others

Risk related 
to physical 
condition

Presence of psychiatric family history 
vs. Absence of family psychiatric ante-
cedents

1.22 2.16 0.65 0.75 0.30 -0.44 0.55

Disabled vs. without disability (total 
DAS-s ≥ 4 vs. total DAS-s ˂ 4) 3.76** 0.447 0.19 0.65 0.21 1.02 1.33

High clinical severity vs. low clinical 
severity (CGI mean total score ≥ 4 vs. 
CGI mean total score ˂ 4)

2.00 1.95 3.17 1.65 1.08 1.57 2.25

With suicidal risk vs. without suicide risk 
(Suicide Risk Scale mean total score ≥ 6 
vs. Suicide Risk Scale mean total score 
˂ 6)

1.910 5.17** 3.97** 3.08 2.13 1.95 5.07**

With risk violence vs. No risk of violence 
(Manifest Aggression Scale total mean 
score ≥ 7 vs. Manifest Aggression Scale 
mean total score ˂ 7)

3.53* 1.82 3.35 1.96 1.76 0.58 0.66

* p<0.001; ** p<0.0001
DAS-s: Disability Assessment Schedule Short Form; CGI: Clinical Global Impression  

state risk index has positive, low and significant correla-
tions with CGI positive symptoms and negative symptoms, 
and positive, moderate and significant with CGI depressive 
symptoms.

All FACE Risk Profile indices show positive, low or mod-
erate, and significant correlations with the Plutchik Suicidal 
Risk and Overt Aggression scale scores, except for the abuse/
exploitation by others risk index and the physical state risk 
index which have very low and non-significant correlations 
with the Overt Aggression scale.

Table 5 shows the differences between the FACE Risk 
Profile index scores according to groups of participants. No 
statistically significant differences were observed according 
to the presence or absence of a family psychiatric history. 
Statistically significant differences were observed between 
the groups of participants established according to clini-
cal and psychosocial variables. Specifically, the participants 
with disabilities had significantly higher violence towards 
others risk index scores. The group of participants with a 
high risk of suicide had higher scores in the risk indices for 
Suicide, self-harm and physical condition. Finally, the group 
of participants with a high risk of violence had higher risk 
index scores for violence/harm to others.

DISCUSSION

The aim of this study was to present the validation in 
Spanish of the FACE Risk Profile28 for people with SMI. In 
general, the FACE Risk Profile showed good psychometric 
properties in this population.

The internal consistency values were adequate for Be-
haviour indicative of current risk and Indicators related to 
current treatment, which were low and very low, respectively. 
Our results are similar to those of the original FACE Risk Pro-
file validation for internal consistency.15 In this study, all Cron-
bach’s Alpha values were satisfactory (> 0.70). In our study, all 
values were close to 0.70 except for the two aforementioned 
subscales, which showed little variability in their scores. One 
possible explanation is that the sample consisted of people 
with SMI treated in the community setting and with clini-
cal stability, which probably homogenised the scores on these 
subscales.

Inter-rater agreement was very high or high for the FACE 
Risk Profile subscales, and were similar to those obtained in 
the original FACE Risk Profile15 validation study, where the 
Kappa index values for inter-observer agreement were 0.90. 
To date, no further studies have been conducted on the reli-
ability of the FACE Risk Profile.

Table 5 Differences between the scores of the face indices Risk profile, according to groups of participants 
Student’s t
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The concurrent validity of the FACE Risk Profile indices 
range from low to moderate. Negative and low or very low 
correlations were obtained between the FACE Risk Profile 
index scores and GAF scores. Participants with greater clin-
ical difficulties do not have a greater risk. These results are 
consistent with those of the original validation study28 in 
which a relatively low correlation was observed between the 
degree of severity of the disorder and the presence of risk, 
and it was concluded that global scores derived from scales 
such as GAF cannot be considered measures of risk.

People with greater disabilities in family functioning also 
showed a greater risk of abuse/exploitation by others. The 
scientific literature highlights that people with SMI are more 
vulnerable to victimisation by others and indicates the use 
of substances, greater clinical symptoms or being homeless, 
among others, as associated factors.42,43 Disability in family 
functioning in our study was measured through the DAS-s, 
which allowed an evaluation of this functioning in the 
broadest sense, and could be related to prominent factors 
such as being homeless. It is recommended that future re-
search goes farther in the study of the relationship between 
these variables.

Participants who were at higher risk of self-harm showed 
a greater number of depressive symptoms and greater sever-
ity of the disorder. Our results are consistent with those of 
other studies in which it has been found that suicide at-
tempts are significantly associated with greater severity of 
the disorder.44,45,46

Participants with a higher risk of abuse/exploitation by 
others had more positive symptoms, which is consistent with 
the scientific literature analysed previously.42,43 People with 
a high risk in relation to their physical condition have more 
depressive symptoms and greater severity of the disorder. 
Our results were similar to those of other recent studies that 
show a direct relationship between physical health and se-
verity of the disorder.47,48, 49,50 

People with a higher risk of suicide on the Plutchik Sui-
cide Risk Scale also had a higher risk of suicide, self-harm, 
serious personal neglect and physical condition risk.20 People 
with a higher risk of violence on the Overt Aggression Scale24 
had a higher risk of violence or harm to others, self-harm, 
serious personal neglect and accidental injury. This observed 
association is congruent with the results of a systematic ob-
servational study review and meta-analysis in which overt 
aggression, evaluated with the same instrument used in this 
study, showed a direct relationship with levels of aggression 
towards oneself or others.51 These results support the con-
current validity of the FACE Risk Profile. 

Also, some Risk indices such as violence, suicide, self-
harm and that related to physical condition were able to dis-
criminate between groups of participating people according 
to the level of disability, the severity of the disorder and the 
risk of suicide or violence.

To our knowledge, this is the first work on the Spanish 
validation of the FACE Risk Profile. Concurrent validity of 
the FACE Risk Profile had been established, up to now, only 
with the FACE Health and Social Assessment,15 which is not 
a specific scale for risk assessment. Future research should 
include other scales that take into account other risk areas 
considered in the FACE Risk Profile.

Among the limitations of the work are the small sample 
size, which may have had an influence on the lack of sta-
tistically significant differences being detected between the 
groups of participants in the FACE Risk Profile indices. Also, 
as our sample had relative clinical stability while being at-
tended to in the community setting, showed little variability 
in some of the FACE Risk Profile subscale and index scores, 
which could have repercussions on the temporal stability of 
the scores and the internal consistency of the subscales. New 
studies with larger samples, evaluating groups of patients 
with SMI, both in the community and institutional setting 
are needed. Longitudinal studies are also necessary to asso-
ciate the presence of risk with remission or exacerbation of 
psychopathological symptoms, both in people with SMI and 
with other types of psychopathological disorders.

CONCLUSIONS

The FACE Risk Profile has good reliability and validity, 
which supports its use in the population with SMI. The FACE 
Risk Profile could be considered for use in the risk assessment 
of people with SMI for both research and routine clinical 
practice purposes. To the best of our knowledge, the FACE 
Risk Profile is the first psychometric instrument validated in 
Spanish for the comprehensive and systematic assessment 
of risk factors in a particularly vulnerable population group. 
It can be considered a useful tool for relapse prevention and 
risk management. Future research on the FACE Risk Profile 
could include studying its psychometric properties in other 
populations.
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