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Abstract: In forensic psychiatry, family violence perpetrated by a loved one suffering from severe mental illness is a significant problem thought to affect nearly half of families. In order to examine this poorly documented issue, a qualitative study was conducted with family members who have experienced violence committed by a relative with severe mental illness. Grounded theory was used as the research strategy. Semi-structured interviews were conducted with fourteen participants who had experienced this type of violence. The works of poststructuralist thinkers Jacques Donzelot and Michel Foucault inform the theoretical framework. Qualitative analysis of the data led to the emergence of five major themes: medico-legal apparatus; experience of violence; family’s responsibility toward the violent relative; exclusion and stigmatization; and suffering and resilience. The main results of this qualitative research indicate that families are governed through specific mechanisms, including instrumentalization of the family’s role and transfer of the violent person’s care to the family. Obstacles preventing families from being included in their relative’s care were also raised. This research contributes to nursing by shedding light on clinical interventions and health policy in family care. It also offers insight into the provision of appropriate quality care in particularly complicated family situations.
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[bookmark: _Toc536020276]Introduction
In forensic psychiatry, violence perpetrated by family members with severe mental illness is a common phenomenon that is thought to affect nearly half of families (Labrum & Solomon, 2016; MacInnes, 2000; Nordström, Kullgren, & Dahlgren, 2006; Solomon, Cavanaugh, & Gelles, 2005). Research shows that family members living with persons suffering from severe mental illness (PSSMI) often deal with violent situations, which complexifies the burden associated with the mental illness. According to the literature, such violence has significant consequences for families, who must deal with a heavy burden as they attempt to reconcile the person’s illness, their violent behaviour, and the judicialization process (Kontio, Lantta, Anttila, Kauppi, & Välimäki, 2017; McCann, McKeown, & Porter, 1996; Nordström et al., 2006). 
Contact with the police and legal systems, as well as the mediatization of violence (media coverage of the violence committed by the relative), are significant sources of stress for the family (MacInnes, 2000; Rowaert et al., 2016). Although violence perpetrated by PSSMI is a widespread problem, little research has been conducted on the topic (Kontio et al., 2017; Solomon et al., 2005). To examine this issue which remains relatively unexplored in nursing, a qualitative study with individuals who have experienced this type of family violence was conducted. This article presents the results of this research conducted in eastern Canada. This is a highly relevant nursing research to forensic nursing practice considering that nurses provide care for both PSSMI and their families.
State of Knowledge
Several nursing studies have examined the experience of family violence committed by PSSMI (Maurin & Boyd, 1990; Provencher, 1996; Saunders, 2003). These studies highlight the significant burden experienced by families who care for mentally ill relatives. Currently, care for PSSMI is most often provided by their families (Lefley, 2009; Onwumere et al., 2014; Provencher, 1996). According to Copeland and Heilemann (2008), deinstitutionalization (transfer of persons with mental illness from psychiatric hospitals into the community) has increasingly led to PSSMI being cared for by families in general and mothers in particular. For Donzelot (1979), the expansion of the family’s role results from the rise of neoliberalism, according to which care provided within the family home is more profitable than hospitalization. Neoliberalism can be conceived as a political regime that promotes efficiency, competition and performance (i.e. cost reduction and austerity).
For families with a mentally ill relative, violence is a significant issue (Solomon et al., 2005; Straznickas, McNiel, & Binder, 1993). In addition, as noted by Estroff, Zimmer, Lachicotte, & Benoit (1994) and Copeland and Heilemann (2008), mothers are particularly at risk. However, the literature does not describe the causes of this increased victimization, other than being in closer contact with the relative. Research indicates that the correlation between violence and mental health creates a much heavier and more severe burden for families (Labrum & Solomon, 2016; Nordström et al., 2006).
The consequences of family violence can affect both physical and mental health. In addition to sustaining cuts, fractures, contusions, and other injuries (Onwumere et al., 2014; Vaddadi, Gilleard, & Fryer, 2002), victims of violence are also at risk of developing a variety of health problems, including arthritis, diabetes, and hypertension (Onwumere et al., 2014). Family members also mention experiencing mental health issues, psychological distress, and negative emotions such as exhaustion, fear, powerlessness, and shame, among others (Copeland & Heilemann, 2008; Nordström et al., 2006; Sporer, 2019; Vaddadi et al., 2002). Studies indicate that families living with violence are particularly likely to experience social isolation (Nordström et al., 2006). It has also been noted that health professionals continue to perpetuate barriers to inclusion (Kaas, Lee, & Peitzman, 2003) and feelings of exclusion from the health care system (Kontio et al., 2017) thereby exacerbating the family’s burden. Many researchers also state that the ill person and their family may be stigmatized (Labrum & Solomon, 2016; Nordström et al., 2006; Rowaert et al., 2016).
Theoretical Perspectives
Although grounded theory does not call for an a priori theoretical framework, the selected version of grounded theory, proposed by Corbin and Strauss (2014), recognizes the importance of theoretical sensitivity. Accordingly, Corbin and Strauss (2014) purport that grounded theorists must mobilize existing theories to make sense of the data. We therefore turned to a poststructuralist theoretical approach to frame this research. Poststructuralism considers that social phenomena are inseparable from particular structures and that these structures must be deconstructed in order to reveal power relations, dominant discourses, and the use of language and knowledge for normative purposes (Cheek, 1999; Williams, 2005).
The poststructuralist works of Michel Foucault and Jacques Donzelot were mobilized to inform our results related to family violence committed by severely mentally ill relatives. According to Foucault and Donzelot, the family, as a “normalizing” institution, plays a central role in reproducing oppressive structures and normative practices (e.g. surveilling, judging or even excluding the family). Moreover, Donzelot’s (1979) theory states that governing the family (i.e. to direct or to guide their conduct) is made possible by the combined actions of two large state apparatuses: psychiatry and the justice system. 
Methodology
Research Design
According to Corbin and Strauss (2014), grounded theory is very useful not only to generate a substantive theory but also to identify general concepts, develop deeper theoretical insights, and offer a broad understanding about a phenomenon (Corbin & Strauss, 2014).
Research Setting
This research was conducted in a Canadian forensic psychiatric hospital. Participant recruitment posters were placed in the hospital and outpatient clinic. Nursing staff also referred family members to the principal investigator (EPG). 
Data Collection
Participant sampling continued until theoretical saturation was achieved, that is, until all pertinent concepts had been developed and there was no further advantage to collecting more data once the theoretical construct had achieved sufficient depth (Corbin & Strauss, 2014). Semi-structured interviews were conducted with fourteen participants from ten families. Participant profiles are presented in Table 1. Individual or group interviews, which lasted from 45 to 120 minutes, were conducted, digitally recorded, and transcribed for analysis by the first author (EPG). Interviews were held either in a confidential hospital office or at the participants' homes, depending on the participants' preference.
[Table 1. Profile of participants and relatives]

[Table 2 Interview questions]

Data Analysis
The present study used the following analytical steps: 1) coding (reading transcribed interviews and attributing codes to participants’ comments; 2) categorization (abstraction of collected empirical information to develop a more theoretical, abstract construct); 3) establishment of relationships (defining relationships between previously identified categories); 4) integration (more precise identification of central concepts); and 5) modelization (dynamic reconstruction of the phenomenon). The first author (EPG) performed the data analysis, which was validated by the second author (DH) to ensure inter-rater reliability.
Ethical Considerations
Required ethical approvals were obtained from the ethics committees of both the participating hospital and authors’ university. Research information and consent forms were signed by all participants. Before the interviews, participants were informed of the sensitive nature of the questions asked and the possible re-traumatization that could result. Confidentiality and consent criteria were met during the research. The quality criteria for qualitative research proposed by Corbin and Strauss (2014) were respected throughout this research (validity, truthfulness, credibility, scientific rigor and applicability).
Results
Our qualitative analysis led to the identification of five major themes: 1) medico-legal apparatus; 2) experience of violence; 3) family’s responsibility toward the violent relative; 4) exclusion and stigmatization; and 5) suffering and resilience. The third theme (family’s responsibility toward the violent relative) was identified as the central theme, as illustrated in the model presented in Figure 1.
[bookmark: _Toc527582612][Figure 1. Modelization]
Theme 1
Medico-legal Apparatus
According to our analysis, violence within the family leads to contact with both the healthcare system and the legal system. Families are required to interact with what we called the medico-legal apparatus. For Foucault, an apparatus is a heterogeneous collection of knowledge, methods, and institutions whose goal is to govern, manage, or control individuals’ or families’ behaviour (Rose, 1993).
A variety of authorities intervene through the medico-legal apparatus, including hospitals and legal authorities such as courts that specialize in mental health cases. This apparatus influences power dynamics and imposes care and control on bodies that are ill and potentially violent. It is also implemented in order to respond to clinical needs and, with the goal of protecting the public; it facilitates the intervention of two state apparatuses with very distinct objectives. 
He was judged not criminally responsible on September 20th, I think, he was in court, I went to see him there. (P12) 
Very often, the medico-legal apparatus requires families to call on the police to intervene in violent situations as a way of ensuring their safety or that of their loved one.
We did it, had him committed against his will, with the police and a court order, because it was really dangerous for other people. We called the police a number of times. (P1)
One time, he pushed me against the counter. I called the police. Right away. Because I knew that with him it could escalate. […] I’ve never been hurt, no. But he was always on the edge, but I called the police. I called the police, but I never filed a complaint. (P11)
The police didn’t want to intervene. They wanted me to take it to court, to get a court order. (P2) 
In many cases, family members feel obligated to obtain a court order to have their relative hospitalized against their will; this triggers the judicialization process. However, once the family gives in to seeking a court order, there is a risk of increased tension in their relationship with their relative.  
It was terrible for my mother, it wasn’t […] Well, to hear him [the sick relative] so angry. For one thing, to have actually gone to get the piece of paper to get her son out of the house. (P13) 
Health professionals encouraged participants in violent family situations to file a complaint against their relative, talk to a lawyer, and get a court order. In these cases, families are sometimes forced to call the police to ensure the safety of others, particularly younger children. That being said, multiple attempts are often required to successfully admit the ill relative hospitalized. 
We had been trying for at least five years, trying to have him hospitalized, and he always got out the next day, or two days later… He did spend two months at the [general hospital]. Two months. He came out just as sick as he went in. (P1)
Hospitalizing the sick relative against their will is far from a simple process. If the person refuses to receive treatment and be hospitalized, their refusal can only be overruled if they present an imminent risk of violence to themselves or others. As a result, dangerousness becomes the key criteria for hospitalization. The fact that violence is a necessary condition of hospitalization complicates the situation for families, who must sometimes wait for the person’s mental state to deteriorate or for them to engage in riskier behaviour before they can get help. Some participants had to explain why their relative should be hospitalized and explicitly demonstrate to the police why the person presented a threat of violence.  
I called the ambulance and the police. The police refused [to bring him to the hospital]. They said, “your son, he seems to know what he’s doing, he’s aware, we have no right to bring him in by force.” I told the officer that he might be aware of what he’s doing, but that what he’s doing doesn’t make sense. They left, the officer said, “we’ll bring him to the bus, he’ll take the bus, and that’s all we’re going to do”. (P12)
The fact that violence is required for hospitalization can lead to more severe circumstances. Waiting for their relative to become more aggressive and violent in order to have them hospitalized can have disastrous consequences, as seen in the following excerpt from a mother.
It took what it took, an episode of extreme violence, almost someone’s death for… them to really hospitalize him, for them to really treat him! […] It might be awful to say that, but…if he hadn’t been so violent, if he hadn’t attacked those people, well, none of it would have happened. He would be dead today, he would have killed someone else, who knows. […] That’s what’s so unfortunate about our system. He had to stab someone for the system to actually do something. (P1)
In some cases, involving the legal process leads to the sick person being admitted to a forensic psychiatric hospital. For participants, this is a crucial moment of considerable symbolic importance. Some participants described hospitalization in a secured unit as beneficial, as a reprieve and opportunity to regain control. Long-term hospitalization becomes a means of protection and security that lessens the family’s burden.
When he was admitted to the hospital we went “phew” [sigh] at last! Because it wasn’t the first time he was admitted. But when he was admitted to the [forensic psychiatric hospital], we knew that he wouldn’t be back out in two days…or even two months… Before, with what happened, we knew that he would be there for a good long time. […] We had been trying to have him admitted for at least five years. (P1)
For other participants, forensic psychiatric hospitals represent a place of control, albeit one that is considered necessary for the potentially violent relative. These hospitals have not lost their association with coercion, however, and for many participants this elicits a certain ambivalence.
I hate it that he’s there, but I know it’s for his own good. If it wasn’t for that, I’m absolutely sure he would have killed someone. Or if he didn’t kill them, he’d have beaten them to a pulp. (P14)
The medico-legal apparatus requires the legal and hospital systems to interact. This interaction is illustrated by the judicialization process undertaken to hospitalize the sick relative, very often against their will. When a loved one refuses treatment, judicialization can be necessary to hospitalize them in an environment that can nonetheless be seen as extremely controlling.
Theme 2
Experience of Violence
The second theme focuses on participants’ lived experience of family violence. In some cases violence toward family members emerges at adolescence, in others it begins in early adulthood. For individuals with schizophrenia spectrum disorders, the exacerbation of symptoms is often a prelude to aggressive behaviour. According to participants, precipitating factors include ceasing to take medication and the progression of psychotic symptoms.
He became psychotic a second time, but the second time he was a lot more, it wasn’t the same thing anymore. His behaviour toward me was aggressive. It was aggressive, and he was scary. (P12)
Other factors may also increase the risk of family violence, including the imposition of limits, financial dependence on the family, substance abuse, and interpersonal conflicts. Paranoid delusions targeting family members are also a risk factor, according to participants.  
When he gets too delusional, we’re all afraid that he’ll actually do something really serious. (P2)
Once he came to ask me if he could come back home. I said, “do you want to get treatment? Go to detox?” He said no. So I said no. He left laughing, he went to see his father, and got the same answer. He took a picture of him from the desk, and burned the head. He said: “you’ll never see me again”. (P11)
Data analysis revealed that the experience of family violence has significant consequences, be they physical (injuries and pain), psychological (depression, exhaustion), social (social isolation and family conflict), or emotional. In the following interview excerpts, participants discuss injuries sustained while attempting to physically restrain their loved one during an episode.  
I got bruised. I had bruises. Broken glasses, and bruises. (P8)
[His father] tried to keep him from leaving the room downstairs. […] And his father fell over to the side and had a pneumothorax. And then [my son] saw that his father clearly had a problem, a serious problem. (P4)
Participants also noted the psychological effects of family violence. In many families, childhood trauma among the sick’s person’s siblings has long-lasting negative consequences. Several participants also mentioned the emergence of mental illness.
She’s dealt with violence too. [Her brother] tried to strangle her three times. It’s like it lives in her body, you know. (P4)
[Violence], it stays for life, afterward. Those images never go away. (P10)
This study also revealed that violence has an impact on family dynamics. Conflict can arise between family members, as seen in the excerpts below.
He doesn’t want to have anything to do with [his brother]. Nothing. The day [he] steps foot into the house, the other one’s going to court. (P11)
My brother didn’t want [my son] to be there at all when he’s there, with his kids. […] I didn’t approve, but I understood. But it’s too bad, because [my son] loved his kids. […] My brother is entitled to his fears, and to protect his kids, in his way. But it’s sad anyway, because it creates conflict within the family. (P4)
Theme 3
Family’s Responsibility Toward the Violent Relative
Family assuming responsibility for the violent person is a central theme; it lies at the heart of participants’ experiences. Families assume partial or complete social and financial responsibility for their relative in many ways, including by providing help and support, visiting them in hospital, ensuring that they take their medication, and calling in the care team. Caring for their relative may also require significant financial resources, for example, to hire a lawyer when the person becomes judicialized, buy food and clothing, or pay rent. For study participants, assuming responsibility for their violent and ill relative requires significant family resources.  
I think that that covers just about everything, that was always our focus, we did so many things to help him, to try to help him and help ourselves too. (P9)
In some cases, as the risk of violence increases and parents are exhausted to the point of running out of coping strategies, families decrease the level of responsibility assumed for their loved one. Several participants reported no longer wanting their relative to live at home with them. Fear of their loved one and the desire to protect other family members are the principal motivations for this decision.   
It got to the point where the situation was very serious, and we told him, well, if we’re no longer able… you can’t come home. Because the danger is always: are we going to get hit, or are we not going to get hit? (P9)
According to our analysis, mothers, often the pillar of the family, play a crucial role in assuming responsibility for the sick person. The mother’s presence is unconditional, sometimes past the point of her own limits. One participant also stated that, as a mother, it is impossible to abandon her child. She describes herself as her child’s only “link to reality”.
At the time there wasn’t much going on that was normal, but it’s as though I felt a little protected. Because, personally, I was really his only link to reality. That’s how I always saw myself, anyway. Today, we talk about it and he says the same thing, but anyone else, I never would have let anyone else get close to [my son]. But I wasn’t afraid. (P1)
It was also noted that mothers were sometimes excluded from discussions with healthcare professionals, who preferred to make care decisions in collaboration with fathers, who were perceived as calmer and more considered. Gender issues have an impact on collaboration in clinical settings.
Our experience is given no weight. It’s as though… first of all, I am emotional because I’m a woman. [His father] was more… they listened to him more. The mother… I have several friends… the mother, in these situations, people don’t listen to us much. That’s a big problem for the parent, for the mother. When it’s the father, well, he’s more rational. They’re more… they make more sense. (P4)
By assuming responsibility for their relatives, families also assume responsibility for ensuring they take their medication, which, according to several participants, is an essential component of preventing violence.
I know that there are hazards, but… he’s not dangerous when he’s on his medication. When he goes off them, things get out of control. (P12) 
It was noted not only that families assume responsibility for their relative taking their medication, but that they are also required to use a variety of control mechanisms to care for them, manage their episodes, and prevent further violence. This study revealed that families bear a double mandate. First, they must meet the loved one’s needs and ensure their wellbeing; this responsibility is typically associated with motherhood, meaning that it is assumed that mothers will be responsible for this. Second, family members must assume an entirely separate role by becoming agents of social control. The double mandate of caring for their loved one while also controlling and monitoring them creates an emotional ambivalence that places families in a difficult position between competing priorities.
There aren’t any… we can’t get any solutions. The only solution is to tough it out. Tough it out. You have to tough it out. But there are limits too. But we’re also not the right people to set limits, because we’re too emotional. (P11)
We had to get Child Protection Services to come get him. We called Child Protection to protect ourselves, protect my daughter. Because he was becoming threatening, with a knife, even. (P4)
Participant interviews revealed the presence of disciplinary mechanisms within the family, including monitoring, protection, medico-legal guidance, and sometimes physical restraint. According to this analysis, disciplinary mechanisms are required to control the loved one’s risk behaviours and actions.
[bookmark: _Toc536020284]Theme 4
Exclusion and Stigmatization
Participants dealing with violence perpetrated by relatives with severe mental illness reported feelings of exclusion. Participants also mentioned having difficulty obtaining help in crisis situations. Budget cuts, clinical staff shortages, poorly adapted resources, and lack of familiarity with the health care and justice systems emerge as primary causes for the lack of support. As a result, families feel that they are left to fend for themselves in crisis situations characterized by considerable vulnerability.
They work in their towers, they could not care less about the family. […] the hospital, I think that for the family, they don’t do a thing. The doctors don’t care about us, they don’t talk to us, they don’t ask us anything. The only one who asks us anything is the social worker, but even then, she’s there to ask questions, not to support you. (P2)
We described him, with the kind of words parents use, but they didn’t carry much weight. […] We didn’t have those fancy words. Let’s say we were less crude. […] We didn't have the science of those fancy words. That’s really frustrating. (P4)
What’s really unfortunate is that everything in the healthcare system is so… resources are limited. You have to fight to get them. (P2)
Limited communication with families also leads to exclusion. For most participants, access to information was restricted. Several participants stated that, due to poor communication, they were not informed of their relative’s hospitalization status. All participants identified confidentiality as a significant obstacle to collaboration with the care team. 
It’s always us who have to call, and call again. […] It seems annoying, we seem like annoying parents. Because we want to understand, we want to know what’s going on, because we don’t know anything. It seems like we’re harassing them. […] But he’s our son, and we want to know what’s going on, and I can’t deal with it anymore, it’s been long enough. (P4)
They didn’t want to tell us anything. Almighty confidentiality. It’s awful. In cases like that. It was always the same thing. The psychiatrists said, “I can’t tell you anything, ma’am, unless he gives his consent”. (P1)
Involvement in the medico-legal apparatus makes it more likely that the person with mental illness will be stigmatized due to violent behaviour and having come into contact with the legal system. Furthermore, it was observed that stigmatization extends to the family as well. Some participants feel personally targeted by the looks and judgments of others. Because of their sick relative, they too bear the mark of mental illness and violence. The family itself may be shamed, particularly if the sick person’s violent behaviour is reported in the media.
He has trouble finding work. Of course, it’s because of that! For employers, it’s easy to type in a name. See what happens… and him, what happens? […] The paper, and the attack. […] When he graduates and doesn’t find a job, he’s thought about it, changing his name. (P1)
Once I went to my uncle’s to clean his place and get some things to bring to him at the hospital. I felt people looking at me. I felt like I was being recognized, and that people were wondering about me. (P2)
Theme 5
Suffering and Resilience
The lived experience of violence perpetrated by a loved one with mental illness is both complex and unsettling. For those close to them, violence elicits a variety of emotions, most of which are considered negative, such as fear, incomprehension, ambivalence, frustration, shame, powerlessness, anxiety, and sadness.
I was always afraid. My partner too. We were always afraid to go into the basement. What is he doing? What am I going to find? […] When I knocked on the door [of his apartment], I was always scared. […] Will he open the door? If he doesn’t, do we break it down? (P1)
On a more positive note, some families reported resilience and hope in the face of adversity.
It was hard, but… we never lost hope. Never. We lost hope in the system, but we never lost hope that if he ever got properly into the system, it would be ok. (P11)
[bookmark: _Toc536020286]Discussion
This analysis shed light on how families face the difficult task of reconciling the roles of parent, caregiver, and agent of social control. It became clear during participant interviews that families bear a double mandate. On the one hand, they are expected to meet the needs of their sick relative, support them through their illness, and provide all the care required. On the other, families are also expected to act as agents of social control, a role that assumes the application of a variety of coercive mechanisms that subjugate both the sick relative and the family who, in this context, is seen as a kind of social panoptic (Foucault, 1995). The panoptic is an architectural feature developed in the 16th century that allows the unrelenting surveillance of captive prisoners. In many cases, the double role of caregiver and crisis manager is understood as imposed through the pressure exerted by health professionals. As Copeland & Heileman (2008) note, “mothers were forced to manage these behaviors because they were unable to attempt to hospitalize their children against their will” (p. 139). A comparison can be made between this reality common to both families and forensic psychiatric nurses. Indeed, nurses who work with forensic patients are also required to be involved in caring and social control (Holmes, 2005). The "security vs therapy" debate has been raised by various authors in forensic nursing (Koskinen, Likitalo, Aho, Vuorio, & Meretoja, 2014; Martin et al., 2013).
Yet another challenge faced by families was identified: hospitalization is only possible when the risk of violence is present. This harsh reality leads to both frustration and anger, since families must sometimes become victims for their relative to receive the treatment they need. This raises significant ethical questions, given that families are left waiting for their relative’s condition to deteriorate enough.
Researchers also observed that the police, the law, and forced hospitalization are last resort measures for families who feel powerless in the face of mental illness and violence. Recourse to these services, however, has long-lasting consequences for relationships within the family. From a Foucauldian perspective (Foucault, 1995), the medico-legal apparatus interprets the family as a panoptic machine that facilitates the monitoring and discipline of the deviant loved one. This is done through a variety of mechanisms of control and self-subjugation. The family must report symptoms, behaviour, and pharmacological adherence to the care team and legal authorities; as a result, the family becomes the authorities’ eyes and ears in the home.
Furthermore, this study revealed that the family is also governed by scientific discourses founded on complex psychiatric terminology. Knowledge of (or unfamiliarity with) scientific terms associated with diagnoses, symptoms, and pharmacological treatment can be understood as facilitating (or blocking) access to information and collaboration with care teams. It was also noted that legal terminology used in the medico-legal environment was perceived as complex and impenetrable by participants, who often had difficulty finding their way through seemingly Kafkaesque situations. Nordström et al. (2006) raise the same issue: “Parents found the vocabulary used in the diagnostic reasoning confusing. […] The medical language was difficult to understand” (p. 63)
Family members’ socioeconomic status and gender were particularly relevant in discussions of exclusion. In the present analysis, Donzelot’s theory of the government of families was used to understand power dynamics affecting the family. The goal of governing families is to subjugate them in such a way that they assume a well-defined role. According to Donzelot’s theory, the care setting exerts pressure on families, and on women in particular, to assume responsibility for their loved one in order to ensure the transfer of care and delegation of power to families. 
[bookmark: _Toc536020287]Implications for Nursing
This research highlights the need for better communication between families and mental health professionals, including nurses. Families must receive more information, particularly regarding pharmacological adherence. It would be useful for nurses to teach strategies for dealing with the sick person’s desire to stop taking their medication. According to participants, professional support for pharmacological treatment must be improved. Nurses should also refer families to support groups. Also, they should ensure that they provide the necessary information to families in order to facilitate their inclusion in the process (Chan, 2008; Kaas et al., 2003; Nordström et al., 2006). According to Kontio et al. (2017, p. 63): “there is a need for more cooperation between patients’ family members and nurses (Kaas et al., 2003). Such cooperation enables nurses to make family members feel comfortable and hopeful about the future.”
A primary nurse assigned specifically to a patient and their family may also ensure better care management and more successful reintegration into the community. This recommendation has also been made by other researchers (Chan, 2008; Kontio et al., 2017). Given their holistic person- and family-centered approach and key role in care teams, nurses are uniquely positioned to make a difference in family members’ lived experience (Koskinen et al., 2014; Martin et al., 2013). Support adapted to the needs of families that have experienced violence would also be useful. In short, nurses have an opportunity to play a key role in preventing and managing family violence and supporting those families that are subjected to it (Paavilainen, 2014).
[bookmark: _Toc536020288]Conclusion
[bookmark: _Toc536020289]This qualitative study sought to explore the experiences of family violence perpetrated by persons with severe mental illness and the strategies families used to deal with this type of violence. From the theoretical perspective of the government of family, the present analysis demonstrates that care environments and the legal system recruit the family to perpetuate hospital practices in the home. The family is therefore instrumentalized by the medico-legal apparatus so that they will assume greater responsibility for the care of their sick and violent relative. Assuming this increased responsibility, however, can have significant negative consequences for the rest of the family. This research is relevant not only because it contributes to current knowledge on this sensitive subject, but also because it allowed participants to express their perspectives on a rarely examined reality.
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