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A Systematic Review of the Effectiveness of Safewards: Has Enthusiasm Exceeded
Evidence?

Safewards is intended to be an evidence-based approach to reduce levels of conflict and
containment in mental health inpatient settings. A systematic review was carried out to
examine whether Safewards is effective in reducing conflict and containment events; and
improving ward climate. Searches for articles evaluating the implementation of Safewards
was conducted using Psych Info, PubMed, Web of Science, Cochrane Library and CINAHL.
Thirteen studies were included for review after applying inclusion and exclusion criteria. The
Quality Assessment Tool for Studies with Diverse Designs (QATSDD) was used to assess
study quality and the majority of studies (N = 7) were rated as “moderate” quality. Whilst
there is evidence to suggest that Safewards is effective for reducing conflict and containment
in general mental health services, there is insufficient high-quality empirical evidence to
support its effectiveness in settings beyond this. Further research using robust methodological
designs with larger, more representative samples is required in order for the effectiveness of
Safewards to be established across the range of contexts in which it is currently being

applied.
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Introduction

The term “conflict” describes behaviours that pose a risk of harm, such as aggression,
absconding and self-harm (Bowers, 2014). Prevalence of conflict events, e.g. violence or
aggression, is high within health and social care settings, with 200 reported physical assaults
estimated on National Health Service (NHS) staff daily in England (Royal College of
Nursing, 2018). Mental health services (alongside learning disability services) often report
more heightened violence than other care settings, with inpatient mental health services being
particularly high risk environments for such behaviours (Cornaggia et al., 2011; National
Institute for Health and Care Excellence, 2015; Royal College of Nursing, 2018). Mental
health nurses are ten times more likely to be assaulted than general nurses (Parish, 2014).

Conflict places staff and service users at risk of serious harm — including physical harm
(Langsrud et al., 2007) and psychological harm, along with trauma and re-trauma (Appleby et
al., 2006; Needham et al., 2005; Renwick et al., 2016; Wildgoose et al., 2003). In addition,
conflict/violence and aggression disrupt the therapeutic environment and can have negative
consequences for therapeutic relationships (Budd, 1999).

The prevalence of conflict behaviours in mental health settings drives the use of
“containment”. Often termed restrictive or coercive practices in the literature, containment
refers to methods through which staff manage conflict behaviours, including restraint,
increased observation, seclusion, and security policies (Bowers et al., 2011). This is
problematic as a wealth of research evidence demonstrates negative physical and
psychological effects of containment methods, including staff and service-users feeling
distressed, recalling previous trauma and feeling fearful and angry; it can damage service-
user relationships with staff and services and they have been described as incompatible with
the basic values of healthcare (Kontio et al., 2014; Steinert et al., 2007; Steinert et al., 2010;

Strout, 2010; Stubbs, 2009). Due to these concerns, best-practice guidelines and policy state



that this restrictive approach to managing service users’ risks should only be considered as a
last resort (Department of Health, 2014), and there has been an international move to reduce
the use of them. It has been suggested that evidence-based ways of reducing the need for
restrictive practices should be implemented. Several models and programmes have been
developed to meet this need.

Safewards (Bowers, 2014) is one such model that has been developed to reduce conflict
and containment in mental health inpatient services (see Bowers, 2014 for a comprehensive
overview of the model). Safewards consists of ten core interventions that were identified
through a rigorous testing and refining process (Bowers et al., 2015). These interventions
(outlined in Table 1) were deemed to be the most impactful and easy to implement, resulting
in a package of interventions suitable to be evaluated within a randomised control trial. The
initial RCT of the model showed promise, with overall rates of containment (coerced
medication, seclusion, restraint, special observation etc.) and conflict (i.e. verbal aggression,
suicide attempts, alcohol use or attempted absconding) reducing over 31 psychiatric inpatient
wards following implementation (Bowers et al., 2015). Due to this success, the model has
been recognised within UK guidelines for reducing restrictive practice (Department of
Health, 2014; National Institute for Health and Care Excellence (NICE), 2015).

Since then the use of Safewards has grown rapidly with its popularity increasing nationally
and internationally as government drivers push for more compassionate and less restrictive
ways of working within mental health care. Despite this, no review has comprehensively
examined research into the effectiveness of implementing Safewards. Gerdtz et al. (2020)
conducted a scoping review of the Safewards literature and aimed to describe the following:
Safewards interventions; how Safewards interventions have been implemented in healthcare
settings; outcome measures used to evaluate the effectiveness of Safewards; and barriers and

enablers to the uptake and sustainability of Safewards. They explicitly did not consider the



effectiveness of the Safewards approach. As such, the need for a systematic review of the
literature to examine the effectiveness and impact of the model is warranted. This will allow
for the consideration of whether the growing enthusiasm for Safewards exceeds the evidence

that supports its use.

[Table 1 near here]

Aims and Objectives

The aim of this systematic review was to collate and examine the literature available to
explore the effectiveness of Safewards. A meta-analysis was not possible due to the
heterogeneity of the available literature in terms of design, methodology and outcomes used.
Therefore, the review could not establish effectiveness by providing a single statistical
estimation of the overall effect of the model. Instead the current study presents a narrative
synthesis of the data collated systematically, with the aim of minimising bias and improving
the reliability of the current evidence base. Whilst the main outcomes of the model are
intended to be a reduction in conflict and containment (Bowers et al., 2015), an additional
outcome measured within the literature includes the impact on ward climates. Given the
negative consequences of conflict and containment on therapeutic environments and
interpersonal relationships (Kelly et al., 2015; Renwick et al., 2016; Strout, 2010; Wildgoose
et al., 2003) it felt pertinent to include this outcome in order to evaluate the model

holistically.

To fulfil the aims of the review, effectiveness was measured with a mixed-methods approach
in respect of the following outcomes:

i. Does Safewards lead to a reduction in conflict?



ii. Does Safewards lead to a reduction in containment?

iii.  Does Safewards lead to an improvement in ward climate?

Method

Search Strategy

PsychINFO, Web of Science, Cochrane Library, PubMed and CINAHL were searched for
articles. The grey literature, including dissertation, conference and white papers, was also
searched using university search engines and dissertation repositories. The term “safeward*”
was used as a keyword and topic for all databases and the only keyword used, due to the
specific nature of the review and being a protected term in itself in relation to the model. All
papers published up until the initial review took place (July 2020) were eligible. Reference
lists within the studies were screened and a generic search using Google Scholar was
undertaken to ensure completeness. Finally, key authors were contacted to request any further
studies that might fit the inclusion criteria. A second search using the same strategy was
completed in May 2021 in order to account for any further Safewards publications since the

original search. The review was registered with PROSPERO in July 2020.

Study Selection

Titles and abstracts of all records identified were screened for eligibility by the first author
then reviewed by the fifth author. Full-text articles were obtained for results that were
potentially of interest and screened according to inclusion and exclusion criteria (Table 2).
The process of selecting studies is outlined in the Preferred Reporting Items for Systematic
Reviews and Meta Analyses flow diagram (PRISMA; Moher et al., 2009). Synthesis without

meta-analysis (SWiM) guidelines as described by Campbell et al. (2020) were also followed.



The details pertinent to these guidelines are included throughout the method section. Also
relevant to the SWiM guidelines are the results and limitations sections which are included

below.

[Table 2 near here]

Search Results

Results of the search are shown in Figure 1. After reviewing a total of 27 papers, 14 were
excluded due to not meeting the inclusion criteria. As a result, 13 articles were deemed
eligible and included in the review. Reference lists of the included studies were screened and

citation searches conducted to ensure relevant articles had not been missed.

[Figure 1 near here]

Assessment of Quality

A quality assessment tool was used to evaluate the methodological rigour of each study. The
studies included used a range of research designs, and were both quantitative and qualitative.
Therefore, the studies were assessed using a tool designed to evaluate a variety of designs and
methods. This also ensured that each study was assessed to the same standard, allowing direct
comparisons of quality.

The Quality Assessment Tool for Studies with Diverse Designs (QATSDD: Sirriyeh et al.,
2011) was used. The QATSDD consists of 16 items rated using a four-point scale (0 = Not at
all; 1 =Very slightly; 2= Moderately and 3 = Completely). Of the 16 items, 14 are applicable
to quantitative studies and 14 to qualitative. All 16 are applicable to mixed-method designs.

Scores are used to calculate a percentage, with higher percentages denoting higher quality



papers. The QATSDD has good inter-rater reliability (K =71.5%) and validity for studies
with diverse designs (Sirriyeh et al., 2011).

Assessment of all studies was undertaken by the first author and inter-rater reliability was
determined through rating a random selection of studies by the second and third authors.
Disagreements were resolved through discussion and abstract screening. Quality of papers
was used to guide the review in terms of the implications of each study; and to inform
conclusions drawn from outcomes. For this reason, study quality was categorised based on
the GRADE approach (GRADE working group 2004). Studies scoring between 0-25% were
considered very low quality; 26-50% low quality; 51-75% moderate; and scores of 76-100%
were considered to be of high quality. This facilitated the direct comparison of study quality
and provided a consistent interpretation of QATSDD scores. It should be noted that lower

quality studies are more likely to contain systematic errors or higher levels of bias.

Data Extraction

Information from each study was extracted, including: Author(s); country; setting; design;
total sample size; sample characteristics; outcomes and outcome measure tool(s); primary
findings; quality assessment scores and quality categorisation. The information was then
reported in three standardised tables by the first author and reviewed by the second author.
The studies were grouped in tables based on the outcomes they reported relative to the aims
of this review. Specifically, studies reporting on the effect of Safewards on conflict were
included in Table 3. Those reporting on containment in Table 4; and those on ward climate in
Table 5. Naturally, some studies focused on more than one of these outcomes and where this
was the case they were included in multiple tables. Studies were arranged in tables based on
their quality score, where higher priority was given to studies of higher quality as defined by

QATSDD criteria. Initially, all studies were recorded in one large table but the authors felt



that it was better to divide them into tables based on outcomes in order to display the results
in a manner that would more clearly address the objectives of the review. Due to the diverse
nature of the studies including the diversity in design, outcomes, and the way in which results
were reported it was not possible to standardise and synthesise results further than what is
reported. However, the current authors did use p values as the standardised metric for results
pertaining to the effectiveness in reducing conflict and containment. Effect sizes were
reported if available. The majority of studies concerned with ward climate used the same
measure to evaluate this and typically reported on differences in mean scores. A number of

studies reported qualitative data regarding perceived effectiveness of the model.

[Table 3 near here]
[Table 4 near here]

[Table 5 near here]

Results
Quiality of Included Studies
Quality assessment scores can be seen in Table 3. QATSDD scores were rated out of a total
of 48 for studies of mixed design. For either quantitative or qualitative studies, the maximum
score was 42. The included mixed methods studies obtained scores between 14- 30 with a
mean score of 23 (5.90). For those with either quantitative or qualitative methods, scores
ranged from 26 to 34 with a mean score of 30.17(4.02).

Only one study (Bowers et al., 2015) adopted a Randomised Control Trial (RCT) design.
Most studies failed to recruit a representative sample of a reasonable size and only 25%
obtained a moderate rating for this item. Whilst all studies chose methods of data collection

and analysis appropriate to their research question, many failed to report a justification for



their design. Only 23% scored two or above for QATSDD criterion “Statistical assessment of
reliability and validity of measurement tool(s) (Quantitative only)”. Positively, most studies
provided a rationale for their method of analysis with 77% of studies scoring two or above on
this item. In addition, 69% of studies scored two or more for “Evidence of sample size
considered in terms of analysis” which is important for ensuring statistical rigour for studies
of a particular type of design (e.g. RCT).

Numerous studies failed to provide a clear enough description of the setting (Cabral &
Carthy, 2017; Stensgaard et al., 2018), their data collection procedure (Baumgardt et al.,
2019; Cabral & Carthy, 2017; Lickiewicz et al., 2020; Price et al., 2016) and recruitment
process (Baumgardt et al., 2019; Cabral & Carthy, 2017; Davies et al., 2020; Fletcher et al.,
2019a; 2019b; Price et al., 2016; Stensgaard et al., 2018) to allow for the research to be
replicated.

Strengths across studies included “Statement of aims/objectives in main body of report”,
“Fit between stated research question and method of data collection ” and “Fit between
research question and method of analysis”, with 100% of studies scoring two (moderately) or
three (completely) on these criteria. Over 90% scored two or above for having an “Explicit
theoretical framework”.

An additional strength is the use of shared target outcomes across studies which allowed
for direct comparisons between them. However, there were discrepancies between some of
the studies with regards to their monitoring of containment methods. Lickiewicz et al. (2020)
chose to compare the frequency of mechanical restraint, whereas Stensgaard et al. (2018)
compared frequency of coercive measures (which included mechanical restraint as well as

forced sedation). Some collected information on “seclusion” only (Fletcher et al., 2017).
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Safewards Interventions and Mode of Implementation

Some studies used more comprehensive implementation strategies than others. This is
important when considering the results of studies and has implications for staff exposure and
fidelity to the model. Of the 13 studies included for review, 12 implemented all ten
Safewards interventions. One study (Lickiewicz et al, 2020) evaluated three interventions
only: “Positive words”; “reassurance”; and “clear mutual expectations”. Most (Baumgardt et
al., 2019; Davies et al., 2020; Dickens et al., 2020; Fletcher et al., 2017; Hottinen et al., 2019;
Lickiewicz et al., 2020; Maguire et al., 2018; Stensgaard et al., 2018) provided some form of
staff education/training including workshops, ‘train the trainer’ sessions, staff meetings or
education meetings. Three studies used steering groups (Baumgardt et al., 2019; Dickens et
al., 2020; Maguire et al., 2018), 1 reported a local working party (Maguire et al., 2018) and
four identified ‘Safewards champions’ on wards or recruited specific staff to take
responsibility for implementing interventions (Baumgardt et al., 2019; Davies et al., 2020;
Dickens et al., 2020; Hottinen et al., 2019).

Two studies (Baumgardt et al., 2019; Dickens et al., 2020) used a number of the above
methods for their implementation strategy, including a steering group, training workshops,
Safewards champions and responsible individuals/groups. Baumgardt et al. (2019) in
particular provided the most detail and illustrated the most well-designed strategy for
implementation of the model. This meant that it was also the most replicable. By contrast, the
only RCT of Safewards (Bowers et al., 2015), failed to provide a detailed description of the

process by which staff/key personnel were trained in the interventions.

Impact on Conflict
Seven of the 13 studies reported quantitative outcomes relating to conflict. Four used the

Patient-Staff Conflict Checklist (PSCC) or Patient-Staff Conflict Checklist- Shift Report
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(PSCSR; Bowers et al., 2015; Davies et al., 2020; Dickens et al., 2020; Price et al., 2016),
which examines 22 conflict items within broader categories of “aggression”, “self-harm”,
“general rule breaking”, “substance use”, “absconding” and “medication related”. One study,
Maguire et al. (2018) measured “aggressive incidents” (physical, verbal and towards
property) alongside “attempted absconding”, “affected by drugs/alcohol”, “self-harm” and
“medication refusal”. Fletcher et al. (2019a) did not look at conflict events per se and instead
used an online survey with both quantitative and qualitative questions regarding the impact of
Safewards from the perspective of service users. Fletcher et al. (2019b) used similar approach
but sought to determine the impact of Safewards from the perspective of staff.

All five studies concerned with conflict events reported a reduction in them following the
implementation of Safewards, 3 of which reported statistically significant reductions (Bowers
et al., 2015; Davies et al., 2020; Dickens et al., 2020). The highest quality study (Bowers et
al., 2015) reported a significant reduction in the number of conflict events. This study found
that Safewards was more effective in reducing conflict than the control intervention, although
some decrease in conflict was seen in control wards. Effect sizes were not reported, meaning
the magnitude of this difference could not be concluded. Dickens et al. (2020; also of high
quality) reported a significant reduction in conflict events between the baseline and
implementation phases of their study; and between the baseline and outcome phases; but not
between the implementation and outcome phases. The same findings were observed when the
authors looked at the most serious conflict events (physical aggression). Davies et al. (2020)
reported significant reductions for some, but not all, conflict events including: Aggression;
absconding; and medication related behaviours. Nine of the 31 sub-items within the PSCSR

showed significant reductions. Whilst of moderate quality, difficulties in the study relating to

sample consistency were noted. This impacts on the individual characteristics and
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presentations exposed to the interventions as well as the overall exposure rate, which should
be considered when interpreting results.

Price et al. (2016) and Maguire et al. (2018) both found a reduction of conflict but this did
not reach statistical significance in the former and statistical analyses of significance were not
used in the latter study. The use of a service-evaluation design as well as low adherence rates
in Price et al. (2016) poses significant limitations on how these results can be interpreted.
Ultimately, the degree to which interventions contributed to the reported reductions in
conflict was unclear. This is also true of Maguire et al. (2018) in that it cannot be concluded
whether reductions were meaningful or significant, nor if they were the result of the
interventions themselves.

Fletcher et al. (2019a) found that service users felt Safewards had a positive impact on
physical and verbal conflict, where 25% of participants reported that Safewards ‘usually’ or
‘always’ helped to resolve physical and verbal conflict. No analysis of significance was
conducted. Fletcher et al. (2019b) reported similar findings where staff were of the view that
Safewards impacted on physical and verbal conflict, with 45% and 55%, respectively,
reporting that Safewards usually or always had a favourable impact. Staff were less confident
of the positive impact on other forms of conflict such as absconding and property damage,
reporting that Safewards usually or always positively impacted 30% and 35%, respectively.

In terms of qualitative data on conflict, participants in the study by Maguire et al. (2018)
were of the view that Safewards improved conflict rates and that there were less incidents
following the introduction of the intervention. Conversely, Price et al. (2016) summarised
that the dominant view among the staff participants in their study was that, although the
interventions included many good ideas, they did not deem them to be effective for conflict

rates on the male wards in their forensic mental health service.
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Impact on Containment

Nine studies reported quantitative outcomes relating to containment use. As noted, the
definition of “containment” and subsequent outcomes varied across studies. Key events
measured include those within the PSCC and PSCSR: “Given PRN medication
(psychotropic)”; “Given IM medication (enforced)”; “Sent to PICU or ICA”; “Seclusion”;
“Special observation (intermittent)”; “Special observation (continuous)”: “Show of force”;
“Manually restrained” and “Time out”. Additional events measured included: “Mechanical
restraint”; “limitation to free movement”; “forced medication” and “forced sedation”. Rates
reported included both individual events measured as well as combinations or overall totals
of containment. Variations in how containment was measured occurred in part due to the
range of countries where studies were conducted. Ways of managing conflict differ
internationally due to legal, organisational and cultural reasons.

The use of the PSCC or PSCSR to measure containment was seen in four studies (Bowers
et al., 2015; Davies et al., 2020; Dickens et al., 2020; Price et al., 2016). Despite using the
same checklists, variations were seen across the studies with two using eight descriptions of
containment (Bowers et al., 2015; Price et al., 2016) and Davies et al (2020) reporting only
six. This was due to ‘blending’ of categories such as “PRN medication” and “intramuscular
medication (enforced)” and “special observations (continuous)” and “special observations
(intermittent)”. Dickens et al. (2020) measured and distinguished between overall
containment rates and rates of “highly coercive” containment (i.e. seclusion, restraint and
forced IM). Where studies did not use the PSCC, measurements of containment included
accessing routine incident data (Fletcher et al., 2017; Lickiewicz et al., 2020; Maguire et al.,
2018; Stensgaard et al., 2018) or collecting specific data for containment incidents (frequency

and duration; Baumgardt et al., 2019).
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Eight studies reported reductions in containment events, six of which reported statistically
significant findings (Baumgardt et al., 2019; Bowers et al., 2015; Davies et al., 2020; Dickens
et al., 2020; Lickiewicz et al., 2020; Stensgaard et al., 2018). All studies were of moderate or
high quality. Fletcher et al. (2017) and Price et al. (2016) both reported non-significant
reductions in containment and were of high and low quality respectively. One study (Maguire
et al., 2018), reported no change in the rates of seclusion and increases in physical and
mechanical restraint. The study was of moderate quality; however, it is acknowledged that
sample size was small and existing levels of conflict and containment were already low,
which meant meaningful statistical analysis was not feasible. Whilst frequency of
containment was the primary outcome, one study did also demonstrate a significant reduction
in duration of containment measures overall (Baumgardt et al., 2019), however the reported
effect size indicated a small effect of the interventions.

Maguire et al. (2018) and Price et al. (2016) both reported qualitative data regarding the
impact of Safewards from the perception of staff. Participants in the study by Maguire et al.
(2018) were of the view that Safewards improved containment rates. On the other hand, Price
et al. (2016) reported that the consensus view among the staff in their study was that
Safewards interventions were not effective for containment rates on the male wards in their

forensic mental health service.

Impact on Ward Atmosphere or Climate

Three studies used the Essen Climate Evaluation Schema Questionnaire (EssenCES; Schalast
et al., 2008) to evaluate change in ward climate following Safewards implementation. The
EssenCES is a 15-item questionnaire designed to measure social climate using three sub-
scales that evaluate ‘experienced safety’, ‘patient cohesion’ and ‘therapeutic hold’ (rating of

relational security).
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Hottinen et al. (2019) found that staff ‘experienced safety’ and service user ‘therapeutic
hold’ scores improved significantly from baseline to follow-up. Service user ‘patient
cohesion’ scores also improved significantly when compared with baseline measures.
Maguire et al. (2018) found a significant increase in staff perceptions of ‘patient cohesion’
and staff ‘experienced safety’. Cabral and Carthy (2017) reported an improvement of mean
scores across all three sub-scales following implementation of Safewards. However, this
study was low quality and had a limited sample size. Further statistical analyses were not
conducted and the significance of these changes cannot be inferred.

As opposed to the EssenCES, one study (Dickens et al., 2020) used the Violence
Prevention Climate-14 (VPC-14; Hallett et al., 2018) to measure the ward climate. They
reported that violence prevention climate ratings did not change following the
implementation of Safewards. It is noteworthy that this was the highest quality study that

reported on ward climate.

Discussion

The aim of this review was to identify outcome studies reporting implementation of
Safewards, evaluate their scientific rigour and synthesise the data in order to investigate the
effectiveness of the Safewards model. Thirteen studies were identified with considerable
variation in methodological designs. Quality of the studies also varied, with only four of the
studies being assessed as “high” quality, seven “moderate” quality and two “low” quality.
Only one study utilised a RCT design allowing a more robust evaluation of intervention
outcomes, although this still presented with some methodological flaws. That being said this
particular study (Bowers et al., 2015) along with a number of other high quality studies

provide support for the effectiveness of Safewards in reducing conflict and containment.
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However, based on the findings of the current review, the authors are of the opinion that this
effect is currently limited to general mental health settings as this is the type of setting the
high majority of papers (n=9) in the review were concerned with. The aims of this review
will be used to structure the discussion of current evidence for the model and to consider

ongoing clinical and research implications.

Does Safewards Lead to a Reduction in Conflict?

Safewards interventions were found to reduce levels of conflict (Bowers et al., 2015; Davies
et al., 2020; Dickens et al., 2020; Maguire et al., 2018; Price et al., 2016), however only three
studies reported statistically significant changes. Only one study used a strong
methodological design (RCT; Bowers et al., 2015) but a number of methodological
limitations need consideration when interpreting its findings. Mustafa (2015) noted that the
“true” degree of blinding of participants in the study by Bowers et al. (2015) cannot be
ascertained given the likely differences between the control and experimental conditions as
well as the movement of staff between wards. It is also unclear how significant findings were
reported despite low rates of fidelity and exposure to the Safewards model. It was not
possible to determine whether other factors confounded the findings, or whether Safewards
was effective despite low adherence. Given the nature of the control condition (a staff
physical health intervention), the low adherence to the Safewards model also suggests that it
is possible that the reductions in conflict and containment in the intervention wards were not
as a result of Safewards specifically, but occurred as a result of the implementation of an
intervention that is designed to address conflict and containment. It might have been that any
model designed for this purpose would have resulted in better results than the control
condition. Further research that considers these issues and the importance of fidelity to the

Safewards model is required.
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Across all of the included studies, the exact nature of “conflict events” varied and as such
there was little consistency between outcome measures. Davies et al. (2020) found that
Safewards had an effect on some conflict events but not all, making it difficult to interpret the
intervention’s overall effectiveness. It was unclear whether findings were due to better
implementation of some interventions over others, or if interventions differ in their targeting
of different types of conflict. This lack of clarity and consistency impedes the ability to
establish effectiveness with regards to specific conflict-related outcomes.

Processes of implementation varied too, with no two studies following the same strategy
or number of resources/procedures to establish interventions. This makes it difficult to draw
conclusions as to whether external factors (e.g. staff buy-in, management/organisational
support) had any impact on the ability of Safewards to reduce conflict. These findings
replicate previous reviews concerned with conflict/containment where the equivocal nature of
the research (Goulet et al., 2017; Woods & Ashley, 2007) and the presence of complex
factors at play drive recommendations for multifaceted/multi-layered interventions (Duxbury,
2015). Despite this, this review does indicate that the Safewards interventions are effective
for reducing conflict events. However, as is noted above, this effect is limited to the use of
Safewards in general mental health settings and it is currently not possible to state that
Safewards is effective in reducing conflict in settings beyond this. For example, only three
studies in the current review looked at the implementation of Safewards in secure/forensic
mental health settings, and only two of which were concerned with conflict. Maguire et al.
(2018) was assessed as being of moderate quality and Price et al. (2016) of low quality. Both
reported reductions in conflict but the former did not test for statistical significance and the
reductions failed to reach statistical significance in the latter. Only one study was concerned
with the use of Safewards with an Intellectual Disability population and reported significant

reductions in conflict (Davies et al., 2019). This study was of moderate quality. As such, it is
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concluded that further, high quality evidence is required before Safewards can be deemed as
an effective intervention for reducing conflict with people who use inpatient services beyond
general mental health settings. This is important as individuals in different settings have been
found to differ in terms of their presenting needs and risks (e.g. Timmerman & Emmelkamp,

2001).

Does Safewards Lead to a Reduction in Containment?

Impact on containment was evaluated more frequently than conflict. This is surprising given
the close relationship between them (Bowers & Allan, 2006) and that the main aim of
Safewards is to reduce both. Nine studies evaluated containment (Baumgardt et al., 2019;
Bowers et al., 2015; Davies et al., 2020; Dickens et al., 2020; Fletcher et al., 2017;
Lickiewicz et al., 2020; Maguire et al., 2018; Price et al., 2016; Stensgaard et al., 2018).
Eight reported reductions in containment, six of which reported significant reductions. All
studies were of moderate or high quality. Similar methodological limitations to those listed in
the preceding section were present. Again, only one study adopted a RCT design and multiple
studies had small sample sizes, limiting the generalisability of findings. The findings of the
current review correspond with other reviews of restraint reduction programmes (Goulet et
al., 2017; Scanlan., 2010) that demonstrate overall positive changes following intervention
implementation but also note the limited quality and scarcity of empirical research.

The inability to determine the most successful of the ten interventions; or whether
individual interventions are more effective than combined are key difficulties when
interpreting outcomes of Safewards. Bowers et al. (2014) recognised this when creating the
model. Whilst we therefore cannot conclude why there were improvements, the findings of
this review support the use of Safewards as a method to reduce rates of containment.

However, as noted in the above section, and for the same reasons, we are of the view that this
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effect is currently limited to general mental health inpatient settings and further research is
required before Safewards can be deemed to be an effective way of reducing containment in
settings beyond this. Again, further research that takes this in to consideration is important as
containment rates have found to differ across services where they are higher in forensic

compared to general mental health services for example (e.g. Flammer et al., 2020).

Does Safewards lead to an Improvement in Ward Climate?

Improvement in ward climate was reported in three studies (Cabral & Carthy, 2017; Hottinen
et al., 2019; Maguire et al., 2018), two of which reported significant changes. The consistent
use of a validated and reliable measure across these studies improves the scientific robustness
of each study. Methodological flaws described above were present in these studies, including
small sample sizes, limiting the ecological validity and generalisability of findings. One
study, Cabral and Carthy (2017), was also assessed as low quality with low internal validity.
The highest quality study that considered ward climate (Dickens et al., 2020) found no
change in ratings after Safewards was implemented.

The findings on ward climate are at this stage modest but we can tentatively suggest that
Safewards can have a positive impact on ward climate, which may be an obvious
consequence of reductions in conflict and containment rates. Interestingly, Maguire et al.
(2018) did not see any reductions in containment despite improved ward climate. More
research that focuses on ward climate is required including research that will help to

understand the mechanisms through which Safewards can improve ward climate.

Clinical Implications and Recommendations
The findings of this review suggest that Safewards is an effective way to reduce conflict and

containment in general mental health inpatient services, and it may also be a helpful approach
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to improve the overall climate of a ward. This provides useful information for clinicians and
healthcare providers alike, particularly within the mental-health field and where conflict and
containment events are prevalent. The review suggests that Safewards may provide a helpful
alternative to restrictive practices for reducing conflict events in such settings. This is
important to consider, given the negative consequences of restrictive practices on both
patients and staff (Appleby et al., 2006; Needham et al., 2005) and the risk of traumatisation
within inpatient settings in particular (Cusack et al., 2018).

By introducing Safewards and adapting existing ways of working as well as considering
the role staff play in preventing conflict and containment, reductions in incidents can be
achieved. Clinically this has implications for how patient care is delivered, how staff are
trained to work in inpatient settings, and how staff respond to challenges on wards. As well as
service user wellbeing, this has clear implications for staff wellbeing and professional quality
of life. Considering the problems associated with restrictive practices and current government
advice and policy, ongoing efforts to reduce their use are required. This review suggests that
Safewards is an effective way to achieve this aim in general mental health services.

As well as the main findings, some of the included studies (e.g. Price et al., 2016) reported
significant barriers to the implementation of Safewards, that were difficult to overcome and
ultimately contributed to the lack of success observed. If services are to be successful in
implementing Safewards in the future, sufficient thought and planning will be required to
address these issues. Limited or poorly planned implementation strategies, for example as a
result of limited resources dedicated to the model, are likely to inhibit the success of
Safewards.

It is however important to note that at this stage, the above listed implications of this

review and the potential benefits of Safewards are mostly limited to general mental health
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settings and further research is required to determine the clinical benefits of using Safewards

in settings beyond this.

Research Implications

A better understanding of the effectiveness of the Safewards model and its impact on both
staff and service-users requires addressing through future research. Currently there is limited
available evidence to support the use of Safewards as a strategy to reduce conflict and
containment in settings beyond general mental health inpatient services. This may reflect the
fact that model is currently in its infancy. As commented upon earlier in the current paper,
whilst there is a lack of Safewards related research publications available, there is no such
lack of enthusiasm for the model and it has been applied in a wide range of settings
internationally, including those other than general mental health wards. Practitioners and
academics are encouraged to continue to evaluate and publish such work so that the evidence
base supporting Safewards can continue to grow.

As well as the quantity of Safewards research, it is crucial that future studies are of
sufficient quality to contribute meaningfully to the evidence-base by using larger samples,
more robust methodological designs over longer periods and with clear processes to reduce
risk of bias and improve replicability. This is particularly necessary for research conducted in
settings beyond general mental health settings (e.g. forensic/secure; and intellectual disability
services). One primary recommendation for future research is to consider how to embed
Safewards holistically and at a wider systemic level, to increase buy-in and motivation from
organisations and staff in order to improve the chances of success for the model in the
settings where it is being applied. It is noteworthy that the current review found a number of
qualitative studies that focused on staff and service users’ acceptance of the model, their

views on the usefulness of it and perceptions on barriers to implementation. These studies
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were excluded from our review because they were beyond the scope of what we aimed to
address. However, future research may wish to consider this area, as a metasynthesis of these
qualitative studies would likely provide information useful to the processes required to
successfully implement and maintain the Safewards interventions. Future research should
also attempt to employ outcome measures that improve the consistency of reporting across
studies and that are in themselves valid and reliable. This will in turn improve the quality of
research and strength of findings.

Finally, future research should consider establishing which of the interventions are most
impactful, whether all interventions are needed to promote positive change and if not, which
combination of interventions is most effective. As seen in this review, utilisation of just three
of the 10 interventions can produce significant results (Lickiewicz et al., 2020). Given the
ongoing pressures and demands of staff within healthcare settings, making new models and
interventions easier to implement and minimising the amount of new knowledge and skills
required to do so, may have a beneficial effect on staff uptake and adherence resulting in

more controlled and reliable research.

Strengths and Limitations

The use of a quality assessment tool (QATSDD, Sirriyeh et al., 2011) to examine the rigour
of included studies and to inform conclusions drawn from the research is a strength of the
current paper. The authors note however that this tool has been criticised in the past for lack
of explicit language and examples to guide assessment (Fenton et al., 2015). A further
strength is that, due to the protected nature of the name, Safewards was neatly defined and
thus we can be confident that all studies evaluating Safewards that met the inclusion criteria

have been reviewed. This also ensured the consistency of interventions applied across studies.
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Several limitations to this review should be noted. First, a formal reliability check of
quality assessing was only done partially, whereby a random sample of the papers were
assessed independently by the second and third authors. It would have been more robust for
all studies to have been quality assessed independently by two of the researchers.

In addition, there were few high-quality studies available to be included, meaning this
paper can only synthesise data from studies that require improvement to methodological
design and scientific rigour. Only one study reported effect size which was small (Baumgardt
et al., 2019), meaning that the actual magnitude of effect the interventions had on outcomes
(and therefore degree of effectiveness) cannot be determined. It is also acknowledged that,
due to the variation in outcomes reported, diverse study designs and lack of RCTs, it was not
possible to complete a meta-analysis or standardise/synthesise the results any further than
what has been reported. Conclusions drawn about the effectiveness of Safewards is limited
without a precise, statistical estimate of the overall effect of the model on the reported
outcomes. A more pragmatic approach and possible random-effects model for a meta-
analysis would significantly improve the statistical strength of conclusions made regarding
the effectiveness of Safewards. However, despite this limitation, the authors are of the view
that the collation of all Safewards studies concerned with the effectiveness of the model into
one coherent review provides a good foundation from which to develop the Safewards
evidence base. Finally, it is important to recognise the limited generalisability of the findings
of this review, given the small number of studies and limited sample sizes within those

included.

Conclusion
This paper was the first to systematically review the evidence for the Safewards model and

examine the empirical basis for its effectiveness in reducing conflict and containment in
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healthcare settings. Enthusiasm for Safewards has been observed where it has been employed
in a wide range of settings internationally. Whilst this review indicates that there is good
evidence to support its use in general mental health services, it is not yet possible to say that
it is an effective model for reducing conflict and containment beyond this context. Further
robust research is imperative in order to determine effectiveness in other clinical settings and

to continue contributions to the model’s growing evidence base.
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