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Accessible Summary
What is known on the subject?

•	 The Safewards model has been introduced to forensic mental health wards with 
mixed results.

•	 Research has identified a need to consider the addition of factors that may 
be relevant to forensic mental health services to enhance the introduction of 
Safewards.

What the paper adds to existing knowledge?
•	 This study elicits factors specific to forensic mental health settings missing from 

the original Safewards model, which have the potential to enhance nursing care, 
improve safety and improve adherence to Safewards in a forensic mental health 
setting.

What are the implications for practice?
•	 This study provides the adaptation required in a forensic mental health setting 

to enhance the implementation of the Safewards model of care, originally devel-
oped to assist nurses to prevent and manage conflict and containment in acute 
general mental health settings.

•	 The development of Safewards Secure has incorporated perspectives from ex-
pert Safewards and forensic mental health nurse leaders and healthcare clini-
cians and is inclusive of consumer and carer perspectives to ensure the model is 
applicable and broadly acceptable.

Abstract
Introduction: Safewards is a model designed specifically for acute mental inpatient 
wards. Research investigating the introduction of Safewards has identified a need to 
consider factors relevant in forensic mental health services, such as offence and risk 
issues.
Aim: To identify adaptations needed to address gaps in the Safewards model to assist 
forensic mental health nurses to prevent and manage conflict and containment.
Method: A Delphi study was employed to engage a group of international Safewards 
and forensic mental health experts (n = 19), to elucidate adaptation of the Safewards 
model.
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1  |  INTRODUC TION

Safewards is a model of care that provides a framework for nurses 
to prevent conflict (events that threaten staff or consumer safety, 
e.g. aggression, self-harm, suicide and absconding) and contain-
ment events (interventions staff undertake to prevent conflict 
from occurring, e.g. the use of restrictive interventions, such as re-
straint and seclusion) (Bowers et al., 2014). The Safewards model 
was designed specifically for acute mental health wards in civil 
mental health services, where the introduction of Safewards has 
produced positive findings in the reduction of conflict and contain-
ment events (Bowers et al., 2014; Fletcher et al., 2017; Stensgaard 
et al., 2018). Despite success in civil mental health wards, research 
related to forensic mental health service introduction of the 
Safewards model has reported challenges with implementation and 
acceptance (Cabral & Carthy, 2017; Maguire et al., 2018; Price et al., 
2016; Whitmore, 2017).

2  |  BACKGROUND

Forensic mental health services provide assessment and treatment 
within a secure environment, for people who have a mental illness 
and a history of violent offending or are considered to be at high risk 
of such offending (Maguire & McKenna, 2020). In this setting, nurses 

work with individuals to treat symptoms of mental illness, address 
offending behaviour, enhance quality of life, reduce the likelihood of 
future offending and, where possible, support reintegration into the 
community (Martin et al., 2012).

Historically, the development of forensic mental health services 
has been marred by care practices delivered via compulsory treat-
ment, and at times in authoritarian, custodial and coercive environ-
ments, which were often not person-centred (Gillespie & Flowers, 
2009). Contemporary mental health policies in many countries have 
endorsed the need for mental health services, and the workforce to 
practice person-centred, recovery-oriented care (Hornik-Lurie et al., 
2018; Shera & Ramon, 2013), including in forensic mental health ser-
vices (Maguire & McKenna, 2020).

There are a number of challenges to the establishment of 
recovery-oriented care in forensic mental health settings, related to 
inherent restrictions due to compulsory admission and detainment 
in a secure setting (Livingston et al., 2012; Simpson & Penney, 2011). 
The presence of challenging behaviours, which can place others at 
serious risk of harm (Sturmey & McMurran, 2011), and higher use of 
restrictive interventions (Maguire, Ryan, et al., 2020) can result in 
psychological, emotional and physical harm for staff and consumers. 
This in turn can negatively influence the therapeutic milieu (Brophy 
et al., 2016; Pelto-Piri et al., 2020; Whitmore, 2017). Yet, services 
should provide care in the least restrictive manner, while working 
to reduce aggression and use of restrictive practices (Department 

Results: Experts identified necessary elements and reached consensus on key con-
siderations for Safewards interventions. To ensure the Safewards Secure model was 
robust and developed on a platform of research, all items suggested by Delphi experts 
were cross-referenced and dependent on empirical evidence in the literature.
Discussion: This study identified a number of key differences between civil and foren-
sic mental health services, which informed the development of Safewards Secure, an 
adjunct to the original Safewards model.
Implications for Practice: The development of person-centred models of nursing care 
adapted to specific settings, such as forensic mental health, provides a potential solu-
tion to preventing and managing conflict and containment, and improving consumer 
outcomes.
Relevance Statement: Managing conflict and containment in mental health services 
remains an ongoing challenge for mental health nurses. Safewards is a model of care 
designed for acute mental health inpatient settings to prevent conflict and contain-
ment. To date, there has been mixed results when introducing Safewards in forensic 
mental health settings, and reported reluctance and scepticism. To address these is-
sues, this study employed a Delphi design to elicit possible adaptions to the original 
Safewards model. From this study, Safewards Secure was developed with adaptations 
designed for forensic services, to enhance the management of conflict and contain-
ment, assist implementation and improve consumer outcomes.
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of Health, 2013; O'Rourke et al., 2018). Safewards is directed to-
wards this intent. It was developed for acute mental health wards 
to explore the relationship between conflict and containment, iden-
tify opportunities to intervene and generate ideas for change that 
have the potential to prevent and reduce conflict and containment 
(Bowers et al., 2014).

Safewards has been introduced to acute mental health, and fo-
rensic mental health services in many countries including the UK, 
Australia, Canada and Germany (see Baumgardt et al., 2019; Fletcher 
et al., 2017; James et al., 2017; Whitmore, 2017). Safewards is a mul-
tidisciplinary model, though resonates in particular with nursing 
practice, as many of the interventions are based on sound mental 
health nursing principles (Price et al., 2016).

The model covers six domains (the physical environment, the 
staff team, the service user characteristics, influences outside the 
hospital, the inpatient community and the regulatory framework 
mandating care). The model identifies key influences in each of the 
six domains, and these key influences can give rise to conflict and 
containment events. For example in the inpatient community do-
main, a key influence is discord among the consumer group, which 
can lead to conflict between consumers, which may then result in 
staff use of containment measures to prevent or minimize the con-
flict (Bowers, 2014).

The model articulates “flashpoints” as circumstances, which 
arise in each of the six domains that signal the potential for conflict 
(e.g. in the inpatient community domain, flashpoints include crowd-
ing, queuing and instability associated with staff and service user 
turnover) (Bowers, 2014). The model also describes staff modifiers, 
“features of the staff as individuals or teams that have the ability to 
impact on the occurrence of conflict and/or containment” (Bowers, 
2014, p. 500). The model includes interventions designed to re-
duce conflict and containment by acting on flashpoints (Fletcher, 
Hamilton, et al., 2019). While a range of interventions are identified, 
there are ten interventions that were tested in the development of 
the model, and commonly used in practice (“clear mutual expecta-
tions,” “soft words,” “talk down,” “positive words,” “bad news mit-
igation,” “know each other,” “mutual help meetings,” “calm down 
methods,” “reassurance” and “discharge messages”).

The model has been subject to a randomized controlled trial 
(RCT), where a significant reduction in both conflict (15%) and 
containment rates (26%) were reported, as compared to the wards 
that received the control intervention (Bowers et al., 2015). Since 
the initial RCT, there have been a number of studies published on 
Safewards indicating a positive impact on reducing conflict and con-
tainment, and improvement in ward atmosphere (Baumgardt et al., 
2019; Fletcher et al., 2017 ; Fletcher, Buchanan-Hagen, et al., 2019; 
Fletcher, Hamilton, et al., 2019; Hottinen et al., 2020; Stensgaard 
et al., 2018). Ward atmosphere refers to the social climate of the 
ward and is influenced by staff and consumers, social conditions and 
events that occur on the ward (Efkemann et al., 2019).

There have also been studies evaluating the introduction of 
Safewards in forensic mental health services. Some studies have 
reported an improvement in ward atmosphere (Cabral & Carthy, 

2017; Maguire et al., 2018); however, some did not find any indi-
cation of a significant reduction in conflict and containment events 
(Maguire et al., 2018; Price et al., 2016). Furthermore, some studies 
have reported resistance, scepticism, frustration, sabotage, fracture 
occurring in teams and anxiety when introducing Safewards, along 
with resistance and/or poor adherence to the interventions (Cabral 
& Carthy, 2017; Price et al., 2016). In particular, the “discharge mes-
sages” intervention (whereby positive messages of the inpatient stay, 
and helpful pieces of advice are posted for others to see, when a 
consumer is discharged from the ward) has been highlighted as prob-
lematic to introduce, where there may be few discharges (Maguire 
et al., 2018; Price et al., 2016).

To give the optimum opportunity for Safewards to function ef-
fectively in forensic mental health services, consideration needs to 
be given to the adaptation of the key influences in the six domains, 
the corresponding flashpoints and relevant interventions in foren-
sic mental health inpatient settings (Maguire et al., 2018; Whitmore, 
2017). The aim of this study was to engage Safewards and forensic 
mental health experts in identifying potential adaptations that may 
be needed to address gaps in the Safewards model, and develop a 
model for forensic mental health services, incorporating the essence 
of the Safewards model, to enhance adherence, acceptability and 
implementation of the model in forensic mental health services.

3  |  METHOD

3.1  |  Study design

This study employed a Delphi design, a systematic communication 
technique, to seek responses from a panel of Safewards and forensic 
mental health international experts. The Delphi method has been 
used widely in social science research (Keeney et al., 2001), and 
employs experts in a multistage approach, with each Delphi round, 
building on the results of the previous round, as the experts work to-
wards consensus (McKenna, 1994). Important considerations in the 
selection of experts include, having a diverse range of experience, 
the ability of the Delphi members to be able to make their decisions 
independently (Jorm, 2015).

In this study, the researchers sought experts from a range of dis-
ciplines, though primarily nurses, and experts with significant expe-
rience in forensic mental health and/or Safewards. Consumer and 
carer consultants were also included to ensure diverse perspectives 
(Jorm, 2015) and to ensure the consumer and carer voice were rep-
resented in the Safewards model for forensic mental health services. 
The researchers all have experience in forensic mental health prac-
tice and research, and Safewards research.

Experts were engaged in the study through a series of question-
naires sent by the researchers via email. For each round, Delphi mem-
bers were presented with contextual information and questions (see 
detail below), which they were asked to respond to, and return to the 
researchers. The data were collated and sent back to the experts in 
a summarized form. The Delphi experts then reviewed the summary 
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independently and sent back their response to the researchers. The 
researchers then provided further feedback in the form of a summary. 
This process of feedback and refinement continued until there was 
consensus among the Delphi members. For the purpose of reporting 
this study, the Standards for Reporting Qualitative Research (SRQR) 
was used (O'Brien et al., 2014). The SRQR was designed to provide 
clear standards for reporting qualitative research (O'Brien et al., 2014).

3.2  |  Participants

Participants in this study included a combination of identified ex-
perts in forensic mental health and Safewards, across a range of dis-
ciplines (n = 19). An expert in forensic mental health was defined as a 
person working in a leadership role (e.g. Director of Nursing, forensic 
psychiatric consultant and senior consumer consultant). An expert in 
Safewards was defined as someone with experience in implement-
ing, teaching or researching Safewards.

Expertise in Safewards was also confirmed by consultation with 
an international Safewards expert, who was involved in developing 
Safewards, and has since worked to disseminate Safewards to ser-
vices. A snowball method of sampling was employed, whereby the 
initial group of experts invited participation to people they identified 
as a forensic mental health and/or Safewards expert.

3.3  |  Data collection

An open-ended questionnaire was distributed in the first Delphi 
round. Delphi members were invited to provide a brief summary of 
their experience in Safewards and/or forensic mental health. The 
members were then asked to identify any key influences missing 
from the six domains, and corresponding flashpoints in a forensic 
mental health setting. Members were also asked to consider whether 
there was a need for any adjustments of Safewards interventions for 
forensic mental health services, and if they had experienced any dif-
ficulties when introducing the model or interventions.

In subsequent rounds, the researchers provided an anonymous 
summary of the experts’ suggestions from the previous round, and 
a summary of the rationale group members provided for their judg-
ments. Delphi members were encouraged to revise their earlier 
replies in the light of a summary of participant's responses. During 
this iterative process, the range of diversity in responses decreased, 
and the group converged towards the selection of a preferred 
Safewards Secure model, and suggestions for the implementation of 
the Safewards interventions in a forensic mental health setting. This 
occurred after three Delphi rounds.

3.4  |  Data analysis

Data from each expert in round one were coded, tabulated, themed 
by the first author and then discussed with the research team, 

before being presented back to participants to initiate considera-
tion of possible gaps in the Safewards model, and issues identified 
in the implementation of interventions for forensic mental health 
services. Participants were given the opportunity to provide com-
mentary and justification throughout the Delphi process, and this 
information was taken into account during the thematic analysis. In 
subsequent Delphi rounds, descriptive statistics were used to pre-
sent and describe the level of agreement among the experts for 
adaptations to the domains, flashpoints and interventions as sug-
gested by the Delphi members. Reasons for divergent views were 
listed from the explanations provided by participants. Consensus 
was considered to be achieved when Delphi members were over 
70% in agreeance.

3.5  |  Ethical considerations

Approval for this study was granted by the Forensicare Operational 
Research Committee and ethical approval to conduct the study 
was granted by the Swinburne Human Research Ethics Committee 
(SHREC Project 20191008–15). The study was conducted in com-
pliance with the ethical guidelines of the Declaration of Helsinki 
(World Medical Association, 2001).

4  |  RESULTS

4.1  |  Description of participants

In the first round, n = 22 Delphi members were invited to partici-
pate in the initial questionnaire, of which n  =  19 responded (86% 
response rate). In round two, n = 15 of 19 (79%) of Delphi members 
responded (however one expert responded late, so their response 
was not included, though they were not excluded from the third 
round). In round three, the final round, all 15 participants responded 
and responses were included in the analysis).

Out of the initial 19 experts who responded (n = 14), 74% were 
nurses, the remaining representatives were from social work (5%, 
n = 1), psychiatry (5%, n = 1), and the consumer and carer workforce 
(16%, n = 3). The experts were from Australia, Canada, Great Britain 
and New Zealand. Three participants were not forensic mental 
health experts; however, they had experience in teaching and con-
sultation of Safewards in forensic mental health settings. Experience 
in forensic mental health among the remainder of participants in-
cluded working directly with consumers in locations such as inpa-
tient services, courts, community settings and prisons.

All forensic mental health experts had been employed (currently 
or recently) in either corporate or leadership roles (2%, n = 4,), re-
search roles (3%, n  =  3) practice development and/or educational 
roles (47%, n = 9), and/or family, carer and consumer consultant po-
sitions (16%, n = 3). All experts had a broad range of experience with 
Safewards including teaching, implementation, oversight, evaluation 
and mentoring consumers in Safewards.
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4.2  |  Delphi rounds

4.2.1  |  Six Safewards domains

In round one, Delphi members identified a number of key influences. 
The key influences were then grouped or collapsed by the authors 
where possible. Following this process, a total number of 29 key in-
fluences were identified. The number of additional influences identi-
fied in each domain was as follows: physical environment (n = 2), the 
staff team (n = 5), the service user characteristics (n = 10), influences 
outside the hospital (n = 4), the inpatient community (n = 6) and the 
regulatory framework mandating care (n = 2).

In round two, Delphi members were then asked to indicate 
their support for these analyses applied to the identified key in-
fluences (Table 1). Delphi members reached a level of agreement 
of 70% and above on all but one key influence, which was “taking 
away hope” (57%), identified in the “staff team” domain, which was 
then excluded as a key influence on this basis. A literature search 
(using CINHAL and PsychINFO databases) was then conducted on 
each of the key influences, as suggested by the Delphi members to 
determine whether there was evidence in the literature (including 
evidence-based frameworks) to support inclusion. Following the lit-
erature search, six key influences were removed due to the search 
producing little, to no empirical evidence, or where the evidence 

TA B L E  1  Additional domain key influences with level of consensus

Safewards domain Additional key influences

Consensus

n of 14 %

Physical environment •	 Lack of access to outside spacea

•	 Many of the rules are related to the security requirements (physical/
procedural/relational)

12 86

12 86

Staff team •	 Long-term therapeutic relationships
•	 Working with very high-risk consumers
•	 More risk adverse tendency
•	 Offence issues
•	 Taking hope awaya

13 93

13 93

13 93

13 93

8 57

Service users characteristics •	 Prison culture
•	 Treatment resistant illnessa

•	 Interpersonal hostile dominance
•	 Cognitive deficits
•	 Challenging behaviours stemming from prison and offending
•	 Significant history of violence
•	 Offence paralleling behaviour
•	 Trauma related to index offence
•	 Family trauma
•	 Consumers may have long history of systemic violence from 

experience of having services involved in their lives

12 86

10 71

11 79

12 86

12 86

13 93

13 93

13 93

13 93

13 93

12 86

Outside hospital •	 Less interaction with the outside world including family and carers
•	 Tension with offence (often family are the victim of the offence)
•	 Consumers may be more institutionalized
•	 Stigma from the community (challenges re-identifying with the 

community)

13 93

13 93

100

100

Inpatient community •	 Tension when consumers are at different stages of their recovery on 
the ward and different legal statusa

•	 The community is together longer which can add intensity to the 
relationship (positive and negative)

•	 Fighting over drugs, gambling, sex trade, tradinga

•	 Repeated traumatization as a result of consumer witnessing the 
experience of co-consumersa

•	 Aggression and violence
•	 Presence of prisoner culture

12 86

11 79

12 86

13 93

13 93

13 93

Regulatory framework mandating 
care

•	 What bought the consumer to a forensic mental health service and 
their detention is out of their controlb

•	 The layer of regulation that comes with the offence/risk

100

11 79

aKey influences with no or little empirical evidence.
bKey influences and flashpoints reworded in line with literature.
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suggested no difference between forensic mental health and civil 
mental health. Following this process 23  key influences remained 
that were supported by evidence in the literature (Table 1). One of 
the 23 influences was reworded in line with the literature.

4.3  |  Flashpoints

In round one, Delphi members identified 14 additional flashpoints 
for the six Safewards domains. In round two, Delphi members were 
asked to indicate their support for these additional flashpoints. The 
Delphi members reached over 70% consensus on all of the flash-
points, with two reaching unanimous agreement (Table 2). After 
the second round, a literature search was also conducted on the 
flashpoints as suggested by the Delphi participants, to determine 
whether there was evidence in the literature to support inclusion. 
There was scholarly evidence in the literature to support all flash-
points; however, three flashpoints were reworded to reflect the lan-
guage used in the literature. Many of the flashpoints were related 
to tension and the impact of various index offences/offending be-
haviour, interpersonal communication and the inherent restrictions 
present in forensic mental health settings, which is reflected in the 
forensic mental health literature.

4.4  |  Safewards interventions

In round one, Delphi members provided a range of issues and ob-
servations regarding the use of the Safewards interventions in a 
forensic mental health setting. Comments for each intervention 

were grouped together and collapsed where possible. In the second 
round, Delphi members were presented with these analyses, along 
with comments for divergent views, and asked to indicate whether 
they agreed or disagreed (Table 3). The issues and observations on 
the interventions that did not achieve consensus (over 70%) after 
round 2 were disregarded. Six of the issues/observations were 
below 70% agreement, four reached unanimous agreement, and the 
remainder reached consensus.

The final list of considerations when introducing the Safewards 
interventions into a forensic mental health service developed from 
the Delphi study is shown in Table 4, which were also agreed on by 
the Delphi members.

4.5  |  Development of the Safewards Secure Model

The Delphi members were asked to consider how to best integrate 
the identified key influences and flashpoints. The decision by the 
Delphi group (71% consensus) was to retain the original model 
and add an appendage to the model to create Safewards Secure. 
Therefore, three models of a potential Safewards Secure model were 
suggested, and participants were asked to indicate their preference 
with a rationale. The three depictions of the model were 1) the origi-
nal Safewards model located in the centre of a Safewards Secure 
model; 2) the Safewards model on the left hand side with a plus sym-
bol, and the Safewards Secure model located on the right-hand side; 
and 3) the Safewards model in the centre, with the six domains from 
the Safewards Secure model feeding into the original Safewards 
model. The Safewards Secure model selected by the majority (73%) 
was model three (Figure 1).

TA B L E  2  Additional flashpoints identified with level of consensus

Domain Flashpoint

Consensus

n of 14 %

Physical 
environment

•	 Lack of personal space/privacy 12 86

Staff team •	 Engaging with consumers in a custodial/controlling manner
•	 Issues integrating security and treatment
•	 Difficulty working with offence issues and understanding offending behaviour

10 71

13 93

13 93

Service users 
characteristics

•	 Length of stay and restrictions can lead to consumers responding negatively to the restrictions and 
demands of the setting

•	 Patient offence histories, e.g. sex offending will have impact in relation to stigma, acceptance and 
lack of progress and/or opportunity which may trigger flashpoint behaviours

•	 The presence of “Intergroup aggression” (bullying), exploitation, gang alliance, communication 
difficulties, need for social recognition

13 93

13 93

11 79

Outside hospital •	 Family subject to restrictions when they visit 13 93

Inpatient community •	 Issues with people's index offences
•	 Gambling/sexual jealousy/sexual abuse/food outside hospital, watching news and seeing triggering 

stories about criminal case/index offencea. There was evidence for aggression related to social 
recognition, communication difficulties and protection of oneself. There was also evidence for 
aggression due to restrictions and demands of the setting, and to express anger, to punish others or 
perceived provocative

•	 Some consumers may engage in criminal behaviour during inpatient stay

13 93

13 93

14 93

aFlashpoints reworded in line with the literature.
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5  |  DISCUSSION

The aim of this study was to identify adaptations needed to address 
current gaps in the Safewards model for forensic mental health ser-
vices and to develop a model for forensic mental health services to 
use in conjunction with the original Safewards model (Safewards 
Secure). Employing a Delphi method with forensic mental health and 
Safewards experts facilitated the identification of a number of key 
influences and flashpoints specific to forensic mental health care, 
not present in the original Safewards model. The Delphi members 
also identified a number of considerations for forensic mental health 
services when implementing the ten commonly used Safewards in-
terventions. Findings from this study support a desire for adaption 
of Safewards for forensic mental health services.

5.1  |  Key influences

Delphi members were able to identify key influences for each 
Safewards domain, specific to forensic mental health. The identifica-
tion of these influences offers some insight into key differences be-
tween civil mental health and forensic mental health services, while 
also signalling some potential challenges for forensic services when 
implementing the original Safewards model. The key influences re-
lated to a range of consumer factors (e.g. prisoner status, offence 
issues, use of aggression and experience of trauma) and contextual 

factors (e.g. extended length of stay, issues integrating security into 
therapeutic care, assessment and engagement in addressing offence 
issues), and these findings contribute to a clearer understanding of 
the unique challenges present in forensic mental health settings.

As identified by the Delphi members, many consumers who 
are admitted to forensic mental health services have spent time in 
prison prior to admission, where hostile behaviour and conflict with 
others are often resolved by aggression and may also be used to gain 
or enhance status (Daffern et al., 2005, 2007). Use of aggression and 
violence is also often the very reason people are admitted to foren-
sic mental health services (Cabral & Carthy, 2017). While forensic 
mental health services acknowledge the inherent tension in working 
with a consumer group that presents with high risk of engaging in 
aggression and violence (Maguire, Carroll, et al., 2020), in practice 
this often means staff (most often nurses) are working in unpredict-
able and stressful environments, where many of the consumers are 
also presenting with persisting complex mental health needs and 
high risk behaviours (Barr et al., 2019; Maguire et al., 2012). Forensic 
mental health services are also challenged with increasing numbers 
of people within prison services with serious mental health issues, 
and increasing bed pressure (Fazel et al., 2016; Jansman-Hart et al., 
2011; Priebe et al., 2005). Nurses working in such settings need to be 
trained and supported to work with forensic consumers confidently 
and safely (Barr et al., 2019). The inclusion and acknowledgement of 
forensic mental health-specific influences in Safewards Secure may 
assist nurses and other staff in this complex task.

TA B L E  3  Safewards interventions with level of consensus agreement and decision

Safewards intervention Issues/observations identified n of 14 %

Soft words •	 Soft words may not work well for someone coming from prison or challenging behaviour
•	 Difficult in an environment where there is a significant power imbalance between staff 

consumers

9 64

8 57

Positive words •	 Some staff can tend to be negative under stress 9 64

Calm down methods •	 There is a need for creativity in regard to what people can have access to with and without 
supervision

•	 Sensory interventions need to be adapted to male consumers

14 100

8 57

Talk down •	 A focus on interpersonal hostile-dominance would be useful 10 71

Discharge messages •	 Consumers rarely discharged from some wards (messages about progression rather than just 
discharge would be more helpful)

•	 Needs adapting to include “Hope” messages
•	 Does not make sense on a secure ward when there is no prospect or hope for discharge for 

years
•	 Offering hope to others seems irrelevant distant or patronising in a forensic mental health 

setting with so few discharges

13 93

13 93

6 43

2 14

Mutual help meeting •	 Staff need to remain involved in “mutual help meetings” to avoid the risk of some service users 
being manipulated and exploited by their peers

13 93

Clear mutual expectations •	 Maybe enhanced as the community is together longer 14 100

Reassurance •	 May change as consumers progress, and may need more reassurance when the consumer 
group and environment is new to them

12 86

Bad news mitigation •	 Need for increased awareness of additional restrictions and impact in future and hope
•	 Increased possibility of criminal justice decisions being made with lack of consumer or staff 

control

13 93

14 100

Know each other •	 More conscious about sharing information which may result in greater resistance towards 
know each other

14 100
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For participants in this study, the inclusion of offending issues 
as a key influence for forensic mental health services in Safewards 
Secure was considered important. The original Safewards model 
does not include offending behaviour, and nor should it, as the 
model was designed for acute civil mental health wards. The pres-
ence and need to address offending issues are features that distin-
guish forensic mental health nursing practice, from nurses working 
in civil mental health settings (Martin, 2010; Martin et al., 2012). 
The inclusion of offending behaviour reflects the practice reality in 
forensic mental health nursing, where care and treatment needs to 
include attention to offending issues. Forensic mental health nurses 
are required to establish trusting relationships with consumers to 
assess risk; develop strategies for interventions that address offend-
ing behaviour; and evaluate the effectiveness of these interventions 
(Carton, 1998; Hammarström et al., 2019). While offending is not 
the only factor nurses need to address, it is important that offending 
is included as part of holistic care, as failing to address offending 
behaviour results in a significant part of the persons experience not 
being addressed (Martin, 2010; Martin et al., 2012).

Despite recognition in the literature that addressing offending 
behaviour is an expected role in the therapeutic process of reducing 
and managing risk (Martin et al., 2012; Woods et al., 2002), foren-
sic mental health nursing has been criticized for not fully incorpo-
rating assessment, intervention and documentation of offending 

behaviour into practice (Martin & Street, 2003). Furthermore, de-
spite the need to attend to offending behaviour, as evidenced in 
the literature, there is currently no nursing model of care that in-
tegrates interventions that address offending. Inclusion of offend-
ing in Safewards Secure may assist in this endeavour, as offending 
behaviour was considered to have an influence on each of the key 
domains in Safewards Secure. For example, in the staff team do-
main, offending requires staff to have the skills and knowledge to 
address the offending behaviour. In the consumer characteristics 
domain, consumers may have experienced trauma in relation to their 
offending. While in the hospital domain, there may be tensions when 
families/carers have been the victim of the offence. Inclusion of the 
role of offending behaviour in Safewards Secure may prompt related 
assessment and intervention.

Consideration of these unique key influences may be helpful in 
providing a more comprehensive understanding of conflict and con-
tainment in forensic mental health settings and may resonate with 
staff, especially given that previous studies have identified staff re-
sistance and anxiety regarding the introduction of Safewards. This 
may then impact on uptake and adherence to the interventions 
(Cabral & Carthy, 2017; Price et al., 2016). This study has identified a 
need to consider relevant factors specific to forensic mental health 
settings, rather than assuming there will be no necessary adaptions 
required for forensic mental health services (Price et al., 2016).

TA B L E  4  Considerations when introducing the Safewards interventions into a FMH service

Safewards intervention Considerations in a fmh setting

Soft words Soft Words is a flexible intervention designed to adjust the culture of the unit and can improve relationships in 
any environment including FMHS

Positive words Positive words requires some cognitive flexibility on behalf of staff. It is crucial FMHS professionals remain 
clinically focused and provide accurate and balanced information during handovers free from personal 
frustrations. Positive words also create an opportunity to understand behaviour that may be related to 
illness, trauma and offence issues

Calm down methods There is a need for creativity in regard to what people can have access to with and without supervision, and 
possibly the language used to describe calm down methods

Talk down Consideration of interpersonal styles that are hostile-dominant, and how to engage best with this style of 
interaction may be helpful to consider when teaching and using talk down in practice

Hope messages Given that in some services consumers may be rarely discharged from wards, messages about progress maybe 
more helpful in a FMH setting

Mutual help meeting Staff need to remain involved in mutual help meetings in any setting, and in FMHS it is also very important for 
staff to get to know the consumer group, see the positive aspects of the consumer group, and to support 
consumers who may be more vulnerable in the community

Clear mutual expectations Clear mutual expectations may be enhanced in FMHS as the community is together longer

Reassurance The reassurance intervention may change as consumer's progress through the FMHS. For example, consumers 
in the initial stages of admission may need more reassurance when the consumer group and environment is 
new to them. Reassurance may also be crucial later on in the pathway, especially if progress is slow

Bad new mitigation In FMHS, there is the increased possibility of criminal justice decisions being made with lack of consumer 
or staff control. There is a need for an increased awareness of additional restrictions on consumers and 
the impact of these on the future and hope, e.g. longer length of stay, less access to the outside world 
(community, community activity, family etc.)

Know each other FMHS may be more conscious about sharing information, and this may result in a greater resistance towards 
this intervention from staff and consumers. However, there is information that can be shared that will not 
cross non-negotiable boundaries. It should also be noted that the community is together for longer periods 
of time and consumers may get to know a lot of information about individual staff members over time as a 
consequence. This is also an important intervention that signals a move away from custodial settings
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5.2  |  Flashpoints

The Delphi members also identified specific flashpoints as they re-
late to the key influences across the Safewards Secure domains. The 
flashpoints included consumer and contextual related events and/or 
situations considered most likely to trigger conflict or containment 
events in a forensic mental health setting.

Consumer-related flashpoints included expression of anger, 
perceived provocation and the need to maintain status. These 
personal factors have also been identified in the literature related 
to prison and forensic mental health settings (Daffern & Howells, 
2002; Maguire et al., 2012; Maguire, Carroll, et al., 2020). While 
it is important to identify consumer-related factors, it is also im-
portant to highlight that consumer characteristics comprises one 
domain out of the six Safewards domains. Price et al. (2016) noted 
that staff tend to attribute conflict due to consumer factors, rather 
than contextual factors, and recommend Safewards education and 

implementation would benefit from emphasis on relevant contextual 
factors. Importantly, the Delphi members also identified a diverse 
range of contextual factors inherent in forensic mental health set-
tings that are likely to trigger conflict and containment events, as 
evidenced in the extant literature. The flashpoints identified by the 
Delphi members were related to restrictions related to perceived risk 
and forensic consumer status; a range of physical, procedural and 
relational security measures; involuntary (and sometime prolonged) 
containment; and the inability of members of the team to work with 
consumers to address issues such as offending and challenging be-
haviour to integrate security requirements with therapeutic care.

5.3  |  Issues implementing Safewards interventions

Delphi members indicated that challenges in implementing the 
Safewards interventions reflected environments in which restrictions, 

F I G U R E  1  Safewards Secure Model
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long-term detention and consumer-related factors such as hostile-
dominant ways of responding were part of the everyday reality. Such 
challenges are not insurmountable and collaboration between staff 
and consumers could be used to refine the interventions to suit the 
context. An example of such collaboration might involve the examina-
tion of discharge messages with attention given to the intention of the 
intervention. As such, discharge messages intend to “imbue hope and 
convey authoritative messages about the purpose and benefit of an 
admission” (Safewards 2021). Collective discussion and consideration 
about how the intent can be retained, when discharge rates are low, 
may result in adaptation of the intervention, to better suit the needs 
and inherent issues in a forensic mental health setting. There may be 
opportunity to substitute “discharge” with “progression” through the 
forensic mental health service, together with celebration of comple-
tion of other short-term goals that accumulate towards discharge or 
transfer to lesser restrictive environments.

It is also important to note that while there may be challenges in 
implementing Safewards interventions, there are also opportunities 
inherent in the forensic mental health setting. For example, while 
lengthy hospital stays for consumers can create tension, and poten-
tially lead to flashpoint, spending longer periods of time together 
may actually enhance some of these interventions, as forensic men-
tal health wards generally do not experience the constant churn of 
admissions and discharges, allowing more time for staff to build a 
therapeutic alliance with consumers, and for the consumer group 
to get to know each other. For example, mutual help meetings may 
be enhanced by having a stable consumer and staff team and may 
better facilitate consumers positively appreciate each other in the 
longer term.

5.4  |  Strengths and limitations of this study

A key strength of this study was the broad selection of international 
Delphi experts, with the inclusion of consumer consultants/experts 
by experience and family carer consultant representation. The ex-
pertise of the Delphi members enabled insight into the clinical re-
ality, and difficulties encountered when introducing Safewards in 
forensic mental health settings.

One potential limitation is the arbitrary setting of the consensus 
measure at 70% of the participants; however, there is evidence to 
suggest that agreement at 70% and above is sufficient (Feo et al., 
2018; Hsu & Sandford, 2007). Furthermore, the number of partici-
pants was small, with a total of 15 responding in the final round. It is 
also possible there are other Safewards and forensic mental health 
experts, who were not captured in the snowball sampling, from the 
four countries represented in this study, who may arrive at different 
consensus conclusions. However, checking out the consensus deci-
sions in relation to evidence-based literature did offset the potential 
for the consensus to be influenced by the unique characteristics of 
the actual Delphi participants.

The decision to only include adaptations for Safewards Secure 
that were supported by evidence in the literature was made on the 

basis that the original Safewards model was developed in a similar 
way (Bowers et al., 2014). Replicating this process for Safewards 
Secure resulted in suggestions for change by the Delphi members 
either being removed, or reworded in line with the literature. While 
some suggestions from Delphi experts could not be located within 
the scholarly literature, this does not indicate that these suggestions 
are not indeed valid. There are some areas in forensic mental health 
practice that have received very little research attention, especially 
in regard to the consumer, family/carer experience and perspective.

6  |  CONCLUSION

The findings from this Delphi study supported the development of 
a potentially robust Safewards Secure model, which includes key in-
fluences and flashpoints, and some considerations for implementa-
tion of interventions, all of which are unique to the forensic mental 
health setting. Safewards Secure was derived from a broad range of 
international experts in the field and validated by the inclusion of 
items supported by empirical evidence. It is important to highlight 
Safewards Secure is not to be used without the original Safewards 
model, rather as an adjunct to the original model. Further research 
is required to test Safewards Secure, evaluate the impact in forensic 
mental health settings and further refine the interventions.

7  |  RELE VANCE TO PR AC TICE

Findings from this study can be used to enhance the implementa-
tion of Safewards in forensic mental health settings in several ways. 
The addition of Safewards Secure can provide a framework for 
discussion regarding key differences from civil mental health ser-
vices. In particular, the identification of offending issues and unique 
contextual factors is important for forensic mental health services 
to consider, to assist training, implementation and acceptance in 
this setting (Bowers, 2014; Price et al., 2016). When implementing 
Safewards Secure, we suggest that it may be helpful for the train-
ing to spend some time discussing offence/risk issues and how they 
influence care and treatment in forensic mental health settings, and 
consideration of local contextual factors and the influence they have 
on the six Safewards domains and flashpoints. Furthermore, the sug-
gestions from the Delphi experts outlining the interventions provide 
some direction for forensic mental health staff in how these might 
be best implemented in a forensic mental health setting.

The areas identified by Delphi experts that were not included 
in the model could signal potential research opportunities. It is also 
worth noting that some of the suggestions such as forensic men-
tal health nurses experiencing higher rates of trauma as compared 
to civil mental health nurses were not supported in the literature. 
To be included in the model, there needed to be clear differences 
from civil mental health services. Evidence suggests that forensic 
mental health nurses may display similar levels of post-traumatic 
stress reactions and general distress, to civil mental health nurses 
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(Lee et al., 2015). This in no way negates the impact of trauma or 
post-traumatic stress in forensic mental health nurses, rather it sig-
nals this is an issue across many settings, and not unique to forensic 
mental health nursing.

The introduction of Safewards and Safewards Secure may offer 
a significant shift from authoritarian custodial practice often as-
sociated with forensic mental health services and instead provide 
a recovery-oriented and person-centred framework. The findings 
from this study also have implications for future research in regard 
to test the model, the need for further work to establish staff and 
consumer modifiers, and to establish whether Safewards Secure 
enhances motivation of staff and consumers to engage with the 
model. The work undertaken to establish suitable additions for fo-
rensic mental health services might signal an approach for other 
specialized areas such as aged care, children and adolescent mental 
health settings and prison services, when introducing Safewards.
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