


Safewards in Ontario

• Starting in 2014 we began to have 
increased attention to workplace 
violence in hospitals 

• A suggestion was made to the Forensic 
Directors group by Dr. Duncan Scott to 
consider Safewards as a tool

• Len Bowers was brought to Ontario to 
present his model.

• Initially adopted by Ontario Shores, 
North Bay Regional Hospital, and St. 
Joseph’s Healthcare Hamilton, 



SAFEWARDS OVERVIEW

Who and 
Where

Safewards 
Model

Therapeutic 
Approach

Evidence-
based

Developed in the UK by a mental health nurse Professor Len 
Bowers’ and team at Kings College London

6 originating domains & 10 interventions shown to reduce 
conflict (15%) and containment (24%) in inpatient mental health 
settings

Goal: to make acute mental health wards calmer and more 
pleasant places

Based on a RCT and 20 years of extensive research evidence 
(Bowers 2014) 



Conflict and Containment

15% reduction 
in conflict using 
Safewards 
Model

Violence or any instance 
that can result in harm 

24% reduction 
in containment
using Safewards 
Model

Ways staff manage 
rapidly changing 
situations 



SAFEWARDS: 6 DOMAINS

Patient Community Domain

Outside Hospital Domain

Regulatory Framework Domain

The model depicts 6 domains of originating factors that can create potential flashpoints

Staff Team or Internal Structure Domain

Physical Environment Domain

Patient Characteristic Domain



10 Interventions

Mutual Help

Transition 
Message

Soft Words

Positive Words

Know Each 
Other

Calm Down 
Methods

Reassurance

Mutual 
Expectations

Talk Through

Bad News 
Mitigation





SAFEWARDS: CAMH PILOT

Slide 8

Training

1 Year Implementation
Sept 2016 - 2017

3 Forensic
Inpatient Units

Evaluation 
Enhancements 

Pre-implementation



4. Lessons Learned



KEY THEMES

The Model

Integration 
into 

Practice
Culture



THE MODEL

3 Forensic
Inpatient Units

The Model

Language

Conflict & 
Containment

Discharge 
Messages

Calm Down 
Methods

Talk DownComfort Box Talk Through 

Transition 
Messages

WARDSSAFE

• Correctional

• Skeptical

• KEO, Calm Down

• RCT results

•  severity



CULTURE

Top Down

Culture

Initiative Fatigue

Burnout & Ward 
Atmosphere

• Forensic Directors Group

o Ministry of Health & Long-term Care
o Ontario Hospital Association 

• Safe & Well initiative

o 0% avoidable patient death
o 0% physical injury
o 100% staff & clients feeling

respected & supported

• 20+ initiatives

• Maslach Burnout Inventory (MBI)

• Essen Climate Evaluation 
Schema (EssenCES)

• Focus group
o Platform for discussions



INTEGRATION INTO PRACTICE

Duplication

Training

360s

Pilot

“Organisational Fidelity”

Integration 
Into Practice

• Deemed temporary

• Evaluate & adjust 

• Disconnect

• Champion model
o Safewards Leaders

• Safewards Coordinator
o Safewards Council  (Staff & Client)

• Safewards Peer Facilitator

• Superficial 

• an opportunity for clinicians to 
present Client-centred case 
reviews embedding Safewards 
into practical day to day 
activities



KEY CONSIDERATIONS:  BUY-IN

BUY-IN

Top Down

Initiative Fatigue

Burnout & Ward 
Atmosphere

3 Forensic
Inpatient Units

Language

Conflict & 
Containment

Duplication

Training360s
Superficial 

Fidelity

Pilot



THE WAY FORWARD

…provide[s] a platform for growth and change for 
both staff and clients that can be built upon in any 

future implementation of the Model

Deb McDonagh, Safewards Peer Facilitator



The People





Time Line

Pilot on three Forensic Units. (January 2016-May 2016) 

PDSA and build toolkit for spread (June 2016) 

Implementation on all 13 inpatient Mental Health Units 
(July 2016- December 2017) 

Implementation to Outpatient Services (December 2017-
March 2018)

Education sessions to all Community Partners (Ongoing)

Introduction to all Medical Units Organization Wide 

(November 2017- March 2018)  



Why Safewards at NBRHC 

To keep our staff and patients as safe as possible. 

A step in eliminating all preventable harm to staff and 
patients 

We need to link Patient and Staff Safety Plans

We need to balance Recovery and Risk orientated 
Practices

We need to support our Staff through great change in 
Health Care 

We need to be more proactive and less reactive. 



Our Approach

Introduce Safewards in a way that was not viewed as “new work”

Standard Work developed for each practice 

Make sure it was easy to identify the WIIFM (what’s in in for me)

Integrated Care Model across the organisation

Built in collaboration with front line staff

Build the Model as one tool kit not 10 separate interventions

Safewards pre and post safety and risk Survey 

Knowledge Exchange (internationally as well as Ontario community of practice)



Clear Mutual Expectations



Positive Rounds and Bad 
News Mitigation



One Page Profiles



Community Meeting



Comfort Kits



Reassurance



Kindly Setting Limits



De-Escalation Techniques



Parting Thoughts



Staff Perception Survey

• Increase awareness that staff behavior has a direct 

effect on patient behavior.

• Increase awareness that staff can mitigate exposure to 

violence through preparation. 

• Increased understanding that training in de-escalation is 

the best way to prevent violence on the unit.





Improve 
Safety

Enhance 
Care

Improve 
Morale

2016

Pilot project on 5 Forensic units

2017

Adopted on 14 General Mental Health units, 
plus Emergency Psychiatric

2018

Expansion to outpatient Mental Health clinics 
and offsite campuses

Timeline



2017/2018 Rollout

Phase 1
4 Months

Phase 2
4 Months

Phase 3
2-3 Months

• Clear Mutual Expectations

• Bad News Mitigation

• Positive Words

• Know Each Other (Staff)

• Discharge Messages

• Comfort Methods

• Mutual Help Meeting

• Reassurance

• Talk Down

• Soft Words

• Know Each Other (Patient)



Rollout Specifics

• Coordinated by a full time Project Lead.
• 3 person steering group 

• Each unit has  2-3 Unit Leads, including at least 1 frontline nurse, 1 
allied health team member, and 1 other team member

• Unit leads are provided with 4 hours of training and resource 
packages

• All inpatient staff were provided with a 1 hr introduction session 
before formal rollout started. 

• Unit lead meetings are held every 4 weeks. 

• Large amount of support from Senior Leadership and Public Affairs.







Positive Words / Supporting 
Those Receiving Bad News



Know Each Other



Know Each Other



Know Each Other



Comfort Methods



Peaceful Spaces



Peaceful Spaces



Reassurance



Talking It Through / Respectful 
Limits



Messages of Hope



Legacy Boxes



Data Tracking

• In the early stages

• Pre / Post data being tracked includes:
• Staff assaults
• Seclusion and restraint incidents/hours
• Staff survey  (Over 250 pre-respondents)
• Patient satisfaction survey
• Code white numbers
• PRN / chemical restraint lorazepam use (Potential)



Challenges

• Misunderstandings about “Know Each Other”

• Low level of physician engagement

• Competition with other initiatives 

• UK resources were not well received

• Hard to contribute data changes to Safewards

• Multisite implementation had difficulties 

• Initial timeline was not realistic



Learnings

• Better buy in with the creative approach

• Support from all levels of organization  is needed

• Adoption and sustainability should be linked to existing practices

• Unit adoption more effective with multidisciplinary approach

• Multiple methods of knowledge translation are required



Electronic Resources

www.safewards.net
Safewards Facebook 

Group

https://www.facebook.com/groups/safewards/
http://www.safewards.net/


Questions?


