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Geoff Brennan visit to Tasmania and Safewards implementors: 

Impressions and observations. 

Monday 4th November- 8.30 – 10 AM: 

Visit to the Royal Hobart Hospital’s Department of Psychiatry (DoP). 

Initially met the Acting Regional Director and the Clinical Nurse Consultant Occupational Violence & 

Aggression.  The service used the MAYBO model for their Prevention and Management of Violence 

and Aggression. In the UK the Safewards interventions “Talk Down Tips” and “Soft Words” had been 

incorporated into the MAYBO training.   

With the acting Clinical Nurse Consultant we participated in the ‘FLOW’ meeting with the senior 

medical and nursing teams. The meeting started with introductions from several locums who were 

taking up posts within the unit.  

This meeting differed from similar FLOW meetings in the UK in that: 

 UK meetings are chaired by a senior consultant who has the responsibility of holding 

participants to account for decisions in present and previous meetings.  

 

 In the UK the primary focus is on the patients assessed as needing admission and identifying 

a suitable admission bed or management plan as well as reviewing any blockage in flow such 

as patients now well but not discharged.   

 

 The aim of the meeting in the UK is therefore to discuss the “flow” of patients focusing on 

the progress of patients who had been admitted for longest. The UK services have an 

“optimal” length of stay and any patient who is over this optimal length of stay is discussed 

and a set of actions identified to address the overstay to be reviewed in subsequent 

meetings. For example, if a patient is now well but has no abode, various referrals will be 

made to social services or the local authority as well as looking at other placements (hostels, 

less acute wards, homeless persons services) and this will be recorded and reviewed at the 

next meeting.  

 

 I also noted a high number of patients over a range of presentations were in the process of 

receiving or had received ECT. This was an anomaly to the UK where ECT is now a rare 

treatment and can also be delivered from community settings on a day hospital basis1 – i.e. 

not be such a feature of a FLOW meeting. (With a population of approximately 67.5 million 

in the UK, ECT is reportedly a treatment for between 2,100 and 2,700 people annually – 

although the data is not good as to actual numbers. There is also a reported 12-fold 

difference between the highest and lowest usage rates per capita in UK Trusts in the use of 

ECT. It would seem therefore that even in the UK rates are variable, but I am assuming that 

there are major cultural differences between the UK and Tasmania and Tasmania has higher 

use of ECT.)  

  

                                                             
1 In the UK the ECT Accreditation Service (ECTAS) sets standards for both inpatient and Day hospital ECT 
treatments. https://www.rcpsych.ac.uk/docs/default-source/improving-care/ccqi/quality-networks/electro-
convulsive-therapy-clinics-(ectas)/ectas-14th-edition-standards.pdf?sfvrsn=932fa3b4_2  

http://www.maybo.com.au/
http://www.safewards.net/interventions/talk-down
http://www.safewards.net/interventions/soft-words
https://www.rcpsych.ac.uk/docs/default-source/improving-care/ccqi/quality-networks/electro-convulsive-therapy-clinics-(ectas)/ectas-14th-edition-standards.pdf?sfvrsn=932fa3b4_2
https://www.rcpsych.ac.uk/docs/default-source/improving-care/ccqi/quality-networks/electro-convulsive-therapy-clinics-(ectas)/ectas-14th-edition-standards.pdf?sfvrsn=932fa3b4_2
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 The UK has Home treatment or Crisis Resolution teams who can provide acute care for 

people in the community. These teams can both assist in admissions and facilitate 

discharges and are part of the acute care pathway. They can also an option for referral to 

liaison or Emergency Department assessments that mitigate the use of acute beds. They 

would be present at FLOW meetings and be asked to take referrals to ease flow. 

 

 The meeting ended with the team adjusting the projected discharge dates for individual 

patients. In the UK FLOW meetings would end with an overview of beds available for 

admission and projections of discharges planned for the week to give some indication of bed 

availability. Finally, any patients awaiting admission would be discussed as to identified beds 

of alternative management plans. 

Following the FLOW meeting we visited the services’ three wards. On the way I was shown the 

impressive and very welcoming pictorial mural on the entrance to the unit.   

The wards had introduced Safewards and had implemented two of the interventions – Know Each 

Other (KEO) and Mutual Help Meeting (MHM). We were shown the staff KEO’s and discussed plans 

to engage patients with the intervention.  One suggestion in the UK is to have the patient’s KEO on 

their room door as well as in the folder (and also being considered by the Roy Fagan Centre– see 

later).  

We also discussed the mutual help meeting. In the UK there has been much discussion on how the 

meetings can be introduced to wards. In this there have been a number of ways wards and UK trusts 

have implemented the meetings. Some ideas are; 

 Don’t call it a “meeting” or “group” but something more appealing and less clinical – “Coffee 

Morning” or “Get Together”.  

 Focus the meeting to the agenda items “Thanks, News, Suggestions, Offers” and pay special 

attention to “Thanks”. Some wards have a way of collecting the “Thanks” for patients from 

staff and patients who won’t be attending. These are collected and then read out in the 

meeting. Some wards in Manchester have a plastic cup in the office with the patient’s name 

on it and staff leave notes in the cups for the meetings. One ward has also made cups for 

staff that patients can also leave a message of thanks in.  

 
 The following may help to give an example of how exemplar wards in the UK are making the 

meetings work. https://www.cntw.nhs.uk/news/focus-on-mutual-help-meetings/  

Note this ward has the meeting once a week and include the whole multidisciplinary team 

(MDT). Others have MHM’s on a weekend or in the evenings.  

http://www.safewards.net/interventions/know-each-other
http://www.safewards.net/interventions/know-each-other
http://www.safewards.net/interventions/mutual-help-meeting
https://www.cntw.nhs.uk/news/focus-on-mutual-help-meetings/
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We also had a look at the units ED department and met the staff there. It may be useful to follow the 

progress of the Melbourne Safewards in ED project to see if there are any lessons for the service.   

https://www2.health.vic.gov.au/mental-health/practice-and-service-

quality/safety/safewards/safewards-in-emergency-departments 

One aspect that was hindering all the wards’ ability to progress with Safewards was the fact that 

they could not put things on the walls such as Discharge Message trees etc. One method wards in 

the UK have overcome this is to use blackboard paint for chalks that can then be removed. (see 

below) 

 

 

 

Monday 4th November- 11 AM to 1 PM: Visit to the Roy Fagan Centre. 

The Roy Fagan Centre is a dementia/older adult unit and Safewards was clearly evident the moment 

you enter the building. A very large discharge message tree stands in the front entrance and 

contains messages from both patients and family members.  

 

https://www2.health.vic.gov.au/mental-health/practice-and-service-quality/safety/safewards/safewards-in-emergency-departments
https://www2.health.vic.gov.au/mental-health/practice-and-service-quality/safety/safewards/safewards-in-emergency-departments
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The messages do adhere to the principles of the intervention in: they are from patients and carers; 

they offer hope, support and/or advice to people at the centre.  

We then discussed Safewards. As had happened in the UK, areas that care for older adults and 

patients with dementia had included families, friends and carers in the implementation of 

safewards.  

There was good evidence of Soft Words on the Roy Fagan Centre and the unit had even adapted 

some of their own Soft Words – i.e. Soft Words that were not in the original set as designed by the 

research team. This was a very good sign that the centre had taken the interventions and were 

adapting them to their own environment. The team gave me permission to share these Soft Words 

with the wider Safewards community and this will be done via the communal Facebook Group.  

There was evidence on the wards of Calm Down Methods – including older adult specific items, and I 

was informed that the Positive Words intervention was being used in handovers.  

The wards themselves were bright and friendly and I was impressed to see that the staff had allowed 

a patient’s dog to visit with a patient’s husband. The patient in question was fully engaged with the 

dog and her husband said that he greatly enjoyed bringing the dog as it allowed him some normal 

contact with his wife as well as the other residents of the ward.  

The use of animals, particularly on older adult services, is something that many in the UK advocate 

and we have a website dedicated to wards thinking of the positive benefits of contact with animals.  

https://www.starwards.org.uk/animal-magic/  

I should add that the dog itself was in good condition and had a calm and friendly temperament. The 

husband also told me that he had been questioned as to the health and temperament of the dog 

before being allowed to bring the animal onto the ward.  

 

 

https://www.facebook.com/groups/safewards/
http://www.safewards.net/interventions/calm-down-methods
http://www.safewards.net/interventions/positive-words
https://www.starwards.org.uk/animal-magic/
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 A Soft Word nudge developed by the Roy Fagan Centre.  

The wards in the centre had also implemented Know Each Other and I was able to see their KEO 

folders. I saw the adaption for patients which was a flower design which goes on the patients’ room 

doors (and which the Department of Psychiatry may be interested in). Again, this is an adaptation 

that has been used with good effect in older adult units in the UK and may have some benefit in 

other care areas.  

Overall, Roy Fagan Centre was an impressive visit as there is good knowledge of the model and 

interventions and an ownership from the unit that I feel is crucial to a successful implementation.  

If someone was to be critical of the time it was taking to introduce the interventions, I would be less 

concerned as the interventions that have been introduced have been successfully implemented to a 

high degree of fidelity to the original ideas. I would say this is more important than getting them up 

quickly.  

When introducing the remining interventions I would advise the centre to continue to include family 

members, friends and carers as much as they can – for example in development of the Clear Mutual 

Expectations.  

 

Monday 4th November- 2- 4 PM: Wilfred Lopez Centre 

The Wilfred Lopez Centre is a Forensic Unit. In the UK Forensic services have implemented 

Safewards. There is a recognition that certain features of both the model and the interventions need 

adaptation for Forensic and Secure services. Presently, Tessa Maguire of Forensic Care in Victoria is 

conducting a study under the supervision of the Swinburne University of Technology. The project is 

called “Safewards Secure”. It may be worth the service making a link with the study to see if there is 

learning they can use.  

The new centre manager met us and talked about the unit. On our visit staff talked positively about 

the changes he was introducing.  

On the day of our visit to the Centre staff and patients were busy engaged with tending to the 

garden and the centres impressive vegetable patch. We spoke with several patients who were 

happily engaged and spoke very positively about the unit and the range of activities. The patients 

were aware of some of the Safewards interventions on the unit, and spoke about “the meeting” 

(Mutual Help Meeting”).  

There was also evidence of Know Each Other being implemented on the unit.   

I was impressed with what I saw at Wilfred Lopez and, in particular, the feedback from the patient 

group. There was evidence of both positive interactions and mutual respect on the unit. In their 

relaunch of positive words, staff should think carefully about how to include these positive 

interactions into the handover.  

One practice that I was interested in was the centre’s policy of assessing new admissions in a 

restricted area before introducing them to the unit proper. There is evidence from a small study 

from a low secure environment in the UK that patient staggered introduction to the ward in this way 

has benefits.  

  

http://www.safewards.net/interventions/clear-mutual-expectations
http://www.safewards.net/interventions/clear-mutual-expectations
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“The study PICU operates a smaller high dependency area for newly admitted patients to be kept 

separate from other patients for the first 3 days. A peak in scores [i.e. increase in acuity] can be 

seen midway through the first week, showing a slight exacerbation when they enter the full ward 

community and are exposed to other acutely ill patients. 

Concerns had been raised about the unit’s practice of keeping new admissions in [the] separate 

high dependency area. The production of this chart showed that patients did make significant 

improvements while in the high dependency area, and that their symptoms increased temporarily 

on their introduction to the ward. As a result, the practice of gradual introduction to the unit 

through the high dependency area was reinforced.” 

Bowers, L., et al (2010) The Nursing Observed Illness Intensity Scale. Journal of Psychiatric and 

Mental Health Nursing. [pages 5 and 6] 

 

Tuesday the 5th of November.  Northside Clinic, Launceston 8.30 – 10.30 AM: 

Visited the bright and cheerful Northside Clinic wards. The unit has a number of Safewards 

interventions which they have implemented to good effect.  

We saw evidence of Know Each Other and discussed how to get more involvement from the patient 

group.  

We also saw Soft Words in evidence. Both the DoP in Hobart and Northside may be interested in 

having access to the original research that informs Soft Words. 

https://www.kcl.ac.uk/ioppn/depts/hspr/archive/mhn/projects/Talking.pdf 

An impromptu meeting with both staff and patients was held to discuss their implementation of 

Safewards. This was hugely impressive and the meeting stayed focused and together for a 

considerable period of time. In this, we discussed the Mutual Help Meeting. In the meeting, one 

thing that the unit may consider altering is the practice of people saying what they are grateful for at 

the start of the meeting. We find it is better for staff and patients saying “thank you” to others for 

actions that have helped the ward and/or the ward community.  

The question of how often to conduct the meeting and when came up and the advice given above 

for the Hobart DoP may also be useful here.  

The comfort box was displayed and it was an excellent set of equipment.  

In addition to Safewards, the ward was bright and airy and had various pieces of patient art on the 

walls. The ward patients were generally complimentary about the staff on the ward and there was 

good rapport in the community group.  

Several patients I spoke to mentioned they were in the process of receiving ECT, which again 

seemed to reflect my observations on the DoP.  

Altogether, this was a very positive and interesting visit. Again, the ward is taking its time to 

introduce the interventions in an attempt to make sure they are successfully imbedded, and I 

support this.  

 

 

 

https://www.kcl.ac.uk/ioppn/depts/hspr/archive/mhn/projects/Talking.pdf
http://www.safewards.net/interventions/clear-mutual-expectations
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Tuesday the 5th of November.  Ashley Youth Detention Centre, Deloraine, 11.15 AM – 1.30 PM.  

We talked to the manager before meeting other staff and young people. 

Safewards was obviously not designed for Youth Detention and yet the staff was very clear as to why 

they had adopted and adapted it to the needs of their young people. The discussion was 

complicated and extremely interesting, but I can only give a brief summary here: 

 Although a correctional centre the philosophy is one of nurturing within tight boundaries 

rather than a purely custodial model.  

 The centre caters for a range of young people – some who will be there only a short time, 

some who will be there longer and some who will transition to adult correctional centres.  

 Although not a mental health facility, it is a community in the same way as a ward and has 

clear flashpoints and incidents of both conflict and containment.  

The staff at the Centre have made several adjustments to signify the differences between their 

implementation and a purely mental health implementation. Central to this is the renaming of the 

over all interventions (SafeCentres in contrast to Safewards) and the adoption of a Young Persons 

logo to accompany their programme. However, many features of the original interventions are 

recognisable in their implementation.  

I was given a copy of the SafeCentres plan which is completed with young people on admission. This 

plan not only introduces them to the concepts of SafeCentres but engages them in 3 interventions – 

Calm Down Methods, Know Each Other (called “getting to know you”) and Bad News Mitigation.  

On the unit itself we saw examples of their Know Each Other profiles and we were shown the staff 

Know Each Other’s. One person had constructed an elaborate riddle using her KEO and we were 

invited to find hers among a number of her teachers. The design of the KEO’s she had made for this 

exercise were exceptionally good.  

The unit also showed us the selected place for a “discharge” message tree.  

My thoughts on the Ashley adaptation is that it is an extremely exciting project. I discussed the 

possibility of getting some data on outcomes with the manager and it seems clear that the 

correctional system records different outcomes than mental health. However, it is not inconceivable 

that both conflict and containment events can be and are recorded. What will be crucial is that there 

are baseline measures prior to the implementation of SafeCentres that will give a before and after 

result with enough clarity. In this, the analysis would benefit from a researcher to process the data.  

The whole visit for me was truly inspirational. I am not an expert in the management of such centres 

but felt that I could both recognise that Safewards/SafeCentres had something to offer and that the 

project would lead to learning for areas outside of mental health.  

 

 

 

 

  

http://www.safewards.net/interventions/bad-news-mitigation
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Tuesday the 5th of November.  Meeting with Flourish Tasmania and Mental Health Family and 

Friends Tasmania (MHFFT), Hobart 

4 PM – 6 PM,  

The day ended with a presentation and discussion with members of Flourish and MHFFTas. The 

meeting was attended by a dozen people. I presented Safewards and the subsequent discussion 

indicated that the groups were both familiar with and interested in the interventions.  

The participants had also been inspired by the interventions (Calm Down Methods in particular) and 

had tried some of the ideas out in their own care and carer situations. I found this both encouraging 

and inspiring and would certainly welcome anyone to freely use any tools they feel are useful.  

I ended my presentation with a tribute to Adrian Bol who has been very influential in the Safewards 

Social Media forums and contributed to learning across the world.  

 

 

 

Final Thoughts.  

 Tasmanian services have taken the Safewards model and interventions and have adapted 

several for their own use. The design of new Soft Words in the Roy Fagan Centre and the 

creation of the SafeCentres in Ashley are very positive signs of cultures making safewards 

their own.  

 

 Services have to date implemented a small number of interventions each, but my sense is 

that they have concentrated on quality rather than speed, which is again a good sign. 

Safewards is not to be rushed as it does challenge cultures and there is a danger that the 

interventions can become tokenistic.  

 

 It may be worth thinking about how to introduce Talk Down Tips (the descalation 

intervention) with the support of the MAYBO training and trainers.  
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 All services talked about the number of people who had attended Safewards “training”. I 

had the sense that people saw this training as essential before they could implement 

Safewards. I would challenge this thinking as Safewards is designed to be easily understood 

without the need for training. I do think a supportive forum to discuss the ideas is a good 

thing, but it should not lead to a staff member thinking they have to attend before they can 

engage or introduce Safewards. In the UK we talk of “Information and planning” days rather 

than training and encourage staff to engage with the website and social media forums and 

think about implementation before these days. In essence, staff do already have the skill set 

to introduce Safewards and should be encouraged to engage as soon as they can.  

 

 There is considerable discussion in the Safewards international groups about how much the 

MDT needs to be or should be involved. Again, Safewards would benefit from as much MDT 

involvement as possible, but this should not stop wards from starting the implementation 

with nursing and occupational therapy staff. 

 

 What is much more important is patient engagement, and this is what I was most impressed 

with when on all the services. Being admitted to any of the above services is hard for 

patients and their families, but the people I met were highly praising of the staff on their 

services.  

Finally, that above are just my thoughts and observations. The visits were not inspections and I am 

not an expert in the services that so kindly allowed me to visit. I offer them in a spirit of 

collaboration rather than judgement and have to say that I would happily work in any of the services 

I visited, and am sure I would learn a lot from them.  

Geoff Brennan  

November 2019.  

 

 


