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Abstract
Background  Body worn cameras (BWC) are mobile audio and video capture devices that can be secured to clothing 
allowing the wearer to record some of what they see and hear. This technology is being introduced in a range of 
healthcare settings as part of larger violence reduction strategies aimed at reducing incidents of aggression and 
violence on inpatient wards, however limited evidence exists to understand if this technology achieves such goals.

Aim  This study aimed to evaluate the implementation of BWCs on two inpatient mental health wards, including 
the impact on incidents, the acceptability to staff and patients, the sustainability of the resource use and ability to 
manage the use of BWCs on these wards.

Methods  The study used a mixed-methods design comparing quantitative measures including ward activity and 
routinely collected incident data at three time-points before during and after the pilot implementation of BWCs 
on one acute ward and one psychiatric intensive care unit, alongside pre and post pilot qualitative interviews with 
patients and staff, analysed using a framework based on the Consolidated Framework for Implementation Research.

Results  Results showed no clear relationship between the use of BWCs and rates or severity of incidents on either 
ward, with limited impact of using BWCs on levels of incidents. Qualitative findings noted mixed perceptions about 
the use of BWCs and highlighted the complexity of implementing such technology as a violence reduction method 
within a busy healthcare setting Furthermore, the qualitative data collected during this pilot period highlighted the 
potential systemic and contextual factors such as low staffing that may impact on the incident data presented.

Conclusion  This study sheds light on the complexities of using such BWCs as a tool for ‘maximising safety’ on mental 
health settings. The findings suggest that BWCs have a limited impact on levels of incidents on wards, something that 
is likely to be largely influenced by the process of implementation as well as a range of contextual factors. As a result, 
it is likely that while BWCs may see successes in one hospital site this is not guaranteed for another site as such factors 
will have a considerable impact on efficacy, acceptability, and feasibility.
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Background
Body worn cameras (BWC) are mobile audio and video 
capture devices that can be secured to clothing allow-
ing the wearer to record some of what they see and hear. 
In England, these have been introduced in the National 
Health Service (NHS) as part of a violence reduction 
strategy [1] which emphasises the reduction of aggres-
sion and violence against staff. The NHS Staff Survey 
2022 found that 14.7% of NHS staff had experienced at 
least one incident of physical violence from patients, rela-
tives or other members of the public in the previous 12 
months. Violent attacks on staff were found to contribute 
to almost half of staff illness [2]. Levels of violence against 
staff working in mental health trusts remain much higher 
than other types of healthcare providers [3]. Numerous 
reports internationally highlight the increased risks faced 
by staff working in psychiatric care [4], though studies 
have reported that both ward staff and mental health 
patients experience violence and feeling unsafe on inpa-
tient wards [5, 6].

Body worn cameras have been in use for over a decade 
within law enforcement, where they hoped to provide 
transparency and accountability within use-of-force 
incidents and in the event of citizen complaints against 
police [7]. It was believed that video surveillance would 
help identify integral problems within the organisation, 
improve documentation of evidence, reduce use-of-force 
incidents, improve police-community relations, and pro-
vide training opportunities for officers [8]. However, a 
recent extensive international systematic review by Lum 
et al. [9], found that despite the successes noted in early 
evaluations, the way BWCs are currently used by police 
may not substantially affect most officer or citizen behav-
iours. Irrespective of these findings, other public services 
such as train operators have been implementing BWCs 
for security purposes, with reductions reported in the 
number of assaults on railway staff [10].

A recent systematic review of BWC use in public sec-
tor services established that there is a poor evidence base 
supporting the use of BWCs in the reduction of violence 
and aggression [11]. Yet, we are seeing a swift increase 
in the use of BWCs in mental health settings with that 
aim, with few studies conducted on the use of BWC tech-
nology in inpatient mental health wards, and even fewer 
studies exploring staff or patients’ views. Two evaluations 
conducted in England reported mixed results with both 
increases and decreases in violence and aggression found, 
and variation between types of wards. There is some sug-
gestion of a reduction in more serious incidents and the 
use of restraint, but quality of evidence is low [12, 13].

The use of BWCs in mental healthcare settings for 
safety and security remains a contentious topic due to the 
lack of evidence regarding the influence that such tech-
nology has on preventing violence and aggression and 

the complex philosophical and ethical issues raised, par-
ticularly where many patients may lack capacity and/or 
are detained under mental health legislation [14]. Addi-
tionally, there are concerns that BWCs may be used as a 
‘quick fix’ for staff shortages rather than addressing the 
wider systemic and resourcing issues facing services [15]. 
With little independent evaluation of body-worn cam-
eras in mental health settings, many of these concerns 
remain unanswered. There is also limited understanding 
of this technology from an implementation perspective. 
Therefore, in this study we aimed to conduct an inde-
pendent evaluation of the introduction of BWCs as a 
violence reduction intervention on two inpatient mental 
health wards during a six-month pilot period to explore 
the impact of using the technology, alongside an explora-
tion of the facilitators and barriers to implementation.

Research aim(s)
To evaluate the implementation of BWCs on two inpa-
tient mental health wards, including the impact on 
incidents, the acceptability to staff and patients, the sus-
tainability of the resource use and ability to manage the 
use of BWCs on these wards.

Methods
Patient and public involvement
The research team included a researcher and indepen-
dent consultant, each with lived experience of mental 
health inpatient care. In addition, we recruited and facili-
tated a six member Lived Experience Advisory Panel 
(LEAP). This group was made up of patients and carers, 
some of whom had experienced the use of BWCs. Mem-
bers were of diverse ethnic backgrounds and included 
four women and two men. The LEAP provided guid-
ance and support for the research team in developing an 
understanding of the various potential impacts of the use 
of BWCs on inpatient mental health wards. Members 
contributed to the design of the study, development of 
the interview schedule, practice interviews prior to data 
collection on the wards, and supported the analysis and 
interpretation of the data, taking part in coding sessions 
to identify themes in the interview transcripts. The LEAP 
met once a month for two hours and was chaired by the 
Lived Experience Research Assistant and Lived Experi-
ence Consultant. Participants in the LEAP were provided 
with training and paid for their time.

Setting
The pilot introduction of the body worn cameras was 
conducted within a London mental health Trust con-
sisting of four hospital sites with 17 acute wards. The 
research team were made aware of extensive prepara-
tory work and planning that was conducted at a direc-
torate and senior management level prior to camera 
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implementation, including lived experience involvement 
and consultation, and the development of relevant poli-
cies and protocols inclusive of a human rights assessment 
and legal consultation.

The pilot period ran from 25th April to 25th October 
2022. Reveal (a company who supply BWCs nationally 
across the UK) provided the Trust with 12 Calla BWCs 
for a flat fee that covered use of the cameras, cloud-based 
storage of footage, management software, and any sup-
port/maintenance required during the pilot period. Cam-
eras were introduced to two wards based on two hospital 
sites, with six cameras provided to each of the wards on 
the same date. Training on using the BWCs was provided 
by the BWC company to staff working on both wards 
prior to starting the pilot period. Ward one was a 20-bed 
male acute inpatient ward, representing the most com-
mon ward setting where cameras have been introduced. 
Ward two was a ten-bed male Psychiatric Intensive Care 
Unit (PICU), representing smaller and more secure wards 
in which patients are likely to present as more unwell and 
where there are higher staff to patient ratios.

Design
To answer our research questions, we used a mixed-
methods design [16]. Using this design allowed us to 
investigate the impact of implementing BWCs in men-
tal health settings on a range of quantitative and quali-
tative outcomes. This mixed methods design allows the 
study to statistically evaluate the effectiveness of using 
BWCs in these settings on key dependent variables (i.e., 
rates of violence and aggression, and incidents of conflict 
and containment) alongside qualitatively exploring the 
impact that the implementation of such technology has 
on patients and staff.

To ensure that the study was able to capture the impact 
and effect of implementation of the cameras, a repeated 
measures design was utilised to capture data at three 
phases on these wards:

1.	 Pre-pilot data: data prior of the implementation of 
the BWCs (quantitative and qualitative data).

2.	 Pilot period data: data collected during the six-
month pilot period when BWCs were implemented 
on the wards (quantitative and qualitative data).

3.	 Post-pilot: data collected after the pilot period ended 
and cameras had been removed from the wards 
(quantitative data only).

Quantitative methods
Quantitative data was collected at all three data collec-
tion periods:

1.	 Pre-period: Data spanning six months prior to the 
implementation of BWCs (Nov 21 to May 22).

2.	 Pilot period: Data spanning the six months of the 
Trusts pilot period of using BWCs on the wards 
(June 22 to Nov 22).

3.	 Post-pilot: Data spanning the six months following 
the pilot period, when BWCs had been removed 
(Dec 22 to May 23).

Quantitative measures
To analyse the impact of BWC implementation, we col-
lected two types of incident data related to violence and 
aggression and use of containment measures, includ-
ing BWCs. Combined, these data provide a view of a 
wide range of incidents and events happening across the 
wards prior to, during, and after the implementation and 
removal of the BWCs.

The patient-staff conflict checklist
The Patient-staff Conflict Checklist (PCC-SR) [17] is an 
end of shift report that is completed by nurses to collate 
the frequency of conflict and containment events. This 
measure has been used successfully in several studies 
on inpatient wards [18–20].The checklist consists of 21 
conflict behaviour items, including physical and verbal 
aggression, general rule breaking (e.g., smoking, refus-
ing to attend to personal hygiene), eight containment 
measures (e.g., special observation, seclusion, physical 
restraint, time out), and staffing levels. In tests based 
on use with case note material, the PCC-SR has demon-
strated an interrater reliability of 0.69 [21] and has shown 
a significant association with rates of officially reported 
incidents [22].

The checklist was revised for this study to include 
questions related to the use of BWCs (e.g., how many 
uses of BWCs happened during the shift when a warn-
ing was given and the BWC was not used; when a warn-
ing was given and the BWC was used; when the BWC was 
switched on with no warning given) in order to provide 
insight into how the cameras were being used on each 
ward (see appendix 1). Ward staff were asked to complete 
the checklist online at the end of each shift.

Routinely collected incident data (via datix system)
To supplement the PCC-SR-R, we also used routinely 
collected incident data from both wards for all three 
data collection phases. This data is gathered as part of 
routine practice by ward staff members via the Datix 
system Datix [23] is a risk management system used 
widely across mental health wards and Trusts in the UK 
to gather information on processes and errors. Previous 
studies have utilised routinely collect data via this system 
[24, 25]. Incidents recorded in various Datix categories 
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were included in this study (see Table 1). Incidents were 
anonymised before being provided to the research team 
to ensure confidentiality.

Routinely collected data included:

 	• Recorded incidents of violence and aggression.
 	• Recorded use of restrictive practices including 

seclusion, restraint, and intra-muscular medication/
rapid tranquilisations.

 	• Patient numbers.
 	• Staffing levels.
 	• Numbers of staff attending BWC training.

Quantitative data analysis
Incident reports
Incident reports retrieved from Datix were binary coded 
into aggregate variables to examine violence and aggres-
sion, self-harm, and other conflict as outlined in Table 1. 
Multivariate analyses of variance (MANOVA) were 
used to identify differences in type of incident (violence 
against person, violence against object, verbal aggression, 
self-harm, conflict) for each ward. MANOVA was also 
used to examine differences in incident outcomes (sever-
ity, use of restrictive practice, police involvement) across 
pre-trial, trial, and post-trial periods for each ward. Inci-
dent severity was scored by ward staff on a four-point 
scale (1 = No adverse outcome, 2 = Low severity, 3 = Mod-
erate severity, 4 = Severe). Use of restrictive practice and 

police involvement were binary coded for presence or 
absence. Analyses were conducted using SPSS [26].

Patient-staff conflict checklist shift-report – revised (PCC-
SR-R; )
Data were condensed into weeks for analysis rather than 
shifts to account for variability in PCC-SR-R submis-
sion by shift. Linear regressions assessed the relationship 
between BWC use and incident outcome (severity, use of 
restrictive practice, police involvement).

Qualitative methods
We used semi-structured qualitative interviews to 
explore participants’ experiences of BWCs on the ward to 
understand the impact of their use as well as to identify 
any salient issues for patients, staff and visitors that align 
with the measures utilised within the quantitative aspect 
of this study. These interviews were conducted at two 
time points: pre-pilot and at the end of the six-month 
pilot period.

Sample selection, eligibility, and recruitment
Convenience sampling was used to recruit staff and 
patients on wards. Researchers approached ward manag-
ers to distribute information sheets to staff, who shared 
that information with patients. Staff self-selected to par-
ticipate in the study by liaising directly with the research 
team. Patients that were identified as close to discharge 
and having capacity to consent were approached by a 
clinical member of the team who was briefed on the study 
inclusion criteria (see Table 2). The staff member spoke 
with the patient about the study and provided them with 
a copy of the information sheet to consider. If patients 
consented, a member of the research team approached 
the participant to provide more information on the study 
and answer questions. After initial contact with the 
research team, participants were given a 24-hour period 
to consider whether they wanted to participate before 
being invited for an interview.

Procedure
Participants were invited to take part in an interview 
within a private space on the ward. Interviews were 
scheduled for one hour with an additional 15 min before 
and after to obtain informed consent and answer any 
questions. Participation was voluntary and participants 
were free to withdraw at any time. To thank patients for 
their time, we offered a £10 voucher following the inter-
view. Interviews were audio-recorded and saved to an 
encrypted server. Interview recordings were transcribed 
by an external company, and the research team checked 
the transcripts for accuracy and pseudonymised all par-
ticipants. All transcripts were allocated a unique ID num-
ber and imported to MicroSoft Excel [27] for analysis.

Table 1  Datix categories and aggregate variables
Aggregate 
variable

Datix labels

Violence (against 
person) Actual Inappropriate Sexual Behaviour

Actual Physical Assault By Patient On OTHER
Actual Physical Assault By Patient On PATIENT
Actual Physical Assault By Patient On STAFF
Actual Sexual Assault By Patient On STAFF
Aggression Resulting In Accidental Injury
Alleged Sexual Assault By Patient On PATIENT
Sexual Harassment By Patient On STAFF

Violence (against 
object) Arson

Patient - Hit Something Fixed/Stationary
Patient - Suspected Arson
Throwing Objects Aggressively

Verbal aggression
Alleged Harassment By Patient On OTHER
Alleged Harassment By Patient On PATIENT
Other Harassment By Patient On PATIENT
Threatened Assault By Patient On OTHER (No Harm)
Threatened Assault By Patient On STAFF (No Harm)
Verbal Assault

Self-harm
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Qualitative data analysis
Qualitative data were analysed using a framework analy-
sis [28] informed by implementation science frameworks. 
Our coding framework used the Consolidated Frame-
work for Implementation Research (CFIR) [29], which is 
comprised of five major domains including: Intervention 
Characteristics, Implementation Processes, Outer Set-
ting, Inner Setting, and Characteristics of the Individual. 
Each domain consists of several constructs that reflect 
the evidence base of the types of factors that are most 
likely to influence implementation of interventions. The 
CFIR is frequently used to design and conduct imple-
mentation evaluations and is commonly used for com-
plex health care delivery interventions to understand 
barriers and facilitators to implementation. Based on its 
description, the CFIR is an effective model to address 
our research question, particularly given the complexity 
of the implementation of surveillance technology such as 
BWCs in this acute care setting.

The initial analytic stage was undertaken by eight mem-
bers of the study team with each researcher charting data 
summaries onto the framework for each of the interviews 
they had conducted on MicroSoft Excel [27]. Sub-themes 
within each broad deductive theme from our initial 
framework were then derived inductively through further 
coding and collaborative discussion within the research 
team, inclusive of Lived Experience Researcher col-
leagues. Pseudonyms were assigned to each participant 
during the anonymisation of transcripts along with key 
identifiers to provide context for illustrative quotes (e.g., 
P = patient, S = staff, A = acute ward, I = Intensive Care, 
Pre = pre-BWC implementation interview, Post = Post 
BWC implementation interview).

Ethics
All participants gave their informed consent for inclusion 
before they participated in the study. The study was con-
ducted in accordance with the Declaration of Helsinki, 
and the protocol was approved by the Health Research 
Authority: London - Camden & Kings Cross Research 
Ethics Committee (IRAS Project ID 322,268, REC Refer-
ence 23/LO/0337).

Results
Quantitative results
Exploring how body worn cameras were used during the pilot 
period
Analysis of the PCC-SR-R provides information about 
how the BWCs were used on a day-to-day basis during 
the pilot period. Out of 543 total shift reports completed, 
BWC use was reported 50 times, indicating that BWCs 
were used on less than 10% of shifts overall; 78% of those 
deployments were on the Acute ward (see Figure 1). 
Overall, the majority of deployments happened as activa-
tions without a warning being given (n = 30, 60% of acti-
vations), 19 times the BWC was deployed with a warning 
but the camera was not activated (38%), and only one was 
the camera activated without a warning being given (2%).

According to the PCC-SR-R, a total of 227 incidents 
of aggression occurred during the pilot period across 
both wards (see Table  3). Overall, there were small sta-
tistically significant correlations between BWC usage and 
certain types of conflict, aggression, and restrictive prac-
tice. Results found that BWC use was positively corre-
lated with verbal aggression and use of physical restraint. 
BWC use was moderately positively correlated with ver-
bal aggression (r = .37, p < .001). This indicates that BWCs 
were more likely to be used in incidents involving ver-
bal aggression, which do not tend to be documented in 
Datix. Similarly, BWC use was moderately positively cor-
related with physical restraint (r = .31, p < .001) indicat-
ing that they were also more likely to be used alongside 
physical restraint.

Exploring the impact of BWCs utilising routinely 
collected ward data
Acute ward results
Routine data collected via Datix records were used to 
examine differences in frequency of conflict and aggres-
sion, incident severity, and use of containment measures 
before, during, and after introduction of BWCs on each 
trial ward (see Table 4).

Table 2  Inclusion and exclusion criteria
Patient Eligibility Staff Eligibility

Inclusion 
Criteria

• Patients currently on the selected mental health inpatient wards for adults of a 
working age (18+).
• Capacity to give informed consent and participate in a research study.
• Basic understanding of English (written or spoken).

• Staff currently working on or managing the 
selected mental health inpatient wards for adults of 
a working age (18+).
• Capacity to give informed consent and participate 
in a research study.
• Basic understanding on English (written or spoken).

Exclusion 
Criteria

• Patients lacking capacity to consent to take part in the research.
• Patients who have not been on the selected mental health inpatient wards for 
adults of a working age (18+).
• Children and adolescents under 18.

• Staff working on any other wards.
• Unable to understand English.
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Incidents
There was no effect of trial period on incident type (F(10, 
592) = 1.703, p = .077, Wilk’s Λ = 0.945), meaning there 
was no discernible difference in the type of incidents that 
occurred (E.g., verbal aggression, physical aggression) 
before, during, and after the pilot phase.

Incident outcomes
There was an effect of trial period on incident outcomes 
(F(6, 596) = 10.900, p < .001, Wilk’s Λ = 0.812). Incident 
severity was statistically significantly higher in the trial 
and post-trial periods compared to the pre-trial period. 
Use of restrictive practice was significantly lower in the 
post-trial period compared to the pre-trial and trial 
period. Police involvement was also lower in the post-
trial period compared to the pre-trial and trial periods 
(see Table 5).

Results for the psychiatric intensive care unit
Incidents
There was an effect of trial period on incident type (F(10, 
490) = 4.252, p < .001, Wilk’s Λ = 0.847). Verbal aggres-
sion was statistically significantly higher in the post-trial 
period compared to the pre and trial periods. Self-harm 
was statistically significantly higher in the trial period 
compared to the pre-trial and post-trial periods. There 
were no differences in violence against a person (p = .162), 

Table 3  Frequency of conflict and aggression reported
Incident Frequency

Aggression 227
Verbal 171*
Physical (person) 37
Physical (object) 19
Conflict 1340
Refusing regular meds 158
Refusing PRN 43
Demanding PRN 264
Smoking 27
Refusing to eat 138
Refusing to drink 70
Refusing to attend to personal hygiene 511
Refusing to get out of bed 53
Refusing to go to bed 42
Refusing to see worker 34
Containment 2233
Given PRN 178
Given IM 38
PICU transfer 20
Seclusion 237
Intermittent observation 1009
Constant observation 712
Staff show of force 11
Physical restraint 18*
Time-out 10
*Positive correlation with BWC use recorded

Table 4  Frequency of incidents across trial periods
Incident Type Pre-trial Trial Post-trial

Acute Ward PICU Acute Ward PICU Acute Ward PICU
Violence (against person) 19 23 19 16 20 36
Violence (against object) 7 3 6 4 3 3
Verbal aggression 6 1 3 0 6** 20**
Self-harm 4 3 1 6 7 0
Conflict 21 5 41 2 31 15
* p = .05

** p < .001

Fig. 1  BWC use by ward per week of pilot (no data available before week 6 on Ward 1)

 



Page 7 of 18Foye et al. BMC Health Services Research          (2024) 24:681 

violence against an object or conflict behaviour (see 
Table 4).

Incident outcomes
There was a statistically significant difference in inci-
dent outcome across the trial periods (F(6, 494) = 12.907, 
p < .001, Wilk’s Λ = 0.747). There was no difference in 
incident severity or police involvement. However, use of 
restrictive practice was statistically significantly higher 
in the pre-trial period, reducing in the test period, and 
reducing further in the post-trial period (see Table 5).

Qualitative findings
A total of 22 participants took part in interviews: five 
patients and 16 staff members. During the pre-pilot 
interviews a total of nine staff took part (five in the acute 
ward, four in the PICU ward) and two patients (both 
from the acute ward). After the pilot period, a total of 
eight staff took part (four from each ward) and three 
patients (all from the acute ward). Table 6 includes a full 
description of participants.

Below we have presented the key themes aligning to the 
five core CFIR categories of Intervention Characteristics, 

Characteristics of Individuals, The Process of Imple-
mentation, the Inner Setting, and The Outer Setting (see 
Table 7).

Intervention characteristics
Design and usability of wearing a BWC on the 
ward  When discussing the use of the BWCs, staff noted 
a range of design issues related to the cameras that they 
said impacted on their use and acceptance of the cameras. 
This included the nature of the camera pulling on cloth-
ing necklines (a particular issue for female staff working 
on male wards), and overheating causing discomfort and 
irritation to skin, challenges with infection control, as well 
as the issue of cameras in a mental health setting where 
they can be easily grabbed, thrown and broken during an 
incident. Staff often cited these design issues as related to 
the lack of proactive use of the cameras on the wards.

There were issues around the devices getting over-
heated or about it going on your clothing, it pulls 
down the top… we had one person who was leading 
on it, whenever he was around, of course, the camera 

Table 5  Frequency of incident outcomes across trial periods
Incident Outcome Pre-trial Trial Post-trial

Acute Ward PICU Acute Ward PICU Acute Ward PICU
Severity (mean) 2.66 2.51 2.87* 2.47 2.84* 2.44
Use of restrictive practice 22 35** 35 11** 1** 9**
Police involvement 17 19 14 15 2** 4
* p = .05

** p < .001

Table 6  Participants by timepoint and ward
Time 1 (pre-pilot) Time 2 (post pilot) Total
Acute Ward PICU Acute Ward PICU

Staff 5 4 4 4 17
Patients 2 0 3 0 5
Total per ward 7 4 7 4 22
Overall total 11 11

Table 7  Overview of themes by CFIR Domain
CFIR Domain Key themes
1.Intervention Characteristics Design and usability of wearing a BWC on the ward

Evidence Strength and Quality: do BWCs change anything?
Relative advantage: are BWCs effective and efficient for the ward?

2.Characteristics of Individuals
(Knowledge and Beliefs about the Intervention)

Staff and Patients knowledge and beliefs about the intervention.
Perceived unintended consequences & impact on care

3.The Process of Implementation Planning: Top-Down Implementation
Execution: Training, Use and Ward Visibility

4.The Inner Setting Ward Culture: Acceptance of Violence and Aggression is part of the job.
Reactive nature of the ward and incidents

5.The Outer Setting Resources: staffing
Wider systemic issues
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was being used, but if he wasn’t there, people weren’t 
as proactive in using the camera. Petra (f ), Staff, A, 
Post.

There were also issues with staff forgetting to wear the 
cameras, forgetting to switch them on during incidents, 
and forgetting to charge them at the end of the shift, 
reducing the potential use of the cameras by other staff. 
These were perceived as key logistical issues prior to the 
pilot and were reported as issues at the end of the pilot by 
several staff on the wards.

The practicalities of will they actually turn it on in 
those sorts of incidents, I don’t know. Just little stuff 
as well, like if they don’t put it back on the docking 
station, so you think you’re charging it for next shift 
but then it’s not charged and the battery is dead, 
that’s one less camera to use, so little stuff. Jamal 
(m), Staff, A, Pre.

In relation to usability, staff noted that the cameras were 
small and easy to use given their simple single switch 
interface. It was felt that not having to upload and man-
age the data themselves made cameras more user friendly 
and usable by staff members. Protocols put into place 
such as signing the cameras in and out, and allocation for 
use during shifts were likened to procedures in place for 
other security measures therefore the implementation of 
this for the BWCs was viewed as easy for many staff.

It’s just like the ASCOM alarms that we wear. There’s 
a system to sign in and sign out, and that’s it. Alice 
(f ), Staff, A, Pre.

While staff were generally positive about the usability of 
the cameras, some were cautious of with concerns for 
those less confident with technology.

… you have to be conscious that there’s some people 
– it’s quite easy to use, but I can say that because I’m 
alright using devices and all that but there’s some 
that are older age or not that familiar with using 
devices that may struggle with using it… they’re 
feeling a bit anxious and a bit scared, if they’re not 
familiar with it then they won’t use it. Jamal (m), 
Staff, A, Pre.

Evidence strength and quality: do BWCs change any-
thing?  There were conflicting reports regarding the 
potential benefits of using BWCs on the wards, with 
both staff and patients reporting mixed perceptions as to 
whether the cameras might reduce violence and aggres-
sion. In the pre-pilot interviews, some staff reported feel-

ing that the BWCs may have a positive impact on reduc-
ing physical violence.

I think it’s going to reduce violence and aggression on 
the ward…I don’t think they’ll want to punch you…
they might be verbally abusive but in terms of physi-
cal that might reduce. Sarah (f ), Staff, I, Pre.

Patients however noted that the cameras might hold staff 
to account of their own behaviours and therefore may 
improve care, however they felt that this impact would 
wear off after the first few months after which people 
might forget about the cameras being there.

Now they’ve got the body cams, it’s going to be a lot 
of changes. They’ll think, ‘Ooh well he’s on tape’. So, it 
might do something to their conscience, they actually 
start to listen to patients… until the novelty wears 
off and it might go back to square one again. Ian (m), 
Patient, A, Pre.

One staff member suggested that incident rates had 
reduced following introduction of the BWCs, but they 
remained unsure as to whether this was due to the cam-
eras, reflecting that violence and aggression on wards can 
be related to many factors.

I know our violence and aggression has reduced 
significantly since the start of the cameras pilot… I 
don’t know, because obviously wearing the camera’s 
one thing, but if they weren’t in use, I don’t know 
maybe just the presence of the camera made a dif-
ference. But yeah, it’s hard to tell. Petra (f ), Staff, A, 
Post.

In contrast, several staff reported that they had seen lim-
ited evidence for such changes.

I used it yesterday. He was aggressive and I used 
it, but he even when I was using [it] he doesn’t care 
about the camera… it didn’t make any difference… 
It doesn’t stop them to do anything, this camera does 
not stop them to do anything. Abraham (m), Staff, I, 
Post.

Some staff suggested that in some circumstances the 
cameras increased patient agitation and created inci-
dents, so there was a need to consider whether the BWCs 
were going to instigate aggression in some circumstances.

There has been with a few patients because they will 
threaten you. They will tell you, ‘if you turn it on, I’m 
gonna smash your head in’. So incidents like that, I 
will not turn it on… Yeah, or some of them will just 
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tell you, ‘if you come close by, I’m going to pull that 
off your chest’. So things like that, I just stay back. 
Ada (f ), Staff, A, Post.

One rationale for a potential lack of effectiveness was 
noted by both staff and patients and was related to the 
levels of acute illness being experienced by patients 
which meant that for many they were too unwell to have 
insight into their own actions or those of staff switching 
on the cameras.

We’ve had instances where patients are so unwell 
that they just don’t care. You switch on the cam-
era, whether you switch it on or not, it doesn’t really 
change the behaviour. ‘All right, okay, whatever 
switch it on’. They’re so unwell, they’re not really 
understanding. Petra (f ), Staff, A, Post.
 
It might make [staff] feel safer as a placebo effect, 
but I don’t think it would necessarily make them 
safer… I think the people that are likely to attack a 
member of staff are crazy enough that they’re not 
gonna even consider the camera as a factor. Harry 
(m), Patient, A, Pre.

This lack of evidence that the cameras were necessarily 
effective in reducing incident rates or severity of inci-
dents may have had an impact on staff buy-in and the use 
of the cameras as a result. One staff member reflected 
that having feedback from senior management about the 
impact and evidence would have been useful during the 
pilot period to inform ward staff whether the cameras 
were influencing things or not.

Staff want feedback. I don’t think we’ve had any 
since we’ve had the cameras… it would be nice to get 
feedback from, I don’t know, whoever is watching it, 
and stuff like that. Ada (f ), Staff, A, Post.

Relative advantage: are BWCs effective and efficient 
for the ward?  Due to a combination of personal beliefs 
related to BWCs, the lack of evidence of their impact 
on violence and aggression, and other elements of care 
and culture on the wards, a number of staff and patients 
explored alternative interventions and approaches that 
may be more beneficial than BWCs. Both staff and 
patients suggested that Closed Circuit Television (CCTV) 
as an intervention that provided the transparency of using 
cameras and video footage but with an independent per-
spective. This was felt by many to remove the bias that 
could be introduced in BWC use as the video capture 
didn’t require staff control of the filming.

I feel like [BWCs] puts all the power and trust into 
the hands of the staff and I feel that it would be bet-
ter to have CCTV on the ward because CCTV is 
neutral. Harry (m), Patient, A, Pre.
 
I have control over that [BWC recording] … It kind 
of gives that split as well between staff and patients. 
You can tell me or I can tell you when to switch it on. 
Whereas I feel like a CCTV camera is there all the 
time. Nobody’s asking to switch it on. It’s there. If you 
wanted to review the footage you can request it, any-
one can request to view the footage for a legitimate 
reason. Whereas the camera can come across as if 
you’re threatening. Petra (f ), Staff, A, Post.

In addition, some participants reflected that the nature 
and design of BWCs meant that unless staff were present 
for an incident it wouldn’t be captured, whereas CCTV 
has the advantage of being always present.

If there’s CCTV, then it’s the same thing, you get 
me. Like, if its body worn cameras that people can 
always do things away from staff. They can always 
go down to that corridor to have their fight or go 
to the side where staff ain’t gonna see them to have 
their fight, but with CCTV you can’t do that. Elijah 
(m), Patient, A, Post.

In addition to exploring technological and video-based 
interventions, many staff noted that the key tool to vio-
lence reduction had to be the use of de-escalation skills, 
noting that the use of communication and positive rela-
tionships had to be the primary tool before other inter-
ventions such as BWCs or CCTV.

We do a lot of verbal de-escalation. So we got our 
destress room now still open. That has a punch bag, 
and it’s got sensory tiles, and the aim and hope is 
that when people do get frustrated, because we’re 
all human. We all get annoyed at anything or many 
little things in life. There is the aim that they go into 
that room and start punching the bag instead of 
property and damaging furniture. But we also are 
working really hard on verbal de-escalation and 
actually trying to listen to patients and talk to them 
before anything else. And that’s helped a lot. And 
between this kind of shared, or role modelling, where 
while we’re showing staff, actually even spending an 
extra 20 min is okay. If it means you’re not going to 
end up having to restrain a patient. Petra (f ), Staff, 
A, Post.

By using communication skills and de-escalation tech-
niques skilfully, some staff felt there was no need to 
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utilise the BWCs. One concern with the introduction of 
the BWCs for staff was that the use of this technology 
may negatively impact on trust and relationships and the 
use of de-escalation.

Some situations I feel like it can make a situation 
worse sometimes… I think a lot of situations can be 
avoided if you just talk with people…. Trying to find 
out why they’re angry, trying to just kind of see it 
from their point of view, understand them… I think 
maybe additional training for verbal de-escalation 
is needed first. Patrick (m), Staff, A, Post.

Characteristics of individuals
Staff and patients’ knowledge and beliefs about the 
intervention  Overall, there were mixed views among 
both staff and patients as to whether cameras would 
reduce incidents, prior to and after the pilot period. When 
considering the possible impact on violence and aggres-
sive incidents there was a view among staff that there was 
the need for a nuanced and person-centred view.

All the patients that come in, they’re different you 
know. They have different perceptions; they like 
different things… everyone is different. So, it just 
depends. We might go live, and then we have good 
feedback because the patients they are open and the 
understand why we have it, and then as they get dis-
charged and new patients come in it might not go as 
well. It just depends. Serene (f ), Staff, A, Pre.

As a result of the desire to be person-centred in the use 
of such interventions, one staff member noted that they 
weighed-up such consequences for the patient before 
using the BWC and would make decisions not to use 
the camera where they thought it may have a negative 
impact.

Actually, with this body worn camera, as I did men-
tion, if a patient is unwell, that doesn’t, the patient 
will not have the capacity to I mean, say yes, you 
cannot just put it on like that. Yeah, I know it’s for 
evidence, but when something happens, you first 
have to attend to the patient. You first have to attend 
to the patient before this camera is, for me. Ruby (f ), 
Staff, I, Post.

Some staff questioned the existing evidence and theories 
as to why BWCs work to reduce incidents, and instead 
noted that for some people it will instigate an incident, 
while others may be triggered by a camera.

I’m on the fence of how that is going to work because 
I know the evidence is that by telling a patient ‘look 
if you keep escalating I’m gonna have to turn this on’, 
but I know several of our patients would kind of take 
that as a dare and escalate just to spite so that you 
would turn it on. Diana (f ), Staff, A, Pre.

In contrast, some staff felt the cameras helped them feel 
safer on wards due to transparency of footage as evidence 
for both staff and patients.

They [staff] need to use it for protection, for record-
ing evidence, that type of thing… They can record 
instances for later evidence. Yeah, for them as well. 
Safer for them and for patients because you can 
also have the right to get them to record, because 
a patient might be in the wrong but sometimes it 
may be the staff is in the wrong position. And that’s 
achieving safety for patients as well. Yeah, I think it 
works both ways. Dylan (m), Patient, A, Post.

Positive buy-in was also related to the potential use of the 
intervention as a training, learning or reflective tool for 
staff to improve practice and care and promote positive 
staff behaviour.

If you know that your actions might be filmed one 
way or the other, that would make me to step up 
your behaviour to patients… if you know that your 
actions can be viewed, if the authority wants to, 
then you behave properly with patients so I think 
that will improve the quality of the care to patient. 
Davide (m), Staff, I, Pre.

While there were some positive attitudes towards the 
cameras, there remained considerable concerns among 
participants regarding the transparency of camera use to 
collate evidence in relation to incidents as it was widely 
noted that the cameras remain in staff control therefore 
there is an issue in relation to bias and power.

I do think my gut would say that it wouldn’t neces-
sarily be well received. Because also I think people 
feel like prisoners in here, that’s how some of the 
patients have described their experience, so in terms 
of the power dynamic and also just – I think that 
can make one feel a bit, even worse, basically, you 
know? Leslie (m), Staff, A, Pre.

These issues lead to staff reporting they didn’t want to 
wear the camera.

I’d feel quite uncomfortable wearing one to be hon-
est. Leslie (m), Staff, A, Pre.
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The staff control of the cameras had a particular impact 
on patient acceptability of the intervention as it led to 
some patients viewing BWCs as being an intervention for 
staff advantage and staff safety, thus increasing a ‘them 
and us’ culture and leading to patient resistance to the 
cameras. This was particularly salient for those with prior 
negative experiences of police use of cameras or mistrust 
in staff.

I feel like the fact that the body worn cameras is 
gonna be similar to how the police use them, if a staff 
member has negative intent toward a patient, they 
would be able to instigate an incident and then turn 
the camera on and use the consequences of what 
they’ve instigated to expect restraint or injection or 
whatever else might happen. So, I feel like it would be 
putting all the power and trust into the hands of the 
staff and I feel that it would be better to have CCTV 
on the ward because CCTV is neutral. Whereas, the 
body worn camera, especially with some of the per-
sonality conflicts/bad attitudes, impressions I’ve had 
from certain members of staff since I’ve been here, I 
feel like body worn cameras might be abused in that 
way possible. Harry (m), Patient, A, Pre.

Perceived unintended consequences and impact on 
care  Prior to the implementation there were concerns 
from staff that the introduction of BWCs could have con-
sequences beyond the intended use of reducing violence 
and aggression, unintentionally affecting a range of fac-
tors that may impact on the overall delivery of care. There 
was a key concern regarding the potential negative impact 
that cameras may have for patients who have paranoia or 
psychosis as well as for those who may have prior trau-
matic experiences of being filmed.

It might have negative impacts on these patients 
because I’m thinking about kind of patients with 
schizophrenia and things like that who already 
have paranoid delusions, thinking that people are 
after them, thinking that people are spying on them, 
people are watching them, and then seeing kind of 
cameras around. It might have negative impacts on 
them. Tayla (f ), Staff, I, Pre.
 
When I was admitted I was going through psycho-
sis… I don’t want to be filmed and things like that. 
So you just see a camera, a guy with a camera on, 
you are like, are you filming me? Elijah (m), Patient, 
A, Post.

There was also a considerable concern among both 
staff and patients that the use of cameras would have a 

negative impact on the therapeutic relationship between 
staff and patients. This was felt to be related to the 
implication that the cameras enhanced a ‘them and us’ 
dynamic due to the power differential that staff con-
trolling the cameras can create, likened to policing and 
criminalisation of patients. With the potential of a nega-
tive impact on relationships between staff and patients, 
staff suggested they may be disinclined to use BWCs if 
it would stop patients speaking to them or approaching 
them if they needed support.

Yeah, I think it would probably damage [the thera-
peutic relationship] because I think what’s probably 
quite helpful is things that maybe create less of a 
power difference. I think to some extent, [the BWC] 
might hinder that ability. Like for example imagine 
going to a therapist and them just like ‘I’ve got this 
camera in the corner of the room and it’s gonna be 
filming our session and just in case – or like, just 
in case I feel that you might get aggressive with me’. 
Um, I don’t think that’s going to help the therapeutic 
relationship! Jamal (m), Staff, A, Pre.
 
When you get body worn cameras on there, the rela-
tionship as well between staff and patients, is just 
gonna instantly change because you’re looking like 
police! Elijah (m), Patient, A, Post.

In contrast, a minority of staff felt that the presence of 
cameras may improve relationships as they provide trans-
parency of staff behaviour and would encourage staff to 
behave well and provide high quality care for patients.

It will also help how, improve the way we look at the 
patients… because if you know that your actions 
might be filmed one way or the other, that would 
make me to step up your behaviour you know… you 
behave properly with patients so I think that will 
improve the quality of the care to patient. More effi-
ciently, more caring to patient. Davide (m), Staff, I, 
Pre.

The process of implementation
Planning: top-down implementation  Staff perceived 
that BWC implementation directives had been given by 
senior management or policy stakeholders whom they 
felt viewed the process from a position of limited under-
standing due to a lack of ‘frontline’ mental health service 
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experience. This led to a lack of faith amongst staff, and a 
perception that funds were being misspent.

They sit up there, they just roll it out and see how it 
works, how it goes. They waste a whole lot of money, 
millions or whatever, thousands of pounds in it, and 
then they see that ‘Oh, it’s not gonna work’. They take 
it back and all of that. Before coming out with it, 
you need to come speak to us… they just sit up there 
drinking tea and coffee, and then they’re just like, 
Oh, yeah, well, let’s do it this way…come stay with 
these people, work with them, for just I give you a 
12 h shift, stay with them. Richard (m), Staff, I, Post.

This was exacerbated when staff felt there was a lack of 
consultation or explanation.

we don’t always get the ins and outs of certain 
things…We know that the cameras are coming in 
and stuff like that, but you know, and obviously it’s 
gone through every avenue to make sure that it’s fine. 
But then sometimes we don’t always know the ins 
and outs to then explain to people why we have the 
cameras. Patrick (m), Staff, A, Post.

It was also highlighted that due to multiple initiatives 
being implemented and directives handed down in paral-
lel, staff felt negative towards interventions more widely, 
with the BWCs being ‘just another thing to do’, adding to 
workload for staff and reducing enthusiasm to use the 
cameras.

it’s not just to do with the camera, I just think there’s 
lots of changes happening at once, and there’s loads 
of new things being constantly introduced that peo-
ple are just thinking oh it’s another thing. I think 
that’s what it is more than the camera itself. Alice 
(f ), Staff, A, Pre.

Execution: training, Use and Ward Visibility  Over-
all, there was a lack of consistency amongst staff in their 
understanding of the purpose and processes of using the 
BWCs on the wards.

What do you do, do you record every single thing or, 
I don’t know. Do you record like, if a patient said, 
I want to talk to you, confidential, you go sit in a 
room, do you record things like those or is it just vio-
lence and aggression? Ada (f ), Staff, A, Post.

The lack of clarity regarding the purpose of the interven-
tion and the appropriate use of the cameras was felt to 

impact staffs’ attitudes and acceptance of using them and 
contributed to a lack of transparency or perhaps trust 
regarding the use of any subsequent video footage.

I think if the importance of the recording was 
explained a bit more…and how it would improve 
things, I think people would use it more… that’s why 
I don’t think it’s always used sometimes… if you’re 
not sure why some of it’s important, then you’re not 
going to see the value…I think if you’re gonna keep 
with them, it’s about updating the training, teaching 
staff when to use it, then where does that informa-
tion go? How does that look in terms of improving? 
Just a bit of transparency, I think. But when you 
don’t know certain things it’s a bit hard to get behind 
something or back it, you know? Patrick (m), Staff, 
A, Post.

The lack of information about the purpose and processes 
related to the intervention was also seen among patients, 
with most patients noting that they hadn’t received infor-
mation about the cameras during their admissions.

No information at all. I don’t think any of the 
patients know about it. Toby (m), Patient, A, Post.

While training was provided it was widely felt that it was 
insufficient to provide understanding about the purpose 
of the cameras or the more in-depth processes beyond 
operational aspects such as charging and docking. Sev-
eral staff interviewed were unaware of the training, while 
others noted that they had an informal run-through by 
colleagues rather than anything formal.

What training are you talking about?… I wasn’t 
here, so I was taught by my colleague. I mean, from 
what I was taught, to operate the camera, and to 
give a warning to the patient that you’re going to use 
the camera. Nevis (f ), Staff, A, Post.

Longer training with further details beyond operational 
use was felt to be needed by staff.

I think the training should have to be longer, even if 
it’s like an hour or something… Like what situations 
deem the camera to be… more information on the 
cameras, when to use it, why it’s used, and I think if 
the importance of the recording was explained a bit 
more and what it was doing and how that recording 
would go and how it would improve things. Patrick 
(m), Staff, A, Post.

Furthermore, there was a need for training to be on a roll-
ing basis given the use of bank staff who were not trained 
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to use the cameras or to understand the proper processes 
or purpose of using the BWCs, which could leave them 
vulnerable to misuse or abuse.

We have bank staff [who aren’t trained] so they say 
‘I don’t know how to use that camera you are giving 
me’. Nevis (f ), Staff, A, Post.

The inner setting
Ward context: acceptance of violence and aggression 
is part of the job  It was widely believed by staff that 
the nature of working on a mental health ward included 
accepting that violence and aggression was part of the 
job. This was not seen as an acceptance of violence but 
more that the job was providing care for individuals who 
are mentally unwell, and confusion, fear, frustration and 
aggression can be part of that. As a result, there was an 
ambivalence among some staff that the introduction of 
cameras would change this.

I think like in this line of work, there’s always that 
potential for like risky behaviours to happen. I’m not 
sure if putting the camera on will make much differ-
ence. Patrick (m), Staff, A, Post.

Staff noted that because of the nature of the job, staff are 
used to managing these situations and they understood 
that it was part of the job; therefore, it was unlikely that 
they would record everything that on paper might be 
considered an incident.

There’s also enough things that happen here, so I 
don’t think they would record [the incidents] because 
it’s just another day here. You know what I’m say-
ing… [staff] can just say, ‘Stop, go back to your room 
and leave it at that and that kind of be the end of it’. 
Dylan (m), Patient, A, Post.
 
We are trained for it. Eveline (f ), Staff, I, Pre.

This acceptance that incidents are a hazard of mental 
healthcare was linked to staff’s acknowledgment that 
many factors make up the complexity of violence and 
aggression including the nature of individual patients, 
acuity levels, ward atmosphere, staffing levels, access to 
activities, leave and outside space. The interplay of mul-
tiple factors creates a context in which frustrations and 
incidents are likely, thus become part of the everyday and 
‘normal’ life on the ward for staff and patients alike.

I feel like, you know, how in GP services you say, zero 
tolerance to abusive language, or any kind of harass-

ment. I don’t think there is that on a psychiatric 
ward you are kind of expected to take all the abuse 
and just get on with it. Petra (f ), Staff, A, Post.

With staff reported having a higher threshold for these 
behaviours it was perceived that this was likely to impact 
on the efficiency of the intervention as staff would be less 
likely to consider a situation as violent but more ‘part of 
the job’.

Reactive nature of the ward and incidents  Most par-
ticipants noted that the ward context is always changing 
with people being admitted and discharged, with daily 
staff changes and wider turnover of staff, so things are 
never static and can change at any point. This reflects the 
dynamic nature of the ward which creates a complex mov-
ing picture that staff need to consider and react to.

[the atmosphere] it’s very good at the moment. If you 
had asked me this two weeks ago, I would say, ‘Oh, 
my gosh’. But it changes… The type of patient can 
make your whole ward change… it depends on the 
client group we have at the time. Nevis (f ), Staff, A, 
Post.

Staff noted that a key limitation of using the cameras to 
reduce incidents was the reactive nature of the environ-
ment and care being provided. This was felt to impact on 
the feasibility and use of the cameras as staff noted that 
they often react to what is happening rather than think-
ing to ‘put the camera on first’. It was felt by staff with 
experience of reacting to incidents that the failure to 
use BWCs during these processes were linked to staff’s 
instincts and training to focus on patients as a priority.

Say for instance, you’re in the office, and two 
patients start fighting, or a patient attacks some-
one and, all you’re thinking about is to go there to 
stop the person. You’re not thinking about putting 
on any camera. You understand? So sometimes it’s 
halfway through it, somebody might say, ‘Has any-
body switched the camera on’? And that’s the time 
you start recording… If something happens immedi-
ately, you’re not thinking about the camera at that 
time, you’re just thinking to just go, so yeah. Nevis 
(f ), Staff, A, Post.

Incidents happen quickly and often surprise staff, there-
fore staff react instantly so are not thinking about new 
processes such as recording on the cameras as this would 
slow things down or is not in the reactive nature needed 
by staff during such incidents.
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When you’re in the middle of an incident and your 
adrenaline’s high, you’re focusing on the incident 
itself. It’s very difficult for you to now remember, 
remind yourself to switch on the camera because 
you’re thinking, patient safety, staff safety, who’s 
coming to relieve you? What’s going on? Who’s at the 
door? Petra (f ), Staff, A, Post.

In addition, the need for an immediate response meant 
that it was felt that by the time staff remember to, or have 
the chance to, switch the camera on it was often too late.

Sometimes in the heat of moments and stuff like 
that, or if the situation’s happening, sometimes you 
don’t always think to, you know, put your camera on. 
Patrick (m), Staff, A, Post.

Outer setting
Resources: staffing  Issues related to staffing were high-
lighted by several participants as a key problem facing 
mental health wards thus leading to staff having higher 
workloads, and higher rates of bank and agency staff being 
used on shift and feeling burnt-out.

Out of all the wards I’ve been on I’d say this is the 
worst. It’s primarily because the staff are over-
worked…it seems like they spend more time doing 
paperwork than they do interacting with the 
patients. Harry (m), Patient, A, Pre.
 
We’re in a bit of a crisis at the minute, we’re really, 
really understaffed. We’re struggling to cover shifts, 
so the staff are generally quite burnt out. We’ve had 
a number of people that have just left all at once, 
so that had an impact… Staff do get frustrated if 
they’re burnt out from lack of staff and what have 
you. Alice (f ), Staff, A, Pre.

It was noted by one participant that the link of a new 
intervention with extra workload was likely to have a 
negative impact on its acceptability due to these increas-
ing demands.

People automatically link the camera to then the 
additional paperwork that goes alongside it. It’s like, 
‘Oh god, if we do this, we’ve got to do that’, and that 
could play a part. Petra (f ), Staff, A, Post.

One staff member noted that the staffing issue meant 
there were more likely to be bank staff on wards so the 
care of patients may be affected as temporary staff may 
be less able to build meaningful therapeutic relationships.

So obviously there is the basic impact on safety of not 
having adequate staffing, but then there’s the impact 
of having a lot of bank staff. So obviously when you 
have permanent staff they get to know the patients 
more, we’re able to give them the more individual-
ised care that we ideally should be giving them, but 
we can’t do that with bank staff. Diana (f ), Staff, A, 
Pre.

It was also suggested that staffing levels and mix often 
made it more difficult to provide activities or facilitate 
escorted leave which can lead to patients feeling frus-
trated and becoming more aggressive.

So you know there is enough staff to facilitate the 
actual shift, so you know when there’s less staff like 
you say you’ve got people knocking at the door, but 
then you don’t have staff to take people out on leave 
straight away, that all has a rippling effect! Serene 
(f ), Staff, A, Pre.

Wider systemic issues  Overall, there was a concern that 
the introduction of BWCs would not impact on wider, 
underlying factors that may contribute to frustration, 
aggression and incidents on wards. Providing a more 
enhanced level of care and better addressing the needs of 
patients was felt to be central to helping people but also 
reducing the frustration that patients feel when on the 
ward.

… for violence and aggression, [focus on] the men-
tal health side of things like therapy and psychol-
ogy should be compulsory. It shouldn’t be something 
you apply for and have to wait three or four weeks 
for. I think every person should, more than three or 
four weeks even, months even… we need psychology 
and therapists. That’s what will stop most violence, 
because psychologists and a therapist can edit the 
way that they speak to people because they’ve been 
given that skill depending on the way the person 
behaves. So that’s what we need regularly… not like 
all this dancing therapy, yoga therapy. That’s a per-
son, that you come and you actually sit down and 
talk through your shit with them. That will help! Eli-
jah (m), Patient, A, Post.
 
There’s a lack of routine and I think there’s a lack of 
positive interaction between the patient and the staff 
as well. The only time you interact with a member 
of staff is if you’re hassling them for something, you 
have to hassle for every little thing, and it becomes a 
sort of, frustration inducing and like I’m a very calm 
person, but I found myself getting very fucking angry, 
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to be honest, on this ward just because out of pure 
frustration… there’s bigger problems than body worn 
cameras going on. Harry (m), Patient, A, Pre.

Staff agreed that there was a need to invest in staff and 
training rather than new technologies or innovations as it 
is staff and their skills behind the camera.

It’s not the camera that will do all of that. It’s not 
making the difference. It’s a very good, very beautiful 
device, probably doing its job in its own way. But it’s 
more about investing in the staff, giving them that 
training and making them reflect on every day-to-
day shift. Richard (m), Staff, I, Post.

There was felt to be a need to support staff more in deliv-
ering care within wards that can be challenging and 
where patients are unwell to ensure that staff feel safe. 
While in some circumstances the cameras made some 
staff feel safer, greater support from management would 
be more beneficial in making staff feel valued.

Discussion
In this study exploring the implementation and use 
of body-worn cameras on mental health wards, we 
employed two methods for collecting and comparing 
data on incidents and use of containment measures, 
including BWCs, on one acute ward and one psychiat-
ric intensive care unit. We found no clear relationship 
between the use of BWCs and rates or severity of inci-
dents on either ward. While BWCs may be used when 
there are incidents of both physical and verbal aggression, 
results indicate that they may also provoke verbal aggres-
sion, as was suggested during some interviews within this 
study. This should be a concern, as strong evidence that 
being repeatedly subject to verbal aggression and abuse 
can lead to burnout and withdrawal of care by staff [30]. 
These mixed findings reflect results that were reported in 
two earlier studies of BWCs on mental health wards [12, 
13]. However, the very low use of the cameras, on just 10 
per cent of the shifts where data was obtained, makes it 
even more difficult to draw any conclusions.

While the data shows limited impact of using BWCs 
on levels of incidents, we did find that during the pilot 
period BWC use tended to occur alongside physical 
restraint, but the direction of relationship is unclear as 
staff were asked to use BWCs when planning an inter-
vention such as restraint. This relationship with restraint 
reflected the findings on several wards in a previous 
study [13], while contrasting with those reported in a 
second study that found reductions in incidents involv-
ing restraint during the evaluation period [12]. Such a 
mix of findings highlights the complexity of using BWCs 
as a violence reduction method within a busy healthcare 

setting in which several interacting components and con-
textual factors, and behaviours by staff and patients can 
affect outcomes [31]. The qualitative data collected dur-
ing this pilot period highlighted the potential systemic 
and contextual factors such as low staffing that may have 
a confounding impact on the incident data presented in 
this simple form.

The findings presented within this evaluation provide 
some insights into the process of implementing BWCs 
as a safety intervention in mental health services and 
highlight some of the challenges and barriers faced. The 
use of implementation science to evaluate the piloting of 
BWCs on wards helps to demonstrate how multiple ele-
ments including a variety of contextual and systemic fac-
tors can have a considerable impact and thus change how 
a technology may vary not only between hospitals, but 
even across wards in the same hospital. By understanding 
the elements that may and do occur during the process of 
implementing such interventions, we can better under-
stand if and how BWCs might be used in the future.

Within this pilot, extensive preparatory work con-
ducted at a directorate and senior management level did 
not translate during the process of implementation at a 
ward level, which appeared to impact on the use of BWCs 
by individuals on the wards. This highlights that there 
is a need to utilise implementation science approaches 
in planning the implementation of new technologies 
or interventions and to investigate elements related to 
behavioural change and context rather than just the 
desired and actual effects of the intervention itself.

While ward staff and patients identified the potential 
for BWCs to enhance safety on the wards, participants 
distrusted their deployment and expressed concerns 
about ethical issues and possible harmful consequences 
of their use on therapeutic relationships, care provided 
and patient wellbeing. These themes reflect previous 
findings from a national interview study of patient and 
staff perspectives and experiences of BWCs in inpatient 
mental health wards [14]. Given these issues, alternatives 
such as increasing de-escalation skills were identified by 
staff as possible routes that may be more beneficial in 
these settings. Furthermore, other approaches such as 
safety huddles have also been highlighted within the lit-
erature as potential means to improve patient safety by 
looking ahead at what can be attended to or averted [32].

Furthermore, it is important to consider that the pres-
ence of power imbalances and the pre-existing culture 
on the ward have considerable implications for safety 
approaches and must be considered, as exemplified by 
the preferences by both staff and patients in this evalua-
tion for more perceived ‘impartial’ interventions such as 
CCTV. As identified within previous studies [14], BWCs 
can have different implications for psychological safety, 
particularly for vulnerable patients who already feel 
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criminalised in an environment with asymmetrical power 
imbalances between staff and patients. This is particu-
larly salient when considering aspects of identity such as 
race, ethnicity, and gender both in terms of the identities 
of the patient group but also in terms of the staff/patient 
relationship.

While preferences in this study note CCTV as more 
‘impartial’, work by Desai [33] draws on the literature 
about the use of surveillance cameras in other settings 
(such as public streets) as well as on psychiatric wards 
and concludes that CCTV monitoring is fraught with dif-
ficulties and challenges, and that ‘watching’ patients and 
staff through the lens of a camera can distort the real-
ity of what is happening within a ward environment. In 
her recently published book, Desai [34] develops this 
theme to explore the impacts of being watched on both 
patients and staff through her ethnographic research in 
psychiatric intensive care units. She highlights concerns 
over the criminalisation of patient behaviour, safeguard-
ing concerns in relation to the way women’s bodies and 
behaviours are viewed and judged, and the undermining 
by CCTV of ethical mental health practice by staff who 
attempt to engage in thoughtful, constructive, therapeu-
tic interactions with patients in face-to-face encounters. 
Appenzeller et al.’s [35] review found that whilst the 
presence of CCTV appeared to increase subjective feel-
ings of safety amongst patients and visitors, there was no 
objective evidence that video surveillance increases secu-
rity, and that staff may develop an over-reliance on the 
technology.

In addition, our findings add to the existing litera-
ture which notes that alternative interventions and 
approaches that address underlying contextual and 
systemic issues related to improving care on inpatient 
wards require attention to address the underlying factors 
related to incidents, e.g., flashpoints [36]. Evidence sug-
gests that factors leading to incidents can be predicted; 
therefore, there is a need to enable staff to work in a pro-
active way to anticipate and prevent incidents rather than 
view incidents as purely reactive [37–39]. Such skills-
based and relational approaches are likely to impact more 
on improving safety and reducing incidents by addressing 
the complex and multi-faceted issue of incidents on inpa-
tient mental health wards [40].

These findings highlight that interventions such as 
BWCs are not used within a vacuum, and that hospitals 
are complex contexts in which there are a range of unique 
populations, processes, and microsystems that are multi-
faceted [41]. As a result, interventions will encoun-
ter both universal, specific, and local barriers that will 
impact on its functioning in the real world. This is salient 
because research suggests that camera use inside men-
tal health wards is based on a perception of the violent 
nature of the mental health patient, a perception that not 

only influences practice but also impacts how patients 
experience the ward [33]. As a result, there needs to be 
careful consideration of the use of any new and innova-
tive intervention aimed at improving safety within men-
tal health settings that have limited research supporting 
their efficacy.

Limitations
While the study provides important insights into the 
efficacy and acceptability of introducing BWCs onto 
inpatient mental health wards, there were several limita-
tions. Firstly, the analysis of incident data is limited in its 
nature as it only presents surface level information about 
incidents without wider contextual information. Results 
using such data should be cautiously interpreted as they 
do not account for confounding factors, such as staffing, 
acuity, ward culture or ward atmosphere, that are likely 
to contribute to incidents of violence and aggression. 
For example, while there was a statistically significant 
decrease in restrictive practice on the PICU across the 
study period, we know that BWCs were not widely used 
on that ward, so this is likely due to a confounding vari-
able that was not accounted for in the study design.

Secondly, the study faced limitations in relation to 
recruitment, particularly with patients. Researchers’ 
access to wards was challenging due to high staff turn-
over and high rates of acuity, meaning many patients 
were not deemed well enough to be able to consent to 
take part in the study. In addition, the low use of the 
cameras on wards meant that many patients, and some 
staff, had not seen the BWCs in use. Similarly, patients 
had been provided limited information about the pilot, so 
their ability to engage in the research and describe their 
own experiences with BWCs was restricted.

Thirdly, analysis captures the active use of the BWC, 
however it does not fully capture the impact of staff 
wearing the cameras even where they do not actively 
use them. While our qualitative analysis provides insight 
into the limitation of such passive use, it is likely that the 
presence of the cameras being worn by staff, even when 
turned off, may have an impact on both staff and patient 
behaviours. This may explain trends in the data that did 
not reach significance but warrant further investigation 
in relation to the presence of BWCs, nonetheless.

Finally, researchers had planned to collect quantita-
tive surveys from staff and patients in relation to their 
experiences of the ward atmosphere and climate, views 
related to therapeutic relationships on the ward, levels of 
burnout among staff, views on care, and attitudes to con-
tainment measures. Due to issues related to staff time, 
patient acuity, and poor engagement from staff leading 
to challenges accessing the wards, the collection of such 
survey data was unfeasible, and this element of the study 
was discontinued. As a result, we have not reported this 
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aspect in our paper. This limitation reflects the busy 
nature of inpatient mental health wards with pressures on 
staff and high levels of ill health among patients. As such, 
traditional methodologies for evaluation are unlikely to 
elicit data that is comprehensive and meaningful. Alter-
native approaches may need to be considered.

Future directions
With BWCs being increasingly used across inpatient 
mental health services [14], it is important that further 
research and evaluation is conducted. To date, there is 
limited data regarding the effectiveness of this technol-
ogy in relation to violence reduction; however, there may 
be other beneficial uses in relation to safeguarding and 
training [13]. Future research should consider alternative 
methods that ensure contextual factors are accounted for 
and that patient voices can be maximised. For example, 
focus groups with patients currently admitted to a mental 
health ward or interviews with those who have recently 
been on a ward that has used the cameras, would bypass 
problems encountered with capacity to consent in the 
present study. Furthermore, ethnographic approaches 
may provide a deeper understanding of the implementa-
tion, deployment and impact that BWCs have on wards.

Conclusion
Overall, this research sheds light on the complexities of 
using BWCs as a tool for ‘maximising safety’ in mental 
health settings. The findings suggest that BWCs have 
a limited impact on levels of incidents on wards, some-
thing that is likely to be largely influenced by the pro-
cess of implementation as well as a range of contextual 
factors, including the staff and patient populations on 
the wards. As a result, it is likely that while BWCs may 
see successes in one hospital site this is not guaranteed 
for another site as such factors will have a considerable 
impact on efficacy, acceptability, and feasibility. Further-
more, the findings point towards the need for more con-
sideration to be placed on processes of implementation 
and the complex ethical discussions regarding BWC use 
from both a patient and a staff perspective.

In conclusion, while there have been advances in digi-
tal applications and immersive technologies showing 
promise of therapeutic benefits for patients and staff 
more widely, whether BWCs and other surveillance 
approaches are to be part of that picture remains to be 
seen and needs to be informed by high-quality, co-pro-
duced research that focuses on wider therapeutic aspects 
of mental healthcare.
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