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This Learning Report forms part of the fulfilment of the requirements of Health Foundation grant 

ref 7713 awarded to UKIA and four Regional Improvement Bodies, Advancing Quality Alliance 

(AQuA), Haelo, Healthcare Improvement Scotland, and the Improvement Academy, working jointly 

to further test and spread the use of the Measurement and Monitoring of Safety Framework.

Advancing Quality Alliance
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This Learning Report summarises the key findings from the second phase of a UK-wide 

programme to test and spread the use of the Measurement and Monitoring of Safety Framework 

(MMSF) developed by Charles Vincent and colleagues (Vincent et al, 2013). This work was 

funded by the Health Foundation and undertaken by four Regional Improvement Bodies (RIBs), 

Advancing Quality Alliance (AQuA), Haelo, Healthcare Improvement Scotland, and the Yorkshire 

and Humber Improvement Academy, working collaboratively as members of the UK Improvement 

Alliance. 

The second phase, between August 2016 and January 2018, builds on the findings from the 

first phase (2014-16).  Finding from the first phase included: (i) under the right conditions, the 

Framework can help frontline teams to understand safety in a different, more comprehensive 

way, (ii) that conditions conducive to the practical application of the Framework include a blend of 

training and coaching in quality improvement methodology, and (iii) that factors that hamper the 

application of the Framework include a cluttered landscape of competing programmes.

This report is a summary of the learning from phase two of the programme.

Key messages

1. The MMSF has genuine relevance at a range of levels and in a range of settings within health 

and social care. The question at the heart of the Framework, “How safe is our care?”, remains 

a question that is difficult to answer. The MMSF can help with this. 

• Frontline teams can be supported to use the MMSF to have meaningful conversations 

about safety and to identify steps by which they can embed different aspects of the MMSF 

within their routine practice. This use needs to be supported by senior leaders to endorse 

and promote the approach through their own attentions and actions.

• The framework can provide system leaders with an opportunity to think collectively about 

safety at system level, and an opportunity to work together in new ways. 

• In addition to finding value in acute care settings, the MMSF has been found to be of 

relevance and use in care homes, for example to provide structure for meetings, highlight 

EXECUTIVE SUMMARY
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• The MMSF appears to be of value in guiding enquiring conversations between a national 

organisation and healthcare providers, demonstrating real potential for the MMSF to 

shape more meaningful conversations as part of external quality assurance/regulatory 

activities.

• The MMSF can add value by being used within a patient pathway. To do so the different 

teams involved (e.g. primary care, secondary care, mental health, social care) need to 

have a shared understanding of how to use the MMSF. 

2. The Framework surfaces leaders in safety, giving people a tool to think flexibly, differently and 

practically about safety. These leaders have the potential to act as advocates for uptake of the 

MMSF beyond their own context.

3. Opportunities were identified to both promote (or “push”) the MMSF to health and social care 

providers, and to respond to requests for support for using the Framework (“pull”). Both were 

useful. 

4. Although healthcare organisations are developing how they use data to understand and 

improve safety, they report challenges in stopping the collection/use of measures that are 

considered to be of less value. Further research, and leadership from national/regulatory 

agencies, could help address this significant problem.

5. The ambition to establish a common language of safety ‘from Board to ward’ and across the 

health/social care system is recognised as important, despite being challenging to deliver in 

practice. 

6. System-wide adoption of the MMSF as the preferred language of safety (like NEWS for 

deteriorating patients, or SBAR for structured communication) would give people the 

confidence to invest time and resource in ‘learning the language’. This would create a greater 

appetite for uptake and give early adopters the confidence to move forwards. Again, national 

agencies/system regulators could have a key role here.

7. Key legacy resources from this programme include www.howsafeisourcare.com, the 

Maturity Matrix, and the interactive PDF developed in partnership with WDID and OPM. These 

resources, combined with the capability and experience embedded within the participating 

RIBs provide the basis for modest but real on-going spread and sustainability. 
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Recommendations

Areas for future development are commended to the Health Foundation for consideration:

• Further work to focus specifically on achieving a more judicious balance of locally 

determined versus externally mandated measures. To support this, explicit connections 

between the MMSF and other Health Foundation programmes of work related to 

measurement may be helpful.

• Further engagement of system regulators in using the MMSF as a common language of 

safety. In particular, the use of the MMSF in conversations between national agencies/

system regulators and healthcare providers would enable a more mature discussion and 

understanding of safety. 
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1. CONTEXT AND AIMS

1.1 Background

The Safety Measurement and Monitoring 

Programme was set up by the Health 

Foundation in 2014 to test the practical 

application of the theoretical MMSF developed 

by Charles Vincent and colleagues (Health 

Foundation, 2013) to learn how valuable this is 

in practice.

The Health Foundation commissioned four 

Regional Improvement Bodies (RIBs); AQuA, 

Haelo, Healthcare Improvement Scotland, 

and the Improvement Academy, to test out the 

use of the MMSF in practice within their own 

geographical areas. During this phase of initial 

testing (2014-6) the four RIBs learned that 

there is value in the practical application of the 

MMSF. For example, under the right conditions, 

the MMSF can enable front line teams to 

understand safety in a different and more 

comprehensive way – thus supporting their 

work to improve the safety of care. Conditions 

conducive to the practical application of the 

MMSF include having a blend of training on 

the MMSF with experience/coaching in quality 

improvement methodology. Following this initial 

testing the four RIBs were jointly awarded 

Health Foundation funding to undertake further 

testing and spread of the MMSF between 

August 2016 and January 2018.

1.2 Aim of this Report

This Learning Report is a companion report 

to the Final Report submitted  to the Health 

Foundation on 31 January 2018. This Learning 

Report uses the experiences of the four 

RIBs to describe learning derived from the 

programme, independently and jointly, and 

develops the implications of these for future use 

of the MMSF. In particular, the report includes 

suggestions and recommendations to the 

Health Foundation for work to support wider use 

of the MMSF.

1.3 Scope of this Report

The Learning Report addresses the questions 

identified in the award agreement, which are 

described in the aims, objectives, key outputs, 

and the overall description of the programme. 

The full list of programme aims, objectives and 

key outputs can be found in Appendix 2 and 

the relevant section extracts are given on the 

following page.
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Figure 1: Extracts from the Health Foundation Award Agreement 7713

Aim 4:

Continue to generate insight into the implications of the MMSF and what works where in 

its application. 

Section 1.3, Programme Aims

The aim of the Measurement and Monitoring of Safety programme is to improve the 

safety of healthcare, delivered through the further testing and spread of the Safety 

Measurement and Monitoring. The MMSF offers an opportunity (a) to think differently 

about safety, (b) moving from assurance to inquiry, (c) lagging to leading indicators and 

(d) providing a common approach from ward to board level measurement.

Section 2.0, Programme description

Objective 2:

Further the learning as to how the MMSF can be most effectively used.

Objective 3:

Further the learning as to how the MMSF can best be spread to support uptake both 

before and after the end of 2017.

Section 2.1, Objectives

Key Output 3:

Capture insights on an ongoing basis on:

• The application of the MMSF to new settings

• How good ideas can successfully spread

• How regional improvement bodies can successfully lead large-scale improvement 

work.

Key Output 4:

Produce a sustainability plan to maintain the momentum generated in phase 2 sites and 

amongst national bodies as part of the movement.

Section 2.3, Key outputs
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2. COLLATING THE LEARNING
In this section, the learning from the four 

Regional Improvement Bodies and test sites 

is collated in order to address the objectives 

and aims in Figure 1, in particular drawing out 

learning about how and in what circumstances 

the MMSF can be used and spread. Particular 

attention will be paid to the opportunities to 

think differently about safety, moving from 

assurance to inquiry, from lagging to leading 

indicators, and the opportunity for developing 

a common approach to ‘ward to board’ safety 

measurement.

2.1 Source Material

• Collated evaluations of RIB events

• Systematic feedback from test sites

• RIB programme manager learning logs and 

reflections

• Research evaluations of wave 1 (Chatburn, 

2018 and Valid Research, 2017)

• RIB learning reflections, National Learning 

Capture event (January 16 2018)

2.2 Learning Capture Event

In order to compile learning across the RIBs, 

and understand themes, a learning capture 

event was held. To prepare for the Learning 

Capture event, the RIBs were invited to put 

together a slide set to address key questions 

about their learning throughout the MMSF 

programme (see Appendix 3). These slides 

were presented to the group by each RIB 

in turn. Each slide set was an occasion for 

discussion, with other RIBs interrogating the

learning and assessing whether this was similar 

or different to their own learning. The purpose 

was to tease out any “learning statements” 

that had general agreement, and could be 

evidenced from programme experiences. These 

learning statements have been categorised 

against areas of interest that this programme 

was aiming to inform (tables 1-5, overleaf) and 

considering any implications for that learning for 

future spread and sustainability.

The approach aims to highlight and comment 

on some of the patterns and regularities behind 

what has been learnt and observed. The 

collated learning will be considered together 

with previous evaluations and research about 

the use of the MMSF, and the availability of 

tools and resources, in order to provide a 

basis for the proposed spread strategy and 

recommendations to the Health Foundation.

2.3 Learning Statement Tables

Tables 1-5 overleaf provide the learning 

statements linked to signposting of associated 

evidence.
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Table 1: Understanding the range of useful applications (RIB knowledge capture)

Learning Statement Evidence Implications
LS1
There is evidence of genuine 
relevance in a range of diverse 
healthcare delivery settings.

The MMSF provides a structure 
to address the question ‘How 
safe is our care?’

There are examples of the MMSF 
being used meaningfully in a 
wide range of different ways and 
contexts, including:

• Board level (HIS, Haelo)
• System leadership (Haelo)
• Middle management (Haelo, 

IA)
• Across a care pathway (HIS)
• Single issue – learning forum 

(HIS)
• Care homes (AQuA)
• Frontline multidisciplinary 

teams (IA)
• CCG and County Councils 

(AQuA)

Case studies about how the 
MMSF was used in each of these 
areas, and with what impact 
and effect, can help spread and 
uptake.

LS2
With the right ‘hook’ the MMSF 
can be offered to organisations 
that are recognising the need to 
demonstrate and improve safe 
care.

There are examples of the 
MMSF spreading through ‘PUSH’ 
initiatives:

• Care homes in Manchester 
saw the value in using the 
MMSF to prepare for CQC 
inspections. The MMSF was 
used to make strategic use 
of data and identify where to 
focus efforts for improvement.

• The ‘hook’ for system leaders 
in Salford was the opportunity 
to work together in new ways 
toward an ambitious goal of 
being the safest healthcare 
economy. Further resources 
have been committed to 
achieve this goal, supported 
by learning from the MMSF; 
for example, the maturity 
matrix as a tool to assess 
changes in approach to safety 
on a recurring basis.

To increase the use of ‘PUSH’ 
initiatives:

• It would be useful to map 
the needs of the system to 
understand where the MMSF 
can potentially be offered in 
response to system needs.

• System regulators have a 
key role in driving forward 
a consistent way for 
organisations to think about 
demonstrating and improving 
safety.
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Learning Statement Evidence Implications
LS3
People are attracted to using 
the MMSF to explore a safety 
problem they don’t know 
how to fix, or where previous 
improvement efforts have stalled.

Examples of the MMSF 
spreading through ‘PULL’ 
initiatives:

• Representatives from over 
50 healthcare organisations 
voluntarily joined monthly 
calls discussing elements of 
the MMSF.

• One Scottish NHS board 
sought to use the MMSF 
to help them improve the 
safety of prescribing sodium 
valproate.

• In work to address medication 
errors in one Scottish board, 
the MMSF helped surface 
hitherto unconsidered barriers 
to improvement, and helped 
to revive stalled improvement 
efforts.

• An MMSF national event 
inspired the head of patient 
safety for an acute Trust 
(in an area not covered by 
the RIBs) to approach a 
RIB seeking support and 
reassurance about how the 
MMSF could be used to 
underpin a comprehensive 
approach to safety across the 
organisation.

To increase the response to 
‘PULL’ initiatives:

There is a need for access to light 
touch resources and a network 
for people who have been 
motivated to explore the MMSF in 
their own particular context: a go-
to place for knowledge, support 
and encouragement – such as 
that provided by 
www.howsafeisourcare.com



12

Learning Statement Evidence Implications
LS4
Universities responsible for the 
education of undergraduate 
healthcare professionals are 
interested in the MMSF and 
how it structures thinking, but 
will often have concerns about 
how understandable it is for 
inexperienced students.

Several universities suggested 
they would need to pilot the 
MMSF with a group of students to 
check resonance.

Those universities that went on 
to use the MMSF to theoretically 
underpin safety sessions, found 
that students did appear to find 
value in this and were able to 
draw on the MMSF in academic 
assessments.

For effective spread in a 
university setting, faculty 
development may be required. In 
part this can be achieved through 
sharing links to the
www.howsafeisourcare.com 
website.

The on-going engagement of 
universities in teaching the 
MMSF is likely to be linked to 
the issue of standardisation of a 
common language of safety. If 
the MMSF, through its 5 domains, 
were to become the standardised 
language of safety then suddenly 
the universities’ concerns about 
terminology and understanding 
would melt away.

However, in the absence of an 
agreement to standardise the 
language of safety across the 
system, we may need to refine 
our target audience for MMSF; 
perhaps engaging the Royal 
Colleges and BMA as part of a 
career planning pathway.
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Table 2: Approaches that did (or did not) resonate with audiences (RIB knowledge capture)

Learning Statement Evidence Implications
LS5
People with different roles in an 
organisation engage differently 
with the MMSF. 

Specifically, executive Boards are 
likely to be engaged by theory, 
and operational managers and 
frontline staff are likely to be 
engaged by concrete examples 
of using the MMSF in practice.

In their cross-system application 
of the MMSF as a common 
language for safety in Salford, 
Haelo discovered that what had 
engaged Board and executive 
leaders didn’t resonate as well 
with senior managers. 

Whilst the theory and concepts 
of the MMSF were engaging 
at Executive level, senior 
leaders required the concepts 
to be developed into meaningful 
operational outputs, for example, 
(i) as a tool to review the 
development and delivery of 
a new patient pathway, or (ii) 
facilitated visits to frontline care 
settings.

For effective spread among 
middle managers and frontline 
staff, specific information about 
operationalisation of the MMSF is 
important. 

For example, a practical toolkit 
could include resources such as 
FMEA in healthcare, leadership 
walk-round template, and patient 
safety lead role descriptions.
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Learning Statement Evidence Implications
LS6
The MMSF surfaces leaders in 
safety. It gives the right people 
a tool to think flexibly and 
practically about safety. 

These leaders have an 
opportunity and ability to act 
as advocates for uptake of the 
MMSF beyond their own context.

All RIBs had examples of 
frontline people within the test 
sites (phase 1 and phase 2) who 
embraced the MMSF in their own 
context, found conceptual clarity 
in what the MMSF could offer, 
and were able to act as leaders 
of safety improvement in their 
own context.

Sometimes, these leaders also 
acted as advocates for uptake 
of the MMSF beyond their own 
context. Factors which hindered 
ability to undertake spread 
outside of immediate area, 
were demands of regulatory 
inspections and staffing 
pressures, resulting in staff not 
able to be released rather than 
not wanting to support.

There are examples of test 
site members who have taken 
on a completely different role 
around safety since engaging 
with the MMSF; becoming much 
more strategically focused and 
having a more holistic view of 
safety within the organisations 
(AQuA). Other leaders in frontline 
roles coached their teams and 
interpreted the MMSF for their 
teams to make sense in their own 
context. (IA)

Frontline leaders require 
both training and high quality 
coaching. The road is difficult 
and therefore an ‘organisationally 
ready’ context is beneficial for 
effective spread. System players 
such as CQC and NHSI can play 
an important role in this.

The MMSF can be used to coach 
and support frontline leaders for 
safety, provided that the coaches 
can draw on operationalised 
examples.
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Learning Statement Evidence Implications
LS7
Making the MMSF ‘manageable’ 
is important.
This involves adapting the 
language of the MMSF, being 
flexible in how audiences engage 
with it, and allowing time to 
question and test understanding.

Examples of how the RIBs 
adapted the MMSF to make it 
manageable for their audience:

• Some teams found it helpful 
to really think through and 
understand one domain at a 
time. Once confidence had 
grown in this area they felt 
more able to consider other 
domains.

• Worked examples were really 
important for frontline staff 
and operational managers.

• To start with, some people 
found it useful to use ‘past, 
present and future’ to frame 
thinking about the MMSF 
(Improvement Academy).

• Care Homes: RIB supported 
by attending care home 
meetings, making notes, and 
then sharing with teams what 
they already do around the 
MMSF. This helps to build 
confidence, not only that the 
MMSF won’t be ‘another thing 
to do’, but also that they are 
already doing really good 
work.

To support effective spread of the 
MMSF, it may help to develop a 
network of MMSF coaches, who 
can share ways of making the 
MMSF manageable in practice for 
different audiences.
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Learning Statement Evidence Implications
LS8
Frontline teams can be coached 
to use and embed the MMSF, 
and it has been discovered that it 
sustains better if there is both (i) 
leadership attention and (ii) 
in-house improvement support.

Teams need to sense permission 
to do things. Getting internal 
improvement teams involved 
can help provide organisational 
legitimacy, and can also provide 
a sense of purpose, offering 
support to address issues the 
MMSF uncovers.

There was evidence of this 
working well in some of the 
Phase 2 sites.

Organisational readiness at 
executive level is important for 
sustaining MMSF use at team 
level.

Providing improvement 
resource facilitates frontline-
led improvement once an issue 
has been identified. A culture 
of sharing and surfacing safety 
issues is required. If there is 
a culture of supressing safety 
issues then teams may be unable 
to progress with improvements. It 
requires organisational maturity

LS9
Webinars can be an appropriate 
forum to share new thinking 
about how to use the MMSF.

Events or webinars framed 
around specific elements of the 
MMSF were found to be more 
engaging than those around the 
MMSF as a whole.

Webinar audiences were 
reluctant to talk on webinars 
suggesting the ongoing 
facilitation would be required if 
these were to continue.

Holding webinars on specific 
topics relevant to the MMSF 
(such as mortality review) 
increased attendance on the call.

The broader appeal was possibly 
because the topic was better 
understood by the audience 
and allowed them to consider 
how they could relate the MMSF 
to this. Webinar participants 
had more questions and were 
challenged to think about the 
MMSF in other contexts. The 
webinars were also used as a 
vehicle to inform participants 
about the national events we 
delivered. Delegates had a 
greater sense of what to expect 
from the events.

Webinars need resourcing and 
ongoing facilitation if these are to 
continue.

For a small enquiring audience 
they are a good vehicle for 
learning more, but facilitation 
resource requirements, and their 
limited appeal, mean that they 
are unlikely to be the best use of 
resources.
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Table 3: A common language of safety ‘from ward to board’ and across the health/social care 

system (RIB knowledge capture)

Learning Statement Evidence Implications
LS10
The ambition to establish a 
common language of safety 
‘from Board to ward’ and across 
the health/social care system is 
recognised as important, despite 
being challenging to deliver in 
practice.

The Improvement Academy 
started by engaging frontline 
teams to use the MMSF in 
team practice. They found little 
engagement at senior executive 
or board level when reporting out.

The programme has been 
at its most challenging when 
translating a MMSF which has 
a focus on acute settings, into 
language and concepts which are 
relevant across different settings 
in a health economy (informal 
feedback). Participants placed 
a high value on the opportunity 
to work together with colleagues 
from other parts of the same 
health and social care system. 

A recurrent theme during 
discussion at the summit 
event was the value in holding 
discussions about safety at a 
system level. (Haelo)

Across a whole organisation:

The MMSF can potentially be 
used to develop a common 
language provided there is 
commitment to organisational 
learning at board level (supported 
by the Maturity Matrix), and 
complemented by learning at 
frontline clinical level, and an 
enquiring approach adopted 
within both.

Ideally, an ‘organisational 
readiness and engagement’ 
session for senior leaders would 
be offered, followed by Maturity 
Matrix, and then work to make 
this a meaningful reality at the 
frontline.

Across a health/social care 
system:

The MMSF could be updated 
to incorporate learning from 
examples beyond acute care.
The prize of a ‘common language 
of safety’ with consistency and 
simplicity is worth fighting for. 
The provider and receiver of 
communication must have agreed 
to communicate in the same 
language. This will lead to the 
common language being more 
easily adopted and maintained
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Table 4: Thinking differently about safety – from assurance to inquiry and from ‘lagging’ to ‘leading’ 

indicators (RIB knowledge capture)

Learning Statement Evidence Implications
LS11
At system and organisation level, 
regulators using an inquiring 
approach based on the MMSF 
leads to mature conversations 
about safety, with the potential 
for genuinely helpful learning and 
insight.

Healthcare Improvement 
Scotland has started to test the 
use of the MMSF to inform some 
of its conversations with NHS 
boards about the quality and 
safety of care. As suggested in 
the published short guide to using 
the MMSF, rather than seeking 
compliance with externally 
mandated measures, some 
questions/prompts (based on 
the MMSF) have been used to 
inform sensitive enquiry as part 
of external quality assurance 
activity and interactions about 
hospital mortality data. While still 
at a relatively early stage, this 
appears to be a fruitful line for 
ongoing work.

Improvement Academy’s 
experience of trying to engage 
boards from the bottom up was 
not successful. It may be that 
the MMSF needs an ‘interpreter’ 
and board members have little 
time to engage in something that 
requires persistence. Or it may 
be that becoming more inquiring 
about safety uncomfortable for 
boards who are not ready for this.

Based on the experience of 
HIS as a regulator, an inquiring 
approach to assurance could be 
developed and tested by CQC or 
other regulators/inspectors.

This does have the potential to 
be a system game-changer for 
conversations about safety. The 
MMSF provides one such method 
for setting out an approach to 
measurement and monitoring; 
there are others.
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Learning statement Evidence Implications
LS12
The Maturity Matrix can support 
boards and safety leads to 
understand and develop their 
organisational approach to 
measurement and monitoring for 
safety.

A large acute Trust in Yorkshire 
tested the Maturity Matrix as 
part of being more inquiring 
about safety. There is currently 
no evidence this experience led 
to any direct action, however, 
the opportunity to discuss the 
range of answers the team 
gave was described as ‘helpful’ 
(Improvement Academy).

The Maturity Matrix tool provided 
a good opportunity for Safer 
Leadership participants to 
consider how their own setting 
was using the concepts in the 
MMSF. This stimulated useful 
discussion between senior 
managers and executive and 
board representatives as to the 
impact across the whole system. 
Critical to realising the value from 
this conversation is ensuring that 
the “right people” are engaged in 
the room. (Haelo)

The Maturity Matrix has been 
used by boards to begin to 
understand their current mind-sets 
around safety, in order to help 
them move from assurance to 
inquiry. (AQuA)

The Maturity Matrix has been 
used by care home monitoring 
teams to understand their internal 
priorities and is currently being 
developed with Lancashire County 
Council and Jane Carthey, to 
develop a version closely aligned 
with CQC inspections which could 
be used by care home teams to 
help them make improvements.

The Maturity Matrix is a valuable 
tool to support boards to (i) 
adopt a mature and inquiring 
approach to safety and (ii) to 
help them prepare for assurance 
conversations with inspectors and 
regulators.

Further adapting the Maturity 
Matrix for increased usability, 
across a wider range of 
organisations, is likely to be a 
good investment.
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Learning Statement Evidence Implications
LS13
The MMSF can be used to 
develop new organisational 
strategic approaches to safety 
and risk.

A safety team at a mental health 
trust in Yorkshire describe how 
learning about the MMSF has 
pushed them to think differently, 
focusing on the ‘presence of 
safety’ rather than the ‘absence of 
harm’. This new way of thinking 
has been written into the Trust’s 
risk and safety strategy. Through 
using the MMSF within a strategic 
document, there has been a pull 
towards using it when faced with 
difficult problems.

The MMSF can inform and 
improve strategic approaches 
and policies for managing patient 
safety.

The MMSF should be considered 
when creating or amending 
approaches and policies for 
monitoring and improving patient 
safety.

LS14
At frontline level, using the MMSF 
enables the team to identify 
‘gaps’, enabling them to become 
more inquiring and proactive in 
their approach to safety in their 
context.

“There was a shift in, mind-set 
from, oh another incident, to, 
well what could we have done 
differently?”

Several teams found the 
MMSF helped the ‘voiceless’ 
find a way to contribute to 
safety conversations and take 
responsibility for safety in a new 
way.

Thinking differently about safety 
has benefits at all levels of an 
organisation or system. Multi-
level approaches are required in 
an organisation in order to get 
the most benefit from using the 
MMSF.
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Table 5: Doing things differently for safety (RIB knowledge capture)

Learning Statement Evidence Implications
LS15
Teams need to develop 
confidence in doing things 
differently, by having some 
practical tools that they can start 
to use.

The Improvement Academy has 
found that useful tools for getting 
people started on approaching 
safety differently include, culture 
surveys, safety huddles, human 
factors training, and tools for 
investigating ‘no harm’ incidents.

Frontline teams who previously 
considered they had a good 
grasp on safety, report that using 
the MMSF enabled them to 
take action in areas where they 
didn’t believe they could make 
improvements, such as violence 
and aggression in mental health 
settings, and falls in acute 
settings.

Changes initiated by one mental 
health Trust included, changes 
to investigating incidents, 
implementing safety huddles, and 
providing human factors training.

Thinking differently about safety 
must be linked to ‘doing things 
differently’ if safety is to improve. 
Hence practical ways to get 
started are important.

Concrete examples and 
case studies describing what 
people have achieved by doing 
things differently, supports 
organisational investment (of time 
and energy) into this approach 
and is an essential part of the 
MMSF.

LS16
There is evidence of 
organisations using different 
measures for demonstrating 
safety improvement (e.g. SPC to 
understand past harm and predict 
future incidents, systematic 
collection of useful data) but 
no evidence, yet, of stopping 
measures that are not valuable.

All organisations embarking 
on this programme initially 
expressed ambition to identify 
which safety measures were 
not useful – and to stop using 
resources to collect that data. 
However, there are currently 
no examples of sites getting to 
the point where they decide to 
decommission collection of any 
safety measures.

One conclusion of the Safer 
Salford programme is recognition 
of the need to build greater 
capacity within organisations 
to use improvement data tools. 
(Haelo)

Stopping measures is hard. 
This would benefit from further 
research and improvement work 
on understanding and tackling 
the barriers to identifying and 
stopping ineffective measures, 
including considerations of 
analytical capability (Bardsley, 
2016).

Stopping collection of certain 
safety measures would need 
to be driven by the regulatory 
agencies. It is too exposing and 
risky for organisations to do this 
without explicit ‘permission’.
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2.4 Learning Summary with 
Commentary

Key Learning:

How can the MMSF be used, and with which 
type of organisation?

• The MMSF does seem to be of genuine 

relevance in a range of healthcare delivery 

settings. (LS1)

• People with different roles in an 

organisation engage differently with the 

MMSF. Specifically, executive boards 

are likely to be engaged by theory, and 

operational managers and frontline staff are 

likely to be engaged by concrete examples 

of using the MMSF in practice. (LS5)

• Frontline teams can be coached to use and 

embed the MMSF, and learning indicates 

that it sustains better if there is both (i) 

leadership attention and (ii) in-house 

improvement support. (LS8)

• At system and organisation level, regulators 

using an inquiring approach based on 

the MMSF leads to mature conversations 

about safety with the potential for genuinely 

helpful learning and insight. (LS11)

• The Maturity Matrix can support boards 

and safety leads to understand and 

develop their organisational approach to 

measurement and monitoring for safety. 

(LS12)

• The MMSF can be used to develop new 

organisational strategic approaches to 

safety and risk. (LS13)

• At frontline level, using the MMSF enables 

the team to identify ‘gaps’, enabling them to 

become more inquiring and

proactive in their approach to safety in their 

context. (LS14)

• As well as thinking differently about safety, 

teams need to develop confidence in doing 

things differently, by having some practical 

tools that they can start to use. (LS15)

Commentary

The RIBs are encouraged by the applicability 

of the MMSF in diverse settings and at 

different levels in the system. There is clearly 

value to be obtained from using the MMSF 

to ‘think differently about safety’ at frontline 

level (focussed on ‘gaps’ in safety) as well as 

at organisational level (focussed on taking an 

inquiring approach to assuring safety). The use 

of the MMSF needs to be tailored to the specific 

context and audience, and benefits from a 

coaching approach. Both the Health Foundation 

and the RIBs have developed resources that 

can help at frontline and organisational levels.

Key Learning:

Uptake and Challenge

• People still find it difficult to answer the 

question, ‘How safe is your care?’ (LS1)

• Universities responsible for the education 

of undergraduate healthcare professionals 

are interested in the MMSF and how it 

structures thinking, but will often have 

concerns about how understandable it is for 

inexperienced students. (LS4)

• Making the MMSF ‘manageable’ is 

important. This involves adapting the 

language of the MMSF, being flexible
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in how audiences engage with it, and 

allowing time to question and test 

understanding. (LS7)

• The ambition to establish a common 

language of safety ‘from board to ward’ 

and across the health/social care system 

is recognised as important, despite being 

challenging to deliver in practice. (LS10)

• There is evidence of organisations using 

appropriate charts for demonstrating safety 

improvement (SPC, run charts) but no 

evidence, yet, of identifying measures to 

stop collecting. (LS16)

Commentary

Supporting uptake of the MMSF in test sites, 

both phases 1 and 2, has always required 

a significant amount of effort in facilitation, 

coaching and ‘translation’. As part of this work 

it has been discovered that the MMSF surfaces 

leaders in safety. Given time and patience to 

engage and question, it gives people a tool 

to think flexibly and practically about safety. 

These people can not only lead their team in 

applying the MMSF, but also be an advocate 

for the MMSF and coach others outside their 

own context. For these individuals, the MMSF 

fundamentally changes how they think about 

safety, and investing in those people makes an 

approach based on the MMSF sustainable for 

an organisation or health system.

There are two key ambitions that have not yet 

been realised through the RIB work. Firstly, 

none of the organisations worked with have 

been able to stop collecting ineffective safety 

measures, as had originally been hoped. It is

recognised that stopping measures is hard, 

partly because of the fear of ‘letting go’ of 

measures, and suggest that further research 

on understanding the barriers to identifying 

and stopping ineffective measures will be 

necessary for further progress to be made. 

This position may not improve until the MMSF 

is an embedded part of the way the NHS does 

safety (just as NEWS is now embedded as a 

way to identify deteriorating patients, and SBAR 

for structured conversations). It is possible 

that system regulators have a key role to play 

in providing legitimacy for decommissioning 

measures of safety that prove not to be useful.

Secondly, progress on developing the MMSF 

as a common language of safety from board 

to ward, and across the health/care system 

has been more limited than planned. The 

desire for a common language to support 

common understanding of safety should not be 

underestimated. Very often it is that desire for 

simplicity, clear goalposts and clarity of purpose 

that provides the hook that sparks interest. 

Learning suggests that there are significant 

challenges in attempting to realise the potential 

of the MMSF to transcend boundaries as a 

flexible and common language of safety across 

the system. The impetus for this may need to 

come from a regulatory body such as CQC.

The programme been relatively successful 

at testing the MMSF ‘within levels’, whilst 

recognising that it has proved difficult to realise 

or demonstrate the benefits of a common 

approach ‘between’ levels. Therein lays 

perhaps the real potential, which depends
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on the willingness of multiple well-meaning 

individuals to commit to a common approach. 

It could conceivably be that the merits of this 

particular MMSF are of secondary importance 

to all agreeing to use ‘the same’ MMSF. This 

will need to be supported and championed at 

a higher level than the RIBs have influence 

over (Department of Health, Care Quality 

Commission, professional and other regulatory 

bodies).

Key Learning:

How the MMSF can be spread

• With the right ‘hook’ the MMSF can 

be offered to organisations that are 

recognising the need to demonstrate and 

improve safe care. (LS2)

• Some people are attracted to using the 

MMSF to explore a safety problem that they 

don’t know how to fix, or where previous 

improvement efforts have stalled. (LS3)

• The MMSF surfaces leaders in safety. It 

gives the right people a tool to think flexibly 

and practically about safety. Sometimes 

these leaders are able to act as advocates 

for uptake of the MMSF beyond their own 

context. (LS6)

• Events or webinars framed around 

particular topics have more appeal than 

the MMSF in its entirety. Webinars can be 

an appropriate forum to share new thinking 

about how to use the MMSF, but these are 

relatively resource intensive, and need 

ongoing structure and facilitation. (LS9)

Commentary

The RIBs have had the opportunity to think 

through how use of the MMSF can be 

effectively spread and sustained, and what 

conditions and resources need to be in place. 

Much of this learning is related to the previous 

sections about how the MMSF is used, what 

impacts on uptake and the nature of the 

challenges faced.

Firstly, it is recognised that the MMSF does 

not always need a formal programme for 

spread. There is, however, a continued need 

for a ‘go-to’ place for knowledge, support 

and encouragement, for people who have 

been motivated to explore the MMSF in their 

own particular context. These light-touch 

resources, such as are contained in the www.

howsafeisourcare website need to include case 

studies describing a range of contexts, practical 

ways to get started, practical toolkits and ways 

to connect with individuals with first-hand 

experience.

Organisational readiness at executive level 

is important for sustaining the MMSF use at 

team level, and so there are implications for 

the order of strategic deployment of the MMSF. 

The Maturity Matrix is a key resource for 

organisations to establish their own baseline. 

Facilitation for the Matrix is required but may 

be a worthwhile investment at organisational 

level. The instructions provided with the Matrix 

are easy to understand and written in order 

to enable facilitation to come from within the 

organisation. In many instances organisations 

may wish to have an external facilitator for 

impartiality.
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Events and webinars have been useful 

throughout the programme but would need 

resourcing if they were to continue, and it would 

be recommended to continue theming them, 

rather than focusing on the MMSF as a whole.

System regulators have a key role in spreading 

use of the MMSF. There is an opportunity for 

the regulators to drive conversations about 

safety that builds an inquiry approach to 

assurance, and inviting organisations to explore 

the use of the MMSF further. Learning suggests 

that if regulators started using the MMSF to 

drive inspections then organisations are likely 

to welcome this, and begin using the MMSF to 

themselves respond. This would start to enable 

a streamlined approach from regulators and 

providers, which would be desirable and may 

be something the Health Foundation will want to 

investigate more thoroughly.

Key Learning:

From ivory tower to practical application

Commentary

The MMSF originated as a conceptual model 

and the aim of the Health Foundation work 

with RIBs was to develop it also as a practical 

approach by testing the model in practice. The 

academics subsequent commentary paper on 

this (Chatburn et al, 2018) is critical of RIBs for 

(mostly) not being faithful to the holistic nature 

of the model, and the authors are not fully 

supportive of the efforts of the RIBs to ‘translate’ 

the MMSF for different audiences. Learning 

in this phase of work suggests that, for some 

individuals and teams, learning from practical 

example to concept is more natural and

meaningful than starting with conceptual 

understanding. The tools and resources have 

evolved to support this and include practical 

ways to get started.

Key Learning:

Confidence and Transparency Versus 
Defined Metrics

Commentary

When the programme commenced, all RIBs 

talked about defining measures for safety. As 

the programme has progressed, conversations 

have focused on transparency in safety, 

confidence in discussions around safety and a 

more holistic view of safety.

The MMSF and the Maturity Matrix give people 

a safe space to discuss their concerns about 

safety. It enables people to discuss things that 

would normally be discouraged, and allows 

people who traditionally have no voice in our 

safety systems to be heard. This in turn allows 

a more holistic view, as the wider voice of a 

system can be recognised and considered.

It is important to understand that we can have 

really good knowledge about our systems and 

safety and yet remain unsafe. Understanding 

what is normal for a system does not make 

it ‘right’ or ‘safe’, but it does help the team 

working in the system to understand the issues 

they are facing. Surfacing these issues can 

enable conversations, which should then lead 

to action. This is the start of the journey that can 

lead to safer care.
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3. RIBS PERSONAL CAPABILITY

Participation in the MMSF Phase 2 programme 

has provided Haelo the opportunity to develop 

individual and organisational knowledge and 

understanding of how we think and look at 

safety. For example, we have held a series 

of “Feature of the Week” training sessions 

within team meetings focusing on the domains 

of the MMSF and learning from the Phase 2 

programme, embedding knowledge beyond 

the project team involved in this work, building 

organisational capability.

The knowledge developed has come both from 

our own testing and evaluation of the MMSF in 

action, as part of the Safer Salford initiative, and 

also through sharing learning from our partner 

RIBs, participants in events and webinars 

and using this to inform design and delivery 

of programmes. This has been reflected in 

the delivery of programmes outside Phase 

2, for example, the Making Safety Visible 2.0 

collaborative for senior and executive teams 

from the newly formed Northern Care Alliance, 

and influencing how we work with Boards, 

for example, considering an organisational 

development programme with the North West 

Ambulance Service.

Throughout the time on the MMSF programme 

AQuA has continued to develop their thinking 

about safety measurement and monitoring. 

They have learned from the other RIBs 

and from participants in programmes. They 

have also engaged with thought leaders on 

various elements of safety and have built this 

new thinking and knowledge in to all safety 

programme offers. The MMSF is either explicitly 

or implicitly referenced in all of the safety 

portfolios programmes.

The MMSF has helped to engage with care 

settings they have historically found difficult 

to engage with and AQuA do not believe that 

they would have such a well developed care 

homes offer without the focus on the MMSF. 

AQuA has contributed many ideas and tools to 

the wider pool of knowledge and have utilised 

those examples provided by RIB colleagues. An 

extremely strong network has been developed 

within the RIBs and AQuA believes that they will 

continue to utilise this network even now the 

programme is drawing to a close.

Advancing Quality Alliance
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Involvement in Phase 2 of the MMSF 

programme has enabled individuals from 

a wider range of Healthcare Improvement 

Scotland’s teams/functions to develop how they 

think about safety and quality of care. This has 

also provided an opportunity to actively explore, 

and test out, how this different way of thinking 

about safety can inform the work it carries 

out as a national organisation. It has also 

enriched some conversations about safety with 

colleagues from NHS Boards/frontline teams.

To illustrate, colleagues from the organisation’s 

improvement support function are working 

alongside a colleague involved in Phase 2 of 

MMSF, to provide a tailored and integrated 

package of support to one Scottish NHS board 

that has asked for advice on its approach to 

understanding and improving safety. In addition, 

colleagues from Healthcare Improvement 

Scotland’s quality assurance directorate are 

drawing on the MMSF to inform Scotland-level 

work on adverse events, and also sensitive 

enquiry as part of external reviews.

Participation in the MMSF Phase 2 programme 

has allowed the Improvement Academy to 

expand their learning about how organisations 

can use the MMSF to think differently about 

safety, through engagement with a wide range 

of teams from different Trusts. We are now 

confident that the MMSF resonates with middle 

managers and frontline team and we will 

continue to promote MMSF as a way of thinking 

about safety.

In terms of personal reflections on the 

programme, individuals close to the work feel 

they have gained a new approach to patient 

safety which will stay with them. Using the 

MMSF over an extended period of time has 

enabled teams to use it as a conceptual map, 

which clarifies thinking.

As safety is complex and multifaceted, the use 

of the MMSF to think about safety provides 

guidance and structure, which supports us to 

take a holistic approach. We have developed a 

strong and mutually beneficial network with all 

the RIBs, and hope to maintain this and draw 

on each other’s strengths in the future.
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4. KEY PERFORMANCE INDICATORS
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5. FINAL TOOLKITS AND 
RESOURCES

5.1 Maturity Matrix

The Maturity Matrix can be used at a number of different levels within an organisation or system. 

It enables individuals to rate their own opinion of the current maturity, and then engage in a 

conversation about group themes and/or variation

5.2 Interactive Guide

The interactive guide pulls together all of the learning from Phase 1 of the MMSF programme. It is 

designed to allow readers to pick how they want to engage with the MMSF and includes practical 

tips, films and case studies.

5.3 Website:
 
www.howsafeisourcare.com

The website provides a central repository for 

all MMSF related content including the Maturity 

Matrix and interactive guide, as well as blogs

and WebEx recordings. 

This section lists the toolkits and resources developed through this programme by the RIBs, in 

collaboration with technical provider WDID. These resources have embedded knowledge. When 

used together with a spread strategy, they can support organisation leaders, system leaders and 

frontline clinical leaders to improve safety measurement and monitoring for both assurance and 

improvement purposes.
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6. SPREAD STRATEGY AND 
SUSTAINABILITY PLAN

The four RIBs implemented a combined spread 

strategy during Phase 2 of the programme, 

including a spread plan for supporting Phase 2 

sites and delivering national events. These have 

been detailed in the Final Report, delivered to 

the Health Foundation in January 2018.

This section now develops the spread strategy 

and sustainability plan for the next phase of, 

mainly unfunded, work. This builds on the 

learning and key messages in Sections 2 and 3, 

and the tools and resources in Section 5.

6.1 Key principles

1. Ensure that the MMSF and the capability 

to support is available for the system to 

pull on.

2. Use the embedded capability within the 

four RIBs.

3. Ensure MMSF resources are usable with 

light-touch support.

4. Ensure resources, including key contacts, 

are accessible.

5. Share experiences through written case 

studies, conference presentations and in 

journals.

6. Where possible, align with intrinsic 

motivation.

7. Where possible, align with drivers in the 

system (e.g. CQC)

6.2 Spread Strategy and 
Sustainability Plan

Collaborative strategy

• Maintain the www.howsafeisourcare.com 

website with resources, case studies, and 

contacts for a further 2 years (minimum).

• Develop further case studies based on 

Phase 2 testing to include in the website 

to show variety of settings and the level of 

organisations which have benefitted from 

using the MMSF.

• Develop the usability of the Maturity Matrix 

tool for use with Boards.

• Further promote the use of the Maturity 

Matrix through our links with the Patient 

Safety Collaboratives (England) and HIS 

(Scotland).

Additional Plans Specific to RIBs

AQuA

• Continuing to build improvement 

programmes and coaching offers around 

the principles of the MMSF and use 

learning and knowledge within these 

programmes.

• Develop the Maturity Matrix for use within 

care home settings as well as acute 

organisations.

• Link knowledge of the MMSF to knowledge 

around specific safety or mortality
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• In the meantime:

• Healthcare Improvement Scotland 

is facilitating a session for one NHS 

board’s Clinical Governance Committee 

(May 2018), at which the MMSF will 

be used as a basis to explore how 

this NHS board can further develop 

its approach to understanding and 

improving safety.

• A session is also being arranged with 

Healthcare Improvement Scotland’s 

iHub, at which the UK-wide learning 

report will be used as a basis to 

consider how the MMSF can add value 

to nationally-led quality improvement 

activity.

• Healthcare Improvement Scotland will 

further test how the MMSF can inform 

sensitive enquiry about quality/safety 

as part of its external quality assurance 

work.

Improvement Academy

• Seek opportunities to use the Maturity 

Matrix with the boards and management 

teams that seek our help in improving 

safety

• Continue to promote the use of the MMSF 

as an inquiry approach to safety assurance, 

through the Patient Safety Collaborative in 

Yorkshire and Humber

• Continue to collaborate with RIB partners 

(as part of UKIA partnership) in supporting 

use of MMSF.

programmes, in order to weave a deeper 

understanding of safety for members.

Haelo

• Further support to the design and delivery 

of Safer Salford. Core focus for this 

upcoming year will be to develop a forum 

to share and highlight system-level safety 

concerns, using information from a wide 

pool of resources (such as SJRs, the Safer 

Intelligence dashboard, themes and trends 

from serious incident reviews, datix reports, 

feedback from patients and staff, maturity 

matrix). This forum will surface, discuss 

and consider learning from this information. 

Haelo will facilitate delivery of improvement 

initiatives identified and developed during 

earlier phases of the programme: care 

homes and handover

• Continue to participate in conversations 

with RIB partners (as part of UKIA 

partnership) regarding the use and 

development of the MMSF

• Use MMSF and learning to develop new 

programmes of activity with partners within 

Salford, Greater Manchester and across 

the UK

Healthcare Improvement Scotland

• Healthcare Improvement Scotland is 

reconvening its Phase 2 programme Board 

for a meeting to consider the final UK-wide 

learning report. This will inform proposals, 

to be taken to Healthcare Improvement 

Scotland’s Executive Team, about further 

work to be carried out in Scotland.



32

7. RECOMMENDATIONS TO THE 
HEALTH FOUNDATION

In addition to the ealier spread and 

sustainability plan, the RIBs have identified 

specific recommendations to the Health 

Foundation where there is considerable 

potential for system-wide impact.

Recommendation 1: Following through on the 

potential for revision of safety measures

healthcare providers report that there would be 

benefit from reducing the measures they are 

mandated to use by external organisations. 

At the outset of the MMSF programme, it was 

envisaged that this programme could facilitate 

such a reduction, but this has not materialised.

As this remains an ambition at system level, 

we recommend that the Health Foundation 

considers supporting further work focusing 

specifically on achieving a more judicious 

balance of locally determined vs externally 

mandated measures.

This would, for example, enable the health 

service’s analytical resources to focus on 

measures that are identified locally as being 

of most value in understanding and improving 

quality and safety (an issue highlighted in The 

Health Foundation’s report ‘Understanding 

analytical capability in healthcare’.

To achieve this, it might be helpful for the 

Health Foundation to make explicit connections 

between this programme and its other 

programmes of work related to measurement.

Recommendation 2: Following through on the 

potential for regulators

The Health Foundation may wish to consider 

supporting system regulators to explore the 

potential of using the MMSF more explicitly 

in their assurance work with frontline service 

provider organisations. This would build on the 

work undertaken by HIS in their regulatory role 

with Hospital Boards in Scotland, but could 

be applied more widely, for example in CQC 

inspections with care homes, or the role of 

professional regulators such as GMC or NMC.

Further testing of this approach by system 

regulators would be beneficial. Specifically, 

rather than seeking compliance with centrally-

mandated measures, national agencies should 

ask organisations: 

‘Please describe how you measure and monitor 

the quality of patient care? Tell us how data/

intelligence about quality and safety are drawn 

together throughout your organisation, and 

used to help understand and improve the 

quality of care?’ 

This could encourage a shift in organisations 

from ‘assurance to inquiry’ – and try and tackle 

the often reported frustration with externally 

imposed measures.
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APPENDIX 1: Areas of work led by each partner as indicated by the 
proposal

AQuA

• Expanding range of providers testing the MMSF (Provider level) – Introduce and support the 

MMSF application within other areas of care.

• Align improvement and leadership programmes (regional level) – Develop a core model/

approach to incorporate the MMSF into broader improvement support offer provided to a 

range of providers.

Haelo

• Whole health economy implementation (regional level) – Testing how the MMSF can be 

used in one health economy with a particular focus on GP’s and primary care to inform their 

strategic approach to safety.

• Building capability amongst leaders (regional level) – Develop capability amongst senior 

leaders across the health and social care system, in order to be able to articulate and lead 

their organisations in adopting the MMSF.

Healthcare Improvement Scotland

• Working directly with Boards (Provider level) – Work with the QI for Board Members 

programme at HIS to develop content for Board members that shares what the MMSF might 

offer them.

• Integrate into national policy (national level) – Integrate the MMSF into relevant national 

programmes (for example, Scottish Patient Safety Programme, national adverse events 

reporting) and policy.

UK Improvement Alliance

• Building a national ‘Safety Measuring and Monitoring Movement’ (national level) – Running a 

series of communications and community building activities to build profile and awareness of 

the MMSF and its application.

APPENDICES
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Yorkshire and Humber Improvement Academy

• Provider workshops (Provider level) – Use the learning from Phase 1 to design and deliver a 

series of workshops for frontline leaders and risk managers in provider organisations.

• Including in education curricula (regional level) – Engage universities in adopting the MMSF 

as a theory model in their curricula for safety.

APPENDIX 2: Aims, Objectives, Outputs: extract from Health Foundation 
award ref 7713

Aims

Programme Aims: The aims of the second phase of the Safety measurement and monitoring 

programme are for the organisations to collectively:

1. Develop a strategy to build on the insights and progress of the phase one programme.

2. Lead the detailed design and development of any products, tools or resources, working with 

Wdid as appropriate.

3. Using the resources and learning from phase one to support others within the regions and 

beyond to benefit from the Safety measurement and monitoring MMSF.

4. Continue to generate insight into the implications of the MMSF and what works where in its 

application.

Objectives

Objective 1
Increase the uptake of the Safety Measurement and Monitoring Framework 

across health care teams within the UK end 2017

Objective 2 Further the learning as to how the MMSF can be most effectively used

Objective 3
Further the learning as to how the MMSF can best be spread to support 

uptake both before and after the end of 2017
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Key Outputs

1. Develop a set of practical resources with practical guidance, building on those developed in 

Phase 1, to support teams and organisations to apply the MMSF in practice.

2. Produce a spread strategy to support the application of the MMSF to phase 2 sites, as well as 

to disseminate the value of the MMSF to a wider (national) audience.

3. Capture insights on an ongoing basis on:

• The application of the MMSF to new settings.

• How good ideas can successfully spread.

• How regional improvement bodies can successfully lead large-scale improvement work.

4. Produce a sustainability plan to maintain the momentum generated in the Phase 2 sites, and 

amongst national bodies as part of the ‘movement’.

5. Deliver a set of local, regional and national activities (including workshops and events) that 

demonstrate value and impact.
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