
Measurement and 
Monitoring of Safety 
Framework: from reactive 

to proactive safety at Ashworth 
Hospital 

Background 
 
Ashworth Hospital at Mersey Care 
NHS Foundation Trust provides 
mental health care for patients 
requiring a high-security environment. 

 
Some patients are located at Ashworth on a short 
term basis, whilst others remain for much longer 
periods. The patient case types, high secure 
environment, and prolonged length of stay provides 
challenges for patients often resulting in incidents 
of violence and aggression (V&A) against staff and 
other patients, accounting for a large amount of 
incidents.  

A team at the Trust applied the Measuring and 
Monitoring of Safety Framework at ward level, 
where V&A was highlighted as a particular hotspot. 
The aim was to see how the framework could help 
staff better understand the contributory factors 
that lead to episodes of V&A, from a broader 
perspective, in order to predict episodes of V&A 
before they occur and deescalate situations to 
make patients and staff safer. 

 

Learning outcomes 

using the framework 

The team began by mapping existing measures 
onto the framework’s domains, which allowed them 
to first look at which measures already worked and 
what needed improving. The team were then able 
to use the framework to approach the single 
recurrent safety issue of V&A, whilst through the 
mapped measures to understand the system wide 
contributory factors that lead to these incidents 
occurring, as well as the incidents impact on 
patients and staff. 

 
This led to a better understanding and use of the 
data to begin tackling V&A; “we started off with 
a fair idea of what we wanted to do, to start on 
V&A. The framework helped us to know how we 
needed to focus on anticipation and preparedness, 
we began looking at the what days and times our 
highest level`s of incidents occurred”. 
Understanding why these incidents occurred at 
particular times and looking at how many staff were 
required to deal with aggressive “incidents, 
provided a picture of how reliable the current system 
was. 
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Improvements & outcomes 
 
After applying the framework, the team quickly 
began to see what improvements were needed by 
integrating their learning to bring about the change 
necessary to reduce V&A. “We needed an 
assessment process for predicting V&A 
quickly.....having data available for staff to see 
what’s going on was also important”. 

 

The team began researching solutions – “the 
framework created opportunities to research 
further; we had to look at what was out there 
and if it had any solid guidance attached to it”. 
Three solutions for improvement were established; 
the Dynamic Assessment for Situational Aggression 
tool (DASA), a comfort room for patients, and data 
dashboard for staff. “As soon as we established our 
goals, we had to look at how we would implement 
it. First we began to relate it to the framework, does 
it have any solid guidance attached to it, such as 
from the National Institute for Clinical Excellence? 
Then it was about finding how our staff and 
patients from ward level felt about it and then we 
put it all together”. 

Using the DASA tool led to an overall reduction 
in V&A, with only minor exceptions. Staff have 
been able to predict the likeliness of aggression 
occurring and have quickly de-escalated 
the situation. The comfort room has added 
additional support in preventing aggression 
escalating, by providing a less ‘high security’ 
feeling experienced with current rooms, which will 
give a relaxed environment for patients to talk to 
staff about issues. 

Culture changes 
 
The project team saw a cultural shift in the way safety 
conversations changed at both frontline 
and board level. A team member explained; “we 
previously talked about and acted on safety very 
reactively, but the framework allowed us to think 
more proactively, particularly with anticipation and 
preparedness”. This notable shift in cultural change 
provided structure to safety conversations, such as 
during clinical decision making, which normally was 
made on opinion. 

 
Other cultural changes among frontline staff  included 
giving a more clear picture of safety; “It gave us 
the opportunity of knowing what safety is and how 
it could be addressed in their environment, it gave 
us an understanding of what safety means”. Another 
frontline staff said that the framework “helped us to 
understand the detail of safety and then to have those 
conversations”.  

 

 

Example measurement 
sources mapped around 
the Measurement and 
Monitoring of Safety 
Framework 
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Capability building 
 
From a capability point of view, the framework has 
helped staff to identify knowledge and skills gaps, 
such as QI, data analysis, teaching and project 
management skills. This allowed the team to build 
capability, with themselves and frontline staff; “we 
have had to learn new skills, such as how to look at 
data and teach about the framework at ward level”. 

Key learning for other organisations 
 
We conclude this case study by providing the three 
key messages the project team would pass onto 
other organisations that are considering 
introduction the framework; 

 
• Create champions on each ward who know the 

framework well and can guide staff on how to 
apply it to practice. 

 
• Build a good project team with staff having 

the right motivation and right experiences; 
“because that will help with the process of 
using the framework and bringing about any 
improvements”. 

 
• “Get the foundations right before moving ahead.... 

you need a good understanding of the framework 
first, the rest will follow”. 
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For more information please visit http://www.howsafeisourcare.com 
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