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...skilled non-medical accident 
investigator was called 
in...catalogued over 40 
weaknesses in the hospital 
system that led to the fatal 
error.

An independent inquiry into the incident concluded that the 

death of Wayne Jowett, who was on remission from leukaemia, 

was caused by a "complex amalgam of human, organisational, 

technical and social interactions







(Learning from) Safety Reviews
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http://aws-cdn.internationalforum.bmj.com/pdfs/M11_Feeley_Leitch_Swensen_Dalton.pdf
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What exactly is M&M?

Team Based Reviews – patient/ staff/ service

NOT just M or M  - SAFETY IS NOT BINARY

Opportunity to work as a team

- understand complexity in care

- address weakness

- learn from strengths

- Improvement

- train/ teach/ share

- provide our communities with the best possible care



“Tell me and I forget,

teach me and I may remember, 

involve me and I learn.”

Benjamin Franklin



Designing Safety

Want to make culture healthy? Make your 
strategy nutritious and tasty



SMMP National Survey

Significant variation in practice 
across Scotland

88.1%
M&M or similar peer 
review meeting

>50% Learning - Infrequent/ Rare/ Never

? Output 



System/ IT/ 
Logistics

Shared 
Learning

Knowledge/ 
Training

Designing effective 
systems to support peer 
review or M&M meetings

Human Factors
Quality 

Improvement

Providing necessary skill sets
to improve quality and output of 
safety reviews in Scotland

Learning for 
Improvement

SMMP
Improving Quality of Team Based Safety Review 

Processes



SMMP Workshop

Guidance/ Tools/ 
Framework



Undergraduate 
Professional 
Practice Block   

A new generation of NHS 
Scotland workforce

- Safety reviews
- Human Factors/ Ergonomics
- Non-Technical Skills
- QI



Mortality/ Morbidity Duty of Candour

Reportable death?

M&M Review Panel
(Structured Assessment)

No issues identified. Enter 
data into IT system for 

trend analysis

Meets criteria for 
referral to PF

Significant concerns/ 
Adverse Event

Meets criteria for 
referral to M&M 

Meeting

Present and Discuss at M&M Meeting or 
similar Learning Forum

Document outcome/ recommendations/ 
learning points

Assign responsibility for actions
Manage recommendations
Ensure Learning is shared

Monitor trends
Audit process

Yes No

Further review and 
appropriate action 

(Adverse Event 
Framework)

Report/Document  (IT-system)

Share outcome with 
patient/ family

Death Certificate

V3.0_M Kumar

Learning 
from Good 
Care

Report to PF





Poor Design 

Poor Engagement

Poor Outcome

 Responsive

 User friendly

 ‘Memory’

 Links to simulation/ training

 Supports Learning & Improvement



Core Dataset

• What went well (Why, How)

• What did not go well (Why, How)

• What can we learn

• What is our action plan

• How are we going to share this learning



Systems- Based Framework for Safety Review
(M&M) Analysis 

Seek multiple perspectives

Consider Work Conditions

Analyse Interactions and Work Flow

Understand Why Decisions Make Sense at the Time

Learning Value of Case
HF/E
Safety 2
QI
Just Culture
Psychological Safety



Team reflection
Shared Learning
Training – Closing the loop
Innovate
Governance 
DoC





Generating QI



“You can’t change the culture”

M&M Meetings – ‘Toxic’

How do we close the loop on learning?

> 30% hospital staff don’t feel safe raising a concern
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Integrated Incident Reporting System with 
Team based safety review meetings



“The new M&M Process can be non-judgemental, fair and a 
genuine learning and improvement process” (Trainee)

“…. positive effect on trainees/ trainers..”.  (Trainer)

“We feel that the overt linkage between (IT system) and the QI 
(M&M) meetings is a particular strength" - Scottish Deanery 

... .We have had some fantastic learning opportunities so 
here's hoping the process can go from strength to strength. 
- Senior Charge Nurse

“....(M&M) process has allowed trainees/ staff to confidently 
raise concerns ...feel reassured that they will be addressed in a 

learning environment.” – Deanery feedback based on 
interviewing trainees/ staff



Sustain
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Ownership
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Health and Social Care
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