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1. Introduction 
	1.1 Background
	Quality improvement is a critical priority in the modern healthcare setting, as effective, safe and personalised healthcare services depend not just on clinical expertise, as well, but on organisational systems that function well. Healthcare providers and health organisations are operating in an extremely complex environment, where insufficient staffing, financial challenges, rapidly ageing populations and increased demand for healthcare services, combined with ineffective quality management processes, can lead to compromised patient safety. Therefore, ongoing quality improvement is now considered an essential part of healthcare management, not just an optional part of overall management (World Health Organisation (WHO), 2021; NHS England, 2022).                                                 
	The National Health Service (NHS) usually measures quality based on three related areas: patient safety, clinical efficiency, and user experience. These principles are reflected in the NHS Patient Safety Strategy, the regulatory framework of the Care Quality Commission (CQC) and National Institute for Health and Care Excellence (NICE) quality standards, which all focus on learning from mistakes, preventing unnecessary harm, and promoting ongoing organisational development (NHS England, 2022; CQC, 2023; NICE, 2023). Nevertheless, achieving these standards continues to be a challenge when organisational culture, leadership and governance are unable to sustain safe practices.
	There are some failures in the NHS that highlight these issues more significantly than the events that occurred at the Mid Staffordshire NHS Foundation Trust from 2005 to 2009. Throughout this timeframe, patients were exposed to inadequate standards of care, which included deficiencies in basic healthcare provision, staff deficiencies, poor management and weak organisational governance. The public inquiry that followed, headed by Robert Francis QC, determined that the organisation’s focus on financial performance and its position as a Foundation Trust had overwhelmed its most important responsibility: to deliver safe and ethical care (Francis, 2013). Even though these incidents happened more than ten years ago, they still influence today's NHS quality improvement and patient safety policies.
	The present report draws on the Component 1 Presentation, taking a critical examination of the root causes behind the failures at Mid Staffordshire, using widely recognised quality improvement approaches. Instead of regarding the incident as the consequence of distinct errors, the report examines how multiple organisational weaknesses interacted, resulting in a systemic failure (the swiss cheese model). This approach reflects contemporary views on patient safety, which acknowledge that negative events usually arise from failings in multiple interconnected organisational processes, not just from individual failures (Reason, 2000; NHS England, 2022).


	1.2 Rationale for the Report
	While the Francis Inquiry brought significant national reforms, many of the basic challenges discovered at Mid Staffordshire still impact healthcare organisations around the world. Ongoing staff deficits, increased pressures on service provision, staff exhaustion and fluctuations in organisational culture, remain significant challenges to healthcare quality (WHO, 2021; The King’s Fund, 2024). This indicates that the Mid Staffordshire case, should not be regarded as a single historical event. On the contrary, it provides valuable insights on leadership, governance, responsibility and quality assurance in complex healthcare settings.
	A rigorous analysis of this situation also highlights the importance of using structured quality improvement approaches to understand why such failures can occur and how similar events can be avoided. Frameworks such as Donabedian’s Structure-Process-Outcome model, the Fishbone diagram and the 5 ‘Whys’ method provide a basis for a thorough investigation of the underlying causes, which goes further than simple explanations (Nash et al., 2019). In addition, analytical tools such as PESTLE help to identify larger organisational and environmental factors that may impact service delivery (CIPD, 2025). Combined, these tools allow healthcare organisations to develop evidence-based improvements, thereby avoiding a solely reactive strategy.
	1.3 Aim of the Report
	This report aims to critically examine the quality challenges experienced at Mid Staffordshire NHS Foundation Trust and to examine approaches to improve health and social care services informed by existing research. The report uses recognised approaches in quality improvement and management in order to identify the reasons for the organisational failure, before providing practical recommendations for the service improvement.
	1.4 Report Structure
	The report starts by implementing the Donabedian model to explore how organisational structures, clinical practices, and patient experiences contributed to the quality deficiencies at Mid Staffordshire NHS Foundation Trust (Donabedian, 1988; Ayanian and Markel, 2016). The study then applies the Fishbone diagram and the ‘5 Whys’ technique to identify the factors underlying these failures, whilst a PESTLE analysis evaluates the larger political, economic, social, technological, legal and environmental forces influencing service quality (Ishikawa, 1986; MindTools, 2024).
	Based on these results, recommendations are proposed, supported by the Plan–Do–Check–Act (PDCA) cycle, to illustrate how improvements can be successfully implemented, monitored and maintained (Taylor et al., 2014). Kurt Lewin’s three-stage model of change is later applied to demonstrate how organisational change can be implemented, while simultaneously addressing staff opposition (Burnes, 2020). Lastly, a comparison of current standards developed by NHS England, NICE and CQC provides an insight on how similar quality issues have been managed previously, offering practical guidance to improve patient safety, governance and service quality in the long term (NHS England, 2022; NICE, 2023; CQC, 2023).
2. Root Cause Analysis of the Mid Staffordshire Failures

	This section critically examines the factor that led to the quality deficiencies identified at Mid Staffordshire NHS Foundation Trust, by applying established frameworks in quality management and service improvement. The Donabedian framework, the Fishbone diagram and the ‘5 Whys’ method were selected as they offer additional perspectives when analysing organisational structures, care practices and the underlying factors of the adverse consequences, instead of focusing exclusively on individual errors (Donabedian, 1988; Reason, 2000).
	 A PESTLE analysis is also performed to determine how political, economic, social, technological, legal and environmental factors influenced the service delivery (MindTools, 2024). The discussion is informed by a comparative analysis with existing NHS, NICE and CQC standards, to highlight examples of good practice and identify areas for improvement. Combined, these approaches will provide a strong evidence base to inform practical recommendations designed to strengthen patient safety, leadership and the long-term quality of healthcare provision (NHS England, 2022; NICE, 2023; CQC, 2023).
	2.1 Donabedian Model 
	The Donabedian framework was selected because it offers a structured method to evaluate healthcare quality by analysing the relationship between organisational processes, structure and results (Donabedian, 1988). Although it was designed many decades ago, the model continues to be frequently used in healthcare quality evaluations because it motivates organisations to consider more than just clinical results, encouraging them to analyse the systems that impact patient care (Ayanian and Markel, 2016).
	The application of this model to Mid Staffordshire demonstrates that shortcomings existed in all three aspects. Regarding structure, the Trust struggled with a sustained shortage of healthcare staff, inefficient management, inadequate clinical supervision and weakness in governance mechanisms, which created conditions that made it difficult to deliver safe care (Francis, 2013). These deficiencies affected the processes, causing delays in assessing patients, ineffective communication between healthcare teams, inadequate monitoring and a culture that often disregarded patients’ preferences. Given this, it is understandable that the outcomes included unnecessary harm to patients, higher mortality rates, a negative patient experiences and a significant decline in public trust in the organisation (Francis, 2013; CQC, 2023).                                                                                                                                                   
	The model clearly illustrates that negative outcomes for patients usually do not occur independently. These are typically the result of multiple interconnected organisational shortcomings. Even so, one limitation is that Donabedian describes where quality problems appear, but offers fewer insights into why they appear or how organisations should respond to them. Therefore, the model is more effective when used in combination with analytical tools to identify causes, such as the Fishbone diagram and the ‘5 Whys’ method (Ayanian and Markel, 2016).
Table 1 – Donabedian Model Applied to Mid Staffordshire Trust
	         Structure                 ➜                      Process                     ➜                Outcomes

	• Staff shortages
• Weak leadership
• Poor governance
• Limited training
	   
	• Delayed assessments
• Poor communication
• Inadequate monitoring
• Ignored patient concerns
	
	• Higher mortality
• Poor patient experience
• Loss of public trust
• Regulatory intervention




	2.2 Fishbone Diagram 
	The Fishbone Diagram, pioneered by Ishikawa, was selected because it facilitates the determination of the various interconnected causes of a certain issue, instead of just attributing failures to a single incident or individual (Ishikawa, 1986). This approach based on systematic analysis is highly relevant to the Mid Staffordshire example, where the inadequate quality of care emerged from organisational shortcomings that had developed over years, instead of isolated clinical errors (Francis, 2013; Reason, 2000).
	Applying this framework indicates that the poor management was a significant factor leading to this situation, as senior managers focused on financial targets and Foundation Trust status, while neglecting patient safety and healthcare quality (Francis, 2013; Berwick, 2013). As regards staff, severe staff shortages, low morale and inappropriate professional training undermined staff's ability to deliver compassionate and safe care (West et al., 2017; CQC, 2023). Shortcomings in communication have contributed to complaints from patients, family members and frontline staff being disregarded, while poor governance has undermined organisational accountability and learning (Francis, 2013; NHS England, 2022). Pressure on resources and increased demand for services have intensified these problems even more. 
	Although the Fishbone diagram alone will not identify the root cause, it demonstrates how management, staff and governance have interacted to increase the risks, leading to conditions in which serious events have become harder to prevent (Ayanian and Markel, 2016; The King’s Fund, 2024). [image: ]
              Fishbone Diagram (self-created image generated with Gemini photo generator)                
Table 2 –  Fishbone Diagram: Root Causes of Mid Staffordshire 

	Category
	Root Causes Identified

	Leadership
	• Weak clinical leadership
• Financial targets prioritised over patient safety
• Poor strategic decision-making

	Healthcare Staff
	• Nurse shortages
• Low staff morale
• Inadequate training and supervision

	Communication
	• Poor multidisciplinary communication
• Patient complaints ignored
• Limited staff engagement

	Governance
	• Weak clinical governance
• Poor performance monitoring
• Failure to respond to warning signs

	Resources
	• Insufficient staffing levels
• Limited equipment availability
• High workload pressures

	Organisational Culture
	• Target-driven culture
• Lack of openness and transparency
• Fear of raising concerns



Sources: Ishikawa (1986), Francis (2013), Berwick (2013) and NHS England (2022) 
                                                                   
	2.3 Five Whys Analysis
	The "5 Whys" method is used to examine the root causes behind quality failures, by asking ‘why’ each problem happened, until the deeper organisational challenges are revealed. Instead of focusing on immediate clinical failures, this approach assists in highlighting weaknesses in organisational systems (Ohno, 1988; Zonsius and Milner, 2021).
	In the Mid Staffordshire situation, the lack of proper patient care happened because healthcare workers were unable to respond to patients’ needs. This was mainly due to insufficient staffing levels. Staffing shortages continued because financial performance was considered more important compared to investing in the workforce. This focus reflected weaknesses in leadership and governance, where obtaining “Foundation Trust” status seemed more important than maintaining appropriate standards of care (Francis, 2013). Lastly, the repeated questions indicate an organisational culture which failed to position patients at the heart of the decision-making process.
	Although the "5 Whys" method is a relatively basic tool, its effectiveness consists in encouraging organisations to explore beyond individual errors and identify systemic issues, which enable poor quality care to occur (NHS England, 2022, Serrat, 2017).
Image 1 – Five Whys Analysis 
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	2.4 PESTLE Analysis
	The PESTLE analysis explains how factors outside the Trust have influenced the decision-making process internally. Politically, the struggle to achieve Foundation Trust status has created pressure to accomplish financial targets, frequently compromising the standards of care (Francis, 2013). Financial pressures have led to reductions in costs and resulted in inappropriate decisions regarding staff. From a social perspective, patients and family members expected compassion in care, but complaints were often addressed as occasional events, rather than as warnings (Francis, 2013). Technological deficiencies also had a significant impact, as fragmented information and inappropriate use of safety data compromised management's capability to recognise the decline in standards promptly (Abbas and Miller, 2025). From a legal perspective, the Trust has failed to meet its obligations to provide safe care, appropriate staffing levels and effective governance, standards reflected in CQC Regulations 12, 17 and 18 (CQC, 2025a; 2025b; 2025c). In terms of the environment, overstaffing, high workload and inadequate conditions undermined best practices. 	The PESTLE analysis demonstrates that, whilst it does not indicate a clear connection between these factors and the crisis, it shows that the issue was not limited to a department level. Instead, it was shaped by wider political, regulatory and financial factors.

Table 3 – PESTLE Analysis of Mid Staffordshire NHS Foundation Trust 

	Factor
	Influence on service quality

	Political
	Pressure to obtain Foundation Trust status encouraged the organisation to prioritise financial performance and national targets, sometimes ahead of patient safety and care quality (Francis, 2013; NHS England, 2023).

	Economic
	Cost-reduction measures and limited investment in the workforce contributed to low staffing levels, heavier workloads and reduced capacity to provide safe care (Francis, 2013; The King's Fund, 2024).

	Social
	Patients and relatives expected safe, dignified and compassionate treatment, yet their complaints and experiences were often ignored or treated as isolated cases rather than evidence of wider failure (Francis, 2013; CQC, 2023).

	Technological
	Weak use of clinical information, incident-reporting systems and performance data made it harder for leaders to identify patterns of harm and respond to deteriorating care standards (Francis, 2013; NHS England, 2022).

	Legal
	Failures in safe care, staffing and governance conflicted with regulatory expectations reflected in Regulation 12 on safe care, Regulation 17 on good governance and Regulation 18 on staffing (CQC, 2025a; CQC, 2025b; CQC, 2025c).

	Environmental
	Overcrowded wards, high workloads and inapropriate care conditions increased pressure on staff and made it more difficult to maintain cleanliness, dignity and consistent patient monitoring (Francis, 2013; CQC, 2023).



	2.5 Benchmarking
	Benchmarking uses recognised standards to evaluate organisational performance in order to determine shortcomings in quality and guide service improvements (NHS England, 2023). Regarding the Mid Staffordshire case, the recent standards set by the NHS and the CQC reinforce the findings of Francis’s investigation, without replacing them. Current guiding principles demand an appropriate level of staffing, efficient governance, person-centred care and a positive safety environment (Francis, 2013; NHS England, 2023; CQC, 2025a; 2025b). In addition, NICE advocates that workforce capacity planning should be determined by patients’ needs, rather than financial pressures (NICE, 2014). This comparison transforms general concerns regarding quality to measurable indicators, such as staffing levels, complaint response rates, incident reporting and scores regarding 
patient experience (NHS England, 2023; CQC, 2025b). However, comparisons should be used with caution. Organisations may achieve performance targets, while safety issues remain unaddressed, and benchmarks may be influenced by variations in data quality, cases complexity and service pressures at a local level (The King’s Fund, 2024; NHS England, 2022). Thus, the comparative analysis should combine quantitative indicators and patient feedback, staff experiences, and the conclusions of external audits.

Table 4 – Comparing the Mid Staffordshire with Existing Quality Standards (Before - After)
	Quality area
	Mid Staffordshire failure
	Relevant benchmark
	Suggested indicator
	Benchmark After Changes

	Safe staffing
	Insufficient nursing staff and excessive workloads (The King's Fund, 2024; CQC, 2023)
	NICE Safe Staffing Guideline (NICE, 2014); CQC Regulation 18 (CQC, 2025c)
	Report on the relationship between staff and patients, the skills framework, vacant positions and their recruitment rates.
	NICE Safe Staffing Guideline (NICE, 2014); CQC Regulation 18 (CQC, 2025c)

	Patient safety
	Avoidable harm, delayed treatment and poor clinical care (CQC, 2023; NHS England, 2023)
	CQC Regulation 12 (CQC, 2025a); NHS Patient Safety Strategy (NHS England, 2023)
	Falls, medication errors, wounds and incidents that have caused harm to patients.
	CQC Regulation 12 (CQC, 2025a); NHS Patient Safety Strategy (NHS England, 2023)

	Governance
	Weak leadership, poor oversight and failure to respond to risks (The King's Fund, 2024; NHS England, 2022)
	CQC Regulation 17 (CQC, 2025b); NHS England Quality Governance Framework (NHS England, 2022)
	Clinical audits, incident reporting, developing action plans and discussing them with the Management Board.
	CQC Regulation 17 (CQC, 2025b); NHS England Quality Governance Framework (NHS England, 2022)

	
Patient experience
	Complaints and concerns were not effectively addressed (CQC, 2023; NHS England, 2021)
	CQC Regulation 9 (CQC, 2025d); NHS England Patient Experience Framework (NHS England, 2021)
	Complaint response times, Friends and Family Test results, patient satisfaction and experience surveys.

	CQC Regulation 9 (CQC, 2025d); NHS England Patient Experience Framework (NHS England, 2021)

	Safety culture
	Staff were reluctant to raise concerns and organisational learning was limited (NHS England, 2023; The King's Fund, 2024)
	NHS Patient Safety Strategy (NHS England, 2023); Freedom to Speak Up guidance (NHS England, 2022)
	Staff Survey results, Freedom to Speak Up data and incident-learning reviews.
	NHS Patient Safety Strategy (NHS England, 2023); Freedom to Speak Up guidance (NHS England, 2022)

	Leadership
	Financial priorities outweighed patient-centred care (The King's Fund, 2024; CQC, 2023)
	CQC Well-led Framework (CQC, 2023); The King's Fund (2017)
	Management audits, staff engagement ratings, governance assessments and improvement plans.
	CQC Well-led Framework (CQC, 2023); The King's Fund (2017)




	2.6 Critical Analysis
	Together, the Donabedian, Fishbone, “Five Whys” and PESTLE analyses suggest that the issue is more a systemic weakness than a problem caused by a few individuals acting irresponsibly. Staff shortages were important, but these were associated with financial priorities, poor governance and a culture that encouraged the failure to address inadequate care (Francis, 2013; The King's Fund, 2024; NHS England, 2023). This is an important consideration. An increase in staff numbers without a change in leadership behaviour, procedures for addressing concerns and responsibility may improve the overall capacity, but the same problems may repeat themselves (West et al., 2022; NHS England, 2023).
	Each approach has its advantages and limitations. The Donabedian approach is useful in organising the evidence, but provides little guidance on how the change should be implemented (Ayanian and Markel, 2016; Taylor et al., 2023). The Fishbone and “Five Whys” methods are useful for revealing complex relationships, but may be influenced by the assumptions of the person carrying out the analysis (Serrat, 2017; Card, 2019). The PESTLE framework provides a more comprehensive perspective, even though it can become purely descriptive when factors are solely enumerated. Benchmarking provides additional standards and comparison elements, but the objectives may create a false level of confidence (Serat, 2017; The King's Fund, 2024; NHS England, 2023). A more solid evaluation results from combining different tools and verifying the results using patient experience data, staff details, incident patterns, and an independent evaluation (NHS England, 2019; CQC, 2025).
Image 2 – Interpretation of the Root Cause Analysis
[image: ]     


                                                                               



















3. Recommendations

	 The recommendations outlined below are designed as an integrated program to improve services, not as a set of separate measures. In order to support sustainable change, the recommended implementation strategies integrates recognised quality improvement methodologies, such as the Plan-Do-Study-Act (PDSA) cycle, the Plan-Do-Check-Act (PDCA) cycle, and the Lean and Six Sigma methodologies.
	3.1 Strengthen Leadership and Clinical Governance
	The findings suggest that organisational priorities have concentrated heavily on financial performance, while paying considerably less attention to patient safety than was required (Francis, 2013; NHS England, 2023). To prevent similar shortcomings, future improvements must strengthen clinical leadership and governance, to ensure that high-quality care remains embedded in every decision. As West et al. (2022) suggest, visible leadership supports early identification of issues before they progress. Leadership training needs to focus more on empathetic and inclusive management, while promoting psychological safety. When staff feel properly supported, they are more likely to report incidents, offer suggestions for improvement and participate in the organisational learning process, than to remain silent because they fear personal blame (NHS England, 2022).
	The PDSA (Plan-Do-Study-Act) cycle offers a practical approach to introducing these changes. Leadership initiatives should be first tested in selected clinical departments before implementing them on a larger scale, an approach recommended by Taylor et al. (2014) and recommended by NHS England (2022). Staff feedback, governance audits and data on patient experience should be analysed before extending the program across the entire organisation, which allows for changes to be adjusted, supporting ongoing organisational learning at the same time (Health Foundation, 2021; CQC, 2023; NHS England, 2023).
	3.2 Improving Workforce Management and Staff Training
	Staff shortages played a significant role in compromising care standards at Mid Staffordshire. However, a simple increase in staff levels will not prevent similar failures, if staffing decisions remain focused on financial objectives, without proper consideration to patient needs. Workforce planning needs to be based, however, on clinical complexity, patient demand and the patient’s condition, using widely recognised NHS workforce planning tools (NICE, 2014; NHS England, 2023). While ensuring appropriate staffing levels, additional investment is required in areas such as professional development, mentoring, and professional collaboration. These measures will improve clinical expertise, increase staff trust and support staff retention, which will reduce the probability of burnout and high staff turnovers (The King’s Fund, 2024).
	The PDCA (Plan-Do-Check-Act) framework provides a useful approach in monitoring workforce development results over time. Key performance measures for staffing, patient experiences, and staff well-being should be monitored regularly, which allows staff planning to be adjusted where necessary, without remaining rigid when service demand changes (Taylor et al., 2014; NHS England, 2023). Staffing planning should not be approached as a matter that can be addressed solely and then ignored. Regular monitoring allows organisations to continually adapt their workforce plans, in line with patient demand, service pressures and staff capacity, thereby helping to provide safe and effective service delivery (The King’s Fund, 2024; CQC, 2023).
	3.3 Strengthen Patient Safety and Organisational Learning
	“Fishbone” and “Five Whys” approaches highlighted areas for improvement in communication, incident reporting and organisational learning. Sustainable improvement requires a stronger culture of patient safety, where problems are early identified, addressed openly and then used to encourage ongoing learning, without placing blame on individuals (NHS England, 2022; CQC, 2023; The King’s Fund, 2024). Reporting systems should be easy to use, sustained by timely feedback and interdisciplinary learning sessions, which will encourage reflection on negative events, but also on incidents that were prevented from developing further (NHS England, 2022).
	Lean Methodology can facilitate these improvements by revealing avoidable delays, repeated work and inefficient clinical procedures that can increase patient harm (Radnor et al., 2012; NHS England, 2023). By mapping patient experiences, healthcare teams can reduce activities with less value, while improving communication when patients are admitted, between shifts and when planning their discharge. The objective is not necessarily to accelerate services. Any process design should, above all, improve patient safety, trust and the overall healthcare experience (Institute for Healthcare Improvement, 2023; NHS England, 2023).
	3.4 Improving Quality by Continuous Monitoring
	This research revealed significant disparities in the quality of healthcare across departments, exposing gaps in performance monitoring and clinical governance (Francis, 2013). A practical approach to reduce this variation is by using the Six Sigma method, which applies the DMAIC framework – Define, Measure, Analyse, Improve and Control, in order to identify repeated quality issues, apply evidence-based improvements and monitor if these changes remain effective over time (Antony et al., 2019). NHS England (2023) also highlights the importance of continuous monitoring to support service improvement.
	Clinical quality dashboards should regularly monitor medication errors, patient incidents, infections, response times to complaints, staff fluctuations and patient experiences. By analysing these indicators regularly, clinical staff and managers can identify risks as they arise before patient safety is compromised (CQC, 2025). According to the Institute for Healthcare Improvement (2023), ongoing measurement also allows the distinction between sustainable improvements and short-term results.
	Quality improvement, though, depends on a wide range of interventions. Leadership, workforce management, governance, organisational culture and measuring performance impact each other, as discussed by West et al. (2022) and The King’s Fund (2017). Sustainable improvement will only be realised if these areas are addressed together and maintained using the ongoing implementation of PDSA, PDCA, Lean and Six Sigma methodologies (NHS England, 2023; CQC, 2025).

4. Conclusion

	This report has critically examined the quality failures at Mid Staffordshire NHS Foundation Trust, and has demonstrated that these have resulted from interacting weaknesses in management, governance, staff processes, organisational culture and quality measurement, and not from occasional clinical errors. Applying the Donabedian model, “Fishbone” analysis, “Five Whys” method, PESTLE analysis and benchmarking, provided a deeper understanding of the direct causes of inadequate care, but also of the wider organisational circumstances that contributed to these failures. Overall, the findings showed that improvements in patient safety depend on an approach that addresses the healthcare system overall, with an emphasis extending beyond individual performance (Francis, 2013; NHS England, 2023).
	The recommendations were developed based on the root cause analysis and suggested practical measures to improve leadership, workforce planning, patient safety, and ongoing performance monitoring. Integrating recognised quality improvement methodologies, such as PDSA, PDCA, Lean and Six Sigma, illustrates how evidence-based interventions can be introduced, assessed and improved over time. Instead of implementing stand-alone initiatives, these approaches promote continuous learning, shared responsibility, and regular evaluation of clinical performance (Taylor et al., 2014; The King’s Fund, 2024).
	While the Mid Staffordshire case remains one of the most notable failures in patient safety in NHS history, its lessons remain influential in the contemporary efforts to improve the healthcare system. Organisations that encourage transparent leadership, support staff in expressing their concerns and use quality metrics proactively, are more likely to identify risks before they impact patient care (West et al., 2022; CQC, 2025). Ultimately, maintaining a safe, effective and patient-centred healthcare system requires a sustained organisational commitment, strong clinical governance and a mindset in which quality improvement is an integrated part of daily practice, and not just a reaction to organisational failures.
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