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Introduction 
This research will investigate the case study of former doctor Manish Shah, exploring a primary care problem involving sexual exploitation in intimate examinations, poor patient safety and lack of organisational protections (Mathers, 2023; BBC, 2023; Dignity 4 Patients, 2023). The GPs staff consistently voiced their concerns with Shah conducting unwarranted intimate examinations, and they observed the lack of a chaperone, yet this persisted over five years (BBC, 2022). One of the key quality concerns identified by Corbett-Nolan (2026) is that sexual misconduct is a governance issue, not only the misconduct of an individual clinician, but a failure of clinical governance, safeguarding, incident learning and organisational culture in general practice systems. Corbett-Nolan (2026) points out the requirement to prevent, detect and escalate such abuse, it is imperative it is done at the earliest opportunity possible. Shah has been sentenced to five life sentences for carrying out 115 sexual abuses on 28 female patients aged between (15-34) over a period of five years (Mathers, 2023). Shah used his position of trust, did not use chaperones and fabricated medical documents. This case, however, is not just about one doctor’s criminal conduct, but about a collapse of governance that extended all the way to the top (Harrison et al., 2021, pp. 85-108; BBC, 2023; Dignity 4 Patients, 2023; George et al., 2025, pp. 1273-1279).This distinction is vital because public health protection depends on organisations adopting processes that allow for safe practices, detect dangerous behaviours and reduce psychological issues for workers and patients (Ito et al., 2021, pp.467-489). 
Sexual misconduct in healthcare like this case has potential to impede treatment, harm the reputation of other medical professionals, and exacerbate mental health problems, hence, making it far more consequential to public health (Mulvihill, 2022). This is particularly crucial because it significantly extends the time it takes for a patient to get screenings and treatments, directly exacerbates health inequities, and critically makes healthcare avoidance apparent due to widespread lack of trust (Mulvihill, 2022). The central point raised in this report is about improving care, and that focusing on only a specific clinician is clearly not sufficient, particularly as this level of systemic oversight fundamentally enabled the misconduct to continue (Harrison et al., 2021, pp. 85-108; GMC, 2024). This assignment will apply the Donabedian model to evaluate governance quality (Yang et al., 2025). Consequently, this report will prioritise a methodical analysis of root causes to identify the critical variables leading to negative outcomes (Deshpande, Sinclair and Baldwin, 2023, pp. 153-156). Furthermore, this assignment will also include the fishbone diagram and the 5 Whys, to aid in the arrangement of pertinent components and the identification of causal connections (Card, 2017, pp. 671-677; Kumah et al., 2024, pp. 85-87). The major quality issue identified in this research is poor management of intimate examinations in primary care, including issues of chaperone availability, incident reporting, risk assessment and whistleblower culture (Mitra et al., 2022, p. 38954; GMC, 2024). 
This will be reinforced by using SWOT analysis which will aid strategic planning as execution requires knowledge of causes and the organisation’s capabilities, limits and capacity for change (O’Brien et al., 2023). The recommendation in this assignment will provide a mix of models starting with a blend of Plan-Do-Study-Act (PDSA) with Lewin’s model to bring about cultural change (Reed and Card, 2016, pp. 147-152; Harrison et al., 2021, pp. 85-108). Moreover, the evaluation through (PDSA) cycles, which are preferable to Plan-Do-Check-Act (PDCA) and Six Sigma for the problem being complex and relational, will be discussed (Reed and Card, 2016, pp. 147-152; Niñerola, Sánchez-Rebull and Hernández-Lara, 2020, pp. 438-445).  Similarly, Lewin’s cultural transformation based on unfreeze-change-refreeze paradigm will be mentioned, which entails breaking normalised silence; however, whilst Kotter’s paradigm offers a useful standard for coalition development, it will not be adopted fully in this assignment (Harrison et al., 2021, pp. 85-108; Phillips and Klein, 2023).  Finally benchmarking will also be used to measure performance against external criteria and evidence, since claims of improvement are weak unless the organisation can show progress towards accepted standards of safe treatment (Williams and Best, 2022, p. 747; GMC, 2024).  
The Donabedian approach
The Donabedian model follows the impact of the organisational contexts on Primary care practices and patient safety; it is a good framework that defines quality through “structure,” “process", and "outcome" (Donabedian, 2005, pp. 691-729; Tossaint-Schoenmakers et al.,2021; Ntais and Talias, 2026). From a structural standpoint, to facilitate safe intimate examination, health care staff must be properly trained, they must offer the patients chaperones and put that staff members in place, there must be incident management systems in place, visible safeguarding leadership and practice (Moayed et al, 2022; GMC, 2024). In terms of process, doctors must be transparent to patients, about what happens during the examination, get their consent, offer a chaperone, act in a professional manner, keep honest records, and deal with patients who feel uncomfortable or refuse treatment appropriately (GMC, 2024). In terms of outcome, the desired results include, patient safety, maintained dignity, trust, staff confidence in voicing concerns, and prevention of harm or abuse (Donabedian, 2005, pp. 691-729; Seo and Lee, 2024; Tshabalala, Yazbek and Maree, 2025, pp. 1-10).
A possible limitation of the Donabedian is that its potentially misleading linearity minimises the power dynamics, fear and professional hierarchy that matter in cases of sexual abuse and suppression of concerns (Ito et al., 2021, pp. 467-489; Moayed et al., 2022). Therefore, Donabedian model should lead the analysis, but it needs to be enhanced with root cause analysis to fully address the reason behind silence and bad leadership (Harrison et al., 2021; Delpino, Lees-Deutsch and Solanki, 2023). 
Root cause analysis
Root cause analysis (RCA) is the next most appropriate approach, since it requires elucidating the reasons behind a failure and outlining the necessary service response, rather than just detailing the issues encountered (Deshpande, Sinclair and Baldwin, 2023, pp.153-156; Kumah et al., 2024, pp. 228-231). Root cause analysis explores elements spanning personnel, tasks, technology, environment, communication, management, and policy, making it more fitting than one-dimensional thinking for a safeguarding failure of this complexity (Williams and Best, 2022; Kumah, 2024, pp. 228-231). 
The fishbone diagram 
The fishbone diagram proves beneficial by graphically illustrating several interconnected causes, so circumventing oversimplified assertions such as “a single poor doctor” or “staff should have alerted sooner” (Kumah, 2024, pp. 85-87).  A fishbone analysis in this context would likely uncover factors such as insufficient chaperone systems, normalised professional deference, inadequate note auditing, erratic safeguarding oversight, absence of feedback after concerns, and fragmented accountability in practice leadership and governance roles (Bovis et al., 2018, pp. 117-120; Mathers, 2023; BBC, 2023; Dignity 4 Patients, 2023; GMC, 2024). These data reflect the fishbone Diagram below. [image: A diagram of a fish bone
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The 5 Whys
Complementing the Fishbone Diagram is the 5 Whys which is is analytically beneficial in transforming the narrative from a moral lesson into a challenge for implementable service enhancement (Card, 2017, pp. 671–677; Willmington et al., 2022). Nonetheless, it is inadequate unless validated by extensive information derived from employee input, comparison assessments, and policy standards (Card, 2017, pp. 671–677; Willmington et al., 2022). For example, why were patients subjected to inappropriate intimate examinations? Boundaries were overstepped without an effective protective process. Why was that process ineffective? Chaperone offers; documentation and scrutiny were inconsistent. Why were they inconsistent? 
The organisation did not integrate them into a trackable and verifiable systems. Why was it not implemented?  The governance saw chaperoning as a matter of discretion, not as an essential safety need, and there was an absence of professional staff curiosity and escalation. Why did the governance permit this stance? They permitted this since reporting, benchmarking and leadership learning were too inadequate to expose the danger early enough (Modgil et al., 2016, pp. 268–269; Sharma, Walsh and Rajagopalan, 2016, pp. 58-60; Bovis et al., 2018; GMC, 2024). By delving deeper into the reasons behind each failure, the 5 Whys tool helps to uncover the actionable causes rather than just describing them, which could prove to be useful, as unethical behaviour can quite easily mask failures in escalation, auditing and leadership response (Kumah, 2024, pp. 85-87). 
The SWOT & PESTLE Analysis 
This assignment also promotes the use of SWOT analysis for strategic planning, as the probable strengths of an NHS-like entity encompass formal regulation, professional oversight, and digital-audit-capabilities, whereas the weaknesses consist of insufficient documentation, disjointed reporting, and reliance on staff readiness to confront hierarchy (NHS England, 2019; Tsang et al., 2022, pp. 1106-1119; Mobasher, 2022, pp. 284-291; Ntais and Talias, 2026). The primary opportunities available include electronic prompts, audit-feedback, freedom to speak up arrangements, leadership oversight and cross team learning (Bovis et al., 2018, pp. 117-120; INWO, no date; Mobasher, 2022, pp. 284-291). Threats include a blame culture, reputational defensiveness, staff resistance and the well-documented tendency for incident systems to become compliance exercises rather than learning mechanisms (Bovis et al., 2018, pp. 117-120; INWO, no date; Mobasher, 2022, pp. 284-291). For this reason, the PESTEL framework is not suitable for evaluating the governance failure in the Manish Shah case, as it emphasises external macro-environmental factors such as political and demographical shifts, whereas the problem relates to internal leadership oversights and organisational weaknesses therefore it is better examined through the SWOT analysis (Tobias, Miller and Bermudez, 2020; Vivek, 2022, pp. 55-76).
Chaperone protocols
The primary recommendations include a required safety protocol for intimate examinations which should include explanation of the process: consent, availability of a chaperone, acceptance or refusal, documentation of the chaperone’s identity, and a short post-examination confirmation that the patient has urgent concerns (Mitra et al., 2022, p. 38954). This approach directly addresses the deficiencies of the Donabedian process by translating ethical ideas into a reproducible procedure, rather than depending on subjective memory or bias (Donabedian, 2005, pp. 691-729; Reed, Davey and Woodcock, 2016, pp.199-202).

Audit and Benchmarking 
Secondly, the auditing and benchmarking process should review monthly intimate-examination data, focusing on chaperone provision rates; chaperone acceptance/rejection, and documented reasoning; missing documentation; possible clinician-level conclusions requiring investigation (Willmington et al., 2022; GMC, 2024). It is essential to carry out with an organisation that can assess its performance and compare it against set objectives over time (Willmington et al., 2022). Hence, benchmarking is a way of assessing systems, detecting performance deficiencies, and using it to improve the treatment by imitating the most effective organisations (García-Lorenzo et al, 2024). The table below summarises suggestions based on the shortcomings mentioned in the Shah case.
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Incident reporting and escalation
The third recommendation is to improve incident learning and safeguarding escalation by creating a specific reporting category relating to issues of intimate examinations, professional boundaries and non-compliance with the chaperone policy meetings (Deshpande, Sinclair and Baldwin, 2023, pp. 153-156.). Furthermore, as this study suggests incidents will be reviewed by a designated-governance-lead staff and discussed in quarterly themed RCA meetings. This is imperative as generic reporting obscures patterns, but thematic reviews sharpen detection of rare, high-risk events (Bovis et al., 2018, pp. 117-120; Kumah et al., 2024, pp. 228-231).

Freedom to speak up
The fourth recommendation is to allow the implementation of projects that promote freedom of expression and a fair culture initiative. This effort is supposed to include staff meetings, discreet communication channels, rapid feedback mechanisms, anti-retaliation communications, and management training on constructive problem discussions (Delpino, Lees-Deutsch, and Solanki, 2023). The credibility of safety reporting depends more on employees’ perception that their reports will be recognised, managed, and without consequences than the implementation of policies (Kane et al., 2023, pp. 3406-3413; Seo and Lee, 2024, pp. 2035-2043). 

Patient empowerment and consent
Recommendation 5 suggests implementing patient-oriented safety precautions such as making the availability of: appointment details, booklets, a notice boards that clarify the nature of examinations, the right to have a chaperone, the ability to terminate the checkup at any time , and guidelines on how to raise concerns (Greenfield, 2023, p. 2118; GMC, 2024). Autonomy of the patient buffers against the possibility of humiliation, or power imbalance during consultations, therefore making it more vital to allow patients to make their own choices (Tshabalala, Yazbek and Maree, 2025, pp. 1-10).

PDSA vs. PDCA
The most suitable framework for this assignment is the PDSA, which serves as the implementation technique for these recommendations, given that it allows small-scale testing, fast learning, and iterative adaptation in real clinical settings (Reed and Card, 2016, pp. 147-152; Bradley et al., 2024, pp. 642-648). PDSA, instead of PDCA, is preferable because its “study” phase promotes learning from local variation and relational complexity, whereas PDCA’s “check” phase promotes rigid compliance auditing that cannot capture the complex human safeguarding failures (Reed and Card, 2016, pp. 147-152; Pal et al., 2025, pp. 171-171).

PDSA vs. Six Sigma 
The Shah case addresses cultural and safeguarding matters, which is why PDSA is more suitable here instead of addressing critical defects, making the statistical approaches of Six Sigma unsuitable for the relational and judgement-based factors (Niñerola, Sanchez-Rebull and Hernandez-Lara, 2020, pp. 438-445; Ogrinc et al., 2021, p. 1010; Pal et al., 2025, pp. 171-171). That said, this does not imply Six Sigma is devoid of merit; its resource demands and statistical orientation are simply less proportionate than PDSA for an initiative that must derive insights from behaviour, trust, and context alongside measurable outcomes (Reed, Davey and Woodcock, 2016, pp. 199-202; Niñerola, Sanchez-Rebull and Hernandez-Lara, 2020, pp. 438-445; Ogrinc et al., 2021, p. 1010; Pal et al., 2025, pp. 171-171).

Implementing Change through PDSA Cycles
When it comes to PDSA, during the Plan phase the service should set quantifiable objectives such as 95-100% documented chaperone offer within six months, defining roles, training personnel and preparing data collecting templates ahead of launch (Reed, Davey and Woodcock, 2016, pp. 199-202; Abuzied et al., 2023, pp. 70-72). During the Do phase, the bundle needs to be piloted in a single clinic or team for a duration of four to six weeks, with quantitative data gathered promptly and succinct qualitative feedback obtained from both personnel and patients (Ward et al., 2022, p.1246; Bradley et al., 2024, pp. 642-648). In the Study phase, the team must meticulously analyse compliance rates, data voids, employee trust, patient approval, and any unexpected effects, as complete comprehension involves more than just verifying form submissions (Reed and Card, 2016, pp. 147-152; Knudsen et al., 2019, p. 683). In the Act phase, the collection of data must be refined and gradually shared, with every cycle enhancing the next rather than being seen as an isolated pilot (Moon, Hogden and Eljiz, 2022; Endalamaw et al., 2024, p.487).

The Lewin’s change model
For the cultural transformation the Lewin’s change model is appropriate, as it starts by unfreezing ingrained assumptions, thereafter, altering practices through observable interventions, and finally refreezing safer norms into routine operations (Harrison et al., 2021, pp. 85-108). Managers should make it obvious that intimate-examination safety is a high-risk governance priority during the unfreezing stage, this means having honest discussions about where the organisation is at, identifying the benchmark gaps without defensiveness and sharing case learning in a manner that connects with personnel at a human level, and frame change as safeguarding matter rather than seeing it as an administrative burden (Phillips and Klein, 2023, pp. 189-197; GMC, 2024). By the delivery stage, the organisation may systematically carry out audits, reporting route, staff training and patient data during the stage of change to guarantee that structural and procedural changes complement and reinforce each other’s existence (Williams and Best, 2022, p. 747; Ward et al., 2022, p. 1246). The new practices need to be reinforced throughout the refreezing period via induction, evaluation, supervision, audit dashboards and ongoing monitoring of speaking-up feedback since change without support tends to revert to the old way of doing things (Harrison et al., 2021, pp. 85-108; Phillips and Klein, 2023, pp. 189-197).

Lewin's Model with Kotter's insights
Regarding cultural transformation the Lewin Change Model provides a more appropriate than Kotter's 8-Step Change Model in this context, and the reason is straightforward since organisation requires a definitive framework for cultural reset that can be comprehended and implemented uniformly across a particular high-risk route (Harrison et al., 2021, pp. 85-108). Nevertheless, Kotter’s Model remains a relevant model, since its emphasis on coalition formation, immediate achievements, and prominent leadership endorsement that might stimulate the execution of Lewin’s intermediary stage, especially in the presence of scepticism or fatigue regarding change (Phillips and Klein, 2023, pp. 189-197; Miles et al., 2023, pp. 98 -104).

Conclusion 
The case of Manish Shah is displayed in this assignment has a significant failure of medical governance, safeguarding and organisational culture in primary care (Mathers, 2023; BBC, 2023; Dignity 4 Patients, 2023).  Sexual violations in health services is not only a failure of the clinical personnel, but it is rather a larger scale of breakdown of governance at a system level, and this is calling for a holistic and top-to-bottom reorganisation (Harrison et al., 2021, pp. 85-108; Corbett-Nolan, 2026). This research uses the Donabedian model to review and improve quality of care through patient safety outcomes. The structural gaps that are discussed include lack of provision for chaperones and lack of incident reporting, and the process failures such as record keeping (Donabedian, 2005, pp. 691-729; Moayed et al., 2022; Mathers, 2023; BBC, 2023; GMC, 2024). Then there is the Root cause analysis that utilise the Fishbone Diagram and 5 Whys, which explains and unpacks the root patterns that shows the real drivers of the problems: cultural hierarchy, duty of care was fragmented instead of being practised, lack of curiosity and escalation, a culture that actively discouraged anyone from speaking out and the lack of chaperone (Card, 2017, pp. 671-677; Bovis et al., 2018, pp. 117-120; Kumah et al., 2024, pp. 85-87). 
While the NHS has established structured laws and regulations, the SWOT analysis in the report indicated that there were deficiencies in reporting culture and leadership response that posed significant threats to patient safety (NHS England, 2019; Mobasher, 2022, pp. 284-291). The recommended measures include an integrated chaperone protocol, monthly evaluations, improved incident documentation, efforts to foster transparent communication, and patient information approaches addressing the intricate facets of this quality shortcoming (Mitra et al., 2022, p. 38954; Delpino, Lees-Deutsch and Solanki, 2023). Finally, to implement all five recommendations outlined in this assignment, a cautiously balanced strategy is essential to use Lewin for the cultural framework and PDSA for operational evaluation, while including specific features from Kotter to sustain leadership momentum and employee involvement (Harrison et al., 2021, pp. 85-108; Moon, Hogden and Eljiz, 2022).
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National Standard

GMC guidance states best
practice is offering patients a
chaperone prior to intimate
examinations (GMC, 2024).

NHS standardised risk
assessment in the UK follows the
Health and Social Care Act 2012,
which mandates risk
management systems (Igene,
Johnson and Long, 2022, pp.
161-181).

An effective whistleblowing
approach should harness
concerns to drive positive change,
support staff, and provide them
with the systems to do so (INWO,
2021).

Benchmarking

Present

performance

Only 34% of patients had a
chaperone present during
their intimate examinations
(George et al., 2025, pp.
1273-1279).

47% of UK risk managers
reported that risk
improvement
recommendations were
actioned over 50% of the time
(Igene, Johnson and Long,
2022, pp. 161-181).

Underreporting is structurally
endemic, with 33% of staff
never having filed an incident
report in over seven years
(Bovis et al., 2018, pp. 117-
120).

Succinct overview

Most patients do not have a chaperone;
this reveals a clear gap between policy

and practice.

Risk assessment is ineffective when
incident data is scarce because

systemic causes remain unidentified.

Retaliation fear and hierarchy culture

increase silence, allowing abuse to
persist unchallenged.

Post-recommendation target

100% of intimate examinations must have a
recorded offer of a chaperone, have monthly audit,
no intimate examinations should occur without
being documented for a justifiable reasons, and
chaperones’ roles must be documented with
immediate effect (Reed, Davey and Woodcock,
2016; GMC, 2024).

Reduce the percentage of personnel not reporting
incidents by 50% from baseline, guarantee
feedback on 90% of submitted reports within 30
days, and conduct a themed root cause analysis of
all intimate-examination incidents and near misses
every three months (Tsang et al., 2022, pp. 1106-
1119).

Achieve 90% staff awareness of speaking up
guidelines, ensure 98% managerial training in just
culture and concern response, and attain a tangible
annual upward trend in speaking-up metrics and
incident-learning feedback loops (Seo and Lee,
2024, pp. 2035-2043).




