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Service Improvement Report: Quality Failures at Bristol Royal Infirmary and Strategies for Service Improvement
[bookmark: _Toc235129162]Introduction
Quality improvement is essential for ensuring healthcare organisations deliver safe, effective and person-centred care. Within the National Health Service (NHS), failures in quality can lead to avoidable patient harm, increased healthcare costs and reduced public confidence. One of the most significant examples of quality failure in the United Kingdom was the Bristol Royal Infirmary Inquiry, which investigated paediatric cardiac surgery performed between 1984 and 1995. The inquiry found serious failures in clinical governance, leadership, communication and organisational culture that resulted in avoidable harm to children and their families (Kennedy, 2001).
The inquiry reported that mortality rates for some paediatric cardiac procedures were almost twice the national average (approximately 100% higher), demonstrating significant variations in the quality of care provided (Kennedy, 2001). Around 170 children died during the investigation period, many of whom may have survived if effective governance and performance monitoring had been in place. In response, the inquiry made 198 recommendations to improve clinical governance, accountability, transparency and patient safety across the NHS (Kennedy, 2001). These recommendations continue to influence quality improvement strategies within modern healthcare organisations.
Patient safety remains a major public health concern. The World Health Organization (2021) estimates that approximately 10% of patients admitted to hospital worldwide experience preventable harm, highlighting that patient safety continues to be a global challenge. Similarly, NHS England (2023) reports that over two million patient safety incidents are recorded annually across NHS services. Although many incidents cause little or no harm, these figures demonstrate the need for continuous monitoring, effective leadership and robust governance systems to reduce avoidable harm and improve patient outcomes. Learning from the Bristol Inquiry therefore remains highly relevant for strengthening quality improvement within health and social care.

[bookmark: _Toc235129163]Application of the Donabedian Model
The Donabedian Model was selected to evaluate the quality failures identified at Bristol Royal Infirmary because it examines healthcare quality through three interconnected components: structure, process and outcomes (Donabedian, 1988). Unlike models that focus primarily on individual clinical errors, Donabedian provides a systems-based approach that examines how organisational factors influence patient care and healthcare outcomes. This makes the model particularly suitable because the Bristol Inquiry concluded that the failures resulted from organisational weaknesses rather than isolated mistakes by individual clinicians (Kennedy, 2001).

[bookmark: _Toc235129164]Table 1: Donabedian Model Applied to Bristol Royal Infirmary

	Component
	Evidence from Bristol Royal Infirmary
	Impact on Quality

	Structure
	Weak leadership, poor clinical governance, limited specialist expertise
	Mortality rates approximately 100% higher than the national average

	Process
	Poor communication, limited clinical audit, inadequate monitoring
	Delayed action and repeated unsafe practice

	Outcome
	Approximately 170 child deaths, psychological harm and reduced public confidence
	Poor patient safety and major NHS reforms



[bookmark: _Toc235129165]Analysis of the Donabedian Model
[bookmark: _Toc235129166]Table 1 demonstrates how weaknesses in organisational structures, including poor leadership and ineffective governance, contributed to failures in clinical processes, such as inadequate communication and limited performance monitoring. These deficiencies resulted in poor patient outcomes, including avoidable deaths and loss of public confidence. The model therefore highlights that improving organisational systems, rather than focusing solely on individual performance, is essential for reducing patient harm and achieving sustainable quality improvement within healthcare organisations (Donabedian, 1988; Kennedy, 2001).

Fishbone Diagram and 5 Whys Root Cause Analysis 
Following the Donabedian Model, a Fishbone Diagram (Ishikawa Cause-and-Effect Diagram) was used to identify the multiple factors that contributed to the quality failures at Bristol Royal Infirmary. The Fishbone Diagram was selected because it provides a systematic approach to analysing the different organisational causes of a problem rather than focusing on a single error (Ishikawa, 1986). This makes it particularly appropriate for the Bristol Inquiry because Kennedy (2001) concluded that the failures resulted from a combination of weaknesses in leadership, communication, governance and organisational culture rather than individual clinical incompetence. By examining these interconnected factors, healthcare organisations can identify where improvements are needed to reduce patient harm and improve the quality of care.
One of the main causes identified was poor leadership. The inquiry found that senior leaders failed to monitor clinical performance effectively or respond appropriately to concerns raised by healthcare professionals (Kennedy, 2001). As a result, mortality rates for some paediatric cardiac procedures remained almost twice the national average (approximately 100% higher) without timely intervention. This demonstrates that effective leadership is essential for ensuring accountability, supporting staff and monitoring patient outcomes. Leaders who promote openness and continuous learning are more likely to identify safety concerns before they result in avoidable harm.
The inquiry also identified significant communication failures. Multidisciplinary communication between healthcare professionals was poor, and concerns regarding patient safety were frequently ignored. Families were not consistently provided with accurate information about treatment risks, limiting opportunities for informed consent and shared decision-making. Poor communication delayed action and prevented organisational learning, increasing the likelihood of repeated patient safety incidents. Effective communication is therefore essential for improving teamwork, reducing clinical errors and delivering safe, person-centred care.
Another important factor was weak clinical governance and ineffective monitoring. Mortality data were not routinely reviewed, benchmarked or acted upon despite evidence that outcomes were significantly worse than those achieved by comparable specialist centres (Kennedy, 2001). Regular clinical audit and performance monitoring are now recognised as essential quality improvement activities because they enable organisations to identify unacceptable variations in care and implement improvements before patients are harmed. NHS England (2023) reports that over two million patient safety incidents are recorded annually across NHS services, demonstrating the importance of monitoring safety data to support continuous quality improvement.
[bookmark: _Toc235129167]Table 2. Fishbone Diagram (Cause-and-Effect Analysis)

	Category
	Examples of Contributing Factors

	Leadership
	Weak leadership, limited accountability and poor oversight

	People
	Inadequate specialist training and reluctance to challenge senior staff

	Communication
	Poor multidisciplinary communication and concerns ignored

	Processes
	Weak governance, limited clinical audit and poor monitoring

	Environment/Culture
	Blame culture, lack of openness and resistance to change

	Outcome
	High mortality, avoidable harm and reduced public confidence



Table 2 demonstrates that the Bristol failures resulted from several interconnected organisational weaknesses rather than one isolated problem. Improving only one area, such as staff training, would not have prevented the failures without simultaneous improvements in leadership, governance and communication.
To identify the underlying cause of these failures, the 5 Whys technique was also applied. This method repeatedly asks "Why?" until the root cause is identified. The analysis showed that avoidable child deaths occurred because unsafe surgical practices continued. These practices continued because mortality data were not effectively monitored, governance systems were weak and organisational leaders failed to respond to concerns. Ultimately, the root cause was a culture lacking accountability, transparency and effective leadership (Kennedy, 2001).
[bookmark: _Toc235129168]Figure Whys Root Cause Analysis
Problem: Children experienced avoidable deaths
➡ Why 1: Unsafe surgical practices continued
➡ Why 2: Mortality data were not effectively monitored
➡ Why 3: Clinical governance systems were inadequate
➡ Why 4: Leadership failed to respond to staff concerns
➡ Why 5 (Root Cause): Poor organisational culture, limited accountability and weak governance allowed unsafe practice to continue (Kennedy, 2001).
Figure: demonstrates how repeated questioning identifies the underlying organisational causes of the Bristol Royal Infirmary failures. Rather than attributing responsibility to individual clinicians, the analysis shows that weak governance, ineffective leadership and a lack of accountability created an organisational culture in which unsafe practice continued. This supports the findings of the Bristol Inquiry that sustainable quality improvement requires changes to organisational systems rather than focusing solely on individual performance (Kennedy, 2001).

[bookmark: _Toc235129169]SWOT Analysis and Comparison with PESTLE 

Following the root cause analysis, a SWOT (Strengths, Weaknesses, Opportunities and Threats) analysis was undertaken to evaluate the internal and external factors influencing service improvement at Bristol Royal Infirmary. SWOT was selected because it provides a balanced framework for assessing an organisation's current position while identifying opportunities for future improvement (Gürel and Tat, 2017). Unlike the Fishbone Diagram and 5 Whys, which focus on identifying the causes of quality failure, SWOT supports strategic planning by evaluating how existing strengths can be developed, weaknesses addressed and external opportunities used to improve patient safety. This makes the model particularly appropriate for translating the findings of the Bristol Inquiry into practical service improvements.
One of the main strengths following the Bristol Inquiry was the introduction of stronger clinical governance and increased professional accountability throughout the NHS. The inquiry resulted in 198 recommendations, many of which strengthened clinical audit, governance systems and performance monitoring (Kennedy, 2001). These changes improved transparency and encouraged organisations to monitor patient outcomes more effectively. Greater patient and family involvement in decision-making has also become an important strength, supporting person-centred care and improving trust between healthcare professionals and service users.
Despite these improvements, the inquiry highlighted several significant weaknesses. Poor leadership, ineffective communication and inadequate performance monitoring contributed to mortality rates that were approximately 100% higher than the national average for some paediatric cardiac procedures (Kennedy, 2001). These findings demonstrated that organisational systems failed to identify unacceptable variations in patient outcomes. Although governance has improved considerably since the inquiry, the Care Quality Commission (2024) continues to identify concerns relating to leadership, workforce pressures and organisational culture within some NHS organisations. This suggests that quality improvement must remain an ongoing process rather than a one-time intervention.
The SWOT analysis also identifies several opportunities to improve healthcare quality. Continued investment in digital patient safety systems, electronic health records and incident reporting can strengthen performance monitoring and support earlier identification of patient safety risks. NHS England (2023) also promotes continuous professional development, leadership training and national quality improvement programmes to improve patient outcomes. These initiatives provide organisations with opportunities to strengthen governance, improve communication and reduce preventable harm through evidence-based practice and continuous learning.
However, several external threats may affect the sustainability of service improvement. Workforce shortages, increasing patient demand and financial pressures continue to challenge NHS organisations and may reduce their capacity to implement quality improvement initiatives effectively. Staff shortages can increase workloads, contribute to burnout and affect patient safety if organisations cannot maintain safe staffing levels. Resistance to organisational change may also delay implementation of new policies unless leaders actively engage staff throughout the improvement process.
[bookmark: _Toc235129170]Table 3. SWOT Analysis – Bristol Royal Infirmary

	



	Strengths
	Weaknesses

	Stronger clinical governance following the inquiry
	Weak leadership before the inquiry

	National clinical audit introduced
	Poor multidisciplinary communication

	Greater patient involvement and accountability
	Inadequate performance monitoring

	Improved transparency
	Mortality rates approximately 100% higher than the national average




	Opportunities
	Threats

	Digital patient safety systems
	Workforce shortages

	Leadership development and staff education
	NHS financial pressures

	National quality improvement programmes
	Increasing patient demand

	Benchmarking with specialist centres
	Resistance to organisational change



Table 3 demonstrates that although the Bristol Inquiry exposed serious organisational weaknesses, it also created opportunities for long-term improvement. Strengthened governance, national clinical audit and greater accountability have improved patient safety across the NHS. However, continuing threats such as workforce shortages and financial pressures highlight the need for healthcare organisations to maintain continuous quality improvement. Compared with PESTLE analysis, which focuses mainly on external political, economic, social, technological, legal and environmental factors, SWOT provides a more comprehensive assessment because it evaluates both internal organisational performance and external influences. Therefore, SWOT is more appropriate for analysing the Bristol Royal Infirmary case and developing practical service improvement strategies (Gürel and Tat, 2017).
[bookmark: _Toc235129171]PDSA Cycle, Kotter's Eight-Step Change Model and Benchmarking 

Following the identification of the root causes through the Donabedian Model, Fishbone Diagram, 5 Whys and SWOT analysis, the next stage is implementing sustainable service improvement. The Plan-Do-Study-Act (PDSA) Cycle was selected because it provides a structured approach for testing, evaluating and refining changes within healthcare organisations (Langley et al., 2009). Unlike quality improvement methods that introduce large-scale organisational changes immediately, the PDSA cycle encourages healthcare providers to test interventions on a small scale, evaluate their effectiveness and make adjustments before wider implementation. This reduces the risk of failure while promoting continuous learning and evidence-based practice, making it particularly suitable for addressing the systemic failures identified at Bristol Royal Infirmary.
The Plan stage involves identifying the quality problem, setting measurable objectives and designing evidence-based interventions. Following the Bristol Inquiry, priorities would include strengthening clinical governance, introducing regular mortality and morbidity meetings, improving multidisciplinary communication and enhancing leadership accountability. Baseline information, including mortality rates, clinical audit findings and patient safety incidents, should be collected before implementing changes. Collecting baseline data enables organisations to measure whether interventions improve patient outcomes and service quality over time.
The Do stage involves implementing the proposed improvements on a small scale. For example, new governance procedures, structured multidisciplinary meetings and staff training programmes could initially be introduced within one department before wider implementation across the organisation. Piloting changes allows healthcare organisations to identify practical challenges, gain staff feedback and minimise disruption to patient care.
During the Study stage, organisations evaluate whether the interventions have achieved the desired outcomes. This should include reviewing mortality data, clinical audit findings, patient feedback and staff survey results. NHS England (2023) reports that over two million patient safety incidents are recorded annually across NHS services, highlighting the importance of regularly analysing patient safety data to identify trends and evaluate improvement initiatives. If the results demonstrate improvements in governance, communication and patient outcomes, organisations can be more confident that the interventions are effective.
The final Act stage involves standardising successful interventions or modifying those that have not achieved the expected outcomes. Continuous evaluation ensures that quality improvement becomes an ongoing process rather than a one-off initiative. The cyclical nature of the PDSA model enables healthcare organisations to respond to changing patient needs while maintaining high standards of care and reducing preventable harm.
Although Six Sigma is another recognised quality improvement methodology, it was not selected as the primary framework because it focuses on reducing process variation through extensive statistical analysis and often requires specialist training (Antony, 2014). While Six Sigma is valuable in highly standardised healthcare processes, the PDSA cycle is more flexible, easier to implement and widely used across the NHS. Therefore, PDSA is more appropriate for addressing the complex organisational failures identified in the Bristol Inquiry.
Successful quality improvement also depends on effective leadership and organisational change. Kotter's Eight-Step Change Model was selected because it provides a structured framework for implementing and sustaining change through leadership, communication and staff engagement (Kotter, 1996). The first stage involves creating a sense of urgency. The Bristol Inquiry demonstrated this urgency by identifying mortality rates that were approximately 100% higher than the national average, resulting in approximately 170 child deaths (Kennedy, 2001). These findings highlighted the immediate need for improvements in governance, leadership and organisational culture.
Kotter's model then focuses on building a guiding coalition, developing a shared vision, communicating that vision, empowering staff to act and embedding change within organisational culture. These stages directly address the leadership and communication failures identified during the Bristol Inquiry. Involving healthcare professionals throughout the change process increases staff engagement, reduces resistance and improves the likelihood that quality improvements will be sustained.
[bookmark: _Toc235129172]Table 4. Benchmarking: Before and After Service Improvement

	Quality Indicator
	Before Improvement (Bristol Inquiry)
	Target After Improvement

	Clinical governance
	Inconsistent and poorly monitored
	Fully compliant with NHS governance standards

	Mortality monitoring
	Limited audit and delayed reporting
	100% compliance with monthly mortality reviews

	Staff speaking-up culture
	Concerns frequently ignored
	≥90% of staff confident to raise concerns

	Clinical audit
	Irregular
	100% of departments complete quarterly clinical audits

	Family communication
	Inconsistent information
	95% patient and family satisfaction with communication

	Benchmarking
	Limited comparison with specialist centres
	Annual benchmarking against national specialist cardiac centres




Table 4 demonstrates how benchmarking can be used to measure the success of service improvement. The proposed targets, including 100% compliance with mortality reviews, 100% completion of quarterly clinical audits, 95% patient satisfaction and 90% staff confidence in raising concerns, provide measurable indicators of improvement. Regular benchmarking enables organisations to compare their performance with national standards, identify areas requiring further development and ensure continuous quality improvement. Compared with Lewin's Three-Step Change Model, which provides a simpler approach to organisational change (Lewin, 1951), Kotter's model offers a more detailed framework that is better suited to large NHS organisations where sustaining long-term cultural change is essential. Together, the PDSA Cycle, Kotter's Change Model and benchmarking provide a comprehensive strategy for improving patient safety, strengthening governance and preventing similar failures from occurring in the future.
[bookmark: _Toc235129173]Recommendations

The findings of this report demonstrate that the quality failures at Bristol Royal Infirmary resulted from weaknesses in clinical governance, leadership, communication and organisational culture rather than isolated clinical errors (Kennedy, 2001). To reduce the likelihood of similar failures, healthcare organisations should implement evidence-based quality improvement strategies that strengthen governance, improve leadership and promote continuous learning. These recommendations align with patient safety priorities identified by NHS England (2023), the Care Quality Commission (2024) and the World Health Organization (2021).
The first recommendation is to strengthen clinical governance through regular multidisciplinary mortality and morbidity meetings, clinical audits and benchmarking. The Bristol Inquiry found that mortality rates for some paediatric cardiac procedures were approximately 100% higher than the national average, demonstrating that poor governance and inadequate monitoring allowed unsafe practice to continue (Kennedy, 2001). Quarterly clinical audits and routine benchmarking against national standards would enable organisations to identify variations in care, improve accountability and implement corrective actions before patient safety is compromised.
The second recommendation is to develop compassionate leadership by providing mandatory leadership training for senior clinicians and managers. Training should focus on patient safety, communication, ethical decision-making and collaborative working. The Bristol Inquiry demonstrated that ineffective leadership delayed responses to concerns and contributed to poor organisational performance (Kennedy, 2001). Kotter (1996) highlights that successful organisational change requires leaders to create a shared vision and engage staff throughout the improvement process. Strong leadership also encourages a positive organisational culture where patient safety remains a priority.
A third recommendation is to improve communication and the speaking-up culture within healthcare organisations. Staff should be encouraged to report concerns without fear of blame through transparent incident reporting systems. The Bristol Inquiry showed that clinicians recognised problems but felt unable to challenge unsafe practice because of hierarchical barriers (Kennedy, 2001). Organisations should aim for at least 90% of staff to feel confident raising concerns through regular staff surveys. Developing a just culture supports organisational learning and reduces the risk of preventable harm (World Health Organization, 2021).
Finally, healthcare organisations should implement these improvements using the Plan-Do-Study-Act (PDSA) Cycle (Langley et al., 2009). Changes should first be tested within individual departments before wider implementation. Progress should be monitored using measurable Key Performance Indicators (KPIs), including 100% completion of quarterly clinical audits, 100% compliance with mortality reviews, 95% completion of mandatory patient safety training, and 95% patient satisfaction with communication. These indicators provide objective evidence of whether service improvements are achieving their intended outcomes and support continuous quality improvement.
[bookmark: _Toc235129174]Conclusion

The Bristol Royal Infirmary Inquiry remains one of the most significant patient safety failures in NHS history and continues to influence quality improvement across health and social care. The inquiry demonstrated that avoidable harm resulted from weaknesses in organisational systems, including poor leadership, ineffective communication and inadequate clinical governance, rather than isolated clinical errors (Kennedy, 2001). Mortality rates for some paediatric cardiac procedures were approximately 100% higher than the national average, resulting in the deaths of around 170 children, highlighting the consequences of ineffective governance and monitoring.
This report applied the Donabedian Model, Fishbone Diagram, 5 Whys, SWOT analysis, PDSA Cycle and Kotter's Eight-Step Change Model to analyse the Bristol case and identify evidence-based strategies for service improvement. These frameworks demonstrated that sustainable quality improvement requires effective leadership, continuous monitoring, staff engagement and a culture that promotes openness and learning.
Furthermore, the World Health Organization (2021) estimates that 10% of hospital patients worldwide experience preventable harm, while NHS England (2023) records over two million patient safety incidents annually. These statistics demonstrate that patient safety remains a significant challenge, reinforcing the need for continuous quality improvement. By strengthening governance, improving communication and implementing evidence-based improvement strategies, healthcare organisations can reduce preventable harm, improve patient outcomes and maintain public confidence in NHS services.
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