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1. [bookmark: _Toc233155928]Introduction
Quality improvement and service improvement are essential to the management of health care services, and they are important elements in guaranteeing that services are safe, effective, patient-centred, timely, efficient and equitable. Quality assurance (QA) focuses on monitoring compliance with established standards, whereas quality improvement (QI) adopts a proactive approach aimed at enhancing healthcare processes and outcomes (Qamar et al., 2024). Implications of poor-quality assurance in health care environment encompass patient harm, loss of public confidence, increased costs, and substandard clinical outcomes.
One of the biggest examples of a healthcare quality failure of which the NHS has a history is the Mid Staffordshire NHS Foundation Trust scandal that took place between 2005 and 2009. The Francis Inquiry (2013) identified several failures in patient care, including communication failures, unsafe staffing arrangements, leadership and governance failures. Patients experienced unnecessary suffering, neglect, and avoidable harm, while mortality rates were significantly higher than expected. Organisation leaders and external regulators did not take timely, corrective action in the face of a series of warning signs, including patient concerns, staff concerns and abnormal mortality indicators. Mortality rates at the trust were estimated to be between 400-1,200 excess deaths between 2005 and 2009 (Elliot, 2015). The Healthcare Commission (2009) reported higher-than-average Hospital Standardised Mortality Ratios (HSMR), indicating serious concerns regarding patient safety and quality of care.
The case exemplifies the importance of quality management and the danger of prioritising financial targets and organisational status over patient safety. The scandal highlighted issues with governance systems and regulation in NHS and within health services leading to changes in NHS governance and regulation. The aims of strengthening patient safety and transparency, accountability and organisational learning are evident in policy following Francis Inquiry. Quality concerns at Mid Staffordshire remain highly relevant today. Challenges that healthcare organisations face pressures related to staffing, cost restrictions, increasing demands of patients and a diverse range of service delivery systems and requirements (Jha, 2013). Therefore, understanding root causes of service failures is essential for preventing recurrence and supporting sustainable improvements. Healthcare organisations can leverage use of quality management theories and analytical frameworks to pinpoint root causes and develop evidence-based interventions.
This report delves into quality issues that emerged at Mid Staffordshire NHS Foundation Trust and evaluates them critically. The Fishbone Diagram, Swiss cheese model, and Donabedian Model are used to explore root causes and evaluate structural, process and outcome failures. A SWOT analysis is performed to analyse strategic factors that could drive service improvement. Key policy issues and quality improvement strategies are discussed, and evidence-based recommendations are made with quality improvement strategies like PDSA, Lean and Six Sigma. The findings are informative and informative for providers seeking to improve services, patient safety and organisational effectiveness. The analysis aims to demonstrate how theoretical models can inform practical service improvement strategies in healthcare settings.
2. [bookmark: _Toc233155929]Main Body
2.1. [bookmark: _Toc233155930]Swiss Cheese Model 
A key theoretical framework is the Swiss Cheese Model which conceptualises patient safety incidents as result of multiple system failures occurring simultaneously (Reason, 2000). The model's justification is because of its focus on vulnerabilities of total system rather than individual error. In Mid Staffordshire case, harm was not caused by a single mistake but by alignment of failures across multiple layers. There was a latent failure within the system as at the organisational level the leadership focused upon financial targets and the goal of becoming a Foundation Trust, rather than on caring for patients. Ward management was lacking in supervision, oversight, and accountability. Preconditions for unsafe care were identified in Healthcare Commission (2009) findings as low staff morale, high workload and unsafe staffing levels. Active failures include neglect, poor hygiene, inadequate care and communication. Additionally, there were missed opportunities for response to warning signs from external regulatory bodies, adding another system failure. The failure of the layers shows that quality assurance at various stages was unsuccessful.
However, while model is used in patient safety, it has limitations. Critics argue that it is too linear and static, meaning it does not fully capture the dynamic feedback loops within healthcare systems where decisions continuously influence other levels (Buist, 2018). Additionally, it can underemphasise human agency by implying errors simply “align,” rather than exploring power relations, leadership accountability, or organisational politics.
When compared with Donabedian Model, Swiss Cheese Model provides stronger explanation of how failures align across systems, whereas Donabedian is more effective in categorising what type of failure occurred (structure, process, outcome). Therefore, Swiss Cheese is more suitable for explaining accidents and safety breakdowns, while Donabedian is more useful for quality measurement and evaluation. Despite its limitations, Swiss Cheese Model remains relevant in modern patient safety literature because it supports systems-based thinking, which is central to NHS safety frameworks like PSIRF (Reason, 1977).
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Figure 1 The Swiss Cheese Model (Reason, 2000)

2.2. [bookmark: _Toc233155931]Fishbone Diagram (Ishikawa)
Fishbone (Ishikawa diagram) are a visual tool, used by individual or a team, to capture and understand the root causes to a specific problem (Kummah et al., 2024). This model is chosen because it can visually structure several factors which contribute to a situation and illustrate how they are interrelated. The Fishbone analysis of the Mid Staffordshire NHS Foundation Trust failures illustrates that there were root causes that interacted and contributed to unsafe care. The Francis Inquiry (2013) identified poor governance and leadership, in terms of lack of accountability for the quality of the care provided and the lack of oversight by the Board. Poor decision-making and a lack of strategic direction were attributed to senior management's more emphasis on financial targets than patient safety.
Staffing was not adequate for the needs of patients and excessive workload pressures had a negative impact on the delivery of care. Staff capacity in terms of low levels of training and lack of skilled staff, also had an impact on the quality of basic care. The culture and communication dimension illustrates that patients and families were not listened to, and concerns were not communicated appropriately. The culture of fear and staff not wanting to raise concern, meant that staff were unable to intervene and learn early. Processes and systems: complaints and incident reports, and care quality data was not used to inform improvement. This shows failure of quality assurance systems and action on early warning signs (Evans, 2014). Last, there was policy and regulation failure: external monitoring systems failed to effectively react to new risks. However, Fishbone Diagram has limitations as it identifies categories of causes but does not prioritise them or show causal strength, which can result in descriptive analysis rather than decision-oriented insight (Sakdiyah et al., 2022). Unlike Swiss Cheese Model, it does not explain how failures align across system layers to produce harm. When compared with 5 Whys technique, Fishbone provides a broad overview of multiple causes, whereas 5 Whys is effective for deep causal exploration of a single issue. Therefore, Fishbone is best used as an initial scoping tool rather than a complete diagnostic framework.
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Figure 2 Fishbone Diagram (Mid Staffordshire)
(Author)
2.3. [bookmark: _Toc233155932]5 WHYs Analysis
The 5 Whys technique is used to identify root causes by repeatedly asking “why” until a systemic issue is identified (Okes, 2019). It is simple and gets to the bottom of things. In Mid Staffordshire case, persistent enquiry uncovers that poor patient care was not a result of individual negligence, but of broader systemic concerns such as cost-based decision making, poor governance, and leadership interests that were not patient safety focused. It does, however, take a linear cause and effect approach, which will not hold true in a complex healthcare system where there are multiple interacting causes (Gangidi, 2019). Compared to Fishbone Diagram, 5 Whys provides depth rather than breadth, but lacks structural categorisation. So, both tools are complementary and should be used in conjunction to ensure a strong root cause analysis.
Table 1 5Whys Analysis (Author)
	Why Level
	Question (Why?)
	Answer

	Problem
	What is the issue?
	Patients experienced neglect, poor treatment and unsafe care.

	Why 1
	Why did patients receive poor care?
	Staff were unable to meet patient needs and basic care standards.

	Why 2
	Why were staff unable to meet patient needs?
	There were inadequate staffing levels and high workload pressures.

	Why 3
	Why were staffing levels inadequate?
	Cost-cutting measures and poor workforce planning reduced staffing.

	Why 4
	Why were cost-cutting measures prioritised?
	Organisation focused on achieving financial targets and Foundation Trust status.

	Why 5 (Root Cause)
	Why were financial targets prioritised over care quality?
	Governance and leadership failures placed organisational performance above patient safety.


	
This analysis indicates that staffing was not core cause of the failure but additional governance and leadership challenges, with financial interests taking precedence over patient care.






2.4. [bookmark: _Toc233155933]Donabedian Model
Donabedian model examines quality of healthcare from three perspectives: structure, process and outcomes (Donabedian, 1988). The model provides comprehensive framework for linking organisational inputs to patient results. 
[image: Donabedian's Quality Assurance - A Radar Intercept Officer's Perspective]
Figure 3 Donabedian Model (Donabedian, 1988)

Structural failure: In Mid Staffordshire case Structural failures were evident through chronic understaffing, weak governance systems, and poor leadership oversight (Healthcare Commission, 2009; Francis Inquiry, 2013). These structural gaps placed children in an environment that would not reflect a culture that allows safe provision of care. For instance, with insufficient staffing the nurses could not perform necessary processes, and with weak governance, there was no control on implementation of poor practices.
Process failures: These were considerable, like failure in patient monitoring, communication, and complaints management. Families' concerns were ignored, patients were left without care and little care was given. The process failures illustrate structural weaknesses and how they become day-to-day issues. 
Outcomes: Output highlights the catastrophic effects of the failures, including increased deaths, patient suffering and loss of public trust. Donabedian's theory emphasises that quality processes are crucial for quality outcomes and thus, poor quality processes result in poor outcomes (Yang et al., 2025). 
The model, however, has been challenged for being too simplistic and linear, with an assumption that good structure will ensure good processes and outcomes (Santry et al., 2020). The model is limited in terms of external influences on healthcare systems, such as policy goals, organisational culture, and financial pressures. Swiss Cheese are a casual safety explanation framework while Donabedian is a measurement framework. Hence, Donabedian is more suitable for auditing and performance evaluation while Swiss Cheese is more effective for analysis of safety incidents.
2.5. [bookmark: _Toc233155934]Policy and Regulatory Analysis
Mid Staffordshire scandal highlighted problems in system of caring for and regulating health care. There were policies which served to protect patients but very few ways to enforce the policies. Obstacles placed in the way of regulators in recognising warning signs meant that early action to avert harm was not implemented properly. In response, policy changes were made. Government implemented measures for greater accountability, transparency and "patient-centred care". It is an introduction to the Duty of Candour which requires healthcare organisations to be honest and open when they go wrong (Department of Health, 2013). Likewise, CQC Fundamental Standards focus more on safe care and staffing requirements, dignity, governance and risk management (Care Quality Commission, 2026).
The Berwick Review (2013) advocated a culture of learning not blame. By adopting this model, health care organisations can recognise that their staff members will do their best when they are equipped with the ability to reveal problems and be forthcoming about error. The NHS quality agenda continues to be dominated by patient safety, improvements to the workforce, the strengthening of leadership and planned, integrated service provision.
2.6. [bookmark: _Toc233155935]SWOT Analysis
Strengths: 
Mid Staffordshire operated within the NHS structure that offers in place clinical governance systems, oversight (CQC) and national standards for patient safety. These buildings in theory provide high quality care provision.
Weaknesses: 
However, there were clear areas of weakness including ineffective governance arrangements, poor staffing levels, poor leadership and a weak whistleblowing culture. These weaknesses compromised the safety of the patients and the ability to identify risk early.
Opportunities: 
The scandal opened opportunities for system-wide reform, like greater regulation in the wake of the Francis Inquiry, greater transparency, including Duty of Candour, and a greater emphasis on care for the patient. The care quality commission (2025a and 2025b) provides support for continuous learning through the introduction of frameworks like PSIRF.
Threats: 
Workforce shortages, financial pressures, growing patient demand and loss of public confidence in NHS institutions remain constant threats. External pressures can impede long term work to improve quality.
However, a limitation of SWOT is its subjectivity, as it does not quantify importance or interrelationships between factors (Phadermrod et al., 2019). Yet, it remains useful for strategic overview when combined with other analytical tools.
2.7. [bookmark: _Toc233155936]Synthesis of Key Findings
These frameworks shows that failures at Mid Staffordshire were systemic. The Swiss Cheese Model is an explanation of the multiple layers of defence that failed (Wiegmann et al., 2022). The Fishbone Diagram is used to display root causes in various areas. The Donabedian Model can be used to help tie these causes to poor outcomes, and policy analysis can indicate where implementation or regulation may be poor. With SWOT analysis, a broader strategic perspective is possible. Critically, these frameworks highlight organisational culture. Mid Staffordshire was a culture of fear, defensiveness and non-accountability. There was a lack of concern among staff to raise issues and patients’ complaints were not acted upon. This contrasts with “just culture,” which has become a standard tenet of patient safety literature as an essential part of learning and improvement (Connors and Smith, 2011). Further, analysis supports evidence that leadership, staffing, communication and governance are factors that affect the quality of health care. A culture of valuing patient safety and open communication within an organisation is more likely to deliver high quality care (Scott et al., 2003). 
3. [bookmark: _Toc233155937]Recommendations
Weak governance, poor leadership, inadequate staffing, poor complaints handling and a culture which made it difficult for staff members and patients to raise concerns, were all linked to the failures at Mid Staffordshire NHS Foundation Trust. Thus, efforts for service improvement should be at improving patient safety systems, strengthening leadership accountability, building workforce capacity and enhancing organisational learning. Healthcare organisations should prevent subsequent repeat failures by implementing a structured quality improvement programme based upon PDSA cycle with the application of Lean and Six Sigma methodologies.
[bookmark: _Toc233155938]PDSA Cycle
[image: ]
Figure 4 PDSA Model (McNicholas et al., 2019)
Plan
One of the major shortcomings at Mid Staffordshire was that the organisation had a strong focus on the financial targets and less on patient safety and the quality of patient care (Francis, 2013). Staff concerns, patient complaints and mortality indicators not acted upon appropriately leading to delay in intervention and avoidable harm.
Healthcare organisations should address these concerns by forming a strong patient safety governance structure (Taylor et al., 2014). Patient safety committees or similar independent patient safety committees should be established to enhance transparency and accountability and existing Freedom to Speak Up reporting should be strengthened. Lean management principles should be applied to remove unnecessary administrative barriers that delay escalation of patient safety concerns and complaints. Additionally, Six-Sigma process improvement techniques must be applied to improve variations in staffing levels, complaint management processes and incident reporting systems resulting in more consistent and reliable care delivery.
· Improvement goals should contain:
· Reduction in patients’ complaints. 
· Better satisfaction scores with patients. 
· High staff awareness of safety issues. 
· Decrease in the number of serious incidents reported. 
· Better adherence to staffing requirements.
Do
The proposed interventions must be introduced in chosen clinical departments prior to an organisation-wide roll-out.
Actions should include:
· Recruitment of additional nursing staff and workforce planning based on patient acuity. 
· Leadership Development programmes for Accountability, Ethical Leadership and Patient Centred care. 
· Includes the creation of digital systems for complaints and ‘whistle blowing'. 
· All clinical staff required to undergo patient safety/communication training. 
· Lean process mapping to identify delays in complaint escalation and incident reporting. 
· Six Sigma DMAIC tools to involve the standardisation of the reporting and governance processes. 
During implementation, data to be collected include:
· Patient-to-staff ratios. 
· Number of complaints received. 
· Response times in dealing with complaints. 
· Incident reporting rates. 
· Completion rates for staff trainings. 
· Patient satisfaction outcomes
Study
The effectiveness of interventions should be evaluated through continuous monitoring and performance measurement.
Data analysis should focus on:
· Trends in patient complaints. 
· Staff engagement and reporting behaviour. 
· Patient safety incidents. 
· Mortality and adverse event indicators. 
· Staff satisfaction and workforce retention. 
Focus groups, staff surveys and patient feedback mechanisms should also be used to assess whether organisational culture is becoming more open and patient centred. Findings should be reviewed through governance meetings and patient safety committees to identify areas requiring further improvement.
Act
Successful interventions should be standardised and implemented across the organisation. If targets are not achieved, then corrective actions should be added via more PDSA cycles.
Examples of actions may include:
· Revising staffing models. 
· Enhancing leadership training programmes. 
· Strengthening whistleblowing systems. 
· Introducing additional governance controls. 
· Expanding patient engagement initiatives. 
Organisational dashboards should include Lean and Six Sigma performance metrics to facilitate continuous monitoring of quality and improvement over time (AHRQ, 2011). Through repeated PDSA cycles, organisations can establish a culture of continuous learning, transparency and patient safety, consistent with the recommendations of the Francis Inquiry and NHS Patient Safety Incident Response Framework (PSIRF).
4. [bookmark: _Toc233155939]Benchmarking for Service Improvement
	Area for Improvement
	Problems Identified at Mid Staffordshire
	Benchmark Standard
	Recommended Action

	Staffing and Workforce Planning
	Chronic understaffing, excessive workload pressures and inadequate skill mix (Francis, 2013).
	Adherence to NHS Safe Staffing Guidance and nurse/patient ratios based on evidence.
	Implement workforce planning mechanisms, staffing review quarterly, continuing professional development program.

	Leadership and Governance
	Leadership prioritised financial targets over patient safety; weak accountability structures (Francis, 2013).
	NHS Leadership Academy principles encourage honourable and responsible leadership.
	Make use of leadership development programmes, governance audits, and performance indicators focusing on safety.

	Patient Feedback and Complaints
	Patient concerns and complaints were ignored or poorly managed (Francis, 2013).
	Effective complaint management systems with timely investigation and feedback mechanisms.
	Create digital feedback, frequent analysis of complaints and involve patients in quality committees.

	Safety Culture and Whistleblowing
	Culture of fear discouraged staff from reporting concerns (Francis, 2013).
	NHS Freedom to Speak Up framework and Just Culture principles.
	Improve whistle-blowing procedures, create safe reporting systems and train for psychological safety.

	Clinical Governance and Risk Management
	Failure to identify and act upon warning signs, mortality data and safety concerns (Healthcare Commission, 2009).
	Implementing NHS Patient Safety Incident Response Framework (PSIRF) and CQC Fundamental Standards.
	Conduct regular risk assessment and incident investigation and organisation wide learning system.

	Quality Improvement and Monitoring
	Limited use of quality indicators and performance monitoring systems.
	Continuous Quality Improvement (CQI) programmes using PDSA, Lean and Six Sigma methodologies.
	Develop performance dashboards, monitor quality indicators and conduct regular service improvement reviews.



5. [bookmark: _Toc233155940]Conclusion
The issues raised by the Mid Staffordshire NHS Foundation Trust are a very serious issue of the quality assurance, governance and culture of the healthcare industry. These are used to provide a perspective of these factors and role in leading to sub-optimal patient outcomes, with the Fishbone Diagram, 5Whys, Donabedian Model and SWOT analysis being key frameworks used.
The Donabedian Model was unambiguous that the care processes were ineffective, and that this was the result of structural inadequacies (governance, staffing) leading to adverse outcomes (death and suffering). Similarly, financial priorities and financial goals were identified as key root causes in the organisation using Fishbone and 5 Whys analysis, not the care of patients. The findings highlight the importance of patient-centred values and aims being embedded in the aims of an organisation.
The changes the Francis Inquiry led to reforms in the way that policies are responded to increase transparency, accountability and patient safety. However, in this case experience shows that policies alone are not sufficient unless they are put into practice and there is cultural change. The suggestions suggested stress the utilisation of quality improvement instruments like PDSA, Lean and Six Sigma, for sustainable enhancements. 






[bookmark: _Toc233155941]References
Agency for Healthcare Research and Quality (AHRQ) (2020) Understanding Quality Measurement, www.ahrq.gov. Available at: https://www.ahrq.gov/patient-safety/quality-resources/tools/chtoolbx/understand/index.html. [Accessed: 18th June, 2026]
AHRQ. (2011) ‘Introduction to Lean and Six Sigma approaches to quality improvement’.
Berwick, D. (2013) Berwick review into patient safety, GOV.UK. Available at: https://www.gov.uk/government/publications/berwick-review-into-patient-safety. [Accessed: 18th June, 2026]
Care Quality Commission (2025a) Regulation 12: Safe care and treatment - Care Quality Commission, Cqc.org.uk. Available at: https://www.cqc.org.uk/guidance-regulation/providers/regulations-service-providers-and-managers/health-social-care-act/regulation-12. [Accessed: 18th June, 2026]
Care Quality Commission (2025b) Regulation 20: Duty of Candour - Care Quality Commission, Cqc.org.uk. Available at: https://www.cqc.org.uk/guidance-regulation/providers/regulations-service-providers-and-managers/health-social-care-act/regulation-20. [Accessed: 18th June, 2026]
Care Quality Commission (2026) The Fundamental Standards - Care Quality Commission, www.cqc.org.uk. Available at: https://www.cqc.org.uk/about-us/fundamental-standards. [Accessed: 18th June, 2026]
Connors, R., and Smith T. (2011) ‘The complete summary: Change the culture, change the game’.
Department of Health (2013) Mid Staffordshire NHS FT public inquiry: government response, GOV.UK. Available at: https://www.gov.uk/government/publications/mid-staffordshire-nhs-ft-public-inquiry-government-response
Buist, M. (2018) ‘Adverse events in hospitals:“Swiss cheese” versus the “hierarchal referral model of care and clinical futile cycles”. In Vignettes in Patient Safety-Volume 3. IntechOpen.
Donabedian, A. (1988) ‘The quality of care. How can it be assessed?’, JAMA: The Journal of the American Medical Association, 260(12), pp. 1743–1748. Available at: https://doi.org/10.1001/jama.260.12.1743. [Accessed: 18th June, 2026]
Evans, M. (2014) Quality Improvement in Health Care. Video. 
Elliot. (2015) The problem with the figures on deaths at Stafford hospital | Chris Elliott. [online] the Guardian. Available at: https://www.theguardian.com/commentisfree/2015/nov/01/the-problem-with-the-figures-on-deaths-at-stafford-hospital. [Accessed: 18th June, 2026]
Francis, R. (2013) Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, GOV.UK. Available at: https://www.gov.uk/government/publications/report-of-the-mid-staffordshire-nhs-foundation-trust-public-inquiry. [Accessed: 18th June, 2026]
Gangidi, P. (2019) ‘A systematic approach to root cause analysis using 3× 5 why’s technique’, International Journal of Lean Six Sigma, 10(1), pp.295-310.
Healthcare Commission (2009) Investigation into Mid Staffordshire NHS Foundation Trust. Available at: https://cdn.ps.emap.com/wp-content/uploads/sites/3/2009/06/Investigation_into_Mid_Staffordshire_NHS_Foundation_Trust.pdf. 
Jha, A.K., Larizgoitia, I., Audera-Lopez, C., Prasopa-Plaizier, N., Waters, H. and Bates, D.W. (2013) ‘The global burden of unsafe medical care: analytic modelling of observational studies’, BMJ quality & safety, 22(10), pp.809-815.
Jones, D. (2012). Lean in 10 slides. Video. Dan Jones worked with James Womack working on disseminating Lean management.
McNicholas, C., Lennox, L., Woodcock, T., Bell, D. and Reed, J.E. (2019) ‘Evolving quality improvement support strategies to improve Plan–Do–Study–Act cycle fidelity: a retrospective mixed-methods study’, BMJ quality & safety, 28(5), pp.356-365.
Okes, D. (2019) Root cause analysis: The core of problem solving and corrective action. Quality Press.
Phadermrod, B., Crowder, R.M. and Wills, G.B. (2019) ‘Importance-performance analysis based SWOT analysis’, International journal of information management, 44, pp.194-203.
Qamar, S.Z., Al-Hinai, N. and Márquez, F.P.G. (2024) Quality Control and Quality Assurance: Techniques and Applications. BoD–Books on Demand.
Reason, J. (1997) Managing the Risks of Organizational Accidents. Aldershot: Ashgate.
Reason, J. (2000) ‘Human Error: Models and Management’, British Medical Journal, 320(7237), pp. 768–770. Available at: https://doi.org/10.1136/bmj.320.7237.768. 
Sakdiyah, S.H., Eltivia, N. and Afandi, A. (2022) ‘Root cause analysis using fishbone diagram: company management decision making’, Journal of Applied Business, Taxation and Economics Research, 1(6), pp.566-576.
Santry, H.P., Strassels, S.A., Ingraham, A.M., Oslock, W.M., Ricci, K.B., Paredes, A.Z., Heh, V.K., Baselice, H.E., Rushing, A.P., Diaz, A. and Daniel, V.T. (2020) ‘Identifying the fundamental structures and processes of care contributing to emergency general surgery quality using a mixed-methods Donabedian approach’, BMC medical research methodology, 20(1), p.247.
Scott, T., Mannion, R., Davies, H., & Marshall, M. (2003). Implementing culture change in health care: theory and practice.
Taylor, M. J., McNicholas, C., Nicolay, C., Darzi, A., Bell, D., & Reed, J. E. (2014). Systematic review of the application of the plan–do–study–act method to improve quality in healthcare. BMJ Quality & Safety, 23(4), 290–298. Available at: https://doi.org/10.1136/bmjqs-2013-001862
Van Dael, J., Reader, T.W., Gillespie, A., Neves, A.L., Darzi, A. and Mayer, E.K. (2020) ‘Learning from complaints in healthcare: a realist review of academic literature, policy evidence and front-line insights’, BMJ quality & safety, 29(8), pp.684-695.
Wiegmann, D.A. et al. (2022) ‘Understanding the “Swiss cheese model” and its application to patient safety’, Journal of Patient Safety, 18(2), pp. 119–123. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8514562/. 
Yang, J., Liu, F., Yang, C., Wei, J., Ma, Y., Xu, L., Xie, J. and Wang, J. (2025) ‘Application of Donabedian Three‐Dimensional Model in Outpatient Care Quality: A Scoping Review’, Journal of nursing management, 2025(1), p.6893336.
2

image3.jpeg
Processes

 Structures L

Outcomes




image4.png
PDSA MODEL

Act

,’» What changes
are to be made?

« Next cycle?

Study

* Analyse data

« Compare results
to predictions

* Summarise what

. was learned

Plan ~
* Objective
* Predictions

* Plan to carry out
the cycle
(who, what, where, when)

« Plan for data
collection

Do J

 Carry out the plan

* Document
observations

* Record data





image1.png
THE SWISS CHEESE MODEL

Local triggers
Intrinsic defects
Atypical Conditions

bl

Latent
failures
atthe
managerial

levels Trajectory
of accident
opportunity

Psychological

precursors

Defence-in-depth




image2.png
Leadership and Workforce and

[@) Culture and
WY communication

governance staffing

Staffing was not always
safe for patient needs,
and pressure affected

Patients and families
‘were not properly heard,

Poor accountability
for care quality and

weak board oversight e SN and concerns were not
(Francis, 2013). (Heaithcare Commission, escalated effectively
2009). (Francis, 2013).

Unsafe care
> at Mid
Staffordshire

Complaints, incidents and External regulation and
care quality data were not monitoring did not

used well enough to drive respond effectively
improvement enough to warning signs
(Francis, 2013). (Francis, 2013).

Processes and Policy and
systems regulation




