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[bookmark: _Toc236072444]1. Introduction
[bookmark: _Toc236072445]1.1 Brief Description of the Leigh Rodgers Case
The Leigh Rodgers case attracted significant public and professional attention because it highlighted serious shortcomings in access to NHS dental services and wider healthcare system failures. Leigh Rodgers, a 34-year-old woman, experienced persistent dental pain caused by an untreated dental infection but was unable to secure timely NHS dental treatment despite repeated attempts to access care. As her condition deteriorated, she required emergency hospital assessment, where investigations included a contrast-enhanced CT scan to exclude the spread of infection. During the diagnostic procedure, she suffered a severe anaphylactic reaction to the contrast agent and later died. Although the immediate cause of death was the adverse reaction, the case raised wider concerns regarding delayed access to NHS dentistry, insufficient service capacity, fragmented care pathways and weaknesses in quality assurance systems. Consequently, the incident illustrates the importance of effective clinical governance, timely intervention and continuous quality improvement to minimise preventable harm and improve patient safety (BBC News, 2023).
[bookmark: _Toc236072446]2. Main Body
[bookmark: _Toc236072447]2.1 Case Study Analysis: Leigh Rodgers Incident
The Leigh Rodgers case demonstrates how failures in quality assurance, healthcare accessibility and clinical governance can lead to preventable patient harm. Leigh Rodgers, a 34-year-old mother from England, experienced persistent dental pain caused by an untreated dental infection. Despite repeatedly seeking an NHS dental appointment, she was unable to access timely treatment because of limited appointment availability and workforce shortages. As her condition deteriorated, she was admitted to hospital, where clinicians performed a contrast-enhanced computed tomography (CT) scan to investigate the possible spread of infection, including Ludwig’s angina. During the procedure, she suffered a severe anaphylactic reaction to the contrast medium and died despite emergency treatment (BBC News, 2023).

Although the immediate cause of death was the adverse reaction to contrast media, the incident exposed wider systemic failures. Delayed access to primary dental care allowed a treatable infection to progress into a medical emergency requiring hospital-based investigation. This reflects weaknesses in healthcare accessibility, workforce capacity, service planning and continuity of care. NHS dental services in England continue to face workforce shortages, inadequate funding and limited appointment availability, contributing to delays in urgent treatment (British Dental Association, 2024; NHS England, 2023).

From a quality assurance perspective, the case highlights deficiencies in preventive care, referral pathways and clinical governance. Earlier access to primary dental services could have prevented disease progression and reduced the need for high-risk hospital investigations. The case also emphasises the importance of patient-centred care and equitable access to healthcare. Strengthening quality assurance systems, improving access to urgent NHS dental services, enhancing coordination between primary and secondary care, and promoting early intervention are essential to reduce avoidable harm and improve patient safety (Care Quality Commission, 2023).
[bookmark: _Toc236072448]2.2 Application of the Donabedian Model
The Donabedian Model is a widely recognised framework for evaluating healthcare quality through three interconnected components: Structure, Process and Outcome. Developed by Avedis Donabedian, the model explains how organisational resources influence healthcare delivery and ultimately affect patient outcomes (Donabedian, 1988; AHRQ, 2022). Applying this framework to the Leigh Rodgers case demonstrates that the adverse outcome resulted from multiple system failures rather than a single clinical error.
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Fig 1: Donabedian Model
(Source: Magnet,2017) 
Structure
The structural component refers to the organisational environment in which healthcare is delivered, including workforce, funding, facilities and governance systems. In the Leigh Rodgers case, significant structural weaknesses were evident. NHS dental services faced workforce shortages, inadequate funding and limited appointment availability, preventing timely access to routine and urgent dental care (British Dental Association, 2024; NHS England, 2023). Limited integration between primary dental services and hospital care further reduced opportunities for early intervention, allowing the infection to worsen.
Process
The process component focuses on how healthcare is delivered, including diagnosis, treatment, communication and referral pathways. Delayed access to primary dental care allowed a treatable infection to progress into a medical emergency requiring hospital admission. Hospital clinicians appropriately investigated the suspected spread of infection using a contrast-enhanced CT scan, but by this stage the patient required higher-risk diagnostic procedures. The case also highlights weaknesses in referral systems, continuity of care and communication between primary and secondary services, illustrating how delays in treatment can increase patient risk despite appropriate hospital management (Care Quality Commission, 2023).
Outcome
The outcome component evaluates the effects of healthcare on patient safety and health. Leigh Rodgers died following a severe anaphylactic reaction to the contrast medium used during diagnostic imaging. Beyond this tragic outcome, the case exposed deficiencies in NHS dental access, highlighted inequalities in service provision and reduced public confidence in healthcare. It also demonstrated the emotional impact on the patient’s family and reinforced the importance of timely intervention for dental infections.
Overall, the Donabedian Model shows how weaknesses in healthcare structures contributed to failures in care processes, ultimately resulting in poor patient outcomes. While effective for evaluating quality assurance, the model does not fully address organisational culture or wider policy influences, which require complementary quality improvement frameworks.
[bookmark: _Toc236072452]
2.3 Fishbone Diagram Analysis
The Fishbone (Ishikawa) Diagram is a quality improvement tool used to identify the root causes of complex problems by categorising contributing factors into different domains. In healthcare, the model helps organisations understand how multiple organisational, human and environmental factors interact to produce adverse events (NHS England, 2022). Applying the Fishbone Diagram to the Leigh Rodgers case demonstrates that her death was not caused by a single failure but by several interconnected weaknesses within the healthcare system.
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Figure 2: Fishbone analysis
(Source: Google,2026)
	Category
	Critical Causes Identified

	People
	Shortage of NHS dentists, increasing workload, limited workforce capacity and delayed access to urgent dental care reduced opportunities for early treatment (British Dental Association, 2024).

	Methods
	Inefficient referral pathways between primary dental care and secondary care delayed diagnosis and treatment. Limited access to urgent appointments contributed to disease progression (NHS England, 2023).

	Environment
	High demand for NHS dental services, funding pressures and geographical inequalities reduced service accessibility and increased waiting times (Care Quality Commission, 2023).

	Equipment
	Hospital diagnostic investigations, including contrast-enhanced CT scanning, were required because the infection had progressed beyond routine dental management.

	Management
	Weak workforce planning, inadequate service capacity and insufficient monitoring of access to urgent dental care reflected shortcomings in clinical governance and quality assurance.

	Policies
	Long-standing challenges in NHS dental commissioning and implementation of national oral health strategies contributed to persistent inequalities in access to dental services (British Dental Association, 2024).



The Fishbone Diagram demonstrates that organisational failures accumulated across multiple levels of the healthcare system. Rather than attributing responsibility to individual healthcare professionals, the framework highlights the interaction between workforce shortages, service capacity, governance and healthcare policy. Although the Fishbone Diagram effectively identifies contributing factors, it does not establish the relative importance of each cause or demonstrate causal relationships over time. Therefore, it should be used alongside other quality improvement tools to develop sustainable service improvements.
[bookmark: _Toc236072453]2.4 Five Whys Analysis
The Five Whys technique is a root cause analysis tool that identifies the underlying causes of adverse incidents by repeatedly asking the question “Why?” until the fundamental organisational problem is identified (Institute for Healthcare Improvement, 2022). Applying this technique to the Leigh Rodgers case reveals that the adverse outcome resulted from systemic failures rather than an isolated clinical incident.
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Figure 3: 5 whys
(Source: Oliveria, 2024)
	Problem
	Critical Explanation

	Patient death following severe dental infection
	Leigh Rodgers died after suffering an anaphylactic reaction during investigation of an untreated dental infection.

	Why 1?
	The dental infection progressed because timely NHS dental treatment was unavailable.

	Why 2?
	NHS dental appointments were extremely limited because of workforce shortages and service pressures (British Dental Association, 2024).

	Why 3?
	Inadequate workforce planning and funding reduced service capacity and increased waiting times.

	Why 4?
	Quality assurance systems failed to identify and address persistent inequalities in access to urgent dental care.

	Why 5?
	Weak strategic planning, insufficient investment and limitations in NHS dental commissioning contributed to long-term service deficiencies and reduced patient access.



The Five Whys approach demonstrates that Leigh Rodgers’ death cannot simply be attributed to the adverse reaction to contrast media. Instead, the analysis highlights how delayed access to primary dental care created a chain of events that ultimately required emergency hospital investigation. The framework encourages healthcare organisations to move beyond individual blame and focus on improving governance, service accessibility and organisational learning. Nevertheless, because the Five Whys follows a linear approach, it should be combined with broader quality improvement models when analysing complex healthcare systems.
[bookmark: _Toc236072454]2.5 SWOT Analysis
The SWOT framework evaluates the internal strengths and weaknesses of healthcare organisations alongside external opportunities and threats that influence service quality and patient safety. Applying the SWOT analysis to the Leigh Rodgers case identifies several organisational factors that contributed to failures in quality assurance while highlighting opportunities for future improvement.
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Figure 4: SWOT Analysis
(Source: Google, 2026)
	Element
	Critical Analysis

	Strengths
	The NHS provides evidence-based clinical guidelines, experienced healthcare professionals and emergency hospital services capable of managing severe infections. National organisations such as NICE and the CQC provide regulatory oversight that supports quality assurance (NICE, 2024).

	Weaknesses
	Workforce shortages, insufficient NHS dental capacity, fragmented referral pathways, funding pressures and inconsistent access to urgent dental services delayed treatment and increased patient risk (British Dental Association, 2024).

	Opportunities
	Expansion of NHS dental workforce, improved commissioning, digital referral systems, integrated primary-secondary care pathways and enhanced quality monitoring could significantly improve patient access and safety.

	Threats
	Continuing workforce shortages, increasing patient demand, financial constraints, recruitment difficulties and declining public confidence may further reduce access to NHS dental care if improvements are not implemented.


                                            
The SWOT analysis demonstrates that although the NHS possesses considerable clinical expertise and established governance frameworks, these strengths are undermined by workforce shortages and limited service capacity. Future service improvement should therefore prioritise strengthening organisational resilience, expanding access to care and improving quality assurance systems to reduce preventable harm.

[bookmark: _Toc236072455]2.6 Kurt Lewin’s Three-Stage Change Model
Kurt Lewin’s Three-Stage Change Model provides a structured framework for implementing sustainable organisational change through the stages of Unfreeze, Change and Refreeze (Lewin, 1951). The model can be applied to the Leigh Rodgers case to demonstrate how NHS dental services could implement long-term quality improvement initiatives that enhance patient safety and reduce delays in accessing urgent care.
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Figure 5: Lewin change model
(Source: Agile laws, 2025)
During the Unfreeze stage, healthcare organisations must recognise that delayed access to NHS dental services represents a significant patient safety risk. This requires reviewing serious incidents, analysing patient complaints, evaluating workforce shortages and identifying barriers to accessing urgent dental care. Creating awareness among healthcare professionals and organisational leaders establishes the need for change and promotes engagement with quality improvement initiatives(Lewin, 1951).
The Change stage involves implementing evidence-based interventions designed to improve service quality. These include recruiting additional NHS dentists, increasing funding for urgent dental appointments, strengthening referral pathways between primary and secondary care, improving multidisciplinary communication and expanding digital referral systems. Regular staff education, clinical governance meetings and continuous monitoring of waiting times would support successful implementation of these changes(NHS England, 2022)
Finally, the Refreeze stage focuses on embedding improvements into routine clinical practice. Continuous clinical audits, patient feedback, performance monitoring and regular governance reviews ensure that service improvements become part of organisational culture. Reinforcing accountability and maintaining compliance with NICE guidance and NHS quality standards will help sustain improvements in patient safety and healthcare quality.
Although Lewin’s model provides a clear framework for organisational change, it may oversimplify the complexity of modern healthcare systems. Therefore, it should be used alongside continuous quality improvement approaches such as the Plan–Do–Study–Act (PDSA) cycle to ensure long-term service development.

[bookmark: _Toc236072456]3. Recommendations
Based on the analysis of the Leigh Rodgers case, the following evidence-based recommendations are proposed to strengthen quality assurance, improve patient safety and reduce delays in accessing NHS dental services.

[bookmark: _Toc236072457]Recommendation 1: Improve Access to NHS Dental Services
The NHS should increase the availability of urgent dental appointments by expanding workforce capacity and improving the recruitment and retention of NHS dentists. Long waiting times significantly delay diagnosis and treatment of dental infections, increasing the risk of preventable complications. Investment in community dental services, revised NHS dental contracts and improved distribution of dental professionals across underserved areas would enable patients to receive earlier treatment and reduce avoidable hospital admissions (British Dental Association, 2024; NHS England, 2023). Improving access to primary dental care would also reduce pressure on emergency departments and enhance equity in healthcare provision.
[bookmark: _Toc236072458]Recommendation 2: Strengthen Clinical Governance and Quality Assurance
Healthcare organisations should strengthen clinical governance systems to ensure that risks relating to delayed access to dental care are regularly monitored and addressed. Regular clinical audits, incident reporting systems and governance meetings should evaluate waiting times, referral pathways and patient outcomes. Organisations should use patient safety indicators and quality assurance frameworks to identify service gaps and implement corrective actions promptly. Strong governance promotes accountability, transparency and continuous learning, reducing the likelihood of similar adverse incidents occurring in the future (Care Quality Commission, 2023).
[bookmark: _Toc236072459]Recommendation 3: Improve Referral Pathways and Multidisciplinary Communication
Effective communication between general dental practitioners, NHS 111 services, general practitioners and hospital clinicians is essential for the timely management of serious dental infections. Standardised referral pathways should be introduced to ensure that patients with suspected severe infections receive urgent assessment without unnecessary delays. Integrated electronic referral systems would improve information sharing, reduce duplication and support coordinated decision-making across primary and secondary healthcare services. Improved multidisciplinary collaboration would enhance continuity of care and reduce the progression of dental disease into medical emergencies (NICE, 2024).
[bookmark: _Toc236072460]Recommendation 4: Enhance Workforce Development and Patient Safety Training
Continuous professional development should be provided for dental and medical professionals to strengthen clinical decision-making, risk assessment and emergency management of severe odontogenic infections. Training programmes should include early recognition of life-threatening complications such as Ludwig’s angina, effective communication, multidisciplinary teamwork and patient safety principles. Leadership development should also be prioritised to ensure managers promote a culture of continuous improvement, accountability and evidence-based practice. Investing in workforce development supports high-quality patient care while reducing preventable clinical errors (NHS England, 2022).
[bookmark: _Toc236072461]Recommendation 5: Implement Digital Quality Monitoring Systems
Digital technologies should be used to strengthen quality assurance and improve patient safety across NHS dental services. Electronic referral systems, integrated patient records and real-time performance dashboards would enable healthcare organisations to monitor waiting times, urgent referrals, clinical outcomes and patient satisfaction more effectively. Early warning indicators could identify patients experiencing prolonged delays, allowing timely intervention before conditions deteriorate. Continuous digital monitoring would support evidence-based decision-making and enable healthcare managers to identify emerging risks more efficiently (The Health Foundation, 2021).
[bookmark: _Toc236072462]Recommendation 6: Introduce Continuous Quality Improvement Using the PDSA Cycle
The Plan–Do–Study–Act (PDSA) cycle should be adopted to support continuous service improvement within NHS dental services. During the Plan phase, organisations should identify problems such as long waiting times and limited appointment availability using clinical audits and patient feedback. The Do phase involves implementing interventions, including increasing urgent appointments and improving referral pathways. During the Study phase, organisations should evaluate outcomes by monitoring waiting times, emergency admissions and patient satisfaction. Finally, the Act phase involves standardising successful interventions while modifying those that require further improvement. Continuous use of the PDSA cycle promotes organisational learning and ensures sustainable improvements in patient safety and service quality (Institute for Healthcare Improvement, 2022).
[bookmark: _Toc236072463]4. Benchmarking
	National Standard
	Expected Standard
	What Happened in the Case
	Required Improvement

	NHS England – Urgent Dental Care Pathway
	Patients with severe dental pain or suspected infection should receive urgent assessment within an appropriate timeframe.
	Leigh Rodgers was unable to obtain a timely NHS dental appointment despite weeks of severe pain(NHS England, 2025)
	Expand urgent NHS dental appointments, increase workforce capacity and implement effective triage systems to ensure patients with urgent dental conditions receive timely assessment and treatment.

	NICE Guidelines NG15
	Patients with suspected deep neck infection should be assessed rapidly and referred appropriately.
	Hospital referral occurred only after the condition had significantly worsened(NICE, 2024)
	Develop standardised referral pathways and improve communication between primary dental care, NHS 111 and hospital services to enable earlier referral and intervention.

	WHO Global Oral Health Strategy (2023–2030)
	Oral disease should be managed early through preventive and accessible primary care to avoid emergency admissions.
	Failure to access NHS dentistry delayed treatment and increased the risk of severe complications(WHO, 2024)
	Strengthen preventive dental services, improve access to primary dental care and promote early diagnosis to prevent disease progression and avoid emergency hospital admissions.

	Care Quality Commission (CQC)
	Services should provide timely, responsive and safe care with prompt access based on clinical need.
	Limited NHS dental capacity reduced timely access to appropriate care(CQC, 2024)
	Strengthen clinical governance, regularly monitor waiting times through clinical audits and improve service capacity to ensure equitable and timely access to care.

	British Dental Association (BDA)
	NHS dentistry should ensure timely access through adequate workforce capacity and funding.
	Workforce shortages and funding pressures contributed to  delayed treatment(BDA, 2025)
	Increase investment in NHS dentistry, improve recruitment and retention of dentists, and develop long-term workforce planning to improve service sustainability and patient access.



[bookmark: _Toc236072464]5. Conclusion
The Leigh Rodgers case highlights the significant consequences of failures in quality assurance, clinical governance and access to NHS dental services. Although the immediate cause of death was a severe anaphylactic reaction to contrast media during hospital investigation, the wider analysis demonstrates that delayed access to primary dental care allowed a manageable dental infection to progress into a medical emergency. The application of the Donabedian Model, Fishbone Diagram, Five Whys Analysis, SWOT Analysis and Kurt Lewin’s Change Model identified multiple interconnected failures involving workforce shortages, inadequate governance, fragmented referral pathways and limited service capacity.
To prevent similar incidents, healthcare organisations must strengthen quality assurance systems, improve access to urgent NHS dental care, enhance multidisciplinary communication and invest in workforce development. Continuous monitoring through clinical governance, digital quality assurance systems and evidence-based quality improvement methods such as the PDSA cycle will support sustainable service improvement. Ultimately, implementing these recommendations will improve patient safety, reduce avoidable harm and restore public confidence in NHS dental services.
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