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[bookmark: _Toc215151701]1. Introduction
[bookmark: _Toc215151702]1.1 Context of the Case
The Khyati Hospital case demonstrates a big issue related to patient safety and quality of care under the Pradhan Mantri Jan Arogya Yojana (PM-JAY), India's primary public health insurance scheme. The aim of PM-JAY is to provide affordable and easy healthcare to the people in need. The case was one of claims for dishonest practices, bad medical care and bad management, which point to serious problems in the way the hospital is run and in the way it is watched over (McCullough et al., 2023). As a hospital chosen to participate in PM-JAY, Khyati was supposed to conform to some strict rules about care, honesty, and responsibility. 
[bookmark: _Toc215151703]1.2 Problem Statement
The incident at Khyati Hospital demonstrates a serious problem in the public health system in India and highlights some weaknesses in Pradhan Mantri Jan Arogya Yojana (PM-JAY) (De Rosis, 2024). The case involves allegations of wrong medical diagnoses by the hospital and unnecessary surgeries on people covered by PM-JAY, who were mostly poor and had to rely on the scheme for basic healthcare. This situation is important because the most important of PM-JAY is to improve access to good healthcare and rely on private hospitals to provide services (Muhiyaddinet al., 2022). The failure at Khyati Hospital raises questions on who is accountable, the level of watch in the system and whether the quality checks in the program are real. 
[bookmark: _Toc215151704]1.3 Aim of the Report
The incident at Khyati Hospital under Pradhan Mantri Jan Arogya Yojna (PM-JAY) reveals a massive failure in containing the risk of patient safety, management of clinical standards, and quality of care at a private hospital which happens to be an officially accredited hospital (Saxena et al., 2022). Since PM-JAY is supposed to provide affordable access to better medical care for those who are more vulnerable. 
[bookmark: _Toc215151705]1.4 Scope and Structure
This report looks into the bigger issues like how the system, the organization and the policies failed in the case of Khyati Hospital linked to PM-JAY. It considers the way that problems in the set-up, missing rules, bad behaviour by healthcare providers, and poor oversight created wrong diagnoses, unfair treatment choices and unsafe conditions for patients (Ageizet al., 2022). The report has used tools used to improve the quality and understanding of health systems to examine the failures in leadership. 
[bookmark: _Toc215151706]2. Understanding Theoretical Perspectives
[bookmark: _Toc215151707]2.1 Quality and Safety Concepts
Patient safety involves taking steps to prevent harm to patients using reliable systems, proven methods, and a culture of reducing risks. In the case of Khyati Hospital, safety issues revealed that there was a problem of identifying risks, keeping track of how well clinical work is done and keeping people responsible (Taylor and Goodwin, 2022). Clinical governance is the primary system responsible for healthcare organizations to maintain high standards through having good leadership, regularly conducting checks, being open about results, and continually striving to improve overall. 
[bookmark: _Toc215151708]2.2 Relevant Quality Models
The case of the Khyati Hospital can be examined in terms of some basic quality models that demonstrate how the problems in the system contributed to the harm for the patient. The Donabedian Model highlights weaknesses in various areas such as structure, process and outcomes (Wiegmann et al., 2022). The Swiss Cheese Model helps illustrate how multiple safety layers failed simultaneously such as checking patient conditions, verifying diagnoses, having proper supervision, and managing the hospital properly that permits gaps allowing for a big mistake to occur. 
[bookmark: _Toc215151709]2.3 Rationale for Using These Theories
The theories chosen provide a viable explanation for comprehending the larger issues that were caused as a result of the incident at Khyati Hospital. The Donabedian Model is useful, as it links the problems of for example not enough supervision and bad staffing choices to the problems of how care was given; unhealthy care, which resulted in bad results (Xiong et al., 2022). The IOM areas help to look at the general problems in safety, how good treatments are, fairness, and care that focuses on the patient. 
[bookmark: _Toc215151710]3. Application of Conceptual Frameworks
[bookmark: _Toc215151711]3.1 Donabedian Model Application
[bookmark: _Toc215151712]3.1.1 Structure Failures
Khyati Hospital had major problems with the structure that directly hurt the patient's safety and care. There were big gaps in the extent to which the staff were trained and not enough supervision allowed doctors to make wrong diagnoses and carry out wrong treatments. The hospital didn't have strong checks in place to review clinical decisions, so mistakes in following rules of standard treatment weren't caught (Feuerriegelet al., 2024). Also, lax regulations meant that the hospital could be operated with little responsibility even after warnings. 
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Figure 1: Donabedian Structure-Process-Outcome Framework
(Source: Tossaintet al., 2021)
[bookmark: _Toc215151713]3.1.2 Process Failures
The way things were done at Khyati Hospital helped to lead to wrong diagnoses and harmful medical choices under PM-JAY. The process for diagnosing didn't involve important checks, so doctors used incomplete or wrong information without looking at patient history or test results. There was no requirement for a second opinion on risky or big procedures which eliminated an important safety step that could have prevented unnecessary treatments (Ernawati and Novratilova, 2025). Communication problems between doctors, nurses and administrative staff made care inconsistent and poor or missing records found it difficult to keep track of care, be transparent and take responsibility. 
[bookmark: _Toc215151714]3.1.3 Outcome Failures
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Figure 2: Hospital Event Reports, Patient Days, and Reporting Rates by Year
(Source: Kepner and Jones, 2024)
The serious problems at Khyati Hospital directly resulted in the deaths that could have been prevented thus indicating big failures in patient safety and medical standards. Wrong diagnoses, needless procedures and sloppy monitoring resulted in serious harm, which led to the downfall of the hospital's reputation and investigations (Mahomedradjaet al., 2023). The hospital lost its accreditation through PM-JAY, which prevented it from serving people with insurance and alerted the public to the hospital's poor management and inferior quality of care. 
It has been noted that the various layers of protection Khyati Hospital had had all had problems at the same time which allows for mistakes to occur and hurts the patients. Each part of the system - like the skilled staff, rules for diagnosis, ways to check things, ethical standards that had weak spots that weren't noticed (Moeng and Luvhengo, 2022). In this case, errors such as erroneous diagnoses, additional treatments and poor management have slipped through the cracks because no one part was strong enough to prevent them. 
[bookmark: _Toc215151715]3.2 Ethical and Governance Framework Application
The case at Khyati Hospital presents big problems with the hospital's ethics and how it was run. One big issue was not getting proper permission from patients before doing procedures, which meant they didn't explain the risks, other options and the uncertainty in the diagnosis. Important ethical ideas like doing good, avoiding harm, respecting patient choice, and fairness were broken since patients were treated without proper care (Keyser and Pooyan, 2023). Poor management also meant that this occurred and there was no obvious way to make people accountable, there were no peer checks, and there was no good supervision from the hospital board. 
[bookmark: _Toc215151716]4. Methods or Approaches Used
[bookmark: _Toc215151717]4.1 Analytical Approach
This report examines the case of Khyati Hospital using an in-depth analysis of the system's failure under PM-JAY. It uses public information, rules and studies about the quality of care to understand what happened and find patterns of failure. It uses models like the Donabedian Model and the Swiss Cheese Model and the ethical guidelines to look at the different parts of the problem such as how the system was set up, how things were done, and the results (Drei and de Arruda Ignácio, 2022). The use of these models provides an opportunity to think through the situation clearly, and offer useful advice on how to improve care and responsibility in hospitals which are part of PM-JAY. 
[bookmark: _Toc215151718]4.2 Data Sources
The information used for the analysis comes from secondary sources, including facts from official reports, media investigations and public comments. It also contains policy documents from PM-JAY, national standards and guidelines that outline how safety and governance should look like (Ellis, 2023). Academic writings concerning patient safety, clinical governance, and healthcare quality are of use in forming the ideas that the analysis is based. 
[bookmark: _Toc215151719]4.3 Justification of Method
Choosing a qualitative, systems-focused method makes sense because it was not numerical, but how the organisation failed needs to be looked into deeply at the incident at Khyati Hospital. A case-based approach helps to explore certain concepts such as how clinical choices were made, how hospitals were managed, where the weakness in rules played a role in harming patients, etc (Kakemamet al., 2022). This method fits with the use of ideas like Donabedian's model and the Swiss Cheese Model and theories about ethical governance which rely on understanding the context and finding patterns. 
[bookmark: _Toc215151720]5. Root Cause Analysis (RCA)
[bookmark: _Toc215151721]5.1 Fishbone (Ishikawa) Diagram
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Figure 3: Fishbone diagram
(Source: Alan, 2018)
A Fishbone analysis is conducted to determine the key causes of problems at Khyati Hospital covering six different areas. People as there were gaps in knowing their job well, not enough training, and not assessing who was responsible which led to wrong diagnoses. Process: the way doctors made decisions wasn't good, there was not a second opinion, and records weren't kept properly which made them more at risk (ul Islam et al., 2025). Policy as there wasn't enough control from the rules, enforcement of PM-JAY rules wasn't consistent, internal rules weren't strong enough and mistakes continued.  The environment as too many patients, stressful working conditions and not enough support staff made caring worse. Management as leaders didn't do their job well, no proper management and not enough supervision resulting in not following safety standards.
[bookmark: _Toc215151722]5.2 5 Whys Analysis
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Figure 4: 5 Whys Flow Diagram
(Source: Hussain, 2020)
The "Whys Analysis" or "5 Whys" method is a method to find the real reasons behind problems at Khyati Hospital under PM-JAY. The first "why" was, the patients were getting wrong diagnosis and having unnecessary treatments. Asking more "why" questions identifies that the rules of the diagnostic process weren't adhered to because there wasn't sufficient training or oversight (He et al., 2025). Further questions reveal, governance wasn't strong, rules weren't followed and there wasn't enough check and balance. More "whys" reveal more serious issues such as overworked staff, poor communication, and no means of holding people accountable. 
[bookmark: _Toc215151723]5.3 Key Root Causes Identified
A deeper look into the issues in Khyati Hospital under PM-JAY reveals that there are several connected reasons. Staff were not well equipped - didn't have enough skills or training - wrong diagnoses were made, wrong treatments given. Ethical issues have arisen since patients were not given full information, were treated unfairly, and standards were not followed (Picard et al., 2022). There wasn't enough check in the way the hospital was running, inside and outside so there was a lot of letting these things go on. 
[bookmark: _Toc215151724]6. Governance and Policy Analysis
[bookmark: _Toc215151725]6.1 Hospital Governance Structure Issues
Khyati Hospital the way it manages itself has a serious problem which directly affects how safe and good the care at Khyati hospital is. The leadership doesn't have enough control and important decisions about how the hospital runs and treats patients are made without enough checks or balances (Woodhead et al., 2022). This makes them less able to hold staff and managers accountable. 
[bookmark: _Toc215151726]6.2 Policy and Regulatory Failures
Khyati Hospital's issues have become worse because there are big gaps in their policies and how they follow rules. They didn't always follow the correct steps for PM-JAY, which is a program meant to help patients (Kosklinet al., 2023). This means they didn't check if people were really eligible, if treatments were properly approved, and didn't keep good records. This hurts the goal of keeping patients safe and being responsible. 
[bookmark: _Toc215151727]6.3 Ethical and Professional Breaches
Khyati Hospital breached significant ethical/ professionalism norms leaving those patients to lose their trust and take life risks. Patients weren't given proper permission for some treatments, which is against their rights and is preventing them from making their own decisions regarding their care (Holmér et al., 2023). Some of the records were changed to show that treatments were given or results were good, which was done to meet internal or PM-JAY financial goals. 
[bookmark: _Toc215151728]6.4 Comparison with Benchmark Standards
When it is compared to well-known standards such as the one from the NHS in the UK and NABH in India, Khyati Hospital has serious problems. These standards include focus on good clinical management, complete checks, ethical behavior, and patient information, trained staff, and patient first care (Parmar et al., 2022). Khyati failed to meet these standards in some significant areas. 
[bookmark: _Toc215151729]7. Impact Assessment
[bookmark: _Toc215151730]7.1 Impact on Efficiency
The problems at Khyati Hospital affected the way in which it ran, with time, staff, and equipment getting wasted. The way diagnosis was handled wasn't efficient - doctors did too many tests when they weren't necessary, patient flow was not managed well and there were no standard rules to follow (Sheehan and Wilkinson, 2022). All of this increased the cost to patients and lengthened waiting times. Staff had to correct mistakes that were made earlier which made their work harder and less productive. 
[bookmark: _Toc215151731]7.2 Impact on Quality
The result of the hospital's larger problems caused the quality of care to decline and the safety of the patients to worsen. Doctors made wrong diagnoses, did unnecessary treatments, and did not follow important medical rules which led to avoidable harm like more serious problems, longer recovery, and in some cases, death (Varaei et al., 2024). Not keeping good records, poor communication and not having a second opinion raised the mistake factor. Also, sufficient training of staff and not a sufficient amount of supervision to catch and fix problems. 
[bookmark: _Toc215151732]7.3 Impact on Equity
Khyati Hospital's failures hurt fairness in how healthcare was given especially under the PM-JAY program. The wrong use of the program was done in hospitals, where unnecessary treatments were done, and it lied, thus taking the money away from people who really needed it. This made it difficult for the program to assist those who couldn't afford care (Gorelik et al., 2025). Poor people and the elderly were hit the hardest, as they were subject to more harm caused by wrong diagnoses, bad treatments and not being fully informed. 
[bookmark: _Toc215151733]8. Recommendations (Driven by Findings)
[bookmark: _Toc215151734]8.1 Governance Improvements
To solve the problems at Khyati Hospital, it's important to establish a robust clinical governance committee. This group should have senior doctors, quality experts and outside professionals to check if the hospital follows clinical rules, if they keep their patients safe, and if they follow some ethical guidelines (Chikhaoui et al., 2022). The committee will need to look at treatment plans, check some risky procedures, and look at how well staff are doing their jobs in order to make sure things are fair and clear. 
[bookmark: _Toc215151735]8.2 Process and Quality Improvements
To practice safer and better patient care, every department of Khyati Hospital should adhere to standard treatment guidelines. The hospital also should perform regular checks for bad outcomes and review what went wrong to fix problems and continue improving the quality of care (Feng et al., 2022). At the same time, staff like doctors, nurses and support workers should get training and new skills to fill in any knowledge gaps, follow procedures better and make smarter, more ethical decisions. 
[bookmark: _Toc215151736]8.3 Policy-Level Recommendations
At the policy level, it's important to closely follow PM-JAY to ensure that proper procedures and ethical rules are followed by hospitals, which helps to prevent misuse of public money. Creating a digital trail of all patient information, approvals and claims makes things more open and easier to track so officials can identify issues or dishonest actions quickly (Willmingtonet al., 2022). Also, taking a risk-focused approach to monitoring means giving more attention to procedures that have high risk, hospitals that have dealt with issues in the past, and patients who are more vulnerable. 
[bookmark: _Toc215151737]8.4 Culture and Ethics Reform
To regain the trust and integrity in Khyati Hospital, all employees should participate in a rigorous training program that includes education in patient rights, obtaining informed consent, and being responsible in the work (Hager et al., 2024). Setting up a way for the employees to report unethical or unsafe actions in a secretive and safe way helps to uncover problems early and keep things open. 
[bookmark: _Toc215151738]8.5 Implementation Plan (PDSA Cycle)
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Figure 5: 5 Whys Flow Diagram
(Source: deming, 2025)
Plan: Set standards and training
Do: Pilot in cardiology unit
Study: Audit results
Act: Scale to whole hospital
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Figure 6: The frequency and type of medication error in Pre and Post intervention groups
(Source: Sarika, 2021)
[bookmark: _Toc215151739]9. Conclusion
[bookmark: _Toc215151740]9.1 Summary of Key Failures
The case study of Khyati Hospital reveals the presence of structural, process and outcome failures that jointly undermined patient safety and organisational accountability. Such problems were caused by poor governance, lack of proper control, uneven clinical practices and malpractices. By using theoretical models and root cause analysis, it can be revealed that the nature of the failures was systemic, and problems were merely manifested in isolated errors.
[bookmark: _Toc215151741]9.2 Summary of Analytical Insights
The results highlight the paramount role played by effective governance systems, standardised clinical pathways, ethical behaviours, and open monitoring systems. Various issues need to be reinforced to prevent future cases and ensure that the quality of patient care is acceptable and safe.
[bookmark: _Toc215151742]9.3 Importance of Governance and Quality Systems
The reforms should be directed at strong supervision, evidence-based practices, employee capacity development, and an organisational culture of transparency in which issues can be raised without fear. The use of digital audit trails and the use of risk-based monitoring also improve institutional accountability.
[bookmark: _Toc215151743]9.4 Final Reflection
Finally, the enhancement of governance, quality systems, and ethical practices offers an evident course of action towards the restoration of trust and provision of a safer healthcare environment. As seen in this case, a profound and sustainable improvement needs dedication, management, and lifelong learning at every level of the organisation.
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c. End results as a consequence of providing care
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