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                                                 Executive Summary
This report analyses the case of Gosport War Memorial Hospital opioid prescribing scandal as a failure of critical healthcare quality management and patient safety in the UK NHS. The issue in the case was improper prescription and dispensing of opioid drugs to patients of old age in 1987-2001, which caused severe preventable injuries. Gosport Independent Panel found evidence of at least 456 deaths due to unsafe prescribing practices and illustrates systemic governance failures, monitoring and accountability failures. The report examines the causal factors of the incident with the help of known quality improvement models, such as the Fishbone Diagram, 5 Whys method, Donabedian Model and SWOT analysis. Results show inadequacy in clinical governance, leadership, ineffective incident reporting and the existing culture that discouraged the staff from voicing concerns. The report also relies on published studies, as well as the UK examples of healthcare, to put these failures into perspective. Additionally, it suggests evidence-based changes that are applicable through the PDCA model to enhance prescribing safety, enhance governance mechanisms, improve monitoring of patients and the development of an open and continuous learning and improvement culture in healthcare organisations. 
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[bookmark: _Toc235884695]1. Introduction
Effective health and social care services entail quality management and patient safety as the key components. Strong governance systems and practices of continuous quality improvement are expected to enable healthcare organisations to provide safe, effective, patient-focused and evidence-based care. Nevertheless, any lapses in leadership, clinical governance and medication management may lead to severe patient injuries and a lack of trust in medical care by people. The Gosport War Memorial Hospital opioid prescribing scandal in the United Kingdom was one major instance where improper administration of opioids to elderly people led to unnecessary harm to patients and resulted in premature deaths. This report presents the quality risk factors in the Gosport case and then explores the cause of the quality risk factors and the utilisation of quality management models such as Fishbone Diagram, the 5 Whys method and the Donabedian Model. It also uses the strategic analysis methods and suggests evidence-based suggestions to improve the sustainability of the services and improve the patient outcomes in terms of safety.
[bookmark: _Toc235884696]2. Case Study Evaluation 
The opioid prescribing scandal in Gosport War Memorial Hospital is an important quality and patient safety failure in the UK healthcare system (Crofts, 2022; gov.uk, 2018). Misuse of opioid drugs was common among the elderly patients between 1987 and 2001, as it was commonly prescribed and administered to the geriatric population without any apparent clinical reasoning. Unsafe opioid prescribing and improper use of medications were the quality issues upon which vulnerable patients at risk of unnecessary risks and avoidable harm. The Gosport Independent Panel had evidence which showed that at least 456 patients died as a result of the misuse of opioids, and at least 200 more patients were probably impacted (gov.uk, 2018). It was also revealed in the investigation that the complaints by both the family and the nursing profession and other health care professionals were often disregarded, so there was a lack of governance, accountability, and oversight. These results had put into focus systemic failures as opposed to isolated clinical mistakes. The problem can be considered a significant patient safety and overall health issue since medication safety is one of the main ingredients of high-quality healthcare (Ahmed et al. 2024). None of the outcomes of the unsafe prescribing can be underestimated because they may be terrible, such as more or less overdose, unneeded suffering, and even untimely death. The scandal greatly led to a decline in the quality of care provided to patients and jeopardised the concept of patient-centred care.  The Gosport case directly relates to the NHS strategic and national priorities on quality by pointing to the necessity to enhance patient safety, medication safety, clinical governance, and openness. The NHS Patient Safety Strategy facilitates the minimisation of preventable harm, enhances incident reporting, and the creation of a learning culture to deliver safe, effective, and patient-centred healthcare services (Quick, 2022; Sheikh et al. 2022). 
[bookmark: _Toc235884697]3. Donabedian Model 
Introduction to the Donabedian Model
One of the most popular frameworks, which is used to assess healthcare quality, is the Donabedian Model (McCullough et al. 2023).  
Structure
Leadership, governance, staffing assistance, clinical policies, and training systems were key areas of weakness at the Gosport War Memorial Hospital in terms of structure (gov.uk, 2018). The Gosport Independent Panel discovered that the culture of clinical authority was one of hierarchy and silence, with unaddressed concerns by both nurses and families being disregarded. The initial warnings on the practice of opioid prescription and administration were raised by the nursing staff in 1991, but these warnings were sidelined instead of being pursued (gov.uk, 2018). This was one of the greatest shortcomings of clinical governance and leadership control. Moreover, the system of prescribing policies and medication went unmonitored. Good structures must guarantee transparency and responsibility, frequent audits, and professional responsibilities (Fukami and FUKAMI, 2024). Within the span of many years, however, the governance arrangements did not notice what unsafe prescribing practices were. It also seemed that staff training systems lacked effectiveness, especially in terms of safe medication handling, patient-centred care, and the speaking-up process.  
Process
The process dimension is concerned with the care provision. The standard of prescribing at Gosport was very much in variance with that of normal clinical practice. The use of opioid drugs was very commonly prescribed without adequate clinical rationales and to younger patients who were at risk due to their age (gov.uk, 2018). There were unsatisfactory patient evaluations, and clinical reviews did not always underlie the decisions made regarding medications. The patient's safety was also not ensured due to the monitoring procedures. There was a lack of recurrent assessment of patients who had been prescribed strong opioid drugs, which could have presented a chance to detect any adverse effects or progression (Duncan et al. 2025). Failure of incident reporting processes was also of great concern. The Independent Panel pointed out that issues that had been raised by patients, families, and healthcare professionals were constantly ignored. The organisation showed a defensive attitude as opposed to a learning culture. 
Outcomes
The outcome dimension shows the effects of failures of structure and processes. Hundreds of patients were linked to the area of inappropriate opioid prescribing practices, which resulted in the premature death of hundreds of patients (gov.uk, 2018). In addition to the immediate effect on patients, the scandal destroyed the confidence of people in the services and regulatory processes in healthcare. Other important effects of the case are the enormous emotional anguish felt by the families who had tried to find answers to the loss of their family members over the years. Also, the health care resources were wasted during investigations, reviews of the law and reforms of policies. The crisis identified ineffective quality of outcomes in various aspects, among them being the safety, effectiveness, the patient experience and trustworthiness (Varga et al. 2023). 
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Figure 1: Donabedian Model (Source: Influenced by gov.uk, 2018) 
[bookmark: _Toc235884698]4. 5 Whys 
The 5 Whys method is commonly applied in healthcare to explore incidents of patient safety as it aids in going beyond the topical (investigative) explanations and finding organisational and system failures (Majka, 2024). The strategy is especially applicable to the Gosport War Memorial Hospital scandal, where several malfunctions resulted in insecure opioid prescription and patient injuries. 
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Figure 2: 5 Whys 
(Source: Influenced by gov.uk, 2018) 
Problem: Patients Received Inappropriate Opioid Medications
The main quality issue at Gosport War Memorial Hospital was the inappropriate prescribing and dispensing of opioid medications to elderly patients, which were not supported by adequate clinical research (gov.uk, 2018). 


Why 1: Why Were Opioids Prescribed Without Clinical Justification?
Most patients were prescribed opioids even though they did not have a clear medical reason to be treated with opioids. The Gosport Independent Panel established that hazardous modes of prescribing became the norm and an ordinary form of treatment.  
Why 2: Why Were Prescribing Practices Not Regularly Reviewed?
Planned reviews of medication and reassessments of patients were not sufficient or non-existent (Paternò Holtzman et al. 2025). Clinical systems were not able to make sure the prescriptions were checked based on the specifications of the patients.  
Why 3: Why Did Governance Systems Fail to Detect Unsafe Practice?
There was weak and ineffective clinical governance. There was a lack of audits, performance reviews and medication safety monitoring processes to determine inappropriate prescribing practices. Bowers et al. (2024) argue that to ensure quality and patient protection, robust clinical governance to support this is necessary, but these processes were mostly absent in Gosport. 
Why 4: Why Were Staff Concerns and Complaints Ignored?
Many questions were expressed by the nurses, healthcare workers and relatives about patient care. Nonetheless, these warnings were not adequately researched or undertaken. Lack of response to the raised concerns has not helped to detect the risks early. They have enabled unsafe practices to be entrenched in the organisation (Modise, 2023). 
Why 5: Why Did the Organisation Lack Accountability and Transparency?
The most fundamental level was that the culture of the organisation showed a lack of accountability, openness and transparency. Huang et al. (2024) believe that organisational culture plays a crucial role in determining patient safety. 
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5. SWOT Framework 
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Table 1: SWOT Analysis 
(Source: Influenced by Source: Influenced by gov.uk, 2018; Durojaiye et al. 2025) 
Among the strengths, the presence of NHS governance structures and national standards on patient safety that aimed to advance the delivery of healthcare services safely and effectively was one of the strengths (Durojaiye et al. 2025). There was an existence of professional rules and regulations, prescribing rules and regulations, and structures of clinical governance that were in place at the time of the scandal. But these systems were not positively instituted and tracked in the organisation. The weaknesses that were identified in the case were significant. According to the Gosport Independent Panel, it was discovered that documents indicated that 456 patients died after receiving an opioid prescription, and an opioid had been administered without the proper clinical justification or reason. Poor accountability and ineffective governance meant that deliberations raised by nurses, families, or healthcare professionals were usually sidelined (Kassa et al. 2025).    
[bookmark: _Toc235884700]6. PDCA (Plan-Do-Check-Act) Cycle
Plan
The Plan step aims at enhancing medication safety through electronic prescribing, periodic reviews of opioid medications, multidisciplinary prescribing committees, and employee training. The aim of these interventions is to diminish unsafe prescribing practices and enhance clinical governance (Sheikh et al. 2022; Realyvásquez Vargas et al. 2024).
Do
The Do stage entails bringing the suggested interventions to a pilot basis. Training on how to prescribe and monitor opioid medicine safely should be given to healthcare staff. Surveys and meetings should also be conducted to gather feedback regarding implementation issues based on the feedback of healthcare professionals, patients, and families (Adams et al. 2024; Brabcova et al. 2023).
Check
In the Check stage, the data obtained must be analysed in order to determine the extent of reduced occurrence of errors with regard to prescriptions, medication incidents and patient safety risks. The effectiveness of the intervention should also be measured by checking staff feedback, patient experiences, audit results, and adherence to prescribing guidelines (Falade et al. 2024).
Act
Act stage is concerned with policy refinement with the help of audit results and recommendations made by the stakeholders. Steps that bring success should be practiced throughout the organization, while areas of weakness should be addressed through more training, revised procedures, and stricter discipline (Realyvásquez Vargas et al. 2024; Ahmed et al. 2024). 
[bookmark: _Toc235884701]7. Kurt Lewin’s 3-Stage Model
Unfreeze
The 3-Stage Model by Kurt Lewin is appropriate to the Gosport War Memorial Hospital case since it helps to promote a massive organisational and cultural shift in the health care system. The unfreeze phase aims at building awareness that the existing practices are not safe and that there is an urgent need to improve. The results of the Gosport Independent Panel indicated that there were severe lapses in opioid prescribing, governance, and patient safety, which meant that changes were necessary (gov.uk, 2018). Healthcare leaders must convey these risks to doctors, nurses, pharmacists, managers, patients and families in a way that will build a common awareness of the necessity of safer medication practices. Empathic leadership, employee involvement, and transparency facilitate readiness of healthcare workers to change and enhance patient safety culture (Ahmed et al. 2024). 
Change
The change step is a process that entails the introduction of new practices aimed at enhancing medication safety. The improvement programme should be led by a multidisciplinary team of senior clinicians, pharmacists, nurses, governance leaders and patient representatives. The most important interventions are electronic prescribing, frequent medication reviews, educating the staff about opioid stewardship, and enhancing incident reporting (Adams et al. 2024; Sheikh et al. 2022). The changes should be reinforced with constant communication, training of the staff and feedback sessions to address the concerns. The resistance can be due to the fear of more work or alteration of the old practices. Leadership support, effective communication, and engaging the staff in decision-making can help mitigate these challenges (Brabcova et al. 2023). 
Refreeze
The refreeze phase is critical in making the improvements a routine practice. To maintain safer care, updated prescribing policies, frequent clinical audits, ongoing staff training, and governance checks should be upheld. The leadership ought to track the performance indicators, acknowledge good practice and instil a spirit of openness and learning. Incorporating accountability and ongoing quality improvement will ensure the safety of patients and avoidance of such failures in the future (Huang et al. 2024; Falade et al. 2024). 
[bookmark: _Toc235884702]

8. Recommendations  
Recommendation 1: Strengthen Medication Governance and Prescribing Controls
Among the key problems in Gosport was the improper prescription of opioid drugs without sufficient clinical support. Greater medication governance systems are thus needed to enhance the prescribing accountability and safety. This suggestion includes the implementation of prescribing review as mandatory, multidisciplinary team-based medication management, an electronic prescribing system and controlled drug audits (Marie et al. 2023). 
PDCA (Plan-Do-Check-Act)
Plan: Establish standardised opioid prescribing protocols in accordance with national healthcare standards. Underpin multidisciplinary assessable committees comprised of physicians, pharmacists, nurses and representatives of governance. 
Do: Adopt electronic prescribing and institute compulsory review of medications of all patients taking opioid drugs. Training on safe prescribing and the requirements of medication governance (Brabcova et al. 2023; D'Errico et al. 2022). 
Check: Monthly audits should be made to evaluate adherence to prescribing guidelines, oversee medication-related events, and evaluate prescribing habits (Idris et al. 2024). 
Act: Utilise the audit findings to improve the prescribing policies, fill in gaps, and respond with corrective measures to the identified gaps. Best practices ought to be organised throughout the organisation. 
Recommendation 2: Improve Patient Monitoring and Clinical Review Processes
The Gosport case revealed that there were major limitations in patient evaluation and monitoring practices. Patients treated with strong opioid drugs were not regularly reevaluated, which led to negative consequences. Better monitoring systems can be used to aid in the early detection of patient worsening and maintain decisions regarding treatment as clinically appropriate. Falade et al. (2024) argue that one of the main elements of high-quality healthcare services and patient safety management is continuous monitoring of patients. 

PDCA (Plan-Do-Check-Act)
Plan: Develop explicit monitoring guidelines for patients under high-risk medications. Establish roles in terms of clinical reviews and additional evaluations.
Do: Implement structured tools of patient assessment and mandate multidisciplinary reviews of opioid therapy patients on a regular basis (Adams et al. 2024). Adopt electronic documentation to help in the tracking of activities.
Check: Periodically examine patient records and determine whether monitoring routines are adhered to and whether any assessments or documentation mistakes have occurred (Jedwab et al. 2022).
Action: Manage the vulnerabilities by means of supplementary employee training, updated policies, and increased monitoring. The practice of continuous improvement should be made a part of regular clinical practice. 
Recommendation 3: Develop a Culture of Openness, Accountability, and Speaking Up
It is necessary to create a culture in which people will be able to report issues, which will then help avoid future patient safety incidents (Mistri et al. 2023). The Department of Health has highlighted that patient, family, and staff concerns are useful tools to enhance the quality of care and prevent harm. 
PDCA (Plan-Do-Check-Act)
Strategy: Establish a detailed speaking-up policy that facilitates transparency, protection of the whistleblowers and involvement of the staff. Create Freedom to Speak Up Guardians and confidential reporting.
Do: Provide training on patient safety culture, duty of candour, and whistleblowing policies and procedures (Quick, 2022). Promote an attitude towards open communication and responsive decision-making among leadership teams.
Check: Evaluate the level of staff surveys and incident reporting, and employee, patient, and family responses to determine whether they feel empowered when voicing their concerns.
Action: Take action based on the findings of the feedback to enhance reporting systems, enhance accountability in leadership, and overcome cultural barriers that contribute to discouraging openness. 
Recommendation 4: Enhance Clinical Governance and Organisational Oversight
Proper clinical governance offers the frameworks required to guarantee accountability, risk control, quality assurance and continuous improvement (Efunniyi et al. 2024). Well-structured governance systems ensure that healthcare organisations are able to detect the risks at an early stage and uphold high standards of care. 
PDCA (Plan-Do-Check-Act)
Plan: Build a more robust governance system that has better accountability designs, quality level indicators and reporting designs (Falade et al. 2024).
Do: Develop routine governance, clinical auditors, risk and performance reviews. Implement board-level monitoring of patient safety measures and medication management.
Check: Measure performance of governance by using audit results, trending of incidents, patient safety and regulatory compliance measurements.
Act: Change governance where it is required and develop improvement plans that deal with weaknesses identified.  
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Table 2: Recommendation
(Source: Influenced by Falade et al. 2024; Idris et al. 2024; Quick 2022)
[bookmark: _Toc235884703]9. Benchmarking
Benchmarking assists healthcare organisations in comparing their performance with national performance and best practice in improving patient safety and quality of care. The performance can be contrasted with the NHS Patient Safety Strategy, NICE Medicines Optimisation Guidelines, the Care Quality Commission (CQC) standards, and the Freedom to Speak Up policy in the Gosport case. These standards facilitate safe prescribing, successful clinical governance, patient-centred care, and transparent reporting of safety issues (Sheikh et al. 2022; Quick, 2022). Best-performing NHS organisations regularly perform medication audits, electronic prescribing systems are used, and staff is encouraged to report everything without fear (Falade et al. 2024). These national expectations are in line with the suggested improvements, such as more powerful medication governance, regular audit, electronic prescribing and training of staff members. Regular monitoring of benchmarking data, including prescribing error rates, incident reports, audit compliance, and patient safety indicators, can be used to measure progress and identify areas that need additional enhancement (Idris et al. 2024). Nevertheless, comparisons must be viewed cautiously as healthcare organisations vary in terms of patient population, staff, the resources available, and organisational culture, and it could affect performance outcomes (Varga et al. 2023). 
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Table 3: Benchmarking of the Gosport Case Against NHS Standards
(Source: Influenced by Falade et al. 2024; Idris et al. 2024; Quick 2022)
[bookmark: _Toc235884704]10. Conclusion
This report has analysed the Gosport War Memorial Hospital opioid prescribing scandal as a critical healthcare system failure in quality healthcare, patient safety and clinical governance. The assessment revealed the lack of accountability and weak monitoring regimes, ineffective incident reporting, and unsafe opioid prescribing practices to be the key factors of preventable patient harm. The Gosport Independent Panel showed that at least 456 patients have died after receiving the wrong administration of opioids because of systemic failures instead of singular clinical errors. Making use of quality management tools such as the Fishbone Diagram, the 5 Whys method, the Donabedian Model, and SWOT analysis, it was possible to show that the root causes of failure were complex. Unsafe clinical processes were caused by structural weaknesses like poor leadership, ineffective training and poor governance systems.  
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organisations.

Poor Quality Outcomes
Unsafe care, preventable harm,
poor patient experience and
injustice to families.

Organisational Impact
Investigations, legal costs,
reputational damage and
wasted resources.

Feedback Loop
Outcomes inform improvements in processes
and structures to enhance quality of care.
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5 Whys Technique

Problem:

Patients Received Inappropriate Opioid Medications

Why were opioids
prescribed without
clinical justification?

Opioids were prescribed despite no clear medical
need; unsafe prescribing became routine.

i

Why were prescribing
practices not regularly
reviewed?

Medication reviews and patient reassessments
were inadequate or absent; monitoring systems
were weak.

v

Why did governance
systems fail to detect
unsafe practice?

Why 3?

Clinical governance systems were weak; audits
and safety monitoring were insufficient.

¥

Why were staff concerns
and complaints
ignored?

Concerns raised by staff and families were not
investigated or acted upon.

2

Why did the organisation
lack accountability and
transparency?

Organisational culture lacked accountability,
openness and transparency; hierarchy discouraged
speaking up.





