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Executive Summary
This report critically examines persistent quality failures within Blackpool Victoria Hospital’s Stroke Unit from 2014 to 2018. Regulatory inspections, whistleblowing reports, and internal reviews all identified systemic deficiencies. These include issues in triage, communication, imaging, care pathways, and clinical supervision (CQC, 2017; Dummigan, 2025; Blackpool Teaching Hospitals NHS Foundation Trust, 2018). The unit repeatedly failed to meet national Sentinel Stroke National Audit Programme (SSNAP) benchmarks. CT imaging rates remained below expected standards, resulting in delayed diagnoses, prolonged door-to-needle times, and avoidable patient harm. Four diagnostic frameworks were applied to determine root causes. The Fishbone Diagram (Ishikawa, 1986) and the 5 Whys technique (Dyson, 2004) identified failures across staffing, governance, and clinical processes. The Donabedian Model (Donabedian, 2005) highlighted critical weaknesses in structure, process, and outcomes. SWOT analysis noted key internal barriers and external improvement opportunities. Together, these approaches show that failures were systemic and organisational, not isolated incidents (CQC, 2019; NHS England, 2019c).
In response, six evidence-based recommendations are proposed: standardising triage using the FAST (Face, Arm, Speech, Time) and ROSIER (Recognition of Stroke in the Emergency Room) tools aligned with NICE NG128 (NICE, 2019; Middleton et al., 2016); implementing rapid-access CT (computed tomography) pathways (Meretoja et al., 2013; RCP, 2020); mandating SBAR (Situation, Background, Assessment, Recommendation) communication across multidisciplinary teams (RCP, 2016); strengthening clinical supervision and workforce stability (Buchan et al., 2019; Health Education England, 2018); and embedding continuous quality improvement through PDSA (Plan-Do-Study-Act) cycles and SSNAP (Sentinel Stroke National Audit Programme) benchmarking (Taylor et al., 2014; RCP, 2024).
Implementation is guided by Kotter’s 8-Step Change Model (Kotter, 1996). This model emphasises leadership, cultural transformation, and sustained evaluation. Long-term improvement depends on organisational commitment, adequate resourcing, and continuous monitoring. This is needed to ensure safe, timely, and effective stroke care (Vincent et al., 2017; Robertson et al., 2017).




1. Introduction
Stroke is a major health challenge in the UK. It ranks among the leading causes of death and long-term disability, with around 100,000 people experiencing a stroke each year (Stroke Association, 2023; Feigin et al., 2022). The importance of addressing stroke care is underscored by the growing demands placed on the NHS, escalating health inequalities, and an ageing population. In recent years, policymakers and clinicians have placed increasing emphasis on improving acute stroke care pathways to reduce mortality and disability, with national reporting highlighting persistent gaps in timely treatment and workforce capacity across acute services (Robertson et al., 2017; NHS England, 2025). There are significant regional differences in outcomes, particularly associated with socioeconomic status and access to care (Strong et al., 2007). High-quality care requires rapid triage, timely scans, effective teamwork, and adherence to evidence-based pathways. These are outlined in NICE NG128 and the National Stroke Strategy, which form the basis for national and local service improvement initiatives (Feigin et al., 2023; Strong et al., 2007; NHS England, 2024). Failures at any point in the delivery of stroke care can cause preventable harm and compromise patient outcomes. Acute stroke service quality is critical, especially in hospitals serving deprived populations, where stroke rates and severity are higher (Boehme et al., 2017; Rudd et al., 2020). However, evaluating and improving local stroke services are vital to addressing both clinical effectiveness and health equity.
From 2014–2018, Blackpool Victoria Hospital’s Stroke Unit faced scrutiny. Staff, patients, and regulatory bodies raised concerns. The Care Quality Commission (CQC), whistleblowers, and internal reviewers identified systemic failures, including poor triage, bad communication, inconsistent imaging, broken care pathways, and weak supervision (CQC, 2017; NHS England, 2019a; Blackpool Teaching Hospitals NHS Foundation Trust, 2018; Dummigan, 2025; Gentleman, 2026). Deeper organisational problems caused these issues and put patient safety at risk. The Stroke Unit often underperformed against national SSNAP benchmarks, especially in door-to-needle time, CT scanning, and access to specialist care (SSNAP, 2015; SSNAP, 2018). However, similarly resourced stroke units in other regions demonstrated that targeted interventions, such as multidisciplinary rapid response teams and structured clinical governance, can significantly improve performance in challenging environments (RCP, 2020; Middleton et al., 2016). These examples show that, while Blackpool faced systemic barriers, comparable settings achieved better outcomes when teams implemented robust improvement strategies (NHS England, 2021).
This report adopts a structured, multi-framework approach to analyse the root causes of these failures. The Donabedian Model examines relationships between structure, process, and outcomes, while the Fishbone Diagram and 5 Whys probe underlying service deficiencies. SWOT analysis further assesses organisational readiness and external pressures. These insights inform evidence-based recommendations, supported by quality improvement methodologies such as the PDSA cycle and Kotter’s change management model. This integrated approach ensures that proposed improvements remain systematic, contextually relevant, and aligned with national standards.
2.Root Cause Analysis
This section uses complementary diagnostic model’s systematic approaches that help analyse and identify the underlying causes of these failures.
2.1 Fishbone Model (Diagram 1)
[image: ]
The Fishbone Diagram (Ishikawa, 1986) provides a systematic framework for identifying root causes of quality failures in Blackpool Victoria Hospital’s Stroke Unit, as shown in diagram 1 above. The central spine represents compromised quality of stroke care. The model groups contributory factors as People, Processes, Policies, Equipment, and Environment. In the People domain, staffing shortages, low morale, and limited psychological safety caused poor communication and inconsistent supervision. Process failures, such as triage delays and fragmented care pathways, undermined timely assessment and treatment. Outdated protocols and weak governance led to inconsistent decision-making and non-compliance with NICE NG128 standards (NICE, 2019; RCP, 2020). Equipment constraints, especially limited CT imaging, determined stroke outcomes (RCP, 2020; SSNAP, 2022). Overcrowding and high patient demand worsened inefficiencies in the care pathway (NHS England, 2019c). This analysis shows that failures from 2014 to 2018 were systemic, interdependent, and rooted in organisational conditions rather than isolated incidents (SSNAP, 2022; NHS England, 2019c).
The Fishbone Diagram was selected over the Five Whys method because it examines multiple causal factors across organisational domains. The Five Whys provides depth through sequential questioning but is less effective in complex healthcare settings with interacting variables (Dyson, 2004; Bergman and Klefsjö, 2010). The Fishbone Diagram supports a structured and comprehensive analysis of contributory factors. However, it does not clarify direct cause-and-effect relationships or the evolving interplay among variables over time, which may limit its ability to fully capture system dynamics. For this reason, it should be used alongside other analytical tools.

2.2 The 5 Whys Analysis (Diagram 2) [image: ]
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Applying the 5 Whys methodology across five key domains triage, communication, imaging, treatment pathways, and clinical supervision reveals distinct yet interconnected causal chains within the Blackpool Victoria Hospital Stroke Unit. Insufficient stroke prioritisation and non-standardised triage processes led to delays in CT imaging, both of which were underpinned by absent protocols, governance deficiencies, and a culture marked by low accountability (CQC, 2022; NHS England, 2019c). Inadequate training and limited psychological safety caused communication failures by restricting staff's willingness to escalate concerns (Edmondson, 2018). Persistent staffing shortages and slow radiology reporting compounded treatment delays (RCP, 2023), while rota gaps and high staff turnover caused deficits in clinical supervision (NHS England, 2019c).[image: ]

Across these domains, the 5 Whys analysis demonstrates that, although each issue follows a distinct causal pathway, overarching systemic challenges, weak management structures, insufficient workforce capacity, and a resistant organisational culture drive most outcomes. When paired with the Fishbone Diagram, the 5 Whys clarifies causal links by actively distinguishing deeper drivers (root causes) from surface symptoms (effects) (Ishikawa, 1986). The Fishbone Diagram organises possible contributing factors, while the 5 Whys sequentially investigates these factors to reveal underlying mechanisms, as diagram 2 illustrates. However, the linear structure of the 5 Whys may oversimplify complex, multifactorial problems and can expose the process to subjective interpretation or incomplete data (Bergman and Klefsjö, 2010). Using both the Fishbone Diagram and 5 Whys together expands the breadth and depth of causal analysis, highlighting the value of multi-method approaches to address complex healthcare quality failures.
.



2.3 Application of the Donabedian model (Diagram 3)

 The Donabedian Model (Donabedian, 2005) offers a definitive, structured framework for evaluating healthcare quality by rigorously assessing structure, process, and outcomes. Applying this model to the Blackpool Victoria Hospital Stroke Unit reveals systemic weaknesses across every domain, as highlighted in diagram 3.[image: ]


Critical structural deficiencies persist, including insufficient specialist staff, ongoing reliance on agency personnel, limited availability of CT scanners, inadequate clinical supervision, and unstable leadership and governance (CQC, 2017; NHS England, 2019a).
Process-related challenges create critical delays in triage and stroke recognition, breakdowns in interdepartmental communication, failures in escalation procedures, sluggish prioritisation of imaging, and dangerous variability in treatment pathways, including thrombolysis (an emergency medicine to dissolve blood clots) (RCP, 2019; Dyson, 2004).
Outcome measures reveal critical delays in CT imaging, prolonged door-to-needle times, escalating patient safety incidents and avoidable harm, declining SSNAP performance, extended hospital stays, and severely decreased patient satisfaction (RCP, 2019; GBD 2016 Stroke Collaborators, 2019).
These structural and process failures have directly led to poor outcomes, including increased patient safety incidents, extended hospital stays, and declining patient satisfaction (RCP, 2019; GBD 2016 Stroke Collaborators, 2019). The Donabedian Model makes clear that these are systemic failings requiring urgent, organisation-wide interventions to stabilise structures and fundamentally improve clinical processes (Lloyd, 2019; Donabedian, 2005). The diagram illustrates the direct relationship between weak structures and poor outcomes. Achieving high-quality care is only possible if structural resources and care processes are immediately realigned and reinforced (Lloyd, 2019).
2.4 SWOT Analysis (Diagram 4)
	STRENGTHS
 
• Dedicated stroke clinicians (RCP, 2023)
 • On-site CT imaging (NICE, 2023)
 • Commitment to improvement following inspection (CQC, 2022)
	WEAKNESSES
 
• Poor communication (CQC, 2022)
 • Staffing shortages (NHS England, 2023)
 • Inconsistent protocols (NICE, 2023)
 • Weak governance (CQC, 2022)

	OPPORTUNITIES
 
• National stroke initiatives (NHS England, 2023)
 • Workforce development funding (NHS England, 2023)
 • SSNAP benchmarking (RCP, 2023)
	THREATS
 
• High patient demand (RCP, 2023)
 • Recruitment challenges (NHS England, 2023)
 • Reputational risk following inspections (CQC, 2022)



A SWOT analysis was chosen for this case study because it provides a systematic framework for evaluating internal capabilities and external pressures that influence service improvement within the stroke unit. Strengths, such as dedicated clinicians and on-site CT imaging, are resources that facilitate pathway redesign and workforce development (CQC, 2017). Weaknesses include poor communication, staffing shortages, and inconsistent protocols. These reveal internal barriers to sustainable improvement (NHS England, 2019c). Opportunities, such as national stroke initiatives and SSNAP benchmarking, serve as external drivers. These initiatives align local practice with national standards (NICE, 2019). Threats include high patient demand, recruitment challenges, and reputational risk, as illustrated in diagram 4. These pressures may hinder implementation (SSNAP, 2022).

In practice, SWOT analysis supports strategic planning. It enables leaders to prioritise interventions, allocate resources, and design actions that leverage strengths while addressing weaknesses. However, the tool is subject to individual interpretation. SWOT may oversimplify complex issues and does not independently generate solutions (Dyson, 2004). Therefore, it is recommended to use SWOT alongside models such as the Donabedian Model and Fishbone Diagram. This ensures a comprehensive, evidence-based improvement strategy.
A SWOT analysis was selected over a PESTLE analysis because the main barriers in the stroke unit were internal. These are related to workforce, communication, governance, and clinical processes. External political or economic factors, better addressed by PESTLE, were not the primary concern. PESTLE examines broader, macro-level policy or system-wide issues. In contrast, SWOT focuses on organisational readiness and internal operational constraints (Dyson, 2004). Given the urgent need to address internal failures in the stroke pathway, SWOT was the more practical and context-specific tool for guiding actionable, multi-level quality improvement interventions (NICE, 2019; RCP, 2020).
3.Quality Improvement Anaylsis
Building on the identified root causes, the following section outlines structured approaches to implementing sustainable quality improvement.
3.1 PDSA  Cycle (Diagram 5)
 This quality-improvement cycle uses the Plan–Do–Study–Act (PDSA) methodology to increase the reliability and timeliness of acute stroke pathways at Blackpool Victoria Hospital. In the Plan phase, interventions are based on national guidance. This includes standardised stroke triage protocols (NICE, 2019), the SBAR communication framework (RCP, 2016), rapid-access CT pathways (RCP, 2020), and strengthened senior clinical oversight (CQC, 2017). These directly address failures in triage, communication, and imaging. The Do phase implements these interventions with a four-week emergency department pilot. This is supported by multidisciplinary training and the prospective collection of data on door-to-CT times and handover quality. During the Study phase, performance is benchmarked against SSNAP standards (SSNAP, 2022). This evaluates delays, escalation failures, and staff experience. The Act phase focuses on refining protocols, addressing workforce or process gaps, and spreading effective changes across the organisation. This is supported by ongoing audit and governance mechanisms (NHS England, 2019c).[image: ]

PDSA was chosen over PDCA, Lean, and Six Sigma for its flexibility. It suits complex clinical environments that need iterative testing and real-time learning. Lean and Six Sigma require stable systems and large datasets. In contrast, PDSA supports small-scale experimentation in dynamic, high-risk settings like acute stroke care. This follows Total Quality Management principles of continuous improvement and systematic problem-solving (Martínez-Lorente et al., 1998). However, PDSA’s impact relies on rigorous data collection, consistent use, and strong organisational engagement. Poor implementation may yield only superficial or short-term improvements.
3.2. Kotter’s 8-Step Change Model 

[image: ]
Kotter’s 8-Step Change Model (Kotter, 1996) is particularly appropriate for addressing the scale and complexity of quality improvement within the Blackpool Victoria Hospital stroke unit, as it offers a structured, organisation-wide framework, encourages staff engagement, and provides clear, incremental steps for implementing and sustaining change. In contrast, Lewin’s three-stage model (Lewin, 1947), which describes the sequential process of Unfreeze, Change, and Refreeze, was deemed less suitable. The linear, simplified structure of Lewin’s model may not adequately address the dynamic, multi-level nature of change required in acute stroke services (Burnes, 2007).
1:The first step, creating a sense of urgency, is critical given the documented delays in stroke care and poor SSNAP performance between 2014 and 2018 (RCP, 2019). Communicating audit data, patient safety incidents, and the clinical consequences of delayed thrombolysis can help build staff awareness and readiness for change (CQC, 2017). This ensures stakeholders recognise the immediate need for improvement.
2:Following this, the second step involves building a guiding coalition comprising stroke consultants, emergency department leads, radiology staff, senior nurses, and hospital management. A multidisciplinary leadership team is essential to coordinate action across departments and address the communication failures identified in the case study (NHS England, 2019a).
3:Building on this coalition, the third step is to develop a clear vision and strategy to deliver timely, evidence-based stroke care aligned with NICE NG128 guidelines, particularly by improving door-to-CT and door-to-needle times (NICE, 2019). This vision must be supported by measurable objectives to ensure accountability and clarity.
4:Once the vision is in place, the fourth step is to communicate it with consistent, sustained messaging at all organisational levels. Tools such as SBAR, staff briefings, and targeted training sessions can reinforce expectations and improve interdepartmental communication (RCP, 2016).
5:Subsequently, empowering staff to act on the vision involves removing barriers such as unclear protocols, limited access to CT imaging, and insufficient clinical supervision. Providing training, resources, and clear escalation pathways enables staff to implement improvements effectively (RCP, 2020).
6:The sixth step focuses on generating short-term wins, such as measurable reductions in CT scan delays within pilot areas. Demonstrating early success is essential to building momentum, reinforcing engagement, and increasing staff confidence (Kotter, 1996).
7:To maintain progress, sustaining acceleration is the seventh step, requiring the scaling of successful interventions across the organisation, supported by continuous monitoring through SSNAP data and internal audits (SSNAP, 2022).
8:Finally, anchoring change within organisational culture ensures long-term sustainability. This involves embedding protocols into routine practice, strengthening governance structures, and reinforcing accountability with sustained leadership support (NHS England, 2019a).
However, resistance to change may arise from workload pressures, staffing shortages, and an entrenched organisational culture. Addressing these challenges requires strong leadership, continuous engagement, and clear communication. While Kotter’s model provides a comprehensive framework, it may be resource-intensive and time-consuming in high-pressure healthcare environments. In contrast, the PDSA (Plan-Do-Study-Act) cycle, though more flexible and rapid, may not effectively address deep-rooted organisational issues or support large-scale transformation in acute stroke care. Nevertheless, Kotter’s structured, systematic approach is highly effective for managing complex, system-wide change in acute stroke care.
4. Recommendation
Drawing on the findings from the diagnostic and improvement models, the following recommendations propose targeted, system-wide interventions.
Table 1. Summary of Key Recommendations Mapped to Diagnostic Findings
[image: ]
This table ensures recommendations are transparent, evidence‑based, and clearly linked to diagnostic insights, supporting prioritisation and implementation planning.


4.1 Strengthen Triage and Early Stroke Recognition 
The Fishbone Diagram and 5 Whys analyses identified inconsistent triage and delayed stroke recognition as key contributors to imaging delays (Middleton et al., 2016). Implementing a standardised triage protocol aligned with NICE NG128 (NICE, 2019) is essential. The process should incorporate validated tools such as FAST and ROSIER, using clear escalation pathways. Standardisation reduces variation and improves time-critical decision-making (Middleton et al., 2016; RCP, 2020). Integration into electronic systems can help minimise human error and promote consistency (NHS England, 2019c). Implementation requires mandatory training for emergency and ambulance staff. Six-monthly competency assessments should support this training (CQC, 2019). Simulation-based training can further enhance team coordination and address communication challenges found in the SWOT analysis (Ogrinc et al., 2003).
4.2 Improve Access to Timely CT Imaging
Delayed CT imaging was identified consistently across diagnostic models (Donabedian, 2005; Ishikawa, 1986). Establishing a rapid-access CT pathway is essential to ensure imaging within one hour. This approach aligns with SSNAP and RCP standards (RCP, 2020). It requires prioritising stroke patients and allocating dedicated CT capacity. Strengthening ED–radiology communication is also needed (RCP, 2016). Evidence from high-performing centres shows that co-locating CT scanners reduces door-to-CT times (Meretoja et al., 2013). Structural changes need long-term investment. However, short-term improvements are possible through clearer escalation protocols, real-time dashboards, and targeted workforce adjustments. These interventions address process inefficiencies highlighted in the Fishbone Diagram and Donabedian analyses.
4.3 Strengthen Multidisciplinary Communication
Communication failures were identified in the Fishbone Diagram, 5 Whys, and SWOT analyses (Ishikawa, 1986; Dyson, 2004). The SBAR tool should be mandated as the standard communication method for emergency, radiology, and stroke teams to standardise information exchange and reduce errors (RCP, 2016). Ongoing training, supervision, and regular audits are necessary to reinforce this practice (CQC, 2019; NHS England, 2019c). Daily multidisciplinary huddles can enhance situational awareness, address workflow bottlenecks, and facilitate shared decision-making (Provost and Murray, 2011). Structured huddles have been shown to improve team coordination and reduce delays in acute care (Provost and Murray, 2011; Ovretveit and Gustafson, 2002). These interventions directly address the cultural and communication gaps identified in the diagnostic analyses.
4.4 Strengthen Clinical Supervision and Workforce Stability
 The Donabedian analysis identified inadequate supervision and staffing instability as barriers to quality care (Donabedian, 2005; CQC, 2016). Establishing a rota that provides 24/7 access to stroke-trained clinicians aligns with CQC recommendations and national standards (CQC, 2019; RCP, 2020). Workforce development funding should be utilised to support staff training, reduce reliance on agency personnel, and improve retention (Buchan et al., 2019; Robertson et al., 2017; Health Education England, 2018). Fostering a psychologically safe culture enables staff to escalate concerns and supports sustained improvement (Edmondson, 2018). These measures address the structural and cultural challenges identified in the SWOT and Donabedian analyses (Donabedian, 2005).
4.5 Embed Continuous Quality Improvement
To ensure sustainability, the hospital should implement continuous monitoring through SSNAP benchmarking (SSNAP, 2018; RCP, 2024), regular audits, and Plan-Do-Study-Act (PDSA) cycles (Taylor et al., 2014). This approach aligns with PDSA’s emphasis on reflective learning (Ogrinc et al., 2003) and Kotter’s principles for sustaining progress (Kotter, 1996). A stroke improvement dashboard should be developed to display real-time performance on key indicators, including door-to-CT time, thrombolysis rates, and specialist review. Employing continuous improvement processes addresses systemic failures identified across all diagnostic models.
4.6 Implement Organisational Change Using Kotter’s Model
Kotter’s 8-Step Model is a structured framework for delivering cultural and behavioural change in the stroke pathway (Kotter, 1996). Creating urgency through transparent SSNAP reporting can mobilise staff and highlight performance gaps (SSNAP, 2018; RCP, 2024). A multidisciplinary guiding coalition ensures coordinated action across emergency, radiology, and stroke services (Kotter, 1996). A clear vision aligned with NICE guidance supports consistent, evidence-based practice. This is reinforced by removing barriers, such as unclear protocols and limited supervision (NHS England, 2021; NICE, 2019). Generating short-term wins, such as improved CT turnaround times, builds momentum (Meretoja et al., 2013). Embedding changes within organisational culture ensures sustainability (Kotter, 1996). However, success depends on sustained leadership and adequate resourcing (Robertson et al., 2017; Buchan et al., 2019). Continuous evaluation is essential, as isolated interventions rarely achieve lasting improvement in complex healthcare systems (Vincent et al., 2017; Reason, 2000).

5. Benchmarking Table
[image: ]
Benchmarking data demonstrate that Blackpool Victoria Hospital’s Stroke Unit unequivocally underperformed against national standards, particularly SSNAP indicators for CT imaging and thrombolysis (SSNAP, 2015; SSNAP, 2018; SSNAP, 2022; RCP, 2020). Local CT imaging rates routinely remained below 70%, falling short of the national benchmark of 90% and directly resulting in delays in diagnosis and treatment initiation. High-performing stroke centres prove that rapid imaging pathways and coordinated multidisciplinary care are achievable within NHS settings (RCP, 2024; Russell, 2024). The proposed improvements directly address these benchmarks by mandating triage standardisation, increasing CT access, and streamlining communication processes. Benchmarking will ensure ongoing monitoring through SSNAP reporting and audit cycles (SSNAP/HQIP, 2025). However, interpreting comparisons requires vigilance, as organisational context, resource constraints, and patient demographics inevitably affect performance (CQC, 2023).
6.Conclusion 
In summary, this report critically analysed the systemic factors underlying quality failures within Blackpool Victoria Hospital’s Stroke Unit between 2014 and 2018. Multiple diagnostic frameworks including the Fishbone Model (Ishikawa, 1986), 5 Whys (Dyson, 2004), Donabedian Model (Donabedian, 2005), and SWOT analysis showed that these failures were not isolated. Instead, they reflected interconnected weaknesses in organisational structures, clinical processes, and culture. Key issues included inconsistent triage (Middleton et al., 2016), delayed CT imaging (Meretoja et al., 2013), ineffective communication (RCP, 2016), inadequate clinical supervision, and unstable governance (CQC, 2016; CQC, 2019). Together, these factors contributed to suboptimal SSNAP performance (SSNAP, 2018) and avoidable patient harm.
The integration of quality improvement and change management approaches, specifically the PDSA cycle (Taylor et al., 2014) and Kotter’s 8-Step Model (Kotter, 1996), provided a structured, evidence-based strategy to address these challenges. PDSA supports iterative, data-driven improvement within complex clinical environments (Ogrinc et al., 2003). Kotter’s model facilitates the cultural and organisational transformation required to sustain change. Benchmarking data further underscored the extent of underperformance relative to national standards (RCP, 2024; SSNAP/HQIP, 2025). This highlighted the urgency of a system-wide intervention.
The proposed recommendations standardising triage protocols (NICE, 2019; Middleton et al., 2016), improving access to CT imaging (Meretoja et al., 2013), strengthening multidisciplinary communication (RCP, 2016), enhancing clinical supervision (CQC, 2019), and embedding continuous quality improvement (Taylor et al., 2014) are directly informed by diagnostic findings and aligned with national policy (NHS England, 2021; RCP, 2016). However, their success depends on sustained leadership and adequate resourcing (Robertson et al., 2017; Buchan et al., 2019). The ability to address complex organisational challenges is also key. These findings provide a transferable framework for improving stroke care across similar healthcare settings.
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Kotter’s 8-Step Change Model in Stroke Unit Improvement

1. Create Urgency [Highlight delays & risks (CQC, 2017; RCP, 2019)

2. Build Guiding Coalition &)rm multidisciplinary team (NHS England, 2018)

3. Develop Vision & Strategy [Set goals for faster CT & thrombolysis (NICE, 2019)

4. Communicate the Vision [Provide SBAR training (NHS England, 2019a)

5. Empower Action [Remove barriers; enable staff (RCP, 2020)

6. Generate Short-Term Wins [Show early successes (Kotter, 1996)

7. Sustain Acceleration [Expand successful changes (SSNAP, 2022)

8. Anchor the Change (Embed new protocols & audits (NHS England, 2018)
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