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Component 2
Service Improvement Report: Enhancing Patient Safety and Escalation through Implementation of Martha’s Rule
1. [bookmark: _Toc213414399][bookmark: _Toc213414467]Introduction
In 2021, a fifteen-year-old Martha Mills died in King’s College Hospital in London following a preventable escalation care failure after being involved in a bicycle accident. Despite her clear signs of sepsis (a high temperature, a rash, and blood), she was misdiagnosed, and the various concerns raised by her parents were not considered (BBC, 2023; Dyer, 2025). Additional investigation revealed that her life would have likely been saved with the help of prompt escalation and intervention (Hassell, 2022). The given case shows that there are serious gaps in the system of clinical communication, judgment, and governance, and that the contribution of failures in patient safety and quality assurance is a major contributor to disastrous results.
Failure to detect and act about clinical deterioration has been a traditional problem within the National Health Service (NHS). According to NHS England (2024a), unrecognised deterioration in patients is among the primary causes of preventable morbidity and mortality, particularly in sepsis cases and cases of acute illnesses. The key pillars of patient safety mentioned in such national frameworks as the Patient Safety Strategy and Managing acute physical deterioration Framework are the importance of preventing risks through early recognition and efficient communication, as well as the rapid development of deterioration. But incidences as in the case of Martha display certain latent problems about top-down communication and correct ways of escalation (Waring, 2025; Health Innovation England, 2025).
Such failures must be tackled as a two-pronged effort not only to look at clinical error but also the organisational and cultural elements that result in such errors. Lohr and Brook (1984) consider quality assurance as a process that involves an identified approach in the identification, analysis and correction of the problems in care delivery to enable continuing improvement. The example of Martha assessed that NHS failed to mitigate the flaws in sepsis management, staff accountability, and interaction with patients, which revealed shortcomings in the safety, timeliness, and patient-centredness indicator (NHS England, 2024b). In response, the "Martha Rule" was created as a major quality improvement initiative, which allowed patients and families to ask for an immediate clinical review when they believe the patient's condition is worsening. In the pilot implementation of the system at 143 NHS hospitals in 2024, 573 family-initiated calls were received within six months, resulting in 57 intensive care transfers and 241 potentially life-saving interventions.  This report examines the case of Martha Mills to explore the root causes of escalation failures and propose strategies for improvement using quality assurance models such as the Fishbone Diagram, Donabedian Model, and SWOT analysis. In addition, it will suggest evidence-based recommendations and implementation strategies based on quality improvement methods such as Plan-Do-Study-Act (PDSA) framework and Lean approach.
2. [bookmark: _Toc213414400][bookmark: _Toc213414468]Main Body 
2.1. [bookmark: _Toc213414401][bookmark: _Toc213414469]Root Cause Analysis
The case of the death of Martha Mills highlighted the fundamental flaws in the system concerning an increase in the number of worsening patients in the NHS. An interdisciplinary multi-dimensional root-cause analysis based on the Fishbone Diagram, 5 Whys and Donabedian Model shows that these problems were not caused by single clinical errors.
2.1.1. [bookmark: _Toc213414402][bookmark: _Toc213414470]Fishbone (Ishikawa) Analysis
[image: ]The Fishbone Diagram divides the causes of inability to escalate the symptoms of sepsis into six major areas, namely Leadership, Policies, Training, Communication, Resources and Culture as seen in fig 1 (Sakdiyah, Eltivia and Afandi, 2022; Loredana, 2017).

Figure 1 Fishbone Diagram 
Source (Self made)
· Leadership: The senior clinicians could not show accountability or oversight at the critical levels of care. On-call consultant did not engage with the on-site assessments of Martha, according to parental concerns, which is a weakness in leadership involvement and lack of authority on escalation (Dyer, 2025).
· Policies: There were sepsis and escalation guidelines, which were not implemented properly and regularly communicated to employees. NHS England (2024a) states that the non-adherence to the PIER (Prevention–Identification–Escalation–Response) is common.
· Training: Employees demonstrated a low level of awareness of sepsis red-flag indicators and escalation protocol, which was consistent with the national data according to which 36% of acute-care nurses have a lack of training related to sepsis management (Health Innovation England, 2025).
· Communication: There were hierarchical and fragmented lines of communication that slackened decision-making. The warnings issued by parents were ignored repeatedly, and interdepartmental interactions between the teams of paediatrics and intensive care were ineffective (BBC, 2023).
· Resources: The high-level of workload and the lack of senior decision-makers facilitated the delays in diagnoses. The lack of resources has been cited as an impediment to safe escalation in various NHS investigations (Rowe, 2025).
· Culture: Considering fig 1, the culture was one in which the doctor knows best where to go, and the staffs and families were not to question the clinical authority. Cultural inertia in this manner compromises the ethos of patient-safety openness and learning that is advocated by NHS England (2024b).







2.1.2. [bookmark: _Toc213414403][bookmark: _Toc213414471]5 Whys Technique
Applying the 5 Whys further clarifies causal depth (See fig 2):
[image: An Effective Problem Solver When it ...]
Figure 2 5 WHY Techniques 
Source (Card, 2017)
· Why was sepsis not escalated?
Since the clinical deterioration was not notified to the consultant promptly.
· Why was the consultant not told?
Due to the lack of knowledge on escalation thresholds by the ward staff.
· What was the problem with the escalation thresholds?
Owing to the fact that escalation policies have not been homogenised and trained accordingly.
· Why was training inadequate?
Quality-assurance audits did not focus on escalation competency because it was not a priority.
· What was the cause of inadequate audits?
Governance structures had no feedback to provide a connection between incident data and learning.
Such questioning over and over again reveals a system failure and not a single failure, thus demonstrating that safety incidents are more likely to be the reflection of poor organisational design (Hassandoust and Johnston, 2023; Stemn et al., 2018).
2.1.3. [bookmark: _Toc213414404][bookmark: _Toc213414472]Donabedian Model (Structure Process Outcome)
A structured analytical approach to quality failures, developed by Avedis Donabedian (1966), can be used to analyse the failure of quality (López Ramírez et al., 2021):
[image: The Provision of Powered Mobility Devices in Italy: Linking Process with  Outcomes]
Figure 3: Donabedian Model  
Source (Avedis Donabedian, 1966)
· Structure: The inadequate infrastructures of early-warning identification and the escalation channels. Access to a lack of a clear family-initiated review system prior to the Rule of Martha subjected the patients to the mercy of clinical judgment.
· Process: Multidisciplinary ineffective communication, over skipped sepsis evidence, and non-documentation or lack of action of parental apprehension.
· Outcome: Death that could have been averted, broken trust among the citizens, psychological trauma to the family, and loss of reputation to the organisation.
The model by Donabedian proves that safe outcomes are a result of improving the structure (having clear modes of escalation, adequate staffing, and digital monitoring) and process (training, communication, review mechanisms) that improve results.
2.2. [bookmark: _Toc213414405][bookmark: _Toc213414473]Strategic Analysis
In order to provide the formation of an efficient service-improvement approach, the expansion upon the more general organisational and contextual aspects that affect the emergence and dissemination of the escalation practices within the NHS are obligatory. A SWOT analysis offers a formal assessment of the internal resources and weaknesses, external opportunities and threats to take the rule of Martha to reality and other initiatives related to the patient-safety (Roy et al., 2025).



	Strengths
	Weaknesses

	The organisation of the NHS has a robust safety framework and governance infrastructure, which are the critical strength of the organisation as it offers the ground base to systematic quality improvement by equipping the strategy with the National Patient Safety Strategy and the PIER (Prevention Identification Escalation Response) approach (NHS England, 2024a). 
	In spite of these frameworks, the inconsistency in application is a major limitation. Deep-rooted hierarchical cultures do not encourage openness in communication, especially between the junior and senior clinicians, and prevent the voicing of concerns by the families. This psychological safety gap compromises the effectiveness of escalation and constrains near-miss learning. (Waring, 2025).

	Opportunities
	Threats

	Also, patient safety can be enhanced with these issues through the national implementation of the Martha Rule. The initiative provides a systemic way in which patients and families could order urgent reviews, thus enhancing accountability and mutual decision-making. Digital health technology complements these opportunities and electronic early-warning systems, mobile alert platforms, and real-time dashboards are the technologies that are capable of aiding proactive care management (Health Innovation England, 2025).
	Nevertheless, workforce burnout, cultural change resistance and resource constraint barriers are obstacles to the effectiveness of these initiatives. Financial constraints can limit the investment in employee education and information technology. Moreover, inadequate social expectation of the Martha Rule may make litigation more likely and reputation more vulnerable in case the results are not achieved (Hegab et al., 2023; Rowe, 2025)



2.3. [bookmark: _Toc213414406][bookmark: _Toc213414474]Critical Discussion
Prior to the implementation of Martha Rule, the NHS had systemic-thorough gaps in the identification and management of clinical deterioration that frequently led to avoidable deaths. The Mid Staffordshire Inquiry (Francis, 2013) and the Morecambe Bay Report revealed deeply rooted issues of top-down communication, lack of proper ways of escalation, and fear culture that had discouraged staff and families to raise an issue. In the situation with Martha Mills, the same violations were recurrent, clinicians did not pay attention to the signs of sepsis, did not address the seniors to process the information, and did not hear the parents (BBC, 2023; Dyer, 2025). As it is evidenced by NHS England (2024a), before the introduction of the rule, the policies of escalation differed considerably across trusts, and 36% of nurses working in acute care did not receive sufficient sepsis training (Health Innovation England, 2025). This is supported by the research of Doherty and Carroll (2020) who reported that the lack of clear-cut, family-inclusive escalation routes allowed patients to have their conditions, in most cases, unaddressed until worsening and showed how fragile the frameworks of clinical governance and patient involvement are.
Since the adoption of the Martha Rule, a notable improvement has been noted. At 143 NHS hospitals, 573 family-initiated calls were documented within six months, 57 resulting in ICU-transfer, and 241 potentially lifesaving interventions (Rowe, 2025). This results in greater responsiveness, family empowerment, and a change of shared responsibility in patient safety. The hospitals, which incorporated Quality Improvement (QI) models, such as PDSA and Lean models, experienced shorter response times to escalations and enhanced interprofessional communication (Subbe et al., 2024). Transparency and accountability have also been enhanced with the involvement of leadership and digital monitoring tools. Nonetheless, the solutions are not easy to find, especially the problem of inconsistent staff training, unequal awareness of the population, and the lack of cultural readiness exhibited by certain clinicians (Waring, 2025). Finally, the critical synthesis means that to improve the processes of escalation, a systems-thinking mindset should be adopted that views failures as unfortunate outcomes of poorly designed systems (WHO, 2016).  Thus, though Martha Rule is a quantifiable step towards patient safety and family involvement, ongoing QI involvement, leadership dedication, and maintenance of a fair and transparent culture throughout NHS Trusts are necessary to keep this strategy moving.
2.4. [bookmark: _Toc213414407][bookmark: _Toc213414475]Kurt Lewin’s Model
The Three-Stage Model, Unfreeze, Change, and Refreeze by Kurt Lewin (1951) describe the way in which successful change in healthcare is possible. At the unfreeze phase in the context of Martha Rule, failure points in escalation, communication, and patient engagement that contributed to avoidable harm were recognized. The culture of hierarchy and silence was contested through awareness campaigns, leadership involvement and discussions among staff. The introduction of new processes such as family-initiated escalation calls, formalized training, and early-warning mechanisms was facilitated during the change process, which was facilitated by feedback based on the PDSA cycle. The stage was aimed at developing confidence, teamwork and responsibility within employees. Lastly, refreeze involved making improvements sustainable by making the Rule of Martha a part of hospital policy, audits, and governance structure. This cemented a tradition of transparency, safety, and collective responsibility, providing long-term dedication to patient-centred care throughout NHS Trusts.
3. [bookmark: _Toc213414408][bookmark: _Toc213414476]Recommendations and Implementation 
[bookmark: _Toc213414409][bookmark: _Toc213414477]3.1. Proposed Interventions
There must be standardised early escalation protocols and this should be done by a national escalation strategy that is used in all NHS trusts which concurs with the National Early Warning Score, NEWS2, and PIER (Prevention-Identification-Escalation-Response) strategy. All these protocols must specify the escalation points, the roles of the staff, and hierarchies of communications to remove weaknesses in decision making (NHS England, 2024a). Electronic patient record systems would be reliable because the structure of escalation charts can be embedded and be made available and responsible. Each staff member in the clinic, such as the recruited and agency staff, is supposed to go through a mandatory training on sepsis recognition, deterioration management, and communication. It can be provided by using simulations-based workshops and online learning modules (Health Innovation England, 2025).
Further, both in compliance with the Rule of Martha, hospitals ought to have noticeable and transparent system through which families and carers can demand an independent clinical review in case they think issues are not handled. Specific Patient Safety Escalation Lines that will be 24/7 Centralised with senior clinicians or critical-care outreach teams will provide timely evaluation and reassurance. In their promotion of awareness and access, communication materials (translated into various languages) must be placed in the patient bedsides and in the society. Additionally, the incorporation of real-time digital monitoring tools into the electronic systems of different hospitals will improve the timely identification of deterioration in patients. Early warning messages (due to abnormal vital signs or observation records missing) can be sent to senior clinicians in real-time and minimize the chances of overlooking escalation. Such systems would contribute to the mission of NHS digital-transformation and help in clinical governance that is data-driven (Rowe, 2025). Monthly audits, morbidity and mortality (M&M) meetings, and patient safety dashboards should be used to develop a strong feedback loop. These All lessons learnt must be passed to promote a learning culture instead of a blame culture through safety briefing and reflection among the teams (Batalden and Davidoff, 2007).Within six months, each NHS Trust should achieve 90% staff completion of escalation and sepsis training modules and a 20% reduction in delayed escalation incidents, measured via electronic safety dashboards.
[bookmark: _Toc213414410][bookmark: _Toc213414478]3.2.  Implementation Strategy
The PDSA (Plan–Do–Study–Act) cycle can be used in operationalizing the proposed interventions to guarantee systematic testing, evaluation and scaling (Manandiet al., 2023).
· Plan: Form a multidisciplinary implementation team; clinicians, patient-safety, IT and family representatives. Set specific goals- have a smaller number of unrecognised deterioration incidents by 25 percent in six months.
· Do: Introduce interventions in the chosen wards, concentrating on the cases of sepsis and process of escalation. Gather baseline and follow-up measures of responsiveness, family-initiated calls, and patient outcomes.
· Study: Examine the performance data based on pre-determined Key Performance Indicators (KPIs) such as (a) response time to the escalation requests, (b) reduction in sepsis mortality, and (c) adherence to the escalation protocols by the staff. To evaluate usability and acceptance, staff and families should also provide feedback on this matter.
· Act: Polish and multiply effective interventions throughout the organisation, incorporating the results into the standard operations and the policy designs.
The Lean methodology will be used to supplement PDSA and find and remove non-value-adding processes in the escalation pathway (Kivelä, 2022). To illustrate, communication between a ward and critical-care team can be facilitated, which will decrease decision-making delays. Also, it will take a few elements of Six Sigma including process measurement founded on data to improve accuracy and reliability on the track quality metrics (Mojumder, 2025). Each initiative must focus on SMART goals and objectives, which are Specific, Measurable, Achievable, Relevant and Time bound (Swann et al., 2023). Within six months, the Trust will experience a a 20% increase in timely responses to escalation issues and 90%compliance with sepsis education or training by staff. The performance improvement will be monitored using quarterly performance audits and key safety indicators. The objective will align with the NHS Patient Safety Strategy (2024a) to reduce harm caused by unidentified clinical deterioration.



[bookmark: _Toc213414411][bookmark: _Toc213414479]3.2.1. Sustainability
Sustainability should be incorporated into organisational culture and policy in order to guarantee a long-term influence (Fietz and Günther, 2021). Professional development programmes should adhere to continuing competency of the personnel by frequent refresher courses and training on appraisals (Shiriet al., 2023). Incorporation of escalation monitoring into the NHS quality dashboards will provide the continuity of visibility across the local and national levels. Moreover, there is a need to have integration into policy: Martha Rule and associated systems of escalation must feature on Trust-level quality strategies and quality indicators within contracts. Routine feedback and audits should become the new norm, and the outcomes should be reported to the boards of patient safety and utilized to initiate the improvement cycles. 















[bookmark: _Toc213414412][bookmark: _Toc213414480]3.2.3. Benchmark
	Benchmark Indicator
	Before Martha’s Rule
	After Martha’s Rule
	Improvement Insights

	Escalation Route
	Systematic failure and family concerns ignored (Mills, 2022)
	Martha's Rule is a patient safety strategy that makes sure the concerns of patients, families, carers, and staff are heard. According to NHS England 2024)

	 Martha's Rule case study emphasises the significance of patient safety as well as the necessity of efficient communication and raising concerns about care. To improve results and make the healthcare system more responsive, the program seeks to guarantee that patients, families, and carers are actively involved in the care process. According to NHS England


	Average Response Time to Deterioration
	5–8 hours delay due to hierarchy.
deterioration recognition often took 3–5 hours, mainly due to communication gaps and hierarchical delays.
	After implementation, this has improved to 45–60 minutes, showing how direct escalation routes empower families and frontline staff to trigger rapid reviews.
	Quick Intervention

	Family/Carer Initiated Escalations
	None
	72% calls from family/carers
	Families empowered to act

	Calls regarding Acute Deterioration
	Missed signs not acted upon
	41% of calls concerning acute deterioration
	Earlier recognition of warning signs

	Transfer to Intensive Care After Escalation
	Delayed
	2% (265 of 2277 deterioration cases)
	Rapid critical care access

	Treatment Changes
	Limited intervention until collapse
	5% of deteriorations led to care change
	Timely clinical action

	Children Deterioration Calls
	None
	155 cases (16 years)
	Mechanism now includes adolescents

	Staff Family Confidence to Escalate
	Hierarchical, environment
	Encouraged for second review
	Improved safety culture.




4. [bookmark: _Toc213414413][bookmark: _Toc213414481]Conclusion 
The case analysis of the Martha Mills case has made it clear that systemic vulnerabilities in communication, escalation, and clinical governance may lead to catastrophic effects on patient safety. Root cause analysis showed that such failures were the failures not related to personal negligence but the results of other organisational factors such as poor accountability of leadership, hierarchical culture of communication, uneven application of policies and poor personnel training. The use of the Fishbone Diagram, 5 Whys, and Donabedian Model allowed gaining a systematic idea of how the lack of the organisational structure and process led to the negative outcomes directly, such as delayed sepsis recognition and avoidable death.
The SWOT analysis also revealed that, though the NHS has an excellent policy and safety framework, the strengths are compromised by the presence of cultural and resource barriers that are detractive to the practice of a consistent escalation. Nevertheless, the introduction of a nationwide usage of the Martha Rule offers a valuable opportunity to alter the situation related to patient safety and provide an opportunity to families and carers to present their concerns and carry out independent audits. The application of the structured quality improvement tools that include PDSA cycles and Lean methodologies will enable the healthcare organisations to test, refine, and standardise the process of escalations. 
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