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Root Causes - Swiss Cheese Model

Through the Swiss Cheese Model, the
Swiss failures of multiple elements
that could have prevented a
significant healthcare failure were
described (Shabani et al., 2024).

Weaknesses

Hazards

Leadership shortcomings, ineffective
communications, and governance

issues left holes in patient safety.
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Lack of organisational culture,
inadequacy of human factors made
early identification and correction of
risk difficult (Sameera et al., 2021).
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Application of Quality Improvement
Theory

The Donabedian Model is a quality assessment

technique involving three levels: structure, Assessment of quality of care
process, and outcome (Tossaint-Schoenmakers et
al., 2021).

_ ) Structure Process Outcome
The quality of the patients' outcomes was low
due to weak organisational structures and the
lack of effective clinical processes.
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Policy Issues Affecting Quality of Care

Weak NHS Foundation Trust POLICY PROCEDUR
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Impact on Health and Social Care Service
Provision

Patient safety decreased, leading to avoidable harm, Support and
. . . resourcing of
higher mortality rates, and lower levels of patient national & state/

territory policies

healthcare experience (Erku et al., 2023).
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Morale among staff members suffered as they worked effectiveness o
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pressure from the organisation (The Health Adherence ~ Primary Health service linkages
. to clinical - ~ Healthcare to social and cultural
Foundation, 2013). e  Service CQI Qeterminents of heaith
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Impact on Quality, Efficiency and Equity

The standards of care were inadequate,

compromising healthcare quality and | |
leading to unsafe practices with patients £y foimaton.
(Itchhaporia, 2021).

There were high numbers of complaints, .

investigations, litigation and financial cost, Macromanagement

resulting in a significant reduction in

organisational efficiency (Nundy et al,, Operations management
Governance

2022).

Care that was not equitable and patient- Clinical service provision

Individual accountability

centred generated ethical issues and
experiences of the care.
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Key Lessons on Quality Assurance and
Service Improvement

uality Work W High-quality clinical governance and

accountable leadership are vital to ensure the
quality of healthcare (Macias-

Institutional Konstantopoulos et al., 2023).
factors
= | An open organisational culture boosts staff

engagement and learning, and also promotes
effective reporting of incidents.
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Continuous quality improvement enhances
safer, patient-centred and sustainable
healthcare services (McLaughlin et al., 2022).




Structure of Component 2 Report

The report starts with
background information on the
Introduction, Literature review
and understanding the context
of healthcare quality.

Quality Improv

It critically examines root
causes, the theory of quality and
the failures of policies.

Policy Analysis

The last portions are used to
assess the effect and offer
suggestions along with the
conclusion.




Conclusion

There were several organisational and
leadership failings as a result of which
there were significant failures in
healthcare quality.

Deteriorating government and poor
policies slowed down the enhancement
of control and effectiveness while
creating patient harm.

Quality assurance continues to be a key
component in providing safe,
accountable, patient-centred health care,
and sustainable quality assurance is
necessary.




References

Ardha, N.B.D., Riwajanti, N.I. and Haris, Z.A. (2023). Fishbone diagram: Application of root cause analysis in internal audit planning. International Journal of Financial, Accounting, and
Management, 5(3), pp.297-309. https://www.neliti.com/publications/620999 /fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning

Campbell, D. (2013). Mid Staffs hospital scandal: The essential guide. [online] The Guardian. Available at: https://www.theguardian.com/society/2013/feb/06/mid-staffs-hospital-scandal-
guide [Accessed 17 July 2026].

Erku, D., Khatri, R., Endalamaw, A., Wolka, E., Nigatu, F., Zewdie, A. and Assefa, Y. (2023). Di%ital health interventions to improve access to and guality of primary health care services: a
scoping review. International journal of environmental research and public health, 20(19), p.6854. https://www.mdpi.com/1660-4601/20/19/6854

Francis, R. (2013). Report of the Mid Staffordshire NHS Trust Public Inquiry-Executive Summagy. London The Stationery Office. - References - Scientific Research Publishing. [online]
Www.scirp.org. Available at: https://www.scirp.org/reference/referencespapers?referenceid=2979905 [Accessed 17 July 2026].

Itchhaporia, D. (2021). The evolution of the quintuple aim: health equity, health outcomes, and the economy.Journal of the American College of Cardiology, 78(22), pp.2262-2264.
https://www.jacc.org/doi/full/10.1016/j.jacc.2021.10.018

Macias-Konstantopoulos, W.L., Collins, K.A., Diaz, R., Duber, H.C., Edwards, C.D., Hsu, A.P., Ranney, M.L,, Riviello, R.J., Wettstein, Z.S. and Sachs, C.J. (2023). Race, healthcare, and health
disparities: a critical review and recommendations for advancing health equity. Western journal of emergency medicine, 24(5), p.906. https://pmc.ncbi.nim.nih.gov/articles/PMC10527840/

MecLaughlin, D.B., Olson, J.R. and Sharma, L. (2022). Healthcare operations management. Academic Series. ) ) ) )
https: books.google.co.m/books?hl=ené<|r=&|d=aat|EQAAQBAJ oi=fnd&pg=PAT1947&da=Lessons+on+Quality+Assurance+and+Service+Improvement+in+healthcare&ots=4X0HY ligcl &sig=a0
Gk fITJa-ulkrmeXkZqT) 6Dc&redir esc=y#iv=onepage &g=Lessons%200n%20Quality%20Assurance%20and%20Service%20lmprovement%20in%20healthcare&f=false

NHS England (2022). NHS England » Code ({%overnance for NHS provider trusts. [online] Www.england.nhs.uk. Available at: https://www.england.nhs.uk/publication/code-of-governance-
for-nhs-provider-trusts/ [Accessed 17 July 2026].

Nundy, S., Cooper, L.A. and Mate, K.S. (2022). The quintuple aim for health care improvement: a new imperative to advance health equity. Jama, 327(6), pp.521-522.
https://jamanetwork.com/journals/jama/article-abstract/2 788483

Pazhayattil, A.B. and Sharma, S. (2025). Root Cause Analysis (RCA) Methods. Pharmaceutical Manufacturing Deviation and Failure Investigations: Principles, Practices, and Case Studies, pp.11-
31. https://link.springer.com/chapter

10.1007/978-3-031-86504-6_2



https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.neliti.com/publications/620999/fishbone-diagram-application-of-root-cause-analysis-in-internal-audit-planning
https://www.mdpi.com/1660-4601/20/19/6854
https://www.mdpi.com/1660-4601/20/19/6854
https://www.mdpi.com/1660-4601/20/19/6854
https://www.jacc.org/doi/full/10.1016/j.jacc.2021.10.018
https://pmc.ncbi.nlm.nih.gov/articles/PMC10527840/
https://books.google.co.in/books?hl=en&lr=&id=aatjEQAAQBAJ&oi=fnd&pg=PA1947&dq=Lessons+on+Quality+Assurance+and+Service+Improvement+in+healthcare&ots=4X0HYljqcl&sig=a0Gk_fITJa-u1krmeXkZqTJ_6Dc&redir_esc=y
https://books.google.co.in/books?hl=en&lr=&id=aatjEQAAQBAJ&oi=fnd&pg=PA1947&dq=Lessons+on+Quality+Assurance+and+Service+Improvement+in+healthcare&ots=4X0HYljqcl&sig=a0Gk_fITJa-u1krmeXkZqTJ_6Dc&redir_esc=y
https://books.google.co.in/books?hl=en&lr=&id=aatjEQAAQBAJ&oi=fnd&pg=PA1947&dq=Lessons+on+Quality+Assurance+and+Service+Improvement+in+healthcare&ots=4X0HYljqcl&sig=a0Gk_fITJa-u1krmeXkZqTJ_6Dc&redir_esc=y
https://books.google.co.in/books?hl=en&lr=&id=aatjEQAAQBAJ&oi=fnd&pg=PA1947&dq=Lessons+on+Quality+Assurance+and+Service+Improvement+in+healthcare&ots=4X0HYljqcl&sig=a0Gk_fITJa-u1krmeXkZqTJ_6Dc&redir_esc=y
https://books.google.co.in/books?hl=en&lr=&id=aatjEQAAQBAJ&oi=fnd&pg=PA1947&dq=Lessons+on+Quality+Assurance+and+Service+Improvement+in+healthcare&ots=4X0HYljqcl&sig=a0Gk_fITJa-u1krmeXkZqTJ_6Dc&redir_esc=y
https://books.google.co.in/books?hl=en&lr=&id=aatjEQAAQBAJ&oi=fnd&pg=PA1947&dq=Lessons+on+Quality+Assurance+and+Service+Improvement+in+healthcare&ots=4X0HYljqcl&sig=a0Gk_fITJa-u1krmeXkZqTJ_6Dc&redir_esc=y
https://books.google.co.in/books?hl=en&lr=&id=aatjEQAAQBAJ&oi=fnd&pg=PA1947&dq=Lessons+on+Quality+Assurance+and+Service+Improvement+in+healthcare&ots=4X0HYljqcl&sig=a0Gk_fITJa-u1krmeXkZqTJ_6Dc&redir_esc=y
https://jamanetwork.com/journals/jama/article-abstract/2788483
https://jamanetwork.com/journals/jama/article-abstract/2788483
https://jamanetwork.com/journals/jama/article-abstract/2788483
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2
https://link.springer.com/chapter/10.1007/978-3-031-86504-6_2

References

Rafferty, A.M. and Leary, A. (2023). Nursing notes on a scandal. Future Healthcare Journal, 10(1), pp.3—6.

Sameera, V., Bindra, A. and Rath, G.P. (2021). Human errors and their prevention in healthcare. Journal of

Anaesthesiology Clinical Pharmacology, 37(3), pp.328-335.

Ettpls:h//www.ovid.com/inls/ioacp/fu text/10.4103/joacp.joacp 364 19~human-errors-and-their-prevention-in-
ealthcare

Shabani, T,, Jerie, S. and Shabani, T. (2024). A comprehensive review of the Swiss cheese model in risk
(r)n2a3n8%%rgent. Safety in extreme environments, 6(1), pp.43-57. https://link.springer.com/article/10.1007/s42797-
-00091-7

The Health Foundation (2013). “The Mid Staffordshire NHS Foundation Trust Public Inquiry” Final Report. [online]
Policy Navigator. Available at: https://navigator.health.org.uk/theme/mid-staffordshire-nhs-foundation-trust-
public-inquiry-final-report [Accessed 17 July 2026].

Tossaint-Schoenmakers, R., Versluis, A., Chavannes, N., Talboom-Kamp, E. and Kasteleyn, M. (2021). The challenge
of integrating eHealth into health care: systematic literature review of the Donabedian model of structure,
process, and outcome. Journal of medical Internet research, 23(5), p.e27180.
https://www.jmir.org/2021/5/e27180/



https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://www.ovid.com/jnls/joacp/fulltext/10.4103/joacp.joacp_364_19~human-errors-and-their-prevention-in-healthcare
https://link.springer.com/article/10.1007/s42797-023-00091-7
https://link.springer.com/article/10.1007/s42797-023-00091-7
https://link.springer.com/article/10.1007/s42797-023-00091-7
https://link.springer.com/article/10.1007/s42797-023-00091-7
https://link.springer.com/article/10.1007/s42797-023-00091-7
https://link.springer.com/article/10.1007/s42797-023-00091-7
https://link.springer.com/article/10.1007/s42797-023-00091-7
https://www.jmir.org/2021/5/e27180/




	Slide 1: Quality Assurance Failures at Mid Staffordshire NHS Foundation Trust: Root Causes and Service Improvement  LCHS7006 Quality Assurance and Service Improvements 
	Slide 2: Introduction
	Slide 3: Overview of Case Study
	Slide 4: Root Causes - Swiss Cheese Model
	Slide 5: Root Cause Analysis Using the Fishbone (Ishikawa) Diagram
	Slide 6: Application of Quality Improvement Theory
	Slide 7: Policy Issues Affecting Quality of Care
	Slide 8: Impact on Health and Social Care Service Provision
	Slide 9: Impact on Quality, Efficiency and Equity
	Slide 10: Key Lessons on Quality Assurance and Service Improvement
	Slide 11: Structure of Component 2 Report
	Slide 12: Conclusion
	Slide 13: References
	Slide 14: References 
	Slide 15

