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[bookmark: _Toc224561557]1.0 Service Improvement Report: Addressing Systemic Quality Failures at the Edenfield Centre
[bookmark: _Toc224561558]1.1 Introduction and Background:
Provision of secure mental health services can be considered one of the complicated issues within the health and social care sector of the UK. Medium and low security are also intended to offer a therapeutic opportunity to people with severe mental health conditions, usually with risks to themselves or others. In 2022, however, a systemic failure that took place at the Edenfield Centre, run by the Greater Manchester Mental Health NHS Foundation Trust (GMMH), exposed a disastrous failure in the very basis of care quality, safety, and human rights.
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[bookmark: _Toc224561573]Figure 1: Edenfield Centre
This crisis was brought to light when an undercover investigation recorded the existence of a toxic culture where patients were physically and emotionally abused, restrictive interventions were used without purpose, and clinical records were falsified in a systematic manner (BBC, 2022). This case is not just a symptom of the poor performance of separate employees but a systemic and structural failure that recalls the historical deficits in the NHS, including Winterbourne View or Mid-Staffordshire.
[bookmark: _Toc224561559]1.2 Establishing the Quality Concern:
The problem of quality in the Edenfield Centre is a complex governance and clinical practice failure. It is claimed that the organisation was in a performance trap (Independent Review, led by Professor Oliver Shanley, 2023) and that the top management was more focused on the reputation of the organisation and its financial performance rather than the experience and safety of its patients. This imbalance in priorities vacated space in which the so-called normalisation of deviance was able to thrive, a sociological phenomenon in which bad or dangerous ways of doing things became the new norm over time (Vaughan, 1996; cited in Shanley, 2023).
The key areas of concern identified are:
· Systematic Dehumanisation: Doctors have filmed themselves ridiculing, slapping and swearing at susceptible patients, depriving them of their dignity (Independent Review, 2024).
· Safety and Restraint Malpractice: Physical restraint was applied to punish and not to prevent but as the last-resort safety measure, which is against the Restraint Reduction Network (RRN) standards (RRN, 2023).
· Records Integrity: As a result of the so-called ghost-signing observation sheets, which falsely said the checks were done when not, the clinical safety net was nonexistent (CQC, 2023).
[bookmark: _Toc224561560]1.3 Evidence-Based Justification for Improvement:
The response to this problem has an urgency issue for public health. Studies have shown that patients in safe environments have a very high chance of being traumatised when the care environment is coercive as opposed to therapeutic (Mind, 2023). In addition, the Care Quality Commission (CQC, 2023) has emphasised that the reasons why the risks are not identified prior to transforming into the scandals are the failures in leadership and the absence of the so-called psychological safety of the whistleblowers.
The operational and economic effect is also serious. The scandal left GMMH with a staffing shortage, and the attrition rate was high, causing a situation where the organisation over-sourced temporary agency workers who were costly and did not enhance patient-provider relationships (Nursing Times, 2022). The objective of this report is to assess these root causes with the help of the Donabedian Model and the Fishbone Diagram to provide a roadmap of strategic improvement of the service to restore the safety, equity, and trust of the people.
[bookmark: _Toc224561561]2.0 Main Body: Critical Analysis of Quality Management and Service Improvement
[bookmark: _Toc224561562]2.1 Theoretical Application of the Donabedian Model:
To assess the systemic breakdown in the Edenfield Centre, a framework that separates the environment of care and care is necessary. The Donabedian Model is a tripartite model, Structure, Process, and Outcome, that is used to evaluate the quality of healthcare (Donabedian, 1966; cited in Gardner, 2022).
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[bookmark: _Toc224561574]Figure 2: Donabedian Model
1. Structure: The Foundation of Failure
At Edenfield, the term 'structure' would be used to signify the tangible surroundings, the number of people in the staffing, and the governance of the organisation. It is highlighted by the studies of today that therapeutic care presupposes a safe physical environment (CQC, 2023). Nonetheless, it turned out that the wards were in poor condition and not up to standard, which made the environment both pressurising and stressful to the staff and the patients.
In addition, the structure of the workforce was also violated. The Trust had witnessed chronic vacancy rates between 2022 and 2024, usually over 30 per cent in frontline nursing (Nursing Times, 2023). This resulted in a high level of dependency on agency and bank personnel. Although agency workers offer the required coverage, the literature indicates that the absence of clinical continuity destroys the therapeutic relationship because temporary personnel are less inclined towards establishing connections of this complex nature that are needed when treating mental health issues (Health Service Journal, 2024).
2. Process: The Clinical Practice Breakdown
The process includes the provision of care. The processes were not only not taken care of at Edenfield, but they were corrupted. The worst of such was the ghost-signing of observation sheets. Clinical observations are the main safety mechanism in high-security settings to avoid self-harm or violence (NHS England, 2023). In the case of falsified records by staff, the process of care is just a pretence, which makes the whole safety net ineffective.
There was also punitive use of the physical restraint process. The Restraint Reduction Network (RRN) Standards (2023) state that restrictive interventions should be final, as they should not cause harm in the short term. In Edenfield, there were shots of personnel applying the restraint as a humiliation and control method, which means a complete violation of evidence-based clinical procedures.
3. Outcome: The Human Cost
The last quality measure is the "Outcome". In the case of the patients at Edenfield, the consequences were mental trauma, physical harm and a longer period of being in a storage state and not recovery. On the organisational level, it resulted in the complete loss of social confidence, and the Trust found itself in the so-called Special Measures (The Guardian, 2022).
[bookmark: _Toc224561563]2.2 Root Cause Analysis: The Fishbone (Ishikawa) Diagram
A systems-based perspective on improvement involves an elimination of individual blame to help in revealing the latent situations under which the abuse took place. The fishbone diagram would be an efficient tool that classifies these variables (Chassin and Loeb, 2013).
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[bookmark: _Toc224561575]Figure 3: Fishbone (Ishikawa) Diagram
1. People: The prevalent reason was the "normalisation of deviance". New employees, usually young or novice ones, were introduced to a culture where physical abuse was customary. They mimicked the characteristics of the dominant staff of abusers to fit and not become their targets (Shanley, 2023). It is justified by the theories of social psychology of institutionalisation (Zimbardo, 2007; cited in Independent Review, 2024).
2. Methods: The approaches failed critically in the "whistleblowing" and reporting approaches. Workers said management scared them, and when they complained, they were told nothing could be done (Professional Standards Authority, 2024). This formed a culture of silence.
3. Environment: The physical design of the Edenfield Centre had many dead spots where the CCTV was either non-functional or no longer in place. These zones of invisibility gave the physical freedom to the staff members to abuse the patients without any consequences (CQC, 2023).
4. Management: The top management were experiencing the Performance Trap. They were so preoccupied with achieving goals of operational growth and having a positive brand image that they smothered bad news at the frontline (Shanley, 2023). This did not allow the board to view the truth of ward culture.
[bookmark: _Toc224561564]2.3 SWOT and PESTLE Strategic Analysis:
In order to develop a service improvement plan, the organisation needs to know its internal strengths and external forces it is exposed to.
SWOT Analysis
· Strengths: GMMH is still among the largest providers of mental health services in the UK that has access to national NHS clinical networks and academic partnerships (GMMH, 2024).
· Weaknesses: Toxic culture, which is entrenched; serious recruitment issues; and the tendency to bury bad news.
· Opportunities: New leadership should come in 2024, which will be a reset moment. The possibility of incorporating Big Data and AI to monitor restraint and seclusion patterns in real time also exists (Digital Health, 2025).
· Threats: Continuous lawsuits by families of the abused patients and possible additional regulatory sanctions in case improvements are not maintained.
PESTLE Analysis (Chosen Drivers):
· Political: The political mandate of radical transparency in the mental health setting is ensured by the commitment of the UK government to the so-called Patient Safety Strategy (2024).
· Economic: The cost of care crisis implies that the Trust has to seek economies of scale without influencing the safety, which is a challenging task to achieve since agency staff is very expensive (King’s Fund, 2024).
· Social: The Trust has been placed under the lifelong microscope because of the rise in social media and investigative journalism, which are characterised as institutional abuse and insist on none whatsoever.
[bookmark: _Toc224561565]2.4 Critical Evaluation of Service Improvement Theories:
To change an already broken system, new policies are not enough; it needs psychological safety change. According to the theory of psychological safety put forward by Edmondson (1999), the members of a team should feel safe to take risks and share their mistakes without the fear of a reprimand to make a team effective. In Edenfield, this lack of safety was complete, so mistakes were not used as learning opportunities but concealed (Edmondson, 2021; cited in NHS England, 2024).
Moreover, it is necessary to have the Just Culture Framework. Just Culture acknowledges that human error is not avoidable, but it is different from reckless behaviour. An organisation can start getting better by rewarding the failures in the system and penalising individuals who intentionally cause harm (Dekker, 2017). In the case of Edenfield, it will involve redesigning the structure to add the digital observation tools (technological) and, at the same time, retraining the people (social) to learn trauma-informed care.
[bookmark: _Toc224561566]3.0 Actionable Recommendations and Implementation Strategy:
[bookmark: _Toc224561567]3.1 Introduction to Service Improvement Strategy:
According to the systemic failures that have been established in the Edenfield Centre, it can be concluded that a top-down type of directive will not be adequate to redress the deeply rooted toxic culture. Rather, a multi-dimensional service improvement plan is needed that puts emphasis on technological integrity, leadership accountability, and cultural transformation. Such recommendations are aimed at transforming the organisation into a new state of high performance, trapping it to a high-reliability organisation (HRO) where the main value of operations is safety (Chassin and Loeb, 2013).
Recommendation 1: Adopting a system of digital integrity
The nearest clinical risk that was detected was the ghost-signing of the patient observation records. This practice left a fatal safety lapse, in which patients could remain unmonitored when they had digital or paper trails indicating compliance.
· The Action: The Trust needs to stop using paper-based and manual-entry observation logs and implement a Biometric Digital Observation System (BDOS). These handheld gadgets demand that employees be within a certain range of physical distance (based on Near Field Communication - NFC tags) from the patient before a check is registered.
· Rationale: The system eliminates the falsification opportunity. It is postulated that, once technology is employed as a supportive nudge but not a surveillance instrument, it enhances the accuracy of clinical information (Digital Health, 2025). This proposal directly addresses the Ishikawa diagram bone of methods and the Ishikawa diagram bone of equipment.
Recommendation 2: Having a Just Culture and Independent Advocacy
Normalisation of deviance and suppression of whistleblowing were some of the essential root causes. The blame culture that supported reputation rather than truth intimidated the staff (Shanley, 2023).
· The Action: Implement the NHS England Just Culture Guide (2024) as the guide to HR. This will entail educating the entire personnel on the difference between human error (systemic) and reckless acts (individual). At the same time, the Independent Ward Advocate Program must be created. The Trust should not hire these advocates but rather an outside organisation (e.g., a local mental health charity or Healthwatch), which would give patients a neutral voice and the staff a safe place to air their concerns.
· Rationale: Quality is a condition of psychological safety. The organisation can create the kind of environment by eliminating the fear of retribution and the so-called learning environment in which near-misses are reported and analysed instead of being concealed (Edmondson, 2021; cited in NHS England, 2024).
[bookmark: _Toc224561568]3.2 Implementations Strategy: The PDSA (Plan-Do-Study-Act) methodology
The Trust needs to implement the PDSA cycle in order to make these recommendations anything other than mere theory, starting with a pilot programme on one medium-secure ward (the "Alpha Pilot").
Phase 1: Plan
The goal is to ensure that the rate of unauthorised restrictive interventions is decreased and the precision of clinical observations on Ward A is elevated in six months.
· Baseline Data: Gather information about the existing incidences of restraints and seclusion hours and staff turnover rates.
· Resource Allocation: Order 20 BDOS tablets and hire three ward advocates who are independent.
· Prediction: Advocates and biometric logging will result in a twenty per cent decrease in the time spent in seclusion because employees will feel encouraged and supervised (Gardner, 2022).
Phase 2: Do
Implement the pilot. At this stage, the independent advocates also make daily rounds on the wards, and the staff switch to digital-only logging. The award is designated with a champion of the Just Culture who makes it possible to hold weekly debriefs after any restraint incident.
· Observations: Record any teething issues (i.e., staff resistance to new tablets or technical issues with the NFC tags).
Phase 3: Study
Analyse the data at the three-month point.
· Quantitative Check: Was the level of biometric data compliance at 100% with regard to the time of observation? This is the case with the Professional Standards Authority (2024).
· Qualitative Check: Organise anonymous surveys among the staff and patients in the wards. Do patients feel safer? Do employees believe that the Just Culture training has helped them overcome their fear of making mistakes during reporting?
· Pivotal Discovery: If the data shows that observations are correctly recorded but restraint incidents remain unchanged, the Act stage must focus more on de-escalation training (RRN, 2023).
Phase 4: Act
Please develop the plan based on the research. In case the pilot on Ward A demonstrates improved safety rates and positive employee reviews, the Trust must establish a so-called Scaling Plan which will be used to implement the BDOS and Advocate programmes on the rest of the 11 wards on the Edenfield Centre. In case the pilot disclosed that the technology was cumbersome to the staff, the design of the next cycle should also have a more friendly interface (Social Care Institute for Excellence, 2024).
[bookmark: _Toc224561569]3.3 Sustaining Improvement: Leadership Accountability
To survive on a long-term basis, these changes have to be broken at the board level.
· Board-to-floor visibility: Senior executives: Senior executives should be instructed to make monthly quality walkarounds. It is not an inspection per se, but rather a chance to have leaders get close to front-line staff and patients and eliminate the filtering of the information that happens in a toxic hierarchy (Journal of Care Quality Management, 2022).
· Safety Dashboards: A monthly update to the Trust Board is to be provided with the so-called 'Safety Dashboard' that should include staffing ratios, restraint levels, and whistleblowing rates as the key KPIs instead of financial growth (NHS England, 2023).
[bookmark: _Toc224561570]3.4 Conclusion of Recommendation:
The Edenfield Centre is in need of a shift in approaches to compliance that does not involve the box-ticking mentality that needs to be replaced with a true dedication to human rights and safety. The Trust can start the process of the long-term restoration of its moral and clinical authority by applying biometric technology to promote the integrity of care, creating independent advocacy to empower the vulnerable, and using the PDSA cycle to improve the situation through a series of iterations (Shanley, 2023).

[bookmark: _Toc224561571]4.0 Conclusion
The systematic study of the Edenfield Centre (2022–2025) is a lacerating insight into the fact that quality failure in healthcare is not created by a single negligent person but rather the condition of a weakened system. This report has indicated that the root cause of the so-called toxic culture in the unit was the long-term imbalance of organisational priorities in which the "Performance Trap" of fulfilling operational requirements put the core human rights and safety of vulnerable patients at second place (Shanley, 2023).
The implementation of the Donabedian model and systems theory demonstrated that structural flaws, namely, chronic understaffing and a run-down physical space, poisoned the clinical processes, which resulted in the lack of humanity in the patients and the falsification of the safety records. In addition, the fishbone diagram and 5 Whys analysis revealed that the normalisation of deviance was one of the main factors causing the abuse, which was supported by the absence of the psychological safety that had suppressed potential whistleblowers (Professional Standards Authority, 2024).
To solve these root causes, the current report suggests that the transition to High-Reliability Organising (HRO) is needed. The Trust can eliminate the malpractice opportunities through the implementation of biometric digital observation tools and independent advocacy programmes. The suggested PDSA cycle will make the following improvements iterative, evidence-based, and based on the lived experience of service users. Finally, the solution to restoring public confidence in the mental health services of the Greater Manchester area is a shift toward a just culture, in which transparency and patient dignity are not seen as the administrative liability but rather the primary clinical excellence indicators (NHS England, 2024).
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