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[bookmark: _Toc237617948]1. Introduction
Patient safety is an ongoing quality problem in complex healthcare organizations because patient harm is seldom caused by one failed action, but can occur when the interaction of governance, staffing, organizational culture and learning mechanisms are weak. However, the case of the Mid Staffordshire NHS Foundation Trust is a specific example that the Francis Inquiry found that its core service delivery was failing to meet the needs of patients and that the organization's leadership and priorities were no longer aligned with patients' needs (Francis, 2013). Thus, the case has wider implications beyond the historical misconduct, as it demonstrates that warning signs can be dispersed, disbelieved or ignored, leading unsafe care to become normalised (Roberts, 2013).
Therefore, quality improvement (QI) should not be interpreted simply as "fixing mistakes made in a single case. Batalden and Davidoff (2007) conceptualise QI as a systematic approach to improving healthcare processes and outcomes, while Donabedian’s (1988) structure–process–outcome framework demonstrates how organizational conditions shape the processes through which care is delivered and, ultimately, patient outcomes. In addition, explanations focused solely on individual failures are undermined by a systems perspective that suggests that organizational protections can either prevent or allow the impact of human error (Reason, 2000). Defects in individual care provision are not the only cause of poor organizational safety. The Mid Staffordshire case highlighted the influence of broader organizational factors such as leadership, staffing, culture and systems for identifying and addressing concerns (Francis, 2013; Dixon-Woods et al., 2014). This indicates that sustainable improvement needs to focus not just on the individual practice, but on the organizational systems that influence the practice.
This interpretation is supported by contemporary evidence. Healthcare organizations have been shown to be influenced by organizational culture, issues and learning from failure (Mannion and Davies, 2018), and NHS research has indicated that culture and behaviour are the result of several factors beyond management (Dixon-Woods et al., 2014). Workforce capacity is also important: longitudinal evidence indicates that nurse staffing is associated with patient outcomes (Dall'Ora et al., 2022), and recent research suggests that nurse staffing, missed care and safety culture are associated with patient harm (Alanazi et al., 2023). Meanwhile, psychological safety influences the likelihood of healthcare workers reporting unsafe practice, suggesting that formal reporting systems might be ineffective in organizations where there is little or no comfort in challenging unsafe practices (Montgomery et al., 2025).
This report critically evaluates the Mid Staffordshire failures and develops an integrated quality-improvement response. It examines governance, leadership, organizational culture, staffing, psychological safety, patient involvement, incident reporting, organizational learning, PDSA and sustainability. The core point is that improvements in patient safety cannot be achieved in isolation of effective governance, with reliable intelligence from staff, patients and safety systems leading to measurable improvements and learning (Millar et al., 2013; NHS England, 2023). 
[bookmark: _Toc237617949]2. Critical Analysis of Quality Problem
[bookmark: _Toc237617950]2.1 Systems Perspective and Rationale for the Frameworks
In the Mid Staffordshire case, it is best understood as a systemic quality failure, with a number of interconnected factors such as leadership, governance, staffing, organisational culture and responsiveness to concerns all being weak (Francis, 2013). This interpretation is supported by Reason's (2000) systems perspective, which states that the failure of multiple organizational defences can lead to harm. Professional accountability should not be lost in systems thinking however - each person's role needs to be seen in the context of the conditions in the organization that influence safe care.
A combination of frameworks is therefore appropriate. The Fishbone Diagram is used to find the interacting contributors, Five Whys looks at the deeper organizational mechanisms, Donabedian's model links the organizational structures with the care processes and outcomes and SWOT looks at the strategic conditions affecting the improvement. Their combined use is more suitable than the single framework since Mid Staffs is more of a failure at the organizational level than a sequence of events.
[bookmark: _Toc237617951]2.2 Fishbone Analysis: Interacting causes
The Fishbone Diagram is a structured approach for organizing potential causes of a quality problem, making it suitable for analyzing the various aspects of the Mid Staffordshire failure (Kumah et al., 2024). 

One category is known as workforce factors. Workforce pressures should therefore be considered a ‘facilitating factor' and not a ‘causal factor' for unsafe care. Although the nurse staffing evidence from the longitudinal studies is associated with patient outcomes (Dall'Ora et al., 2022), the Mid Staffordshire evidence indicated that nurse staffing was a particular problem in the context of poor leadership, supervision and organizational responsiveness (Francis, 2013). This distinction is significant as it may be that a staffing change alone could have increased capacity, but not the broader organizational systems that allowed for the safety risks to continue. Alanazi et al. (2023) also show connections between staffing, missed care, safety culture and patient falls, confirming that the focus must be on staffing conditions as well as the broader safety context.
Leadership and governance are another pathway. Francis (2013) identified failures in leadership and responsiveness to concerns, while Millar et al. (2013) highlight the importance of effective board oversight of quality and patient safety. But effective governance is not a given with formal governance structures. Leaders must critically interpret performance information, integrate staff and patient intelligence and act on emerging risks (Millar et al., 2013; Francis, 2013). Leadership is, therefore, a process by which the patient-safety agenda is realised as patient-safety behaviour (Salhab 2025).
A more detailed explanation is available in the form of organizational culture. Mannion and Davies (2018) highlight a multi-dimensional nature of healthcare culture, and Dixon-Woods et al. (2014) show significant complexity in NHS culture and behaviour. Describing Mid Staffordshire simply as having a “poor culture” would therefore be inadequate. 
Another interacting pathway is communication, speaking up and psychological safety. Kane et al. (2023) show the complexity of speaking up behaviour, and Montgomery et al. (2025) reveal an important relationship between psychological safety and patient safety. Formal reporting systems can then not operate effectively if concerns are not likely to lead to a negative outcome or action. Most importantly, an increase in reporting doesn't necessarily signify a decrease in safety, but rather a greater sense of willingness to identify problems. The data are thus dependent on context and can only be interpreted in context.
Patient voice and complaints should similarly be treated as safety intelligence. Reader, Gillespie and Roberts (2014) illustrate the potential of systematic complaint analysis, and Hansen et al. (2026) show that complaints and compensation claims are relevant to quality improvement. But obtaining patient feedback is not improvement without analysing it, escalating it, and acting on it. Overall, the Fishbone analysis suggests that Mid Staffordshire was not caused by a single factor, but that it was a combination of structural, cultural and behavioural weaknesses that came together.
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Figure 1: Fishbone Analysis
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The Five Whys is a technique that takes the Fishbone analysis further by probing into the underlying mechanisms in the organization. The problem, when applied to Mid Staffordshire, can be explored as follows:
The situation: Fundamental care is not consistent.
Why 1: What was the problem with fundamental care?
Crucial aspects of patient care were either overlooked or under-performed resulting in poor patient experiences and outcomes (Francis, 2013).

Why 2: What were some things about care that were not done?
The pressures on staff, workload and weaknesses in care processes resulted in less certainty about the care that was provided (Dall'Ora et al., 2022; Francis, 2013).
Why 3: What were the reasons for these pressures leading to unsafe care?
Monitoring, communication and escalation procedures were not working well, impacting on the organization's ability to detect and respond to deteriorating care.
Why 4: How come there wasn't earlier recognition of problems and intervention?
Staff and patient concerns and warnings were not always identified, raised and addressed (Francis, 2013).
Why 5: What are the reasons why concerns were not addressed effectively?
The organization had some deeper leadership, accountability, organizational learning and patient-centred decision-making weaknesses that limited its ability to respond to risk effectively (Francis, 2013 and Dixon-Woods et al., 2014).
The power of Five Whys lies in its capacity to go beyond superficial explanations and to uncover visible failures that are connected to underlying organizational mechanisms. Tackling the fifth “why,” however, would develop a false sense of security as a definitive cause. There are many different ways in which health care fails, for example: staffing may affect workload, workload may affect communication, and concerns may not be acted upon because of leadership and organizational culture. The five whys is therefore not meant to be used as a means of demonstrating that there is only one causal chain but rather is an exploratory technique that can be employed alongside systems analysis (Reason, 2000).
[bookmark: _Toc237617953]2.4 Donabedian’s Structure: Process–Outcome Model
Donabedian’s (1988) model provides a complementary quality perspective by distinguishing structure, process and outcome. It's relevance is in linking conditions at the organization to the provision and effects of care.
Structure includes staffing, resources, leadership, governance and organizational infrastructure. At Mid Staffordshire, weaknesses in these conditions led to the difficulties of maintaining consistent fundamental care (Francis, 2013). Structural capacity is further highlighted by evidence of its association with patient outcomes (Dall'Ora et al., 2022). Skill mix, patient complexity, supervision and culture, however, have more influence on how resources are transformed into safe practice than staffing levels.
Process refers to what happens in the care, how the care is communicated, how concerns are monitored and how concerns are acted upon. The structural weaknesses become significant when processes are not reliable or followed as consistently. Likewise, the information gathering of incident reports are not useful without organizational learning and corrective action (Goekcimen et al., 2023). This demonstrates that enhancing structures is not enough; quality improvement must also ensure that the processes of the organization effectively and consistently convert the resources and available safety information into safer care.
[image: ]
Figure 2: Donabedian’s Structure

[bookmark: _Toc237617954]2.5 SWOT Analysis: Strategic Feasibility
SWOT gives a strategic perspective that asks questions about whether identified improvements are feasible.
Strengths include existing NHS patient safety structures, professional regulation and national policy, such as the NHS Patient Safety Strategy (NHS England, 2023). Modern safety-management systems can also help facilitate the embedding of risk identification, accountability and organizational learning (de Bell et al. 2026). But these strengths can only be of benefit if there is organizational capacity to turn formal systems into operational ones.
Weakness include workforce pressures, leadership change and both organizational learning and psychological-safety barriers (Dixon-Woods et al., 2014; Montgomery et al., 2025). These shortcomings are important because formal safety systems are not very effective if staff members are not sure that concerns will lead to any positive response. This implies that there may be limited capability in the organization to fill and learn from early warning indicators and risks may reoccur even when there are formal safety systems in place.
Opportunities include better patient participation and ongoing organizational learning. Elg and Gremyr (2023) demonstrate the relevance of patient involvement to quality improvement, while Löfqvist (2024) highlights organizational capability for continuous improvement. However, these opportunities are not always good. Patient input can be tokenistic when it doesn't affect choices, and more information doesn't necessarily lead to better decision-making.
Threats include fluctuating staffing, financial pressures, rising demand and challenges in maintaining improvement. Zurynski et al. (2023) demonstrate that sustainability is influenced by multiple organizational and contextual barriers. Thus, SWOT analysis can be valuable for strategic synthesis but cannot be used to the exclusion of empirical causal analysis as its categories may be subjective and can evolve over time.
[bookmark: _Toc237617955]3. Recommendations and Implementation Strategy
The analysis shows that the Mid Staffordshire failure was caused by a combination of weaknesses in governance, the workforce, organizational culture, communication, and patient involvement and organizational learning. So, service enhancement should not rely on the one intervention. The Francis Inquiry made 290 recommendations but the challenge remains in ensuring that recommendations become an effective part of organizational action, not isolated requirements (Francis, 2013). The following recommendations are an application of Francis' principles using modern patient safety practises in the UK.
[bookmark: _Toc237617956]3.1 Recommendation 1: Implement Martha’s Rule
Implementation of Martha's Rule to improve patient, family and staff escalation should be the first priority. This directly tackles the Mid Staffordshire concern that they are not listened to and responded to sufficiently. Placing patients at the heart of decision making and responding to concerns appropriately was a key part of the Francis Inquiry (Francis, 2013). But it can be acceptable for organizations to “listen to patients” if there is a culture within the organization which does not encourage challenge.
Martha's Rule offers a more practical approach by allowing patients, relatives and carers to report concerns about deterioration and request a clinical review urgently if concerns are not addressed (NHS England, 2025). It thus extends the Francis principle into a formalized system of patient safety. This is especially relevant to the Fishbone analysis, which determined communication, escalation and psychological safety as interacting contributors. There are also indications that organizational conditions affect speaking up behaviour (Kane et al., 2023), and that psychological safety relates to patient safety (Montgomery et al., 2025).
Implementation should start with training and communication among staff, with patients and families. The process could be initially tested in one high-risk clinical area before being implemented more widely using a PDSA cycle (Taylor et al. 2014). Measures should include increase in escalation frequency, escalation response time, change in clinical management, change in patient experience. Escalation should not reflect a declining level of safety, as it can also mean more confidence in speaking up.
[bookmark: _Toc237617957]3.2 Recommendation 2: Embed PSIRF to strengthen organizational learning 
The second priority should be to make the Patient Safety Incident Response Framework (PSIRF) the core mechanism for learning from safety incidents within the organization. This will address Mid Staffordshire's shortcomings around monitoring, communication and responding to warning signals (Francis, 2013).
PSIRF is a modern development on incident investigation, that focuses on system-based learning, proportionate responses and patient, family and staff engagement (NHS England, 2023). This is consistent with the findings from the Fishbone and Five Whys, which show that unsafe care was the result of interacting organizational conditions and not any one cause. A systems perspective also critiques explanations which blame individuals for the harm they cause, as does Reason's (2000) work.
Implementation to include a multidisciplinary patient-safety team to review incidents, complaints, staff concerns and recurring themes. Evidence suggests that patient complaints can be a source of quality-improvement intelligence (Hansen et al., 2026), and they can identify recurring problems and inform quality improvement (Reader et al., 2014).
A standardised approach to learning should be piloted through PDSA before wider implementation. The Study phase should assess whether safety actions are completed, similar incidents recur and patients and staff consider the learning process meaningful. This is better than measuring just investigation numbers, as activity does not necessarily prove improvement. Organizational learning and adaptation is needed for sustainable improvement (Löfqvist, 2024).
[bookmark: _Toc237617958]3.3 Recommendation 3: Enhance workforce capacity
Strengthening workforce capacity should be considered an enabling intervention, and not as the primary driver of unsafe care. There is evidence that links nurse staffing with patient outcomes from a longitudinal perspective (Dall'Ora et al., 2022). Similarly, Alanazi et al. (2023) suggest links between staffing, missed care, safety culture and patient falls, suggesting a dynamic interaction between staffing conditions and broader safety processes.
Staffing levels and skill mix, workload, missed care and patient acuity should be monitored by the organization with escalation if staffing is unsafe. But higher staffing is not enough to address issues of leadership, escalation and organizational learning. Supervision, psychological safety and governance should therefore be part of workforce investment. Staffing pressure is therefore a facilitating condition and not a sufficient reason for the failure of Mid Staffordshire.
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These recommendations are not a substitute for the Francis principles; they are new iterations of those principles. These have reinforced the importance of listening to the patient directly, as in Martha's Rule, and of reporting and learning as a system, as in PSIRF (Francis, 2013; NHS England, 2023). They collectively cover two key mechanisms found in the case – failure to respond to concerns and failure to transfer safety learning to organizational learning.
Evaluating sustainability needs to be done via PDSA cycles, rather than just completed policies evaluated at the board level and measurable outcomes. Leaders need to be able to analyse and interpret performance information that provides them with intelligence for their staffs, and for their patients, and then use that intelligence to take-action (Millar et al., 2013). The strategy is thus not just about recommendations from the past but the learning system to enable patients to escalate concerns, staff to speak up, leaders to be held accountable and safety information continuously turned into improvement.
[bookmark: _Toc237617960]4. Conclusion
The analysis shows that this failure in patient safety that happened in the Mid Staffordshire case was not part of a single mistake or one-off organizational weakness. Instead, those weaknesses in governance, skills and capacity, organizational culture, communication, patient involvement and organizational learning combined to leave the environment open to unsafe care continuing. These factors were identified as interconnected factors by the Fishbone Diagram and the Five Whys explored the deeper organizational mechanisms that led to these. Donabedian's model also provided an illustration of the impact of deficiencies in the organizational framework on the care processes and on the patient outcomes. SWOT analysis introduced a strategic dimension by highlighting the strengths and weaknesses of the organization, and the opportunities and threats to implementing improvement.
The study also shows that changes brought about by isolated interventions are short-lived. The workforce capacity is important but growing the workforce is not enough to overcome gaps in leadership, escalation, communication or organization learning. Likewise, when safety information fails to be interpreted and translated into action, formal governance structures are not adequate. The approach that is recommended therefore is the implementation of Martha's Rule, PSIRF and an enhanced workforce capacity, with PDSA cycles to test, evaluate and refine. Martha's Rule offers a direct pathway for patients and families to raise concerns and PSIRF enhances learning from safety events within the organizations. Workforce improvement creates the capacity to enable safe and reliable care.
Finally, sustainable patient safety needs to move beyond compliance to a culture of ongoing organizational learning. Patients need to be listened to, staff need to feel empowered to raise concerns, leaders need to respond to the information about patient safety, and improvements need to be assessed constantly.
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