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Abstract
This report critically evaluates the systemic quality failures at Mid Staffordshire NHS Foundation Trust using the Donabedian Model and Fishbone analysis. It is found that prioritising financial targets over patient safety resulted in significant avoidable mortality. Furthermore, the report proposes evidence-based service improvements through PDSA cycles to restore clinical standards.
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Background of the Issue
The quality of care is a key measure of health outcomes and performance of the system in healthcare organisations. The Mid Staffordshire NHS Foundation Trust scandal can be designated as a significant failure in the healthcare provision as serious flaws in patient care led to avoidable injuries and unnecessary deaths. Investigations into the crisis revealed that hundreds of patients received standard care, which included neglect, inadequate hygiene and ineffective clinical follow-up. In this case, 400 and 1,200 patients died as a result of poor care over the 50 months between January 2005 and March 2009 at Stafford hospital (Theguardian, 2026). The problem is not only a matter of single clinical mistakes but covers the organisational and structural flaws. According to the expected principles of healthcare systems, those are supposed to provide safe, effective, and patient-centred services, and, in this situation, these essential principles were not followed. Overall, due to this, the scandal revealed unimportant loopholes in quality assurance protocols in the healthcare system.
Nature of the Quality Concern
The significant health problem in this case is a breakdown in the system in terms of quality and safety of patient care. This involves poor levels of staffing, poor leadership, poor communication, and poor standard and processes of dealing with complaints (Gov, 2026). Patients were frequently not given basic care and early signs of improvement were not properly followed and attended. These failures greatly threatened the occurrence of preventable complications and mortality. Moreover, the organisational priorities were not aligned so that the high emphasis was put on meeting financial targets and performance indicators instead of providing high-quality patient care. This goal-focused practice led to poor standards of clinical practice and decreased patient focus. This was further worsened by the inability to effectively address patient complaints, which showed negligence and unresponsiveness of the organisation.
Significance to Public Health and Healthcare Systems
Low quality care is harmful not only in terms of high mortality and morbidity, but it also compromises patient confidence in the health facility. According to Vaz and Araujo, (2022), quality improvement is imperative for healthcare organisations. Confidence loss may decrease service utilisation, slow treatment-seeking behaviour, as well as have negative effects on the overall population health outcomes. Moreover, the case revealed the flaws in regulatory control and governance of the healthcare system. As a result, the scandal led to changes on a national level in order to make patient safety stronger, enhance transparency and accountability in healthcare delivery.
Purpose of the Report
This assessment aims at critically assessing the underlying factors of the quality failure at the Mid Staffordshire NHS Foundation Trust using well-known theoretical frameworks. These include the Fishbone Diagram, 5 Whys method, and the Donabedian Model. It also seeks to consider those means of strategic analysis like SWOT in order to evaluate the areas of weakness and areas of improvement in the organisation. Through this analysis, the report recommends evidence-based suggestions backed by quality improvement approaches, including PDSA, PDCA, Lean and Six Sigma to improve the quality of services and to make sustainable changes in patient care.
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Understanding Quality in Health and Social Care
Definition
Safety, clinical effectiveness, and positive patient experience are crucial to the delivery of high-quality healthcare. The three pillars, including Structure, Process, and Outcome, are the key elements of all national initiatives to improve the quality of healthcare (NHS, 2023). These dimensions ensure that the intervention provides the maximum benefit to the individual receiving care. The quality of care is associated with different performance measures and indicators to assess success in different clinical pathways. Therefore, an effective quality system is required to ensure high service provision levels in the health and social care sector.
The Conflict Between Targets and Care
The clash between operational and financial goals, achieving the aim of patient safety, is a common issue in healthcare organisations. Ambitions to meet specific urgent care targets in the healthcare sector are restricted by rising costs and unprecedented industrial pressures (Fernandes and Ray, 2023). This has an impact on performance metrics, which might unintentionally result in the quality of clinical outcomes. Moreover, the result of such systemic failures is a drop in the level of satisfaction in people to an all-time low and the disintegration of the fundamental interpersonal trust. Therefore, the excessive focus on financial goals at the expense of safety measures can lead to disastrous outcomes with regard to patients and the healthcare provider.
Regulatory and Governance Roles
Regulatory bodies and governance structures are responsible for ensuring healthcare standards to maintain the quality-of-care assurance protocols. The UK hospitals need to report on the quality of care for all NHS Foundation Trusts under the Health Act 2009 to ensure transparency (Government of the UK, 2023). In spite of these requirements, there are loopholes in governance that may arise where local monitoring systems do not conform to national safety recommendations. Moreover, the absence of effective oversight at the board level inhibits the early identification of systemic risks in complex healthcare organisations. Similarly, it is important to enhance regulatory oversight to ensure that quality measures are assessed to achieve organisational objectives. 
Root Cause Analysis Using Fishbone Diagram
The Ishikawa (Fishbone) Analysis
This fishbone analysis reveals the challenges of staffing deficits and ineffective complaint mechanisms with a leadership emphasis on financial goals in healthcare sector (Shimon Fridkin et al. 2024). Utilising structured fishbone frameworks is essential for identifying latent risks within NHS secondary care environments of the Mid Staffordshire NHS Foundation Trust scandal (2005–2009). The implementation of fishbone diagrams is vital for uncovering the latent structural vulnerabilities that compromise safety in modern healthcare settings (Kumah et al. 2024). In addition, the diagram shows that it was not a single failure but a combination of various failures at different levels in the organisation. Therefore, this visual tool enables obtaining a clear picture of the various factors that led to the safety crisis.
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Figure 2: Fish bone Model
(Source: Self-developed)
Application of the 5 Whys
The 5 Whys technique provides a structured iterative process to uncover the fundamental origin of a specific clinical service failure in the Mid Staffordshire NHS Foundation Trust. Operational errors are usually driven by strategic priorities, which determine the quality of care delivery on the frontline (Singh et al. 2024). For example, patients were overlooked due to staff shortages, caused by cost-reduction plans that were enacted to achieve the status of Mid Staffordshire Foundation Trust (Government of the UK, 2026). Furthermore, the emphasis on status was also based on the organisational change of priorities that put more emphasis on financial aspects rather than patient safety. The deaths can be attributed to high-level management decisions that were made concerning the allocation of resources.
Cultural vs. Structural Failures
The connection between culture and structure needs to be evaluated to understand whether failures were related to specific behaviours of individuals or structural design issues. A toxic culture of silence is frequently a symptom of underlying structural weaknesses in governance (Joseph and Shetty, 2022). These insights demonstrate that the intimidating climate in the trust was a rational consequence of strict performance goals and poor management. Systemic neglect in healthcare has an impact on the safety of the patient population, transforming from isolated individual errors into a pervasive, structural condition (Quon et al. 2025). Additionally, the institutionalisation of neglecting patient dignity and causes structural gaps in healthcare delivery systems for the erosion of professional accountability and safety standards (Miaoulis and Manev, 2025). Moreover, the institutionalisation of neglect was reinforced by the fact that there were structural gaps, so that staff could not intensify their concerns without any professional or personal consequences. Thus, the disintegration should be considered an organisational defect, and not the actions of certain bad people.
Application of the Donabedian Model
Structure (Inputs) 
Structural quality failures occur when the physical and organisational attributes of a healthcare provider are inadequate. The digital infrastructure and workforce capacity need to be invested in to provide safe clinical environments (Stoumpos et al. 2023). In Mid Staffordshire, the institution was in a dire situation due to a critical shortage of nursing personnel and a leadership that was oriented towards achieving financial goals (Government of the UK, 2026). Additionally, the shortage of staff directly resulted in the inability to offer basic hygiene and patient monitoring services. Thus, the structural background of the trust could not accommodate the demands of a quality healthcare system.
Process (Activities) 
Process quality reflects the actual delivery of care and the effectiveness of clinical interactions between staff and patients. The implementation of standardised clinical pathways is necessary to reduce variability in patient outcomes (Büscher and Kugler, 2024). The Mid Staffordshire trust investigation showed that there were no clinical monitoring processes, or they were not capable of identifying patients whose conditions were rapidly deteriorating. Moreover, the systematic rejection of patient complaints was a major breakdown in the listening to service users process. In this regard, the inability to adhere to safety measures led to the disengagement between policy and the frontline care reality.
Outcomes
Outcomes are the ultimate indicator of the quality of healthcare and are the effect of the services on the health status of patients. Monitoring avoidable mortality rates is a vital metric for evaluating national health system performance (Figueras et al., 2023). In the case of Mid Staffordshire, hundreds of unnecessary deaths and an overall loss of social trust created adverse consequences in the healthcare sector. Additionally, unavoidable mortality outcomes, due to political and regulatory variations, required the implementation of a radical redesign of the national quality standards and the establishment of more stringent regulatory control (FIP, 2024). As a result, a high level of preventable damage is one of the main signs of systemic failure that is observed in the organisation.
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Figure 2: Donabedian Model
(Source: Self-developed)
SWOT Analysis for Strategic Evaluation
	Strengths
	Weaknesses

	· Mid Staffordshire NHS Foundation Trust gained Foundation Trust status, which signifies financial soundness and applies institutional culture (National Health Service, 2026).
· The organisation met key government indicators like A&E waiting times, indicating how efficient the operation is within certain regions of performance.
· The NHS receives guidelines to proceed with public funding, national guidelines, NHS-funded nursing care and regulatory oversight frameworks (Department of Health and Social Care, 2023).
	· Mid Staffordshire NHS Foundation Trust has low levels of nurse staffing as few qualified nurses handled the patients, resulting in negligence and poor monitoring.
· The inquiry heard witness accounts of bad care, denial of dignity and unnecessary suffering (Health, 2026).
· Clinical governance system failure, such as unreported complaints of patients, failure to report incidents, and inadequate control over the standards of care.

	Opportunities
	Threats

	· The Francis Inquiry established a robust grounding on reform, such as transparency, accountability and patient-centred care suggestions.
· Care Quality Commission (CQC) indicates that quality and quality improvement continue to remain a focal point for policy and practice (Millar et al., 2023).
· Greater attention to staffing practices include safe nurse-to-patient ratio and change of culture in the NHS.
	· Mid Staffordshire NHS Foundation Trust faced significant reputational harm, diminishing the public confidence and trust in the organisation and broader NHS services (The Guardian, 2026).
· Regulatory intervention, such as the risk of lost autonomy and greater external control to maintain quality of life (Yeom and Lee, 2022).
· The long-term workforce issue, such as the decreased employee morale, burnout, and the inability to hire skilled healthcare workers (Fernandes et al. 2025).


Table 1: SWOT Analysis
(Source: Self-Designed)
SWOT analysis can be used to determine the root cause of the quality failure by determining the internal weaknesses and external pressure of the Mid Staffordshire NHS Foundation Trust. The analysis points out those major internal vulnerabilities were the major contributors to bad patient care. Moreover, external threats such as regulatory pressures and reputational damage exacerbated organisational pressures due to their hospital scandal (Theguardian, 2026). Having these factors, well differentiated SWOT gives a systematic insight into what things went wrong and where improvement is needed. Therefore, this helps in formulating focused strategies, including enhancing leadership, and improving governance systems to attain sustainable quality improvement.
Recommendations 
Various suggestions involve adopting optimal staffing ratios of nurses to patients to ensure patient safety. A patient-centred culture should be promoted through encouraging personnel to create concerns and paying attention to the feedback that a patient gives. A patient-centric culture places patients at the heart of every decision, strategy, and action (Scphealth, 2026). It’s not just about providing medical care. This will help to contribute to the further monitoring and optimisation of care processes to provide sustainable service quality and patient outcomes.
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Recommendation 1: Improving healthcare infrastructure with the implementation of effective leadership and management approaches 
Plan-Do-Check-Act (PDCA)
According to the Root-Cause analysis, poor leadership approach, limited infrastructure, and lack of equipment and resources are the key issues with the existing healthcare setting of the NHS Foundation. As per the discussion by Olatoye et al. (2024), leaders play a vital role in healthcare settings to manage organisational effectiveness and direction to achieve further success. However, the lack of leadership style can reduce organisational effectiveness by diverting the team from the targeted values and goals of the organisation. This implies that developing a positive and effective leadership style within the healthcare setting of the NHS foundation can improve the infrastructure to achieve success with quality. The Plan-Do-Check-Act (PDCA) is a four-stage model, which is applicable in bringing change in a systematic way (ASQ, 2026). Considering this aspect, further changes within the healthcare infrastructure should be implemented based on the following strategic steps. 



	
	Plan 
	Developing leadership style by discussing the current key issues over a face-to-face meeting can help the NHS Foundation to make a better plan with maximum transparency. 

	Do 
	Highlighting the core changes within the existing healthcare infrastructure and supply chain to ensure transparency in an individual’s regular responsibilities will help the NHS Foundation ensure the required equipment and resources. 

	Check 
	Weekly checking through evidence-based reports can help the leaders and managers of the NHS Foundation in understanding the existing gaps in the changed healthcare infrastructure. 

	Act 
	Making further changes based on the identified gaps in the changed healthcare setting will be effective to help the NHS Foundation in bringing better quality and transparency. 


Table 2: Plan-Do-Check-Act
(Source: Created by Learner)
PDCA is a scientific method to initiate any systematic change management approach within the organisations (Lean, 2026). Considering the above-presented PDCA as an improvement tool can help the NHS Foundation in maintaining maximum quality through ensuring the required resources and equipment. It is evident that the implementation of effective leadership is required to bring changes within the organisational setting with a clearer vision and power of control over the resistance to change (Corporate Finance Institute, 2024). In addition to this, the implementation of an effective leadership style can help the NHS Foundation in terms of achieving success through required changes. Furthermore, it has been found that effective leaders can bring quality changes within organisations to bring innovative changes according to the changing market requirements (Corporate Finance Institute, 2024). Moreover, it can be said that the NHS Foundation can overcome its existing quality care-related crisis by preparing the organisation for innovative changes according to the changing requirements. 
Recommendation 2: Implementing feedback-based performance checking for better staffing and culture management practices 
Lean and Six Sigma
The implementation of Lean and Six Sigma as an improvement framework or tool can be helpful in terms of bringing appropriate changes within the NHS Foundation. Evidence-based review of performance is possible through the application of feedback reporting (CIPD, 2022). However, gathering only feedback without any changes is not efficient for bringing improvement. This requires continuous improvement based on performance-based feedback. Implementing this evidence-based performance checking approach can help the NHS Foundation in eliminating existing gaps through bringing performance improvements. The direct reporting approach is effective in enhancing the performance review system within the organisations (Forbes, 2023). The implementation of the Lean and Six Sigma framework is presented below for a better understanding of the implementation steps to support sustained improvement. 
	Lean 
	Reduction of staff shortage through a positive work culture 

	Six Sigma 
	Regular performance review for further training to eliminate the skills gap 

	8 Wastes 
	· Defects: Staff shortage, poor culture and lack of transparency 
· Overproduction: The healthcare setting of the NHS Foundation 
· Waiting: Weekly performance review 
· Non-Utilised Talent: Identifying skilled employers to provide training to employees with skills gaps to reduce the cost of training 
· Transportation: Changed quality control system 
· Inventory: Improved logistics with automation to ensure maximum availability of equipment and resources 
· Motion: Bringing improvement within 1 year
· Extra Processing: Post feedback actions 

	DMAIC Method 
	· Define: Avoidable deaths of patients 
· Measure: Reduction of quality control and compromise of performance 
· Analyse: Feedback collection based on performance 
· Improve: Improved leadership management, infrastructure, culture and staffing approach 
· Control: Quality control 

	Key Tools 
	Evidence-based performance review, group discussion, face-to-face meeting and checking 


Table 3: Lean and Six Sigma
(Source: Created by Learner)
The above-presented Lean and Six Sigma framework is appropriate to be followed in terms of bringing changes within the NHS Foundation. In addition to this, the key tools of the overall change management process will include evidence-based performance review, group discussion, face-to-face meeting and checking. Considering this recommended improvement approach, the NHS Foundation can overcome the risk of facing the scandal-related crisis, such as avoidable deaths of patients in the future. Moreover, it is necessary to mention that the performance-based feedback-taking approach will help the NHS Foundation in improving the quality of the overall healthcare setting based on the changing requirements. 
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In conclusion, this report finds that the quality failure in the Mid Staffordshire NHS Foundation trust was systemic and was caused by poor leadership, poor staffing, effective weak governance and target driven culture. Frameworks like the Donabedian Model, Fishbone Diagram, 5 Whys, and SWOT analysis were applied in the identification of the underlying causes of these failures. The results focus on the importance of patient-centred care, enhanced accountability and continuous quality improvement. Strategies that are based on evidence are necessary to make the improvements to patient safety and healthcare service delivery sustainable. 
The overall findings support the evidence of the scandal in the NHS Foundation, which is quite challenging to resolve. It has been found from the above findings that the lack of staff management, toxic culture, and lack of leadership management approaches are the key reasons for the scandal-related crisis. As a result, the NHS Foundation is responsible for the avoidable death cases of patients with quality issues. Considering the above-mentioned recommended strategies, the implementation of the improvement tools will help the NHS Foundation in developing the healthcare setting and relevant practices in the future. Moreover, it can be said that the overall recommendation highlighted the implemented steps for the changes within the NHS Foundation in terms of overcoming the quality-related issues and other key issues. Hence, it can be said that the purpose of the entire task has been met through logical arguments and evidence-based justification. 
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