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Introduction

Healthcare systems rely on strong quality management structures to ensure patient safety and effective
service delivery. Failures in governance, staffing, leadership, and regulatory oversight can lead to serious
harm to patients.

This presentation analyses the Mid Staffordshire NHS Foundation Trust Scandal, a major healthcare

failure in England.

Objectives:

= |dentify root causes using the Swiss Cheese Model
=  Apply healthcare quality management frameworks
= Analyse policy issues contributing to failures

= Examine the impact on healthcare service provision

(Petrillo et al., 2017; Eilenberg, 2017; Chatburn et al., 2018)



Overview of the Case Study

= The Mid Staffordshire scandal occurred at Stafford
Hospital in England between 2005 and 2009.

= |nvestigations found widespread failures in patient care,
including neglect, poor nursing standards, and inadequate
clinical monitoring.

= The public inquiry led by Robert Francis concluded that
hundreds of patients suffered avoidable harm.

= Between 400 and 1,200 excess deaths were linked to
poor care at the hospital (Francis, 2013; Atkins et al.,
2020).

= The inquiry revealed systemic failures in leadership, :
governance, and quality assurance across the healthcare | = B & ﬁ
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system (Eilenberg, 2017).
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Key Quality Failures

The inquiry identified several major failures in care
delivery:
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Key Quality Failures

The inquiry identified several major failures in care delivery:

‘????’? OE
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Weak incident
reporting systems
(limited
organisational
learning and early
intervention)

Lack of transparency
and accountability
(concealed declining
care standards)

Patients experienced neglect such as lack of food, hydration, and hygiene support (Francis, 2013; Harris,
Azorin and Jones, 2021).

The organisational culture prioritised financial targets and performance indicators over patient safety.
(Mannion and Davies, 2015; Carter and Kline, 2016; Chatburn et al., 2018).



Systems-Based Safety Model

The Healthcare safety failures can be understood using the Swiss Cheese Model (Wiegmann et
al., 2022). The Swiss Cheese Model shows that harm rarely results from a single mistake. Instead,
multiple system failures align.

The model as seen below explains that accidents occur when multiple layers of defence fail
simultaneously.

Swiss Cheese Model of Mid Staffordshire NHS Failures

Layers of Defence Failures Leading to Patient Harm

Multiple System Failures Aligning to Cause Serious Harm

These aligned weaknesses allowed unsafe care to persist for years (Petrillo et al., 2017; Chatburn
et al., 2018).



Root Causes of the Failures

Key root causes identified in the inquiry included:

= Chronic understaffing of nurses reduced the capacity to deliver safe and effective care

= Cost-cutting measures to achieve financial targets

= Poor leadership and organisational culture weakened accountability and decision-making processes
= Failure to learn from complaints and incidents limited continuous improvement

= Lack of staff empowerment to raise concerns reinforced by fear of disciplinary action, discouraged the

reporting of concerns, allowing unsafe practices to persist and contributing to widespread care failures.

The Francis inquiry found staffing shortages were a major contributor to unsafe care (Francis, 2013).

Fear of disciplinary action discouraged staff from reporting concerns (Atkins et al., 2020).



Root Cause Analysis

Root Cause Analysis (RCA) is widely used in healthcare to identify underlying causes of adverse

events. Root Cause Analysis focuses on system weaknesses rather than individual blame.

Applying RCA to Mid Staffordshire highlights:
= Poor governance structures

= |neffective monitoring of safety indicators
= Failure to investigate mortality data

= Lack of organisational learning

RCA supports systematic investigation of patient safety incidents and informs strategies for risk

reduction and quality improvement.(Chatburn et al., 2018).



Fishbone Diagram Analysis

The Fishbone Diagram as seen below helps identify contributing factors.

Categories influencing the Mid Staffordshire failures include:

Fishbone Diagram of Mid Staffordshire NHS Failures

( People ) ( Processes ) (Management) ( Policy )

e Nurse shortages e Poor patient e Weak incident e Pressure to
e Poor staff morale monitoring reporting. meet targets
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PATIENT HARM

( Processes ) ( Management ) (Environment)

e Poor patient monitoring e Weak incident reporting e High patient demand
e Inadequate complaint e Lack of clinical leadership e Inadequate resources
handling

(Chatburn et al., 2018)



Donabedian Model

Healthcare quality can also be evaluated using the Donabedian Model (Donabedian, 1988).

Evaluating Healthcare Quality Using the Donabedian Model

Structure Process Outcome

e Staffing levels * Monitoring of * Increased mortality

patients

e Hospital resources * Poor patient experience

e Leadership systems e Incident reporting

e Clinical decision-

o

Healthcare Quality

(Ross, 2017; Berwick and Fox, 2016)




Policy Issues

Policy and regulatory weaknesses contributed to the crisis, such as

Weak oversight by healthcare regulators limited accountability and delayed corrective actions

oy
&R Excessive focus on performance targets targets diverted attention from patient safety priorities

€ | Inadequate enforcement of safety standards reduced compliance across the organisation

Gon Limited protection for whistleblowers discouraged staff from reporting concerns, allowing
\ 7 unsafe practices to persist

Multiple organisations failed to detect or respond to warning signs (Francis, 2013; Mannion and
Davies, 2015).

These policy failures allowed poor care to continue without effective intervention.



Impact of the root causes and policy issues on the quality, efficiency,
and equity of health and care service provision

The failures had serious consequences for healthcare service delivery. Such as:

Quality © o Efficiency
= Poor clinical care outcomes and o 000 = Mismanagement of resources

. =
avoidable deaths = |neffective healthcare delivery
= Increased patient neglect and

harm

A

Equity
= Vulnerable patients
experienced unsafe care

The scandal significantly damaged public trust in the NHS and highlighted the need for stronger patient
safety systems (Harris et al., 2023; Chatburn et al., 2018).



Recommendations

Based on the findings of this study, the following recommendations are proposed to enhance the quality, safety,
and efficiency of healthcare service delivery.

Healthcare organisations should prioritise safe staffing levels by ensuring adequate nurse-to-patient ratios to
improve patient care quality and safety (The Royal College of Nursing, 2025).

A patient-centred culture should be embedded, where patient safety and dignity take precedence over
financial and performance targets (Wong, Mavondo and Fisher, 2020).

Transparent and responsive complaint management systems should be established to ensure patient
concerns are promptly addressed and used for service improvement (NHS England, 2019).

Robust incident reporting systems should be strengthened to encourage reporting, learning, and prevention of
future errors (NHS England, 2019).

Whistleblowing policies should be reinforced to protect and empower staff to raise concerns without fear of
retaliation (Blenkinsopp et al., 2019).

Continuous staff training and professional development should be promoted to maintain high standards of
clinical competence and care delivery (The Royal College of Nursing, 2025).



Conclusions

= The study highlights that systemic failures in leadership, staffing, governance, and organisational

culture significantly contributed to poor patient outcomes.

= |t demonstrates that prioritising financial targets over patient safety can lead to severe

consequences, including avoidable harm and loss of life.

= The analysis confirms that weak regulatory oversight and ineffective reporting systems allowed

poor practices to persist.

= The application of quality management frameworks shows that healthcare failures are often the

result of multiple interconnected system breakdowns rather than individual errors.
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