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[bookmark: _Toc237506068]Abbreviations 
1. NHS – National Health Service 
2. QA – Quality Assurance 
3. QI – Quality Improvement 
4. PDSA – Plan-Do-Study-Act 
5. PESTLE – Political, Economic, Social, Technological, Legal and Environmental 
6. KPI – Key Performance Indicator 
7. DMAIC – Define, Measure, Analyse, Improve and Control

[bookmark: _Toc237506069]1. Introduction
[bookmark: _Toc237506070]1.1 Background to Mid Staffordshire NHS Foundation Trust
Mid Staffordshire NHS Foundation Trust was an NHS provider delivering hospital services to the communities in Staffordshire mainly via Stafford Hospital and Cannock Chase Hospital. Services provided: emergency care, maternity services, other acute healthcare provision, medical and surgical treatment and outpatient care (The Health Foundation, 2013). After concerns about the apparently high death rates and low standard of treatment of patients at Stafford Hospital, the Trust was nationally associated with poor quality and patient safety. A series of worries grew into one of the biggest health care quality scandals in English NHS history (BBC, 2019).
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Figure 1: Statistics of NHS England Monthly Operations 
(Source: England, 2025)
There were 7.42 million treatment waits as of the end of March, a rise of 18,751 from February 2025. By the end of March, there were an estimated 6.25 million patients waiting for care. On March 25, 1.17 million of the 7.42 million pathways on the waiting list made the decision to be admitted for treatment (England, 2025).
These failures showed the risks to clinical governance caused by financial and organisational circumstances, as they can generate human challenges and the need to ensure patient-centred care in a systematic manner is provided for all activities within the health service (Campbell, 2013).
[bookmark: _Toc237506071]1.2 Identification of the Quality Assurance Problem
Organisational systems failing to identify, escalate, and effectively tackle the falling standards of patient care at Mid Staffordshire were the key QA concerns. There are said to be issues with patient dignity and safety, with inadequate nutrition, hydration, hygiene, communication and timely assistance (NHS Digital, 2024). Staffing shortages and resource pressures were also significant, creating further pressure for frontline health care workers and impacting service delivery and continuity.
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Figure 2: NHS Hospital Performance in the UK 
(Source: Jones, 2025)
By the end of August, 1,416 patients, down slightly from 1,429 in July, had been waiting more than 18 months to begin standard hospital treatment. With 6.50 million patients and 7.77 million treatments, the list reached a record level in September 2023 (Jones, 2025).
Weak management, governance and performance monitoring were also a contributing factor to the crisis. Senior leaders have not put in place sufficiently effective structures in the way they recognise and take appropriate action on warning signals and concerns raised by patients, relatives and health professionals (Nundy et al., 2022). 
[bookmark: _Toc237506072]1.3 Aim and Scope of the Report
Aim 
The purpose of this report is to consider critically what went wrong at Mid Staffordshire NHS Foundation Trust in terms of quality assurance and to examine sustainable solutions on how to improve the safety and quality of care for patients.
Scope:
The report looks at staffing issues, inadequate resources, leadership and governance and shortcomings in the monitoring and care of patients. It assesses sustainable enhancements by examining increased governance, capacity and staff management, incident reporting, accountability and continuous improvement in quality, and draws lessons to be learned to prevent similar NHS patient-safety failings.
[bookmark: _Toc237506073]2. Critical Analysis of Quality Assurance Failures
[bookmark: _Toc237506074]2.1 Quality Assurance and Service Improvement in Healthcare
Quality assurance (QA) involves systematic methods of empirical measurement of health care services to determine whether they are conforming to certain standards, based on compliance, inspection and retrospective checking. 
[image: ]
Figure 3: Quality Assurance and Service Improvement in Healthcare
(Source: CQ, 2025)
Quality improvement (QI), on the other hand, is an active process of change to improve the outcome, which is repeated continuously, and may be done using a model like Plan-Do-Study-Act. QA ensures that a baseline is established; QI is about continuous improvement beyond a baseline (CQ, 2025). Both share the concept of patient safety and patient-centred care, which focuses on care for patients and their needs, respects patients' dignity and enables patients' participation and involvement in care instead of care based on institutional convenience. 
To make the QA principles work, good governance, i.e. clear lines of accountability, monitoring systems and clear reporting, is fundamental; there, the standards are on paper but aren't the reality in the care provided at the ward level. In the NHS, QA is built in, with regulatory bodies like the Care Quality Commission, clinical governance and national patient safety systems, but, as it was in Mid Staffordshire. The culture (and leadership) of the health system is not geared towards patients above the targets, formal systems will not be enough to ensure care is safe (Endalamaw et al., 2024).
[bookmark: _Toc237506075]2.2 A review of Quality Failures at Mid Staffordshire
Mid Staffordshire NHS Foundation Trust has suffered serious and recurrent quality problems which were explored by the Francis Inquiry between 2005 and 2009. The patients suffered from neglect ranging from insufficient provision for water, food and hygiene to a failure to respond to the call bell and poor management of pain, with some deaths attributed to poor emergency care (Russ et al., 2023). The number of staff had been cut sharply as the Trust sought to become a foundation trust and make savings, and as a result nurses were over-stretched and unable to provide basic care, and inexperienced staff were working with no supervision. 
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Figure 4: Statistics of NHS England Monthly Operations
(Source: England, 2025)
Although performance in January 2025 was 4.6% better than it was at the same time last year, it was still below our expectations. In order to restore performance to the NHS constitutional requirement of 85%, the NHS has set an objective to raise this to 70% by March 2025 (England, 2025).
Leadership focused more on financial performance and external perception and took little or no notice of the warning signs that should have been picked up in mortality rates and complaints, and governance arrangements were weak or ineffective in pinpointing or responding to these indicators. Communication and reporting were weaker, concerns raised by staff and patients were discounted, minimised and/or not reported or acted upon, and reporting procedures failed to lead to corrective action (de Araújo Batista et al., 2021). All this was underpinned by a culture of defence which did not encourage a culture of challenge; which allowed for poor practice to be continued and sustained; which allowed for the bad to become normal and nothing to be done about it; which allowed for the bad to need to be done for years on end.
[bookmark: _Toc237506076]2.3 Root-Cause Analysis Using the Fishbone Diagram
The use of a fishbone (Ishikawa) analysis places the failures experienced at Mid Staffordshire within interacting causal categories. 
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Figure 5: Fishbone Diagram for the Case of Mid Staffordshire NHS Foundation Trus
(Source: Self-Developed)
People: nurses and staff were chronically overworked, and morale was low, with poor time for caring and no mentoring for inexperienced staff (Ardha et al., 2023). 
Leadership: senior leaders were more concerned about financial recovery and foundation-trust status and disconnected from financial quality, which they didn't support through modelling. Processes: care pathways, handovers and escalation procedures were inconsistent or omitted and deteriorating patients were identified late. 
Information/Technology: insufficient or non-existent use of an incident reporting system or mortality monitoring system – data is not used to identify risk and be acted upon. Environment: wards were routinely poorly resourced, confused and pressured to operate, leading to poor infection control and care standards (McDermott et al., 2023). 
Policies and Management: Policies were in place but not enforced, and management systems were too weak, or there was a shadow-boxing-type response with nobody clearly responsible. Most importantly, these arms were not independent of each other: the lack of personnel was the result of financial policy – which was not challenged by leadership – and poor information systems left the harm opaque until reaching catastrophic levels.
[bookmark: _Toc237506077]2.4 5 Whys Analysis
A 5 Whys analysis takes us beyond the descriptive failure to systemic causation.
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Figure 6: 5 Whys Analysis
(Source: Lean Enterprise Institute, 2025)
· What caused inadequate care of the patients? Monitoring of patients' basic needs was not appropriate because monitoring was not adequate. 
· Why? Due to inadequate staffing levels to meet patient acuity. 
· What were the reasons that staffing levels were inadequate? Management processes reduced the safe staffing ratios because there was a focus on cost reduction and the requirements for foundation-trust targets (Lean Enterprise Institute, 2025). 
· Why was this condition not called into question? Escalation routes were not effective, as staff and patients' concerns were raised and not acted upon or were discouraged.
· Why did an ineffective escalation carry on? Organisational governance and accountability arrangements allowed a culture of denial to flourish because they didn't hold leaders to account for the safety results (Pazhayattil and Sharma, 2025). The strength of this chain was to demonstrate the continued lack of success by focusing on specific layers and why it was a problem at the governance level that failed to prioritise patient safety over a metrics-driven environment; it could not have been fixed at the surface level.
[bookmark: _Toc237506078]2.5 Donabedian Model Analysis
The Donabedian model provides a light to illuminate the causal chain from structure to process to outcome. There were structural problems inadequate staffing, poor involvement of leaders, and inadequate resources and infrastructure that set the stage for failure, operating below a threshold to provide safe care despite the competence of individual staff. 
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Figure 7: Donabedian Model Analysis
(Source: Akinrav, 2025)
These structural flaws directly led to poor processes clinical care dropped, staff communication stalled, deteriorating patients were not monitored or escalated, patients and families were not included in decisions about their care, and incident reporting became a process (Akinrav, 2025). These process failures did create the consequences which were recorded at Mid Staffordshire: compromised patient safety, poor patient experiences through neglect and loss of dignity, reduced quality of care and avoidable harm including deaths. Importantly, the model highlights the point that outcomes cannot be targeted alone, as structure leads to process and process leads to outcomes, which means that any sustainable improvement needs to look at staffing and governance and not just the results, after the damage had been done (Endeshaw, 2021). 
[bookmark: _Toc237506079]2.6 PESTLE analysis of external factors 
	Factor
	Influence on Mid Staffordshire
	Impact

	Political
	Pressure and push towards becoming a foundation trust led to there being some pressure placed on the running of the NHS in terms of meeting government targets and not necessarily focusing on clinical safety (Makos, 2024).
	High

	Economic
	Due to financial constraints, reduced staffing was a factor that directly impacted the Trust's ability to provide safe care
	High

	Social
	Lack of involvement of patients/family concerns not heard, public trust lost when failures were publicised
	Medium

	Technological
	The technological aspects of incident-reporting and mortality-monitoring were low and failed to capture early signs of unsafe care (de Val et al., 2020).
	Medium

	Legal
	The Francis Inquiry led to the identification of accountability issues and a quest for regulatory reform – statutory duty of care was broken
	High

	Environmental
	The environmental conditions and operational pressures, overcrowding and poor ward conditions, impacted the provision of infection control and basic hygiene in the provision of care.
	Medium


Table 1: PESTLE analysis for Mid Staffordshire NHS Foundation Trust
(Source: Self-Developed)
[bookmark: _Toc237506080]2.7 Critical Evaluation
PESTLE study reveals political pressures and economic constraints led to weak governance and unsafe staffing at Mid Staffordshire. Deficiency of public confidence was affected by social factors, and delay in recognising warning signs was driven by technological limitations. Pressure from legal and regulatory requirements reinforced inadequate accountability; difficulties posed by environmental factors compounded poor standards in wards, a combination that contributed to consistent declines in quality (Hughes, 2023).
[bookmark: _Toc237506081]3. Recommendations and Implementation Strategy
[bookmark: _Toc237506082]3.1 Recommendation 1: Improve Quality Governance and Accountability
Mid Staffordshire illustrated the effect of poor governance, minimal care and oversight and lack of patient focus. Clear accountability for quality and patient safety must be built at all levels of the organisation in the Trust, regular reports to the board on staffing, incidents, complaints, clinical audit and experience should be provided (Fukami and FUKAMI, 2024). Escalation arrangements should be agreed and made known, including when concerns should be taken to senior management and/or external regulators. At least monthly quality-performance reviews should be conducted to check if new risks are identified and if corrective actions have been performed to mitigate the identified risks, to make the accountability more visible and to prevent remaining quality concerns (Deborah Brennan and Lori Wendt, 2021).
[bookmark: _Toc237506083]3.2 Recommendation 2: Enhance Staffing, training and competence
Poor standards of care were also due to insufficient staffing and insufficient capacity of staff. The Trust should have a workforce planning exercise, which is based on patient demand, patient acuity and suitable skill mix and not purely financial factors. Routine mandatory training should include patient safety, safeguarding, communication, infection control, recognising deterioration and incident reporting (Bienefeld et al., 2025). Learning needs should be picked up early through continuous professional development, frequency and competency evaluations, and frequent supervision. 
[bookmark: _Toc237506084]3.3 Recommendation 3: Improve Incident Reporting and Escalation
Transparency is a reporting culture precondition to the discovery of patient-safety problems. Incidents, near misses and unsafe practices should be encouraged to be reported by staff without the risk of being blamed for the incident. Escalation guidelines should be defined clearly and detail the when and how of serious and/or frequent incidents and how they will be reviewed urgently by the manager, clinically or externally (Santos et al., 2025).
[bookmark: _Toc237506085]3.4 Recommendation 4: Strengthen Patient and Family Involvement 
Quality improvement requires the involvement of patients and families. The Trust should be obtaining feedback systematically from surveys, complaints and interviews. Complaints procedures need to be accessible, transparent and responsive and reflect that complaints result in corrective action (Ocloo et al., 2021). Have patient representatives on service improvement projects and include patient-experience data in the quality dashboards. 
[bookmark: _Toc237506086]3.5 PDSA Implementation Strategy
The Plan – Do – Study – Act (PDSA) Cycle is an approach or tool used to test and improve quality. Priority problems should be identified; measurable objectives and allocation of responsibilities should be determined by the Trust during Plan. Interventions training, better reporting, better monitoring, etc. are to be piloted during Do. Incidents and patient feedback, staffing, and quality indicators to be studied should include baseline performance (Manandi et al., 2023). Finally, Act should adjust counterproductive interventions, formalise successful practices and start an improvement process.
	PDSA Stage
	Key Implementation Activities
	Expected Output

	Plan
	Stating priority quality issues, setting measurable quality improvement target(s), delegating responsibility, staffing and resources.	
	Well-defined improvement plan and baseline measure

	Do
	Pilot interventions: Increase staff training, get better reporting of incidents, sooner escalation procedures, and strengthen monitoring
	Initial evidence from implementation

	Study
	Monitor incidence rates, collate patient feedback, audit human resources, training and quality measures, and compare these to the measurable performance (Zann et al., 2021)
	Evidence demonstrating the extent of improvements that the interventions led to.

	Act
	Implement changes that were observed to be ineffective; implement standardised effective interventions across relevant services; initiate another PDSA where further interventions are needed (Bradley et al., 2024)
	Ongoing and long-term enhancements and consistent quality education learning


Table 2: PDSA Implementation Strategy
(Source: Self-Developed)
[bookmark: _Toc237506087]3.6 Lean, Six Sigma Model 
Lean and Six Sigma can aid in sustainable quality improvement efforts whenever there is an opportunity for waste, variation and unnecessary error. The first step in implementing lean is to identify patient care processes and map the process to look for any unnecessary delays, duplication, and inefficient activities (McDermott et al., 2022). 
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Figure 8: Difference Between Six Sigma and Lean Sigma Application
(Source: McDermott et al., 2022)
Staff should next reconsider work procedures based on patient needs and constantly see how they are doing. Working towards Six Sigma is achieved using the DMAIC approach of defining quality problems; Measuring current performance; Analysing root causes; Improving processes; and controlling the outcome (Rathi et al., 2022). Adjustments should be assessed by data, patient feedback and audits by healthcare teams. Fostering a culture of continuous staff training, periodic leadership evaluations and performance monitoring is crucial to keep the improvements going and ensure that good practice is firmly ingrained.
[bookmark: _Toc237506088]3.7 Measures of Success
There should be measurable key performance indicators (KPIs) that will determine whether recommendations are having sustainable impacts.
	KPI
	Measurement/Target
	Purpose

	Patient-safety improvement assessment
	Increase in the number of patient-level incidents
	Decrease in serious and avoidable incidents

	Patient-satisfaction
	Improved patient-experience scores
	Measure patient-centred care

	Incident-reporting response time
	Average time between a report and a management review
	Assess the success of escalation

	Staff training competence
	Mentored opportunities for staff development
	Assess workforce competence

	Staffing compliance
	Percentage of shifts that match the necessary levels of skill mix and staffing
	Monitor workforce adequacy

	Serious-concern escalation
	Are there percentage escalations within defined time periods
	Evaluate governance responsiveness


Table 3: Measures of Success
(Source: Self-Developed)
[bookmark: _Toc237506089]4. Conclusion 
[bookmark: _Toc237506090]4.1 The summary of the key findings 
It proves that the poor performance at Mid Staffordshire NHS Foundation Trust was not just an isolated issue, but systemic. Unsafe services and serious patient harm resulted from poor staffing, weak governance, ineffective communication and insufficient patient-centred care, among other factors. The Fishbone analysis showed that there were interconnected causes in the organisation, its workforce, processes and environment and the 5 Whys showed that immediate causes were downstream of management and accountability parameters. The Donabedian model further made salient the shortcomings in structure and process, which resulted in unacceptable outcomes for patients, and how inadequate resources and poor processes contributed to these.
[bookmark: _Toc237506091]4.2 Strategic Implications
The results from the PESTLE analysis also showed that the external pressures in the quality environment were present. Political aspiration, economic coercion, social issues, technological factors, legal liability and environmental pressures resonated with internal organisational weaknesses. Quality assurance, therefore, cannot be left to the front-line staff and their individual errors. In order to achieve healthcare quality sustainably, the organisations need to grasp the effect of influences from outside on governance, allocation of resources, workforce, patient safety, etc.
[bookmark: _Toc237506092]4.3 Final Service-Improvement Judgement
Going forward, improving sustainability requires better governance, proper staffing, training and effective training, and better reporting and proper involvement of patients and families. It is important to monitor continuously by using measurable quality indicators and structured methods like PDSA to find any new risks and measure improvement. The main takeaway from Mid Staffordshire is that the corrective action needs to be systemic and not just focus on specific failures. 
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