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1. Introduction  

Background 

Mid Staffordshire NHS Foundation Trust including Stafford Hospital was linked to serious 

failures in quality of care between 2005 and 2009. In their investigation, the Francis Inquiry 

found cases of basic patient care, staffing, leadership, governance, communication and 

information use (The Health Foundation, 2023). The Francis Inquiry showed that these 

problems did not result from one lone clinical error. They evolved instead through organization-

wide weaknesses and weaknesses in the wider governance system. The Mid Staffordshire 

trust was at the centre of one of the biggest scandals to hit the NHS when it emerged that an 

estimated 400-1,200 patients had died as a result of poor care between January 2005 and 

March 2009 at Stafford hospital (The Guardian, 2015).  

Quality problem 

The major issue can thus be defined as a systemic failure in quality assurance and patient 

safety. The matter at hand was caused by weaknesses at many levels, not just poor individual 

performance. The Francis Inquiry produced 290 recommendations, covering patient-care 

standards, organisational culture, leadership, information use, openness and compassionate 

nursing (Nursing and Midwifery Council, 2015). According to researchers, the case exhibited 

severe inadequacies in governance and leadership. Significantly, there was a caution before 

the last inquiry. During the period of 2007–2008, a national study which involved monitoring 

the mortality surveillance system of Imperial College generated six mortality alerts for Mid 

Staffordshire. These alerts prompted additional exploration regarding emergency treatment 

(Cecil et al., 2019). The issue was not merely a lack of information; there were difficulties in 

the organisation and system as a whole in seeing, sensing and responding to warning signals. 

Why it matters 

The significance of the Mid Staffordshire case lay in the fact that it demonstrated how a failure 

in quality assurance might lead directly to patient safety and quality of care issues. Patients 

were not treated with dignity, communication and compassion, the basics of good care. 

(Saunders, 2013) The Francis Inquiry conducted by Robert Francis found failures at various 

levels within the organisation and made 290 recommendations for better patient care along 

with improving leadership, openness and governance (Powell, 2013). 

The mortality and contra-indications were also a major concern in the case. Previous 

investigations found particularly high death rates. Later evidence contributed to broader 

concerns about the safety of care at the Trust. The excess mortality figures should not be 



 

taken to mean that every additional death was due to bad care. However, the case shows why 

mortality data requires scrutiny along with patient experience, staffing and clinical-quality data. 

Staff experience and organisational culture also suffered due to the crisis. The failure of 

leadership and communication made it difficult to recognise and act on concerns.  Chambers 

et al. (2019) characterize the case as a significant failure of governance and leadership. 

Ultimately, the scandal hurt public trust and organisational accountability. Patients and families 

should feel confident that their concerns will be taken seriously and acted upon. Consequently, 

going through Mid Staffordshire shows that quality assurance with regard to care requires 

strong leadership, honest reporting, patient involvement and continuous monitoring.  

2. Main Body  

2.1 Root Cause Analysis – Fishbone 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

People 

Staffing shortages, workload and low 

morale increased the risk of missed 

care. The Francis evidence linked staff 

cuts and inadequate training with poor 

care (Campbell, 2013). Research also 

connects nurse staffing with missed care 

and patient outcomes (Nantsupawat et 

al., 2021). Thus, staffing problems 

interacted with workload and 

management decisions rather than 

representing individual failure.  

 

Leadership 

Communication, complaints, monitoring 

and escalation were weak. Mid 

Staffordshire received six mortality 

alerts during 2007–2008, showing that 

warning information existed (While, 

2015). The critical failure was therefore 

converting information into action: 

warning → investigation → escalation 

→ improvement. Poor processes 

allowed risks to continue. 

 

Processes 

Leadership focused insufficiently on 

patient safety while financial and 

performance pressures remained 

important. Mid Staffordshire scandal 

is a profound governance and 

leadership failure. The Francis 

Inquiry subsequently made 290 

recommendations, demonstrating 

the breadth of management and 

organisational weaknesses (Lynas, 

2015).  

 

Problem: 

Patients 

experienced 

unsafe and 

inadequate 

care. People 

Financial pressures and the drive 

towards Foundation Trust status created 

competing priorities. Contemporary 

reporting found that the Trust focused 

on finances and government targets 

while serious care problems developed. 

Policy pressure alone did not cause 

failure; it interacted with local decisions 

about resources, staffing and priorities.  

 

Leadership 

Weak board oversight and inadequate 

challenge allowed concerns to persist. 

The governance is at the centre of the 

failure. Effective governance should 

connect mortality, staffing, complaints 

and patient experience. The 290 Francis 

recommendations demonstrate the scale 

of governance reform considered 

necessary (GOV.UK, 2013).  

 

Processes 

Poor ward conditions, workload and 

limited resources affected dignity 

and care. Contemporary reporting 

described serious concerns about 

patient care, while relatives publicly 

demanded answers. Environmental 

problems therefore reflected wider 

organisational pressures and could 

further increase staff workload and 

patient-safety risks.  

 



 

2.2 5 Whys 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

WHY 1 

Why did patients 

experience unsafe and 

inadequate 

care?aediatric cardiac 

surgery outcomes poor? 
Essential care was 

sometimes missed, 

delayed or delivered 

below expected 

standards. Evidence 

examined by the Francis 

Inquiry identified failures 

in fundamental care, 

patient-centredness and 

compassion. The 

problem therefore 

affected both clinical 

safety and patients’ 

dignity and experience, 

rather than being limited 

to isolated clinical 

incidents (The Kings 

Fund, 2024).  

WHY 2 

Why was essential care 

missed or inadequate? 

Staffing pressures, 

workload, supervision 

and care processes 

reduced the 

organisation’s capacity to 

deliver consistent care 

(Wei et al., 2024). The 

issue should not be 

attributed simply to 

individual nurses. 

Workforce pressures 

interacted with 

management and 

organisational systems, 

creating conditions in 

which poor standards 

could persist and 

frontline staff had limited 

ability to correct wider 

problems (Catalyst, 

2024). 

WHY 3 

Why were staffing and 

care processes 

inadequate? 

Management decisions 

and resource allocation 

did not sufficiently 

protect patient safety. 

Financial and operational 

pressures competed with 

quality priorities. Mid 

Staffordshire was 

clinically and financially 

unsustainable in its 

existing form, 

demonstrating that 

resource problems and 

quality problems were 

closely connected.  

WHY 4 

Why did management 

priorities compete with 

patient safety? 

Organisational 

performance, financial 

pressures and 

Foundation Trust 

objectives influenced 

decision-making. This 

created a risk that 

measurable 

organisational targets 

received greater 

attention than patient 

experience and safety. 

The critical issue was 

therefore not policy 

alone, but how 

organisational leaders 

interpreted and balanced 

competing priorities. 

WHY 5 

Why did the organisation 

fail to correct 

deteriorating quality? 

Governance, monitoring 

and organisational 

culture were 

insufficiently strong to 

identify, escalate and 

correct risks. The Francis 

Inquiry made 290 

recommendations, 

including stronger 

accountability, 

performance oversight, 

complaints handling, 

information, leadership 

and openness (Rafferty 

and Leary, 2023).  



 

2.3 Donabedian Model 

Donabedian's model analyzes structure process and outcome for health care quality. The 

organisation will ensure the delivery of care to patients in an environment that enables them 

to do so effectively. In a study involving 386 hospital departments, strong relationships were 

found between structure and process (r=0.72) and structure and outcome (r=0.60) (Kunkel et 

al., 2007). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

STRUCTURE 

Structure includes staffing, leadership, resources, 

governance, facilities and information systems. At 

Mid Staffordshire, weaknesses in staffing, 

leadership and governance created conditions in 

which safe care was harder to maintain. The 

Francis Inquiry produced 290 recommendations, 

including leadership, organisational culture and 

information use. Therefore, structural weaknesses 

created risks before individual care processes 

occurred. 

 

PROCESS 

Process concerns what actually happens during 

care, including communication, monitoring, 

escalation, clinical practice and complaint 

handling. At Mid Staffordshire, weak processes 

meant warning information and concerns were not 

consistently converted into effective action. 

Donabedian emphasises examining the causal links 

between structures, care processes and outcomes; 

therefore, poor communication and monitoring can 

be understood as pathways through which 

organisational weaknesses affected patient care.  

OUTCOMES 

Outcomes include patient safety, mortality, 

experience, dignity, satisfaction and public 

confidence. Mid Staffordshire's poor outcomes 

reflected weaknesses in both structure and process 

rather than one isolated clinical error. Earlier 

statistical analysis identified substantially higher-

than-expected mortality, although excess mortality 

cannot establish that every additional death 

resulted from poor care. The model therefore helps 

connect organisational weaknesses to adverse 

patient outcomes. 



 

2.4 SWOT Analysis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.5 Critical Analysis 

The combined analysis of the four models depicts that the Mid Staffordshire incident failed in 

systemic quality assurance rather than an individual health worker failure. Fishbone analysis 

identifies the interacting causes of staffing, leadership, communication, governance, financial 

pressures and care environment. Organisational conditions and frontline practice are crucial 

to the quality of health care, which is key. The result of the Francis Inquiry was 290 

recommendations indicating the problems were systemic, being at multiple organisational 

levels. 

The 5 Whys analysis strengthens this finding by moving from unsafe care to deeper 

organisational causes. Missed or inadequate care can be linked to staffing and supervision 

problems, which were influenced by management and resource decisions. These were then 

connected to wider organisational priorities and weaknesses in governance and safety culture. 

Therefore, the analysis avoids the simplistic conclusion that individual nurses were 

SWOT 

STRENGTHS 

• Existing NHS governance and accountability 
structures.  

• Professional standards provide clear 
expectations for safe and compassionate care.  

• Audit, mortality monitoring and complaints 
systems already provide quality information.  

• Francis generated 290 recommendations, 

creating a strong reform framework 

(Healthwatch, 2026).  

OPPURTUNITIES 

• Increase patient and family involvement.  

• Develop integrated quality dashboards 
combining mortality, staffing, complaints and 
patient-experience data.  

• Strengthen staff training and speaking-up 
systems.  

• Use PDSA cycles to test improvement.  

• Strengthen openness and the duty of candour. 
Government reforms included monthly 

staffing and safety reporting, quarterly 

complaints reporting and a national patient-

safety programme (GOV.UK, 2013). 

WEAKNESSES 

• Weak leadership and board oversight.  

• Poor communication between staff, managers 
and patients.  

• Staffing and workload pressures.  

• Warning signs were not effectively escalated.  

• Poor safety culture reduced openness.  

RISKS 

• Financial constraints may restrict staffing and 
improvement resources.  

• Workforce shortages can increase workload.  

• Performance-target pressures may compete 
with patient-centred priorities.  

• Change fatigue can reduce staff engagement.  

• Resistance to organisational change may 
delay improvement.  



 

responsible for poor care. Instead, it identifies a chain in which weaknesses reinforced each 

other. 

The Donabedian Model delivers another perspective on quality by linking structure, process 

and outcome. The term ‘structure’ encompasses aspects such as staffing, leadership, 

resources and governance; ‘process’ refers to communication, monitoring and care delivery; 

and ‘outcomes’ refer to safety, experience and health outcomes. Donabedian's framework 

which remains widely used to measure health care quality, and systematic research shows 

structurally and process indicator can affect the outcome (Tossaint-Schoenmakers et al., 

2021). Mid Staffordshire fits this as flaws in organisational constructs could create conditions 

for poor care processes and then further poorer outcomes. 

A systematic review identified a very high number of indicators of quality in care. There were 

175 structure indicators, 84 process indicators and 88 outcome indicators. This shows the 

complexity of quality in care, as well as the great number of interactions between those 

indicators (Tossaint-Schoenmakers et al., 2021). Consequently, the existence of mortality or 

dissatisfaction among patients is not primarily due to one deficient structure. 

The SWOT analysis takes the report from diagnosis to strategic planning. The existing 

governance arrangements, professional standards and quality-monitoring systems of the 

NHS, perform strength whereas weak leadership, staffing pressures and inadequate 

communications represent a weakness. Enhanced participation of patients, strengthening 

mechanism for staff to speak up, and integrated quality dashboards all present opportunities. 

The dangers include not having enough money or workers and people not wanting to change. 

Importantly, SWOT cannot be relied upon to ascertain causation. The main value is strategic, 

as it identifies where current strengths can be applied to address weaknesses and threats. 

SWOT was recently subjected to methodological criticism, which argued that it was too simple 

and static for the complex environment of organisations (Munyao, 2026).  

3. Recommendations  

Recommendation 1: Strengthen safe staffing and workforce governance  

The Mid Staffordshire case showed that staffing pressures can impact patient care. The 

recommendation is to deploy an evidence-based approach to staffing assessment using 

patient acuity, dependency, turnover and skill mix, not fixed staffing numbers. There is an 

unique nurse to patient ratio (1:3) which is suitable for all acute wards, the staffing need has 

to be assessed based on patients’ needs (Sharma and Rani, 2020). It also advises 

assessment and escalation on the same day when there are inadequate staff Therefore, 

organisations ought to monitor vacancies, sickness, turnover, agency use, overtime and 



 

missed care indicators on a monthly basis. If staffing falls below the assessed requirements, 

swift action needs to take place formal escalation process. More than 25% or more than eight 

registered-nurse hours on a shift is identified as a red-flag event (Ford, 2014). This 

recommendation responds to the Fishbone findings on people, resources and management. 

Recommendation 2: Strengthen leadership and safety culture  

A significant system-level discovery was weak leadership and poor communication. The 

introduction of structured leadership development, multidisciplinary safety meetings on a 

regular basis and visible executive responsibility for quality should be implemented by the 

Trust. Leaders at all levels should examine patient-safety trends and interact with staff and 

patients. This supports existing guidance from NHS England, which states that psychological 

safety, the ability to learn, and the ability to speak up are foundational positive safety culture 

(NHS England, 2024). According to Delpino et al (2023), staff should have a Safe Working 

Environment route to report safety concerns without fear of reprisal. According to NHS 

England (2026), NHS England aims to enable staff to feel safe and confident to speak up, and 

leaders to view concerns as opportunities for learning.  

Recommendation 3: Strengthen patient and family voice  

The Francis case highlighted the need to listen to patients and their families. It is important 

that the Trust has a systematic way of collecting, analysing and escalating complaints, 

compliments, patient-experience surveys and family concerns. A dashboard showing patient 

experience must be consulted with clinical measures at board and ward level. The analysis of 

complaints must not just involve their tallying; it must also focus on common themes that aid 

in determining trends and root causes of risks. Patients and their families ought to be involved 

in service reviews, safety committees and improvement projects. This approach helps to 

create a more encompassing safety culture where patients, service users, families and carers 

are recognised as contributors to safer care. NHS England outlines that a positive safety 

culture is created through involvement of the patient and family and importantly learning, not 

blaming (NHS England, 2025). This effectively responds to the desire to strengthen complaint 

handling, communication, dignity and patient-centred care. 

Recommendation 4: Improve quality monitoring and early-warning systems  

The Trust should provide an integrated dashboard for quality and safety that includes pertinent 

information. Staffing, falls, pressure ulcers, medication incidents, infections, complaints, 

missed care, patient experience and mortality should be included as indicators. The thresholds 

for escalation should be defined and there should be a regular review of these measures at 

ward level, executive level and board level. When too much importance is placed on one 



 

performance measure, deterioration elsewhere can be hidden. For example, NICE’s safe-

staffing guidance recommends monitoring staffing requirements and nursing red-flag events, 

rather than establishment numbers alone. Thus, the evidence dashboard should combine hard 

data with staff and patient intelligence.  

PDSA Evaluation of the Recommendations 

 

 

 

 

 

 

 

 

 

4. Conclusion  

The Mid Staffordshire case shows the failure was systemic rather than simply due to individual 

clinical errors. The Fishbone assessment revealed problems that link together staffing, 

workload, leadership, communication, financial pressures, governance and the care 

environment. The 5 Whys analysis revealed that underlying causes of weaknesses in 

organisational priorities and safety culture allowed the provision of poor care to continue. The 

Francis Inquiry found that there were failures at different levels of the health system and 

produced 290 recommendations. This interpretation is consistent with this finding. 

Current quality-assurance mechanisms were not robust enough, the analysis found. Even 

when information and warning signals were available, they were not always linked to 

escalation and corrective action. In light of weak leadership, organisation insufficient response, 

insufficient books, poor communication and little patient engagement, the capacity to detect 

and respond to deterioration was reduced. The Donabedian Model furthermore showed how 

weak organisation structures led to poor care processes and consequences. Then SWOT 

analysis pinpointed the internal strengths and opportunities of the organisation that could 

facilitate improvements, as well as such threats caused by finances and workforce.  

PLAN 

Select one ward and establish baseline data for staffing, missed care, complaints, falls and 

patient experience. Set measurable improvement targets and define responsibilities. 

 

DO 
Implement the staffing assessment, safety meetings, patient-feedback dashboard and 

integrated quality dashboard on the pilot ward for a defined period. 

 

STUDY 
Compare results with baseline. Examine whether staffing adequacy, missed care, complaints, 

patient experience and safety indicators improved. Include staff and patient feedback to 

understand unintended effects. 

 

ACT 
If improvement is demonstrated, adapt the intervention and expand it to other wards. If results 

are weak, identify barriers, modify the intervention and begin another PDSA cycle. This 

supports continuous learning rather than one-off implementation. 

 



 

This means that merely implementing policies or setting new targets will not contribute to 

sustainable improvement. It needs continuous observation, learning and accountability. By 

implementing stronger leadership, safe staffing, improved quality intelligence, patient and 

family engagement, and protected mechanisms for staff to raise concerns, problems can be 

identified earlier. Measures introduced through the post-Francis response included 

transparent staffing reporting, complaints reporting, stronger incident reporting and a national 

patient-safety programme. 

In conclusion, rather than being a recommendation, PDSA is a practicable way of assessing 

recommendations and making improvements. Testing, measuring, learning and adapting on a 

small scale can help ensure improvements actually work and are sustainable. The core 

message that one can take away from Mid Staffordshire is that quality assurance must be 

continuous, patient-centred and advocated by strong leadership, reliable information and a 

culture that hears and acts on concern. 
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