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1. [bookmark: _vqawdbcktp0e][bookmark: _Toc214058560]Introduction 
High-quality and safe and person-centred care should be offered by the NHS, however, the service is offered under increasing demand, workforce shortages and limited resources, trends noted in comparisons with other high-income systems by Anandaciva (2023) and in analyses of adult social care during and after the pandemic by McHale and Noszlopy (2021), which cause pressure on prioritising short-term measures of performance over daily safety and staff welfare.
The Mid Staffordshire NHS Foundation Trust scandal is largely regarded as the failure of governance, culture and staffing watershed failure. Hughes (2023) demonstrates that, despite the seemingly acceptable headline indicators, public investigations of the situation revealed the extensive neglect, omission of basic care and preventable harm, a situation in which organisational priorities shifted away to finances and targets in a system that claims to be universally-minded.
The contemporary science of safety describes such failures as the outcome of intertwined system vulnerability as opposed to the isolated individual mistake. The Swiss Cheese Model explains that policy, management, clinical processes and front-line practice gaps can converge to allow harm, and the importance of enhancing each defensive layer in realistic manner as described by Larouzee and Le Coze (2020) in their critique. The safety-II thinking prompts organisations to investigate the reasons why care tends to go right and utilize this information to generate resilience and adaptive capacity, which is also pursued in Verhagen et al. (2022) when the authors address the question of how they can make Safety-II work in healthcare practice a reality.
The Patient Safety Strategy 2023-2028 of the NHS has made patient involvement and data and system learning core to improvement, indicating a change to just culture and active risk management, outlined by the national framework of NHS England (2023). Nevertheless, the fact that clinicians in environments with value discrepancies have less compassion capacity, provided by Pavlova et al. (2023), and that unsafe staffing harms outcomes and morale, as explained in the Royal College of Nursing (2023) briefing, suggests that much of the conditions that underlie Mid Staffordshire are still present in the modern practice today.
2. [bookmark: _Toc214058561]Main Body
This part critically recommends the Mid Staffordshire NHS Foundation Trust case by using current quality and safety models. It investigates the relationship between organisational culture, staffing, governance, information systems and discharge processes in compromising patient safety. It subsequently correlates these results with the existing NHS policies, integrated care priorities and practical opportunities of quality assurance and service improvement.
3. Donabedian Model
To reflect on the root causes of delayed discharges at the Mid Staffordshire NHS Foundation Trust, the theoretical framework that may be employed is the Donabedian Model that incorporates Structure, Process, and Outcome. The relationship between the structure of organisation, practice, and patient outcome can be studied with the help of the model and define some of the primary areas of weakness contributing to unnecessary hospitalisation.
[bookmark: _2lmhbki0myot][bookmark: _e2lvzakrf43r][image: ]
Figure 1: Donabedian Model
(Source: Opele and Adepoju, 2024)
[bookmark: _Toc214058563]Structure - Capacity of system Resources and Organisational Arrangements.
Donabedian model begins with structure which entails the resources, organisational arrangements and broader system in which care is provided. Opele and Adepoju (2024) demonstrate that the perceived service quality is highly dependent on the structures, including staffing levels, skill mix and supervision. In Mid Staffordshire, small populations of registered nurses, inadequate clinical leadership and board inadequate control of quality were structural weaknesses. The article by Anandaciva (2023) explains how local priorities may be misaligned with the needs of patients, especially because of the larger system pressures such as financial constraint and performance regimes. Miller and colleagues (2021) and Matos and colleagues (2025) note that the disorganized health and social care systems do not allow coordination, which is extremely important when it comes to discharge planning and further assistance of frail patients.
Process- Operational Workflow, Co-ordination and Communication.
The second one is process; this is what the staff does with these resources in day-to-day care. Opele and Adepoju (2024) emphasise the need of clinical pathways that are clear, standardised, and allow the consistency of practice. On the contrary, Mid Staffordshire exhibited lack of basic care, insufficient escalation as well as unstructured multidisciplinary communication. The evidence of Goncalves-Bradley et al. (2022) suggests that the systematic discharge planning enhances the outcomes and decreases readmissions. Like Bechir and Bechir (2025), Fuentes et al. (2023) and Ibrahim et al. (2022), they show that multidisciplinary discharge coordination (at the earliest opportunity) and the use of Lean techniques can help minimize patient flow delays and enable teams to organize themselves around that flow.
Outcome- Patient Safety, Experience, and System Performance.
The last component is outcome, which is the impact of care on the patients, families and staffs. Failure in this level was portrayed by excess mortality, complaints and loss of trust in Mid Staffordshire. The results of Han et al. (2022) support the arguments against delayed discharges by identifying the long duration of stay with worse outcomes. Pavlova et al. (2023) demonstrate that value-discrepant settings are damaging to staff wellbeing, compassion, whereas the Royal College of Nursing (2023) relates unsafe staffing to unfavorable results. 
4. Fishbone Diagram – Causes and sub-causes
The following is a graphical representation as a text of a fishbone (Ishikawa) diagram of Mid Staffordshire NHS Foundation Trust. The "head of the fish" is Impact: Continuous low patient safety and quality of care in Mid Staffordshire NHS Foundation Trust.
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Figure 2: Fishbone Diagram 
(Source: Gonçalves-Bradley et al., 2022; Fuentes et al., 2023)
Individuals (workforce, competencies, principles)
According to Majka, fishbone diagrams are ones that prioritize causes into broad categories so that the team can systematically explore contributory factors, and the human factors used as one of the key bones in the structure, which is quite applicable in this context in practice (Majka, 2023). Mid Staffordshire had ongoing shortages of nurses, overuse of healthcare assistants and insufficient senior clinical staff on the wards. The analysis of the Royal College of Nursing correlates the lack of registered nurse staffing with the risks of adverse events and burnout of the staff, which reinforces the interpretation of the fact that the level of workforce was one of the main contributors to this situation (Royal College of Nursing, 2023). Pavlova et al. demonstrate that the ability to feel compassion and wellbeing reduces when clinicians operate in a value-discrepant setting, which can be used to understand why the Mid Staffordshire staff might be unsurprised by becoming desensitised to suffering over a long period (Pavlova et al., 2023).
Practices and procedures (clinical work, communication, discharge)
There is a second bone that enveloped the organisation of work. Opele and Adepoju apply the Donabedian model to demonstrate the impact of weak processes surrounding assessment, communication and escalation on perceived quality but is manifested in the inconsistent provision of the basic care in Mid Staffordshire (Opele and Adepoju, 2024). According to evidence provided by Goncalves-Bradley et al., structured discharge planning decreases readmissions and simplifies outcomes and shows the dangers posed when discharge is uncoordinated and late in the pathway, as it was the case with this trust (Goncalves-Bradley et al., 2022). Bechir and Bechir also state that they should begin discharge planning on day one of admission, whereas Fuentes and colleagues demonstrate the Lean techniques reveal the bottlenecks and delays, and both methods propose the practical alternative processes that were absent locally (Bechir and Bechir, 2025; Fuentes et al., 2023). According to Verhagen and co-authors, Safety-II presupposes the comprehension of how day-to-day work is effective, which was not implied in incident-driven governance in Mid Staffordshire at the moment (Verhagen et al., 2022).
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Figure 3: Strong healthcare shared governance structures
(Source: Owhonda, 2024)
Significant digital systems, data, tools (equipment).
The review by Gatiti and co-authors reveals that electronic health records can help improve quality by sustaining information flow, and at the same time, disjointed systems hinder care, a phenomenon also reflected by the fragmented flow of data that surrounds the wards and departments at Mid Staffordshire (Gatiti et al., 2021). Benmessaoud and others show that digital shared-care tools may be used to coordinate chronic disease management, and such a type of technology may have helped frail patients in this organisation to have safer transitions (Benmessaoud et al., 2023). 
Environment, Management and Policy (culture, integration, wider system)
[bookmark: _7a760c5tg2aj][bookmark: _Toc214058564]The other significant bone is the one that deals with organisational culture and the external environment. According to Hughes, a thorough investigation of boards discovered that they were excessively target- and finance-oriented, and they lacked the level of interest in the lived experience of care, which was highly evident in the course of Mid Staffordshire before the period of the Francis Inquiry (Hughes, 2023). Anandaciva contrasts the NHS and other systems and explains the influence of long-term resource pressure and performance regimes to form local priorities, which aids in understanding why managers might have focused on metrics at the expense of compassion in this trust (Anandaciva, 2023). Miller and others as well as Matos and others demonstrate that an incomplete health and social care integration compromises the patient flow and continuity, which lie at the heart of the discharge and readmission issues, as seen in the case (Miller et al., 2021; Matos et al., 2025).
5. SWOT Analysis
Table 1: SWOT Analysis
	Strengths
	Weaknesses
	Opportunities
	Threats

	• Universal, tax-funded care mandate • National patient-safety strategy and inquiry culture
	• Chronic workforce shortages and unsafe staffing • Target-driven culture prioritising finance and access • Fragmented health–social care interfaces
	• Lean flow and structured discharge planning to reduce delays • Better use of digital systems and shared data • Development of integrated care models
	• Rising demand, bed pressures and tight funding • Change fatigue and weak change-management capacity • Risk of repeating Mid Staffordshire-type failures



Figure 4: SWOT Analysis
(Source: self-made)
Strengths
NHS has a solid social core of universal tax-funded care which Anandaciva (2023) claims establish a sense of fairness and safety throughout the system. The NHS England (2023) recommends that organisations shift to more proactive risk management by using common language, priorities, and tools of learning, which are provided through national frameworks like the NHS Patient Safety Strategy. Another type of powerful levers of large-scale change and post-failure scrutiny is a tradition of external scrutiny and public inquiries, which Hughes (2023) writes about.
Weaknesses
Hughes (2023) demonstrates that boards have been guilty of prioritising financial balance and access targets, rather than lived care experience, which is evidently the case in Mid Staffordshire. Extensive evidence on the impact of chronic workforce shortages and unsafe staffing on quality is provided by the Royal College of Nursing (2023), whereas Pavlova et al. (2023) show that value-discrepant environments undermine compassion and staff wellbeing. The two articles by Matos et al. (2025) and Miller et al. (2021) point to an overall continued fragmentation of health and social care, which increases lack of discharge coordination and continuity.
Opportunities
According to Fuentes et al. (2023), Lean and process-Mapping methods are feasible means of revealing waste and inefficiencies in hospital processes, which provides useful instruments to redesign inpatient flow and discharge. As demonstrated by Goncalves-Bradley et al. (2022) and Bechir and Bechir (2025), organized early discharge planning positively affects the results and the reduction of readmissions, which leaves a clear area of improvement in trusts with delayed transfers of care. Shippee et al. (2024) and Laig and Abocejo (2021) stress that these redesign efforts can be incorporated more sustainably with the help of formal change-management techniques.
Threats
Anandaciva (2023) cautions that upward demand, limited funding and bed pressures create the threat of repeating the failures of Mid Staffordshire nature in case the momentum of the improvement process stops. Devoid of long-term investment in personnel, integration, and culture, the circumstances that brought about previous scandals can continue to exist in new shapes within the NHS.
[bookmark: _jwdbb6vmqhg3][bookmark: _ghz2bpl1enfp][bookmark: _Toc214058565]6. PDSA Cycle
PDSA (Plan-Do-Study-Act) has been implemented in the following table, considering its contribution to addressing the strategic constraints and improving unit productivity (Manandi et al. 2023).
Table 2: Framework of Plan-Do-Study-Act
	PLAN
	State the problem as extended length of stay, delayed discharges and poor communication with families. Identify a definite objective, such as: decrease the average length of stay on the pilot ward by 0.5 days in three months and the percentage of patients with a discharge plan documented within the 24 hours of admission. Design change together with ward nurses, physicians, therapists, discharge coordinators and a patient representative. The proposed change is early multidisciplinary discharge planning through daily board rounds because evidence suggests that planned discharge planning and early coordination can enhance results as reported by Goncalves-Bradley et al. (2022), Bechir and Bechir (2025) and NHS England (2019). 

	DO
	Quantitative (e.g., average delays in the discharge process, number of medically fit patients who have stayed in bed) and qualitative feedback using staff surveys and short interviews will be evaluated at the conclusion of six weeks (Abuzied et al., 2021).

	STUDY 
	Simple run charts Simple run charts are used to analyse quantitative data on length of stay, delayed discharges, weekend boarding and early readmissions. Findings interpretation and evidence that the longer a stay, the worse the outcomes are according to the evaluation performed by Han et al. (2022). Assess qualitative comments with staff and patients as to clarity of plans, workload and perceived safety. Compare outcomes with the base performance and expectations based on the literature on structured discharge and Lean flow including the work by Fuentes et al. (2023). 

	ACT
	Decision to adopt, adapt or abandon the change tested. In case the cycle indicates benefit, tighten the board-round script, documentation templates and roles to deal with the problems discovered during the Study phase. Design a new PDSA cycle on a second ward or a more prolonged time, basing on the principles of iterative scaling and stakeholder involvement that Shippee et al. (2024) highlight in their change-management model. In case the outcomes are not consistent, tweak the intervention, such as by introducing more explicit discharge readiness criteria or more social care participation and repeat the process with updated predictions and actions. 


[bookmark: _ffuuerunvbac][bookmark: _Toc214058566]7. Kotter’s 8-Step Change Model
[bookmark: _Toc214058567]Create a sense of urgency
Executives emphasize facts on injury, patient complaints, discharge delays and staff suffering, with local information and patient testimonies proving why business as usual is unsound. This shifts discourse away to the actual effect on patients and personnel.
Build a guiding coalition
It assembles a small, credible team which will consist of senior nurses, doctors, managers, allied health professionals, data staff and a patient representative. This coalition is the promoter of the change, the culture they want to have and eliminate barriers among various departments.
Create a strategic vision and initiatives.
The coalition develops a transparent vision, including, safe, timely and person-centred discharge, and connects it to specific efforts, including early discharge planning, daily board rounds and effective multidisciplinary communication, so the staff can visualize the change.
Communicate the vision
Meetings, handovers and written updates with the vision and rationale are consistent. Leaders relate the vision to the values of the staff so that it is not about the external requirements and necessities but about care pride.
Remove obstacles
Practical obstacles are addressed such as ambiguous roles in discharge planning, absence of social care input or inefficient documentation systems. Managers accommodate employees who formulate issues, as opposed to accusing them of mentioning risks.
Create short-term wins
Minor, noticeable improvements are scheduled and pronounced, including reduced late discharges of a pilot ward or improved patient response of communication. These victories demonstrate that the change can and should happen.
Sustain acceleration
Successful tests are replicated in other wards with the PDSA cycles running, data are provided to the organisations and repeated leadership to ensure that the organisation does not revert to the previous practices.
Establish new practices within the culture.
Lastly, job descriptions, induction, policies and governance construct the new ways of working, which makes safe, coordinated care a norm and not a project.
8. Recommendations
· The organisation must focus on safe staffing and skill mix to enhance quality and safety based on the evidence gathered by the Royal College of Nursing (2023), which could set the minimum nurse-to-patient ratios and guard supervision time of the senior staff. In addition to this, leaders should overcome value-practice discrepancies that discourage compassion and wellbeing, based on the results of Pavlova et al. (2023) to influence culture, Schwartz rounds and restorative support.
· The process of patient flow and discharge should be restructured that the premise should be based on early and multidisciplinary planning beginning during the first day of admission as suggested by Bechir and Bechir (2025). The evidence-based summarised by Goncalves-Bradley et al. (2022) should be structured discharge planning and coordination based on clear criteria and the involvement of carers. As Fuentes et al. (2023) suggest, lean mapping of the discharge journey can help reveal the bottlenecks and implement the required pathways changes in a practical way.
· Digital information systems need to be streamlined in such a way that records, observations and discharge information are precise, timely and disseminated, as well as depicting the quality benefits as discovered by Gatiti et al. (2021). All these alterations must be undertaken as a form of organized change management, which includes the involvement of the stakeholders and repeated testing, aligned with the models outlined by Shippee et al. (2024).
[bookmark: _ip9ils20xlqw][bookmark: _Toc214058568]9. Benchmarking
	Benchmark / Standard
	National Standard 
	Hospital Performance Before
	Hospital Performance After

	Safe nurse staffing and skill mix
	Safe ratios and skill mix are stressed by Royal College of Nursing (2023) in its evidence on statutory staffing requirements.
	Frequent understaffing and high HCA reliance, with limited senior nurse presence on wards.
	Rosters increased registered nurses and visible clinical leaders in line with Royal College of Nursing (2023) guidance 95%.

	Patient experience and complaints
	Dignity, compassion and learning from complaints are emphasised by Hughes (2023) when reviewing public inquiries.
	Basic care often missed and complaints informally handled or discounted.
	Clear care standards and a formal complaints process now feed into board discussions, reflecting Hughes (2023) recommendations 55%.

	Incident reporting and governance
	Safety-II ideas in Verhagen et al. (2022) encourage open reporting and system learning across services.
	Incidents under-reported and mortality, complaints and audit data rarely triangulated.
	Higher reporting rates and regular multidisciplinary review of safety data now support governance as Verhagen et al. (2022) propose 100%

	MDT communication and discharge planning
	Early, structured discharge planning is supported by Gonçalves-Bradley et al. (2022) and Bechir and Bechir (2025) in their evaluations.
	MDT communication fragmented and discharge planning typically late and uncoordinated.
	[bookmark: _GoBack]Daily MDT huddles and earlier discharge planning mirror approaches described by Gonçalves-Bradley et al. (2022) and Bechir and Bechir (2025) 40%.



Table 3: Benchmarking and targeted outcome 
The above table defines some benchmarking targets that have been planned provided with best practice examples so as to overcome this challenge and minimise delays in discharges.  
[bookmark: _9w39zo9j80x][bookmark: _Toc214058569]10. Conclusion
The issue of safety and quality of care in the management of patients in the NHS is a complicated task, but at the same time, it is a primary requirement. There is a natural tension in the service of meeting the expectation of quality, personal care with the lack of resources and growing demand. The high profile failures like those of Mid Staffordshire Experience show that a strong governance and active safety culture is essential, and that systemic problems (not single mistakes) are the chief culprits towards harm. 
This realization has since been institutionalized with modern safety science which proposes the process shift to a more systems-based, rather than punitive, blame based, system resilience-oriented approach. The models such as the Swiss Cheese concept and the guidelines of Safety-II influence organizations to comprehend why care is successful and develop resilience. This shift is operationalized in the NHS Patient Safety Strategy 2023-2028 that requires system-wide learning and a just culture. The bottom line is that it is all a matter of fortifying these defensive layers and creating a penalty-free culture where patient and staff safety are mutually reinstated.
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