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Introduction 
The Mid Staffordshire NHS Foundation (UK) is responsible for providing effective and personalised treatment for patients in vulnerable situations. However, the trust created the biggest scandal in history between 2005 and 2008 due to neglecting effective patient care services. The issue arose due to shortage of senior doctors and nurses, which put extra pressures on existing staff to meet targets, which resulted in more than 400 unnecessary deaths in between 2005 to 2008 (BBC, 2019). 
Identified problem as a concern 
The Mid Staffordshire NHS Foundation Trust became one of the UK’s most significant healthcare quality failures because the problems extended beyond isolated clinical errors to reflect a systemic breakdown in leadership, governance and organisational culture. It has been found that approx 400 to 1200 people are unnecessarily suffering from this system failure incident, which ignored warning sights while putting cost control and corporate self-interest ahead of patient safety (NHS.UK, 2026). Widespread failures in patient care indicate poor hygiene, inadequate staffing, neglect and the repeated dismissal of patient and staff concerns. This issue poses a severe negative impact on the public trust in the national healthcare system. 
Importance of quality assurance report 
The Mid Staffordshire NHS Foundation Trust scandal represents one of the most significant healthcare quality failures in NHS history because it exposed widespread systematic failures in leadership, staffing, governance and organisational culture rather than isolated clinical errors. To address this issue, the NHS needs to improve their policy and quality improvement practices by reviewing processes and systems, staffing levels, and boosting confidence to ensure best practice levels of care (NHS.UK, 2026). The Francis inquiry mainly found that the trust mainly prioritised financial outcomes over its compassionate and high-quality patient-centred care, and consequently, this case provides a valuable foundation for analysing service improvement strategies in healthcare. Thus, by reviewing the report, the trust board has asked their staff to consider the recommendations suggested by the Francis report and improve their own areas to restrict these incidents further and redouble their efforts in striving to become amongst the best in providing the best possible care for their patients. 
The report aims to critically analyse the quality and patient safety failures at Mid Staffordshire NHS Foundation Trust by identifying their underlying root causes using root cause analysis models, including the Donabedian Model, Fishbone diagram and SWOT analysis. 
Furthermore, evidence-based quality improvement models will be used, such as PDSA and PDCA, to propose sustainable implementation and monitoring strategies to support continuous quality improvement and restore public trust by ensuring quality, safety and effectiveness of the health services. 
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Critical evaluation of the issue by using relevant theories 
The Mid Staffordshire NHS Foundation Trust scandal represents a major quality improvement challenge because the failures were systematic instead of isolated clinical incidents. Between 2005 and 2009, widespread deficiencies in patient care resulted in avoidable deaths, poor patient experiences and a significant loss of public confidence in the NHS (UK. GOV., 2026). The Francis Inquiry identified that ineffective leadership, weak clinical governance, inadequate staffing, poor communication and a culture prioritising financial targets over patient safety were the primary contributors to the Trust’s failure. Thus, to identify the root cause of the issues, a Fishbone diagram, Donabedian Model and SWOT analysis will be used in the following section. 
Fishbone Diagram
This Fishbone diagram has five stages, which help in analysing why an issue arises and what is the main root cause of these issues in NHS trusts, hence it will apply to Mid Staffordshire NHS Foundation Trust to analyse its root cause of system failure issues.
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Figure 1: Fishbone Diagram 
(Source: ASQ, 2026)
The quality failures in Mid Staffordshire NHS Foundation Trust were not the consequences of a single clinical mistake, but rather a complex organisational failure arising from the interconnected weaknesses in leadership, workforce and governance (While, 2015). Through the lens of the Fishbone Diagram, the regrettable events at Stafford Hospital are recognised as a leadership failure to deliver safe and compassionate care, which results in increased mortality; hence, the company needs to improve their quality of care by using evidence-based recommendations and UK healthcare commission support.
From the People (man) category It has been found that a shortage of nurses, inadequate staffing, such as the NHS experiencing 150 job losses, and poor staff morale minimised the trust’s ability to provide proactive and patient-centred care (Rafferty and Leary, 2023). Staff shortages and governance failure are the main root causes of service failure issues because existing staff are perceived to have excessive workloads, which restricts them in delivering compassionate care while increasing the likelihood of clinical errors and delayed interventions. 
From the Methods category, it has been identified that ineffective governance processes such as dual systems of clinical and corporate controlled by the Board of directors and a council of Governors and poor incident reporting system as a major contributor to organisational failure (NHS England, 2021). Internal audits failed to trigger timely corrective actions, while patient complaints were systematically disregarded. Instead of using governance systems to improve care quality, the trust’s senior management prioritised organisational reputation and financial targets, which demonstrates a significant breakdown in clinical governance. 
From the machines and materials perspective, it has been analysed that Staffordshire’s employees and GP’s are unable to find effective and efficient equipment, insufficient resuscitation resources, and inefficient hygiene standards, which compromise patient safety and their effective care support, and are also the main root cause of the biggest scandals of the hospital. 
Finally, the Environmental category reflected the trust’s dysfunctional organisational culture driven by poor organisational culture, ineffective managerial support and weak accountability. This ineffective environment discouraged staff from learning from the environment and reinforced unsafe clinical practices (Braithwaite et al., 2017).
Donabedian Model 
The Donabedian Model consists of three core stages, including structure, process and outcomes; hence, it will be used for Mid Staffordshire NHS Foundation Trust to find out the root cause of its service failure issues. 
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Figure 3: Donabedian Model
(Source: Tossaint-Schoenmakers, 2021)
From the structure perspective it has been found that Mid Staffordshire NHS Foundation Trust is facing chronic nursing shortages, weak board oversight, inadequate staff training and ineffective clinical governance, which are the main root causes of rising system failure issues that contribute to 400 to 1200 deaths (UK. GOV., 2026a). Staff absenteeism is increasing due to low staff morale, and senior leaders prioritise financial performance and foundation trust status, which compromises patient safety, resulting in insufficient investment in workforce capacity and quality assurance. Therefore, these structural deficiencies weakened the organisation’s ability to deliver effective, safe and patient-centred care. 
Through the lens of the process dimension, evaluate how the organisation's services are delivered. It has been found that 69% of patient complaints were about the trust’s staff’s concerns being repeatedly ignored, while ineffective monitoring and delayed responses to safety incidents allowed poor clinical practices to persist (Ross, 2015). Furthermore, poor communication between healthcare professionals and management decreased organisational learning and restricted timely corrective actions, which demonstrates failures in both clinical and managerial processes of the NHS trust (Dixon-Woods, 2024). These are the main root causes of providing effective health care support to the vulnerable patients in a timely manner. 
The above-mentioned structural and process failures directly contributed to poor outcomes, including an estimated 400-1200 avoidable deaths and increased health-associated infections, ultimately decreasing patient satisfaction and trust in the NHS trust (Campbell, 2013). As a result of the consequences, 900 patients stated that the most basic elements of the care were neglected by the trust’s staff, and as an outcome, their trust eroded over the selected trust. The main root cause of these poor outcomes is ineffective leadership style and the trust’s ruling board, which was inadequate and lacked appropriate sense of urgency. 
SWOT analysis 
Strengths: The NHS Staffordshire’s primary strength lies in operating within the National Health Service, which provides comprehensive clinical governance frameworks, national patient safety standards, regulatory oversight and access to evidence-based environment programmes (NHS.UK, 2026a). Additionally, the NHS Staffordshire has introduced significant reforms, including the Duty of Candour, NHS patient safety strategy and strengthened Care Quality Commission (CQC) inspections with robust mechanisms to improve patient safety (NHS.UK, 2026), which is another strength of the company. 
Weakness: The trust is facing a severe service failure issue, which results in 400 to 1200 unnecessary deaths in the UK, which undermines public trust in the company and results in financial damage to the company (Khan, 2023; Triggle, 2013). Additionally, weakness is failure to respond to patient complaints and staff concerns, reflecting inadequate organisational learning, while financial priorities consistently outweighed patient-centred decision-making. Collectively, these weaknesses reduced organisational resilience and significantly increased the likelihood of systemic failure. Therefore, leadership reform and cultural transformation remain essential prerequisites for successful service improvement.
Opportunities: Despite these weaknesses, several significant opportunities exist to strengthen future service quality. For instance, the UK healthcare commission’s head of operational development planned to offer training and support to those 10 trust’s employees under the NHS, which have the highest number of unresolved complaints against their treatment and emergency department (Antonopoulou et al., 2024). Hence, it is the greatest opportunity for NHS Staffordshire to get support from the UK healthcare commission to improve their services and address complaints against their poor communication, unsatisfactory patient experience, poor clinical practice, and poor staff attitude. Additionally, the “Parliamentary and Health Service Ombudsman” also helps NHS trusts to ensure faster and more effective handling of patient complaints (Antonopoulou et al., 2024). Collectively, these opportunities can help the trust to reduce its complaints regarding service negligence and regain patients' trust. 
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Figure 2: Hospital and community health services lost 170,000 staff in 2022
(Source: Thomas, 2023) 
Threats: The organisation continues to face considerable threats that may hinder their long-term improvement because they are suffering from financial constraints, an increasing patient demand for personalised care, workforce shortage, staff burnout and increasing number of NHS trusts (Daniels et al., 2022). It has been found that 170,000 workers left their professions in the NHS trust due to the high workloads, which decreased the trust’s capability to provide effective and personalised care to patients, which is the main threat to the company (Thomas, 2023). 
Integration & Critical evaluation of the issue 
It has been found that these interconnected organisational weaknesses can be prevented by the timely identification and early management of clinical risks, which will allow safe practices of the trust towards its patient care and regain its consumers' trust. Therefore, a comprehensive diagnosis of the underlying causes is important before developing improvement strategies. To achieve this, a Fishbone diagram is applied to identify the multidimensional root causes of service failure, the Donabedian Model explains how weaknesses across organisational safety barriers align to produce adverse outcomes, and SWOT analysis evaluates the Trust’s strategic capacity to implement and sustain evidence-based quality improvements. 
Despite the benefits of these models in finding the root causes of the NHS Trust, however, these fail to provide the significance of integrated strong leadership, clinical audits and patient feedback mechanisms to strengthen patient safety and ensure sustainable quality improvement across the trust. 
Linked to the evidence-based recommendations 
Fishbone Diagram, Donabedian Model and SWOT analysis found out the Mid Staffordshire NHS Foundation Trust's quality failure due to interconnected deficiencies in governance, leadership, workforce management and organisational culture, instead of its results from the isolated clinical errors. Hence, it required a comprehensive approach to address procedural, structural and strategic weaknesses. Therefore, the trust needs to focus on strengthening its clinical governance based on the method category of the Fishbone diagram to meet quality standards of the NHS. Additionally, by following the SWOT analysis, the company needs to improve workforce planning and recruit more qualified staff to reduce existing staff burnout by equally distributing the workload pressure. Lastly, through the lens of Donabedian model, developing transformational leadership and embedding a culture of continuous quality improvement is important for the NHS trust to further reduce its quality incidents. Collectively, these initiatives can help the firm to restore its patient trust and enhance its care quality, which will strengthen long-term organisational resilience. 
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From the above analysis, it has been found that the trust should adopt evidence-based quality improvement interventions, which have the potential to strengthen patient safety while also ensuring sustainable organisational change. Thus, the trust should adopt evidence-based quality improvement interventions that strengthen patient safety while ensuring sustainable organisational change through some tools, including the Plan-Do-Study-Act (PDSA) Cycle, Six Sigma and Lean, which promote continuous learning and incremental improvement.  
Recommendation 1: Strengthen Clinical Governance and patient Safety Culture through the PDSA Cycle 
This framework consists of four stages, which are concentrated on providing evidence-based recommendations to NHS trusts to improve their patient care quality (Bierbaum et al., 2025). For instance, through the lens of Plan stage, the trust should review incident reports, patient complaints and clinical audit findings to identify the root cause of any risks and take timely proactive actions by encouraging employees’ freedom of speech to report safety regarding incidents without fear of retaliation. Similarly, East London NHS Foundation Trust adopted this PDSA cycle through its ELFT quality improvement programme to structure staff-led patient safety and care quality projects, which reduced their patient safety incidents and medical errors, improved communication between multidisciplinary teams and enhanced patient satisfaction and quality of care (NHS Foundation Trust, 2026). Thus, through the Do stage NHS Staffordshire should recruit additional qualified nurses and healthcare professionals while implementing mentorship programmes, leadership development and regular clinical competency training. Furthermore, it will improve existing staff’s wellbeing through psychological support and reduce over workloads by assigning new qualified staff, which will reduce burnout and directly address structural weaknesses (Frias et al., 2025; Senek et al., 2025), which have been identified through the SWOT Model. However, during the Check phase, the trust needs to regularly monitor workforce’s performance by using measurable indicators, including staff retention rates, absenteeism through sickness and patient satisfaction scores. Thus, continuous analysis of these indicators is important to evaluate whether workforce interventions improve patient safety and operational efficiency. Finally, in the Act phase, the trust should finally incorporate long-term organisational policies, strong workforce allocation and ensuring continuous improvements, which will help NHS trust to reduce their quality errors and ensure high quality safety among patients. 
Recommendation 2: Establish a Just Culture and Open Communication System Using Lean 
From the Donabedian analysis, it has been found that during NHS trusts' poor communication between healthcare professionals and management decreased organisational learning and restricted timely corrective actions (Dixon-Woods, 2024). Thus, the trust should implement a just culture where healthcare professionals and management can openly communicate by applying Lean Methodology, which will focus on eliminating non-value-added activities and improving information flows across the healthcare process. Firstly, the trust should undertake value stream mapping to recognise communication bottlenecks and delays in incident escalation. According to Clark et al. (2025) and Mishali et al. (2025), standardised communication protocols help NHS trust to employ reporting pathways, because through this, frontline staff can raise their concerns about the patient's safety and required medical equipment and get timely responses from managerial support. Additionally, a “Just culture” promotes an organisational environment where staff can freely report a mistake to their manager without any fear of unfair punishment (Mohamed Badran et al., 2026), which boosts accountability and can help NHS trusts reduce their patient care failure through the staff-led environment. The effectiveness of this recommendation is demonstrated through how Virginia Mason’s addressed its patient care quality-related issues by adopting a lean management approach to implement continuous improvements (Ward, 2020). However, implementing a Just culture may encounter resistance from leaders and employees because they are accustomed to a traditional hierarchical culture, which can be solved through clear communication regarding the importance of implementing this culture to tackle their persistent patient care quality issues. Lastly, by implementing these lean principles within the everyday clinical practice, the Trust can strengthen its organisational learning, improve communication and establish a patient-centred culture, which reduces clinical risks and ensures the quality and safety of healthcare delivery.
Recommendation 3: Strengthen Digital Governance and Continuous Quality Monitoring Using Six Sigma
Six Sigma is a continuous improvement cycle, which can minimise clinical variation and improve patient safety with the help of the DMAIC (Define–Measure–Analyse–Improve–Control) approach (Carneiro et al., 2025). 
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Figure 4: Six Sigma Model 
(Source: Chopra et al. 2017)
As per the Define phase, the NHS trust should identify where the quality issues occur by monitoring medication errors, delayed incident reporting and poor compliance with NHS safety standards. Then, through the Measure phase, through the electronic incident reporting system, the NHS trust should collect baseline data on clinical performance and how many patients are concerned about the safety issue. After collecting data through the Analyse phase, the trust should identify root causes of performance by using clinical audits and statistical analysis. It has been found that 28,780 healthcare complaints are referred to the Health Services Ombudsman and Parliamentary and Health Service Ombudsman within 1 year (UK.GOV., 2025), which reflects that healthcare safety concerns still persist. Thus, in the Improve phase, the NHS trust should introduce digital patient safety dashboards, electronic clinical audit, and automated incident reporting system tools to support real-time monitoring and early risk identification. Lastly, in the Control phase the trust should ensure long-term sustainability of quality improvements through monthly governance reviews, benchmark comparisons and regular audits, which collectively will help the trust to improve quality standards and continuous staff training. Although financial constraints and resistance to change may present some challenges to the change, these can be mitigated through continuous monitoring, employee training and transparent communication. 
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[bookmark: _GoBack]From the report, it has been found that the Stafford Hospital is facing a service quality scandal due to chronic staff shortage issues, which ultimately results in the untimely death of many patients. Most patients' trust is lost due to the poor quality of health issues. Through the Fishbone Diagram, it has been found that the hospital’s staff ignored patients' complaints about their services, which ultimately results in late services, and patients are suffering from vulnerabilities. In addition, through the SWOT analysis, it has been found that NHS trusts are facing a workforce shortage, staff burnout, and increasing demand for personalised patient care-related issues, which ultimately decreases their quality of care and leads to patient death. Increasing number of deaths in the trust due to the quality failures around patient’s results and exposed the company to reputational damage. Lastly, through the Donabedian model, it has been found that patient safety incidents not only occur due to quality failures, but also due to poor communication between healthcare professionals and management, which decreased organisational learning and restricted timely corrective actions, which demonstrates failures in both the clinical and managerial processes of the NHS trust.
By considering the root cause analysis, it has been recommended that the trust strengthen Clinical Governance and Patient Safety Culture through the PDSA Cycle by implementing its four stages. Apart from that, the trust is suggested to establish a Just Culture and Open Communication System Using Lean, which helps to reduce miscommunication and fear of judgment among healthcare staff and will help to improve quality care by getting timely managerial support within healthcare practices. Lastly, the trust is recommended to Strengthen Digital Governance and Continuous Quality Monitoring Using Six Sigma, which can help the trust improve its quality of care by implementing the five stages of this Six Sigma model. 
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