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[bookmark: _Toc227665927]1. Introduction
Healthcare systems, according to Santana et al., (2018) are fundamentally designed to deliver safe, effective, and patient-centred care; however, failures in quality management can lead to severe adverse outcomes, including preventable morbidity and mortality. The concept of quality in healthcare is usually measured using the following six dimensions: safety, effectiveness, timeliness, efficiency, equity, and patient-centredness, which are all critical to the accomplishment of the best health outcomes (Berwick and Fox, 2016). Although there are regulatory mechanisms and clinical governance models, systemic flaws especially in leadership, staffing, and organisational culture have continued to jeopardise service delivery in most healthcare facilities (McCormack et al., 2021). The mentioned failures remind of the significance of effective quality improvement strategies and ongoing monitoring in health and social care organisations.
The most well-known healthcare quality failure on a large scale would be the scandal of the Mid Staffordshire NHS Foundation Trust that happened between the period of 2005 and 2009 in England. Other studies on the scandal disclosed that the Stafford Hospital was full of shortcomings in treating patients such as negligence, improper hydration and nutrition, poor hygiene standards and ineffective clinical observation (Francis, 2013). The investigations conducted by Francis (2013) also revealed that 400 to 1,200 patients sustained unnecessary harm or unnecessary mortality due to poor care. These were not the only failures but were symptomatic of systemic problems such as chronic understaffing, bad leadership, ineffective governance, and a culture that privileged the achievement of financial goals over patient safety (Mannion and Davies, 2015; Atkins et al., 2020). Moreover, the regulatory agencies could not react properly to the warning signals, which shows a lot of lapses in regulation and responsibility frameworks.
The quality issue that is the basis of this report is hence the systemic nature of patient safety and care standards initiated by organisational, cultural, and structural shortcomings. The given issue is a severe public health challenge, and it directly influences the outcomes of patients, deteriorates the trust that a population has in healthcare systems, negatively impacts the principles of equal and efficient care provision (Chatburn et al., 2018). Peerally et al. (2017) indicates that most of such failures are multi-faceted and thus they need greater analytical methods to establish the root causes and make informed improvements on the same in order to be sustainable.
The proposed report is designed to critically examine the underlying causes of the identified quality issue as applied in the existing theoretical frameworks such as root cause analysis methodologies and healthcare quality models. It also utilises the strategic tools in assessing the organisational weaknesses and supporting evidence-based recommendation. The report will end with a logical service improvement proposal based on established quality improvement methodologies to facilitate increase of patient safety and curb incidences of similar failures in health care organisations.
[bookmark: _Toc227665928]2.0 Overview of Quality Management in Healthcare
Quality management in healthcare is the thoughtful and mobilised procedures and frameworks that are put in place to ascertain that the care delivery is safe, effective, and patient-focused (NHS Wales, 2024). According to Parast and Golmohammadi (2019), It includes continuous improvement, adherence to clinical standards and accountability measures that are intended to optimise patient outcomes. Carter and Kline (2017) note that the quality management failures in most cases are associated with the weaknesses of the organisation and the system, especially in staffing, governance, and leadership as it can be seen in the largest healthcare crises. Thus, quality management, which was disclosed by Young and Smith, (2025) involves the incorporation of various principles that address clinical governance, risk management, and evidence-based practice to reduce the number of mistakes and the reliability of the services.
Quality management involves patient safety as its core element since it is concerned with avoiding harm when providing care. According to Eilenberg (2017), communication failures, surveillance, and organisational culture can undermine the level of safety and cause negative patient outcomes greatly. Moreover, leadership is very important in instilling a quality and accountability culture. Harris et al. (2023) argue that robust and cooperative leadership models are critical towards enhancing continuous improvement and making sure that healthcare systems react well to the new challenges. Effective, safe, and quality healthcare services delivery, therefore, can only be attained through the implementation of robust quality management systems.
[bookmark: _Toc227665929]2.1 Swiss Cheese Model
The Swiss Cheese Model, developed by Reason (1990), is a foundational framework in patient safety that explains how adverse events occur in complex systems. It depicts multiple layers of defence (the “slices” of Swiss cheese) designed to prevent harm. Each slice contains “holes” representing either active failures (individual errors, such as slips in care) or latent conditions (systemic weaknesses, such as poor design or inadequate resources). Normally, these holes do not align, so hazards are blocked. However, when the holes line up across several layers, a hazard can penetrate all defences, resulting in patient harm. Crucially, the model demonstrates that no single layer is foolproof; catastrophic failure requires the simultaneous breakdown of multiple imperfect systems rather than one isolated error (Wiegmann et al., 2022).
In the Mid Staffordshire NHS Foundation Trust scandal, the model clearly illustrates how aligned system failures enabled widespread harm. As shown in Figure 2: Swiss Cheese Model of Mid Staffordshire NHS Failures, the layers of Poor Leadership & Governance, Staffing Shortages, Weak Incident Reporting, Regulatory Failures, and Lack of Oversight lined up, allowing preventable patient harm to occur. Chronic understaffing and weak governance (latent conditions) combined with frontline care omissions (active failures), while regulatory oversight failed to intervene (Francis, 2013).
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Figure 1: Swiss Cheese Model of Mid Staffordshire NHS Foundation Trust scandal (Source: Wiegmann et al., 2022)
Seshia et al. (2017) expand the model to highlight dynamic cognitive and organisational factors in healthcare, while studies of major NHS inquiries confirm that patient safety breakdowns are rarely caused by individuals alone but by multiple non-foolproof defences aligning (Buist, 2018). The model therefore supports the need for multi-layered, resilient quality systems.
[bookmark: _Toc227665930]2.2 Root Cause Analysis of the Quality Issue
Root cause analysis is essential for identifying the underlying factors contributing to healthcare failures rather than merely addressing surface-level problems. In this report, structured approaches such as the Fishbone Diagram and 5 Whys are applied to systematically examine the key drivers of poor-quality care.
[bookmark: _Toc227665931]2.2.1 Fishbone Analysis
The Fishbone Diagram is applied to systematically identify and categorise the root causes of poor care delivery in the Mid Staffordshire NHS Foundation Trust scandal. As seen in Figure 2, the model visually maps multiple contributing factors leading to patient harm, enabling a structured examination of systemic failures rather than isolated incidents.
[image: ]Figure 2: Fishbone Analysis of Mid Staffordshire NHS Foundation Trust scandal (Source: Ross, 2017)
Under the staff category, there were problems like nurse shortage and low morale levels among staff which reduced the ability to provide safe and patient-based care to the greatest degree. Santana et al. (2018) state that sufficient staffing is the key to ensuring high-quality interactions and responsiveness to patient needs. Regarding leadership, there was poor clinical leadership and an ineffective incident reporting system that led to a situation where there was no challenge or correction of poor practices. According to Eilenberg (2017), leadership failure and accountability created organisational deviance as usual.
The processes dimension identifies the failure of patient monitoring and complaint handling that made it impossible to detect worsened patient conditions in time. These inefficiencies of the process correspond to the results of Petrillo et al. (2017), who note that operational processes can be poorly designed, thus resulting in human and system errors. In the environment category, poor resources and high patient demand further burdened the delivery of services worsening threats of patient safety. Finally, the policy dynamics like the need to achieve target performance performance and absence of protection of whistle blowers deterred transparency and disclosure of issues.
The Fishbone analysis proves that the quality failures were multidimensional and highly intertwined in the organisational systems, which supports the necessity of a holistic and systematic improvement plans.
[bookmark: _Toc227665932]2.2.2 5 Whys Analysis
The 5 Whys is used to go beyond the superficial causes of failure and reveal the underlying systemic causes of failure in the Mid Staffordshire NHS Foundation Trust scandal. Instead of blaming the poor performance on the frontline staff, this method is being applied to question the underlying organisational dynamics based on an iterative questioning process as shown in figure 3.
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Figure 3: 5 Whys Model Analysis for the Mid Staffordshire NHS Foundation Trust scandal
At the first level, damage to the patient was caused by the insufficiency of care and attention. The question of why will show that employees were overworked and could not attend to patients. A second why claims poor workforce planning and chronic understaffing. Subsequent enquiry reveals that staffing reduction was fueled by cost-cutting initiative and an institutional orientation of financial objectives. Further down the line, this prioritisation was as a result of poor leadership and governance frameworks that could not balance financial performance and patient safety. However, the bottom line is that there was a dysfunctional organisational culture in which accountability, transparency, and learning were stifled.
Importantly, although the 5 Whys is a successful tool to reveal the causal chains, there are multiple limitations to the approach, and the approach may simplify healthcare systems, according to Card (2017), by assuming a linear causality. On the same note, Gangidi (2019) posits that there is reason to believe that deeper issues within the system may need more causal pathways and not a single chain. Hence, it is further reinforced when applied to the context by incorporating more organisational-wide understandings so that conclusions should not be based on particular causes, but on system-wide failures (Saporito and Georgis, 2025; Majka, 2024).
[bookmark: _Toc227665933]2.3 Application of Donabedian Model
The Donabedian Model offers an all-rounded approach to evaluating the healthcare quality based on the interrelation of structure, process, and outcomes (Donabedian, 1988). As it can be observed in Figure 4 this model is used to provide a critical evaluation of the systemic failures in the Mid Staffordshire NHS Foundation Trust scandal.
[image: ]Figure 4: Donabedian Model Evakluation of Healthcare Quality (Donabedian, 1988)
Structurally, the shortage in the level of staffing, lack of sufficient resources in the hospital, and poor governance systems greatly affected care delivery. Donabedian (1988) argues that quality care is based on structural factors hence, their failure leads to the direct undermining of service effectiveness. The systemic understaffing and inadequate leadership as observed in the case depict how institutional flaws provided reasons as to why the unsafe practices were allowed to continue.
Process wise, patient monitoring failures, ineffective incident reporting and ineffective clinical decision-making are the signs of failures in the provision of care. According to the disclosures made by Tossaint-Schoenmakers et al. (2021), poor systems and failure to integrate the components of care are the common cause of ineffective processes. These shortcomings hampered timely identification of patient progression and provided a proper clinical response.
The outcomes dimension underscores the outcomes of these failures with respect to higher cases of mortality and poor patient experience. Yang et al. (2025) highlight that the outcomes are immediate measures of the healthcare quality and are influenced by structural and process factors. More importantly, the model illustrates a causal relationship in that poor structures resulted in poor processes, which eventually caused poor patient outcomes. This analysis is interconnected, which supports the necessity of system-wide quality improvement interventions.
[bookmark: _Toc227665934]2.4 SWOT Analysis
The SWOT Analysis is implemented to analyse internal and external factors that contributed to the quality failures in the scandal in the Mid Staffordshire NHS Foundation Trust. This discussion justifies the establishment of strategic priorities in the area of sustainable service enhancement by connecting organisational weaknesses and actionable opportunities (Bradbury, 2022). The SWOT analysis, as illustrated in Table 1, shows that structural structures were there, but internal weaknesses contributed highly to the poor quality of care.
Table 1: SWOT Analysis of the Mid Staffordshire NHS Foundation Trust scandal
	Strengths
	Weaknesses

	Established NHS framework with defined clinical governance structures (Bradbury, 2022)
	Poor leadership and weak clinical oversight (Balakumaran, 2024)

	Availability of national policies and quality standards (Yang et al., 2025)
	Chronic understaffing and resource constraints (Ramsey et al., 2022)

	Formal reporting and regulatory systems in place (Macleod and Hodges, 2022)
	Ineffective incident reporting and complaint handling

	Access to trained healthcare professionals (Karas et al., 2020)
	Organisational culture prioritising targets over patient safety (Chatburn et al., 2018)

	Opportunities
	Threats

	Policy reforms following the Francis Inquiry to strengthen accountability (Ramsey et al., 2022)
	Loss of public trust and reputational damage (Francis, 2013)

	Implementation of stronger patient safety and quality monitoring systems (Smith and Chambers, 2019)
	Regulatory failures and delayed intervention (Petrillo et al., 2017)

	Staff training and leadership development programmes (McCormack et al., 2021)
	Resistance to organisational change (Ramsey et al., 2022)

	Adoption of quality improvement frameworks (Bradbury, 2022)
	Increasing demand on healthcare services (Karas et al., 2020)



[bookmark: _Toc227665935]3.0 Recommendations
The following recommendations are directly correlated to the systemic failure that was observed in the Mid Staffordshire NHS Foundation Trust scandal, namely, the shortcomings in the staffing, misleadership, ineffective reporting, and poor organisational culture. It focuses on practical and sustainable interventions that have the potential to enhance patient safety and service quality.
[bookmark: _Toc227665936]3.1 Strengthening Staffing and Workforce Planning
The shortage of staff shortages is some of the issues that need to be addressed to enhance the quality of care. Healthcare organisations must have evidence-based workforce planning systems that match the level of staffing with the level of patient acuity and demand of the services. Griffiths et al. (2018) reveal that poor nurse staffing is closely linked to patient deaths and care omissions. Thus, institutionalisation of routine workforce audits should be introduced to determine the gaps, whereas minimum safe staffing levels should be implemented in all clinical units. Moreover, the staff wellbeing programmes and workloads management are important retention strategies that allow reducing burnout and ensuring the stability of the workforce.
[bookmark: _Toc227665937]3.2 Enhancing Leadership and Clinical Governance
Developing leadership ability is very essential in accountability and quality control. Organisational structures should incorporate leadership development programmes that would prepare managers with patient safety, communication, and decision-making competencies. West et al. (2015) state that a culture of openness and continuous improvement developed through effective leadership is the key to quality care delivery. The governance structures also should be enhanced through the incorporation of frequent performance reviews, safety audits, and accountability lines of reporting such that preserving patient safety is highly placed as an organisational goal.
[bookmark: _Toc227665938]3.3 Improving Incident Reporting and Organisational Learning
It is important to develop a clear and non-punitive system of reporting incidents to detect the risk and avoid the same adverse events in the future. According to the World Health Organization (2020), one of the principles of patient safety improvement is having an effective system of reporting. Healthcare organisations ought to use digital reporting systems that can enable the anonymous submission of reports, hence motivate the staff to report issues without the fear of punishment. Moreover, the reported incidents should be systematically analysed, and the findings should be shared with the staff to facilitate learning and improvement within the organisation.
[bookmark: _Toc227665939]3.4 Embedding a Patient-Centred Care Culture
Patient-centred care has to shift the organisational culture, which will take a long process. This includes putting the patient with dignity, engagement and communication at the forefront of service delivery. According to Coulter and Oldham (2016), patient-centred approaches enhance the level of satisfaction as well as clinical outcomes. To do this, there should be a system of patient feedback to performance evaluation systems which would guarantee service users take an active part in quality improvement processes. The leadership should also strengthen values that support compassion, transparency, and accountability at all organisational levels.
[bookmark: _Toc227665940]3.5 Implementation Using PDSA Cycle
These recommendations can be successfully organised with the help of PDSA (Plan-do-study-act) Cycle (as in table 2 below) that facilitates continuous improvement and repeated testing. As it is mentioned by Knudsen et al. (2019), the iterative character of the PDSA cycle enables organisations to improve interventions in accordance with the real-time feedback to increase sustainability.
Table 2: PDSA Cycle Implementation
	Stage
	Application to the Case

	Plan
	Key priorities such as improving staffing levels and strengthening incident reporting systems to be identified, with clear objectives established, including reduction in patient harm and improved staff performance.

	Do
	Interventions will be piloted within selected departments, such as introducing revised staffing models and digital reporting tools to test feasibility and effectiveness.

	Study
	Outcomes will be evaluated using measurable indicators, including patient safety incidents, mortality rates, and staff satisfaction, to assess the impact of implemented changes.

	Act
	Successful interventions will be standardised and scaled across the organisation, while unsuccessful strategies are refined to ensure continuous improvement.



[bookmark: _Toc227665941]3.6 Improving Efficiency Through Lean Principles
Incorporation of the Lean Methodology can also help to improve the efficiency of the services by removing non-value-added operations in the process of care. According to Mahmoud et al. (2021), the application of Lean solutions leads to the enhancement of workflow, minimisation of delays, and improved patient outcomes. In this respect, the optimisation of patient channels, the minimisation of administrative redundancy, as well as the better coordination between departments, can contribute greatly to the provision of services.
[bookmark: _Toc227665942]3.7 Monitoring and Evaluation
A long-term improvement necessitates a powerful monitoring framework that would trace the performance over time. The main indicators that must be assessed frequently to understand the progress must include patient safety incidences, mortality rates, and patient satisfaction. NHS England (2023) highlighted the importance of continuous monitoring and feedback to sustain improvements in the complicated healthcare systems. Clear reporting procedures must also be introduced to hold them accountable and restore the trust people had on the services provided by the health care.
[bookmark: _Toc227665943]4.0 Conclusion
This report has critically looked at the systemic quality failures that were linked to the Mid Staffordshire NHS foundation trust scandal where organisational, structural, and cultural failures were cited as the major contributors to patient safety and service delivery. As it was indicated in the analysis, the crisis did not come out of vacuum clinical errors but a product of deeply rooted system-wide problems such as chronic understaffing, poor leadership, poor governance, and lack of accountability.
The report found that there were several interconnected causes that led to patient harm using root cause analysis tools like the Fishbone Diagram and the 5 Whys. These instruments gave an insight into how failure at operational, managerial, and policy level interplay had provided a conducive environment where bad practices in care could thrive. Moreover, the use of the Donabedian Model offered an ordered assessment of how the lapses in the healthcare organisations and procedures directly led to the unfavorable patient outcomes, such as high mortality rates and low patient satisfaction.
The strategic analysis also solidified the existence of major organisational weaknesses as well as pinpointing the reform opportunities available by way of better governance, leadership enhancement and policy interventions. Notably, the suggestions presented in this report focus on achievable and long-lasting changes, such as reinforcing the workforce planning, making leadership more accountable, improving incident reporting processes, and integrating a culture of patient-centredness.
Implementation can be tested, evaluated and refined in a systematic manner, and therefore long-term impact can be achieved through the use of the PDSA Cycle as an implementation framework. Finally, this report makes it clear that the necessity to enhance healthcare quality should be viewed holistically and, on a system-wide basis, with the emphasis put on the continuous learning, transparency, and leadership. Particular attention should be paid to the need to consider all these factors not only to eliminate the risk of the recurrence of similar failures but to also make sure that the population will be able to trust the health care and guarantee high-quality services that are offered with maximum safety.
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