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[bookmark: _gbyhuhwp2e2p][bookmark: _Toc227321122]1. Introduction 
[bookmark: _7odshbmk1f5d][bookmark: _Toc227321123]1.1 Background of the Case 
The Mid Staffordshire NHS Foundation Trust scandal (2005–2008) shows one of the most important and largest failures in the history of the National Health Service (NHS) in the United Kingdom. During this period, Stafford Hospital has been found to have provided continuously poor standards of care that resulted in unnecessary patient suffering and avoidable deaths (Rafferty and Leary, 2023, p.4). The condition was mainly determined through the Francis Inquiry that is chaired through the Robert Francis QC that highlighted higher government failures, systemic neglect, and a lack of accountability within the organization (Brown, 2020, p.140). 
The inquiry shows that patients currently experienced different negligence such as inadequate hydration, poor hygiene, and lack of basic care. In addition, the rate of mortality in the hospitals was massively higher as per the expectations with estimates recommending higher deaths during this particular time. These failures were not isolated incidents thus deeply rooted in the systemic and organizational weaknesses such as poor leadership, inadequate staffing levels, and ineffective regulatory oversight. In addition, the trust prioritized financial performance as well as attainment of foundation trust status over the patient safety and the care quality. 
The scandal also exposed fundamental flaws in the healthcare governance systems and occurred serious concerns regarding the capability of available structures to protect the welfare of the patient (BBC, 2019). It also highlighted the consequences of a culture which discouraged staff from the current concerns and failed to respond properly as per the patient complaints. As such, the Mid Staffordshire case serves as an important example in terms of analyzing the quality management and patient safety within the entire healthcare system. 
[bookmark: _ywm3dnblpk4f][bookmark: _Toc227321124]1.2 Problem Statement
The main problem of this report is that there was a failing of patient safety and quality of care in Mid Staffordshire NHS Foundation Trust (Dixon-Woods, 2024, p.7). The organisation failed to sustain a desired standard of care, although there were policies and regulatory frameworks in place. It is an indicator of more systemic problems of governance, organisational culture and poor-quality management practices that, as a system, eroded patient outcomes.
[bookmark: _8x0mq09lnwhv][bookmark: _Toc227321125]1.3 Aim of the Report
The key aim of this report is to critically analyze the root cause of the governance and patient safety failures in the Mid Staffordshire NHS Foundation Trust using the established quality management frameworks. In addition, the report wants to propose evidence-oriented service enhancement strategies which may improve patient safety, improve governance as well as ensure better and sustainable quality enhancements in the healthcare delivery. 
[bookmark: _94x6fed89nvv][bookmark: _Toc227321126]1.4 Objectives
· To determine and evaluate the root cause of various service failures within the organization. 
· To implement theoretical models including the Donabedian Model, Fishbone Diagram, and SWOT analysis to examine quality issues.
· To find the way these frameworks contribute to understanding healthcare failures and enhancement opportunities. 
· To build practical solutions along with actionable suggestions to improve governance, patient safety and the quality of services. 
[bookmark: _2u6sjs7kldx5][bookmark: _Toc227321127]1.5 Structure Overview
There are four main sections in this report, the first part is introduction. After the introduction, the core body will provide a critical analysis on the case and apply the relevant theoretical frameworks and quality improvement tools. The next section gives evidence-based recommendations that have implementation strategies. Lastly, the report ends with a summary of the main findings and the significance of good governance and patient-centred care to attain sustainable healthcare improvements.
[bookmark: _ojx76gsppojk][bookmark: _Toc227321128]2. Main Body 
[bookmark: _vxmid5iar7tg][bookmark: _Toc227321129]2.1 Donabedian Model Analysis 
The Donabedian Model introduces healthcare quality as a complex of relationship between structure and process and outcomes when each of them has a direct impact on the others (Yang et al., 2025, p.6893336). The model when applied to Mid Staffordshire NHS Foundation Trust shows that the systemic weaknesses resulted in poor patient care. 
Structure: Structure mainly refers to the conditions of the organization in which the care is provided (Hannawa et al. 2022, p.1561). In this case, important structural issues involved such as improper staffing levels, weak leadership, and poor governance systems. The trust mainly focused on the financial performance over the patient's safety and also weakened the environment of healthcare. 
Processes: The structural deficiencies badly impacted the processes that include the actual delivery of care (Filip et al. 2022, p.3). In this context, clinical monitoring was improper, communication between the management and staff was improper and patients’ complaints were sometimes ignored. In addition, there was a failure to meet the primary care standards that includes hygiene and nutrition that shows a lack of patient-based care. 
Outcomes: As a result, all these failures may lead to some poor and improper outcomes such as higher rate of mortality, patient harm and a massive loss of public trust in the NHS. 
[image: ]
Figure 1: Donabedian Model
(Source: Self-developed)
However, the Donabedian Model describes a clear causal pathway in which the structural weaknesses led to improper processes that mainly resulted in adverse patient outcomes and also emphasizes the need for adopted quality enhancement towards all the 3 dimensions. 
[bookmark: _lr9yki7dsu5x][bookmark: _Toc227321130]2.2 Fishbone Diagram 
The Fishbone Diagram (Ishikawa model) is used in order to systematically determine the root cause of a problem through dividing various contributing factors. In terms of the Mid Staffordshire NHS Foundation Trust, the root cause is the poor patient safety and quality of care, with various underlying cases also grouped into some important categories. 
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Figure 2: Fishbone Diagram
(Source: Self-developed)
People: Under the people, various issues included such as inadequate staff training, low morale, and leadership failure that minimized the overall effectiveness of the care delivery (Olawade et al. 2025, P.18).
Process: The process category highlights the poor clinical procedures, ineffective monitoring, and failure to respond to the complaints of the patients (Giardina et al., 2021, p.1000). 
Policy: In the context of the policy, national and organizational pressures in order to achieve financial targets and also the foundation trust status diverted the focus away from patient care. 
Environment: The environment category shows a toxic organizational culture where the staff were mostly discouraged from the current concerns and the patient welfare also not prioritized (Lu et al. 2022, p.2). 
Resources: Resources were improper with the staff shortages and the limited infrastructure also limiting the service delivery. 
[bookmark: _Toc227321131]2.3 Root Cause Analysis (RCA / 5 Whys) 
The Root Cause Analysis (RCA) using the 5 Whys technique helps to identify the underlying causes of poor patient safety at Mid Staffordshire NHS Foundation Trust. This method focuses on asking why repeatedly to move beyond surface-level issues and identify systemic failures.
Problem: Poor Patient care and high mortality rates.
	Step
	Question (Why?)
	Answer (Cause Identified)

	1
	Why was patient care poor?
	Due to staff shortages and inadequate care delivery

	2
	Why were there staff shortages?
	Due to the reduction of costs and bad planning of the workforces.

	3
	How come that a reduction in costs was made a priority?
	Because of a good emphasis of financial results and becoming a foundation trust.

	4
	Why was financial performance prioritised over patient care?
	Because of weak leadership and lack of accountability

	5
	Why was governance weak?
	Due to poor organisational culture and ineffective regulatory oversight


Table 1: Root Cause Analysis
(Source: Self-Developed)
The table shows that the root cause of failure was not a single issue but a combination of several factors. This includes leadership failure, governance weaknesses, and an organisational culture that did not prioritise patient safety. The RCA approach helps in identifying these system-level failures and supports the development of effective quality improvement strategies in healthcare settings (Huang et al., 2025, p.2145). 
[bookmark: _Toc227321132]2.4 SWOT Analysis 
	Strengths
· Established NHS structure and policies.
· Availability of healthcare guidelines.
· Regulatory bodies existed.
· Public healthcare funding system

	Weaknesses
· Poor leadership and governance.
· Staff shortages and low morale.
· Weak accountability and oversight.
· Poor communication and care processes

	Opportunities
· Policy reforms after the Francis Inquiry.
· Improved patient-centred care models.
· Better staff training and workforce planning.
· Use of quality improvement frameworks (PDSA, RCA).
	Threats
· Loss of public trust in the NHS.
· Legal actions and compensation costs.
· Damage to organisational reputation.
· Future risk of similar failures.


Table 2: SWOT Analysis
(Source: Self-Developed)
The SWOT analysis assists to learn internal and external factors that influence the case of Mid Staffordshire. The strengths demonstrate that there were already systems, policies, and funding in place at the NHS, which could be used to facilitate quality care in case properly. The strengths were not in effectively applied ways. The internal issues discussed in the weaknesses include poor leadership, accountability, and staff shortage. These issues had a direct influence on the quality of care and created serious safety shortcomings. The situation was decreased by poor communication and ineffective processes. The opportunity to improve the governance and pay greater attention to patient-centred care as well as use quality improvement models followed the Francis Inquiry. Other ways of preventing similar problems might be through training individuals and enhancing workforce planning. The threats emphasise the risks as a result of the failure such as loss of public trust, legal implications as well as reputational damage to the NHS. These demonstrate the need to make changes as soon and efficiently as possible.
[bookmark: _Toc227321133]2.5 PDSA / Quality Improvement Model 
Plan-Do-Study-Act (PDSA) cycle is one of the most popular quality improvement models, which helps ensure ongoing quality improvement in healthcare services (Chen, 2021, p.10). It offers a systematized and value-added method of change testing and enhancing patient safety. PDSA model can be used in solving the failures in care delivery and governance in the case of Mid Staffordshire NHS Foundation Trust.
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Figure 3: PDSA Cycle Model
(Source: Self-Developed)
The main issues that emerge during the Plan phase are shortage of staff, unfavourable care to patients, and ineffective monitoring systems. There are clear improvement objectives, including raising the staffing level and uterus patient care standards. During the Do stage, minor adjustments are applied, such as hiring new employees, educating them, and enhancing the communication procedures. Study stage includes seeing the outcomes of these changes through the monitoring of patient outcomes, performance of staff, and patient feedback (Bradley et al., 2024, p.E644). This assists in knowing whether the changes that are implemented are effective. During the Act phase, effective changes are made standard within the organisation and ineffective strategies are changed or discarded. Continuous learning and adaptation supported by PDSA model contribute to the fact that it is a highly effective way to ensure the quality of healthcare and avoid similar failures in the future (Katowa-Mukwato et al., 2021, p.100261).
[bookmark: _Toc227321134]2.6 Kotter’s Change Model 
The Change Model by Kotter offers a systematic way of handling change within organisations (Sittrop, 2021, p.496) and could be used to deal with the failures at Mid Staffordshire NHS Foundation Trust. The initial method is a sense of urgency by understanding the serious patient safety problems and the high mortality rates. This is succeeded by constructing a guiding orientation of robust leaders and medical workers who are motivated to change. An effective vision with emphasis on patient safety and quality care must be crafted and published throughout the organisation (Sarkhosh, 2022, p.374). The barriers to employees like fear of reporting should be eliminated to enable them to take action (Almansour, 2024, p.80). Short-term improvement, such as better staffing and improved care practices can help to build effectiveness. These should be condensed and brought in long-term plans. The reforms should be imprinted into the organisational culture so that patient-centred care and effective governance are priorities and similar failures are avoided in the future.
[bookmark: _Toc227321135]3. Recommendations 
[bookmark: _Toc227321136]3.1 Strengthening Governance & Leadership 
The crises at Mid Staffordshire indicate the urgency of a more robust system of governance and more responsible leadership of healthcare organisations. Effective governance means patient safety and quality of care are considered as the key factors rather than financial or performance goals (Ahmed et al., 2026, p.410). Hence, healthcare organisations must have effective clinical governance frameworks that combine risk management, performance tracking, and continuous quality improvement (Adeniji et al., 2023, p.1322). Moreover, effective governance & leadership also ensures that “political, administrative and clinical factors” are in proper collaboration to enhance trust and transparency (Phillips et al., 2022, p.1). Management and leadership should also be clear, responsible and actively involved in managing patient safety outcomes. In addition to incident reports and patient feedback, mortality rates and other key performance indicators should be reviewed regularly by senior management and board members.
[bookmark: _Toc227321137]3.2 Improving Staffing and Workforce Management 
Poor human resources and staffing was one of the factors that led to a decrease in the level of care provided (Tamata, 2023, p.1434). It is crucial to have adequate qualified staff needed to deliver safe and effective healthcare services. This is because organisations must engage in workforce planning that involves bringing the staffing needs into the activities of the patients and services demand. This also involves good nurse to patient ratios and adequate clinical support staff. This should be reinforced with recruitment and retention strategies to check workforce shortages. Offering competitive salaries, career development opportunities, and supportive working environments can help attract and retain skilled professionals (Sorn et al., 2023, p.10). Also, professional development programmes and training should be ongoing to improve the competencies of the staff especially those related to patient safety and clinical care practices. Workforce efficiency can also be enhanced with the help of flexible staffing models (Griffiths et al., 2021, p. 103901). As an illustration, temporary staff pools or redeployment systems can be employed to address highs and lows in patient demand. Hence, proper health workforce management is an essential component of successful health resource planning apart from the balance between the qualitative and qualitative objectives of the healthcare organisations (Jithitikulchai, 2022, p. 2). 
[bookmark: _Toc227321138]3.3 Enhancing Patient-Centred Care
A major failure in this case was the neglect of basic patient needs, which reflects a lack of patient-centred care. Healthcare organisations should prioritize the dignity, safety and wellbeing of patients, in all domains of service delivery (Asamoah, 2025, p.14). This can be accomplished by integrating patient-oriented practices and policies into organisational practices. Decisions regarding the care that patients utilize should be made actively with effective communication between patients and healthcare providers. Staff are to be educated to provide compassionate treatment where fundamental needs like hydration, nutrition and hygiene will be provided at all times (Pentecost et al., 2020, p. 15082). It must also have effective systems of complaints and feedback. Patients and families must be provided with means to express their concerns, and these concerns must be resolved without delay and openly. The tool of continuous improvement should be feedback. The culture of empathy and respect will not only enhance patient experience but also restore the trust in health care services.
[bookmark: _Toc227321139]3.4 Implementation Using PDSA 
Plan-Do-Study-Act (PDSA) cycle is a systematic way of implementing and assessing improvements in services (Manandi et al., 2023, p. PY23123). The PDSA cycle has proved to be a useful tool to support organisational and individual improvements (Wongsala et al., 2024, p. 9). During planning, major problems like the lack of staff and governance gaps should be identified, and the future interventions must be designed to address them. There should be well-defined objectives and outcomes that can be measured. These interventions are launched in the Do phase when interventions are made at the small level such as introducing new staffing models or enhancing systems used in managing complaints. This enables organisations to experiment changes without the need to disorient many. 
The phase of study means the effectiveness of these interventions will be evaluated by the use of such data as patient outcomes, staff feedback, and incidents. This assists in finding out whether the changes have been successful within the healthcare organisations. Lastly, during the Act phase there are the successful strategies which are standardised and executed virtually throughout the organisation, and ineffective strategies are altered or eliminated. The application of the PDSA cycle facilitates continuous education and guarantees sustainable quality improvement and patient safety in healthcare (Madine et al., 2025, p.3787).
[bookmark: _Toc227321140]3.5 Benchmarking Table 
	Benchmark Area
	Expected Standard (NHS)
	Improvement Strategy

	Patient Safety
	Safe care with minimal risk
	Strengthen governance and monitoring systems

	Staffing Levels
	Adequate nurse-to-patient ratio
	Workforce planning and recruitment

	Basic Patient Care
	Proper hygiene, hydration, and nutrition
	Staff training and supervision

	Incident Reporting
	Transparent and responsive systems and use of national early warning score (Williams, 2022, p. 499)
	Improve reporting and feedback mechanisms

	Quality Monitoring
	Continuous performance evaluation
	Regular audits and performance reviews


Table 3: Benchmarking Table
(Source: Self-developed)
The essential differences between the anticipated standards in the NHS and actual practice are reflected in the benchmarking table and emphasize patient safety, staffing, and quality monitoring. It gives specific improvement measures to cover these shortcomings that allow healthcare organisations to improve service quality, deploy patient-centred care, and to provide stable levels of adherence to set healthcare standards.
[bookmark: _Toc227321141]4. Conclusion 
The Mid Staffordshire NHS Foundation Trust scandal highlights the gross malpractices on the governance, patient safety, and quality of care in a healthcare system. This analysis indicates that these failures were not the product of a single problem but that the failures occurred because of multiple dependent problems. These are lack of effective leadership, bad governance, staffing deficits, and spirit of emphasising financial objectives at the expense of patient wellbeing. In order to identify underlying causes, the use of quality improvement models including the Donabedian model, Fishbone Diagram, Root Cause Analysis, SWOT analysis and PDSA cycle proved useful. This reflected how process and structural failures resulted in poor outcomes of patients. 
The application of the Kotter Change Model highlighted the role of having a proper leadership and planned change management in enhancing healthcare services. The results of this report indicate the necessity to create more robust governance frameworks, fine-tune workforce management, and make a distinct emphasis on patient-centred care. Continuous quality improvement strategies need to be implemented in order to avoid such failures in future. This case can teach valuable lessons to healthcare organisations and is clear that high standards of care must be upheld by accountability, transparency and a sense of patient safety at every tier.
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