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Introduction 
This report is about producing a service improvement analysis, when applying theoretical frameworks such as the Kotter’s 8-Step Change Model, Fishbone Diagram through the Donabedian Model approaches to the management of quality and implementation of service improvement, focusing on the Mid Staffordshire NHS Foundation Trust recalling issues of major failure in care standards, poor leadership, inadequate staffing resulting in high patient mortality in 2005 and 2009 based on the Francis report 2023. While addressing a major public health issue at the Mid Staffordshire NHS Foundation Trust, strategic planning will be supported through the application of analytical tools, such as SWOT analysis, by drawing on evidence from published research and organisational examples. In addition, actionable recommendations will be made, along with an implementation strategy based on quality improvement tools such as PDSA (Plan-Do-Study-Act) as well as the benchmark to show improvement of the Mid Staffordshire trust from the lens of how it was before, how it is now and where it is going to have a clear image of improvement standard from the quality expected based on the policies engagement, strategies implemented and how this impact patient and organisational outcome. The conclusion of this report will present important insights gained from the analysis, the integration of theory and practical improvement, and the implications for patient outcomes, staff engagement, and system performance. It will also outline the implementation of further research and evaluation that may strengthen future improvements. Furthermore, 
Central to these failings was a breakdown in leadership and governance at the board and senior management levels. The trust’s board prioritised financial targets, cost-cutting, and Foundation Trust status over the quality and safety of patient care, creating a deceptive culture that tolerated poor standards and ignored repeated warning signs from patients, families, and staff (CQC, 2013). Staff worked in demoralising conditions with insufficient numbers, inadequate supervision, and limited support (Thorlby, 2014). Regulators, commissioners, and external bodies also failed to act decisively despite elevated mortality data and escalating complaints, allowing poor care to persist for years (Francis, 2023; CQC, 2013). These factors led to high patient mortality, profound suffering, and a loss of public trust, prompting wide recommendations to strengthen patient-centred care, transparency, and accountability across the NHS (King’s Fund, 2012). 







Main body 
Applying the Donabedian model to the Francis Report (2013) helps to systematically explain how organisational weaknesses at Mid Staffordshire NHS Foundation Trust led to catastrophic failures in patient care between 2005 and 2009. Donabedian’s framework evaluates quality through three interrelated components known as structure, process and outcomes (Donabedian, 1988). This framework provides a systematic approach to diagnosing where organisational failures occurred and offers a structured pathway for identifying improvement opportunities.
As discussed in the introduction, Mid Staffordshire NHS Trust failed to deliver the quality of care to their patients, with the enforcement of the Donabedian’s structure showing that key structural elements at the governance level of arrangements, staffing, resources and information systems were inadequate, creating conditions in which safe, compassionate care was unlikely to be delivered consistently. When the Donabedian process defines what was done in giving and receiving care at Mid Staffordshire highlighted the routine ward‑level practices that deviated from accepted professional standards, reflecting a system that prioritised targets over patient‑centred care. For example, neglect of basic nursing care, like patients were not helped with eating and drinking, water and food were left out of reach, toileting needs were ignored, and wards and bathrooms were left dirty, directly contributing to dehydration, malnutrition, pressure damage and distress.​ poor communication, failures in monitoring and escalation, and a culture that discouraged staff and patient concerns. While the Donabedian outcome shows excess mortality, preventable harm, profound patient suffering and loss of public trust due to the large numbers of complaints and traumatic patient testimonies documented in the Francis Report demonstrate that the combination of poor structures and unsafe processes produced outcomes far below what was acceptable in an NHS hospital (CQC, 2013). Moreover, 
[bookmark: _Hlk214986371]The Francis Report shows a clear major gap between the standards that should have applied nationally and locally to the actual performance at Mid Staffordshire NHS Foundation Trust. For example, the National expectations for basic care that includes hydration, nutrition, hygiene, dignity, and safe observation were breached routinely, even though existing professional codes of practice and NHS quality requirements were already established to meet the Care Quality Commission's (CQC) standards (Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013). Also, the culture at Mid Staffordshire fell well short of national professional standards around openness, candour and putting patients first, prompting Francis QC to call for clear “fundamental standards” with zero tolerance for breaches (Mid Staffordshire NHS Foundation Trust Public Inquiry, 2013). 




[bookmark: _Hlk215009355]Fishbone analysis
A structured approach to identifying root causes is essential for effective service improvement (Langley et al. 2009). The Fishbone Diagram systematically organises causes of problems across key categories: people, process, policies, equipment, and environment (Kumah et al. 2024). When applied to Mid Staffordshire, this framework reveals how failures across multiple dimensions converged to create the observed quality crisis.
People and Leadership: The Board and senior management teams demonstrated inadequate engagement with frontline clinical realities (Francis, 2013). Succession of leadership changes created instability and loss of institutional memory (Francis, 2013). Clinical engagement was poor, with consultant staff remaining detached from management decision-making (Francis, 2013). Nursing leadership lacked sufficient authority and voice in strategic discussions (Francis, 2013). Staff at all levels experienced low morale and reported a culture where raising concerns was actively discouraged (Francis, 2013).
Processes and Systems: The Trust maintained governance and quality assurance processes that appeared adequate on paper but were ineffectual in practice (Francis, 2013). Clinical audit, complaints management, and incident reporting systems existed but were not genuinely embedded in a culture of continuous improvement (Scally and Donaldson, 1998). Financial systems dominated decision-making, with budgetary targets taking precedence over quality metrics (Francis, 2013). Communication processes were fragmented, with minimal dialogue between clinical departments and management (Francis, 2013).
Policies and Strategy: Organisational policies failed to embed patient-centred values across all operational levels (Francis, 2013). The Foundation Trust application process and subsequent achievement of status created pressure to present a positive institutional narrative, which suppressed visibility of quality concerns (Francis, 2013). Performance targets emphasised access and efficiency metrics while neglecting safety and quality indicators (Francis, 2013).
Equipment and Infrastructure: Ward facilities fell below adequate standards, with patients describing inadequate toilet facilities, soiled environments, and broken equipment (Francis, 2013). Infection control infrastructure was insufficient to support compliance with national standards (Francis, 2013).
Environment and Culture: Most fundamentally, the organisational culture was characterised by a "tolerance of poor standards" and a focus on "doing the system's business rather than the patient's business" (Francis, 2013, p. 4). Staff worked in an atmosphere of fear where adverse events and complaints were viewed as threats to the organisation rather than opportunities for learning (Francis, 2013). This defensive, systems-focused culture actively worked against quality improvement.



SWOT analysis
A SWOT (Strengths, Weaknesses, Opportunities, Threats) analysis applied retrospectively to Mid Staffordshire at the time of the quality crisis illuminates strategic factors that influenced the development and persistence of quality failures (Helms and Nixon, 2010).
Strengths: The Trust possessed a well-established reputation in the local community, a broad range of clinical services, and staff who demonstrated commitment to patient care despite systemic failures (Francis, 2013). The organisation's achievement of Foundation Trust status initially appeared to validate its operational model.
Weaknesses: Critical weaknesses included Board governance structures that lacked adequate clinical and nursing representation, weak engagement with frontline clinical staff, inadequate systems for genuine patient feedback and involvement, insufficient resource allocation to nursing and allied health services, and fundamentally, a strategic culture that did not embed patient care as the central organisational value (Francis, 2013). The Board's knowledge and understanding of frontline clinical reality was limited (Francis, 2013).
Opportunities: The NHS system offered multiple opportunities for improvement that were not taken: participation in quality improvement networks, engagement with best practice from high-performing trusts, implementation of evidence-based nursing protocols, investment in staff development and morale, and genuine embedding of clinical governance frameworks (NHS Improvement, 2017).
Threats: External threats included changing demographics and increasing demand for services, potential regulatory scrutiny (which indeed materialised), and competition from other acute providers (Francis, 2013). However, these threats should have triggered organisational investment in quality and efficiency, rather than defensive positioning.
The SWOT analysis reveals that the organisation possessed the foundational capabilities necessary for quality improvement, but strategic choices actively worked against their deployment. This highlights a critical lesson: quality failures often result not from lack of available tools or frameworks, but from organisational commitment and cultural alignment with patient-centred values (Schein, 2004). Furthermore, 








Change Management Framework, such as Kotter’s 8-Step Change Model, offers a structured approach for leading large-scale organisational transformation. First introduced by John Kotter (2012), it is widely used in healthcare quality improvement initiatives to ensure that changes are not only implemented but also sustained over time (Kotter, 2012; NHS Improvement, 2018).
The Model Application in the case of Mid Staffordshire
Create a Sense of Urgency, Communicate the extent and risks of the quality crisis using compelling data and patient stories (Kotter, 2012). For Mid Staffordshire, Creating Urgency is critical due to the degree of harm and reputational damage documented (Francis, 2013; The King’s Fund, 2013). This means openly sharing mortality figures, patient complaints, and Francis Inquiry findings, thereby motivating staff and leaders to act swiftly. Sharing unfiltered inquiry findings and adverse patient outcomes frames the need for change.
Building a Guiding Coalition to correct previous failures where leadership was disconnected from the clinical front line and patients. Assembling a cross-functional team of clinical leaders, managers, nurses, patient representatives, and external experts ensures diverse input and buy-in for proposed changes. At Mid Staffordshire, this would address the previous lack of clinical and patient voice in decision-making (Francis, 2013).
Form a Strategic Vision and Initiatives to develop a clear, patient-centred vision for quality care, underpinned by measurable improvement targets, safe staffing levels, and patient experience scores. At Mid Staffordshire, visioning should address the gaps in patient safety, dignity, and clinical effectiveness, articulating how the organisation will measure progress and accountability.
Communicate the Vision to use multiple channels to convey why change is needed and what success will look like. Regular, transparent communication reduces rumours and resistance; at Mid Staffordshire, effective communication could sustain engagement and avoid secrecy and blame identified as negative drivers of culture. This might include staff briefings, patient bulletins, and community forums.
Empower Broad-Based Action, remove barriers to change, such as hierarchical silos, defensive culture, and inadequate resources. This includes leadership protection for speaking up, improved access to training, and investment in improvement tools. At Mid Staffordshire, Empowering Action remedies the documented climate of fear and lack of support for raising concerns, giving permission and tools for staff to participate meaningfully in service improvement.
Generate Short-Term Wins to demonstrate the value of change through quick, visible improvements. Examples, improvements in patient satisfaction, reduction in complaints, increased incident reporting, and celebrating success publicly to build momentum. For Mid Staffordshire, short-term Wins can be created by piloting targeted improvements. Examples, safe nurse staffing, patient feedback forums, demonstrate tangible improvement and build positive momentum.
Sustain Acceleration to use early wins to drive further change, continually reviewing processes and outcomes, and expanding successful initiatives trust-wide. At Mid Staffordshire, sustaining change involves ongoing measurement and reinforcement, preventing regression to previous dysfunction.
Institute Change to embed new approaches into organisational policy, practice, and culture. Examples, revised governance structures, patient-centred performance metrics, ensuring sustainability and resilience to future challenges. At Mid Staffordshire, institutionalising new approaches means permanently revising governance, reward structures, and learning systems so that quality and patient safety remain at the organisational core.
Evidence from healthcare redesign projects demonstrates that application of Kotter’s model increases the likelihood that change initiatives will be successful and enduring, provided there is visible leadership commitment and continual measurement (Kotter, 2012; NHS Improvement, 2018; The King’s Fund, 2013).
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Evidence-Based Recommendations for Mid Staffordshire NHS Foundation Trust
Drawing on the comprehensive analysis of root causes and theoretical frameworks presented above, this section proposes specific, evidence-based recommendations for transforming Mid Staffordshire NHS Foundation Trust into a high-quality, patient-centred organisation (Langley et al. 2009). These recommendations address the identified weaknesses across multiple organisational dimensions and are supported by implementation strategies grounded in established quality improvement methodologies.
[bookmark: recommendation_1_establishment_of_bff840]Recommendation 1: Establishment of Patient-Centred Governance Framework
Rationale: The primary failure at Mid Staffordshire was the Board's disconnect from patient care realities and patient feedback (Francis, 2013). A fundamental restructuring of governance is necessary to embed patient voice and experience at the heart of organisational decision-making (Berwick, 2013).
Specific Actions:
· Implement a Patient Experience Board Committee with mandatory patient representation and experience-based appointment criteria (NHS Improvement, 2017). This committee should report directly to the Trust Board, ensuring patient feedback influences strategic decisions.
· Establish real-time patient feedback mechanisms, including daily patient huddles on clinical wards, weekly feedback review sessions, and formal complaint response protocols with maximum response times of 10 working days (Care Quality Commission, 2018).
· Introduce patient-centred quality metrics as primary performance indicators, measured and reported at Board level with equal prominence to financial metrics (Donabedian, 1988).
Implementation Strategy - PDSA Cycle:
· Plan: Develop a patient governance framework aligned with NHS Improvement guidance on patient involvement (NHS Improvement, 2017). Identify patient representatives through community engagement and patient advocacy groups.
· Do: Pilot patient-led governance mechanisms on 2-3 clinical wards over 3 months, with dedicated governance support (Langley et al. 2009).
· Study: Analyse impact on patient experience scores, staff confidence in quality processes, and incidence of patient complaints (Taylor et al. 2014).
· Act: Refine mechanisms based on pilot findings and roll out trust-wide, with ongoing monitoring and adjustment (Langley et al. 2009). 
The PDSA cycle is useful in a target-driven system, one that continuously learns from mistakes and improves care at the bedside. PDSA cycles do this by allowing teams to test small changes, for example, a new hydration checklist or escalation protocol, measure the effect, learn, and then adapt rather than relying on top‑down policy alone. It is central to modern quality‑improvement approaches because it encourages frontline staff and patients to be involved in problem‑solving, reinforces continuous learning, and supports the culture change envisioned in national responses to the Inquiry and in subsequent safety reviews (Adam, 2018). 
[bookmark: recommendation_2_clinical_governa_d25c26][bookmark: _Hlk215068895]Recommendation 2: Clinical Governance and Quality Assurance Reinvention
Rationale: Mid Staffordshire NHS Trust requires improvement, and genuine clinical governance requires authentic engagement of frontline clinical staff, transparent analysis of quality data, and rapid response to identified concerns (Adam, 2018).
Specific Actions:
· Establish integrated clinical governance committees chaired jointly by a senior clinician and a service manager, with mandatory representation from nursing staff at ward level, allied health professions, and patient representatives (NHS Improvement, 2018).
· Implement a Lean approach to streamline quality assurance processes, eliminating duplicate reporting requirements and creating single, unified dashboards for quality, safety, and operational metrics (Womack and Jones, 2005).
· Introducing clinical audit cycles focused on patient experience outcomes, with staff engagement in audit design, data collection, and interpretation (Donabedian, 1988).
· Establish monthly quality improvement forums at the departmental level, where frontline staff present identified concerns, analyse root causes using Fishbone methodology, and develop and test improvement ideas (Langley et al. 2009).
[bookmark: recommendation_3_organisational_c_517b27]Recommendation 3: Organisational Culture Transformation and Staff Engagement
Rationale: Establishing systems and processes alone cannot create quality improvement without transforming the organisational culture from one of fear and secrecy to one characterised by psychological safety, learning orientation, and authentic commitment to patient care (Edmondson, 2012).
Specific Actions:
· Implement a comprehensive staff engagement programme including town halls with senior leadership, anonymous staff surveys with commitment to action planning, and creation of dedicated "no-blame" forums where staff can raise quality concerns without fear of retribution (NHS England, 2023).
· Establish clear policies protecting staff who raise concerns about patient safety and quality, with explicit commitment that raising concerns will be supported rather than penalised (Francis, 2013).
· Introducing a mandatory leadership development programme for all managers and Board members focused on patient-centred leadership, quality improvement principles, and psychological safety creation (Kotter, 2012).
· Recognise and celebrate quality improvement successes, with staff recognition programmes highlighting individuals and teams who contribute to improvements (Batalden and Stoltz, 1993). This will enforce a positive culture in the workplace and promote positive competition among staff toward a positive change. 
[bookmark: recommendation_4_investment_in_nu_2efc93]Recommendation 4: Investment in Nursing Leadership and Clinical Care Quality
Rationale: Nursing represents the largest clinical workforce in any acute hospital, and the quality of nursing care directly determines patient experience and outcomes (Aiken et al. 2002). The Mid Staffordshire failure was characterised by inadequate nursing representation in governance and poor service delivery.
Specific Actions:
· Implement evidence-based nursing staffing standards based on patient awareness and dependency, with commitment that safe staffing levels will not be compromised to meet financial targets (Aiken et al. 2002).
· Establish a Chief Nurse position at Board level with full voting rights and authority over nursing-related strategic decisions (Department of Health, 2013).
· Implement a comprehensive nursing development programme including preceptorship for new staff, clinical leadership development for experienced nurses, and speciality training opportunities (NHS Improvement, 2017).
[bookmark: recommendation_5_external_account_57b4d4]Recommendation 5: External Accountability and System Engagement
Rationale: The Francis Inquiry demonstrated that internal organisational mechanisms alone are insufficient to ensure quality; external regulatory and commissioning engagement is essential (Francis, 2013).
Specific Actions:
· Develop a transparent relationship with external regulators, including regular quality governance reviews with candid discussion of identified concerns (NHS Improvement, 2017).
· Engage with the NHS Improvement Quality and Safety programme, implementing nationally recommended quality improvement methodologies (NHS Improvement, 2017).
· Benchmark against high-performing NHS trusts, with structured learning visits and engagement with best practice examples (NHS Improvement, 2017).
· Participate in integrated care systems quality initiatives, contributing to and learning from system-wide quality improvement (NHS England, 2019).



























Benchmarking
Benchmarking in healthcare refers to the process of measuring and comparing organisational performance, processes, and outcomes against recognised standards or best-performing organisations to drive quality improvement (Royal College of Nursing, 2017).

	Benchmarking Question
	Analysis / Evidence-Based Answer
	Key Reference (Harvard style)

	What national or NHS standards can be used to compare current performance?
	NHS Patient Safety Strategy, CQC inspections, Hospital Standardised Mortality Ratio (HSMR), NHS Oversight Framework metrics (e.g. satisfaction, incident reporting, infection rates, A&E waits)
	NHS England, 2019; CQC, 2023

	Which organisations or trusts demonstrate best practice in this area?
	Salford Royal, UCLH, Royal Free London NHS Trusts: noted for safety, governance, and performance, appearing consistently in top NHS league tables.
	NHS Benchmarking Network, 2025

	How does your proposed improvement align with external benchmarks or targets?
	Aligns with national standards: reduces mortality to below national average, aims for satisfaction scores and reporting rates comparable to top trusts, meets targets for timeliness and safety.
	NHS England, 2025; CQC, 2023

	What lessons can be learned from high-performing teams or trusts?
	Success is due to strong leadership, patient-centred culture, robust governance, staff engagement, and continuous use of benchmarking to drive improvement.
	NHS England, 2023; RCN, 2017

	How can benchmarking data be used to monitor ongoing improvement?
	Enables ongoing tracking via dashboards, supports public accountability, action plan review, comparison with national averages, and aids communication across the Trust for sustained improvement.
	NHS England, 2025; Francis, 2013

	What limitations exist in comparing your case to other contexts?
	Differences in demographics, case mix, data quality, historical culture, resources, and reporting practices all impact comparative validity; benchmarking must be interpreted with local context in mind.
	RCN, 2017; CQC, 2023

























Conclusion 
Summary of Findings and Future Direction
The theoretical literature on quality management and organisational culture demonstrates that healthcare quality depends fundamentally on the explicit, authentic commitment of board-level leadership to patient-centred values, surrounded in organisational culture and reflected in all strategic and operational decisions (Batalden and Stoltz, 1993). 
This case study illuminates critical lessons for all healthcare organisations: quality cannot be achieved through governance structures and quality assurance mechanisms alone; it requires leadership commitment to patient-centred values, where staff feel psychologically safe reporting concerns and participating in improvement, and systems designed to learn from failures rather than conceal them (Edmondson, 2012). As NHS organisations continue to face challenges of increasing demand, resource constraints, and evolving patient expectations, the frameworks and recommendations presented in this report offer evidence-based guidance for building organisations that deliver safe, effective, patient-centred care (NHS Improvement, 2017).
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