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* BBC – British Broadcasting Corporation
* CPI – Consumer Price Index
* GII – Global Innovation Index
* NHS – National Health Service
* PDCA – Plan, Do, Check, Act
* PDSA – Plan, Do, Study, Act
* PESTLE – Political, Economic, Social, Technological, Legal and Environmental
* SWOT – Strengths, Weaknesses, Opportunities and Threats

1. Introduction 
[bookmark: _vwwmczdvoyb4][bookmark: _Toc237453279]1.1 Background of the selected issue 
Management of proper healthcare facility is important to maintain care quality according to the requirements of the patients. Quality care keeps patients satisfied as well as increases the reputation of the institution (Stavropoulou et al., 2022). However significant failures in the care of patients were noted in the scandal of Mid Staffordshire Foundation under the NHS. This scandal occurred between 2005 and 2009. It has been noted that there was a serious lack of quality as well as safety in patient care at the Mid Staffordshire Trust. Cases of negligence, dehydration, management of inadequate hygiene along with monitoring facilities were noted (BBC, 2019). Additionally delays in proper clinical care were also noted during this time. These issues highlighted a noticeable weakness in the patient care management system of the institution. Generation of the care management issue was not an individual failure in this Trust. It is seen that inefficient leadership, poor governance, less effective communication along with a lack of monitoring capabilities collectively worked as the organisational failure. In addition to that a shortage of staff led to a high amount of work pressure among the existing employees. Furthermore limitations in resources along with less effective training also reduced the transparency of the care provision. Furthermore 2013 Francis Report highlighted that financial as well as organisational aspects were given high priority over the care of the patients (GOV.UK, 2013). This had led to ineffective governance as well as a lack of patient safety management. Poor culture of the organisation along with lack of accountability among the leaders led to the reduction of care quality. 
[bookmark: _9no48ozdpc7i][bookmark: _Toc237453280]1.2 Identified issue 
Failure in the management of quality of care along with safety of the patients led to a serious concern regarding healthcare in the Mid Staffordshire Trust. It is seen that numerous patients experienced negligence, poor hygiene management, dehydration along with delays in the care process. This highlighted that basic aspects of care for the patients were not considered by the healthcare authorities (GOV.UK, 2013). In addition to that the Francis Inquiry also highlighted that challenges in managing the culture of the organisation as well as leadership led to the failure of the safety of the patients. Furthermore weak governance, inefficiency in communication along with a lack of proper monitoring of the patients also led to the failure. This lack of serviceability is a systematic failure of the Mid Staffordshire Trust. Inadequacy in employee training has led to burnout of the professionals (Shiri et al., 2023). Additionally workload also increased due to a shortage of staff. These factors ultimately contributed towards a lack of risk management in this healthcare organisation. These issues led to harm for the patients along with deaths. Lack of care for the patients reduced trust as well as increased the number of complaints. These issues have ultimately led to the reduction of the Trust’s reputation along with financial challenges. Therefore the study has aimed to analyse the root cause behind these issues. Different models along with frameworks will be used to analyse the causes. This helps in developing new strategies along with recommendations to improve the care for the patients. 
[bookmark: _on1wy57vgy19][bookmark: _Toc237453281]2. Discussion 
[bookmark: _xrbjpmgkia5i][bookmark: _Toc237453282]2.1 Root cause evaluation of the challenge using different models 
[bookmark: _hrggvajhx1p2][bookmark: _Toc237453283]2.1.1 Fishbone diagram for root cause analysis 
Development of proper understanding of the reasons behind these challenges can help in improving the care quality. Therefore the fishbone diagram is used to recognise the causes behind the issue. This model represents a cause as well as effect diagram that in turn aids in highlighting the issues that led to the problem (Kumah et al., 2024). This diagram highlights that lack of patient care was a systematic failure of the Mid Staffordshire Trust. Ineffectiveness of the organisational policies, environmental along with cultural factors along with issues with the people mainly led to the challenges for patient care. Less training, staff burnout along with lack of motivation were noted under the people segment in this diagram. These have led to less compassion in care provision (Nagle et al., 2024). On the other hand weakness in leadership as well as poor supervision were the organisation-related issues. These challenges ultimately created a barrier in addressing the causes of patient care issues. 
[image: ] 
Figure 1: Fishbone diagram 
(Source: Influenced by Kumah et al., 2024)
Additionally failure of the Trust’s board in actively listening to the requirements of the patients as well as employees also led to failure of the system (GOV.UK, 2013). It has been noted that the Trust mainly focused on meeting financial target that ultimately led to weak accountability. This policy cause in turn created incentives that reduced the focus on the care of the patients. High stress on the financial aspects along with targets had reduced the proper care of the patients. The process segment of this diagram shows that reporting of the incident along with inadequacy of the risk management led to governance failure in this healthcare system. Significant number of concerns regarding standards, governance along with staff management issues were noted in the report (GOV.UK, 2013). In addition to that environment aspect highlighted that high work pressure as well as a lack of resource management created challenges in care management (Department of Health, 2015). Furthermore blame culture as well as less effective teamwork also negatively affected the care environment for the patients. These aspects in turn led to silence along with the management of a defensive atmosphere in the Mid Staffordshire Trust. 
[bookmark: _tw5k3mwjdicl][bookmark: _Toc237453284]2.1.2 The use of the 5 Whys model 
It is seen that lack of patient management and care is the major issue noted in Mid Staffordshire Trust. Utilisation of the 5 Whys model can help in understanding the reason behind the emergence of this issue. This model aids in recognising the systematic challenges that led to the larger issue (Barsalou and Starzyńska, 2023). Failure of the system of this Trust here led to lack of patient care. 
Why was the care of the patients highly poor? 
It is seen that patients at this healthcare observe negligence, lack of hygiene management as well as delays in the care process (Mohamed and Ali, 2023). This highlights that the Trust was not able to manage minimal standards for patient safety. 
Why were the minimal standards not provided properly? 
The trust of this Trust witnessed inadequacy in healthcare staffing. Additionally poor leadership along with weak governance also created barriers in managing standards. The Francis inquiry highlighted that management of poor standards in nursing as well as leadership policies (GOV.UK, 2013). This ultimately affected the operation of this healthcare. 
Why were these issues consistently noted? 
Challenges regarding the shortage of healthcare professionals, financial management along with quality assurance were known to the higher authorities. However these issues were not properly addressed to meet the quality of patient care. Additionally oversight of the services was inadequate to meet the standards. 
Why were these issues not addressed on time? 
The higher authorities of Trust prioritised financial goals over the management of care quality. This has in turn created a dilemma in utilising resources as well as meeting the requirements of the patients. 
Why were the financial aspects considered more that the care of the patients? 
It has been understood that weakness in accountability among the professionals, a negative culture of the Trust along with the defensiveness of the leaders led to this issue. These aspects discouraged openness along with effective leadership (Weiss, Tilin and Morgan, 2023). Additionally ineffective governance along with less priority towards care provision also created challenges in managing patient care. 
[bookmark: _gwimexm7auq3][bookmark: _Toc237453285]2.1.3 Analysis of the issue using Donabedian model 
Utilisation of the Donabedian model can also aid in understanding the main factors behind the generation of the issues. Structure, process as well as outcomes are the three factors that are considered under this model to manage the quality of healthcare (Endeshaw, 2021). It is seen that inadequacy in staffing, lack of resource management as well as weakness in leadership were some of the structural issues noted in the Mid Staffordshire Trust. These in turn reduced the capability of the trust to manage care provision according to the requirements of the patients. Lack of proper care management increased the grievances among those patients (Li, Chen and Lou, 2024). Additionally the Francis Report also highlighted some issues in the board in terms of active listening to the needs of the patients as well as medical professionals. These structural issues also reduced the capabilities of the process. 
 
Figure 2: Challenges in the patient care 
(Source: Keshtkar et al., 2025)
Weakness in structure created challenges in monitoring the patients along with risk management. Furthermore ineffective communication along with insufficiency in responsiveness also created concerns among the patients (Keshtkar et al., 2025). Failure of both the structure as well as process led to negligence in the care process, dehydration as well as delays in treatment according to the requirement. Delay in treatment negatively affected the perceptions of the patients (Sehdev et al., 2024). This in turn reduced the reputation of this Trust.  
[bookmark: _oomq9x79nzjc][bookmark: _Toc237453286]2.2 Strategic planning to overcome the challenge 
[bookmark: _zag5l0n2bvwd][bookmark: _Toc237453287]2.2.1 SWOT analysis 
	Strengths 
	Weaknesses 

	· Quality management framework by the NHS (NHS, 2026) 
· Recommendations in the Francis report provided quality guidance 
	· Lack of governance as well as staff management issues (Holmes, 2013)
· Weakness in leadership along with communication management (GOV.UK, 2013)

	Opportunities 
	Threats 

	· Development of patient-oriented leadership 
· Training for the staff 
· Consistency in quality monitoring 
	· Financial issues
· Huge workload on the staff 
· Negative culture of the organisation 


Table 1: SWOT analysis
(Source: Self-developed)
Evaluation of the internal capabilities of this trust highlights the requirement for strategic planning to enhance the safety of the patients in Mid Staffordshire. Framework developed by the NHS along with recommendations under the Francis Report helped in the development of a clear expectation for leadership. Additionally this can help in developing strategies regarding management of openness along with accountability. The Francis Report provided about 290 recommendations to improve the quality of care (Holmes, 2013). However weaknesses in governance along with inadequacy in staff management are significant weaknesses of this trust. Additionally ineffective communication also increases the barrier in patient care (Howick et al., 2024). Furthermore financial strain as well as workload can also reduce the effectiveness of the plan implementation. However the development of patient-oriented leadership along with training for the employees can improve the provision of care (Metwally, Bakari and Metwally, 2025). This strategy can in turn improve the satisfaction of the patients. 
[bookmark: _h17xx3flro4v][bookmark: _Toc237453288]2.2.2 PESTLE analysis 
	Factors 
	Aspects 
	Influence 

	Political 
	Index regarding perception of corruption is 70 (The Global Economy, 2026)
	Negative 

	Economic 
	CPI inflation has reduced to 2.6% (Brien, Harari and Ward, 2026) 
	Positive 

	Social 
	62.9% of the total population are working age (GOV.UK, 2025) 
	Positive 

	Technology 
	GII index ranking of this country is 6th (WIPO, 2026) 
	Positive 

	Legal 
	Health and Social Care Act 2015
	Positive 

	Environmental 
	Environmental Act 2021 
	Positive 


Table 2: PESTLE
(Source: Self-developed)
External evaluation of the UK market highlights that there is a negative influence of the political factor on healthcare management. Reduction of perception regarding corruption noted among the people (The Global Economy, 2026). This has negatively impacted the reputation of the organisations. Therefore companies need to develop strategies to enhance the care quality perception. Improvement of the service quality can help in regaining satisfaction. Reduction of inflation can also have a positive influence on the development of service quality to meet the patients' needs. In addition to that 62.9% of the total UK population are of working age (GOV.UK, 2025). This can also help this trust to recruit talented candidates to improve the quality of care for the patients. Inclusion of new technologies can enhance the serviceability (Varadarajan, 2024). Current innovativeness of the country can also allow Mid Staffordshire Trust to introduce innovative technologies. This can enhance the supervision of the care process and increase the patients' satisfaction. Legal aspects of the UK can also allow this trust to develop new strategies to enhance the policies as well as deliverables. These can also play an important role in improving the quality of service. 
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Improvement of the care for the patients is required in the Mid Staffordshire Trust. This can aid in improving trust among patients as well as enhancement of reputation. Therefore higher authorities need to stress on upgrading the operation to meet the diverse needs of the patients. 
Recommendation 1: The trust is recommended to improve leadership as well as governance within the service 
The management of this Trust is recommended to enhance the capabilities of leadership along with governance. This can lead to improvement of oversight along with adequate accountability towards the care of the patients. Both the Francis enquiry as well as fishbone evaluation highlighted that organisational along with policy-related issues were creating challenges. Therefore Patient Safety Management board can be established by the authorities. This can help in overcoming the staff management issue. Additionally management of safety of the patients is also important part of the healthcare system (Lee et al., 2023). This board can oversee the complaints as well as different indicators regarding patients' safety. Furthermore weekly visits to different wards can also be done. This can aid in managing a direct communication with patients and healthcare professionals. PDSA model can be used in its implementation. Definitive aim should be developed in the plan stage. Improvement of compliance along with care provision can standardise the service (Hussein et al., 2021). New governance model can be applied in one ward at the do stage. On the other hand feedback from the staff, complaints from the patients along with safety process improvement can be compared with the previous system in the study phase. Comparison of the services can aid in taking informed decisions (Karaferis et al., 2022). Modification of the services according to the complaints can be done in the act stage. 
Recommendation 2: The Mid Staffordshire Trust is suggested to improve the staffing process through training along with well-being management 
It has been noted that a lack of staff has led to a high workload for the existing ones in this trust. This has in turn led to staff burnout (Almenyan, Albuduh and Al-Abbas, 2021). In addition to that morale of the existing staff also lowered due to high work pressure. Therefore the higher authorities are highly recommended to consider a review of safe staffing as per the needs of the patients. Furthermore the introduction of different arrangements for escalation can aid in managing staff concerns and arrange adequate training for the staff. Furthermore sessions for mental well-being management for these employees should also be arranged. This can aid in improving their morale (Turato, Whiteoak and Oprescu, 2022). Additionally the provision of training can also enhance the quality of care. This can also enhance communication and safety of the patients. Utilisation of the PDCA model can aid in implementing this recommendation. Gaps in staff number, requirements of training along with standards can be identified in the plan stage. On the other hand pilot study in one ward of this healthcare organisation can be done in the Do stage. Review of employee compliance, absenteeism along with observation quality of the patients can be noted in the check stage of the plan implementation. Utilisation of this structured approach can help in improving the healthcare service. Correction of the issues as well as standardisation of the practices can be considered in the act stage. This collective approach will improve the overall outcome. 
Recommendation 3: The trust is also recommended to redesign the process regarding patient care 
Lack of effective patient monitoring, inadequacy in reporting were noted in this healthcare organisation. These issues could lead to the management of proper care provision according to the diverse needs of the patients. Therefore lean methodology can be considered here. This can maximise the output through removal of waste (Wang et al., 2025). Utilisation of this model can remove different unnecessary processes that in turn enhance the value of the treatment. In addition to that higher management also needs to observe the journey of the patients. This can improve the treatment as well as discharge of the patients with higher accuracy. On the other hand staff as well as patients can also act collaboratively in the process of delay identification as well as process duplication. This can further standardise the care process. 
Recommendation 4: The trust is suggested to develop a culture of learning as well as safety in the healthcare settings 
The trust should develop a quality learning culture. It can in turn aid in improving the reporting process as well as management of risk as well as teamwork. It has been noted that a culture of blaming along with weakness in the reporting process is noted in the trust. These have ultimately contributed towards the reduction of patient care. Therefore the six sigma model can be used to implement this rule through consideration of a data-oriented approach. In addition to that consideration of this model can also aid in developing a transparent approach for the learning of the employees. This process can in turn help the Mid Staffordshire Trust to create a multidisciplinary process to manage the care of the patients. 
[bookmark: _m1u58xx1oyyt][bookmark: _Toc237453290]4. Conclusion 
From the study it can be concluded that the scandals in the Mid Staffordshire Trust resulted from the different interconnected weaknesses. It has been noted that organisational, process as well as structural issues have led to the lack of patient care. In addition to that inadequacy of staffing management, weaknesses in leadership along with ineffective communication also led to the creation of issues in organisational culture management. Root cause analysis also highlighted that deficiencies in the organisational structure ultimately led to an unsafe care environment. Therefore higher authorities are required to develop strategic solutions for service improvement. Trust needs to stress on the improvement of governance along with enhancement of work capabilities. This can help in achievement of sustainable environment for patient care. In addition to that direct engagement with healthcare professionals as well as patients needs to be managed. This can aid in managing the quality of care as well as keep the patients satisfied. 
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