UNIVERSITY OF WALES TRINITY SAINT DAVID

MSc Public Health and Social Care in Practice

Component 2: Service Improvement Report

A Critical Analysis of Quality Failure and Service Improvement
at Mid Staffordshire NHS Foundation Trust

Student Name:   Krishna Snehalgiri Goswami
Student ID: 2436890

Module Code: LCHS7006
Module Title: Quality Assurance and Service Improvements
Lecturer: Arif Ahmed / Brian Mashumba
Submission: 17th April 2026




2

Table of Contents
1. Introduction	3
2. Main Body	4
2.1 Rationale for Framework Selection	4
2.2 Fishbone Diagram Analysis	4
2.3 Five Whys Analysis	5
2.4 Donabedian Model Analysis	7
2.5 SWOT Analysis	8
2.6 Policy Context	9
2.7 Synthesis and Transition	9
3. Recommendations	9
Recommendation 1: Strengthening Clinical Governance Through the PDSA Cycle	10
Recommendation 2: Workforce Reform Using Lean Methodology	10
Recommendation 3: Rebuilding Incident Reporting Culture Through PDCA	11
Recommendation 4: Embedding Patient-Centred Care Using Six Sigma	11
4. Conclusion	12
Reference List	13



[bookmark: _Toc226930631]1. Introduction
Failure to avert patient safety issues is one of the most impactful issues in the modern health and social care systems. In the case of quality breakdown in healthcare organisations, the damages go well beyond the individual patient, to the destruction of trust, institutional legitimacy and the sustainability of service delivery in the long term (Walshe and Shortell, 2004). It is the reason why learning how and why such failures take place is central to the field of quality assurance and service improvement. According to Kohn, Corrigan and Donaldson (2000), mistakes that occur in a complex system are hardly due to personal negligence but are instead indicative of underlying organisational and structural failures that are not easily detectable until they combine to produce disastrous effects.
The Mid Staffordshire NHS Foundation Trust scandal, which took place between 2005 and 2009, is exactly such an intersection. The Trust is in Stafford, England, where, after the discovery of widespread patient neglect, poor standards of care, and preventable deaths at Stafford Hospital, a significant public inquiry was conducted (Dixon-Woods et al., 2014). Patients had systemic failures in the most basic areas of care hygiene, nutrition, hydration, pain management, and dignity failures so systemic that they suggested a total breakdown of organisational quality governance as opposed to an isolated clinical error. It is estimated that there were between 400 and 1,200 excess deaths in the process, a discovery that led to one of the biggest healthcare investigations in the history of the NHS (Berwick, 2013). The following inquiry, led by Robert Francis QC, found that root causes were systemic and were due to an institutional culture that emphasized financial performance and achievement of foundation trust status over patient welfare (Mannion and Davies, 2015).
The importance of the case is far greater than Staffordshire. The scandal revealed deep flaws in the structures by which NHS organisations are responsible for care quality - flaws in clinical governance, regulatory control, incident reporting and leadership (Scally and Donaldson, 1998). An organisational culture was also found to be the cause of failure and the obstacle to its timely detection, as a culture of defensiveness and blame prevailed, stifling transparency and whistleblowing (Mannion and Davies, 2018). These dynamics mirror the international health issues in healthcare, where the interaction between organisational structure, care processes, and patient outcomes is not simple and disputed (Donabedian, 1988). More crucially, the Morecambe Bay Investigation (Kirkup, 2015) found that the most pronounced governance and cultural lapses in a different NHS organisation, which proved the circumstances that enabled Mid Staffordshire, were not unique but had lasting implications on the quality improvement practice today.
The report is a continuation of the systems-based analysis in Component 1 that uses Fishbone Diagram, 5 Whys, Donabedian Model, and SWOT analysis to critically examine root causes and strategic considerations. The PDSA, Lean, PDCA, and Six Sigma methodologies are then used to develop evidence-based recommendations based on peer-reviewed literature, real-world organisational evidence, and recent national care quality assessments across England (Care Quality Commission, 2023).
[bookmark: _Toc226930632]2. Main Body
[bookmark: _Toc226930633]2.1 Rationale for Framework Selection
The Fishbone Diagram, 5 Whys, Donabedian Model, and SWOT analysis were chosen since they consider causation, iterative root cause interrogation, quality assessment, and strategy, respectively. The Fishbone Diagram is a systematic classification of contributory causes whose analysis takes analysis past the symptoms to systemic causes (Nicolini, Waring and Mengis, 2011). The 5 Whys builds upon it by asking questions about each cause in an iterative process (Peerally et al., 2017). The Donabedian Model evaluates quality in the structure, process, and outcome - a model that is regarded as one of the cornerstones internationally (Donabedian, 1988; Ayanian and Markel, 2016). SWOT analysis allows discussing the internal and external environmental pressures at the same time (Siddiqui, 2021). Collectively, these frameworks include a stringent, multi-dimensional, evidence-based base that is relevant to the Mid Staffordshire setting.
[bookmark: _Toc226930634]2.2 Fishbone Diagram Analysis
The Fishbone Diagram helps define the underlying causes of a quality issue in the form of various categories (Peerally et al., 2017). At Mid Staffordshire, the failures in people, processes, management and policy led to systemic patient harm - validation that no one cause of failure acts individually (Nicolini, Waring and Mengis, 2011).
The main cause was understaffing, which was chronic among people. In an attempt to achieve foundation trust status, about 150 posts in nursing establishments were cut between 2006 and 2008 (Vincent, Taylor-Adams and Stanhope, 1998). Aiken et al. (2014) illustrated that every extra patient per nurse corresponded with a 7% rise in the odds of inpatient mortality, and these decreases were a clinically predictable and measurable risk. The Trust board, under management, placed a greater emphasis on financial performance indicators at the expense of clinical safety and meaningful engagement with care quality (Scally and Donaldson, 1998). Defensive organisational culture was under process, and it proactively inhibited the escalation of adverse events (Mannion and Davies, 2015). National financial systems under policy encouraged throughput, rather than patient security (Walshe and Shortell, 2004). These findings were echoed in the Morecambe Bay Investigation (Kirkup, 2015), which revealed alarmingly similar governance and reporting errors, indicating that these trends were not limited to Mid Staffordshire.
Critiques of the Fishbone Diagram have decried it as promoting a reductionist perspective of causation - that is, of discrete, amenable categories, as opposed to the complex systemic interactions (Peerally et al., 2017). However, Nicolini, Waring and Mengis (2011) maintain that RCA tools do not lose much value when organisational learning goals are well defined and well resourced. This conflict should not be ignored when using the framework in complicated healthcare environments.
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Figure 1: Fishbone Diagram illustrating root causes of quality failure at Mid Staffordshire NHS Foundation Trust (Author's own, adapted from Peerally et al., 2017)
[bookmark: _Toc226930635]2.3 Five Whys Analysis
The 5 Whys assists in setting the deepest level of a problem by asking five successive questions (Why) (Peerally et al., 2017). Applied to Mid Staffordshire: patients suffered harm because fundamental care was not delivered; care was not delivered because nursing staff were critically insufficient; staffing was insufficient because the board reduced nursing posts to achieve financial targets; the board prioritised finance because governance frameworks rewarded cost reduction over clinical quality; governance frameworks were misaligned because national policy incentivised foundation trust status without adequate safety safeguards. The root cause as supported by this chain is that it was not just clinical incompetence but failure of structural policy that is directly translated into the governance and cultural recommendations in the Section 3. Peerally et al. (2017) acknowledge that when used together with the Fishbone Diagram, the 5 Whys provides an iterative degree of depth of causal inquiry which adds significantly to root cause inquiry. One of its known weaknesses, though, is that it tends to form single linear chains, which may cause an overlooking of parallel causal pathways discovered during the Fishbone analysis (Peerally et al., 2017). The two tools are complementary in the sense that when they are combined they provide a thorough and detailed concept of causality.
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Figure 2: Whys causal chain applied to Mid Staffordshire NHS Foundation Trust (Author's own, adapted from Peerally et al., 2017)
[bookmark: _Toc226930636]2.4 Donabedian Model Analysis
The Donabedian Model is used to assess the quality of healthcare in terms of structure, process, and outcome (Donabedian, 1988; Ayanian and Markel, 2016). Mid Staffordshire experienced a simultaneous breakdown of all three dimensions, which proved that the systemic and not episodic character of the breakdown.
Structure is defined as the level of staffing, leadership capability and governance structures (Donabedian, 1988). The nursing facilities were severely understaffed at Mid Staffordshire, the leadership lacked control, and the governance systems were not able to create credible care quality intelligence (Scally and Donaldson, 1998). Process includes the ways of care delivery and reporting. Routine gaps in basic nursing interventions, hydration monitoring, pain management, and personal cleanliness were overlooked, and reporting of incidents could not raise concerns (Nicolini, Waring and Mengis, 2011). Outcome is the impact of care on patient health. In addition to the number of estimated excess deaths (400-1200), there was a severe impairment in patient experience outcomes including dignity, comfort, and responsiveness (Walshe and Shortell, 2004). Most importantly, the failures were not evenly distributed; vulnerable and elderly patients, as well as those with cognitive impairments, were disproportionately impacted, which proves that equity should be an evaluative aspect clearly expressed in the quality improvement models (Dixon-Woods et al., 2014).
The main weakness of the Donabedian Model that remains critical is its approach of linear causality - that improvements in the structure will inevitably lead to an improvement in the processes and, as a result, to the outcome. Ayanian and Markel (2016) note that these relationships are contextually dependent and non-linear. Donabedian (1988) himself realised that the framework was an evaluative prism as opposed to a prescriptive mechanism. The model remains the most popular international instrument for assessing healthcare quality due to its conceptual transparency and empirical flexibility.
[image: ]
Figure 3: Donabedian Model applied to Mid Staffordshire NHS Foundation Trust (Author's own, adapted from Donabedian, 1988)
[bookmark: _Toc226930637]2.5 SWOT Analysis
According to Mannion and Davies (2018), SWOT analysis offers a crucial contextual overview allowing organisations to develop quality improvement interventions that are sensitive to their internal and external unique situation. SWOT analysis examines internal strengths and weaknesses as well as external opportunities and threats (Siddiqui, 2021), connecting root cause analysis with actionable strategy (Mannion and Davies, 2018). Among the strengths, there are the developed NHS infrastructure, post-Francis regulating changes, and national patient safety models (NHS England, 2019; Care Quality Commission, 2023). Among the weaknesses are long-standing staffing shortages, the culture of non-transparency, and governance systems that traditionally have valued financial performance over care quality (Mannion and Davies, 2015). There are opportunities via the NHS People Plan (NHS England, 2020), digital monitoring programmes, and Freedom to Speak Up Guardian mechanisms (NHS England, 2016). Challenges involve continuous financial stress, worsening labour shortage, and the possibility that quality improvement is merely superficial without focus on cultural determinants (Walshe and Shortell, 2004; Ham, Dixon and Brooke, 2012). One drawback of SWOT is that it is descriptive, not predictive, i.e. it identifies factors without prioritizing them by probability or prescribing a sequence of action (Siddiqui, 2021), which highlights the importance of using it with iterative approaches like PDSA and PDCA.
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Figure 4: SWOT Analysis of quality improvement context at Mid Staffordshire NHS Foundation Trust (Author's own, adapted from Siddiqui, 2021)
[bookmark: _Toc226930638]2.6 Policy Context
These incentives were not accidental — they reflected a deliberate national policy agenda that positioned organisational efficiency above clinical quality, with regulators insufficiently empowered to challenge this hierarchy (Walshe and Shortell, 2004).The reform after Francis was made: NHS Patient Safety Strategy (NHS England, 2019) promised a safety learning culture; Freedom to Speak Up (NHS England, 2016) provided Guardian mechanisms; and CQC inspection was significantly increased (Care Quality Commission, 2023). NHS People Plan (NHS England, 2020) covers workforce sustainability. Nevertheless, the State of Care report published by CQC (2023) reports widespread staffing strains, cultural obstacles, and governance disparity among NHS providers - meaning that, policy architecture has been enhanced since 2013, but its translation into consistent frontline practice remains incomplete. Berwick (2013) cautioned that regulatory compliance may replace actual improvement as opposed to motivating it. It is still debatable whether post-Francis reforms have brought long-term improvement (Ham, Dixon and Brooke, 2012), and critical policy evaluation is a key component of a continued quality improvement strategy.
[bookmark: _Toc226930639]2.7 Synthesis and Transition
Fishbone Diagram, 5 Whys, Donabedian Model, and SWOT analysis are all demonstrations of interconnected systemic malfunctions that no one framework can clearly present. The 5 Whys addresses cause and effect chains to the policy level; the Donabedian Model shows how the cause translates to all three quality dimensions; and the SWOT analysis places improvement in the context of strategic deployment. The overlap of results proves that Mid Staffordshire's failures were recognisable and remediable - deficiencies that quality improvement science has developed robust tools to address (Berwick, 2013; Kohn, Corrigan and Donaldson, 2000). This synthesis represents the inherent basis behind the recommendations that ensue (Taylor et al., 2014).
[bookmark: _Toc226930640]3. Recommendations
TThe analysis identifies four principal areas requiring targeted intervention of intervention, which are clinical governance, staffing, incident reporting culture, and patient-centred care. All the recommendations are reactive to determined root causes and underpinned by quality improvement methodologies.
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Figure 5: Summary of evidence-based recommendations with QI methodologies, responsible leads and implementation timeframes (Author's own)
[bookmark: _Toc226930641]Recommendation 1: Strengthening Clinical Governance Through the PDSA Cycle
The failures at Mid Staffordshire were the lack of board-level interest in patient safety and subordination of clinical performance to financial performance (Scally and Donaldson, 1998). The PDSA cycle is an iterative approach to testing and scaling interventions that should be used to develop clinical governance reform (Taylor et al., 2014). During the Plan phase, a governance audit in relation to national standards must reveal shortcomings at a board level. During the Do phase, real-time data should be piloted on a monthly review of safety in one clinical division of the facility. During the Study phase, the effects of the reporting rates and outcomes must be assessed. During the Act phase, those models that are successful need to be scaled on an organisational-wide basis (Reed and Card, 2016). West and Dawson (2012) provide evidence that NHS trusts that exhibit a greater level of staff engagement have a statistically lower rate of mortality, proving that governance reform can deliver a quantifiable impact. Reed and Card (2016) warn that PDSA cycles need to be applied with rigidity as opposed to being only adhered to. The Chief Nursing Officer and the Director of Quality should spearhead this, and the pilot process will be done in six months, and the trust-wide implementation will be done in twelve months.
[bookmark: _Toc226930642]Recommendation 2: Workforce Reform Using Lean Methodology
Aiken et al. (2014) revealed that workforce sufficiency is a patient safety issue addressed directly, as the odds of mortality rise by 7% with each extra patient per nurse. Lean methodology - maximisation of value and minimisation of waste - provides a systematic method of workforce utilisation without spurring resource growth (Radnor, Holweg and Waring, 2012). Patterns of deployment should be subjected to analysis using lean principles and come up with safe staffing ratios in line with NICE (2014) guidelines as standards that are nonnegotiable. West, Eckert, Collins and Chowla (2017) testify to the fact that empathetic leadership should be considered one of the background conditions to the successful implementation of Lean, and the commitment of the staff members defines the preservation of the gains. Radnor, Holweg and Waring (2012) warn that Lean often can lead to localised short-term benefits when it is instituted as a standalone tool as opposed to a system-wide philosophy. The Director of Nursing should spearhead this, and the staffing ratios must be functional within three months, and a total review of the workforce must be achieved within nine months.
[bookmark: _Toc226930643]Recommendation 3: Rebuilding Incident Reporting Culture Through PDCA
One of the most detrimental process failures at Mid Staffordshire was the hiding of incident reporting (Mannion and Davies, 2015). They need structural and behavioural intervention (PDCA cycle) to rebuild psychological safety (Langley et al., 2009). At the Plan stage, anonymous digital reporting systems should be introduced and Freedom to Speak Up Guardians appointed (NHS England, 2016). All the staff grades should receive training on psychological safety since it is a mandatory phase, given under the Do phase. During the Check phase, the reporting rate and the data on near misses are to be observed every quarter. During the Act phase, the infrastructure and training must be updated, respectively (Berwick, 2013). Based on an investigation by Berwick (2013), it was reported that NHS organisations with developing speaking-up cultures after Francis showed significant improvements in incident capture rates. The Freedom to Speak Up Guardian and the Director of People must lead this, with the systems in place within three months, and better rates manifested within six months.
[bookmark: _Toc226930644]Recommendation 4: Embedding Patient-Centred Care Using Six Sigma
In Mid Staffordshire, patient-centred care was formally unavailable, and dignity, hydration and nutrition were regularly not met (Kohn, Corrigan and Donaldson, 2000). The data-backed DMAIC framework proposed by Six Sigma, namely Define, Measure, Analyse, Improve, Control, offers an approach to eradicating the point of care delivery defects (Antony et al., 2019). The mapping of patient experience deficits should be done during the Define phase. The stage of Measure is when the baseline data on care in all wards should be obtained. Variation during Analyse phase must point out high-risk processes. During the Improve stage, hydration, nutrition, hygiene, and pain care bundle tests need to be conducted. Monitoring dashboards are supposed to be maintained in the Control phase (McDermott et al., 2022). McDermott et al. (2022) show substantial differences in care variation decrease with Six Sigma; Antony et al. (2019) warn that statistical knowledge and willingness are a requirement. The Head of Patient Experience should spearhead this, with baseline data collected within two months, and measurable results of the implementation recorded in 12 months.
[bookmark: _Toc226930645]4. Conclusion
This report has critically discussed the systemic quality failures at Mid Staffordshire NHS Foundation Trust using the Fishbone Diagram, 5 Whys, Donabedian Model, and SWOT analysis and has formulated four evidence-based recommendations using proven quality improvement methodologies.
It is in the analysis that the failures at Mid Staffordshire were not isolated or accidental. Root causes in the Fishbone Diagram were found under people, management, processes, and policy. The 5 Whys followed the causes through to the deepest systemic root cause - structural policy misalignment, rewarding financial performance rather than patient welfare. The Donabedian Model revealed the way root causes appeared concurrently on the structural, process, and outcome dimensions, with circumstances where patient harm (estimated at 400-1,200 excess deaths) became predictable and preventable. Most importantly, those failures were not equally distributed, which proved that equity should also be a key aspect of any quality improvement model. The policy situation and SWOT analysis placed these results in the wider context of NHS reform, recognising the obstacles and opportunities that have to be negotiated in the development of plausible improvement responses.
The four recommendations of governance reform based on PDSA, workforce restructuring based on Lean, cultural transformation based on PDCA and patient-centred care based on Six Sigma cover the entire range of the identified deficiencies. They are all meant to be part of a more comprehensive strategy of improvement, understanding that the failures of a system are to be addressed with a systemic solution (Berwick, 2013).
The history of Mid Staffordshire serves as a constant reminder that quality assurance in health and social care is a moral imperative. Sustained improvement requires unwavering commitment to transparency, accountability, and patient well-being at all organisational levels (Walshe and Shortell, 2004; Dixon-Woods et al., 2014).
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