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1. Introduction
The Mid Staffordshire NHS Foundation Trust scandal is considered one of the biggest healthcare failures in recent British healthcare history. During the years 2005 to 2009, patient care at Stafford Hospital was sub-standard, leading to unnecessary suffering, negligence, and avoidable deaths of many patients. The public inquiry led by Robert Francis QC revealed numerous failures related to leadership, governance, organisational culture, and accountability, exposing that the pursuit of financial and performance targets had been prioritised over providing safe and caring treatment to the patients (Rafferty and Leary, 2023). The scandal revealed some serious weaknesses in the National Health Service (NHS), and it required a number of reforms to enhance patient safety, transparency, and organisational learning (Martin, Stanford and Dixon-Woods, 2023).
Leadership is an important element of health services due to its effect on organisational culture, staff conduct, quality of services provided and patient outcomes. According to Northouse (2021), leadership is a process of influencing a group of people towards accomplishing a particular goal. In case of health and social care provision, leaders play a vital role in promoting patient centred approach, maintaining high professional standards and achieving continuous improvement of services. Leaders of healthcare organisations should balance between efficiency and their moral duty of protecting patients and healthcare professionals (Ahmed et al., 2024).
The structure of health care organisation is represented by such notions as centralisation and decentralisation. Centralisation means a concentration of power and decisions making at top organisational level while decentralisation includes delegation of power to various organisational levels and involvement of staff in decision making process (Northouse, 2021). Even though centralisation helps to achieve consistency and control strategy implementation, too much centralisation could hinder communication and flexibility, and it does not provide enough staff empowerment. On the contrary, decentralised systems can help to become more responsive and innovative but they require proper governance (Balakumaran, 2024).
Transformational leadership theory states that leaders should inspire employees through development of shared vision and positive organisational culture (Ystaas et al., 2023). In case of servant leadership, leaders should place patient and staff needs above organisational ones (Asfour, Abu-Wardeh and Al-Maharmeh, 2025). Compassionate leadership fosters empathic, inclusive and psychologically safe environment that becomes increasingly more important for a high quality of healthcare system (West, 2021; The King’s Fund, 2022). Lack of these leadership approaches led to a number of failures at Mid Staffordshire NHS Foundation Trust.
This report critically analyses the scandal in Mid Staffordshire NHS Foundation Trust by the principles of systems thinking, governance, leadership and organisational structure. The causes of the crisis are discussed; the impact of centralisation and leadership failures on patient outcomes is evaluated; several leadership theories are applied; main lessons and evidence based recommendations are suggested.
[bookmark: _Toc234426130]2. Main Body and Analysis 
[bookmark: _Toc234426131]2.1 Identifying the Problem and Setting the System Context: Applying Systems Thinking and the Rich Picture
In particular, the Mid Staffordshire NHS Foundation Trust scandal serves as an exemplary case of systemic problems associated with healthcare leadership, governance, organisational culture, and patient safety within the English National Health Service (NHS). During 2005-2009, Stafford Hospital exhibited a number of severe shortcomings in the quality of care provided leading to avoidable patient suffering, neglect and excess mortality. After conducting the Francis Public Inquiry, it has been established that patients were routinely neglected in terms of their hydration, nutrition, pain relief, dignity and essential nursing care whereas leaders focused on meeting financial targets and acquiring Foundation Trust status (Rafferty and Leary, 2023). This scandal is a landmark event of systemic failure in healthcare that now drives patient safety reforms within NHS (Martin, Stanford and Dixon-Woods, 2023).
Globally speaking, patient safety is a crucial public health problem. According to WHO statistics, one out of every ten patients experiences harm while being treated within healthcare facilities. Moreover, nearly 50% of these cases could be easily avoided (World Health Organization, 2023). Unhealthy healthcare practices cause millions of patients’ injuries and deaths each year posing enormous burden in human and economic terms (World Health Organization, 2023). The mid Staffordshire case is a vivid illustration of this general problem because it shows how weak organisational management and governance may affect healthcare quality and patients’ wellbeing. Vincent and Amalberti (2016) say that healthcare failures usually arise not because of individual mistakes but as a consequence of interplay between many elements (people, processes, technologies and organisation).
On the national level, the mid Staffordshire scandal revealed some crucial problems within NHS governance and regulatory oversight. Despite regular complaints of patients, family members and healthcare providers, those concerns did not receive appropriate attention from the Trust Board, regulators, and other oversight organisations (Rafferty and Leary, 2023). Nevertheless, NHS subsequent reforms aimed to increase transparency and learn from patient safety events; however, the problems related to organisational culture and accountability still persist within healthcare organisations (Martin, Stanford and Dixon-Woods, 2023). According to the study conducted by McCarthy, Dawson and Martin (2020) on the NHS staff and patient surveys, organisations characterised by more openness and psychological safety showed better employee engagement and patients’ experience.
There were several systemic factors that contributed to the Mid Staffordshire scandal. First, it is about under-staffing. As it is evidenced, low staffing levels are highly associated with high mortality rates and other poor patient outcomes (Dall’Ora et al., 2022). Besides, Twigg et al. (2021) have conducted a systematic review that showed that proper nurse staffing methods significantly improved patients’ safety and reduced adverse events and increased wellbeing of the workforce. Recent evidence suggests that nurse burnout is associated with medical errors and poor patient outcomes which means that there is a direct link between workforce wellbeing and patients’ safety performance (Li et al., 2024). In Mid Staffordshire case, due to understaffing and heavy workloads, healthcare providers could not provide their patients with appropriate care and treatment.
Systems thinking approach helps understand what was happening in this case and why. Systems thinking approach considers organisational outcomes not as consequences of separate events but results of interplay of many interconnected elements (Checkland and Poulter, 2006). In the Mid Staffordshire case, patient safety failures were not the consequence of individual negligence, but the outcome of the interaction of many elements: leadership decisions, under-staffing, governance, organisational culture and communications. Baker (2023) argues that modern patient safety investigations focus on the systemic reasons for harm instead of individual mistakes which means that the complex adaptive nature of healthcare is taken into account.
Governance failures in Mid Staffordshire took place at different levels. First, at the local level, leaders and board members did not pay attention to signals about worsening care. Second, at the regional level, the mechanisms of oversight were not effective enough to detect risks and take appropriate actions. Finally, on the national level, regulatory organisations gave significant weight to financial results while paying little attention to the patient experience and safety outcomes (Hughes, 2023).
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Figure 1: Rich Picture of the Mid Staffordshire NHS Foundation Trust System Failure
(Source: Self-developed)
A Rich Picture can be used to visualise these interactions. Patients who were subjected to substandard levels of care and had negative experiences were located at the core of the system. Nurses and other frontline staff worked under the conditions of understaffing, high workload pressures and organisational pressures. Management was concerned about financial goals, minimisation of costs and status of the Foundation Trust. Regulators cared mainly about performance indicators and not the experiences of patients. The interaction between the patients, the staff, the managers and the regulators did not go through effective communication channels that resulted in a slow reaction to complaints and risks. These interactions formed reinforcing feedback loops where understaffing led to high workload pressures that increased burnout, decline in quality of care, more complaints and negative experiences of the patients (Li et al., 2024; Dall’Ora et al., 2022).
Moreover, a culture of silence hindered organisational learning. Employees often could not speak up because of their fears and thus prevented the detection of risks before something wrong happened (Delpino, Lees-Deutsch and Solanki, 2023). Research in the area of psychological safety shows that health care organisations with supportive leadership and effective communication can better detect the safety risks and make needed improvements (Asfour, Abu-Wardeh and Al-Maharmeh, 2025). Thus, the scandal in Mid Staffordshire is an example of how lack of leadership, governance, understaffing, ineffective communication and culture can work in the complex health care system to cause devastating results.
[bookmark: _Toc234426132]2.2 Centralisation and Decentralisation within the Mid Staffordshire NHS Foundation Trust Scandal
The structure of a healthcare system plays a crucial role in shaping decision-making process, communication, and accountability. The Mid Staffordshire NHS Foundation Trust scandal serves as an example of the consequences of excessive centralisation of organisational governance and management. Even though NHS organisations tend to combine both centralisation and decentralisation to some extent, the findings of the Francis Inquiry reveal that decision-making in Mid Staffordshire was heavily dominated by senior executives and board members with minimal consideration of nurses’ opinions and patients’ experience (Rafferty and Leary, 2023).
Centralisation is an organisational structure which implies concentration of authority and decision-making at higher levels of organisational hierarchy (Northouse, 2021). In Mid Staffordshire, the senior leaders prioritised the goal of gaining Foundation Trust status and meeting financial targets, neglecting the patients’ needs (Rafferty and Leary, 2023). Thus, the centralised structure of governance resulted in ineffective communication and lack of response to new risks.
One of the key advantages of centralisation is the possibility to provide control and ensure consistency of organisational policies. Centralised healthcare organisations are more likely to establish standardized policies and financial controls and conduct strategic activities (Balakumaran, 2024). It means that centralised decision-making contributes to the efficient distribution of resources and allows to meet national healthcare goals. However, the experience of Mid Staffordshire proves that these advantages can be compromised if managers prefer to pay attention to organisational objectives rather than to patient-centred care. The Francis Inquiry found out that the board members tended to rely on performance reports and financial indicators without conducting sufficient investigation of patient safety and quality of services (Rafferty and Leary, 2023).
The drawbacks of centralisation are especially pronounced during the crisis situations. The frontline workers have important information about decreasing quality of services but cannot influence organisational decision-making. In their study of openness in NHS organisations, Martin et al. (2023) discovered that employees are willing to inform about safety problems if the leaders are approachable and responsive. In addition, in the environment characterized by hierarchical barriers and lack of psychological safety, healthcare professionals are less willing to report about any issues (Delpino, Lees-Deutsch and Solanki, 2023). Thus, the culture of centralised organisation is conducive to delayed identification of the problems.
Decentralisation is a structure that gives authority to the different organisational levels and engages frontline staff into decision-making process (Northouse, 2021). Decentralized healthcare system encourages problem-solving and responsiveness to the needs of patients. Eriksson, Jansson and Dellve (2025) state that organisations based on shared leadership and collaborative decision-making achieve better results in workforce and safety performance. If the Mid Staffordshire had applied the structure of decentralisation, nurses would have been able to influence the decisions.
The connection between the organisational structure and the performance of the workforce is important to take into account while discussing the scandal in Mid Staffordshire. The evidence shows that the level of nurse staffing significantly affects patient outcomes and organisational efficiency. According to Dall’Ora et al. (2022), poor staffing is associated with higher mortality rates, negative events and low quality of patient experience. Similarly, Twigg et al. (2021) conclude that efficient staffing strategy helps to improve safety outcomes and quality of services. However, the staff concerns related to nurse staffing in Mid Staffordshire were not considered by the senior management due to its centralised structure. This example demonstrates that the excessive centralisation of decision-making limits the organisational responsiveness to certain issues.
The scandal is also the example of the impact of the organisational structure on accountability. Efficient accountability presupposes open communication between the frontline staff, management, regulators and patients. However, the investigations that followed the scandal revealed serious problems with the information flow and supervision at all governance levels (Hughes, 2023). The national regulatory bodies paid much attention to the performance targets and financial indicators, while the experience and safety concerns of patients did not receive enough attention. Thus, the accountability became fragmented and poor practices remained unnoticed for several years. According to Baker (2023), the modern patient safety approach tends to focus on the understanding of the impact of organisational systems on behavior and outcomes.
Moreover, centralisation led to the development of organisational culture in which reputation was more important than transparency and learning. According to McCarthy, Dawson and Martin (2020), there is a positive correlation between openness and both staff engagement and patient satisfaction in NHS. Similarly, according to the Patient Safety Learning (2024), healthcare organisations with strong speaking-up culture demonstrate good safety performance and organisational learning. Poor communication prevented the escalation of concerns in the scandal in Mid Staffordshire.
From the critical perspective, the organisational structure of Mid Staffordshire hampered the crisis management, delayed the solution of problems and made accountability weaker. Although centralisation brings some advantages, such as the possibility to coordinate strategies and control finances, the application of this structure in the organisation creates a barrier between the leaders and the frontline workers. The combination of centralisation and decentralisation can make communication, accountability and patient safety more effective (Eriksson, Jansson and Dellve, 2025).
[bookmark: _Toc234426133]2.3 Leadership Theories and Their Application to the Mid Staffordshire NHS Foundation Trust Scandal
Leadership is an essential element when it comes to creation of organisational culture, influence on staff behaviour, and provision of safe and high-quality patient care. Leadership deficiencies that took place at Mid Staffordshire NHS Foundation Trust led to significant patient harm, organisational dysfunction, and governance failure. It has been identified that leaders in the institution had financial and reputational performance as priorities instead of putting patient safety first (Rafferty and Leary, 2023). Analysis of Mid Staffordshire scandal using transformational, servant, and compassionate leadership theories allows to highlight leadership flaws that caused the scandal and alternative leadership styles that could have helped to avoid it.
Transformational leadership style involves motivation and inspiration of employees by means of a shared vision and creation of innovative organisational culture (Northouse, 2021). Transformational leaders encourage employees’ engagement, foster collaboration, and ensure alignment of organisational goals with values and ethics. Ystaas et al. (2023) conducted a systematic review and discovered that transformational leadership is associated with higher job satisfaction, organisational commitment, collaboration, and better patient outcomes. However, analysis of the scandal shows that there were almost no signs of transformational leadership. Instead of creating the sense of commitment to patient care, leaders put their priority on achievement of financial and organisational goals and obtaining Foundation Trust status (Rafferty and Leary, 2023). In such a way, employees were alienated from organisational goals, and patient safety became secondary for managers.
The absence of transformational leadership was one of the causes of low staff engagement and poor quality of care provided by nurses. It has been revealed that organisations with effective transformational leaders tend to demonstrate strong safety culture and higher willingness of staff to report safety concerns and engage in improvement activities (Ystaas et al., 2023). However, at Mid Staffordshire, nurses frequently felt unsupported, under-appreciated, and uninfluential in decision-making process (Rafferty and Leary, 2023). Such a leadership style did not provide an opportunity for timely risk identification and response to emerging issues.
The second perspective useful for analysis of the leadership deficiency in Mid Staffordshire is represented by servant leadership theory. Servant leaders focus on needs of their employees, patients, and community instead of personal interests and organisational goals. The key elements of servant leadership include empathy, trust, empowerment, and ethical responsibility (Northouse, 2021). Asforour et al. (2025) have proved that servant leadership fosters positive effects on psychological safety, employee engagement, and patient safety culture within healthcare organisations. Moreover, Demeke et al. (2025) state that servant leadership increases work engagement and safety culture of healthcare staff and helps to improve staff performance. The Mid Staffordshire scandal proves the opposite example. The managers were mainly concerned about financial efficiency and external performance indicators, and they did not try to solve problems related to staffing, poor experiences of patients, and clinical quality (Rafferty and Leary, 2023). If servant leadership principles were implemented by managers of Mid Staffordshire, many problems could have been avoided.
Another theory useful for analysis of the scandal is compassionate leadership. Compassionate leaders use empathy, listening skills, inclusiveness, support, and responsiveness to the needs of patients and healthcare workers (West, 2021). According to The King’s Fund (2022), compassionate leadership is important for creation of positive organisational culture in healthcare and enhancement of health care quality. Moreover, Ahmed et al. (2024) found out that compassionate leadership helps to achieve patient safety, staff well-being, and quality improvement outcomes. Mid Staffordshire was lacking of compassionate leadership, since patients reported being neglected, having poor communication and insufficient care, and staff expressed their concerns about shortage of resources and low quality of care (Rafferty and Leary, 2023). Such a lack of compassion created conditions for acceptance of patients’ suffering.
One of the ways of assessing effectiveness of leadership is examination of workforce and patient outcome indicators. It has been proved that insufficient staffing leads to higher mortality rates, medical errors, and poor quality of care (Dall’Ora et al., 2022). Nurse burnout increases probability of mistakes and lowers patient satisfaction and safety (Li et al., 2024). Such evidence is crucial for understanding of the Mid Staffordshire scandal because of leaders’ inability to react to the problem. Competent leaders would understand the importance of the link between well-being of healthcare workers and organisational performance and implement corresponding measures for solving staff shortages.
Critical evaluation of the leadership at Mid Staffordshire shows that leaders’ approach to management of the situation was mostly reactive. Instead of anticipating possible risks and establishing systems for safe care delivery, leaders were concerned only about their reaction to performance requirements. Moreover, the leadership style at Mid Staffordshire was based on hierarchical control instead of collaboration, empowerment, or shared responsibility. Contemporary literature suggests that collective leadership model can improve communication, staff engagement, and organisational learning (Eriksson, Jansson and Dellve, 2025).
Thus, Mid Staffordshire scandal proves that leadership is an important factor for healthcare organisations’ operation. Lack of transformational, servant, and compassionate leadership resulted in poor organisational culture, low staff engagement, and poor patient safety. Contemporary evidence of healthcare leadership suggests that adoption of patient-centred, compassionate, and collaborative leadership styles is important for creating resilient healthcare organisations (Ahmed et al., 2024; West, 2021; Ystaas et al., 2023).
[bookmark: _Toc234426134]2.4 Improvement and Lessons Learned
The Mid Staffordshire NHS Foundation Trust scandal is one of the prime examples of how the lack of proper leadership, governance, organisational culture, and system design results in patient safety deterioration. Although the Francis Inquiry revealed various gaps in care delivery, it produced some important lessons for the development of healthcare policies and patient safety reforms in the NHS. Critically evaluating this scandal, it becomes clear that sustainable improvement requires an integrated approach, taking into account leadership behaviour, governance, staffing, communication, and organisational learning. The interaction between these aspects has resulted both in the appearance of the crisis and the effectiveness of subsequent changes.
First, the main problem was inadequate nurse staffing. Insufficient staffing levels have led to increased workload, delayed care provision, decreased monitoring of patients’ condition and deterioration of care standards (Dall’Ora et al., 2022). Twigg et al. (2021) report that the use of adequate staffing methods improves patient safety, enhances workforce well-being, and increases quality of services provided. Despite the presence of repeated hints that staffing levels affect the delivery of care, Mid Staffordshire leaders did not resolve this issue properly (Rafferty and Leary, 2023). The lesson drawn from this example is that workforce planning is necessary not only to improve financial performance but also to increase patient safety. Modern healthcare organisations apply evidence-based staffing methods to ensure that staffing levels meet patient needs (Allen et al., 2025).
Secondly, the existence of the culture where issues could not be raised, discussed and corrected was a critical failure. Employees often could not reveal concerns related to patient safety because of fear of consequences or the perception of inappropriate managers’ reaction (Rafferty and Leary, 2023). Delpino, Lees-Deutsch and Solanki (2023) find that psychological safety is the factor that contributes to raising concerns about risks, errors and other problems. When the voice of the employee is valued, it becomes easier for the organisation to identify the existing problems and correct them to prevent any patient harm. Consequently, one of the major lessons that can be drawn from the scandal is the need to develop open reporting cultures. NHS organisations started to implement such initiatives as "Freedom to Speak Up" Guardians to promote organizational openness and staff willingness to express concerns (Martin et al., 2023).
Thirdly, the weak governance has played an important role in creating the situation of patient harm. Governance includes accountability, reliable performance measurement and oversight. Nevertheless, Mid Staffordshire governance systems could not detect the deterioration of care standards and react appropriately despite the presence of many warnings from the side of patients, family members, and healthcare providers (Hughes, 2023). Regulators paid much attention to the financial performance and targets achieving while paying little attention to the patients’ experience and quality metrics (Rafferty and Leary, 2023). The main lesson revealed by the Francis Inquiry is the need for balance between the organisational efficiency and patient-centred accountability. Modern frameworks for governance include quality improvement, transparency and patient safety metrics in addition to traditional performance metrics (Care Quality Commission, 2024).
As a response to these failures, several reforms concerning patient safety and organisational learning have been implemented in the NHS. One of them is the introduction of Patient Safety Incident Response Framework (PSIRF), which supports system focused investigation of adverse events instead of blaming individual employees (NHS England, 2023). Baker (2023) points out that this change is a result of understanding of patient harm being a product of interactions in healthcare systems, not individual mistakes. Similarly, Dekker (2018) supports the approach called "Just Culture", which combines accountability and learning and allows for identifying the reasons of failures while maintaining trust among employees. It is a crucial shift from reactive approaches to proactive and system oriented strategies.
Another important aspect of learning is the change of leadership style. Contemporary research increasingly reveals the positive contribution of compassionate, servant and collective leadership styles to better organisational cultures and patient outcomes (Ahmed et al., 2024; Eriksson, Jansson and Dellve, 2025). Compassionate leadership involves compassion, listening and support, which help leaders understand better the patients’ and healthcare providers’ experiences (West, 2021). Servant leadership puts patients’ and employees’ wellbeing in the centre, creating trust and engagement throughout the organisation (Asfour, Abu-Wardeh and Al-Maharmeh, 2025). Collective leadership distributes responsibility for decisions between team members (Eriksson, Jansson and Dellve, 2025). If such leadership styles had existed at Mid Staffordshire, the organisational barriers preventing the effective communication and problem solving would have been diminished.
It should be noted that the scandal has also revealed the importance of continuous organisational learning. Martin, Stanford and Dixon-Woods (2023) state that despite some progress in the promotion of openness and transparency in the NHS a decade after the Francis Inquiry, there are still some challenges. Similarly, Patient Safety Learning (2024) claims that continuous learning is the way to sustainable improvement of safety in healthcares. The mechanism of organisational learning implies collection of accurate data, analysis of performance trends, stakeholder engagement and implementation of evidence-based interventions. Otherwise, lessons learned will not lead to improvements.
From the point of view of systems thinking, the Mid Staffordshire scandal serves as an example of how leadership, governance, staffing, communication and organisational culture interact in complex healthcare environment. According to Checkland and Poulter (2006), the outcomes of the organisation result from the relations between its components and not separate events. In the case of Mid Staffordshire, centralised decision making, inadequate staffing, weak governance and poor communication reinforced each other through negative feedback loops, leading to patient harm. The lesson for healthcare organisations is that any improvements should cover the whole system and not just the failures.
[bookmark: _Toc234426135]3. Recommendations 
The lessons learned from the Mid Staffordshire NHS Foundation Trust scandal indicate that sustainable healthcare quality improvement requires integrated solutions to change healthcare leaders’ attitudes, healthcare governance, workforce management practices, organisational communications, and learning. Based on the analysis above, the following evidence-based recommendations can be offered to promote patient safety and organisational efficiency and prevent the recurrence of such healthcare failures in the future.
[bookmark: _Toc234426136]3.1 Adopt Patient-Centric Leadership
Healthcare organisations are recommended to incorporate compassionate leadership into all managerial activities to ensure that the welfare of patients is the main goal of an organisation. In this way, patient-centric leadership fosters such values as empathy, active listening, inclusion, and support to patients and employees and develops a positive organisational culture (West, 2021; Ahmed et al., 2024). The King’s Fund (2022) argues that compassionate leadership is a major contributor to organisational success regarding workforce wellbeing, patient satisfaction, and quality of services provided. Consequently, healthcare leaders should undergo regular training to develop their skills in patient-centred leadership, emotional intelligence, and decision-making.
[bookmark: _Toc234426137]3.2 Enhance Collective and Distributed Leadership
The scandal at Mid Staffordshire NHS Foundation Trust demonstrated risks related to excessive centralisation and hierarchical decision-making. Health organisations should embrace collective leadership and encourage their frontline staff to become involved in decision-making and quality improvement projects (Eriksson, Jansson and Dellve, 2025). The development of collective leadership promotes accountability, communication, and responsiveness to emerging risks, thus, improving patient safety.
[bookmark: _Toc234426138]3.3 Improve Workforce Planning and Maintain Adequate Staffing
Safe staffing should be perceived as a strategic priority concerning patient safety. There is abundant evidence that unsafe staffing results in increased morbidity, higher mortality rates, adverse events, staff burnout, and poor quality of care (Dall’Ora et al., 2022; Li et al., 2024). Hence, health organisations should develop evidence-based staffing models that take into account patient acuity, demand for services, and workforce wellbeing (Twigg et al., 2021; Allen et al., 2025). Health organisations should conduct workforce audits to identify staffing gaps and allocate resources appropriately.
[bookmark: _Toc234426139]3.4 Develop Robust Governance and Accountability
The frameworks of governance should focus not only on financial indicators but also on patient safety, quality of care, and patient experience. According to the Care Quality Commission (2024), there is a need for effective governance systems to enhance transparency, accountability, and continuous improvement. Hence, health organisations should develop strong governance mechanisms that involve board oversight of patient safety outcomes and include monitoring of quality indicators, patients’ feedback, staffing indicators, and incident reports. At the same time, the responsibility and accountability mechanisms should be clearly identified to address emerging risks.
[bookmark: _Toc234426140]3.5 Develop a Culture of Openness and Psychological Safety
Healthcare organisations should create the climate where it is possible to voice concerns without being subjected to retaliation. Numerous studies indicate that psychological safety influences positively the process of reporting, organisational learning, and patient safety (Delpino, Lees-Deutsch and Solanki, 2023; Asfour, Abu-Wardeh and Al-Maharmeh, 2025). Thus, health organisations should promote speaking-up culture, develop Freedom to Speak Up programs, and improve communication between stakeholders.
[bookmark: _Toc234426141]3.6 Foster Systems Learning via PSIRF and Just Culture Principles
It is essential to implement continuous learning in health care systems. Health organisations should use the Patient Safety Incident Response Framework (PSIRF) to conduct investigations of incidents using a systems approach instead of blaming individuals (NHS England, 2023). The implementation of the Just Culture principles will further foster organisational learning and balance between accountability and fairness (Dekker, 2018). Evaluation, stakeholder involvement, and evidence-based improvements will help healthcare organisations to become more resilient to emerging risks.
[bookmark: _Toc234426142]4. Conclusion 
As per the above discussion, it can be concluded that the Mid Staffordshire NHS Foundation Trust scandal is arguably one of the greatest NHS failures and offers valuable lessons to healthcare organisations around the world. As shown in the report, the case was not caused by single incidents but resulted from interactions between incompetent leadership, poor governance, insufficient staffing, ineffective communication systems, and a toxic organisational culture. Systems thinking has revealed that the aforementioned elements fed into each other creating conditions for persistent poor standards of care and, consequently, patient harm.
Analysis showed that high level of centralisation led to poor accountability and low involvement of frontline staff in decisions-making. The leadership in the Mid Staffordshire NHS Foundation Trust focused on achieving organisational goals rather than caring about patients’ health and ignored patients’ and staff members’ concerns. The lack of transformational, servant, and compassionate leadership made things even worse by undermining organisational culture and learning opportunities for the staff. It is proven in contemporary healthcare literature that effective leadership contributes to patient safety, wellbeing of staff, and organizational resilience (Ahmed et al., 2024; Ystaas et al., 2023).
It also became clear that effective governance systems, safe staffing, and positive communication cultures are crucial to ensure high-quality healthcare delivery. Reforms that were implemented after the Francis Inquiry and include higher emphasis on transparency, patient safety, and system-based learning have helped the NHS in many ways (Martin, Stanford and Dixon-Woods, 2023). Despite the current challenges, it is evident that there is still room for improvement in healthcare sector.
Overall, the case of Mid Staffordshire NHS Foundation Trust highlights the necessity for an organisation to successfully integrate leadership, governance, workforce management, and systems thinking in order to be able to deliver high-quality healthcare services without failing. Thus, healthcare organisations that pay close attention to their leadership and its attributes such as collective accountability, compassion and learning can avoid scandals like the one in Mid Staffordshire.
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