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Foundational Context

• During 2005–2009, severe shortcomings in patient 

treatment led to one of the most serious care scandals in 

the NHS (Berwick, 2013).

• Hundreds of patients experienced avoidable harm due to 

chronic understaffing, poor leadership, and a deeply unsafe 

organizational culture (Benning et al., 2011). 

• The case illustrated how administrative, policy, and 

structural flaws can undermine healthcare quality and safety  

(McKee and Healy, 2002)

• The scandal prompted national reforms and inquiries into 

the governance, leadership, and accountability structures 

within the NHS (Alderwick et al., 2021; Willis et al., 2016).



Systems-Based Analysis – Multiple Barriers 
Breakdown Model

• Reason’s Swiss Cheese framework explains that accidents occur when 

weaknesses across multiple safety defences align, allowing a hazard to 

move through the system and cause harm (Leape, 1994).

• Several defence mechanisms, such as healthcare governance, 

regulatory inspection, and managerial monitoring, were ineffectual at 

Mid Staffordshire (Berwick, 2013).

• Negative effects are usually structural rather than the consequence of 

individual negligence, as demonstrated by the failure of these 

mechanisms (Leape, 1994; Baker and Denis, 2011).

• The concept emphasizes the importance of strong organizational 

structures and proactive risk management (Clay Williams and 

Braithwaite 2015).



Root Causes – Ishikawa Diagram

• The most common tool for determining the underlying causes of 

complicated issues is the Fishbone Diagram (Tague, 2005).

•  In the case of Mid Staffordshire, causes can be grouped into categories 

such as People, Policy, and Process. 

• “People factor” poor morale, inadequate clinical supervision, and lack of 

education were among the "people“.

• Policy” factors reflected a focus on financial targets and Foundation Trust 

status rather than patient outcomes (Barasa et al., 2017).

• “Process” issues related to poor communication, ineffective handovers, and 

weak incident reporting (Benning et al., 2011; Parand et al., 2014)

• Using the Fishbone approach underscores that poor outcomes often stem 

from interconnected organizational factors.



Quality Evaluation – Donabedian Model

• The structure–process–outcome framework healthcare quality in terms of structure, process, and 

outcomes (Campbell, Roland and Buetow, 2000).

•  Poor structural conditions such as understaffing, resource shortages, and weak leadership, negatively 

influenced care processes at Mid Staffordshire (Berwick, 2013). 

• This led to poor outcome which includes avoidable deaths, patient neglect, and loss of trust in the NHS 

(Benning et al., 2011).

•  The model clarifies that improving healthcare quality requires simultaneous attention to the physical 

environment, staff capacity, and procedural integrity (Hayes, Batalden and Goldmann, 2015).



Policy Issues and Impact

• Policy pressures to achieve Foundation Trust status drove hospital executives to 

priorities financial performance over safe patient care (Berwick, 2013; Checkland 

et al., 2007). 

• Regulatory agencies, including the Care Quality Commission (CQC) and Monitor, 

failed to detect early signs of declining care quality (Barasa et al. 2017; Waring, 

2007).

•  Weaknesses in policy design and regulatory enforcement exacerbated inequities 

in care and undermined public confidence in NHS accountability structures 

(Benning et al., 2011; Fulop and Ramsay, 2019).

•  These failures demonstrate that effective regulation requires timely, transparent, 

and evidence-based oversight mechanisms (Anderson, Ross and Macrae, 2020).



Lessons and Recommendations – 
Kotter’s 8-Step Model

• To address system-level failures,  

eight-stage approach outlines a 

systematic process for guiding 

major organizational change 

(O’Hara and Aase, 2018).

1. Create Urgency: Highlight 

patient-safety risks to motivate 

change (Leape, 1994; Burnes, 

2004). 

2. Form a Guiding Coalition: Use a 

multidisciplinary team to lead 

improvement (Berwick, 2013). 

 

3. Develop a Vision and 

Strategy: Focus the 

vision on safe, patient-

centred, compassionate 

care (Barasa et al., 2017)

 

4. Communicate the 

Vision: Share it clearly 

to build engagement and 

accountability (Burnes, 

2004).



5. Empower Staff: Encourage 

employees to report safety issues 

without fear (Leape, 1994; Parand 

et al., 2014).

6. Create Short-Term Wins: 

Recognize early improvements in 

safety (Burnes, 2004). 

7. Consolidate Gains: Share 

learning across departments and 

sustain progress (Berwick, 2013). 

8. Anchor Culture Change: 

Make safety, learning, and 

accountability core values 

(Burnes, 2004; Anderson, Ross 

and Macrae, 2020)

Embedding these principles in 

NHS leadership can help prevent 

future systemic failures 

(Alderwick et al., 2021).



Conclusion

• The Mid Staffordshire NHS Foundation Trust case reveals how systemic weaknesses in leadership, 

staffing, policy, and culture can produce catastrophic failures in care quality (Berwick, 2013). 

• Using the Swiss Cheese, Fishbone, Donabedian, and Kotter models highlights that improvement 

must address systems rather than individuals (Leape, 1994; Campbell, Roland & Buetow, 2000; 

Burnes, 2004).

• Sustainable healthcare reform depends on cultivating a strong safety culture, transparent 

governance, and a workforce empowered to deliver care delivered with empathy (Benning et al., 

2011; Alderwick et al., 2021).
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