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[bookmark: _Toc225529205]1. Introduction 
The basic elements of quality healthcare that are essential in the provision of effective healthcare systems are quality assurance and service improvement that guarantee that patients are provided with safe, efficient and quality healthcare services. In health and social care organisations, systematic governance systems, ongoing surveillance and evidence-based system enhancement plans are fundamental to sustaining patient safety and preventing system failures (Madine et al. 2025). However, in case of the failure of these mechanisms, the possible outcomes can be serious, resulting in the deterioration of the quality of care and poor patient outcomes. The case of the greatest healthcare quality failure in the United Kingdom took place at the Mid Staffordshire NHS Foundation Trust between 2005 and 2009 (Triggle, 2013). The scandal that was uncovered showed a large-scale neglect of the patients, insufficient standards of hygiene, inappropriate staffing, and a grave failure in clinical governance and leadership.
The patients at this time had an unacceptable level of care, such as long waiting hours to be taken care of, the absence of fundamental care, and neglect of their hygiene and nutrition (Francis, 2013). These failures were enhanced by organisational aspects focusing on financial goals and the attainment of foundation trust status instead of patient safety and quality care. Moreover, poor complaint management systems implied that the issues that were raised by patients, families, and the healthcare staff were often disregarded or discounted. In this regard, it significantly led to unsafe practices being practised over a long time. 
The case thus pointed to significant flaws in the governance system, staffing, responsibility systems, and regulation in the healthcare system. The Mid Staffordshire incident was not an isolated episode within the NHS, despite being one of the worst healthcare failures in the United Kingdom. Similar systemic problems have been seen in other incidents, such as the contaminated blood controversy and the Morecambe Bay maternity crisis, which both exposed poor communication, organisational cultures that discouraged whistleblowers, and governance shortcomings. These persistent failures demonstrate that the issues at Mid Staffordshire stemmed from both local administration and more general structural flaws in the NHS, including regulatory loopholes and target-driven organisational cultures.
This report is a critical review of quality failures in the Mid Staffordshire case through the application of a number of well-established healthcare quality improvement frameworks. To analyse structural, process, and outcome-related failures, the Donabedian Model will be used. The Fishbone Diagram will also be used to explore root causes, and the strategic organisational factors will be assessed through a SWOT Analysis. Besides, the PDSA Cycle and Change Model by Kotter will be used to discuss improvement strategies. Effectively employing these analytical methods, the report is expected to find the root causes of the failure and provide feasible recommendations to address the problem of healthcare quality, empower the governance system, and promote patient safety in health and social care organisations.
[bookmark: _Toc225529206]2. Main Body 
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Figure 1: Donabedian model
(Source: Self-developed)
The Donabedian Model is another framework that is the most commonly used to assess the quality of healthcare. The model states that the quality of healthcare can be measured by three components (structure, process, and outcomes) that are interrelated (Yang et al. 2025). This model can be applied in the case of the Mid Staffordshire NHS Foundation Trust to give a valuable framework for the identification of how the systemic failures of organisational systems contributed to the poor patient care. Its structural component is the physical or organisational infrastructure in which the healthcare services are provided, such as the level of staffing, leadership frameworks, medical equipment, and governance systems. The hospital is significantly influenced by a notable nurse shortage and poor workforce planning, which has greatly decreased the capacity in the provision of proper patient supervision and care by the staff (Roberts, 2013). There were also ineffective leadership and a low clinical governance structure that did not prioritise patient safety, with other priorities being the accomplishment of financial objectives and foundation trust status (Francis, 2013). These architectural inadequacies provided a condition in which the quality standards were hard to uphold.
The process element concerns the delivery of healthcare services, which is in the form of clinical processes, communication processes, and systems of monitoring. Mid Staffordshire has a poor implementation of essential care processes. There was an inconsistent practice of clinical audits, patient and family complaints that had been neglected, and internal monitoring mechanisms did not notice the deteriorating quality of care. Lack of proper quality monitoring systems enabled unsafe practices to be practised over an extended duration of time (Abdullah et al. 2025). The outcome component is the ultimate influence of healthcare services on patient health and safety. The patients in Mid Staffordshire had poor hygiene, delays in treatment, lack of compassion and neglect in their basic needs such as nutrition and hydration due to structural and procedural failures. These malfunctions led to higher fatality rates and a high level of patient dissatisfaction.
[bookmark: _Toc225529208]2.2 Fishbone Diagram 
The Fishbone Diagram was chosen for the analysis of such complicated healthcare failures because it allows for the identification of several interconnected underlying causes instead of concentrating on just one. The fishbone structure offers a visual and methodical way to classify these reasons into leadership, staffing, training, governance, and environmental elements. Healthcare quality failures usually result from a combination of organisational, human, and process-related challenges. Because of this, it is especially appropriate for examining significant institutional failures like Mid Staffordshire.
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Figure 2: Fishbone Diagram
(Source: Self-developed)
The Fishbone Diagram or the cause-and-effect diagram is a quality management tool that is employed in the identification of the root causes of complex organisational problems. It also aids the investigation of numerous contributory factors that contemplate the failures associated with patient safety and service delivery in healthcare settings (Kumah et al. 2024). When it is applied to the case of the Mid Staffordshire NHS Foundation Trust, the fishbone analysis indicates that some aspects caused the reduction in the quality of care that are connected in a chain. Leadership and management are one of the major categories of causation. Mid Staffordshire was led by senior management that was primarily interested in financial performance and achievement of foundation trust status and did not emphasise patient care quality. This management style resulted in the lack of transparency and the establishment of a work environment in which employees did not feel free to discuss the safety issue (Tenzer, 2024). Consequently, the initial indicators of the deteriorating healthcare standards were not taken into consideration.
Staffing and workforce planning were also key aspects. The hospital had intense shortages of nurses, and the effect of nurse shortage increased workloads on the healthcare staff and shortened the time that could be spent on monitoring the patients. The lack of staffing rendered delays in treatments, as well as the inability to perform fundamental care procedures, including hygiene, nutrition, and hydration (Abdelhalim et al. 2024). These issues greatly impacted patient safety negatively. The issue was also caused by training and professional development. Most employees did not receive proper training and oversight, which influenced their performance with respect to providing effective and safe care. Absent sustained professional growth and adequate clinical leadership, health professionals were not well-suited to detect and handle patient risks. Moreover, deficiencies in governance and monitoring systems were very significant. There was a lack of consistency in clinical audits, a lack of regulatory control, and the fact that the complaints of patients were often overlooked or postponed. These flaws in the system enabled hazardous activities to go unaddressed (‌Holmes, 2013).
[bookmark: _Toc225529209]2.3 SWOT Analysis 
	Strengths
	Weaknesses
	Opportunities
	Threats

	Established national healthcare system under the National Health Service with regulatory frameworks for quality monitoring
	Poor leadership prioritising financial targets over patient safety
	Implementation of reforms following the Francis Report
	Financial pressures within the healthcare system

	Availability of trained healthcare professionals and medical infrastructure
	Severe nurse shortages and poor workforce planning
	Strengthening of inspection and monitoring by the Care Quality Commission
	Organisational culture discourages staff from raising concerns

	Existence of governance policies and clinical standards
	Weak clinical governance and irregular quality audits
	Adoption of quality improvement frameworks such as Lean and PDSA
	Staff burnout and workforce shortages are affecting service delivery

	Presence of national patient safety and complaint mechanisms
	Patient complaints and whistleblowing concerns were ignored
	Significant emphasis on patient-centred care and transparency
	Public distrust in healthcare institutions following scandals



         Table 1: SWOT analysis table: Mid Staffordshire NHS Foundation Trust Case
(Source: Self-developed)
The strengths are primarily associated with the larger healthcare system in which the hospital functions. The NHS offers systematic governance models, medically qualified personnel, and national healthcare measures that are aimed at establishing safe patient care. The theoretical justification of the high-quality service delivery and accountability is the work of these institutional mechanisms. However, weaknesses in the organisation were high. The problem of failures in leadership, insufficient staffing rates, and inefficient clinical governance had a major negative impact on the hospital's ability to deliver safe and caring care. The Francis Inquiry evidence revealed that the focus of the management was on financial performance and attainment of foundation trust status rather than patient welfare (Francis, 2013).
Some of the healthcare reform opportunities were also demonstrated in the case. After the investigation, the regulatory organisations, including Quality Commission, increased the inspection procedures, and national policies focused on transparency, patient-centred care, and more robust accountability systems in the healthcare organisations. Though opportunities are there, there are still a number of threats that are pertinent to healthcare systems. Quality improvement efforts can be sabotaged by financial constraints, shortages of workforce and organisational cultures that do not encourage whistleblowing. Unless such threats are handled in an effective manner, they could lead to higher chances of failure of the same in future.
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                                                   Figure 3: PDSA model 
                                                  (Source: Self-developed)
PDSA Cycle is a popular model in the healthcare sector that is applied to introduce and assess ongoing service enhancements. The model was developed based on concepts of quality management and allows organisations to pilot the changes before the entire implementation to ensure that the evidence-based improvement is sustainable (Endalamaw et al. 2024). In a similar case, the Plan-Do-Study-Act (PDSA) cycle was selected over the conventional Plan-Do-Check-Act (PDCA) model because PDSA prioritises in-depth analysis and reflective learning during the study phase over straightforward outcome verification. This analytical approach enables businesses to learn from pilot treatments and more effectively adapt advances in healthcare environments, where patient safety and clinical results are complicated and sensitive. The PDSA model can be used in the case of the Mid Staffordshire NHS Foundation Trust to deal with the systemic failures that caused the failures in the organisational governance and poor patient care. 
Plan stage entails the identification of the definite issues in the healthcare quality and the development of strategies to resolve them. The planning in the situation of Mid Staffordshire would aim at enhancing the staffing levels, increasing the clinical governance and implementing efficient patient complaint systems. As the study indicated, there is a necessity to have greater leadership accountability and enhanced supervision of patient safety (Dirik and Seren Intepeler, 2024). The Do stage includes the implementation of all these improvements on a small scale in the form of pilot programmes on changes to nurse staffing, staff training, and improved mechanisms of patient feedback. At the stage of Study, healthcare organisations can determine the effectiveness of these interventions by using the indicators of patient outcomes, staff performance, and quality of services. Lastly, the Act stage aims at institutionalising the successful changes within the organisation as well as altering strategies that failed to deliver the desired outcomes.
[bookmark: _Toc225529211]2.5 Kotter’s change model 
The Change Model developed by Kotter is a well-known platform of organisational change management applied to introduce changes to the organisation and make them sustainable. The model was developed by John P. Kotter, and it entails eight steps to be followed sequentially to ensure organisations effectively put change into practice (Al Owad et al. 2025). This model can be applied in healthcare practice and is especially effective in dealing with systemic problems and enhancing the quality of service (Graves et al. 2023). Lastly, because Kotter's Eight-Step Change Model offers a thorough, methodical approach to managing extensive organisational transformation, it was chosen over cohort-based or less structured change frameworks. Kotter's strategy, which emphasises urgency creation, leadership coalitions, and cultural institutionalisation of new practices, is especially effective in handling such systemic change. The Mid Staffordshire issue involves deeply ingrained cultural and leadership shortcomings.
The model proposed by Kotter can be used in the context of the Mid Staffordshire case to assess the organisational changes to enhance patient safety and healthcare governance. The initial one is the establishment of a sense of urgency, and this means that the seriousness of the healthcare failures is recognised and that there is a need to improve the situation urgently. The conclusions of the Francis Report made it quite obvious the necessity of healthcare reform and the enhanced accountability systems (Francis, 2013). The second step is the establishment of a guiding coalition, such as the collaboration of healthcare leaders, regulators and clinical staff, in order to solve the identified problems and initiate the organisational change.
The third and fourth steps involve coming up with a strategic vision and effective communication of the vision throughout the organisation. Patient safety, transparency, and quality improvement should be highlighted as the main priorities of the organisation by healthcare leaders. The fifth step is empowering the employees to take action, where employees feel encouraged to raise concerns and add their services towards service improvement without the fear of being retaliated against. The last stages are to develop short-term wins, maintain change and institutionalise new practices in organisational culture. As an illustration, early progress could be reflected in the improvement of the staffing levels, clinical audits, and complaint management systems and stimulate further reform. Therefore, the model developed by Kotter offers a systematic way to handle organisational change and assists healthcare institutions in introducing long-term change in the area of patient care and service quality. 
[bookmark: _Toc225529212]3. Recommendations 
The case study analysis of the Mid Staffordshire points to a number of systemic failures in the leadership, governance, staffing, and patient feedback mechanisms that played a significant role in showing the quality of healthcare and the safety of patients. Using the findings made with the help of the Donabedian Model, Fishbone Diagram, SWOT Analysis and change management models, there are several recommendations that can be implemented to enhance the delivery of healthcare services and avoid these failures in the future.
To begin with, patient-centred leadership and enhanced systems of governance should take centre stage in healthcare organisations (Levine and Drossman, 2022). The crisis in Mid Staffordshire was largely caused by leadership failures, where the management that existed was driven more by financial goals and organisational position instead of focusing on patient safety. Governance models should be embraced by hospital leaders with a focus on accountability, transparency, and patient welfare being the main goals of the healthcare services (Abor and Tetteh, 2023). Enhanced leadership control and greater monitoring of quality indicators at the board level can be used to ensure that patient safety continues to take centre stage in organisational decision-making. The regular inspection and monitoring of healthcare performance by regulatory bodies should also be continued to maintain adherence to the national standards.
Second, better planning and staffing of the workforce is critical towards quality care. There should be enough nurse-to-patient ratios to enable the healthcare professionals to adequately monitor the patients and offer quality care (Batiha, 2025). The nurse shortage in Mid Staffordshire was a key factor in the negligence of patients and care delays. The healthcare organisations are thus expected to have strategic workforce planning systems that will maintain adequate staffing levels, continual professional training, and employee well-being. The competency of the staff and the number of clinical mistakes can be increased by implementing better training programmes and professional development opportunities (Heydarikhayat et al. 2024).
Third, healthcare organisations need to create efficient feedback and complaint management systems with patients (Antonopoulou et al. 2024). Poor practices were not stopped as families raised their patient complaints and concerns that were often ignored or dismissed in the Mid Staffordshire case. By putting in place clear and receptive channels of complaints, the healthcare institutions will be in a position to detect the issues early and take corrective measures for them. The creation of a culture of trust and accountability will also be encouraged by open communication between the healthcare staff, patients, and families (Van Baarle et al. 2022).
The other recommendation involves the constant quality improvement models, such as the PDSA Cycle. These types of frameworks enable healthcare organisations to determine issues, pilot the strategies of improvement, compare the results, and improve interventions as time goes by (Abuzied et al. 2023). The organisations can identify potential risks before they develop into significant failures by constantly tracking clinical performance indicators, patient satisfaction, and safety events.
Lastly, the healthcare organisations must foster a positive organisational culture, which will promote transparency and whistleblowing. Employees should be encouraged to communicate issues associated with patient safety without being scared of repercussions (Dietl et al. 2023). Enabling supportive reporting measures and safeguarding the whistleblowers may assist organisations in determining issues in the initial stages and enhance accountability.
3.1 Benchmark Table

	Quality Standard
	Mid Staffordshire Performance (2005–2009)
	Benchmark / Post-Francis NHS Standard

	Clinical governance and quality assurance
	Weak governance failed to detect declining care quality and rising mortality (Francis, 2013)
	Stronger monitoring and inspection introduced by the Care Quality Commission

	Patient-centred care and basic nursing standards
	Patients experienced neglect of hygiene, nutrition, hydration and basic care
	Improved patient-centred care standards across the National Health Service

	Complaint handling systems
	Patient complaints were ignored or delayed without proper investigation
	Mandatory complaint investigation and organisational learning systems

	Organisational culture
	The culture of fear discouraged staff from raising concerns
	Whistleblowing protection and Freedom to Speak Up initiatives after the Francis Report


Table 2: Benchmark table

(Source: Self-developed)
[bookmark: _Toc225529213]4. Conclusion 
The case of the Mid Staffordshire NHS Foundation Trust is one of the most massive healthcare quality failures in the United Kingdom, pointing to the severity of poor governance, leadership, and quality assurance systems. The case analysis based on the Donabedian Model revealed that the adversity of the communication level between patients and healthcare facilities, as well as providers was the result of a malfunction in the healthcare structure, processes, and outcomes. This was caused by structural weaknesses such as nurse shortages and leaders, coupled with ineffective care processes like regular audits and missed patient complaints, which ultimately led to negative patient outcomes and mortality.
Moreover, the Fishbone Diagram aided in the establishment of various root causes of the crisis, such as priorities of the leaders, staffing shortages, lack of staff training, and poor governance systems. SWOT Analysis strategic assessment also identified the weaknesses and external pressures of the organisation that led to the deterioration of the quality of healthcare. The use of quality improvement frameworks such as the PDSA Cycle and Change Model introduced by Kotter also illustrated the way organised quality improvement measures can be used to facilitate a sustainable organisational change. Altogether, the results highlight the role of robust leadership, proper clinical governance, staffing, and an open feedback system in ensuring the quality of healthcare. The given improvements can assist healthcare organisations in improving patient safety, increasing accountability, and avoiding similar systemic failures in the future.
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