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[bookmark: _Toc226631965]Introduction 
The case of the Mid Staffordshire NHS Foundation Trust scandal (2005–2009) can be viewed as a severe breakdown of quality and patient safety in healthcare in the United Kingdom, as it illustrated the inherent vulnerabilities of the systems in the areas of governance, leadership, and service provision. The case was nationalised after the release of the Francis Report (2013), which disclosed that there were 400 and 1200 unnecessary deaths in the period because of avoidable failures in the care. Such a disturbing statistic highlights the gravity of the problem and makes it one of the key issues in societal health.
The quality of healthcare is usually measured using such indicators as mortality rates, satisfaction among patients and compliance with clinical standards. At Mid Staffordshire, there was a markedly elevated Hospital Standardised Mortality Ratio (HSMR) compared with the national one, which showed that there was a systemic problem and not a few clinical errors as in the case (Kang et al., 2023). Also, it has been proven that the number of nursing staff decreased by an average of 12.7% to cut costs, being the direct consequence of the staffing changes on patient care delivery and safety (NHS, 2016). 
The scandal setting corresponds to the failure of the larger organisation in which the focus on patient-centred care was overlooked in the name of financial targets and the Foundational Trust's status. Cases of neglect were documented (such as a deficit in basic hygiene, nutrition, and clinical care) among patients (Dall’Ora et al., 2022). Patient complaints and complaints by staff were often ignored, which meant the communication system and organisational accountability were not achieved. This demonstrates a culture in which concerns were not encouraged, and this increased patient safety risks.
On the policy front, neglect of the basic guidelines of the Care Quality Commission (CQC), such as safety, dignity, responsiveness, were also a major contributor towards the decline in service quality. Moreover, regulators did not adequately act when there were signs which showed the vulnerability of monitoring and enforcement measures. Moreover, the scandal also brought broader repercussions to the esteem of the masses of the NHS, with national surveys post-inquiry revealing a drop in patient confidence in the quality of care in the hospital (Francis Report, 2013). This shows the reputational harm that would be experienced in the long run due to systemic failures, and the urgency of providing effective quality assurance and ongoing service optimisation frameworks.
This matter is not limited to one organisation, as it reveals critical flaws in the framework of the health services. It illustrates the way a lack of proper leadership, poor staffing, and governance may all contribute to the disastrous results. Consequently, to study the quality assurance mechanisms that may be ineffective, and to formulate the strategies to improve the service to avoid their occurrence in the future, this case needs to be analysed.
[bookmark: _Toc226631966]Main Body 
[bookmark: _Toc226631967]Root Cause Analysis Using the Swiss Cheese Model
The Swiss Cheese Model is a model developed by Reason that accounts for the way healthcare failures happen when several layers of defence fail at the same time. The attendance of each of these layers reflects protection measures, including leadership, governance, staffing, and control of regulations (Wiegmann et al., 2022). These layers were critical areas of weakness that aligned together in the case of the Mid Staffordshire NHS Foundation Trust, thus causing serious failures in patient safety.  Being understaffed was also a significant issue. 
The first layer was staffing, which had holes thanks to decreased nurse staff, unsafe staffing-patient ratios, and undermined frontline care (Dall’Ora et al., 2022; NHS England, 2024). The second layer, leadership and governance, collapsed because the management did not focus on patient safety but instead on financial goals, which led to unsuccessful decisions (Francis Report, 2013). The third layer was internal monitoring systems, which were not properly followed with increasing mortality rates, like a higher Hospital Standardised Mortality Ratio (HSMR) not being properly responded to (Kang et al., 2023; Francis Report, 2013). 
The studies show that an increase in the number of patients per nurse raises the risk of mortality by about 7, which demonstrates the close connection between staffing and patient outcomes (NYSNA, 2023). Issues on leadership and governance failures were also very important. The management put a strain on financial goals and Foundation Trust status at the expense of patient care, which did not result in the appropriate decision-making. The rising mortality was not observed by weak internal monitoring systems, as the Hospital Standardised Mortality Ratio (HSMR) of the Trust was above the expected levels.
Another failed layer was regulatory oversight. Although the alarm bells raised by patient complaints and high mortality rates, the external regulatory agencies were not doing enough, including the CQC. Also, there was a poor organisational culture that discouraged whistleblowing, which meant that risks were not identified early enough. The issues raised by staff were not taken very seriously, and adverse practices prevailed (Kumah, 2025). 
[bookmark: _Toc226631968]Fishbone Diagram Analysis
A systematic scheme that would be used to determine the root causes of the scandal that took place in Mid Staffordshire NHS Trust and classifycation of them is offered through the Fishbone (Ishikawa) Diagram. It classifies contributing factors into key areas, including leadership, governance, management, policy, and organisational culture, thereby providing a structured understanding of how failures occurred.
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Figure 1: Fishbone Diagram of the Mid Staffordshire NHS Scandal
(Source: Self-Developed)
The analysis proves that there was no one problem in the crisis, but that it was a combination of weak links within a very weak system. One case example is the financial goals that the leadership focused on, which resulted in downsizing the nursing staff by around 150 employees, directly impacting care quality and workload pressures (NHS England, 2024). Inadequate governance in terms of the ineffective presence of regulations and ineffective audits enabled the deteriorating standards to continue. The problem was exacerbated by cultural factors, with the fear of whistleblowing thus not allowing staff to lay out concerns. These problems, along with the policy non-compliance, led to even higher death rates (as the estimated number of excess deaths is between 400 and 1200) (NYSNA, 2023). In general, the Fishbone analysis reveals the multiphasic nature and interdependence of the factors impacting the healthcare quality failure.
[bookmark: _Toc226631969]Application of Donabedian’s Structure-Process-Outcome Model
The SPO model by Donabedian offers an elaborate model of measuring the quality of healthcare and is effective due to an analytical approach conducted on the relationship between the structure, process, and outcomes (Yang et al., 2025). All three components in the context of Mid Staffordshire led to poor performance.
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Figure 2: Donabedian Structure-Process-Outcome framework.
(Source: Tossaint-Schoenmakers et al., 2021)
	Component
	Issues Identified
	Impact

	Structure
	Staff shortages, inadequate training, and limited resources
	Reduced care capacity

	Process
	Poor leadership, ineffective communication, lack of monitoring
	Inefficient service delivery

	Outcome
	High mortality rates, poor patient experience
	Decline in quality and safety


Table 1: Donabedian Model Application
(Source: Atinga et al., 2024; Tossaint-Schoenmakers et al., 2021; Yang et al., 2025)
The weaknesses in the structure, especially the lack of staff, placed enormous burdens on the medical professionals and, as a result, affected the process of care. Lack of efficient communication and supervision also led to less efficiency, which led to poor patient outcomes (Atinga et al., 2024). These failures are quantitative, based on the high mortality rates that were witnessed in this period. More importantly, it is evident in the model that processes can be improved by improving such aspects of the structure, such as the staffing and training, and eventually resulting in better outcomes. 
[bookmark: _Toc226631970]Policy and Regulatory Analysis, and Impact on Quality, Efficiency, and Equity 
The Mid Staffordshire scandal showed significant flaws in terms of policy implementation and regulatory oversight. The failure to spot and act on deteriorating standards of care unveiled a flaw in the policymaking and policy implementation that was missing. Despite the focus on the safety of patients, their dignity, and responsiveness that were put forth by the Health and Social Care Act 2008, the mentioned standards were not applied (UK Government, 2025). There was neglect towards patients, and both staff and patients had complaints, but they were frequently ignored, a sign of failure in accountability. Further, the financial targets were the priority to obtain the status of a Foundation Trust, which resulted in reduced staff numbers and substandard quality care provided by the Trust.
The consequences of these failures were very severe in terms of quality, efficiency and equity. The level of quality of care fell to very low levels, the rates of mortality and bad experiences of the patients increased, with unmet basic needs. Staff shortage due to efficiency resulted in an increased workload strain, delayed treatment, and productivity (Vlassi et al., 2023). This inefficiency led to increased costs of operation in the long run. It also impacted equity, wherein patients did not get even or equitable treatment, and the vulnerable persons suffer more. 
[bookmark: _Toc226631971]Strategic Analysis Using SWOT Framework
	Strengths
	Weaknesses
	Opportunities
	Threats

	Trust was a part of the NHS system, which offers a framework of clinical guidelines and national quality models to assist in service provision.
	The number of nursing personnel dropped to around 150, which resulted in unsafe staffing and risked patients (NHS England, 2024).
	The stricter regulations and accountability measures in the reforms through the post-Francis Report helped to enhance the safety of patients in NHS organisations.
	The ongoing financial strain on the NHS can promote economising, which can impact the quality of staffing and care.

	The organisation was able to access trained medical staff and created medical infrastructure to provide care services.
	The Trust documented the number of excess deaths (between 400 and 1200), which is symptomatic of material quality and safety lapses (NYSNA, 2023).
	Improvements in technology and data monitoring systems in hospitals can increase the chances of identifying quality problems early and improving results (Abdulmalek et al., 2022).
	The organisational and cultural resistance to change can curtail the impact of service improvement initiatives.

	The policies of high-quality patient-centred care could be guided by the presence of national policies like CQC and NICE standards.
	The levels of the Hospital Standardised Mortality Ratio (HSMR) were also much higher than anticipated, and they indicated inefficiencies in the entire system (Kang et al., 2023).
	Staff engagement and further focus on patient-centred care may empower the organisational culture and quality of care.
	The potential threat of failure to control regulation is illuminated by weak legal reactions in the past in the case of the absence of reinforcement of monitoring tools (Abikoye et al., 2024).


Table 2: SWOT Analysis of Mid Staffordshire NHS Trust
The analysis shows that despite the NHS framework offering a great base, its internal challenges, like bad leadership and a shortage of staff members, are great barriers to performance. There are future opportunities for improvement, such as by reforming policies and technological developments, but these opportunities need to be convincingly utilised to surpass the existing difficulties.
[bookmark: _Toc226631972]Critical Evaluation of Theoretical Approaches
The use of various theoretical approaches helps to deepen the analysis as it offers some other views on the problem. The Swiss Cheese Model is very effective in explaining the alignment of systemic failures, whereas the Fishbone Diagram organises root causes in a systematic order. The model by Donabedian gives an overall picture of healthcare quality, and attributes outcomes and structural factors to each other. However, both models have their limitations. The Swiss Cheese Model emphasises failures in the system, and it could ignore the responsibility of the individuals. The Fishbone Diagram, though effective in categorisation, lacks prioritisation of causes in terms of impact. 
Despite these shortcomings, these frameworks together offer a strong method of analysis, allowing a profound insight into the crisis at the Mid Staffordshire company. The multi-theoretical viewpoint is crucial in crafting effective service solutions. In general, the main body illustrates that the collapse of the Mid Staffordshire NHS Trust was not caused by a one-factor failure, but a system failure, which included the leadership, policy, culture, and resource management. The combination of theoretical practices and statistical facts reflects the necessity of a comprehensive approach to quality improvement of healthcare.
[bookmark: _Toc226631973]Recommendations
Three main recommendations have been suggested to resolve the systemic failures in the Mid Staffordshire NHS Foundation Trust, which are based on leadership and governance, the workforce and organisational culture. Quality improvement tools have been used to support these recommendations and prevent their ineffective implementation and maintenance.
1. Strengthening Leadership and Governance
Patient-centred care and accountability cannot be possible without effective leadership. Introduce leadership training programmes to endorse ethical decision-making and place patient safety as a priority. Enhance governance through audit and reporting and accountability practices (Efunniyi et al., 2024). Normalise monitoring of performance in terms of essential indicators, including the mortality rates and patient satisfaction. Effective governance models and strong leaders have been linked to improved healthcare and reduced incidents of poor healthcare.
2. Improving Staffing and Workforce Planning
Proper staffing is critical to safe, effective care. Introduce evidence-based nurse-to-patient ratios to have manageable workloads and adopt professional development and well-being support measures in recruitment and retention strategies. Take advantage of data-driven workforce planning to predict demand and deploy resources optimally. Studies have shown that when nurse staffing ratios are improved by as much as 20%, patient mortality is minimised, indicating a significant role in quality improvement (Alanazi et al., 2025).
3. Enhancing Organisational Culture and Patient-Centred Care
Transparency and continuous improvement depend on a positive organisational culture. Enhance whistleblowing policies to promote reporting without any fear and incorporate the system of patient feedback into the decision-making process. Make frequent surveys of staff engagement to assess the organisational climate and areas of improvement (Graham et al., 2023). By promoting an open culture, patient safety will be improved, and there will be less risk of systemic failures as issues can be identified and addressed promptly.
[bookmark: _Toc226631974]Application of Quality Improvement Tools
Structured quality improvement methodologies should be used in order to ensure good implementation.
	Stage
	Practical Steps

	Plan
	Determine the major challenges through data analysis that include high mortality and staffing deficits.

	Do
	Pilot interventions, such as raising the staffing level within the chosen departments.

	Study
	Assess results with such indicators as patient mortality, response rates and satisfaction scores.

	Act
	Scale successful organisational-wide interventions and standardise best practices.


Table 3: PDSA Cycle Implementation
One of the essential parts of the PDSA cycle is the ability to constantly learn and change; this way, the changes will be evidence-based and sustainable.
	Stage
	Practical Steps

	Plan
	Formulate governance principles per CQC principles and patient safety objectives.

	Do
	Plan and educate staff about compliance.

	Check
	Report performance using audits and performance measures.

	Act
	Improve policies based on audit results and feedback.


Table 4: PDCA Model for Governance Improvement
The PDCA model ensures consistency and continuous monitoring of healthcare processes.
[bookmark: _Toc226631975]Lean Methodology Application
Lean aims at removing work inefficiencies and workflow. Here, superfluous bureaucratic processes ought to be cut down to enable medical care providers to dedicate additional time to patient care. Efficiency can be enhanced by streamlining the processes involved, including the process of admission and discharge planning of patients and improving waiting time. According to studies, lean interventions have the potential to enhance the effectiveness of operations by 30%, not only increasing productivity but also improving patient outcomes (Wang et al., 2025). Moreover, Lean focuses on value-based care through the identification of such activities that do not add value, as perceived by the patient. Patient pathways can be analysed using tools like value stream mapping to remove any delays or redundancies. Eliminating duplication of work and errors can also be achieved through standardisation of procedures and enhancing interdepartmental coordination. Additionally, allowing front-line personnel to detect inefficiencies will promote continuous improvement and create a culture of responsibility. This solution not only improves the quality of service, but also staff satisfaction and patient experience are better.
[bookmark: _Toc226631976]Six Sigma Application
Six Sigma emphasises reducing errors and variability in processes. Healthcare organisations can identify inefficiencies and introduce specific changes in a systematic way, using the help of methodologies like DMAIC (Define, Measure, Analyse, Improve, Control) (Monday, 2022). Data-driven methods can help healthcare organisations to discover underlying causes of clinical errors and make specific improvements. Indicatively, employing incident report analysis may be used to detect trends of errors to take corrective measures (Kang et al., 2023). Medical errors and better patient safety have been proven to be greatly decreased by using Six Sigma methodologies. Also, Six Sigma can aid in the standardisation of clinical processes and minimise discrepancies in care delivery. It also improves decision-making with statistical tools and performance measurements. Consequently, healthcare organisations will be able to enhance process reliability, minimise medical errors, and improve patient safety outcomes.
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Figure 3: Define, measure, analyse, improve, control (DMAIC) methodology
(Source: Monday, 2022)	
[bookmark: _Toc226631977]Conclusion
The scandal of the Mid Staffordshire NHS Foundation Trust is an important case of the failure of healthcare quality, where combined problems of leadership, governance, staffing, and organisational culture make up the problem. This report analysis shows that isolated incidents did not lead to the crisis, but systemic weak links, as explained under models like the Swiss Cheese Model, Fishbone Diagram and the Structure-Process-Outcome model by Donabedian. These methods pointed out how failures at various levels interacted to create drastic effects of up to 400-1200 deaths that could have been avoided.
The policy or regulatory shortcomings also play an important role, as highlighted in the findings. Despite the frameworks used, including the CQC standards and the Health and Social Care Act 2008, there was ineffective implementation and monitoring of the issues, which allowed bad practices to continue. These issues were further worsened by the prioritisation between financial targets and patient-centred care, creating a shortage of staff, decreasing efficiency and impaired patient safety.
The suggestions in this report aim at enhancing leadership, bettering workforce planning and enhancing a culture of transparency and accountability. A combination of quality improvement tools, such as PDSA, PDCA, Lean and Six Sigma, offers a systematic way of implementing sustainable changes. Hence, the Mid Staffordshire case lays emphasis on how the organisational priorities should be aligned with patient safety and quality care. Healthcare organisations will be able to increase the quality-of-service delivery, patient outcomes, and prevent such failures in the future by fixing the systemic weaknesses and implementing continuous improvement strategies.


[bookmark: _Toc226631978]Reference list
Abdulmalek, S. et al. (2022) ‘IoT-based healthcare-monitoring system towards improving quality of life: A review’, Healthcare, 10(10), p.1993. https://www.mdpi.com/2227-9032/10/10/1993  
Abikoye, B.E. et al. (2024) ‘Real-time financial monitoring systems: Enhancing risk management through continuous oversight’, GSC Advanced Research and Reviews, 20(1), pp.465–476. https://www.researchgate.net/profile/Bibitayo-Abikoye/publication/383056885_Real-Time_Financial_Monitoring_Systems_Enhancing_Risk_Management_Through_Continuous_Oversight/links/66bbacf68f7e1236bc557c24/Real-Time-Financial-Monitoring-Systems-Enhancing-Risk-Management-Through-Continuous-Oversight.pdf 
Alanazi, F.K. et al. (2025) ‘Inpatient mortality and safety culture: The critical role of nurses and nurse staffing’, Journal of Nursing Management, 2025(1), p.1101404. https://onlinelibrary.wiley.com/doi/pdf/10.1155/jonm/1101404 
Atinga, R.A. et al. (2024) ‘“It’s the patient that suffers from poor communication”: Analysing communication gaps and associated consequences in handover events from nurses’ experiences’, SSM - Qualitative Research in Health, 6, p.100482. https://www.sciencedirect.com/science/article/pii/S266732152400091X 
Dall’Ora, C. et al. (2022) ‘Nurse staffing levels and patient outcomes: A systematic review of longitudinal studies’, International Journal of Nursing Studies, 134, p.104311. https://www.sciencedirect.com/science/article/pii/S0020748922001407  
Efunniyi, C.P. et al. (2024) ‘Strengthening corporate governance and financial compliance: Enhancing accountability and transparency’, Finance & Accounting Research Journal, 6(8), pp.1597–1616. https://www.researchgate.net/profile/Angela-Abhulimen/publication/383860258_1597-1616_4_Nigeria_Inter-bank_Settlement_System_Plc_NIBSS_5_Zenith_General_Insurance_Company_Limited_Nigeria_6_International_Association_of_Computer_Analysts_and_Researchers/links/66ddaa822390e50b2c769a8e/1597-1616-4-Nigeria-Inter-bank-Settlement-System-Plc-NIBSS-5-Zenith-General-Insurance-Company-Limited-Nigeria-6-International-Association-of-Computer-Analysts-and-Researchers.pdf 
Francis Report (2013) Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry. Available at: https://www.shropscommunityhealth.nhs.uk/content/doclib/10825.pdf (Accessed: 9 April 2026).
Graham, S., Cadden, T. and Treacy, R. (2023) ‘Examining the influence of employee engagement in supporting the implementation of green supply chain management practices: A green human resource management perspective’, Business Strategy and the Environment, 32(7), pp.4750–4766. https://onlinelibrary.wiley.com/doi/pdfdirect/10.1002/bse.3391 
Kang, E. et al. (2023) ‘Changes in the hospital standardized mortality ratio before and during the COVID-19 pandemic: A disaggregated analysis by region and hospital type in Korea’, Journal of Preventive Medicine and Public Health, 56(2), pp.180–189. https://pmc.ncbi.nlm.nih.gov/articles/PMC10111096/pdf/jpmph-22-479.pdf 
Kumah, A. (2025) ‘Poor quality care in healthcare settings: An overlooked epidemic’, Frontiers in Public Health, 13, p.1504172. https://www.frontiersin.org/journals/public-health/articles/10.3389/fpubh.2025.1504172/pdf 
Monday, L. (2022) ‘Define, measure, analyse, improve, control (DMAIC) methodology as a roadmap in quality improvement’, Global Journal on Quality and Safety in Healthcare, 5(2), pp.44–46. https://pmc.ncbi.nlm.nih.gov/articles/PMC10229001/pdf/i2589-9449-5-2-44.pdf 
New York State Nurses Association (2023) Research shows safe staffing saves lives. Available at: https://www.nysna.org/resources/research-shows-safe-staffing-saves-lives (Accessed: 9 April 2026).
NHS (2016) Evidence from NHS Improvement on clinical staff shortages: A workforce analysis. Available at: https://assets.publishing.service.gov.uk/media/5a8074f140f0b62305b8b434/Clinical_workforce_report.pdf (Accessed: 9 April 2026).
NHS England (2024) NHS long term workforce plan. Available at: https://www.england.nhs.uk/long-read/nhs-long-term-workforce-plan-2/ (Accessed: 9 April 2026).
Tossaint-Schoenmakers, R. et al. (2021) ‘The challenge of integrating eHealth into health care: Systematic literature review of the Donabedian model of structure, process, and outcome’, Journal of Medical Internet Research, 23(5), p.e27180. https://www.jmir.org/2021/5/e27180/ 
UK Government (2025) Health and Social Care Act 2008. Available at: https://www.legislation.gov.uk/ukpga/2008/14 (Accessed: 9 April 2026).
Vlassi, A. et al. (2023) ‘Stress, professional burnout, and employee efficiency in the Greek National Organization for the Provision of Health Services’, Clinics and Practice, 13(6), pp.1541–1548. https://www.mdpi.com/2039-7283/13/6/135 
Wang, J. et al. (2025) ‘A systematic review of lean implementation in hospitals: Impact on efficiency, quality, cost, and satisfaction’, International Journal of Health Policy and Management, 14, p.8974. https://pmc.ncbi.nlm.nih.gov/articles/PMC12573144/ 
Wiegmann, D.A. et al. (2022) ‘Understanding the “Swiss cheese model” and its application to patient safety’, Journal of Patient Safety, 18(2), pp.119–123. https://pmc.ncbi.nlm.nih.gov/articles/PMC8514562/pdf/nihms-1651282.pdf 
Yang, J. et al. (2025) ‘Application of Donabedian three-dimensional model in outpatient care quality: A scoping review’, Journal of Nursing Management, 2025(1), p.6893336. https://onlinelibrary.wiley.com/doi/pdf/10.1155/jonm/6893336 



2

image3.png
Ciearly define the project objective, scope, and time frame

 Aims statement « Stakeholder analysis
« ValueStreamMapping '+ Kano analysis
«_Process mep

Measurable data are identified and displayed
« Datasccuracy verlfication = istogram, pe chart
« Data collection plan  Boxpiot
« Pareto chart « Control chart

1dentify and validate the causes of error, waste, or delay

o Pareto chart « Histogram, pie chart
« shikawa (fishbone) diagram ¢ Box Plot

= Analysis of variance « Control chart

*_ Hypothesis testing o Swhys

EE

Tmprove standardization of the process.
 Benchmarking “ Kaizen

« Brainstorming « Education, policy
« Process flow improvement *  Hard stops

Track process performance to achieve sustainable change
« Controlcharts, data dispersion

= Visual process control

= Repeat DMAIC or Plan-Do-Study-Act cycle

A ¢

Control





image1.png
Fishbone Diagram: Mid Staffordshire NHS Scandal

Focus on financial > Weak regulatory
targets oversight Staff 5"'0'“99;
Lack of accountability Ineffective audits o
» Poor supervision

Poor Patient Care
CAUSES OF THE SCA e —

© Neglect & Suffering
* Low Patient Satisfaction

Non-compliance
with CQC

Fear of

Igmred NICE
whistleblowing

guidelines

>

Ignored NICE
guidelines




image2.png
Structure®
“requirements”

Process® Outcome*®
“actions” “end results”

a.  What an organization needs to have to provide health care
b.  The actions in giving and receiving health care
c.  End results as a consequence of providing care




