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[bookmark: _z9po3muzti75][bookmark: _Toc237334344]Background 
The grievous deaths at the Mid Staffordshire NHS Foundation Trust between January 2005 and March 2009 were a result of decimated quality of care. The reasons were many and later attributed to the Trust’s negligence in patient care, failed leadership, understaffed emergency units due to cost-cutting measures and single focus on financial outcome (Francis, 2013). The Trust failed or was unwilling to provide the basic care to patients, who were left unassisted without food, water, lying in their own excrement, and elderly patients were treated inhumanely (Boseley, 2010). There were no records of patients or incidents, bells were rung yet unanswered for prolonged periods (Campbell, 2013). Patients had to rely on family members for feeding and were left to go before proper healing, resulting in readmission soon after (Campbell, 2013). Amidst this menace, the hospital staff preferred positive news over warning signs, assuming that monitoring patient care was someone else’s job (Francis, 2013). The impact was the deaths of 400-1,200 patients, which could have been prevented (Boseley, 2010).
[bookmark: _5s31nw5gumk7][bookmark: _Toc237334345]The Identified Problem 
The above discussed practice that led to the untimely deaths of over 1,000 patients was not the sole failure of the Trust itself. The regulatory and quality control entities, in charge of scrutinising the daily activities of the trust were equally responsible. The hospital prioritised meeting targets over caring for patients, including financial, cost-cutting included cutting of staff/nurses, national waiting-time access and securing the ‘Trust’ status (Boseley, 2010). A culture of fear prevailed, where whistleblowers were suppressed, staff felt bullied and any complaints from patients/family members were actively negated by the management (Francis, 2013). Therefore, the substandard care was allowed to persist under the leadership of the hospital management and Trust board. Multiple supervisory bodies, spanning local Primary Care Trusts (PCTs), Strategic Health Authorities (SHAs), the Care Quality Commission (CQC), to local monitor and scrutiny committees failed to detect the abnormalities in the Trust’s performance early (Francis, 2013).
The investigation by the Healthcare Commission (HCC) was triggered due to sustained high Hospital Standardised Mortality Ratios (HSMRs) at the Trust compared to national average (Francis, 2013). It was found that the hospital leadership were more keen on safeguarding their reputation and pockets than acting on the clear red flags that patients were suffering (BBC, 2019). Not only did the hospital not hire sufficient, qualified doctors and nurses, it forced unqualified hospital staff, such as front-desk receptionists to make medical decisions (BBC, 2019). Therefore, the carelessness/failure was not limited to some hospital workers, but expanded to the NHS Board, management and regulators. 
[bookmark: _dap5nbdjojim][bookmark: _Toc237334346]Purpose and Structure of the Report 
The purpose of the report is to investigate the scandal by following a structured format, starting with introducing the problem, then describing the problem in the main body, providing actionable recommendations, followed by a summary of the findings. In the main body, it will apply and critically evaluate the models, such as the Fishbone diagram, the Donabedian Model and the SWOT analysis. In the recommendation section, it will use the PDSA, PDCA, lean and six sigma to outline actionable recommendations, alongside discussing implementation barriers and how to overcome them. 
[bookmark: _ln34ui1gv2jf][bookmark: _Toc237334347]Main Body 
[bookmark: _6dlk6geh3nzb][bookmark: _Toc237334348]Overview and Rationale of Selecting Relevant Theories 
This section uses the Fishbone diagram, the Donabedian Model and the SWOT analysis for further dissection of the Mid Staffordshire case. A fishbone diagram will help in identification of the root causes of the Staffordshire case by investigating into the people, process, machine, material, management and environment of the hospital that contributed to the scandal (Kumah et al., 2024). The Five Whys framework is applied alongside the fishbone diagram, which uses simple repeated “why” questions to trace a problem back through its cause-and-effect chain until the underlying issue is discovered (Mukti and Rochmoeljati, 2026). The Donabedian model is one of the trusted tools and is used to figure out the quality of healthcare delivery at Staffordshire during the incident by analysing the structure, process and outcomes (McCullough et al., 2023). Whereas the SWOT analysis is used to evaluate the organisational strengths, weaknesses, opportunities and threats. Together, these frameworks will allow a comprehensive evaluation of the scandal and the key reasons that contributed to the persistent challenge at the Trust.
[bookmark: _nplv4uhh3wih][bookmark: _Toc237334349]Application and Critical Evaluation of the Fishbone Diagram and the Five Whys 
Fishbone Diagram 
The diagram will use the Francis (2013) report as the base for assessing the following components/factors, resulting in the poor care quality at the Trust.
People - Overworked, understaffed, unskilled and disengaged staff who repeatedly failed to meet the basic nursing care and patient dignity (Boseley, 2010; Rafferty and Leary, 2023).
Process - Clinical governance and reporting mechanisms were flawed that ignored patient complaints, mismanaged incident records and allowed subpar care standards to persist without internal intervention (Francis, 2013).
Machine - The hospital did not have basic infrastructure to provide basic/emergency care to patients; available staff was not trained on medical equipment; hospital premises were not kept clean/maintained (Campbell, 2013). 
Material - Persistent shortages of essential medical supplies, basic sanitary items and clean bedding compromised patient safety; patient’s families were forced to take care of dressing and cleaning sheets and bathrooms (Campbell, 2013).
Management - Management prioritise saving £10 million by cutting staff and neglecting basic patient care; it repeatedly ignored the red flags and suppressed whistleblowers (Campbell, 2013). 
Environment - The environment/organisational culture was toxic, dominated by fear, bullying and systemic targets that allowed “appalling” living conditions and safety concerns go unaddressed for years (Francis, 2013).
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Figure 1: The Fishbone diagram for Staffordshire scandal
(Source: Self-Created)
Therefore, the root causes or the chain of causes contributed to multiple deaths at the Staffordshire Trust through systemic failures in care delivery. The diagram helped in identification of multiple contributing factors, however, it did not establish the relative significance or the causal strength of each factor. This makes it difficult to determine which issues should be prioritised for intervention, limiting the framework’s scope. 
Application of Five Whys 
1st Why - The Trust experienced insufficient staffing levels to provide safe and effective care to patients.
2nd Why - The hospital management cut around 150 staff as a cost-cutting measure (Rafferty and Leary, 2023).
3rd Why - The cost-cutting measure was an act to try to meet its financial targets to keep/maintain its ‘Trust status’, making the management to prioritise financial metrics over clinical care (Francis, 2013).
4th Why - The staff raised complaints, however, faced widespread bullying and intimidation, which silenced nurse leadership and prevented nurses from speaking up about the ongoing practices (Rafferty and Leary, 2023).
5th Why - Professional entities, such as the Royal College of Nursing (RCN), with their sluggish and weak actions focused more on trade union matters than on promoting and advocating for professional nursing standards and patient safety (Rafferty and Leary, 2023). 
The Five Whys identified a series of interconnected organisational and institutional failures, starting from staff shortages and cost-cutting to financial prioritisation, bullying and weak professional advocacy that collectively contributed to compromised patient care. However, the Five Whys extend beyond the internal organisational failures to external bodies further diffuses the causal chain, weakening direct connection between the identified causes in the Fishbone framework and patient safety outcomes. 
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Figure 2: The Donabedian model
(Source: Tossaint-Schoenmakers et al., 2021)
Structure - From the structural perspective, as highlighted by Small (2023), the Trust failed because it diverted key resources from core care capabilities towards administrative status maintenance. Moreover, the management deliberately contracted the hospital’s structural capacity to limit the nurse headcounts and to meet the administrative and financial benchmarks required to maintain the Trust’s status quo (Small, 2023). This directly translated into subpar structural infrastructure available at the hospital for patient care. Similarly, Bevan (2023) points at the marketised governance models and demand from structural designs as key reasons behind the structural failure at the hospital. This flawed design made the management prioritise financial metrics beyond the hospital’s capacity, leaving them with no choice but to keep the wards understaffed (Bevan, 2023). This structural design quantified the care system and entirely neglected care. 
Process - From a process perspective, the Trust exhibited severe failure attributed to the structural failure. The staff, identified as whistleblowers, were driven by fear of repercussions, bullying and professional isolation, affecting/altering ethical decision making (Jenkins, 2020). This resulted in nurses and doctors halting the delivery of basic and safe standards of patient care. Ramsey et al. (2024) note that rather than recognising and acknowledging how systemic institutional policies were causing the structural shortfalls, official scrutiny disproportionately held individual nurses responsible for loss of value and careless attitudes within the nursing profession. While defining the hospital’s situation, Bevan (2023) mentions the ‘Goodhart’s Law’, when a target becomes a measure, that ceases to be a good measure. Patients were moved to holding areas, solely to bypass operational timers. Whereas fundamental nursing care processes (hygiene, nutrition, hydration, pain management) collapsed due to severe understaffing. 
Outcomes - The clinical outcome of these structural and process failures were severe harm to patients and multiple preventable deaths (Ramsey et al., 2024; Small, 2023). This was followed by reputational damage of the Trust in public eye, unjustified media slander of nurses and a reactive, superfluous measure by the Trust administration (Ramsey et al., 2024). Also, Jenkins (2020) notes that emotional fear within hospital settings acts as a catalyst for process and clinical failures. Therefore, it can be said that a top-down, market-based approach by some corporate minds provided quantifiable metrics of care without gauging the physical capacity of a hospital, in this case the Staffordshire Trust. To fulfil these unreasonable metrics, the frontline staff were forced to make some adjustments at the cost of patient care and the inevitable outcome was the suffering of patients and staff who were silenced.
However, the model’s effectiveness is restricted by its retrospective nature. It aids in identification of extant structure, care processes and outcomes, but offers limited guidance on how clinical staff can prevent or correct failures before the system adversely affects patient care. 
[bookmark: _b7ki3he6yfoc][bookmark: _Toc237334351]The SWOT Analysis of Staffordshire Trust/County Hospital
Strengths - The Staffordshire Trust obtained NHS Foundation Trust status in 2008 from Monitor, signalling corporate autonomy, financial efficiency and operational independence to external regulators (UK Parliament, 2009). The Trust successfully met the national healthcare administrative targets, such as minimising maximum waiting times (4 hours) for accident and emergency (A&E) and also hit the financial balancing benchmarks (Mears, 2014; Triggle, 2013). However, following the scandal, the Trust was dissolved and renamed as University Hospitals of North Midlands NHS Trust and Stafford Hospital was renamed as the County Hospital on accounts of being financially and clinically unsustainable (BBC, 2014). Around £300 million was disbursed for this change, most of which went to refurbishing the hospital infrastructure, indicating NHS backing as one of the major strengths of the hospital (BBC, 2014)
Weaknesses - The Trust had limited skilled nurses and A&E medical professionals, leading to intense workload and compromised patient-care (Rafferty and Leary, 2023). Complaints from the staff, alarmingly high mortality rates and feedback from distressed patients and families were routinely ignored and overlooked by the hospital management (Gandhi, 2026). There was a severe lack of leadership engagement and accountability alongside board-level negligence of the ground reality at the Trust (Smith and Chambers, 2019). In the 2022 CQC (2022) inspection report, the County Hospital was criticised for having insufficient support for patients requiring enhanced supervision, which was as high as 66%. Moreover, staff lacked adequate information when working with mental patients and received no support in cases of violence (CQC, 2022).
Opportunities- The Francis Inquiry provided a significant opportunity for system-wide improvement through its 290 recommendations, including stronger patient-safety mechanisms, openness, transparency and a duty of candour (Lynas, 2015). The external regulators, such as Monitor and Care Quality Commission were recommended to be reshaped and learn from other health systems that have already solved cross-departmental communication issues (While, 2015). NHS backing is one of the biggest opportunities that the Trust could have that saved it from going bankrupt, by providing it £300 million for refurbishing (BBC, 2014). Over 80% of the UK nationals exhibit trust towards the NHS and this includes the County Hospital, providing ample opportunity to improve its quality of care (ONS, 2022).
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Figure 3: UK nationals’ trust in the NHS (2022)
(Source: ONS, 2022)
Threats - In recent times, there has been a significant surge in acute emergency admissions due to social care backlogs, which may restrict the flow and clinical capacity at the County Hospital (CQC, 2024). Furthermore, in FY2025, the Trust faced a financial deficit of £11.773 million, limiting external capital funding for infrastructure and modern medical capabilities at the County Hospital (NHS, 2025). The workforce shortages across the Trust that includes the County Hospital, further increases its reliance on external agencies and swelling costs (NHS, 2023a). 
[bookmark: _7ylcsmrcxuxu][bookmark: _Toc237334352]Recommendations 
[bookmark: _wjlfgokgh5wk][bookmark: _Toc237334353]Implementation of PDSA 
The PDSA is applied because it will allow the testing of targeted changes iteratively using evidence from each cycle to improve patient safety and care at the County Hospital (Williams et al., 2023).
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Figure 4: The PDSA cycles and process improvement
(Source: Girdler et al., 2016)
Plan - County Hospital must establish safe staffing and speaking-up culture through an open communication channel to address understaffing and suppressed concerns through multidisciplinary planning (NHS, 2022). 
Do - The protocols of safer staffing and open reporting/communication mechanism must be launched on a pilot basis within one ward for a week at the County Hospital. Post one week, frontline staff will hold brief, structured meetings to identify immediate safety issues, discuss the feasibility and report obstacles encountered during the pilot (NHS, 2022). 
Study - After the ‘do’ cycle, the County Hospital must compare staffing levels, patient care record and staff complaints before the pilot was launched with the post-pilot performance. This will determine whether the care level has improved or slumped or stagnated. The Hospital must evaluate the result against the WHO recommended six dimensions of quality of care: ‘safe’, ‘effective’, ‘patient-centred’, ‘timely’, ‘efficient’, and ‘equitable’ (Russ et al., 2023). 
Act - Upon completion/evaluation of the first three cycles, the County Hospital must keep the changes that improve care and correct those that require further focus, and apply successful changes across other wards in a phased manner (Manandi et al., 2023).
Older staff, accustomed to older ways may resist to this change; therefore the hospital must communicate the evidence of successful improvement of care post-implementation to align them with the Hospital’s care objectives. Following these steps will ensure sustained improvement for the Hospital. 
[bookmark: _8xyxnel8mu40][bookmark: _Toc237334354]Application of PDCA for Process Control 
Application of PDCA is recommended for process control because it will allow continuous evaluation, adaptation and improvement and will prevent the root causes identified previously from becoming routine practice (Tamher, Rachmawaty and Erika, 2021). 
Plan - The County Hospital must set measurable care standards to prevent recurring failures and improve patient safety through identification of the requirements of the population (NHS, 2020). 
Do - The Hospital must apply these standards in daily ward practices and ensure record compliance consistently. 
Check - The Hospital must leverage team huddles, clear escalation process and data-driven dashboards to control the quality of services through corrective measures and monitoring (NHS, 2020). It must also conduct periodic checks for quality assurance through audits, inspections and gaps analyses against standards (NHS, 2020). 
Act - The County Hospital after evaluating the success rate of the first three components, must correct identified failures and revise procedures where standards remain unmet to ensure business continuity (NHS, 2023b). 
Staff at County Hospital may perceive continuous checking as cumbersome and punitive, given the Trust’s previous culture of fear and intimidation, which could discourage them from honestly reporting concerns. This can be overcome by clearly communicating the requirement of checks for improving care by involving them in reviewing activities, which is also supported by NHS (2020) guidelines to assure sustained improvement. 
[bookmark: _oqopxdnk8lxf][bookmark: _Toc237334355]Lean Approach 
A lean approach would be suitable for the County Hospital because the SWOT analysis identified financial constraints, workforce shortages and restricted infrastructure improvement. Lean approach can improve efficiency by reducing waste without repeating the earlier mistake of the Trust of cutting staff as a cost-cutting measure (Souza et al., 2021).
Map Patient Flow - Mapping regular patient flow will enable the Hospital to remove unnecessary A&E delays and manage surging admissions without additional infrastructure investment (Souza et al., 2021).
Standardise Care - The Hospital must use the Francis (2013) recommendations to omit duplicated processes and save scarce staff time for patient care by implementing the PDSA and PDCA cycles.
Establish Open Communication - The Hospital must redesign incident reporting and whistleblowing procedures to mitigate gaps in information sharing and support the recommended regulatory reforms (NHS, 2026). This will also enhance governance transparency/quality and accountability of leaders.
Reduce Waste - The County Hospital should improve inventory and workflow management to conserve resources amidst financial deficits and workforce shortages (Souza et al., 2021).
Involve Frontline Staff - The Hospital must involve the frontline staff in the redesigning process by using NHS support to build a sustainable care system that does not foster a top-down approach (NHS, 2026; NHS, 2020).
These measures will ensure sustained improvement only if the hospital management follows them step-by-step to allow timed implementation and adaptation. Moreover, multi-disciplinary staff must be trained on lean principles to prepare them for the change process and avoid resistance. 
[bookmark: _bjcmgkizfys][bookmark: _Toc237334356]Six Sigma for Defect and Variation Reduction 
The application of six sigma along with the lean principles will be appropriate for the County Hospital to reduce errors and variation in care processes through systematic measurement and analysis (Coughlin and Posencheg, 2023).
Define - The hospital must define and identify recurring care deficiencies, particularly failure in basic patient care and safety.
Measure - The hospital must use the Statistical Process Control (SPC) tool of the NHS to record incidence/failure frequency and variation in care processes (NHS, 2021).
Analyse - The hospital should identify the reasons behind recurring defects using available incident and care data on SPC (Ahmed et al., 2024). 
Improve - Thereafter, the hospital should highlight processes that are causing repeated errors and test whether defects decrease using the SPC tool, which effectively tracks improvement impact through visual representation (NHS, 2021).
Control - Finally, to control and sustain improvements, the hospital must monitor variation continuously through SPC charts (NHS, 2021). Also, Hodgson et al. (2021) note the usefulness of electronic medical records in reducing variation and successful, timely intervention. 
However, poor data quality and staff resistance may undermine implementation, which can be countered by involving staff and verifying data before decision-making to ensure sustained improvement. 
[bookmark: _9zgi4ejhbqrq][bookmark: _Toc237334357]Conclusion 
This report investigated the Mid Staffordshire scandal that happened between 2005 and 2009 that resulted in over 1,000 preventable deaths. The report found that the hospital management prioritised financial benchmark meetings and secured Foundation Trust status, and in achieving that, it launched some drastic cost-cutting measures, including cutting clinical staff, compromising patient care. The analysis identified failed leadership, lack of accountability, flawed clinical governance, suppressed whistleblowing, bullying, professional isolation and a culture of fear. The fishbone, five whys and donabedian model demonstrated how persistent structural and process failures translated into severe patient harm. The SWOT analysis further identified financial deficits, workforce shortages and surging emergency admissions as continuing threats alongside opportunities outlined in Francis recommendations, regulatory reform and NHS backing. The report recommended PDSA implementation to enable iterative testing of targeted changes, PDCA to support continuous process control, lean approach to reduce waste and six sigma to reduce defects and variation through systematic measurements. Collectively, these approaches will support patient safety, sustained improvement, leadership accountability and quality of care at the County Hospital. 
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Figure 3: High levels of trust were reported for the NHS
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