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Introduction
Quality in healthcare is defined as the extent to which the services are consistently improved to achieve the desired health outcomes by providing safe, effective, person-centred, timely, efficient and equitable care covering six core domains of healthcare quality (WHO, 2025). Quality is a fundamental concept of delivering healthcare improving patient safety and quality of care by improved patient experiences, organisational performance and clinical outcomes (Busse, Panteli and Quentin, 2019). 
Quality assurance is considered to be a systematic process in which the healthcare services comply with the standards, policies and regulatory requirements using auditing, monitoring and performance evaluation (Akram, Sharma and Chasta, 2025). Further, continuous quality improvement (CQI) undertook an ongoing, evidence-based approach which helps in identifying the performance gaps, implement changes and assess the outcomes so as to enhance healthcare quality over time. In public health and social care, CQI is effective in strengthening multidisciplinary collaboration, promoting efficient resource utilisation, encouraging organisational learning and hereby supporting patient safety (Endalamaw et al., 2024). 
The aim of this report is to critically analyse the Mid Staffordshire NHS Foundation Trust case which has been a significant healthcare failure cases in the UK. Between 2005 and 2008, there has been identified deficiencies in leadership, governance, staffing levels and oganisational culture which contributed to avoidable patient harm, poor standards of care and increased mortality that lead to the Francis Public Inquiry (Francis, 2013). This report will applying the root cause analysis tool to determine the systemic failures and recognised the problems to use quality improvement tools including Fishbone analysis, 5Whys Framework, Donabedian Model and SWOT analysis . Further, based on the problems, evidence-based recommendations will be suggested with implementation strategy using the Plan-Do-Study-Act framework. This would help to strengthen leadership, enhance quality governance, improve patient safety and support sustainable service improvement within healthcare organisations. 

Main Body
Overview of the Continuous Quality Improvement
The term quality improvement in healthcare setting refers to the collaborative efforts of families, healthcare professional, patients and carers to positively contribute to achieve positive patient health outcome, professional development and system performance (Aggarwal, Aeran and Rathee, 2019). In the context of the case study of the Mid Staffordshire NHS Foundation Trust, continuous quality improvement is important to address the workplace challenges within the hospital and its impact on patient outcome and wellbeing (Endalamaw et al., 2024). Some of the key problems recognised within the Mid Staffordshire hospital include inefficient or weak leadership, shortage of staff, poor organisational culture, poor accountability, governance, multidisciplinary working and patient involvement, cost reduction and prioritisation on financial targets. All of these issues within the hospital had invariably reflected upon compromised patient safety, care standards and negligence of patients. 
Thereby, considering the overall problems, it becomes essential for the Mid Staffordshire hospital to implement quality improvement with the aim to transform the hospital into a better working environment. Tyler and Glasgow (2021) had supported that quality improvement paves the way for hospital to innovate service offerings to achieve positive health outcome. Therefore, implementing quality improvement within the case study will be significant in improving health outcome of patients through creating an environment of person-centeredness, strengthening of multidisciplinary working, promoting continuous learning environment and strengthening clinical leadership. The enquiry report of the Mid Staffordshire hospital clearly exhibited the extent and seriousness of the problems such as cost reduction measures, patient neglect, and lack of patient involvement, poor communication, staff shortages and unsafe care practices (Francis, 2013). All of these problems triggered as the result of the poor policy reforms and governance within the hospital. Lack of governance measures and cost reduction targets are most likely to restrict hospital staff to deliver quality care interventions which in-turn reflect upon delayed care and neglect of needs of patients (George et al., 2023).
Swiss cheese Model
Swiss Cheese Model developed by James Reason outlines the link between errors in potential errors in different areas within the system can initiate an overall failure of the entire process (Wiegmann et al., 2022). The key fundamental principles of the Swiss Cheese Model that could be aligned with the case study of Mid Staffordshire hospital includes application of cost-cutting measures directly reflected on compromised safety and wellbeing. Inadequate service standards of working practiced within the hospital as the result of poor leadership and governance; staff shortages and weak governance have resulted in the overall failure of the care standard process in achieving positive patient outcome (Acevedo-Peña et al., 2026). 
Identifying the Root Cause
Root Cause Analysis (RCA) is considered to be a structured method which has the goal of identifying the underlying problems and analyse the serious adverse events in healthcare processes (AHRQ, 2024). Under the RCA framework, it is important to identify the underlying problems since it could increase the likelihood of an error with a non-punitive approach. There are different RCA tools which are applied in health and social care such as Fishbone Analysis and 5 Whys (Renger, Davis and Granillo, 2018). In regards to the Mid Staffordshire case, the systemic failures at the organisation will be analysed using the fishbone tool. Fishbone analysis diagram or Ishikawa diagram is the visual tool which supports the individual and teams to understand and determine the root causes of a specific problem (Kumah et al., 2024). A simple fishbone analysis diagram will be developed since this version does not have predetermined categories offering flexibility to develop specific causes suitable for analysing the systemic failures at Mid Staffordshire NHS Foundation Trust. The fishbone analysis diagram for Mid Staffordshire case is developed below: 
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Figure 1: Fishbone Analysis Diagram
Source: Self
Leadership and governance had been weak with inadequate board oversight and lack of accountability of the staff and organisation which paved the path for unsafe practices compromising patient safety despite receiving repeated warning signs. The Trust board mainly focused on the status and financial targets disregarding the need for monitoring the deteriorating patients under effective leadership and governance (Francis, 2013). According to Singh, Yeravdekar and Jadhav (2023), transformational leadership and governance are crucial for patient safety since it helps in promoting a safety culture, establishing accountability and supporting evidence-based decision making for continuous quality improvement. 
Workforce has been crucial cause of the systemic failure at Mid Staffordshire case which is attributed chronic understaffing, excessive workload and inadequate training which impaired the ability of the healthcare professionals to deliver safe and compassionate care. As per Francis Inquiry, there have been numerous occasions documented where patients were left without food and drinking water with soiled bedding for prolonged periods and no assisted eating due to insufficient staff. This has caused severe dehydration and malnutrition of the patients compromising safety (Francis, 2013). A well-trained and sufficient workforce ensures that there is effective monitoring of the patients while they would receive timely and compassionate care. Adequate staffing is also significant for reducing medication errors, missed cares and patient deterioration thereby improving quality of care (Drennan et al., 2024). 
The Mid Staffordshire case has also highlighted poor communication as a significant problem where there had been ineffective escalation of patient deterioration by the staff and that staffs were often ignored due to poor communication between the departments thereby delaying treatments (Francis, 2013). According to Norman (2024), effective communication between healthcare staffs and departments is essential for patient safety and quality of care as it enables accurate handovers, timely escalation of deterioration, and coordination in multidisciplinary teams and reinforces informed decisions. The Trust also developed a culture which emphasised more on government targets rather than patient welfare. This was evident when staff did not receive managerial support and reported fear of raising concerns due to the blame culture (Francis, 2013). A positive organisational culture is effective for patient safety as it encourages open communication, alleviates fear of being blamed and promotes learning from errors thereby reducing preventable harm and improving quality of care (Vibe et al., 2024). 
Patient involvement was limited at the Trust as the patients and family members repeatedly complained about the poor standards of care that went unheard rarely translating into any meaningful service improvements (Francis, 2013). Patient involvement improves shared decision-making, identifies care deficiencies and strengthens accountability promoting continuous quality improvement and preventing recurrent safety failures (Fucile et al., 2017).
Reflect on augmenting your Fish Bone with the 5Y’s framework
The 5 Whys Framework is a significant model that supports and complements the Fishbone analysis by exploring the identified problems in a systematic way until the underlying systemic causes are determined. This technique develops a logical sequence of questioning which distinguishes the root causes from symptoms and this is crucial for supporting the sustainable quality improvement (Joint Commission Resources, Inc, 2017). Considering Mid Staffordshire case, this framework has been applied below to identify the underlying cause of systemic failures where poor standards of care being the problem. 
Why? – Why poor standards of care were provided to the patients? 
Because there were shortage of staffs, poor monitoring and delayed delivery of care and escalation
Why? – Why was there shortage of staff? 
Because the Trust focused on financial savings over workforce capacity 
Why? – Why did the Trust prioritised financial targets over patient care? 
Because the senior leadership and Board emphasised organisational performance indicators rather than patient safety and quality of care (Smith and Chambers, 2019).
Why? – Why the leadership failed to promote patient safety and quality of care? 
Because there was weak governance with ineffective oversight and poor organisational culture that led to the situation (Francis, 2013). 
Why? – Why was there ineffective governance? 
Because there were inefficacies in accountability mechanisms, patient feedback systems and regulatory oversight which led to failure in identifying and responding to the persistent patient safety concerns (Francis, 2013). 
While the fishbone analysis and 5 Whys framework helped to identify the underlying causes of the Mid Staffordshire failures, there is a need for further examining the impact of these failures using Donabedian’s Structure-Process-Outcome model. This model is an effective framework which is used to evaluate the healthcare quality using the three core components and thereby proposing structural setups for improving the quality of care (Yang et al., 2025). 

Figure 2: Donabedian’s Model
Source: Self
On applying this model, structure is the organisational environment including leadership, governance and staffing which at Mid Staffordshire was ineffective since there was inadequate nursing staffing, ineffective leadership and weak governance which compromised patient safety and quality of care (Smith and Chambers, 2019). Process entails the way healthcare is delivered where at the Trust there was poor communication, failure to escalate deterioration, inadequate patient monitoring and, neglecting nursing care and ineffective complaint handling which suggested significant failures to the care processes (Francis, 2013). Outcome is related to the impact of care on the patients and the organisation as a whole. In this regards, there has been structural failures at the Trust which contributed to avoidable patient harm and increase mortality which led to loss of public trust and damage to the Trust’s reputation (Francis, 2013). Overall, the healthcare quality at the Trust needs improvement which could be strengthen through safe and standardised clinical processes, strengthening organisational structures and continuously monitoring patient outcomes as sustainable quality improvement. 
Strategic Planning
One of the most suitable strategic planning tools is SWOT analysis which entails Strengths, Weaknesses, Opportunities and Threats. This tool supports evidence-based decision making to match the organisation’s goals, capacities and programmes to the environment where the organisation operates (Benzaghta et al., 2021). When applying to Mid Staffordshire NHS Foundation Trust, the SWOT analysis demonstrates an organisational learning that will inform the quality improvement initiatives in future. The strength of the Trust is that there has been a presence of dedicated healthcare professionals who had been delivering care to the patients’ in spite of facing challenges and constraints (Francis, 2013). Therefore, there has been strong demonstration of commitment in supporting future organisational change. 
The weaknesses of the Trust include ineffective leadership, inadequate clinical governance with chronic workforce shortages and ineffective communication and organisational culture. The weakness also included the Trust’s focus and prioritisation of financial targets over patient care that continued to compromised quality of care and patient safety while also reduced public confidence which necessitated developing robust governance and continuous quality monitoring (Francis, 2013). 
In case of opportunities, the Trust has scope of implementing quality improvement initiatives to strengthen the quality of care through implementation of safe staffing policies, digital patient safety reporting systems, evidence-based leadership programmes, training for the multidisciplinary team and strong patient engagement strategies (Powell, 2019). This also signified that appointing transformational leader could promote a culture of continuous learning and also staff empowerment to improve patient safety and quality improvement outcomes. Additionally, the NHS Patient Safety Strategy would provide opportunity for Mid Staffordshire NHS Foundation Trust to utilise structured guidance for embedding a culture of continuous improvement and learning (NHS England, 2019). 
Lastly, the potential threats to the Trust is the continued workforce shortages, financial pressures, increased demand for services and resistance of the staff towards organisational change which could hinder any improvement strategies. These threats and challenges are not effectively eliminated or addressed through effective guidance, resource allocation and workforce planning by the Trust then the quality failures will continue with unsuccessful implementation of quality improvements (Francis, 2013). Thus, the SWOT analysis has been a structured planning took which will enable the healthcare leaders to leverage the strengths, address the weaknesses, pursue the improvement initiatives and mitigate the threats to support effective, safe and patient-care delivery of healthcare services. 
Recommendations
The recommendations or good practice appropriate actions for the addressing the root causes of the problems and systemic failure at Mid Staffordshire NHS Foundation Trust are as below: 
Strengthening leadership and governance by adopting a transformational leadership approach in which transparent patient safety culture and board accountability will be reinforced (Moffatt-Bruce et al., 2018). Regular board reviews of incident reporting, patient feedback and quality indicators must be in compliance with the Care Quality Commission (CQC) quality statements for Safe, Effective and Well-led services (CQC, 2025). This is crucial for setting inclusive leadership to foster compassionate care and improve staff engagement to reduce patient safety incidents and promote quality of care. 
The Trust needs to develop sustainable workforce by ensuring safe staffing is prioritised using evidence-based workforce planning, recruitment and retention and continuous professional development. This would include setting mandatory training on communication, safeguarding, human factors and duty of candour to demonstrate qualified staffs while recruit and hire from universities and medical colleges to show that adequately trained staff is linked with fewer adverse events and higher quality of care since safe staffing is a key expectation of the CQC assessment framework (Morris et al., 2023). 
The trust must also establish patient engagement mechanisms by optimising patient and family involvement in care planning, complaint resolution and quality improvement initiatives. This would be implemented through regular multidisciplinary safety huddles with structured handover tools and digital incident reporting systems to improve communication and facilitate early escalation of deterioration patients (Bressan, Mio and Palese, 2020); (Cerrone et al., 2025). These approaches should be embedded in clinical governance for responsive, caring and well-led services outlined by the CQC expectations. 
For the proposed implementation strategy embedded within the three actionable recommendations, Plan-Do-Study-Act (PDSA) cycle will be adopted as a continuously improvement tool or methodology. The PDSA will be significant in enabling the organisations like Mid Staffordshire NHS Foundation Trust to test pilot interventions and then evaluate the effectiveness wit measurable outcomes to refine the improvement strategies for its wider implementation (Taylor et al., 2014). The PDSA cycle for the Trust has been applied below: 
During this Plan phase, the Trust is significant in establishing the reasons and causes along with gap analysis against CQC Single Assessment Framework to the multidisciplinary team including nurses, physicians, senior leaders, allied health professionals and patient representatives (CQC, 2025). At this point, baseline data on the staffing levels, complaints patient safety incidents, mortality and rates and patient satisfaction level should be collected in order to conduct a gap analysis against the CQC Single Assessment Framework. Using the baseline information about the quality of care and patient safety at the Trust, clear objectives would be set for the new strategies including strengthening leadership accountability, staffing compliance, increasing patient involvement and enhancing communication practices (Christoff, 2018). 
During this Do phase, the Trust will employ a small scale, called pilot interventions which would be introduced to the selected wards. These should also include of implementing the evidence-based staffing models, mandatory communication and safeguarding education, multidisciplinary safety huddle along with structured SBAR (Situation-Background- Assessment- Recommendations) handovers and digital incident reporting systems (Bressan, Mio and Palese, 2020); (Cerrone et al., 2025). The patients and family members will be actively involved in the service evaluation and care planning processes. 
In the Study phase, the change leader along with the multidisciplinary team members would evaluate intervention effectiveness through clinical audits, patient experience questionnaires, staff feedback surveys, incident reporting rate, complaint trends and CQC quality indicators. These outcome measures could be a coupled with reductions in patient safety incidents, enhanced patient satisfaction, improved staff engagement and compliance with governance standards (Taylor et al., 2014). 
At the Act phase, the interventions is successfully standardised across the organisation using governance policies, workforce strategies and leadership development programmes. The key areas that will be improved and modified after the pilot intervention evaluation findings would lead to repeated PDSA cycles to sustain continuous quality improvement and ensure that safe, effective and patient-centred healthcare delivery is achieved (Taylor et al., 2014).  
Conclusion
Thus, the report has critically analysed the systemic failures at Mid Staffordshire NHS Foundation Trust by identifying the problems to be ineffective leadership, weak governance, poor communication, inadequate workforce planning, unsupportive organisational culture and limited patient involvement and this led to poor standards of care that compromised patient safety. In this regard, the RCA has been applied using Fishbone analysis diagram and 5Whys to identify the organisational factors which contributed to the se failures and highlighted the need for established interconnected system weaknesses instead of individual errors. Further, the Donabedian mode evaluated the deficiencies in the organisational structure and care processes affecting patient outcomes. Additionally, strategic tool, SWOT analysis has been crucial to determine strengths, weaknesses, opportunities and threats of the Trust that provide a strategic foundation for devising and implementing evidence-based and sustainable service improvement. The findings indicate that there is a need for improving the services with strong transformational leader, clear governance and developing a sustainable workforce to improve communication and patient engagement while also promoting programme pilot intervention through continuous improvement and refinement. 
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