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Executive Summary
This report aims to analyse a major concern in healthcare quality and suggest evidence-based methods for enhancing services. Moreover, between 2005 and 2009, severe deficiencies in leadership, governance, staffing, and organisational culture at the Mid Staffordshire NHS Foundation Trust led to low care standards, preventable patient harm, and a substantial loss of public confidence in the National Health Service (NHS). The report used the Fishbone Diagram, Donabedian Model, and SWOT analysis to evaluate the identified quality issue's core causes. The degradation in patient care was caused by systemic organisational deficiencies, according to the data, not by single clinical errors. According to these findings, the report put forward recommendations that prioritised reinforcing leadership and governance, improving staff planning, promoting a transparent safety culture, and improving ongoing quality monitoring through the Plan-Do-Study-Act (PDSA) approach. Connecting to that, these suggestions support lasting advancements in patient safety, healthcare quality, and organisational effectiveness in healthcare and social care environments.
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[bookmark: _847mcyidj6bj][bookmark: _Toc234423598]1. Introduction 
Quality management is an integral element of health and social care, as it aims to make sure services are safe, effective, patient-centered, timely, equitable, and efficient (Francis, 2013). It is a systematic process of planning, monitoring, evaluation, and improvement that aims to improve patient outcomes and reduce clinical risks. Good quality management is underpinned by good leadership, good governance, adequate staffing, evidence-based practice, and an organisational culture with a focus on patient safety and learning from experiences (Enahoro et al. 2024). The importance of quality management is growing in the context of the National Health Service (NHS) as the healthcare environment is complex, with the failure of various systems in the organisation potentially having a substantial impact on patients' services (Francis, 2013). 
The Mid Staffordshire NHS Foundation Trust scandal illustrates some of the effects of poor quality management, as Stafford Hospital was plagued by numerous failures to keep patients safe and cared for between 2005 and 2009, causing unnecessary pain, suffering, and neglect for patients (NHS England, 2023). Inadequate nursing care, poor hygiene practice, delayed treatment, dehydration, malnutrition, medication errors, and a lack of dignity and compassion were experienced by patients while in the hospital. These failures were the subject of national attention through investigations carried out by the Healthcare Commission, which ultimately resulted in the setting up of the Francis Public Inquiry in 2010 (Francis, 2013). 
The shortcomings, both at the front-line practice and systemically, were extensive and were linked to the quality failures. The Trust's leadership was more focused on meeting financial objectives and achieving Foundation Trust status than on patient safety and care quality. At the same time, a lack of staff numbers, inadequate governance structures, poor organisational culture, poor communication, limited accountability, and ineffective regulatory oversight allowed unsafe practices to continue unabated (Reason, 2000; Delikhoon et al., 2022)The events of these errors showed how patient harm is not a single incident, but rather one of a series of failures in the healthcare system, and thus underscored their relevance to modern quality management and patient safety practice.
The Mid Staffordshire case is still very topical as it had a significant impact on changing the quality governance landscape across the NHS. In the wake of the Francis Inquiry, major changes have been made to improve transparency, management accountability, patient-centred care, accountability of leaders, protection of whistleblowers, and regulation. The inquiry has resulted in 290 recommendations for developing an open culture, with patient welfare the top priority for the organisation (World Health Organization, 2021).
In this regard, this report draws lessons from the Mid Staffordshire NHS Foundation Trust case to determine the cause of the quality concerns and the impact on health services delivery. The fishbone diagram and the Donabedian model are used to discuss the root causes of the issues in the organisation. Moreover, the SWOT analysis will be introduced to aid in strategic evaluation, and evidence from published research and healthcare practice is included throughout the report. Furthermore, evidence-based recommendations are made using the Plan-Do-Study-Act (PDSA) quality improvement cycle to facilitate sustainable improvements in patient safety, organisational performance, and healthcare quality.
[bookmark: _17mfcqc77o7t][bookmark: _Toc234423599]2. Analysis and Main Discussion
[bookmark: _elgv5qnsqsf2][bookmark: _Toc234423600]2.1 Root Cause Analysis Using the Fishbone Diagram
A fishbone diagram, also referred to as a cause and effect diagram, is a commonly used quality management tool for identifying, categorising, and analysing the root causes of an organisation's complex challenges. The model systematically breaks down possible causes into groups, allowing the healthcare organisation to detect the root causes of service failure and thus create a plan of action to improve specific areas (Kumah et al. 2024). This is especially useful and important in healthcare environments, where adverse events tend to be caused by a series of interacting organisational and human factors rather than single clinical errors (Graber et al. 2024). 
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Figure 1: Fishbone diagram
(Source: Self-created)
The Francis Inquiry showed that poor outcomes of care were the result of a failure of leadership, governance, staffing, communication, and organisational culture, which were interwoven, creating a failure to ensure patient safety (Francis, 2013). While concerning the issues, the fishbone diagram shows the relationship between many potential contributory factors and is well suited to analysing complex healthcare quality issues that involve many organisational deficiencies at once (Kumah et al., 2024; Graber et al., 2024).By applying the fishbone diagram in the case of Mid Staffordshire, six categories of root causes are noted, as illustrated in the figure above. 
In particular, inadequate staffing, clinical supervision, and staff engagement were the main issues identified under People, which led to lower quality of care provided to patients. Besides, processes were described as having poor complaint systems, clinical monitoring, and risk reporting systems, and were not allowing the early identification of deterioration in standards of care (Nguyen et al., 2022). Policy and Management failures included the role of poor leadership, inadequate clinical governance, and an excessive focus on achieving financial targets and Foundation Trust status rather than on the welfare of the patients (Enahoro et al., 2024).dditionally, the environment of the organisation was not conducive to openness, did not consider patient concerns and did not encourage learning from incidents. Furthermore, regarding the equipment and resources involved, it is noted that there were limited staff to support clinical care and insufficient resource provision. Lastly, poor communication among healthcare professionals, managers, regulators, patients, and families caused a delay in escalating concerns and reduced organisational accountability (Francis, 2013).
However, while the fishbone diagram aids in identifying root causes of major issues, it has some drawbacks. Explicitly, the model mainly describes possible causes without making any causal statements or rating the significance of every cause (Kumah et al. 2024; Graber et al. 2024). It is also critically dependent upon the quality of available evidence and the involvement of multidisciplinary team members in analysis.  Despite that, the fishbone diagram is observed to be a useful analytical tool as it shows that the failures at Mid Staffordshire were not due to individual clinical mistakes, but due to interrelated organisational failures.
2.2 Five Whys Analysis
The Five Whys technique was applied to move beyond the visible care failures and identify the deeper organisational factors that contributed to poor patient outcomes at Mid Staffordshire.
Problem identified:
Patients experienced unsafe, undignified and consistently poor-quality care.
Why 1: Why did patients experience poor-quality care?
Frontline staffs were often unable to provide care that was consistently safe, compassionate and responsive to patients’ needs.
Why 2: Why was staff unable to provide this standard of care?
Staffing levels were insufficient, supervision was weak, communication was ineffective, and systems for monitoring patients and care quality were inadequate.
Why 3: Why were these operational systems inadequate?
The Trust’s governance arrangements failed to recognise warning signs escalate concerns and respond effectively when standards of care began to decline.
Why 4: Why did governance fail to respond appropriately?
Senior leadership placed greater emphasis on financial performance and achieving Foundation Trust status than on patient safety, dignity and experience.
Why 5: Why were organisational targets prioritised over patient welfare?
The organisational culture, accountability systems and external oversight arrangements did not ensure that patient safety remained the central measure of performance.
Root cause identified:
The central root cause was a weak leadership and governance culture that did not place patient safety at the centre of decision-making and failed to respond to repeated warning signs.

[bookmark: _aqzy9i8zeugg][bookmark: _Toc234423601]2.2 Analysis Using the Donabedian Model
The Donabedian model puts forward three interrelated concepts, which are structure, process, and outcome, as a way of assessing the quality of healthcare (Donabedian, 1988; McCullough et al., 2023) In particular, structure relates to the organisational environment people are part of when they are receiving or providing health care, such as leadership, staffing, governance, infrastructure, and resources (Yang et al. 2025). Process is the way healthcare services are provided, such as clinical practice, communication, patient engagement, and following professional standards. Outcome is the way patients react to health care services, which includes their health status, their satisfaction with the health care provided, patient safety, and organisational performance (Robby et al. 2025). 
[image: ]
Figure 2: The Donabedian model
(Source: Yang et al. 2025)
The Donabedian model is especially relevant to the situation at the Mid Staffordshire NHS Foundation Trust, as the Francis Inquiry has shown that there were deficiencies in all three dimensions, which caused poor patient outcomes. Explicitly, the structure of the trust was of a poor quality, with leadership, staffing, clinical governance, and organisational resources all lacking (Yang et al., 2025). Senior management was focused on securing trust status and performance, rather than on patients' welfare, and governance arrangements did not pick up on substandard standards of care. This structural weakness was a space in which healthcare professionals could not work safely and compassionately every time.
In the process area, there were notable issues with service delivery in the health care system. Patients reported poor nursing care, late treatment, lack of communication among health care professionals, lack of ability to deal with complaints, and lack of responsiveness to patient concerns. Clinical monitoring systems and risk reporting systems were not effective and were failing, which meant that patient deterioration was not detected early (NHS England, 2023). In addition, there was a lack of communication between frontline staff, managers, regulators, patients, and families, which hindered organisational learning and timely actions. These ineffective care processes are directly related to the organisational structural weaknesses.
Regarding outcomes, the Francis Inquiry found unacceptable levels of patient suffering, avoidable deaths, falling patient satisfaction, and a huge loss of public trust in the NHS (Francis, 2013). The scandal had far-reaching impacts on national health care reform, such as improved clinical governance, greater transparency, better whistleblowing systems, and a greater focus on patient-centred care. The reforms illustrate the way poor organising and ineffective clinical processes can have a significant impact on patient outcomes.
However, the Donabedian model proposes a relatively linear relationship between structure, process, and outcomes; within healthcare organisations, there are often many factors, such as legal systems and regulations, which influence multiple processes simultaneously (Ness, 2024). It is also largely concerned with quality assurance and does not go far enough in uncovering the root causes of the organisation's failure. However, its significance in assessing organisational performance and promoting ongoing quality enhancement in contemporary healthcare environments is irrefutable.
[bookmark: _q6ptmki9jgpm][bookmark: _Toc234423602]2.3 Strategic Analysis Using SWOT
A SWOT analysis can be used to inform health care organisations of areas that may need to be improved, and also to identify the existing health care resources that can help with the change (Zoschke et al. 2024). Therefore, it is the right framework for an analysis of the Mid Staffordshire NHS Foundation Trust, as it does assist the development of practical service improvement strategies after the Francis Inquiry.
Strengths and weaknesses
By conducting a SWOT analysis of the Mid Staffordshire case, some key strategic issues are brought to the surface. Strengths included the existing NHS infrastructure, experienced health care professionals, nationally recognised clinical standards, and robust regulatory frameworks, which could support organisational recovery (Ramsey et al. 2022) Moreover, the Trust had many strengths, such as strong leadership, good staffing, and strong governance; however, weak organisational culture, an overemphasis on patient safety, and a focus on financial performance (Francis, 2013) These shortcomings played a significant role in lowering the quality of health care and resulted in the inability to intervene in times when health care standards fell short.
Opportunities and threats
After the Francis Inquiry, there were a number of opportunities. National health care reforms supported clinical governance, leadership development, protection of whistleblowers, increased patient participation, and an increase in transparency within organisationsigital health technologies and quality information systems also introduced new opportunities to enhance patient safety by utilising real-time information about performance and using evidence to guide decision-making (Hu et al. 2025). However, there are some threats that are relevant to healthcare organisations as a result of these opportunities. Continued workforce challenges, growing patient demand, economic challenges, and organisational change reluctance, along with ongoing expectations for performance metrics, could threaten quality improvement efforts (Page et al. 2024) 
[bookmark: _6bhejerqi04y][bookmark: _Toc234423603]2.4 Critical Synthesis of Findings
[bookmark: _wfw93a297814][bookmark: _6vfnta1jqv36][bookmark: _Toc234423607]The analysis identified several interconnected factors that reduced the Trust’s capacity to provide safe and compassionate care, including inadequate staffing, ineffective governance, communication failures, weak organisational culture and insufficient resources (Francis, 2013). Rather than interpreting these factors as isolated problems, the Fishbone analysis suggests that patient harm can emerge from interactions between multiple organisational and human factors, consistent with systems-based approaches to healthcare safety (Graber et al., 2024; Delikhoon et al., 2022). However, while the Fishbone Diagram is effective in identifying and organising contributory factors, it provides limited explanation of how these factors translate into poor patient outcomes (Kumah et al., 2024). The Donabedian Model addresses this limitation by demonstrating the relationship between structure, process and outcome (Donabedian, 1988; Yang et al., 2025). In the Mid Staffordshire case, structural deficiencies in leadership, staffing and governance contributed to weaknesses in clinical processes, including communication, monitoring and complaints management, which subsequently compromised patient safety and experience (Francis, 2013). Nevertheless, the relatively linear nature of the Donabedian framework may inadequately represent the complexity of modern healthcare systems, where organisational, regulatory and contextual factors interact simultaneously (Ness, 2024). Therefore, combining the Fishbone and Donabedian approaches provides a more comprehensive interpretation than either framework could achieve independently.
The SWOT analysis extends this evaluation by shifting attention from explaining past failures towards identifying factors that may influence future service improvement. Opportunities include strengthening leadership and governance, developing staff capability and using digital quality-monitoring systems to support earlier recognition of deteriorating performance (Enahoro et al., 2024; Hu et al., 2025). However, these opportunities must be considered against continuing workforce shortages, increasing patient demand and wider service pressures that may restrict organisations’ capacity to sustain improvement (Page et al., 2024). Importantly, introducing new policies or digital monitoring systems alone cannot guarantee improved quality if underlying leadership and organisational culture remain weak. This highlights the need for quality improvement to address structural and cultural factors alongside technological solutions. Consequently, the combined findings provide a stronger evidence base for adopting iterative improvement approaches such as PDSA, through which changes can be tested, evaluated and refined rather than implemented without ongoing assessment (Abuzied et al., 2023; The Health Foundation, 2021).
SWOT analysis
	Strengths
	Weaknesses

	· Established NHS infrastructure supporting healthcare delivery (Ramsey et al. 2022)
· Qualified healthcare professionals with clinical expertise
· National clinical guidelines and patient safety standards
· External regulatory bodies available for quality oversight
	· Poor leadership and ineffective clinical governance
· Inadequate staffing levels and workforce shortages (Francis, 2013)
· Organisational culture prioritising financial targets over patient care
· Poor communication, complaint handling, and accountability mechanisms

	
	

	
	

	
	

	Opportunities	
	Threats

	· Leadership development and governance improvement programmes
· Enhanced patient-centred care following the Francis Report recommendations
· Digital quality monitoring and clinical reporting systems
· Continuous staff training and whistleblowing protection initiatives
	· Continuing workforce shortages across the NHS
· Increasing patient demand and service pressures (Page et al. 2024)
· Financial constraints affecting staffing and service quality
· Resistance to organisational and cultural change

	
	

	
	

	
	




[bookmark: _Toc234423604]3. Recommendations
Improve leadership and clinical governance through the PDSA cycle
Poor leadership and poor clinical governance were identified as significant drivers of the poor quality of care at Mid Staffordshire (Francis, 2013). Hence, healthcare organisations must increase the accountability of leadership by creating transparency of governance structure, developing the competency of leadership, and encouraging patient-centered decision-making. Regarding this, senior leaders should be regularly trained to enable them to focus on care quality and not just on financial targets, and should be trained in quality improvement, ethical leadership, risk management, and patient safety (Enahoro et al. 2024). Patient safety indicators, staffing numbers, and quality performance should be regularly reviewed at the board level so they can be acted upon promptly.
In this regard, the PDSA cycle is a step-by-step process that can be used to implement this recommendation. This cycle is useful for testing changes, implementing quality improvements, and solving problems in a continuous loop (Abuzied et al. 2023). With respect to the PDSA cycle, at the Plan stage, there should be a focus on setting goals for governance, leadership roles, and measurable quality indicators. Leadership development programmes, governance changes, and regular safety meetings should be rolled out throughout the organisation in the Do phase. Furthermore, in the Study phase, patient feedback, staff surveys, quality audits, and clinical outcome measures should be used to assess leadership performance. Finally, the Act stage should establish the standardisation of good leadership practice and make adjustments to aspects that need enhancing. Improved leadership and clinical governance can enhance organisational responsibility, aid decision-making, and establish a culture that will always focus on patient safety and quality improvement.
Enhancing workforce planning and safe staffing through the PDSA cycle
The Fishbone and Donabedian model analysis showed that insufficient staffing had a significant impact on the quality of patient care, communication, and clinical safety (Tagaram and Che, 2024). Healthcare organisations need to adopt evidence-based workforce planning to provide adequate numbers, the right skill mix, and a fair distribution of workload between clinical departments (Nguyen et al. 2022). Equipping the facility with sufficient staff is crucial in the improvement of patient monitoring, the reduction of clinical errors, and the enhancement of patient experience. 
In this regard, The recommendation should be implemented through the PDSA cycle, as staffing during the Plan phase should be based on patient acuity and on the staffing planning tools.
 The Do phase should include recruitment of more staff, refining shift allocation, and implementing a mentoring system for newly appointed health care workers. Moreover, for the Study stage, staffing effectiveness should be evaluated by patient satisfaction, incident reporting, staff turnover, and staff wellbeing surveys. In addition, the Act phase should seek to further develop staffing policies in light of evaluation findings and to ensure ongoing oversight of workplace performance. Use of this cyclical improvement process would allow organisations to sustain safe staffing levels and achieve sustainable improvements in healthcare quality.

Creating an open safety culture and improving communication using the PDSA cycle
The Francis Inquiry revealed a lack of organisational culture and communication as a huge obstacle to quality improvement. Healthcare organisations need to develop an open, transparent and learning culture that encourages staff to report incidents relating to patient safety without fear of blame or retribution (Kumah, 2025). There is a need to improve communication between healthcare professionals, managers, their patients and families, with the aim of better implementing a standardised handover process, multidisciplinary team meetings and better systems for managing complaints. Patient engagement in service development efforts would also help to improve organisational transparency and accountability Fukami,( 2024). 
Connecting to that, the PDSA cycle can be used to help implement by providing an opportunity to continually review communication practice. Communication channels, whistle blowing, and patient engagement plans should be established at the Plan stage. In the Do phase, staff training, multi-disciplinary communication workshops, and avenues for better patient feedback should be initiated. The Study stage should evaluate for improvements based on complaint trends, staff engagement surveys, incident reports, and patient experience measures. Lastly, good communication skills should be embedded within a company's policies at the Act phase, and barriers should be overcome. Improving communication and organisational culture through continuous improvement would improve collaboration, build trust with patients, and minimise the risk of further quality failures.

Introduce continuous quality monitoring and clinical audit using the PDSA cycle
Healthcare organisations need to create rigorous quality monitoring protocols that regularly review patient safety indicators, clinical outcomes, incident reports, patient satisfaction, and adherence to the national quality guidelines. Auditing processes should be incorporated into the governance framework of organisations to recognise potential risks in advance, assess the performance of the service, and inform decision-making based on evidence. In this regard, the digital quality dashboards can also help identify performance trends more quickly and enable proactive action to be taken before patient safety is impacted (Adeshina, 2023).
[bookmark: _58edwl6mep6k][bookmark: _v3w1bo441346]In this regard, the PDSA framework is a notable tool for engaging in continuous quality monitoring. At the Plan stage, key performance indicators and audit schedules should be in place, based on national quality standards. In the Do phase, performance data should be gathered, regular audits should be made, and corrective measures should be taken when necessary. Furthermore, any audit findings during the Study stage should be analysed to determine how patient safety, service quality, and organisational functioning have improved. Lastly, the Act phase should consolidate and normalise effective quality improvement efforts, and adapt strategies as necessary when results are not met. The PDSA cycle, along with continuous monitoring, would facilitate organisational learning, improve governance, and make it possible to maintain the improvements in the quality of care over time.

[bookmark: _Toc234423605]4. Conclu4sion 
In conclusion, the Mid Staffordshire NHS Foundation Trust scandal illustrates that the quality issues were not due to individual clinical incidents, but rather to a sequence of failures, which are interdependent between leadership, governance, staffing, organisational culture, communication, building, and quality assurance systems. The combined scope of these deficiencies had a negative impact on patient safety, leading to avoidable patient harm, loss of public confidence, and huge organisational and regulatory ramifications.
The use of a fishbone diagram helped to effectively identify the root causes and to group the factors leading to the quality failures in the organisation, managerial, and operational levels. Moreover, the Donabedian model also showed how deficiencies in the organisation negatively affected the processes of health services, and consequently resulted in poor outcomes for patients. The SWOT analysis also gave a strategic view as it highlighted the trust's weaknesses as well as the opportunities for further improvement in quality, and the threats from the external environment that remain a challenge to healthcare organisations in general. These analytical frameworks offered a holistic view of the challenges of healthcare quality management and emphasised the need for a holistic approach to service improvement.
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