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INTRODUCTION

» The hospital was known, and it served as a hospital
located in Cannock Chase and Stafford as Mid
Staffordshire NHS Foundation Trust in Staffordshire.

» It was during this period (2005-2009) that serious
issues were raised concerning the appalling
standards of care, poor hygiene and excess

mortality that were exposed as a huge failure of
standards (Francis, 2013).

» This case is relevant as it demonstrates the
potential for patient harm to continue through a
weak Quality Assurance process across an
organisation (Campbell, 2013).

» The reasons for the failure, theories about the
failure, and reforms after the failure are discussed.
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that serious issues were raised
concerning the appalling standards
of care.

These issues were exposed as a
HUGE FAILURE OF STANDARDS
(Francis, 2013).
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Stafford Hospital was linked to the problems of
neglect, poor hygiene and standards of
emergency care between 2005 and 2009.

Concerns were brought up but not acted upon on
time by patient(s) and/or families.

In 2010 and 2013, independent investigations
identified hundreds of excess deaths that were
associated with systemic deficiencies (Francis,
2013a).

The 2013 Francis Report contained 290
recommendations which are impacting on an
accountable and open culture across the NHS
nationally (Holmes, 2013).

THE FRANCIS
REPORT

What's the big deal?

A question for all of us

What is it?

In 2010, the governmen: commussionad Robert Francis GC to
report on failings in care 3t the Mic-Staffordshire NHS Foundation
Trust between 2005 and 2008 His report is lengthy and damning
in equal Measures. Storses of patents et in their own faeces, o
thirsty they hao to drink from flower vasas and suffering without
adeguate pain relief made for Gfficult and distressing reading
Worse still, it became clear that these wera not isolated incidents
but that the cukure =t Mid-Stafs had insidicusly become so
damaged that such occurrences had become Normal practice
Francss wants this to change, so do we.

Culture Change

One of the ovarwhelming Messages of the report is the concept
of the ‘culture” within the Truse (and perhaps the wider NHS)

2nd need for it O Change. ToO Oftan the System makes it easier

to comply with or ighore poor care, rather than highlight it In
other ndustres, Speaking out about INICeqUICISs OF ProdDIems is
encouraged and rewarded. Wiy dowe fear doing it So much in the
NHS? Francis wants this 1o change, so do wea

What's it got to do with me?

As trainee JOCtors working on tha frontline we have 3 unque role We
see what happens day to day, and rotating through d#ferent hospitals
POUt CUr trarNg GIVES US the 3Dikty t0 Make cComparisons. We

ANd to Strive 1owards excellence in pstient care. But
can say. hand on haart, that 3l the Care wa've over soan
advays been geod enough? Francis wants this to change, o dowe

Leadership?

The report chalienges @ach one of us 10 think about the alusive
concepe of ‘clinical teadership. Not jus: teadership at the board
or exacutive leval but at every level. We all have a responsibility
to our patients, whether we are cleaners or porters, doctors

or nurses, NAgers Or Senior executives. Leadershep isn't
something you need to gO ©N a course or read 3 Dook to learn;
it’s Something we do every day without realising, and a set of
skills we nead to identify 2and develop. We can’'t just blame senior
executaves within bospitals for the 3ilings — it's time 1o 3ccept
that we all have = roia. and that we all have a responsibility for
improving the future

EASIER SAID THAN DONE?
We don’t think so. Here are 3 things you can start doing today:

1. Spealk: Easier said than done? But we are the future of the
NHS and making it better or our patients is in our hands. Do you
mmnmborwnon you didn't Used towash your han woon
tiens? OF course not But it didn’t Use to be the norm, just as
having the :o—-—aoncn O Speak ouk isn't But we can make it
change. If SOMethsng we See isa't right we need to start speaking
B AN kemp SHEARING LIt SoMGone Eatons

3. Lead: Weo're il responsible for the whole systerm, not just the
DAtent in Front of Us NOw. We Need to Start workeag out ways

t0 SO o the probiems - iMProving tho systom rather than just
working around the glitches. We don't need to wait until we are
consultants DEfore we stand up and lead. 'S 3DOLE US Satting the
right exampie, and us Creating the Culture that we want 1o work in.

2. Act: We need o S1Op treating audits and quality improvement
projects as “OV Allers’ We're full of ideas and enthusiasm for how we
can maka things better on the wards, and s SUCh 3 wWasta & we dorm't
PUL them to use We need to SI0p Seeng Managors as the enemy; we i
want the Same thing Detter patent cars. Nex: Hime you walk pas: them
in the corndor say holio. f you dom't know who they are go and fnd out

Eind out More 3t hitp/ Aw ww.fmibm.ac.uk/francis
FMLM trainee members

(Source: Fmim, 2026



Swiss Cheese Model

» Write the words Root Cause Analysis on the

chalkboard. Write on the chalkboard Root Cause Organizational _ Unsafe  Preconditionsfor

Analysis Influences ~ Supervision  unsafeacts Unsafe

Acts

» The Swiss Cheese Model describes how several
gaps in safety measures can converge to create
the chance for harm to enter the system
(Wiegmann et al., 2022).

» There were significant gaps across four areas in
Mid Staffordshire, organisational, leadership,
staffing and governance, which converged (Trekels
and Telzer, 2025).

» Often, preventable harm was caused by cost- Failures/Conditions
cutting, by remote managers, understaffing and/or
poor governance.

Actie Failures
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ELABORATE THE THEORI

» The report is going to base itself on
various healthcare safety and quality
models to help understand the poor
care patients experienced at Mid
Staffordshire NHS Foundation Trust.
The models can be used to explain
that it was not one person's one
mistake that caused the problem.
Rather it was due to a combination of
issues that occurred within the
organisation, such as weak
monitoring, inappropriate policies,
limited staffing and poor leadership.




FISHBONE ANALYSIS
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2 It is also known as ISHIKAWA DIAGRAMS (The name of the creator is Kaoru
Ishikawa- a Japanese organizational theorist and a professor in the engineering).

2 They are a visual tool that helps individuals and teams captured and understand the
root causes to a specific problem.

2 Fishbone analysis is a graphing tool for organising the causes of a problem into
categories (people, processes, policies, management.(Kumah et al., 2024).

-1 Some wards at Mid Staffordshire were overstaffed, while others were understaffed,
and leadership was weak in certain areas, resulting in unsafe care (Sakdiyah et al.,
2022).




'PEOPLE PROCESS

o 1
% Staff shortages ’ Wefk TEpOing
s Low morale . SySIems N
. +» Poor communication
s Poor

s Ineffective complaint

leadership management

PROBLEMS
+* Poor decision

making
¢ Lack of safety

focus
MANAGEMENT ‘Environment

s Poor hygiene

X/

+» Unsafe
condition

» Target pressures
» Financial priorities

oo o

(Source: Self-developed)




The Donabedian Model

« Staffing
Structure BEEEEE:

e Resources

e Care delivery
e Communication
e Monitoring

e Patient harm

OQutcomes e

e Loss of trust

(Source: Tahanidweikat, 2026)

*Donabedian's model relates
these three factors, structure,
process and outcome, to
evaluate healthcare quality
(White et al., 2022).

*Mid Staffordshire was poorly
structured, had bad
pProcesses, and terrible
outcomes.



Policy Issues Behind the Mid Staffordshire: NHS
Foundation Trust Failures

POLICY ISSUE

Focus on NHS targets

Pressure to become a Foundation Trust

Weak regulation and monitoring

Lack of safe staffing rules

Poor culture of reporting problems

Limited focus on patient experience

HOW IT CREATED PROBLEMS

Managers focused more on achieving targets
and meeting numbers rather than improving
patient care.

The hospital focused on saving money and
improving financial performance, leading to
cost-cutting decisions.

Regulators did not identify and respond to
warning signs such as complaints and high
mortality rates quickly enough.

The hospital reduced staff numbers without
considering the impact on patient safety.

Staff concerns were not always listened to or
acted upon.

Patient feedback, dignity, and individual needs
were not given enough importance.

EFFECT ON HEALTHCARE SERVICES

Patients received less attention, and the quality
of care and compassion reduced.

Fewer staff were available, increasing workload
and reducing the quality of care.

Unsafe care continued, putting patients at risk.

Staff became overwhelmed, and some patients
experienced delays or missed care.

Problems remained hidden and opportunities to
improve patient safety were missed.

Patients felt ignored, leading to loss of trust and
confidence in healthcare services.

Sources: Francis, R. (2013)



IMPACT ON SERVICE DELIVERY

» Clinical outcomes and patient safety were significantly
compromised, and the patient's lifetime consequences of the
experience were great (England, 2022).

» This had a significant negative impact on staff morale, the
public and the reputation of the organisation.

» In addition to these, the scandal also led to a rise in the cost of
healthcare because of litigation, special measures, and
improvement programmes (Elkomy et al., 2023).

» In addition to impacting patients, it was felt by the whole NHS
system.




Demonstrating The Impact Of These Root Causes
And Policy Issues

» Unsafe patient care

» Poor dignity and compassion
QUALITY K Increased patient suffering
IMPACT  Loss of trust

« Increased costs from poor quality care
» More investigations and complaints

» Longer hospital stay

e Staff burnout

» Vulnerable patients affected most
« Unequal patient experinces




REPORT STRUCTURE

INTRODUCTION

ROOT CAUSE
ANALYSIS

ELABORATE
% The written report is made up of nine THE MODAL

sections: introduction, literature review,

and case study background.
s The core analytical parts are made up of
root cause analysis, quality improvement

theory, and policy analysis.

s The Component 2 report is completed >

with Impact assessment,
recommendations and a conclusion.

s This is a mechanism to shift from theory
to evidence and finally to solutions.

IMPACT ON
HEALTHCARE
SERVICE
DELIVERY




CONCLUSION

Mid Staffordshire demonstrates a breakdown in
systems of care in terms of culture, leadership and
staffing and identifies how this could compromise
patient welfare.

It is important that the same principles of vigilance,
transparency and accountability are upheld at all levels
for effective quality assurance.

There needs to be a continuous drive to ensure that the
momentum for reform continues within NHS
organisations and that next time there is no large-scale
failure.

This episode of the case remains a seminal moment for
the NHS, and in the broader context of healthcare
governance.
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