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Failures in healthcare quality and governance may cause serious patient harm, and patient safety is an essential issue of public health concern. The case of Mid Staffordshire NHS Foundation Trust shows one of the most severe failures in care quality in the National Health Service (NHS) in England. In 2005-2009, the Trust was involved in a public inquiry by Robert Francis and found that the trust involved widespread failure in leadership, accountability, and quality assurance (Lawless et al., 2019). The Francis Report found that poor governance mechanisms and targets that were financially oriented and not patient-focused led to unacceptable standards such as neglect, inadequate staffing and inability to address patient needs (Francis, 2013).
There was evidence to show that the mortality rates at the Trust were by far higher than expected, and the standardised mortality ratios were between 127 and 145, as compared to the national standard of 100 (Healthcare Commission, 2009). Moreover, 1,200 excess deaths were estimated based on substandard care (Full Fact, 2013). Such failures underscore organisational culture, clinical governance and monitoring processes' weaknesses, causing avoidable harm. This report is going to critically examine the underlying causes of these quality failures and the cost-effectiveness of the strategies to improve the services using the well-established theoretical frameworks and quality management methods.
The continuity of the quality failures in Mid Staffordshire is also indicative of systemic issues in healthcare governance and performance management (Smith and Chambers, 2019). The NHS at this time was under a severe policy pressure nationally to balance its finances and demonstrate key performance indicators like waiting times. This indicates that hospitals focus on target compliance as opposed to clinical outcomes that may see the quality of care diminish, especially when hospitals are under resource pressure (Hughes, 2023). For instance, Mid Staffordshire, the Foundation Trust status resulted in providing financial viability and frequent access to the patient-centred care. This demonstrates that such failures are not organisational problems in isolation, however, there are considerable risks to the population on a population level. Further, substandard care leads to avoidable morbidity and mortality, elevated hospital readmissions, and loss of confidence by people in healthcare systems in the long-term (Kumah, 2025). This represents that unsafe care contributes about 10% of the number of patient harm incidence across the world, with a significant number being preventable (WHO, 2021). It supports the significance of effective quality assurance systems and unceasing service enhancement in protecting patient outcomes. Moreover, the case of Mid Staffordshire shows that the organisational culture is an important aspect that determines care delivery (Newdick and Danbury, 2015). With a limitation in opportunities, lack of openness, ineffective incident reporting systems, and inability to act on patient feedback leads to accountability.
It is necessary to study this case in terms of the developed quality management to learn both about the past failures and inform sustainable healthcare systems improvement. The report analyses by incorporating theoretical models and strategic tools to analyse the evidence-based service improvement.
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[bookmark: _Toc227271682]1. Root Cause Analysis of Quality Failures
The Mid Staffordshire NHS Foundation Trust failures were not isolated but reflected the outcome of the systemic weaknesses, which were underlined by the organisational structures, processes and culture. Root cause analysis (RCA) has become a well-organised system for the identification of the underlying causes of unfavourable events, taking corrective measures, and observing the results. RCA helps enhance a culture of safety and improve the quality of care delivered by healthcare professionals by aiding in the analysis of errors, near misses, and sentinel events (Singh et al., 2024). In this instance, data from the Francis Report show that the absence of proper leadership, staffing, and functioning governance systems provided conditions under which unsafe practices were continuing (Francis, 2013).
One of the most important reasons why RCA-based tools should be applied is that they have the potential to reveal latent failures (organisational weaknesses) as well as active failures (frontline errors) (Kiruthika, 2015). This method can be especially applied in more complicated healthcare environments in which various interacting variables cause patient harm.
The utilisation of the Root Cause Analysis (RCA) can be expanded by the application of the 5 Whys method that reveals causal pathways of systemic failures (Gangidi, 2019). For example, by asking why patients were harmed leads to a lack of observation; why there were no observations taken leads to understaffing; why there were understaffing decisions leads to decisions about cost-cutting; why there was a focus on cost-cutting decisions leads to organisational attention on financial results; and finally, why the focus on financial results persisted results in regulatory laxity and governance failure (Gangidi, 2019). Therefore, questioning in layers indicates how the failures on the front lines were indicators of systemic and policy level problems. Similarly, NHS investigations like the Morecambe Bay investigation found a similar pattern, with systemic failure in leadership to analyse the situation and ineffective clinical decision-making also being based on systemic leadership failures as opposed to individual human error (Kirkup, 2015). This supports the significance of RCA as a means of differentiating between proximate and root causes.
[bookmark: _Toc227271683]2. Application of the Fishbone Diagram (Ishikawa Model)
The Fishbone Diagram (Ishikawa) offers a systematic means of classifying the emergence of quality failure causes into major areas, including people, processes, environment, equipment, and management (Kumah et al., 2024). Well, in the Mid Staffordshire case, several big problems arose in these areas.
· People (Staffing and Skills): Chronic understaffing and lack of training caused missed observations and poor monitoring of the patient (Healthcare Commission, 2009). Poor morale of staff also lowered the quality of care. 
· Processes: Learning was not effective as incidents failed to generate knowledge because of ineffective clinical governance and ineffective complaint-handling systems (Francis, 2013). 
· Management: The management was prioritising financial achievements and foundation trust status above patient safety, and this indicates that organisational priorities were misaligned (Francis, 2013). 
· Environment/Culture: There was a culture of fear and defence of whistleblowing and transparency (Lynas, 2015). 
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Figure 1: Fishbone Diagram
(Source: Self-Created)
The fishbone model is useful in the sense that it visualises intricate causation. However, it could generate both irrelevant and relevant potential root causes of the problem (Kumah et al., 2024). This limitation notwithstanding, it gives a good starting base to expand on.
Further, in a Fishbone Diagram, the critical analysis of interdependencies between categories as opposed to looking at them separately. For example, people and process failures were interconnected, with staffing failure (people) directly resulting in monitoring system failures (process) (Bader et al. 2024). This is evident as it indicates that a 10% improvement in the level of nurse staffing can lead to a 7% decrease in patient mortality (Aiken et al., 2014). This underlines the measurable effect that workforce variables have on patient outcomes. In addition, management failures were influenced by environmental and cultural forces, including the fear of whistleblowing, which could have identified risks before. Although the Fishbone model is useful in categorisation, it cannot prioritise causes by their impact, and therefore cannot be of use in complex healthcare systems (Kumah et al. 2024). 
[bookmark: _Toc227271684]3. Donabedian Model: Structure, Process, Outcome
The Avedis Donabedian model is still a pillar of healthcare quality measurement that divides quality into structure, process, and outcomes (Berwick and Fox, 2019).
· Organisation: Structural weaknesses at Mid Staffordshire comprised low levels of staffing, ineffective resource distribution and ineffective governance systems. 
· Process: Hygiene, nutrition, and observation of the worsening patients were also examples of basic nursing care, which failed miserably, and this caused a bad compromise of care delivery processes (Francis, 2013). 
· Outcomes: The consequences of these failures were high mortality rates as standardised mortality ratios were too high, and several 1,200 unaccounted deaths were estimated (Healthcare Commission, 2009; Full Fact, 2013). 
The Donabedian model works well, especially as it connects organisational inputs to patient outcomes so as to make a systematic assessment of quality. Critics, however, claim it does not take into consideration factors on the health profession itself, complex and dynamic in nature (Opele and Adepoju, 2024). However, it offers a very strong result to discover where improvements have been most required. The Donabedian Model can be further criticised through the dynamic relationship of structure, process and outcomes (Yang et al. 2025). The lack of structures, including poor nurse-to-patient ratios (as low as 1:10 in certain wards during the crisis), had a direct negative impact on the workflow, including the ability to understand the patient in a manner and maintain hygiene standards. The failures of these processes resulted in negative effects such as high mortality rates and high cases of hospital infections (Pogorzelska et al. 2023). NHS Trusts achieve high performance points through staffing and governance structure investment as a key way to enhance Care Quality Commission (CQC) ratings and minimise adverse events (CQC, 2022). However, the Donabedian architecture is linear and can be simplified in the complexity of health care delivery where adaptive behaviours are prevalent. 
[bookmark: _Toc227271685]4. SWOT Analysis for Strategic Evaluation
A SWOT analysis (Strengths, Weaknesses, Opportunities, Threats) provides a strategic approach towards organisational performance and its improvement planning.
· Strengths: The NHS framework offers set policies on patient safety and quality improvement, which include post-inquiry reforms, such as greater regulatory control (Mayor, 2001). 
· Weaknesses: At Mid Staffordshire, the weaknesses were poor governance, accountability and lack of effective communication systems (Francis, 2013). 
· Opportunities: The introduction of patient safety models, including learning systems and incident reporting, offers an opportunity to improve the organisation (NHS England, 2022). 
· Threats: There are external pressures that may affect the quality of care negatively, such as financial limitations and performance goals, unless properly balanced (Francis, 2013). 
SWOT analysis can be used for connecting internal forces of the organisation with the external forces, and this aids in making strategic decisions. The SWOT analysis model has, however, been criticised due to its simplicity, lack of dynamism and excessive focus on internal factors, which can result in ill-informed strategic decisions (Munyao, 2026). Nonetheless, it supplements RCA and Donabedian analysis by guiding any future strategy of improvements. External policy and regulatory dynamics can also be incorporated to the SWOT analysis. For example, the response that organisations can move away is termed to be the blame-based approach of investigations to the learning-based approach (Maraffi and Pupulidy, 2025). This can be analysed in response to national reforms, including the introduction of the Patient Safety Incident Response Framework (PSIRF) (Louch et al. 2023). However, there are still threats associated with continuing financial pressures within the NHS, as it has been reported that the funding shortfall is over 7 billion in recent years (The King’s Fund, 2023). Therefore, these restrictions can continue to limit resources like in the case of Mid Staffordshire. Further, it can also be stated that the digital infrastructure and data usage can be weak and it can disrupt real-time observation of patient safety indicators and prevent proactive intervention.
[bookmark: _Toc227271686]5. Integration of Theoretical Frameworks
A combination of the Fishbone Diagram, Donabedian Model, and SWOT analysis offers a clear insight into the failures at Mid Staffordshire. Although the Fishbone Diagram outlines several factors at play, the Donabedian Model elaborates on how the failures turn into poor patient outcomes, and SWOT analysis aids in strategic planning to improve. These frameworks combined demonstrate that it was not individual incompetence that was the main problem, but the failure of governance structures, and it is important to implement the interventions to improve the quality of organisations as a whole, based on evidence-based practice.
[bookmark: _Toc227271687]Recommendations
· Implementing the PDSA (Plan-Do-Study-Act) cycle to pilot and perfect the change in staffing, monitoring patients, and governance systems in Mid Staffordshire NHS Foundation Trust: One of the main causes that have been found is chronic understaffing and breakdown in patient watching procedures. Thus, it is suggested to use the PDSA (Plan-Do-Study-Act) cycle to optimise safe staffing and monitoring. The Do phase implies testing these ratios with high-risk like emergency and elderly care units. This method has been effectively used in NHS trusts such as Salford Royal, where an organised quality improvement cycle helped to reduce mortality rates and enhanced Care Quality Commission (CQC) ratings (CQC, 2022). With an improved staffing, it has been associated with 7% lowering of mortality with each 10% of nurse staffing (Aiken et al., 2014). This recommendation is aimed at processes that were reported and contributes to an evidence-based improvement.
· Using Lean concepts to remove inefficiencies, enhance the flow of patients, and optimise the use of resources: It is suggested to implement lean methodology to reduce the inefficiencies in the care processes, particularly in long wait time before patient evaluation, inefficient use of resources, and workflow disruptions. Lean can help to simplify care delivery by understanding patient journeys and finding non-value-adding activities such as delays in duplicating documentation. For instance, the Virginia Mason Medical Centre in the USA used Lean concepts and cut down patient waiting lists by more than half and enhanced patient outcomes (Kim et al. 2006). Lean interventions have been demonstrated in the NHS context with A&E cutting of waiting times and patient improvement. The implementation of Lean at Mid Staffordshire would consist of value stream mapping and staff engagement workshops, along with an ongoing monitoring of important performance indicators. This represents the response time to patient deterioration, and this suggestion is important because the process inefficiencies have been identified in the Fishbone and Donabedian analysis, and limited resources are utilised in an effective way. It resulted in an improvement of patient safety and experience. 
· Control clinical mistakes and variation in care processes using Six Sigma methods with the DMAIC (Define, Measure, Analyse, Improve, Control) model. This strategy allows healthcare institutions like the Mid Staffordshire NHS Foundation Trust to trace the root causes of the errors, control the standardisation of procedures, track performance indicators, and maintain improvement using the constant data-based assessment. Revere and Black (2003) stated that Six Sigma was implemented to minimise medication errors and enhance patient safety. Through examining the patterns of errors and standardising the processes of administering medication, organisations can significantly minimise the incidence of adverse drug events and enhance adherence to safety measures (Ciapponi et al., 2021). This shows how data-driven practices can pinpoint underlying causes, reduce variation, and maintain quantifiable healthcare quality upgrades.
· Improving the clinical governance systems that provide clear accountability frameworks, a transparent reporting system, and ongoing quality monitoring procedures as were introduced by the Francis Report (Francis, 2013). This entails enhancing board control, incorporating routine audits, and incorporating PDSA cycles into the efforts that promote constant assessment, education, and consistent enhancement in patient safety results. For example, Salford Royal NHS Foundation was the first organisation after the governance reforms to introduce strong board oversight, real-time performance boards, and regular clinical audits, in addition to ongoing quality improvement processes. This strategy resulted in good patient safety rates and the regular high-ranking of the Care Quality Commission (CQC), indicating the efficiency of effective governance systems (CQC, 2024; Ham, 2014).
· Facilitating a supportive safety culture through establishing open communication and whistleblowing, as well as learning from incidents without any fear of being blamed. This includes the use of supportive reporting systems, the commitment of leaders, and the ongoing feedback system that will allow organisations like Mid Staffordshire NHS Foundation Trust to identify risks where they can manage them in advance and maintain quality improvement. For example, Virginia Mason Medical Centre implemented a blame-free strategy in its patient safety programme. Employees were not afraid of reprimand and were encouraged to report mistakes and near-misses, which was backed by leadership dedication and open feedback channels. The method resulted in dramatic decreases in the number of adverse events and better patient safety outcomes (Kaplan, 2013). It brings out the importance of building trust and learning through incidents to proactively recognise risks and ensure continuous quality enhancement.
· Periodic clinical audits and performance reviews to detect deviations and gaps in service delivery that will allow detection of unsafe practices early. This would entail the application of PDCA cycles of continual evaluation, execution and optimisation of adjustments, which will guarantee responsibility and long-term quality improvement in organisations like the Mid Staffordshire NHS Foundation Trust. For instance, National Audit of Inpatient Falls programs of the National Health Service, where frequent data collection and benchmarking are applied to assess the gaps in patient safety practices (NAIF, 2025). Endalamaw et al. (2024) also noted that hospitals that adopt audit feedback and PDCA cycles have shown a decreased number of falls and better adherence to safety measures and emphasize that continuous assessment aids in timely identification of risks and ongoing quality improvement.
· Conducting continuous training and professional development programmes to improve staff competencies, clinical competence, and morale, with the main root causes being insufficient training and staff motivation. This must incorporate the ongoing learning, mentorship and the use of simulations, where PDSA cycles are adopted to assess effectiveness and sustain the improvement in organisations like Mid Staffordshire NHS Foundation Trust. For example, Johns Hopkins Hospital had already established a system of staff education and training by simulation to enhance clinical skills, especially in infection control (CDC, 2024). The hospital has greatly decreased central line-associated bloodstream infections (CLABSIs) through continuous training, mentoring, and assessment through PDSA cycles, showing an improved patient safety and performance of staff (Pronovost et al., 2006). This brings to the fore the direct relationship between sustained workforce development and quality improvement and clinical error reduction.
[bookmark: _Toc227271688]Conclusion
Therefore, the case of failures within the Mid Staffordshire NHS Foundation Trust shows that when poorly established systems are used, and poor governance is practised, then circumstances exist where it is possible to cause disastrous damage on a mass scale. As evidenced in this report, the failures were not caused by single clinical errors, but rather they were entrenched in the systemic problems of ineffective leadership, inadequate staffing, weakening accountability systems, and the culture which failed to promote transparency and learning. The use of some of the major frameworks, particularly the Root Cause Analysis, the Fishbone Diagram, the Donabedian Model, and the SWOT analysis, has made it possible to have a holistic view of how the structural and process failures converted into adverse patient outcomes.
Moreover, the results highlight the need to incorporate quality improvement strategies like PDSA, Lean, and Six Sigma in order to effectively deal with these root causes. The strategies offer evidence-based structures in order to monitor, evaluate and improve healthcare services continuously. Notably, it is crucial to promote a patient-centred culture of safety, tighten the governance framework, and invest in the development of the workforce as key contributors to sustainable change.
Overall, the case underscores core lessons related to health and social care systems worldwide, affirming the need to ensure high-quality levels of care rely on effective governance, organisational learning, and maintaining a persistent commitment to patient safety and service improvement.
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