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	Abbreviation
	Full Form

	NHS
	National Health Service

	NHS FT
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	SWOT
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1. Introduction
[bookmark: _Toc236920268]1.1 Background of the Organisation
The Mid Staffordshire NHS Foundation Trust represents a well-known case in UK healthcare due to the emergence of critical issues with regard to the patient experience, governance, and organizational leadership. The Mid Staffordshire NHS Foundation Trust became associated with poor levels of care and unsafe practices. It was revealed that the key issue was connected with the fact that the major problems were caused by the lack of proper leadership and management, under-resourced care, lack of clinical governance, and excessive attention to financial goals and results (Hibbert et al., 2023). This case represents a great example of quality assurance as the organization's failure in providing appropriate services influenced all processes, including monitoring and reporting.
[bookmark: _Toc236920269]1.2 Identification of the Quality Issue
One of the quality issues identified in this case study relates to failure of providing safe, compassionate and effective patient care. In particular, there is negligence of patients, ineffective communication, lack of dignity, preventable harm of patients, no adequate responses to complaints and early warning signals. The presentation of this case demonstrates that ineffective incident reporting and poor organisational learning have allowed unsafe practice to be continued over time (Moon et al., 2022). Thus, it is evident that the problem is not only the failure of a particular service, but the failure of the whole system, which includes governance, staffing, culture and management.
From the point of quality assurance, the current case shows that weaknesses in structure and process may result in undesirable consequences for patients (Fukami, 2024). At the same time, the case demonstrates the need for healthcare organisations to pay attention to patient feedback, clinical risks and staff concerns as essential sources of information for improvement.
[bookmark: _Toc236920270]1.3 Aim of the Report
The aim of this report is the critical analysis of the quality issue that exists in Mid Staffordshire NHS Foundation Trust and provision of evidence-based recommendations for service improvement. In particular, the root causes of the failure will be identified by the use of Fishbone Diagram. Then, the evaluation of the case will be conducted by using the Donabedian Model. After that, the SWOT analysis will be provided to assess the organisational position. Furthermore, the policy and governance failures, which have led to the poor quality of care will be discussed. Lastly, sustainable measures for improvement will be suggested on the basis of the PDSA cycle.
[bookmark: _Toc236920271]

2. Critical Analysis of the Quality Issue 
[bookmark: _Toc236920272]2.1 Root Cause Analysis using Fishbone Diagram 
[image: ]
Figure 1: Root Cause Analysis Using Fishbone Diagram
(Source: Self-developed)
A root cause analysis reveals that unsafe patient care at the Mid Staffordshire NHS Foundation Trust is not a consequence of one single problem, but rather a result of multiple organizational issues. The fishbone diagram identifies six major cause areas including leadership, clinical governance, communication, staffing, organisational culture, and policies and targets. All these cause areas created an organizational environment in which patients' health remained unprotected and substandard care could go on without proper correction (Balakumaran, 2024). The first cause of the problem is leadership, which is associated with placing financial targets above the provision of proper care and ineffective managerial oversight of the organization (Kenaa et al., 2023). 
As a result, the second cause is clinical governance, since monitoring systems in the organization were not functioning properly. The incidents went unnoticed, and lessons were not learned. Another factor is communication, which was ineffective. Complaints were ignored, handovers were poor, and there were no proper ways to escalate concerns (Kumah, 2025). Another important aspect is staffing that included nurse shortages, improper skill mix, and workload pressure and thus negatively influenced the capability of nurses to provide safe and compassionate care (Chamanga et al., 2025). 
The last cause area is the problem of policies and targets and can be explained by the fact that the organization was paying too much attention to performance and compliance and not enough to the quality of care provided to patients (Mistri, 2023). From the Fishbone diagram it can be seen that the failures that happened at Mid Staffordshire were interconnected and did not occur because of one problem only. Weak leadership influenced the clinical governance, and insufficient staffing made workloads increase and limited monitoring capabilities. Additionally, poor communication resulted in the lack of escalation of any concerns, complaints and incidents. All those factors led to the creation of the organisational culture that did not prioritize patient safety. Therefore, insufficient staffing is not enough to be the reason of bad results since its effect was multiplied due to the weak leadership and governance.
[bookmark: _Toc236920273]2.2 Critical Evaluation using Donabedian Model 
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Figure 2: Donabedian Model
(Source: Self-developed)
The Donabedian model is valuable for examining Mid Staffordshire for the clear association of structure, process and outcome. The diagram shows that the structural weaknesses lie in leadership and governance, staffing and staff mix, resources and conditions in the ward, and policies and systems. These issues provided the opportunity for unsafe care. The Trust simply failed in providing care, in other words, it failed in the organisation of care. Inadequate leadership and governance reduce staff working within safe boundaries and service quality is inconsistent (Dixon-Woods, 2024). 
The process stage in the diagram illustrates how these structural problems were converted into poor practice. Communication and handovers were inadequate, incident reporting and escalation were ineffective, monitoring and supervision were inconsistent, and clinical decision-making was flawed (Reader and Gillespie, 2026). Due to these process failures, these warning signs went unheeded. There is a risk of harm if complaints are not escalated and patient deterioration is not being monitored properly. The model therefore helps explain how organisational weakness can move from policy level to patient level (Hadi Kalantari et al., 2024).
The outcomes documented in the diagram are of great consequence as poor patient safety, neglect and lessened dignity, avoidable harm and complaints, and a loss of public trust. These findings demonstrate that Mid Staffordshire's failure was not only a failure of practice as it was a failure of morality and organisation as well. Patients were let down by the systems that were meant to protect them. The power of Donabedian's model resides with its ability to clearly illuminate this causal sequence. It demonstrates that quality of organisational structure as well as reliability of care processes determines improved outcomes. However, the model also has limitations. 
According to the Donabedian Model, structural problems of Mid Staffordshire have affected the process of delivering of healthcare and patient outcomes negatively. The combination of weak leadership, insufficient staffing and ineffective governance limited the possibility of successful communication, reporting and supervision. As a result, neglect, avoidable harm, bad patient experience and loss of trust occurred. The strength of this model is that it provides a logical link between the organisational context and the patients' outcomes. However, the model is somewhat linear and may not fully capture the influence of culture, leadership values and financial pressures operating simultaneously. Therefore, it is useful but should not be considered sufficient alone.
[bookmark: _Toc236920274]2.3 SWOT Analysis of Mid Staffordshire 
	Strengths
	Weaknesses

	Existing NHS quality standards and regulatory framework; availability of trained healthcare professionals; opportunities for organisational learning following the Francis Report.
	Weak leadership and clinical governance; inadequate staffing and poor skill mix; ineffective incident reporting; poor communication; organisational culture that prioritised targets over patient safety.

	Opportunities
	Threats

	Strengthen clinical governance; improve workforce planning; introduce digital incident reporting and continuous audits; enhance staff training and patient involvement to support continuous quality improvement.
	Financial pressures; workforce shortages and burnout; declining public trust; increasing regulatory scrutiny; potential recurrence of patient safety failures if organisational weaknesses remain unresolved.



Table 1: SWOT Analysis
(Source: Self-developed)
The SWOT analysis in Table 1 indicates that Mid Staffordshire possessed certain strengths that were formally recognized but it was the key weaknesses that overpowered them. One strength was that the Trust was part of an established NHS quality system, enabling standards, regulations and professional expectations to be established. Another asset was its trained health workers, thus possessing skilled personnel in principle. The scandal also provided a learning opportunity at local and national level as it shone a light on major deficiencies in systems and governance, and stimulated discussion about patient safety and governance beyond the local sphere (Bevan, 2023). Nevertheless, the drawbacks were quite serious. There was a lack of leadership and poor clinical governance which resulted in a lack of accountability at every level. 
There were insufficient staffing levels and there was an inappropriate mix which had an impact on the capacity to deliver safe and caring care. The system in place for reporting incidents and communication was ineffective which resulted in risks not being identified or escalated appropriately (Yayehrad et al., 2024). It was of critical importance that the organisational culture focused on targets, not patient safety, and drove behaviours and decision making. These weaknesses did not stand alone but worked synergistically to establish an unsafe service environment. It was this which led to the failure of the Trust even though there was a formal NHS structure around the Trust (Ayanaw et al., 2023).
Opportunities for the Trust include enhanced clinical governance, workforce planning, the implementation of digital incident recording and regular audit, and staff training and patient involvement (Jackson, 2022). These actions would contribute to fostering a culture of learning and transparency. They also demonstrate that the scandal is not just to be viewed as a failure, it also serves as the grounds for change. The threats are also significant. Unsafe care is more likely to occur because of financial issues, staffing shortages and burnout. 
Public trust was damaged by the scandal, and continued regulatory scrutiny reflects the seriousness of the case (Hunt et al., 2022). According to SWOT analysis, Mid Staffordshire had some formal strengths in terms of organisational context, such as access to the wider NHS quality framework and trained health care professionals. But they have been significantly influenced by organisational weaknesses that existed at that time. In particular, the weak leadership, ineffective governance and insufficient staffing limited the use of existing standards in practice. Opportunities that have been identified, such as stronger auditing, workforce planning and patient involvement, would help to eliminate those weaknesses, but it would require effective implementation. In addition, workforce shortages, financial pressure and bad public image create additional threats. As a result, organisational weaknesses have had the greatest immediate impact on the quality of services provided by the Trust.

[bookmark: _Toc236920275]2.4 Critical Discussion of Policy and Governance Failures 
As seen in the case of Mid Staffordshire, it did not occur because of the lack of policy, but due to failures in policy implementation, oversight and accountability. The Trust was working in an environment of a national health care system which itself had practices in place for patient care, staffing, governance and safety (Fekadu et al., 2025). However, in practice, policies were not effective due to the lack of leadership and management which did not prioritise them. Financial targets, performance indicators and Foundation Trust status instead had taken precedence over patient safety. This left a disconnect between the policy intent and organisational behaviour. 
There was failure of governance at the National and Local level. Regulatory systems failed to react swiftly enough to the national level to recognize the alarming level of deterioration in care (Shepard, 2025). Senior leaders did not establish a culture for staff to approach matters in an open and safe way. Complaints were not acted upon, incident reporting was poor and learning from harm was not occurring (Madine et al., 2025). This consisted of policies to manage risk and accountability being on paper and not undertaken. As a practice, governance was not quality, but compliance based.
Another important failure was that there was no transparency. Poor care information did not result in a critical corrective pathway to stop unsafe practice (Smith, 2026). The main weakness is in the inconsistency between the expectations of policy and the reality of its implementation. Financial targets and performance priorities became more important than patient safety. Also, concerns, complaints and incidents were not effectively escalated and managed. It means that there was a problem with the governance because of the lack of accountability, ineffective oversight and organisational learning.
The case further shows that there can be cultures that preach bad care, and policy can be good but could not help patients if staff are not incentivised to speak out or leaders do not listen and act (Alsobou et al., 2025). Overall, the Mid Staffordshire scandal illustrates that ‘governance failure' is not just a management issue, it is a patient safety issue. The lesson from this case is that policies must be implemented through strong leadership, visible accountability, and continuous monitoring. Even well-designed policies cannot protect patients without strong leadership, effective implementation, continuous monitoring, and an organisational culture that prioritises safety, accountability, and improvement.
[bookmark: _Toc236920276]

3. Service Improvement Recommendations 
[bookmark: _Toc236920277]3.1 Recommendations 
In order to enhance quality assurance and patient safety for Mid Staffordshire NHS Foundation Trust, the first step should be to build up clinical leadership and governance. Senior leaders are required to be answerable for safety, not only financial or performance targets, and certainly not for the lack of safety (Alkahf and Alonazi, 2024). Proper governance and oversight structures to address concerns, regular board-level quality checks, and enhanced escalation protocols should be established to ensure prompt action (Bates et al., 2025). This would help to ensure that poor care is picked up more quickly and that those responsible for improvement are held in check throughout the organisation. 
The second recommendation was to enhance workforce planning/safe staffing. It is recommended that staffing levels/skill mix/workload distribution are reviewed within the Trust to ensure that the wards are adequately staffed. Safe staffing is an integral part as low staffing directly led to poor monitoring, slow response and decreased compassionate care (Serongwa and Matlhaba, 2025). Furthermore, workers need continuous staff education and training in patient security, communication, incident reporting and dignity in care to enable them to provide uniform levels of care. By developing a positive culture of safety, a third recommendation is to develop a positive culture of safety. Staff need to be confident about raising concerns, not to be blamed or for fear of retribution. 
The organization should encourage a just culture where an incident is viewed as a lesson to be learnt but not punishment. Patient and family input too should be seen as key evidence for improvement, as complaints and warning signs were ignored in the original case (Saleh Aboufour and Subbarayalu, 2022). The fourth suggestion is to establish more effective quality monitoring and learning arrangements (Sreedharan et al., 2023). Using digital incident recording, routine audits, and patient safety dashboards can enable leaders to better understand trends and take action on risks. Such systems need to be tied up into action plans whereby findings can trigger a real change. These recommendations directly respond to the problems identified in the analysis. Stronger leadership and governance would address weak accountability and ensure that patient safety remains a central organisational priority. Improved workforce planning would reduce staffing pressures and support safer, more compassionate care. Developing a just and open safety culture would encourage staff, patients and families to report concerns without fear, improving early identification of risks. Finally, stronger monitoring, digital incident reporting and regular audits would support evidence-based decision-making and organisational learning. Together, these measures could improve patient safety, strengthen accountability, increase staff confidence, improve patient experience and create a more reliable culture of continuous quality improvement across the organisation. Overall, these recommendations should be achieved using a PDSA approach whereby improvements can be tested and outcomes reviewed, and successful practice implemented sustainably throughout the Trust.
[bookmark: _Toc236920278]3.2 Implementation Strategy Using PDSA Cycle
	PDSA Stage
	Implementation Activities

	Plan
	Identify leadership, staffing, governance, and communication issues. Set objectives, allocate resources, and define quality indicators.

	Do
	Implement staff training, improve incident reporting, strengthen governance, and pilot safe staffing initiatives.

	Study
	Review patient safety data, incident reports, patient feedback, and audit findings to evaluate improvement.

	Act
	Standardise successful practices, address remaining gaps, and embed continuous monitoring and quality improvement across the Trust.


Table 2: Implementation Strategy using PDSA
(Source: Self-developed)
Plan-Do-Study-Act (PDSA) cycle offers an organized process of implementation of quality improvements in Mid Staffordshire NHS Foundation Trust. In the Plan stage, the organization needs to determine the major problems that arise from the root cause analysis, such as poor leadership, lack of staffing, inadequate governance, and ineffective communication. Objectives of the improvements and performance indicators and duties of staff members should be determined with regard to promoting patient safety and quality of services. During the Do stage, the interventions will be implemented on the pilot basis. It will involve improvements in clinical governance, staff training, safe staffing, effective reporting of incidents, and feedback from the patients (Al Muharraq et al., 2024). This is needed to assess the effectiveness of the intervention before its full-scale implementation.
The Study stage will focus on determining the effects of the implementation of the interventions through the use of clinical audits, patient satisfaction surveys, incident reports, feedback from the staff, and quality performance indicators (Liu et al., 2024). Comparison of actual outcomes with the planned ones will allow to assess the effect of the interventions on patient safety and service quality and modify them if necessary (Abbasi et al., 2025). In the Act stage, it is necessary to implement and embed the improvements successfully. The best practices will be standardized via new policy, continuous education of the staff, and monitoring. Also, lessons learned will be disseminated across the departments, which will foster quality improvement culture in the organization (Tran et al., 2022).
[bookmark: _Toc236920279]

4. Conclusion 
The case of Mid Staffordshire NHS Foundation Trust reveals the risks of the patient's safety violation when leadership, governance, staffing, communication and organizational culture are weak. The poor quality of care was not a result of one particular mistake, but several systemic failures that occurred at all the stages of service delivery. The fishbone analysis revealed such factors as poor leadership, ineffective clinical governance, insufficient communication, unsafe staffing and too much focus on targets. The Donabedian model helped to identify the reasons why the structure was weak and resulted in low processes, which caused negative patient outcomes. 
Furthermore, the SWOT analysis has shown that even though the NHS system offered some formal advantages to the Trust, these advantages were outweighed by the weaknesses and threats. The discussion of policy and governance proved the fact that the major issue was not connected with the lack of policy, but their effective implementation. Without active leadership, transparency, accountability and continuous monitoring of the situation, any policy would be useless in terms of protection of the patient's interests. Therefore, it is clear that sustainable development is possible only through commitment to patient safety and learning. The recommendations offered by this report include the enhancement of the leadership, staffing, creation of positive safety culture and quality improvement system.
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