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Introduction; Quality Assurance and Servicelmprovements

Quality assurance refers to a set of systematic processes that

l
patient safety, and promote continuous improvement through regular evaluation and monitoring (NHS, n.d.) (Klein et al., 2009).

ensure services meet established qual}ty standards, safeguard

Safe: Effective: Improvement:
Ensuring patient safety  Delivering reliable Continuous monitoring

(Atkinson et al., 2010).  care (Atkinsonetal., andimprovement

2010). (Atkinson et al., 2010).

(Vecteezy, 2022)

Clinical audits and inspections (Atkinson et"Iu
2010). / -

e
g (Atk'inson etal.,

2010).

/ﬁ Staff training and development (Atkinson et al.,
|[]

(NHS, 2024)



The Mid Staffordshire NHS Foundation Trust

Although primary responsibility lay with the hospital’s board and healthcare professionals, it became clear that the entire supervisory system failed to identify and address the

problems. In addition, a culture of fear, silence, and bullying prevented concerns from being raised and allowed unacceptable standards of care to continue (Francis, 2013a).
(Powell, 2023).

High mortality rates and persistent complaints

» Between 2005 and 2009, serious failures in care occured at Stafford Hospital despite
appearing to meet standards (Francis, 2013a) (Powell, 2023).
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(NHS, 2023)

» The entire supervisory system failed to indentify and address the problems (Francis,
2013a) (Powell, 2023) .

» Primary responsability lay with the hospital’s board and healthcare professionals (Francis,
2013a) (Powell, 2023) .

Culture of fear, silence and bullying

» A culture of fear, silence and bullying prevented concerns from being raised (Francis,
2013a) (Powell, 2023).
» This allowed unacceptable standards of care to continue (Francis, 2013a) (Powell, 2023).
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Swiss Cheese Model

Model showing that accidents happen when multiple failures align and bypass system defences (Wiegmann et al., 2021).

T hhe Swiss Cheese Model
Expplainmned

(Tapandesai, 2025)

Goverment policy Hospital leadership Staffing shortages Poor reporting systems Weak regulation
(Francis, 2013b). (Francis, 2013b). (Francis, 2013b). (Francis, 2013b). (Francis, 2013b).

Focus on targets and Ignored warnings and Overworked and
cost-cutting (Francis, complaints (Francis, understaffed (Francis,
2013b). 2013b). 2013b).

Missed safety concerns
(Francis, 2013b).

Failed oversight (Francis,
2013b).

Failures in Multiple Defenses Led to Poor Patient Care (Francis, 2013b).




Root Cause Analysis

Root cause analysis is a method used to find the real cause of a problem (Tableau, n.d.).

In the Mid Staffordshire case, several key root causes were identified (Francis, 2013b).

Inadequate staffing (Francis, " Poor Culture (Francis,
- 2013b). 1 2013b).

Focus on finances over
patient safety (Francis,
2013b).

Leadership failure (Francis,
2013b).

amy Focus on finances over
= patientafety(ﬁancis.

atamy E 201 'Sb). ~
(Alamy, 2019) (Adobe, 2024)

Focus on finances over

patient safety (Francis,

Weak Governance (Francis, 2013b).

(Linkedin, 2021)



The Donabedian Model

The Donabedian Model evaluates healthcare quality through three components: Structure, Process and Outcomes (Robby et al., 2025).

Structure

The organisational environment in which
healthcare services are delivered (Kunkel et

0~0 Inadequate staffing
f‘(cl"ﬁ (Dziak, 2020).
&

) Weak leadership (Dziak,

Hy
2020).
9]
Poor Governance systems
(Dziak, 2020). / “ \\

Process

The delivery of care to patients (Kunkel et

al., 2007).

Poor Patient Monitoring (Dziak,
2020).

Delays in treatment (Dziak, 2020).

Lack of communication (Dziak,
2020).

Hygiene failures (Dziak, 2020).

Outcomes

The results of healthcare services (Kunkel
et al., 2007).

Structural, Process and Outcome failures led to severe patient harm and loss of trust in the healthcare systems (Kunkel et al., 2007)




' Policy issues affecting healthcare quality

Several policy-related issues contributed to the failures at Mid Staffordshire.

Target-Driven Culture

<

(Googleapis, 2006)

Pressure to meet waiting time
targets and financial objectives
(Phillips et al., 2023).

Patient safety was not prioritised(Phillips et al., 2023).



Impact on healthcare service provision

Quality of care .




Recommendations
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» Problem: Failings at Mid Staffordshire NHS Foundation

Trust (2005-2009) — poor leadership, understaffing, high

Componentd ==
» Analysis and tools: Fishbone, 5 Whys, Donabedian,

SWOT, Lean, Six Sigma.
» Recommendations: Improve |eadership, governance,

safety culture, and continuous monitoring.



The Mid Staffordshire scandal represents one of the most serious
failures of quality management in UK healthcare, demonstrating how
systemic issues poor leadership, understaffing, weak governance,
and political pressures can cause harm to patients. Applying quality
models such as the Swiss Cheese Model, Root Cause Analysis, and
the Donabedian Model helps to understand its causes, and the

lessons learned continue to influence NHS policies and practices.



References

Atkinson, S. et al. (2010) 'Defining quality and quality improvement,’ Clinical Medicine, 10(6), pp. 537-5389. https://doi.org/10.7861/clinmedicine.10-6-537.
BBC (2013a) Stafford hospital: The victims of the hospital scandal. Available at: Stafford Hospital: The victims of the hospital scandal - BBC News (Accessed: 21 March 2026)

Dziak, M. (2020) Donabedian model. Available at: Donabedian model | Social Sciences and Humanities | Research Starters | EBSCO Research (Accessed: 20 March 2026)
Chloe (2025) How are new UK health policies affecting patient care. Available at: How Are New UK Health Policies Affecting Patient Care? — Appamed (Accessed: 20 March)

Francis, R. (2013a) Report of the Mid Staffordshire NHS Foundation Trust public inquiry, The Mid Staffordshire NHS Foundation Trust Public Inquiry. report. The Stationery
Office. https://assets.publishing.service.gov.uk/media/5a7ba0faed915d13110607c8/0947.pdf.

Francis, R. (2013b) Report of the Mid Staffordshire NHS Foundation Trust public inquiry, The Mid Staffordshire NHS Foundation Trust Public Inquiry. report. The Stationery
Office. https://assets.publishing.service.gov.uk/media/5a7ba0faed915d13110607c8/0947.pdf.

Francis, R. (2013c) Report of the Mid Staffordshire NHS Foundation Trust public inquiry, The Mid Staffordshire NHS Foundation Trust Public Inquiry. report. The Stationery
Office. https://assets.publishing.service.gov.uk/media/5a7ba0faed915d13110607c8/0947 .pdf.

Holistic Health Pathways (2026) What is: Quality Assurance. Available at: Explained (Accessed: 15 March 2026)

Kunkel, S., Rosenqvist, U. and Westerling, R. (2007) “The structure of quality systems is important to the process and outcome, an empirical study of 386 hospital departments in Sweden,” BMC
health services research, 7(1). Available at: https://doi.org/10.1186/1472-6963-7-104.

Klein, E.E. et al. (2009) Task Group 142 report: Quality assurance of medical accelerators),’ Medical Physics, 36(SPart1), pp. 4197-4212. https://doi.org/10.1118/1.3190392.

National Institute for Health and Care Excellence [NICE] (2026) How to use our quality standards. Available at: How to use quality standards | NICE (Accessed: 22 March 2026)

Powell, T. (2023) The Francis Report (Report of the Mid-Staffordshire NHS Foundation Trust public inquiry) and the Government's response. Available at: Standard Note (Accessed: 18 March 2026)
National Health Service [NHS] (n.d.) Quality assurance. Available at: NHS England » Quality assurance (Accessed: 22 March 2026)

Phillips, K.A. et al. (2023) 'Ten health policy challenges for the next 10 years,’ Health Affairs Scholar, 1(1), p. gxad010. https://doi.org/10.1093/haschl/qxad010.

Tableau (n.d.) Root Cause Analysis: Definition, Examples & Methods. Available at: Root cause analysis: Definition, examples and a how-to guide (Accessed: 19 March 2026)

Wiegmann, D.A. et al (2021) ‘'Understanding the “Swiss cheese model” and its application to patient safety,’ Journal of Patient Safety, 18(2), pp. 119-
123. https://doi.org/10.1097/pts.0000000000000810.



	Slide 1
	Slide 2: Introduction: Quality Assurance and Service Improvements 
	Slide 3: The Mid Staffordshire NHS Foundation Trust
	Slide 4: Swiss Cheese Model
	Slide 5: Root Cause Analysis
	Slide 6
	Slide 7: Policy issues affecting healthcare quality
	Slide 8: Impact on healthcare service provision
	Slide 9: Recommendations
	Slide 10
	Slide 11: Conclusion
	Slide 12: References

