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[bookmark: _heading=h.vqqvy0gg06ka]1. Introduction
Patient safety is one of the primary goals of the National Health Service (NHS) since it refers to one of the measures of healthcare quality. Patient safety consists of avoiding any preventable harm during provision of medical care and constant improvements in care systems through proper governance, leadership and organisational learning (Ahmed et al., 2024). Despite extensive policy changes during the last ten years, patient safety remains an important problem for the NHS due to growing demands on services, staff shortages, organisational factors, and variability in the quality of care provided by healthcare organisations (Care Quality Commission (CQC), 2025).
The Mid Staffordshire NHS Foundation Trust continues to be one of the most prominent cases of failure in patient safety within the NHS. According to the Francis Report, during the period between 2005 and 2008, patients had been receiving terrible care with their unnecessary suffering and preventable harm being caused due to the fact that organisational goals were oriented towards financial targets and acquiring the Foundation Trust status rather than providing safe and caring patient care. It has been noted by the Francis Inquiry that ineffective leadership, poor clinical governance, communication and organisational culture tolerant of inappropriate standards have all led to the patient care failure in the case discussed (Francis, 2013).
Despite the numerous changes implemented following the Mid Staffordshire scandal within the NHS, recent data suggests that some of these issues still persist. According to the CQC (2025), there are still problems concerning patient safety, workforce, leadership, governance, and quality of care in NHS organisations. 
This report will undertake a critical evaluation of the quality problem of patient safety incidents caused by poor governance, leadership, workforce and organisational safety culture problems at the Mid Staffordshire NHS Foundation Trust. The Fishbone Diagram, 5 Whys, and the Donabedian Model will be used to evaluate the root cause of the problem, while the SWOT analysis will be utilised for strategic planning of the services. Finally, recommendations are made based on evidence-based quality improvement methods like PDSA, PDCA, Lean, and Six Sigma.
[bookmark: _heading=h.92xp2qf9qucn]2. Main Body
[bookmark: _heading=h.xrvtzjd7tisq]2.1 Nature of the Quality Problem 
Patient safety is defined as preventing any unnecessary harm to patients in healthcare provision and a major determinant of the quality of health services (Donabedian, 1988). Effective governance, sufficient staffing, learning organisation culture, and organisational learning are among the determinants of high-quality health service delivery apart from clinical competencies (Bhati et al., 2023). Therefore, patient safety problems do not often occur due to individual mistakes within the process of treatment but are a result of more extensive organisational weaknesses (Ahmed et al., 2024).
Incompetent governance and the poor organisational culture contribute to poor patient safety, as can be illustrated by the case of Mid Staffordshire NHS Foundation Trust (Sengupta, 2020). The Francis Inquiry found out that poor Board oversight, weak organisational and clinical leadership, insufficient staffing, poor accountability, and the organisational culture oriented towards achievement of organisational targets but not patient care led to poor standards of care and patient harm (Francis, 2013).
Care Quality Commission (2025) keeps on finding issues around patient safety, shortage of staff, and governance as well as variations in the quality of care, especially within maternity services. NHS Staff Survey 2025 indicated that work-related stress has risen from 41.65% to 42.3%, nearly one-third of the staff suffer from burnout, and willingness to recommend NHS as an organisation for employment dropped from 60.79% to 58.05% (NHS Employers, 2026). It shows that workforce issues continue to persist that may impact the safety of patients and organisational performance (Hardy, 2025). This indicates that improving governance, leadership, and culture is necessary for maintaining high quality care for patients (Lee et al., 2023).
[bookmark: _heading=h.3zt1nzxf627p]

[bookmark: _heading=h.7bqkcbxiecei]2.2 Root Cause Analysis (Fishbone Diagram)
Root Cause Analysis (RCA) is a technique that helps in identifying the root causes of adverse incidents without pointing fingers at anyone (Singh et al., 2024). Through the determination of contributory factors, RCA helps healthcare organisations make sustainable changes that improve quality and avoid the repetition of similar patient safety incidents (Agency for Healthcare Research and Quality, 2024). For this report, the Fishbone Diagram and the 5 Whys tools have been selected as they can be used together to uncover both the direct and contributory causes of patient safety failures that took place in Mid Staffordshire.
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Figure 1. Fishbone Diagram
(Source: Self-Developed)
The Fishbone Diagram classifies contributory factors according to different organisational domains in order to understand complex quality issues (Kumah et al., 2024). There were clear leadership failures due to the inability to make decisions and take responsibility and to foster a patient-focused culture. Governance processes failed in monitoring quality of care and the lack of oversight on the part of the Board was noticeable. A lack of staff caused the organisation to be unable to offer good and compassionate care, hence creating heavy workloads that affected the performance of clinical processes (Hassan et al., 2024). The inability to communicate led to staff and patient problems not being appropriately reported to the right persons in the organisation. Insufficient resources, lack of proper staff training, and organisational support contributed to the poor delivery of service. The organisational culture did not value safety issues but preferred good performance of the organisation and the Foundation Trust status (Kelly et al., 2023). 
Further on, the analysis shows how the different categories of Fishbone helped to determine how the failure happened in an integrated manner. Leadership failures impacted decisions, accountability and the prioritisation of the issue of patient safet  (Kumah et al., 2024).  People category involved staffing issues such as shortages of staff and overload of work together with insufficient training that hindered the provision of safe care. Processes suffered from ineffective monitoring and reporting of the issues related to patient safety. Environment category included the aspect of organisational culture in which low standards became normal and in which staff's concerns were not raised and acted on enough. Policies and governance suffered due to the lack of proper monitoring and enforcement of the standards and responsibilities (Kelly et al., 2023). Finally, the technology and information issues had to do with the inability to record, share and use relevant information in the process of identifying risks to patient safety. All those categories were interrelated and not separate; therefore, the deficiencies in one of the categories reinforced the deficiencies in another one (Kumah et al., 2024). 
[bookmark: _heading=h.ia9rupfg1alk]

[bookmark: _heading=h.ohhgdfkc9972]2.3 5 Whys
Application of the '5 Whys' method also shows the relationship between the above failures. Patients were harmed due to poor quality of care offered. Poor quality of care was due to staffing and clinical process failure. Problems with staffing continued because the governance systems did not manage to recognise any risks within the organisation’s workforce. The lack of governance could be attributed to the fact that organisational leadership concentrated on meeting financial goals rather than patient safety (Kumah et al., 2024). 
Why 1: Why have patients been harmed at Mid Staffordshire NHS Foundation Trust?
The patients were harmed as they were provided with low-quality care including inappropriate care and lack of compassion. This led to a dangerous environment and increased probability of patient harm (Kumah et al., 2024).
Why 2: Why is the provision of low-quality care?
Low-quality care was due to lack of sufficient staff and poor processes within the care process. Staffing shortage caused overloaded staff whereas poor care processes limited the ability of the organisation to deliver safe care (Kelly et al., 2023). 
Why 3: Why did staffing and care process issues persist?
The issues persist because the governance system was unable to identify and manage the workforce risks and poor care quality due to lack of proper monitoring  (Bhati et al., 2023).
Why 4: Why could the governance system not identify and manage those risks?
The governance was ineffective because organisational management paid more attention to financial and FT status goals rather than patient safety and quality of care (Kumah et al., 2024).
Why 5: Why were low standards of care allowed to persist due to leadership priorities?
Low standards persisted due to leadership decisions, which resulted in the creation of organisational culture where concerns about safety of patients were not taken seriously enough and acted on (Kelly et al., 2023). 
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[bookmark: _heading=h.jg17ok5fg8l8]2.4 Donabedian Model 
The Donabedian Model provides a structured method of assessing the quality of healthcare through three interrelated elements which are structure, process and outcome (Donabedian, 1988). The use of this model to analyse the Mid Staffordshire scandal is justified because it highlights the effects of poor organisation and governance on unsafe clinical practice and poor patient outcomes. This model is still applicable to modern-day NHS patient safety interventions that focus on learning, governance and quality improvement processes (Lee et al., 2024).
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Figure 2. Donabedian’s Model
(Source: Bhati et al., 2023)
Structure is defined by the factors within the organisation that help provide safe care which includes leadership, staffing, governance, education and resources. The failure of governance, insufficient staffing and target culture were among the issues at Mid Staffordshire which undermined the safety structure (Francis, 2013).
In the NHS Staff Survey 2025, rising levels of work-related stress (42.3%) were revealed alongside poor wellbeing of staff and almost a third of the employees suffering from burnout, suggesting that pressure on the workforce continues to pose threats to patient safety. As a solution, the Patient Safety Incident Response Framework (PSIRF) focuses more on governance, patient safety specialists, training of staff, system learning and organisational responsibility and not blaming individuals (NHS England, 2025).
The process factor looks at how care is provided and considers such areas as communication, incident reporting, escalation and organisational learning. The Francis report of 2013 revealed repeated failure to listen to the patients, respond to the complaints and escalate the issues concerning safety, which led to continued provision of poor care. By addressing such issues, PSIRF promotes compassionate engagement with patients and their families, system based investigation, learning in proportion to the incident and continuous improvement of organisation and not punishing investigations (NHS England, 2025).
Lastly, outcomes reflect the impacts of health care delivery including mortality rates, incidents, complaints and loss of public trust. Mid Staffordshire was responsible for unnecessary patient harm as well as loss of public trust (Francis, 2013). In addition, NHS Resolution (2025) found out that the NHS was faced with costs amounting to about £4.9 billion each year on compensation relating to avoidable patient harm. Despite the effectiveness of the Donabedian framework in linking organisational structure and outcome, its weakness is that it assumes linear relationship and neglects the influence of cultural and behavioral factors on patient safety (Draganović et al., 2023).
[bookmark: _heading=h.5un4pkt5r544]2.5 SWOT Analysis 
Table 1. SWOT Analysis of Patient Safety Improvement Following Mid Staffordshire

	Strengths
	Weaknesses

	• Introduction of PSIRF promoting system learning and continuous improvement.• Strong national patient safety strategies and governance reforms.• National patient safety specialists and learning systems.• NHS Resolution shares claims data to improve organisational learning (Kumah et al., 2024). 
	• Persistent workforce shortages and burnout affecting quality of care.• Leadership and governance inconsistencies across NHS organisations.• Communication failures and limited psychological safety for speaking up.• High levels of work-related stress reducing staff engagement (Ahmed et al., 2024).

	Opportunities
	Threats

	• Artificial intelligence and digital incident reporting systems (Moralee et al., 2025).• Leadership development and patient safety training.• Strengthening compassionate and just organisational cultures.• Improved use of patient safety data for continuous improvement (Barrow and Annamaraju,2022).
	• Increasing patient demand and financial constraints.• Ongoing workforce shortages and retention difficulties.• Resistance to organisational and cultural change (Kelly et al., 2023).• Continuing variation in quality and maternity safety across providers (Harrison et al., 2021).



It can be seen from the SWOT analysis that while there have been major reforms in the area of patient safety following the Francis Inquiry, there are still some organisational issues that need to be addressed. PSIRF has been introduced as an important strength because it provides a systematic approach to learning, compassion, engagement, governance and improvement of the process rather than conducting only reactionary investigations (NHS England, 2025).
At the same time, there is a major weakness in terms of workforce issues. According to the NHS Staff Survey 2025, there has been an increase in stress, burnout and lack of confidence in raising concerns, with 39.71% of staff members saying that they do not feel safe raising concerns in their organisations (Patient Safety Learning, 2026).
Opportunities that will face the future include the increased adoption of AI, digital reporting, leadership development and organisational learning. However, threats facing the future will include the continued increase in demand for services, financial pressures, workforce shortage and the continued disparity in terms of safety performance especially in maternity services (NHS Resolution, 2025).
[bookmark: _heading=h.t772o8xicnpw]2.6 Critical Evaluation of Frameworks
Fishbone Diagram, Donabedian model and SWOT analysis frameworks are complementary in the sense that they offer different views on how to analyse patient safety failures at Mid Staffordshire NHS Foundation Trust. The Fishbone diagram can be considered useful since it provides an opportunity for analysing many different contributory factors such as leadership failures, workforce pressures, communication and organisational cultural problems. This framework is particularly useful in taking a non-blame approach when dealing with adverse events since such events are caused by many different faults of the system and not the actions of individuals (Kumah et al., 2024). However, the Fishbone analysis tool only offers possible causes of the problem and not relationships among them.
The Donabedian Model contributes to this analysis by considering the impact that structural deficits such as weak governance and under-staffing have on the care process and finally on patient outcomes (Donabedian, 1988). This framework may be a simplification of the healthcare system since it describes the concept of quality improvement in a linear way and does not consider cultural or behavioral factors (Toulany and Shojania, 2025).
On the other hand, the SWOT Analysis tool is a strategy for evaluating the broader environment of an organisation by analysing the strengths and weaknesses inside the organisation as well as the opportunities and threats from outside the organisation. However, the SWOT Analysis tool can be quite subjective and lacks specific operational solutions (Moralee et al., 2025). 
[bookmark: _heading=h.zc6ddd5rgdm3]3. Recommendations 
[bookmark: _heading=h.psqbdc2156n9]3.1 Recommendation 1: Strengthen Clinical Governance
Clinical governance needs to be improved to avoid any repeat of the type of failings seen at Mid Staffordshire. According to the findings of the Francis Report, poor governance, lack of Board oversight, and lack of prioritisation of patient safety were the underlying factors for delivering poor quality services (Francis, 2013). In this regard, the NHS needs to enhance its governance by implementing the Patient Safety Incident Response Framework (PSIRF). The PSIRF encourages learning through incidents rather than placing blame on them. Under PSIRF, the NHS organisation has to conduct proportionate investigations, involve patients and families, and implement improvement measures based on risks (Sengupta, 2020). 
The healthcare boards need to have regular patient safety meetings using safety dashboards with indicators such as medication errors, falls, complaints, staffing, and incidence trends (Hassan et al., 2024). They will also need to adopt executive safety walk rounds where the leaders get an opportunity to interact with frontline staff members to identify any risks. Research shows that for effective patient safety governance, there needs to be visible leadership, accountability, and learning from failures and success.
A clear learning culture needs to be developed in order to promote staff reporting and reduce fear of being blamed. Through the integration of governance improvements, NHS organisations will shift from reactionary to risk management and quality improvement (Jalilvand et al., 2024).
[bookmark: _heading=h.4qoidq7qlonm]3.2 Recommendation 2: Improving Leadership and Workforce Well-being 
Workplace pressure and poor leadership continue to pose serious risks to patient safety. The NHS Staff Survey 2025 showed that 42.3% of the staff were subjected to work-related stress; additionally, the problem of burnout continues to impact workforce well-being and engagement (NHS Employers, 2026). Thus, NHS organisations should consider introducing staff development initiatives related to transformational and servant leadership.
The transformational leadership will enhance patient safety through creation of a shared vision, promoting innovation and motivation of staff to reach quality improvement objectives (Ystaas et al., 2023). Servant leadership involves compassion, employee support and ethics of decision-making, and all of these are important for rebuilding trust after organisational failure (Demeke et al., 2024). Leadership training programs should involve compassionate, ethical and communicative leadership skills.
Moreover, organisations should implement such measures as learning time protection, wellbeing activities among the workforce and retention methods to reduce burnout. There is scientific evidence indicating that insufficient staffing levels contribute to reduced quality outcomes and additional pressure on healthcare specialists (Drennan et al., 2024). Improved wellbeing of workers will result in better engagement and retention rates.
[bookmark: _heading=h.ue82cd33u5v4]3.3 Recommendation 3: Enhance Patient Safety Learning System 
It is necessary to have an improved patient safety learning system to make sure that any incident results in organisation improvement. Previously, the approaches to addressing patient safety were based on personal responsibility, but nowadays, patient safety approaches focus on analysis of system failures and human factors (Kelly et al., 2023). Therefore, NHS organisations need to improve electronic reporting systems to identify incidents and support decision-making using the data.
Multidisciplinary learning meetings where incidents are discussed, Root Cause Analysis findings are analysed, and improvement measures are developed should be regularly conducted. Feedback mechanisms are needed because employees will feel encouraged to report concerns if there is evidence that the report results in changes. According to the Agency for Healthcare Research and Quality (2024), effective RCA requires identifying system weakness rather than just fixing human behaviour.  
AI will be another factor that will enhance the learning systems through identification of patterns in the incident data and risk prediction for early intervention. The application of the interventions needs appropriate governance, staff training, and ethical issues (Hassan et al., 2024). Integration of electronic reporting, human factors principles, and continuous learning will contribute to a safer working environment (Agbar et al., 2023).
[bookmark: _heading=h.idcjc0f8dkti]3.4 Implementation Strategy 
Intervention recommendations should be implemented based on the Plan-Do-Study-Act (PDSA) model, which provides an opportunity for testing of the improvements in a limited setting prior to their wide-spread implementation. In the Plan phase, it is necessary to gather data on patient safety incidents, medication errors, falls, pressure ulcers, complaints, and safety culture among the staff. KPIs should be set up next.
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Figure 4. PDSA Cycle
(Source: Western Regional Educator Network, 2024).

At the Do stage, interventions such as better reporting systems, leadership walk rounds, and safety briefings need to be tested on one medical ward first. It is important to gather the feedback from employees to discover what barriers exist and how to address them (Hibbert et al., 2023).
At the Study stage, performance needs to be measured based on comparison between pre-and post-implementation of changes in safety metrics. These changes need to be in reduction of adverse events, improvement in reporting practices, and increased employee confidence in speaking up about issues (Olden and Erwin, 2023). 
At the Act stage, successful interventions need to be implemented throughout the NHS Trust organisation on an ongoing basis. Lean can help achieve this aim by cutting down waste and increasing efficiency, while Six Sigma is going to reduce variation and ensure reliability of healthcare processes (Barr and Brannan, 2024).
[bookmark: _heading=h.qycne598ntos]4. Conclusion 
NHS patient safety still poses one of the most important issues concerning quality in the health service, as seen from the failure cases at Mid Staffordshire NHS Foundation Trust. It was established that poor governance, workforce related issues, bad leadership and organisational culture contributed to patient harm. Fishbone Diagram and 5 Whys helped identify the root causes of failure, while the Donabedian Model indicated how structural and process deficiencies led to poor patient outcomes. SWOT analysis has shown that even though many reforms, including PSIRF, have made great improvements in the area of patient safety, there are still challenges left.
The suggestions put forward deal with improving clinical governance, bettering leadership and workforce wellbeing and creating patient safety learning systems. PDSA implementation, along with Lean and Six Sigma techniques, would allow making those changes sustainable. In order to prevent future failure cases in NHS organisations, it is necessary to keep their patient-centric culture built upon transparency, accountability and continuous organisational learning.
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