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Quality in healthcare refers to the use of a scientific method to treat patients with the goal of achieving the intended outcome. Quality is not limited to primary care but also applies to all stages of healthcare. First, public awareness and prevention measures are developed for a condition, followed by primary care, which entails taking action after a disease has been diagnosed, and finally rehabilitation, which includes all services following recovery. All of these factors combine to make up quality (Dlugacz, 2017).
Quality assurance is the set of principles used to determine the quality of care in a hospital (Donabedian, 2002). Several organizations are responsible for quality assurance, such as NICE. 
Hospitals in the UK are quality assured when they operate according to NICE guidelines, meaning that patients receive a standard of care no matter which hospital they visit for treatment. Therefore, if NICE guidelines are violated, it can be said that quality has deteriorated in that particular hospital.
Continuous quality improvement is necessary for quality assurance. It is a well-structured method that results in quality improvement throughout the system. CQI is ensured based on four elements. First, planning for quality improvement and its implementation in health care, and second, collecting data on how effective the implemented method is. Then, reporting the results, whether good or bad, to the person in charge in a transparent manner, and finally, if the prescribed method does not work, then re-planning and adjust the method. This cycle is repeated to ensure CQI (Endalamaw, et al., 2024).
CQI cannot be limited to the health sector alone. Research has shown that health care plays only 10% to 20% of the role in curing a patient's disease, and the remaining 80% depends on the environment in which he lives (McCalman et al., 2018). Therefore, CQI cannot be implemented only at the hospital level; it must be ensured at different levels of society.
Shrewsbury and Telford Hospital NHS Trust (SaTH) is a specialist hospital service provider across the towns of Shrewsbury and Telford that provides care to patients at popular hospitals such as the Royal Shrewsbury Hospital and the Princess Royal Hospital. But a sensational investigation over the past twenty years has revealed some heartbreaking incidents where many mothers and babies have died. A woman is at her most vulnerable during childbirth, where one mistake can take her life. But at such a time, patients admitted to these hospitals did not receive adequate care. Despite the desperate pleas of the newborn's family, management has not given any importance, but rather has silenced the affected families by intimidating them in various ways (Ockenden , 2022). The inquiry found that almost 1,500 families were affected and 1,592 cases of medical errors were made over 20 years. Kate Stanton-Davies and Pippa Griffiths were two of the unfortunate patients who were admitted to SaTH. Kate was quite unwell when she was born, yet there was no ambulance for about 90 minutes. It was very late by the time she boarded the air ambulance. However, the authorities place the guilt of her death on her parents (BBC, 2012). Pippa, who had been suffering from a serious infection since birth, suffered the same fate. Pippa's parents repeatedly complained about the poor quality of care, but no one paid any attention to their words. By reviewing the media reports of the time it is seen that the blame was placed on the families in both cases (BBC, 2022). However, subsequent investigations revealed that the negligence of the authorities had actually led to the preventable deaths of the two kids.
[bookmark: _Toc227270492]Overview of continuous quality improvement:
There is no replacement for a proactive response. The instance of Shrewsbury and Telford Hospital NHS Trust (SaTH) demonstrates how disastrous the implications of simply addressing problems as they emerge and normalising poor service can be. Nothing is beyond mistakes, but the problem is when mistakes are taken for granted. SaTH’s errors have been identified many times but never seriously addressed. As the data shows, over the past two decades, these hospitals have had a high number of cases of stillbirths or births with brain complications. This is not a coincidence, but rather that no one is considering that there is a flaw in the system.
What is even more alarming is that this is not just happening in SaTH hospitals. A recent study found that the quality of maternity care in England is not half as good as expected, and that many hospitals have a lot of room for improvement. There are far fewer midwives in hospitals than there are needs (CQC, 2024). Currently, 11% of all maternal deaths in England are due to the lack of midwives (Turner, et al., 2024).
[bookmark: _Toc227270493]Challenges to Solving the Problem:
The urgency of quality improvement has already been demonstrated. But whatever the data and numbers say, there are several real challenges that prevent organizations from maintaining standards, even if they want to. In the case of SaTH, these are:
Blaming each other: When it is certain that making a mistake will lead to a huge humiliation, people start hiding small mistakes, which may be solved locally for the time being. But in the long run, these accumulate and create a culture where everything is full of mistakes. SaTH has such a toxic culture. The management could not realize for so many years that there was a crisis in maternity services. In fact, the soul of a learning-oriented culture is psychological safety. This is a work culture where mistakes are not seen as a fault but as an opportunity to learn (Newman, et al., 2017). But if a mistake is acknowledged negatively, workers will later try to hide it, as happened in the case of SaTH.
· Staff shortage: The quality of service largely depends on the scale of the workforce. If there are fewer workers than the task requires, it is not possible to provide service to any patient. as expected (Parliament Committees, 2018). A trained workforce is needed to ensure safety, but it is seen that staff shortage in maternity services is nothing new in the UK (Sands, 2025). Hospitals are understaffed, putting a lot of pressure on the staff they exist. RCV research has revealed a tragic picture where midwives are forced to work 100,000 hours of unpaid overtime per week. They are not getting anything in return for this extra work, which is causing them to be mentally and physically exhausted. Despite the overtime, a survey of hospitals shows that 87% of hospitals are still facing a staff shortage. Many are quitting their jobs because they are unable to cope with the relentless work pressure without pay. On the one hand, there is no pipeline for new staff, while those who are there are also leaving. This creates a cycle from which it is becoming extremely difficult to find a solution to this challenge.
So, it is not possible to maintain the expected quality of maternity services anywhere in England, including SaTH.
[bookmark: _Toc227270494]Swiss Cheese Model:
[bookmark: _Toc227270495]Overview of the Swiss Cheese Model (SCM):
A complex system is made up of multiple departments, and since each department is interconnected, it becomes difficult to identify exactly where the error originates when a serious failure occurs. The model that is used to identify errors accurately is the Swiss Cheese Model (SCM). James Reason developed this model in 1990, which is currently used to detect errors in multi-layered systems such as the healthcare and aviation industries. James Reason believes that no level of the system can be completely error-free. There must be some errors, small or large. He represents these errors as holes in each slice of Swiss cheese. When the holes are in different places, the lower hole is covered by the upper parallel one. But if all the holes fall in one line, then disaster occurs (Reason, et al., 2006).
There are two principles of SCM: active failure and latent conditions. Errors that involve direct human contact are active failure, such as the patient dying due to a direct mistake by the doctor during a caesarean section. On the other hand, those that are not visible errors but have crept into the system like worms are latent conditions. These can be toxic work cultures or policy complications. These destroy the system from within and come out in the investigation after a major accident occurs (Wiegmann, et al., 2022).
So SCM demonstrates that an accident does not occur for a single reason; rather, a large accident occurs when a number of minor causes collide.
[bookmark: _Toc227270496]Application to Shrewsbury and Telford Hospital NHS Trust:
Considering the Shrewsbury and Telford NHS Trust case with this model, it can be seen that there were holes at every level and their combined contribution was behind the maternity scandal, such as:
1. Latent failure of leadership: SaTH's leadership was never stable. Their leadership changed at regular intervals. Along with the changes, the long-term plan also changed. The new leaders did not learn from the old mistakes. Therefore, the same mistakes were repeated again and again.
2. Lack of proper supervision: There was not enough supervision in the labour ward. The staff in charge often went to handle the patients themselves due to staff shortages. As a result, there was no one to see what steps many junior staff were taking due to their inexperience.
Bridge Between: There was no well-defined plan because the leadership was not stable. Due to staff shortages, the staff in charge of supervision could not perform their duties properly. Upper management has stated that errors should not be taken into account repeatedly since detecting too many errors would harm the hospital's reputation. When mishaps occur, doctors and midwives play a blame game against one another. So, even if a disparity is discovered, the weary and mentally disturbed employees are hesitant to disclose it.
3. Unsafe Acts (Active Failure): All the above latent failures result in fundamental mistakes. That is, the doctors who could not catch the CTG signal or the administration of an extra dose of oxytocin for quick delivery, the stage behind this is created by the holes in the other layer of the organization, like poor monitoring or managerial policy. As a result, all the holes come together, and such 
[bookmark: _Toc227270497]Identifying the root cause:
Root cause analysis (RCA) is the process of finding the cause behind an undesirable event. In healthcare, when a doctor harms or kills a patient, a committee is formed for RCA. Through which the person who is considered to have made the mistake is not blamed at the beginning, but an organized team works to find out the cause behind the incident (Rooney and Heuvel, 2004). The entire process follows a set of steps. At first glance, what everyone sees is merely one person's working method. However, no one can be blamed solely for this; it is vital to assess the entire organization's workflow and whether policies are being followed correctly (Williams, 2001). RCA believes that a doctor does not intentionally harm the patient, but rather the factors behind his mistake are the organizational culture, work environment, and how complex the work is.
An effective tool for RCA is the fishbone diagram. Through this, the cause and effect of an incident can be found (Ilie and Ciocoiu, 2010). The RCA team uses it to analyse the factors that are primarily or secondary to the accident. Since there are no specific elements to this tool, it can be easily used in any RCA. This means that if an incident occurs in the operating theatre, the fishbone is not limited to the internal issues of the OT but can also include any issues related to the context, such as organizational culture or environmental conditions (Kumah, et al., 2024). Therefore, it can be considered a standard tool for RCA of SaTH incidents.
[bookmark: _Toc227270498]Fishbone Analysis of SaTH Maternity Care Failures:
· Head (main issue): The main problem of SaTH is that they do not try to learn from their mistakes and solve them. Hundreds of mothers and babies have died in the last two decades due to their negligence alone.
· Policy (a major cause): Oxytocin is used to induce labour, resulting in faster delivery. However, there is a protocol for its application, which is not followed in SaTH (Middleton, et al., 2005). As a result, many women die due to excessive bleeding during childbirth. So it was found that NICE guidelines were grossly violated here.
· Environment (second level, i.e. neck group cause): The hospital was understaffed. Therefore, it was not possible to ensure the best quality for everyone.
· Process (the next major cause): The process of work in the hospital was very slow. Emergency patients had to wait for hours to be treated. Even if the doctors decided to put them in the ICU, it took months to implement. There was also no proper supervision, and if the staff made wrong decisions, there was no one to address them.
· Management (central cause): Multiple changes in the leadership of SaTH never allowed the culture here to stabilize. Each of the changed leaders tempers the current policies for their benefit. So, there was a dilemma about which policy the staff should follow. This happened mainly due to a lack of communication. Due to poor communication between the new management and the field staff, they could not clearly understand their responsibilities (Hussain, et al., 2018).
· People (deepest cause): There was a lack of skills among the staff, as a result of which they could not handle complex deliveries. There is a big lack of teamwork here. The delivery process mainly depends on teamwork. If there is no coordination among the staff, no matter how skilled the doctor is in charge, mistakes will happen. On the other hand, if one member is a little clumsy, others can cover up if the teamwork is strong (Cornthwaite, et al., 2013).
[bookmark: _Toc227270499]Augmenting the Fish Bone with the 5 Y’s Framework:
A fishbone diagram alone is not enough for root cause analysis. Fishbone can list the reasons behind the incident, but to find the root cause by creating a chain between the reasons, it must repeatedly ask "why" questions (Key, 2019). Fishbone points to a big picture, and 5 Whys repeatedly asks questions that break it down into smaller parts. Fishbone can show the possible causes of the main incident, and 5 Whys helps to find the effects behind the cause.
SaTH's blunders are not new, having occurred for more than 20 years, despite the fact that they have not learned from their experiences. The goal of the 5 Whys is to determine why they have not learned.
[bookmark: _Toc227270500]Application of the 5 Whys Framework to SaTH
A mistake has been going on for 2 decades, but no action has been taken. So, 5 Whys will be used to RCA in two areas:
· Why did the mistake happen?
· Why did the system not catch it even after all these years?
Problem: Neonatal severe brain injury (HIE) due to misinterpretation of CTG signals
1. Why did the brain injury occur?
· Answer: The midwives and junior doctors did not understand the signals and could not take the necessary action.
2. Why did they not understand the signs?
· Answer: They did not have the skills to monitor such a high-risk patient.
3. Why was there no senior doctor there to avoid this mistake?
· Answer: Due to staff shortage in the labour ward, the experienced doctor responsible for monitoring was busy serving other patients, so he could not pay attention here.
4. Not just one but many such incidents have occurred, yet why has the number of staff not been increased and their skills not been improved?
· Answer: Despite multiple whistleblower complaints to the Trust Board, they have accepted this as routine. The number of staff in the hospitals was low, so everyone had to take on a lot of work, which resulted in the staff getting overwhelmed. This is not a pressure of one month or seasonal, but everything has been going on like this for the last 20 years. So any accident does not bother them anymore.
5. Why did the board not pay attention to these for two decades?
· Answer: The root cause is that the Trust has thought more about the dignity of the hospital than patient’s safety. They have conducted an internal board investigation, which was in vain. An impartial investigation has not been done till now, and the affected families have been silenced by being blamed.
[bookmark: _Toc227270501]Recommendation:
The root cause behind the heartbreaking incidents that took place at SaTH is the toxic culture there, for which the following solutions can be adopted:
1. Introducing Just Culture: In the Mersey Care NHS Foundation Trust, it has been seen that its leaders are trained in psychological safety (Northumbria, 2025). In this, employees are not afraid to admit their mistakes. This is a Just Culture where human errors are considered a normal part of the work process, and it is considered that no one wants to harm anyone intentionally (Barkell and Snyder, 2021). If SaTH can start such a culture, then employees will not hide small mistakes anymore. As a result, it will be possible to avoid major incidents.
2. Strengthening Governance and CQC Compliance: After guaranteeing Just Culture, the hospital's governing body should be reconstructed and run in accordance with CQC rules. CQC is an agency that evaluates whether UK hospitals follow established policies (O'Neill, 2024). Good governance must be established from the beginning (Tabish, 2012). If there is an error, the patient's family must be notified clearly - this is known as the Duty of Candour (Quick, 2022). In the event of an accident, such as neonatal or maternal death, instead of conducting an internal investigation, a neutral and independent committee comprised of non-hospital personnel should be established. They will investigate the entire affair. Employees may become terrified if only mistakes are discussed all the time, therefore in addition to Appreciative Inquiry, which focuses on who performed well and how well, Self-Assessment should be conducted, and any outcomes should be communicated with top authorities (Merriel et al., 2022).
3. Practical Implementation via PDSA Cycles: To implement and prolong the above recommendations, the PDSA cycle should be followed as follows (Moen, 2009):
· Plan: A specific path of development should be taken. SaTH can first start by training the employees in CTG monitoring.
· Do: The plan should be implemented on a small scale, that is, not across the entire organization but by forming a small team and assigning tasks.
· Study: Monthly data should be collected to see how smoothly it is achieving the expected results.
· Act: If the expected results are achieved, then it should be tandied. However, if the results are not very good, then it should be taken as a lesson, and the next plan should be formalized.
In this way, SaTH will be able to uproot the mistakes from the roots.
[bookmark: _Toc227270502]Conclusion:
For two decades, an NHS-reputed hospital, like Shrewsbury and Telford been making mistakes that no one could detect. Because there was a toxic culture, vertically and horizontally, no one reported the problem. Despite nearly 1,600 accidents, management ignored them. Instead of training staff, they were busy protecting their own reputations. The Swiss Cheese Model showed that mistakes were not just made by poorly trained staff, but at every level of the system, and each mistake was highlighted in the fishbone diagram. The root cause was reached by asking the five Whys questions, which showed that the management was solely responsible for creating a toxic culture throughout the organisation.
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