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1. Introduction Case Study Evaluation
The National Health Service (NHS) in the UK provides safe, effective, and patient-centred treatment by quality management and continuous service improvement. The Health and Social Care Act (2012) stated as legal need to provide high-quality healthcare services keeping the public’s trust and reducing harm (NHS, 2022).
Quality Assurance in health and social care aims to ensure that the service quality is continuously improving, staying safe for the users and respecting high quality standards requirements.  It involves a risk systematic assessment and evaluation of both clinical and organisational practices, followed by targeted interventions to address those gaps, and ongoing assessment of the outcomes. This approach ensures that the healthcare system remains safe, effective, person-centred, and aligned with professional standards and regulatory expectations (Lohr and Brook, 1984). 
Even there are national standards and frameworks offering guideline to the healthcare service providers, the quality and safety of these can suffer if the system is failing to properly implement and work accordingly. Ensuring high-quality maternity services and promoting safety it is a critical goal at national level as CQCs’ National maternity inspection programme (2022, 2023 - 2024) found that 47% from 131 location inspected, required improvements. 
One example of multiple failure was exposed by the Ockenden Review (2020; 2022) at the Shrewsbury and Telford Hospital NHS Trust (SaTH) with significant consequences for NHS Trust (Gandhi, 2023). Even the SaTH was constantly monitored by CQC (2015, 2018, 2020) the rating vary considerably, as in 2015 the report graded the maternity and gynaecology services ‘good’ across all five domains of safe, effective, caring, responsive and well led. However, in 2018-2020, the domain ‘well led’ was considered ‘inadequate’ (Ockenden, 2020) and CQC (2020) advised that the Trust must: ensure that mandatory training were completed by the staff, patients are assessed by the correct member of staff, the reporting process ensure grading of incidents reflects the level of harm, and ensure the women receive one to one care during labour.
Following concerns expressed by 23 families in 2017, an investigation exposed several decades of catastrophic systemic failures, which lead to avoidable deaths and harm to mothers and hundreds of babies (Dyer, 2022; Dobson, 2022). The investigation process aimed to hear directly from the staff, to examine the past and present governance, and carefully investigate the reported cases. There were identified concerns that needed immediate response: missed opportunities to learn in order to prevent serious harm to mother and babies, and clinical issues. The Ockenden Review (2020) grew to include reviews of 1,862 families, whose experiences occurred predominantly between 2000 and 2018 which extended to 2020, plus a few before 2000, revealing catastrophic lapses in clinical care, communication, and governance. Repeated system failures were revealed, the families complaints being ignored and the staff failing to work collaboratively across disciplines resulting in poor outcomes for mothers and babies, such as sepsis, hypoxic ischaemic encephalopathy and death (Ockenden Report, 2020; Dyer, 2022). Essential findings include a ‘toxic mix’ (Dobson, 2022) of failures in maternity care, resulting in more than 200 stillbirths and neonatal deaths and 13 maternal deaths, failure to learn from previous mistakes due to inadequate monitoring and documentation, communication failure, culture of fear and bulling, failure to safeguard, and failure in governance and leadership (Dyer, 2022). The critical outcome was intensified by weak audits, and lack of compliance with national maternity safety guidelines, including NICE (2025) and NHS England guidelines. The SaTH case highlighted the urgent need for quality improvement in the NHS maternity service. 
This report highlighted systemic issues and identified the key stakeholders: patients – mothers and babies, maternity staff, and the SaTH management, that needed to be taken into consideration by the improvement programme. 
2. Main Body 
2.1 Quality Management and Service Enhancement in Healthcare
[bookmark: _Hlk213625496]The quality management in healthcare requires to always check and improve clinical practice as safety, organisational processes as effectiveness, and patient outcomes as positive experiences (NHS, 2024; NQB, 2021). These characteristics are especially important in maternity care, where any safety issues can results in women and babies being hurt, or lives lost. Even there is theoretical evidence about the importance of understanding and providing safe and quality services within maternities, cases like Shrewsbury and Telford NHS Trust are highlighting the implications of not having a strong and positive communication, reporting system, leadership, and governance. Quality in healthcare can be understood through many evaluative models. The Donabedian Model was used to analyse the service quality through three domains: structure (staffing), process (poor clinical decision-making), and outcomes (poor services resulting in fatalities) (Donabedian, 1988). In order to interrogate the underlying causes for the organisational failures observed at the Shrewsbury and Telford Hospital NHS Trust (SaTH), this report will apply the Fishbone Diagram and the 5 Whys technique to identify latent system contributory factors (Ishikawa, 1986). Furthermore, the report will apply the SWOT analysis to identify strengths, weaknesses, opportunities, and threats in order to guide and prioritize for action planning. The purpose of the report is to identify evidence-based recommendations using frameworks like the Plan-Do-Study-Act (PDSA) and Plan-Do-Check-Act (PDCA) to facilitate service improvements, and convert this findings into feasible solutions to change and improve the services (Taylor et al., 2014). Next, by using the Kurt Lewin’s 3-Stage Model applicable strategies can be identified in order to obtain the improvements required, and manage possible challenges or resistance to change. The Benchmarking is a structured process of comparing the performance of a service or organisation against established standards, best practices, or similar structures (Ettorchi-Tardy, Levif and Michel, 2012). In this case would help to visualise the issue, identifying gaps, setting realistic targets, and adopt proven strategies to reach the service quality and effectiveness required by a better maternity service. The report will suggest ways to make governance structure, communication system, staff training and safety culture, better, with a focus on making sure that the organisation learn over time promoting safe and high quality care.
2.2 The Donabedian Model
Developed in 1966 by Avedis Donabedian, the model provides a framework (1988) that helps to examine healthcare services and evaluate the quality. According to Donabedian model, the information about the quality of care provided, can be obtained from three categories: ‘structure’ – building, staff, founds, equipment, ‘process’ – the interaction between patient and providers, and ‘outcome’ – the effect or result of the care provided (Yang et al, 2025). Applying the Donabedian Model to the Shrewsbury and Telford NHS Trust helps to understand how structures, processes, and outcomes failures can lead to widespread harm.
[image: ]
Figure 1. The Donabedian framework (Self-created)
Structural failures observed at Shrewsbury and Telford maternity 
Shrewsbury and Telford Hospital NHS Trust (SaTH) provides maternity services at the Royal Shrewsbury Hospital. The maternity services available to women include home birth, a midwifery led unit (MLU), one birthing room, a range of antenatal clinics including ultrasound scanning and a day assessment unit (DAU). For 2017 there were reported a total of 4,479 deliveries (CQC, 2018).
There have been observed significant structural failures. The support for women is provided by midwives and specialist midwives available on antenatal, birth and postnatal units, as well as community midwives. Even the trust provided mandatory training in key skills to all staff, the target of 90% compliance with mandatory trainings was not met by midwives and medical staff (CQC, 2018). The midwives blamed poor connectivity of the IT system, little time to complete, having to cover extra shifts due to staff shortages.
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Tabel 1. A breakdown of compliance for mandatory training (CQC, 2018)
[bookmark: _Hlk214920515]An CQC report from 2018 highlighted evidence of not compliance with essential policies: cleanliness and infection control (NIPCM, 2025), areas were cramped and often shared, and Control of Substances Hazardous to Health (COSHH) guidelines as there were observed cleaning products unsecured and accessible. 
Bags of Intravenous (IV) fluids were kept in an unsecured box evidenced poor compliance with standard of checking an emergency IV box. Adult cardiac arrest drugs were stored on an accessible shelf. A post-partum haemorrhage (PPH) box was unsecured. Fire doors that should have been kept closed were propped open posing a fire risk.
The maternity unit used the national birth rate plus acuity tool to calculate staffing levels which was in line with the National Institute for Health and Care Excellence (NICE) Safe Midwifery Staffing, as shown by inspection’s reports (CQC, 2015). However there was a shortage of an equivalent of 2.8 midwives as there were high sickness levels, as 6.8%, above national average of 4%. Between April 2017 and March 2018, the trust reported that 1,677 shifts were not filled (CQC, 2018).
[bookmark: _Hlk214919786]The midwifery led unit (MLU) was not fit for purpose and did not have suitable premises to care for women. Governance and accountability appears weak, there was a poor incident reporting system, and a poor investigation attitude (Ockenden, 2020).
[bookmark: _Hlk214921880][bookmark: _Hlk214919583][bookmark: _Hlk214921926]Process failures Process refers to clinical practices and the way care is delivered. The care processes at SaTH were not well-organised or consistent. The access to medical staff was delayed for women with pregnancy risks ignoring the recommendation of World Health Organisation (WHO) regarding ‘right care at right time’ for pregnant women as there was no medical staff based at Shrewsbury MLU (CQC, 2018), and the level of care was affected by the shortage of midwives due to high sickness levels. There was a constant avoidance to do caesarean sections, as the organisation appears to prefer ‘natural birth’ (Ockenden, 2022) leading to postponed interventions and unnecessary injury. 
A fundamental regulation is the Duty of Candour, which states that healthcare providers should be open and transparent with patients when something goes wrong and might cause harm.
Common process problems included poor communication between midwives and obstetricians during handovers, poor monitoring process, and delayed response. Midwives on the MLU at Shrewsbury did not use the maternity specific safety thermometer, a national agreed tool to monitor maternity services as resulting from rating reports (CQC, 2018).
[bookmark: _Hlk214919179]Outcomes failures In accordance with the Serious Incident Framework (2015), the trust reported serious incidents (SIs) in maternity affecting babies and mother, which met the reporting criteria set by NHS England. The Ockenden review presented safety incidents, around 200 avoidable baby death and 13 maternal deaths, majority occurred between 2000 and 2018. The caesarean section rates for the Trust were significantly lower than the national average.
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Table 2. The caesarean section rate (CQC, 2018)

The perinatal mortality rate for the trust was higher than the national average. The 2018 MBRRACE audit found perinatal mortality rate (per 1,000 births) was 5.27 compared to the national average rate of 4.95. 
The maternity services failures accounts for 60% of NHS litigation costs (NHS Resolution, 2025), and the high number of cases discovered at Shrewsbury have had a significant contribution towards these costs. 
CQC ratings were poor, the Hospital being placed under special measures (CQC, 2023) and advised to implement improvement measures. 
Thus, patient outcomes are not shaped by structure or process alone, but by their interaction. Strong structures without effective processes waste resources; strong processes without adequate structures burn out staff and compromise safety. The Donabedian model emphasizes that quality improvement must address both dimensions simultaneously to achieve meaningful, sustainable patient outcomes.
There were identified three major area of concern which needed to be addressed (Ockenden, 2022):
· Gaps between standards and performance, National Maternity Safety standards were not applied, the Ockenden review highlighted non-compliance expected safety and governance practices, as well as cultural misalignment with NHS values and transparency
· Interaction between structure and process, as there were observed understaffing and poor training, poor organisational culture and lack of governance
· Leadership failure, as senior leaders ignored warning signs and failed to respond to concerns, and poor governance as safety risks were not followed and mitigated. 
Thus, clear governance structures ensure responsibility for safety, quality, and resource use. Also, a strong accountability mechanisms demonstrate better alignment between structure (resources, staffing) and processes (care delivery).
2.3 The root cause analysis - Fishbone Diagram and the 5 Whys Method
The Fishbone Diagram and the Five Whys Analysis are essential for comprehending the fundamental reasons of unfavourable events (Kumah et al, 2024) first helping to identify the root cause, second helping to understand why those causes led to some effects. The Fishbone Diagram helps to visualise multiple factors that lead to poor practice and quality service. The Diagram analyse five root cause categories:
· People - midwives who weren’t trained well enough or lacking experience, not getting enough help from the obstetricians, poor leadership, a fear of speaking lead to poor response to care needs, lack of action when warrying signs where observed. From January 2017 and December 2017, the trust had a ratio of one midwife to every 21.2 births. This was lower than the England average of one midwife to every 25.5 births and an improvement from the previous reporting period of one midwife to every 22.6 births. However due to staff sickness, annual leave and maternity leave this rate was higher at the time of inspection.
· Process - poor assessment risk, inconsistent foetal monitoring, inadequate incident review procedures, and the poor communication between staff, patients and families, lead to missed opportunities to intervene in time.
· Policies and procedures - not following NICE maternity guideline or NHS England safety recommendations, caesarean sections were discouraged even when there were observed medical concerns.
· [bookmark: _Hlk214920308]Equipment - there were reported issues with medical equipment, space availability, and lack of up to date monitoring equipment, which led to missed signs of destress. 
· Environment was described as ‘toxic mix’, Duty of Candour not followed, defensive and resistant to change. The overstretched services due to staff shortages and high caseloads, assigning one nurse to look after an increased number of patients had as result compromised care quality (Ockenden, 2022). As CQC reports were showing during birth there was not ensured one to one staff 
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Figure 2. The fishbone diagram (self-created)

 The 5 Whys technique asks  ‘why?’ an incident happened again and over, until the root cause is found. For instance, when trying to find out why the death of a baby happened, a possible answer can be ‘Because foetal distressing signs were not acted upon’. If enquiry again ‘Why there were no actions?’, the possible answer is ‘Because staff failed to interpret abnormal heart rate patterns’. When asking again ‘Why the staff failed to interpret?’, the evident answer is ‘they lack training’ and ‘were discouraged to deviate from ‘normal birth’, and so on, the Trust was promoting a policy of restricting caesareans and the leadership/ management, was more interested in performance metrics over safety, ignoring the national guidance (NICE, 2017).
Using this two techniques together helps understanding that the Shrewsbury and Telford Maternity crisis is got its roots causes in poor organisational practices and not following policy guidance. While the Swiss Cheese Model (Reason, 2000) looks at different layers of protection identifying possible holes – issues resulting in failures which led to injuries and death, the Fishbone and the 5 Whys helps identifying the core reasons of why those issues where even possible. Understanding the cause makes possible the intervention and improvement. The most significant and recurrent causes in the Shrewsbury and Telford maternity scandal, were failures in clinical oversight, a poor monitoring and supervising process to ensure quality of care, patient safety, and compliance with regulations, facilitated by a ‘toxic culture’ and poor leadership (NHS, 2019). As evidenced by a CQC (2020) report there was a lack of ‘organisational memory’, the Trust have been led by 8 CEO between 2010 and 2020.


2.4 A Comparison of the Fishbone Diagram with the Swiss Cheese Model
The Fishbone diagram helps visualising the root cause of these unfortunate results and the 5Whys, to understand why poor quality healthcare service were possible at Shrewsbury and Telford NHS Trust. The Swiss Cheese Model (Reason, 2000) helped understanding how different levels of protection in an organisation can fail at the same time, resulting in poor outcome and harm. Each "slice" of cheese stands for a safety barrier, like protocols, training, or monitoring. The "holes" stand for hidden flaws or mistakes made by people. Incidents happen when these ‘holes’ synchronise.
The Swiss Cheese Model is systemic and defensive. It shows how mistakes can get through many levels of an organisation because of weaknesses that haven't been fixed (Reason, 2000). 
The Fishbone analysis shows what went wrong at SaTH (poor staffing, lack of escalation), and the Swiss Cheese Model shows how these problems worked together to break safety barriers (lack of oversight, inadequate governance, poor communication). For example, not enough midwives (structural weakness) led to poor monitoring (process failure), which remains unfixed since there was no supervision or learning from the past incidents (defensive gap). The alignment of these defects, the ‘holes’ in Swiss cheese, lead to harm. Using both models together gives you a full picture of how a system fails. Fishbone helps with planning targeted improvements, and Swiss Cheese shows how important it is to strengthen many safety barriers throughout the organisation to stop it from happening again (NHS Resolution,2020).
2.5 The SWOT analysis
The SWOT analysis helps revealing internal strengths and weaknesses, understanding the external opportunities and threats. Understanding both failure and potential for reform, helps the system to improve ( van Wijngaarden et al, 2012).   
	S
	Dedicated staff midwives said ‘they worked very well as a team and covered for each other’ in order to balance the shortage of staff (CQC, 2018)
Multidisciplinary teams capable of collaborative care
Existing guidelines and safety protocols (e.g., NICE, SBAR)
The newborn infant physical examination (NIPE) was performed on babies within 72 hours of birth (CQC, 2018)
Midwives used Modified Early Obstetric Warning (MEOWs) score for women during and following delivery and Paediatric Early Warning Score (PEWS) on babies following birth
	W
	Toxic culture that discouraged staff to speak out
Poor clinical competence among junior staff 
Poor supervision system
Resistance against caesareans
Weak governance and leadership
                      (Ockenden, 2020)
Training attendance target not met below 90%
One-to-one care in labour was below NICE standard unable to provide because high shortage of staff
Not all incidents graded correctly, learning dissemination inconsistent.
Antenatal access delays: Only 62.4% of women seen by 10 weeks + 6 days, below NICE guidance and national average.
Variable patient satisfaction: Some months (e.g., Oct 2018, 62.5%) showed low recommendation rates
Perinatal mortality rate (per 1,000 births) was 5.27 compared to the nation average for the comparator group rate of 4.95
                      (CQC, 2016, 2018, 2020)

	O
	Cross-sector collaborations
Digital tools enabling better monitoring
National maternity safety initiatives (e.g. Saving Babies’ lives)
Developing a learning culture: Improve incident grading and feedback loops to embed safety lessons consistently.
Community midwife role expansion: More NIPE assessments at home, improving accessibility and continuity.
Strengthen compliance monitoring and build on PROMPT and K2 training success to reach 100% compliance
	T
	Labour ward staffing pressures, failure to meet NICE one-to-one care standard could impact outcomes.
Retention issues, 8 CEO in 10 years 
Incident misclassification, no correct grading for incidents, underreporting severity may hinder systemic learning.
Antenatal delays, late access to care risks missed screening and poorer outcomes.
Variable patient satisfaction as there were reported fluctuations in Friends and Family Test scores, could undermine public confidence.


	
	
	
	


Table 3. The SWOT analysis (CQC, 2016; 2018; 2020)
The SWOT analysis built for SaTH maternity services highlights both strengths to consolidate and weaknesses/threats that require urgent intervention to improve the service quality. The Trust should maintain high compliance with the training program and expand reach to 100%. Furthermore recruitment success will help lower the vacancy rates which will allow to achieve one-to-one care in labour (NICE, 2018). By addressing the weaknesses and mitigate the threats, the Trust would increased its chances to exploit opportunities and improve quality services.
3. Suggestions and Planning for Action 
3.1 The Improvement Approach 
 The Plan, Do, Study, Act (PDSA) or Plan, Do, Check, Act (PDCA) is a method of evaluation allowing to test the impact of any initiative and continuously learn from the experience, whilst improving the approach (NHS, 2025). 
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Figure 4 PDCA (self-created)
 
The analysis of the failings observed at  Shrewsbury and Telford Hospital NHS Trust (SaTH) highlighted the urgent need for quality improvement measures. The improvement must focus on the negatives aspects signalled at the system level, especially those that have to do with governance, communication, leadership, and culture. It must also make sure that the results are measurable and centred on the patient. Quality improvement in the NHS is "a systematic approach that uses specific techniques to improve safety, effectiveness, and patient experience" (NHS England, 2022). The PDSA/PDCA cycles is recommended for healthcare settings because it is simple and flexible, providing a structure for iterative testing of changes, which makes it easy to learn and improve quality over time (Taylor et al., 2014). 
[bookmark: _Toc215124221]3.2 Kurt Lewin’s 3-Stage Model
The healthcare organizations need to stay updated and improve continuously the service quality in order to meet the patient’s needs and avoid unnecessary harm. The necessity for change at Shrewsbury and Telford NHS Trust it is justified by crucial failures in patient safety and regulatory compliance. Lewin’s model provides a structured but simple framework that can help with strategy in change management promoting quality improvement through its three stages, Unfreeze Change Freeze and Refreeze.
Lewin’s 3-stage model is more appropriate for this case because helps focusing on specific areas of improvement. It helps reinforce behaviours and prepare staff for best practices. 
On the first stage ‘unfreeze’ a urgency for change it is created by sharing audit findings: antenatal access only 62.4% by 10 weeks, training compliance bellow national targets, unable to provide one to one support during labour (NICE, 2018), highlight risks to patients evidenced by high perinatal mortality rate at 5.25 over the national average 4.95 as the 2018 MBRRACE audit found, the findings presented by Ockenden report (2020). By intensifying PROMPT (2016) training for maternity urgencies the clinical results will improve. 
On the second stage ‘Change’, some important measures need to be introduced and monitored such as ensure the number of staff assisting patients it is according with national rates, a constant tracking with reminders for staff to complete mandatory trainings, strengthen incident grading and governance oversight, introduce electronic Handovers (NICE, 2018), ensure learning process from past experience and promote better communication ‘staff – patient’ based on Duty of Candour policy and build trust improving ‘Frends and Family’ survey results. 
On the final staged ‘Refreeze’ there should be a policy update to formalise the changes introduced, and an ongoing audit should ensure staff compliance and monitoring progress. For better success the organisation should promote a culture of ‘share and celebrate’ the improvements, and staff achievements.  The daily internal communication, and the Handover process should improve, following NICE (2018) guideline, ensuring the information it is accurate, passed and available to the next on shift staff.

3.3 Recommendations
Thus the change management to be sustainable, it needs to be continuously monitored through ongoing audits, have consistent leadership and leading stability, and have both staff and patients involved. The following suggestions will help Shrewsbury and Telford NHS Trust to keep making progress:
· The Executive Officer should continue to lead for longer periods, as having 8 CEO in ten years (CQC, 2020) resulted in lack of continuity in improvement process.
· Run PDSA cycles and promote local ownership, celebrating progress and achievements.
· Ensure the staff complete mandatory trainings and use monitoring tools such as the Maternity Outcomes Signal System (MOSS) developed by NHS England (2025) to routinely and immediately collect maternity and neonatal outcomes to detect potential decline in safety of the patient. Early recognition of critical illness, prompt involvement of senior clinical staff and multidisciplinary team working remain key factors in providing high quality care (MBRRACE, 2016) thus why MEWS and PEWS tools should be known and used by the staff to keep up with best practices. Use the Birthrate Plus tool for workforce planning to make sure that staffing levels are safe (NHS England, 2021).
· Follow the NHS Patient Safety Strategy (2019) by focussing on systems thinking and finding risks before they happen.
· Ensure high risk women have accesses to medical staff and are monitored by senior staff with solid experience and not by junior staff (Ockenden, 2020). Ensure one to one staff support during labour following the national guidelines (NICE, 2018).
· Ensure multidisciplinary teams on site, midwives, obstetricians, neonatologists, and support staff offer diverse perspectives, when empowered to collaborate and escalate concerns, they form a resilient safety net.
· Encourage a culture of honesty and transparency ensuring the staff understand the Duty of Candour policy. 
To make sure that the mistakes of the past don't happen again, there needs to be a long-term commitment, open leadership, and a culture of learning and improving.


3.4 Benchmarking
Benchmarking in health and social care it is a management strategy that compare organisational performance against national standards, learning from the best, with the purpose of driving improvement and understanding contextual limitations. The present report used data for comparison from CQC inspection reports, the first and second Ockenden Report and other NHS England (2015 to 2025) resources, to provide performance values according with national guidelines (NICE NG4, 2015; CQC, 2022, National Quality Board, 2018). The benchmarking table is a visual dashboard that can provides trust-levels of performance across different domains (e.g., patient outcome, quality of care, and staffing) allowing regular tracking of progress made by organisation. 
	Indicators
	National standard
	SATH before
	SATH after 

	
	
	
	

	Th NHSE (2020) was updated to align with the Maternity Specific Training Guideline (MSTG) which resulted in an improving of mandatory training rates
	90%
	Low under 90% or none
	 92% - 96%

	According Post Partum Haemorrhage rate (PPH) were reported 112 incidents
	2.5%
	4%
	3.6%

	According with MBRRACE-UK (2021) found stillbirth rates were high
	2.5%
	4.29 in 2020; 4.69 in 2021
	7.52 (CQC, 2023) as 26% of the local population was affected by deprivation indicators (MBRRACE-UK, 2023)

	Quality of care  ‘We rate most services according to how safe, effective, caring, responsive and well-led they are, using four levels’ (CQC, 2018)
	Outstanding 
	‘good’ in 2015
‘inadequate’ in 2018, 2020
	‘good’ in 2023 - 2024

	
	
	
	

	
	
	
	

	Staffing midwife/patient ratio during labour should be one to one (NICE, 2015)
	1:1 during labour 
	Not met
	Met 

	Midwifes ration for birth rate was calculated using the ‘Birthrate Plus  tool recommended by Royal College of Obstetricians and Gynaecologists (CQC, 2023)
	1:28, one midwifes at 28 births
	Not met
	1:2

	
	
	
	



Table 4 The Benchmarking (NICE, 2015; CQC, 2023)
Benchmarking should be used as a guide rather than a rigid standard. It highlights gaps, inspires innovation, and supports accountability, but must always be interpreted in the local context. By realising a constant analysis of the Benchmarking ratings, the organisation can understand better if there are any improving, or no changes, or decline. However there are local factors such as social and health inequalities that can impact the ratings, not because of local mistakes but because of demographic particularities, 26% of Telford and Wrekin population being affected by deprivation indicators (CQC, 2023).

4. Conclusion 
The Shrewsbury and Telford Hospital NHS Trust (SaTH) case study can be considered as one of worst example about patients safety issues in the NHS. The case study analysis revealed that both clinical and organisational practices gaps, such as not complying national guidelines, poor standard services, low staffing, lack of leadership continuity, poor communication and culture, can results in multiple system failings affecting the quality and safety of the service. As presented by the Ockenden report the consequences were devastating for 1,862 families and there was a need of immediate improvements. By considering quality management theories and models, the present analysis highlighted the factors that were impacting the quality and effectiveness of system, analysing the root cause, and enhancing the opportunity for innovation and significant changes.
The paper used the Donabedian Model to understand how issues within Structures-Processes-Outcomes can lead to bad results for patient safety and service quality. The Fishbone and 5 Whys investigations showed that these problems were caused by more than just individual mistakes and the issue was deep rooted. As the Shrewsbury and Telford NHS Trust was facing continuous changes at CEO level, no improvement program had continuity. The 5 Whys helped to understand the reason ‘why’ the situations was as presented, highlighting significant issues with culture and leadership. A SWOT analysis showed that SaTH has a lot of internal vulnerabilities and external threats, but it also has chances to do better through national maternity safety measures and more public responsibility. 
The Plan-Do-Check-Act (PDCA) model was suggested as the main way to put this analysis into action. The PDCA cycle, which is based on evidence-based governance and ongoing feedback, gives SaTH a long-term way to rebuild trust, cut down on avoidable harm, and create a culture of excellence. If these changes are monitored regularly, they might transform the Shrewsbury and Telford NHS Trust (SaTH) in a place where patient safety and learning  are pillars of resistance for the whole NHS Trust.
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A breakdown of compliance for mandatory training courses from April 2018 to June 2018 at trust
level for midwives is shown below:

Number of Number of

staff trained | eligible staff | Completion | Trust Met
Name of course (YTD) (YTD) rate Target | (Yes/No)
Infection Prevention Level 2 153 201 76% 90% No
Fire Safety Awareness 153 201 76% 90% No
Adult Basic Life Support 152 201 76% 90% No
Equality & Diversity 152 201 76% 90% No
Hand Hygiene 150 201 75% 90% No
Manual Handling - People 143 201 71% 90% No
Conflict Resolution 127 201 63% 90% No
Information Governance 113 201 56% 90% No

In maternity the 90% target was not met out of eight mandatory training modules.





