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The objective of the National Health Service (NHS) is to ensure that all care is safe, effective, and patient-centered through continuous improvement and evidence-based practice. Shrewsbury and Telford Hospital NHS Trust (SaTH) is a health organisation in the National Health Service offering acute and specialised healthcare services within Shropshire, Telford and Wrekin, including maternity services at Royal Shrewsbury Hospital and Princess Royal Hospital. Maternity care is considered one of the riskiest specialties of the healthcare system due to its high risk of causing life-long problems for women and infants as a result of failure in clinical practices. Some major issues concerning quality and safety of maternity services at SaTH prompted conducting the Independent Maternity Review, also called the Ockenden Review (Balogun et al., 2025).
The Ockenden Review (Department of Health and Social Care, 2022) highlights that avoidable deaths of mothers, newborns, stillbirths, and severe birth injury cases were linked to weak leadership, ineffective governance, poor risk assessment, poor communication, and culture not conducive to learning from incidents. Despite the focus of the report on SaTH, the recent national evidence shows that the safety of the maternity system continues to be an issue across England. As revealed by the House of Commons Library (2025), 47% of the maternity services were rated as requiring improvements or inadequate regarding safety; around two-thirds of the recently inspected maternity services did not get a 'Good' safety rating. Moreover, the national stillbirth rate is 3.9 per 1,000 births, demonstrating that the NHS aim of reducing the number of preventable maternity harm is yet to be accomplished. In a similar vein, the independent Nottingham Maternity Review, which considered more than 2,500 family cases, has found similar issues in relation to leadership, organisational culture, and patient safety (Department of Health and Social Care, 2026). National concerns also persist because according to the CQC National Review of Maternity Services 2022-2024, 47% of maternity units in England had been rated as needing improvements in terms of safety (Balogun et al., 2025).
In this report, the issues relating to quality in the maternity services in the Shrewsbury and Telford Hospital NHS Trust will be critiqued through an exploration of the fundamental reasons for service failure. Root cause analysis using Fishbone and Five Whys techniques will be undertaken to examine the causes for failure, while the Donabedian Structure-Process-Outcome Model will be employed to study the influence of organisational structures on care quality. A SWOT analysis will be undertaken to identify the strategic considerations that have influenced service improvement. Using current research, NHS policies, and national reports, recommendations based on the best practices of quality improvement such as PDSA, PDCA, Lean, and Six Sigma will be made.
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[bookmark: _Toc237460962]2. Main Body
[bookmark: _Toc237460963]2.1 Nature of the Quality Problem 
Patient safety is an important aspect of healthcare quality which focuses on preventing harm while providing safe, efficient and people-centred care (NHS England, 2019). In maternity care settings, patient safety is especially important since any mistake in the process of clinical evaluation, communication or decision-making can cause maternal death, infant death, miscarriage and permanent disability. The Independent Maternity Review into the care provided at The Shrewsbury and Telford Hospital NHS Trust (2026) has revealed significant shortcomings in clinical governance, leadership, multi-disciplinary communication and organisational learning showing that there was an opportunity to avoid many of the adverse events rather than dealing with them as an inevitable complication of clinical practice (Department of Health and Social Care, 2022).
The latest national data shows that these problems are still prevalent in the NHS maternity services. According to the House of Commons Library (2025), 47% of maternity services in England were assessed as needing improvement or being inadequate in terms of safety. This shows ongoing issues with governance and quality assurance. Moreover, Maternity and Newborn Safety Investigations (MNSI, 2025) undertook 613 investigations in April 2024-March 2025, and issued 1,122 safety recommendations to 126 organisations, out of which 107 were acute NHS trusts. The main themes included clinical assessment, escalation, communication, guidance, and clinical oversight. These national data show that the problem is systematic rather than random, and highlights the importance of governance, organisational learning, and quality improvement efforts. In addition to poor governance, staffing problems have added to the risks that have been seen in maternity services. According to NHS England (2023), it was reported that the maternity and neonatal services had not yet had enough midwives, neonatal nurses, doctors, and other health care professionals needed for providing safe care.
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[bookmark: _Toc237460964]2.2 Fishbone Diagram Analysis 
The Fishbone Diagram or the Ishikawa Cause-and-effect Model is a quality improvement method that involves the identification and categorisation of underlying causes associated with the problem, rather than concentrating on the visible effects alone. Kumah et al. (2024) suggest that the method helps health organisations understand the complexity of failure by considering several factors working simultaneously. This helps them develop strategies for intervention. The causes of the bad outcomes associated with maternity care in Shrewsbury and Telford Hospital NHS Trust can be considered using leadership, people, process, environment, policies, and technology.
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Figure 1. Fishbone Diagram
(Source: Self-Developed)
A major factor leading to poor outcomes was leadership failure. This is due to the lack of clinical leadership, proper accountability mechanisms, and poor governance which let the dangerous practices continue. According to Ahmed et al. (2024), poor leadership diminishes the impact of patient safety systems because of reduced transparency, learning, and responsibility for improvement. Another way people were involved was through insufficient staff training and lack of recognition of the signs of clinical deterioration, thus impacting decision-making. The processes were impacted by issues such as poor escalation, monitoring and learning, thus leading to intervention delays. Implementation of policies was suboptimal in that the set safety standards did not impact practices (Toulany and Shojania, 2025). The environment was impacted by the organisational culture where issues raised could not be effectively challenged or communicated. Lastly, there could have been some inadequacies in technology and information system management thus impacting recording and communication of clinical information. In all cases, the diagram shows how harm occurred due to organisational and clinical inadequacies.
[bookmark: _Toc237460965]2.3. 5 Whys Analysis 
5 Whys analysis is one of the root cause analysis methods aimed at uncovering the underlying causes of the occurrence of the quality problem through asking why. According to Singh et al. (2024), this technique is useful when applying it to the healthcare context because it goes beyond simple error identification and helps to uncover broader organisational causes of patient harm. For the Shrewsbury and Telford Hospital NHS Trust maternity failures, the basic problem would be identified as avoidable harm to women.
Why 1: Why was there an avoidable harm to women under maternity care in Shrewsbury and Telford Hospital NHS Trust?
There was an avoidable harm to women as a result of poor decision-making in terms of assessment of the condition of women and provision of appropriate clinical interventions (Bhati et al., 2023).
Why 2: Why did clinical risks go unrecognised and unaddressed in time?
The risks did not receive due consideration because of weak escalation procedures. Healthcare professionals were sometimes unable to recognise the deteriorating risk and escalate them properly, thereby failing to get appropriate clinical help (Kumah et al., 2024).
Why 3: Why did healthcare professionals fail to identify and escalate deteriorating risks?
Answer: This is partly due to poor staff training. Poor staff training lowered the readiness of the staff in dealing with complicated and challenging maternity cases especially where quick recognition and escalation were necessary.
Why 4: Why did staff training prove inadequate in managing complicated maternity situations?
Answer: Poor staff training was due to poor clinical governance such as inadequate staff competence monitoring and learning from incidents (Bhati et al., 2023).
Why 5: Why were there weaknesses in the areas of staff competency, learning and development from incidents and clinical practice?
The lack of accountability resulted in the inability to take past adverse events and convert them into lessons for maternity practices (Patterson et al., 2022).
It is evident from the Five Whys analysis above that the issue of harm caused in Shrewsbury and Telford maternity is not an issue arising from the clinical decisions made by individuals but it is one resulting from interconnected weaknesses  (Patterson et al., 2022). 
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[bookmark: _Toc237460966]2.4 Donabedian Model Analysis 
The Donabedian model gives a thorough approach in the assessment of quality of healthcare by analysing three interrelated aspects: structure, process, and outcome (Donabedian, 1988). Failures in care processes remain evident, as the CQC (2024) stated that significant variation in maternity triage, such as cases where staffing pressures and poor processes delayed timely assessment of women. Using the model to evaluate the Shrewsbury and Telford Hospital NHS Trust maternity failures highlights structural deficits existing at all three dimensions.
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Figure 2. Donabedian’s Model
(Source: Bhati et al. (2023)
Structure concerns organisational structures necessary for delivering safe healthcare. Structural weaknesses at Shrewsbury and Telford Hospital NHS Trust were ineffective leadership, poor workforce capacity, poor infrastructure, lack of technological support, and poor governance (Care Quality Commission (CQC), 2025), Bhati et al. (2023) posit that there is a strong connection between healthcare quality and organisational structures since leadership and resource availability determine behaviors of employees and safety processes. Workforce issues were especially relevant as maternity care was characterised by deficiencies and overload, leading to such risks as fatigue and poor capacity (Draganović and Offermanns, 2022).
In addition, the Ockenden review found deficiencies in governance frameworks, which included monitoring of safety indicators and lack of an effective response to the complaints of women and their families (Department of Health and Social Care, 2022). Another evidence of persisting maternity safety problems at national level was given by the House of Commons (2025).
The process dimension refers to the way care is provided, which includes communication, escalation, incidents' reporting and clinical decision-making. At Shrewsbury Hospital, the failure to detect risks, escalation of problems and learning from incidents led to preventable harm. Kelly et al. (2023) point out that ineffective communication among multidisciplinary team members increases the probability of late interventions and safety incidents. Lee et al. (2023) refer to human factors such as teamwork, decision-making and situational awareness as important determinants of healthcare reliability. According to Patterson et al. (2022), an efficient system of incident reporting should foster learning rather than blaming, but deficiencies in reporting and investigations hindered learning in the case organisation.
The dimension of outcomes shows the impacts of healthcare quality failure. According to the Ockenden Review, there have been many negative outcomes of the quality failure, such as the preventable deaths of mothers, stillbirths, neonatal deaths, and severe injuries of babies from 1970 to 2019 (Department of Health and Social Care, 2022). More recently, according to the Maternity and Newborn Safety Investigations (MNSI) programme, 613 maternity investigations were conducted between April 2024 and March 2025 (MNSI, 2025). 
One of the strengths of the Donabedian model is that the model can help conduct the holistic view of healthcare quality improvement because of its link between organisational input, care process, and outcome (Braithwaite, 2018).. One of the limitations is that it oversimplifies the complex healthcare environment because it describes quality as the linear relationship, which does not take into account interaction of factors such as culture and pressure (Braithwaite, 2018).
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SWOT analysis refers to a strategy for evaluating internal strengths and weaknesses together with external opportunities and threats for quality improvement in healthcare. 
Strengths in this context include the presence of policies related to safety in maternity, skills, and organisational support within the NHS. The examples of national frameworks for safety in maternity care are Maternity Incentive Scheme and Patient Safety Incident Response Framework (PSIRF). Moralee et al. (2025) state that good safety frameworks can help improve accountability if there is good leadership and implementation mechanisms. The presence of experience among the multidisciplinary team of clinicians can be another strength (Toulany and Shojania, 2025).
Weaknesses arise due to culture issues, governance gaps, workforce challenges, and communication problems. According to the Ockenden Review, the failures were not due to individual clinical errors but rather resulted from long-term weakness in leadership, investigation of incidents, and failure to listen to women and families (Department of Health and Social Care, 2022). Bhati et al. (2023) note that poor governance frameworks limit healthcare institutions' capacities to identify risks and make changes. Workforce challenges and burnout exacerbate risks as well.
There are numerous opportunities such as technological advancements that include innovations in maternal monitoring technology, use of artificial intelligence (AI) to enhance decision-making, development of simulation training methods, and clinical audit processes. According to Hassan et al. (2024), AI and digital tools could contribute to risk detection and decision-making.
However, threats also exist and include financial concerns, rising complexity of clinical work, workforce burnout, recruitment issues, and increased litigation. Olden and Erwin (2023) point out that healthcare organisations should tackle not only operational problems but also cultural ones in order to maintain quality improvement efforts. 
[bookmark: _Toc237460968]3. Recommendation 
[bookmark: _Toc237460969]3.1. Recommendation 1: Strengthen Governance Through Structured Quality Improvement Frameworks 
The shortcomings that emerged in the Shrewsbury case revealed that the governance structures had problems in terms of identifying risks, investigating occurrences, and taking corrective actions. Moralee et al. (2025) stress that good governance in health care systems demands defined roles, clear reporting systems, and ongoing monitoring of safety indicators. For that reason, the PDSA (Plan–Do–Study–Act) improvement cycle can be applied to assess and improve governance procedures. According to NHS England, there should be enhanced governance through frequent safety reviews, governance meetings involving multi-disciplinary teams, and goals for improvement. Key Performance Indicators (KPIs), including incident trends, compliance with escalation, staffing, and maternal outcomes should be monitored on a regular basis (Kumah et al., 2024).
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Figure 3. PDSA Cycle
(Source: Western Regional Educator Network, 2024)
[bookmark: _Toc237460970]3.2. Recommendation 2: Improve Incident Reporting Culture Through Just Culture Principles 
Another recommendation would be to foster a more robust reporting and learning culture by adopting a Just Culture model rather than an approach which is oriented towards blaming. In the case of the Shrewsbury investigation, it was evident that issues raised by staff members, women, and families were largely ignored, thus preventing any possibility of learning within the organisation. Lee et al. (2023) point out that psychological safety and communication are vital parts of a good patient safety system since staff members are much more likely to report hazards when feeling supported. Vikan et al. (2023) also note that there is a direct relationship between positive safety culture and better reporting outcomes and fewer accidents. To make sure that the incidents result in changes, structured learning reviews have to be performed using the Patient Safety Incident Response Framework (PSIRF), PDSA cycles, and feedback has to be provided to the staff and patients.
[bookmark: _Toc237460971]3.3. Recommendation 3: Introduce Mandatory Multidisciplinary Simulation Training 
The implementation of mandatory simulation-based multidisciplinary training for maternity care teams composed of midwives, obstetricians, anaesthetists, and other health care professionals would render effectiveness. It was evident from the case of the Shrewsbury failure in the recognition of patient deterioration, escalation, and decisions made in an emergency situation. According to Agbar et al. (2023), simulation training is one of the effective methods that can help in increasing clinical skills, collaboration, and communication in the event of a high-risk situation. The same view is provided by Kelly et al. (2023) who stress that collaboration and human factor training are vital in preventing adverse healthcare events. Scenarios covered under the simulation programs should include obstetric emergencies, deterioration of the fetus, communication errors, and escalation process.
[bookmark: _Toc237460972]3.4. Recommendation 4: Implement Digital Monitoring and AI-Supported Decision Systems 
The fourth recommendation for action is for the improvement of maternity monitoring through the use of digital technology in terms of more advanced electronic records, electronic fetal monitoring technology, and decision-making processes supported by artificial intelligence. Lack of technological means can be one of the factors that can delay the identification of risk because the lack of integration of data may make the information fragmented in different healthcare professionals involved in the treatment process. According to Hassan et al. (2024), the systems based on AI have the potential to help in the early detection of clinical deterioration through the analysis of the patient’s information.
[bookmark: _Toc237460973]3.5. Recommendation 5: Improve Workforce Wellbeing and Leadership Support 
The fifth recommendation is about enhancing workforce well-being through good leadership, workload, and burnout management. Lack of maternity staff, heavy workload, and emotional pressure could adversely impact decision-making and communication and affect patients' safety. According to Ahmed et al. (2024), leadership is one of the crucial factors in creating positive work environments where well-being and safety of workers are taken care of. Hardy (2025) states that workforce challenges are still among the key issues impacting healthcare quality. Thus, there is a need for NHS trusts to implement such measures as regular workforce well-being assessments, protected learning time, better staffing solutions, and compassionate leadership. Bhati et al. (2023) state that leadership contributes to organisational resilience because it helps workers become more engaged in quality improvement initiatives.
[bookmark: _Toc237460974]3.6. Recommendation 6: Establish a Continuous Quality Improvement Programme 
Recommendation six is the implementation of a continuous quality improvement (CQI) initiative incorporating the use of Lean concepts, Six Sigma tools, clinical audit, patient feedback, and benchmarking of best-performing maternity services. In this case, the Shrewsbury experience indicates that quality improvement cannot simply be achieved through the identification of failure in the event of harm, but there is a need for active monitoring. According to Endalamaw et al. (2024), the adoption of CQI techniques improves healthcare service delivery through the achievement of systematic assessment and change driven by evidence. Lorts et al. (2024) point out the significance of improvement through measurement in reducing variations in healthcare delivery. In addition, according to The Health Foundation (2016), sustained improvement necessitates the building of learning organisations through the use of data, experiences, and patient viewpoints in decision making.
Table 1. Implementation Strategy: PDSA Improvement Cycle 
	Stage
	Activities

	Plan
	Analyse maternity incidents, identify improvement priorities, establish a multidisciplinary improvement team, and define baseline KPIs, including maternal outcomes, incident reporting rates, staffing indicators, and patient feedback (Blankenship, 2024).

	Do
	Pilot improved escalation pathways, multidisciplinary simulation training, digital monitoring systems, and strengthened governance processes within maternity services (Jayaprada et al., 2022).

	Study
	Evaluate audit outcomes, patient experiences, staff surveys, incident reports, and clinical performance data against predefined KPIs to determine effectiveness.

	Act
	Embed successful interventions across the Trust, update policies, provide continuous workforce education, and repeat the improvement cycle to support long-term learning and safety improvement (Mistri et al., 2023).



[bookmark: _Toc237460975]4. Conclusion
The maternity scandal at Shrewsbury and Telford Hospital NHS Trust can be seen as an example of serious quality failure due to systemic problems in terms of organisational, cultural and systemic issues rather than merely the fault of clinical errors. The Fishbone analysis showed multiple areas of failure in terms of leadership, workforce, processes, environment, policies and technology, proving that there were many aspects of failure related to unsafe practices. In its turn, the 5 Whys analysis indicated the fact that preventable harm could be caused by the lack of proper clinical decision-making, poor escalation process, improper training, weak governance, and the lack of good safety culture. As well, the Donabedian model demonstrated several areas of weakness in terms of structural conditions, care process, and outcomes which included deaths of women, stillbirths, neonatal harm, litigation cases, and low public trust.
The SWOT analysis indicated that NHS maternity services have several strengths in terms of frameworks, expertise, and innovation via digitalisation; however, they face challenges in terms of workforce and culture. Thus, in order to improve, the enhancement of governance, promotion of psychological safety, development of workforce capability, and continuous quality improvement are necessary. 
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