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1. [bookmark: _Toc216441308]Introduction
The prevalence of maternity harm is a dramatic public health issue since preventable maternal and neonatal deaths are the failures of the central area of healthcare quality, equity, and safety. Despite the United Kingdom being perceived as a developed country with an extensive health care system, the outcome of childbirth has not always improved, and avoidable injuries are still inflicted in some of the maternity hospitals. It is estimated that hundreds of thousands of women die annually due to preventable causes of pregnancy, some of which are due to structural constraints, insufficient clinical care, and organisational safety culture (Ukonaho, 2024). In the UK, an increase in the costs of litigation, the presence of inequalities in birth outcomes, and chronic workforce shortages also underscore the fact that the maternity service is endangered by a systemic risk (Rayment-Jones et al., 2019). All these problems show that the problem of maternity safety is not merely a clinical issue; it is a mass issue encompassed in the sphere of organisational behaviour, governance efficiency, leadership capacity, and the overall sociopolitical environment that influences the procedural development of health care (Srensen et al., 2021).
The example of the Shrewsbury and Telford Hospital NHS Trust (SaTH), analysed with the help of the Ockenden Review, is the largest and longest-term loss of maternity care in the history of the NHS. The review found that there were massive gaps, among them, the lack of sound interpretation of Cardiotocography (CTG) signals, late clinical escalation, and a culture that did not encourage the staff to raise concerns or learn from negative events. The proportion of families with serious negative experience rose to nearly 1,500 out of 23, indicating a consistent trend of organisational harm precipitated by structural, procedural, and cultural failure (UK Gov, 2022). These points of failure were part of an overall scenario of poor governance, lack of regulatory follow-ups, and lack of alignment between the policies for maternity safety and their organisational execution (Odjer and Mensah, 2025). In this way, the SaTH case presents a two-sided and instructive case study based on which it is possible to analyse the systematic quality failures and assess the ability of developed quality models to identify their primary causes.
This report is proposed to critically examine the systemic factors which contribute to maternity failures at SaTH and a stringent, evidence-based intervention plan that will focus on the structural flaws, clinical empowerment, and amplified organisational learning. Another objective is to evaluate the potential to use modern quality improvement models to understand, diagnose, and correct failures in the intricate healthcare setting (Vaz and Araujo, 2022). The report will start by providing the contextual and methodological background of the analysis before presenting a theoretically integrated criticism of the case. It ends with evidence-based findings backed by quality improvement methodologies and suggests implications for the maternity care, leadership, and development of future policies.
2. [bookmark: _Toc216441309]Methodology & Theoretical Frameworks
The present report relies on a secondary type of qualitative analysis based on published research, findings of inquiries and modern literature on the science of staying safe to research the problem of systemic maternity failures at Shrewsbury and Telford Hospital NHS Trust. The secondary analysis approach is suitable when studying complex organisational failure since extensive studies on the subject will supply an abundance of narrative data and context that will enable further study of cultural, structural, and procedural quality determinants.  To improve methodological rigour, frameworks of root cause analysis (RCA) were employed to exquisitely query interrelationships in perspective among people, processes, and organisational conditions. As much as RCA improves visibility and procedural legitimacy, patient-safety scholarship emphasises its weaknesses, especially its propensity to view events as a linear escalation of cause and effect, which can be seen as a simplistic approach to the non-linearity of healthcare systems. To overcome this drawback, the report incorporates frameworks that are systems-based and understand healthcare as an intricate adaptive system, which is interdependent, emergent, and layered in its vulnerabilities.
[bookmark: _Toc216441310]3. Main Body
[bookmark: _Toc216441311]3.1 Critical Overview of the Quality Issue
Globally, maternity harm is considered to be an important issue in public health due to the manifestation of clinical, organisational, and policy system failures. Evidence on an international level indicates that unfavourable maternal and neonatal outcomes do not solely emerge due to clinical risks, but rather more profound structural factors like staffing shortage, skills gap, discursive buildings, and impediments to escalation (Post, 2025). Although the subject of quality of care and safety incidents remains high in healthcare systems with high-income, the occurrence of long-standing inequalities in outcomes and recurring safety events implies that the maternity care area is highly sensitive to workforce, governance, and communication issues.
In spite of the constant policy intervention which encourages standardised pathways, safety bundles, and digital innovations, maternity harm still happens due to the different implementations in organisations. Studies indicate that the failure of policies is likely in cases where local cultures are not receptive to change, the leadership is not committed, or there are no systems that support the learning process continuously (Burgess et al., 2022).
These larger trends are reflected in the SaTH case, although its role in this analysis is a demonstration of how institutionalised problems can be put into practice. The events that happened at SaTH are typical of those observed in healthcare organisations, including staffing strain, uneven training, lack of risk management, and cultural behaviours limiting the ability to speak up. In such a way, the case is extreme, but the mechanisms involved are universal in the context of maternity and even health and social care, in general.
[bookmark: _Toc216441312]3.2 Root Cause Analysis Using Multiple Frameworks
[bookmark: _Toc216441313]3.2.1 Fishbone Diagram – Critical Evaluation
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(Self-developed)
The Fishbone (Ishikawa) Diagram emphasises that maternity safety failures are multi-factorial because they encompass the causes of people, processes, environment, equipment, and organisational structures. Themes displayed by this model under the general healthcare setting include substandard clinical competence, poor communication, record keeping, ineffective escalation, and ineffective leadership (Majka, 2024). These classifications are significant to spot some patterns that go beyond individual cases and expose vulnerabilities in the system.
Applying the Fishbone to the context of such issues as SaTH, one may find that the following factors contribute to the issue: a lack of skills in interpreting CTGs, the inconsistency of procedures, understaffing, and cultural resistance towards a consultation with senior clinicians. Still, there is a crucial drawback of the model, namely, it fails to depict how these factors will interact dynamically. Maternity safety incidents are rarely caused by solitary reason; rather, they are the result of the interaction of the cultural norms, the lack of resources and the organisational priorities. The Fishbone is thus wide but shallow in the description of complex socio-technical interactions, which has been indicated throughout the literature on safety.
[bookmark: _Toc216441314]3.2.2 Whys – Strengths and Limitations
	Why
	Question
	Answer (Root Cause Layer)

	1
	Why was the CTG abnormality not escalated?
	Because the midwife did not contact the obstetric consultant despite ongoing signs of fetal distress.

	2
	Why did the midwife fail to escalate the abnormal CTG?
	Because she lacked confidence and sufficient training in CTG interpretation and escalation criteria.

	3
	Why was there a lack of CTG training and confidence?
	Because the Trust had not structured, mandatory competency framework or regular simulation-based training for CTG interpretation.

	4
	Why was there no structured training or competency framework?
	Because governance systems were weak and did not prioritise training needs, incident learning, or monitoring staff competencies.

	5
	Why were governance systems weak and not enforcing training or learning?
	Because organisational culture discouraged speaking up, leadership failed to respond to early warning signs, and policies were not implemented effectively in practice.



The 5 Whys methodology takes the root cause analysis to a deeper level with its inquiry into underlying factors in the organisation. Repeated questioning in maternity services in general tends to unveil underlying factors in ineffective contributors to psychological safety, ambiguous methods of escalation, and infrequent leadership approaches (Harris et al., 2022). When used on cases like the ones witnessed at SaTH, it uncovers the ways surface clinical errors are founded on cultural, managerial and structural vulnerabilities.
The model of 5 Whys, however, presupposes linear causality and thus simplifies a multi-directional feedback loop inherent in the healthcare systems. Complex adaptive systems like maternity care operate under non-linear interactions, i.e., the roots of failures are often myriad at the same time (Araja, 2022). Although the 5 Whys can assist in getting the deep-dive analysis started, it cannot account for the system complexity and needs to be complemented by more advanced theoretical models.
[bookmark: _Toc216441315]3.3 Donabedian Model – A Critical Application
The Donabedian structure-process-outcome model offers a forged approach to addressing the quality of maternity care in different settings. On a structural level, a significant number of healthcare systems experience the shortage of workforce, lack of consultants, weak governance strategies, and a lack of resources to invest in training and supervision (Endalamaw et al., 2024). These structural deficits affect the processes of clinical practice such as escalation reliability, the accuracy of foetal monitoring, quality of communication and incident reporting.
	Domain
	What it Means
	SaTH Maternity Problems

	Structure (Resources, staff, equipment, systems)
	The basic things a service needs to work safely.
	· Not enough midwives or doctors.
· Old or unreliable CTG machines.
· Weak leadership and poor supervision (Hull, Boulton and Lashewicz, 2025).
· No proper training system for CTG skills.
· • Poor digital systems for monitoring and reporting.

	Process (How care is actually delivered)
	The actions staff take when providing care.
	· Staff did not escalate emergencies on time.
· Poor communication between midwives and doctors.
· Risk assessments and notes were incomplete.
· Safety guidelines were not followed properly.
· Incidents were reported but no learning happened.
· Staff were scared to speak up.

	Outcome (The results of the care)
	What happens to patients because of the care they received.
	· Babies and mothers were harmed when it could have been prevented.
· Many families experienced trauma and loss.
· The hospital faced high legal claims.
· Public trust in the maternity service decreased.
· Long-term damage to NHS reputation.



The consequences of these process failures across the NHS and beyond may include preventable morbidity, mental trauma, lawsuits, and mistrust in maternity services (Seymour, 2021). Although the Donabedian model is a valuable model in categorisation, its structure, process, and outcomes are assumed to be linear and distinct rather than a dynamism that exists in the real healthcare systems. Poor performance in actual practice strengthens defensive cultures that undermine processes and structures further. Such an imaginary cycle shows the weakness of the model: it is too much of a building block to understand the dynamic character of contemporary healthcare failures (Yang et al., 2025).
[bookmark: _Toc216441316]3.4 Systems Theory and Swiss-Cheese Model – Integrated Critical Analysis
Systems Theory provides a better way to understand the topic of maternity safety as it conceptualises healthcare organisations as interrelated systems in which failures are manifested in the interaction, as opposed to the presence of single mistakes. When it comes to maternity care in general, there are interprofessional communication, workload intensity, organisational culture, policy alignment, and leadership behaviours (Reddy et al., 2022).
The Swiss-Cheese model also shows how the defence levels are built, which consist of training, guidelines, oversight, and communication procedures, but somehow the susceptibility lies between these layers, and this becomes aligned to allow adverse events to occur. It is applicable not only in the extreme cases, such as SaTH, but also in the maternity systems. Common latent conditions are understaffing, lack of clear paths of escalation, and governance failure, whereas active failures are misinterpretation of CTGs or delayed escalation. The Swiss-Cheese Model, according to the critics, simplifies the dynamic systems too, but when used together with the Systems Theory, it becomes a potent concept that could elucidate how failures can spread (Borissov, 2024).
Comparing these models to Fishbone and 5 Whys, it is possible to state that the linear RCA tools may indicate contributing factors, but they do not describe the interactions on the system level. The Systems Theory and Swiss-Cheese represent the macro-level view that needs to be considered to realise the underlying crux of the issues of maternity harm that exists across the settings despite various policies in place.


[bookmark: _Toc216441317]3.5 Policy, Governance and Strategic Context (SWOT / PESTLE)
[bookmark: _Toc216441318]3.5.1 SWOT / PESTLE Findings
The strategies of maternity services in a wider sense across indicate internal vulnerable areas like fragmented governance, insufficient training structures, culture, and workforce deficiency. External risks will involve the growing litigation intensity, expanding regulatory pressures, and a lack of a national workforce. Digital maternity products, enhanced training requirements, and nationwide safety programs aimed at aligning the quality of care are some of the opportunities (McGowan et al., 2024). These are the factors which influence maternity services in the UK and other countries.
[bookmark: _Toc216441319]3.5.2 Critical Policy Evaluation
The Saving Babies Lives Care Bundle and other safety programmes focus on the standardisation of care provision, but they are often not implemented as cultural protests, weak leadership involvement, and absence of accountability affect the implementation (Zamboni, 2021). Studies indicate that the failure of policies transpires where organisations do not have psychological safety, a working system of communication, and a structure of governance aligned (Suri, 2025). The problems experienced in SaTH are common to other hospitals: policies in isolation are not sufficient to assure safety without the support systems, culture, and enforcement mechanisms.
[bookmark: _Toc216441320]3.6 Synthesis of Findings
The combination of all models shows that any failure in maternity safety is multidimensional, and it can be illustrated by a lack of structure, cultural beliefs, leadership behaviour, the lack of resources, and the difference between the policy intention and organisational reality. Simple software, such as Fishbone and 5 Whys, finds contributory factors, but fails to describe cause-and-effect relationships among failures. Donabedian brings about classification but not dynamism. It is best comprehended as non-linear, adaptive, and the best explanation is found in Systems Theory and Swiss-Cheese. As a combination, these models reveal that the development of safer maternity contributes to better health outcomes, necessitating adaptive governing structures, psychologically secure cultures, good digital infrastructure, and combined learning systems. Through this combined study, this contributes to the research since it shows that maternity harm is not an anomaly but a foreseeable consequence of structural vulnerabilities within healthcare systems.

[bookmark: _Toc216441321]3.7 Recommendations
The discussion of systemic maternity care failure notes that the issue needs a collective approach that deals with workforce competency, governance, organisational culture, work processes, and electronic infrastructure. A range of recommendations given below is meant to be pioneering, evidence-based, and closely aligned with the flaws uncovered in the Ockenden Review.
[bookmark: _Toc216441322]3.7.1 Workforce Capability and Training Reform
Maternity workforce capability has been identified as a crucial field of safety care. The midwives, obstetricians and maternity support workers should have a Trust-wide competitive framework specifying expectations on technical, behavioural and escalation skills (McCourt et al., 2011). Such a framework must involve obligatory CTG interpretation education, emergency obstetric response expertise, formal communication, and multidisciplinary collaboration aspects. Situational awareness and pressure-based decision-making would improve even more with the experiment of the simulation-based training.
To make the training effective and constantly developing, it is necessary to implement it in PDSA cycles. The design of the training modules would be tested on a small scale through piloting before being subject to evaluation with competency tests, incident records, and staff comments before making amends and extending to a broader group (Shamim Khan et al., 2013). The recommendation is a direct response to the haphazard training and low-quality CTG interpretation that led to preventable damage at SaTH.
[bookmark: _Toc216441323]3.7.2 Governance and Risk Management Strengthening
There should be governance reforms to remedy perennial flaws in risk management. A Safety Intelligence System must be introduced digitally to combine the incident reporting, risk analysis, and escalation. This would allow tracing the negative habits promptly and make better decisions, both at a clinical and managerial level. This should be supplemented by the use of a maternity safety dashboard that displays real-time data on the levels of staffing, the response time, the rate of compliance with CTG, and the level of incidents (Dougherty, 2023).
Continuous monitoring should be supported through regular risk huddles, and serious incidents should be examined by systems-based methodologies. They should also have clear accountability structures in which there should be a senator safety champion to be in charge of oversight and escalation (Michael, 2025). The recommendation is directly related to the governance failures of SaTH, where the warning signs were not detected, and the risk data were not acted upon appropriately.
[bookmark: _Toc216441324]3.7.3 Cultural Transformation and Leadership Development
Cultural change is a necessity in order to break the defensive behaviours and hierarchical tensions found in SaTH. The ability to create a Just Culture framework would help make things transparent and separate the notions of human error and negligence to make staff more willing to report the issue (Isbășoiu, 2024). The open dialogue, inclusive leadership, and respectful communication practices should be aimed at creating psychological safety.
Leadership walkarounds have the ability to increase the connections between the leaders and frontline employees, enabling leaders to identify possible risks well in advance. Situational awareness will be facilitated through regular multidisciplinary safety huddles. Systems thinking, conflict management and compassionate leadership skills should be included in any leadership development programme (de Zulueta, 2015). These actions are a direct reaction to the institutionalised culture of fear and subdued build-up at SaTH.
[bookmark: _Toc216441325]3.7.4 Process Redesign Using Lean and Six Sigma
Maternity workflow reliability should be enhanced with the help of lean and Six Sigma approaches (Daly et al., 2021). The analysis of escalation delays and their redesign may be based on the application of the DMAIC cycle through the quantification of the existing escalation times, identification of bottlenecks, and the introduction of the new models, including formal communication tools and simplified documentation. The continued impact will be maintained through continuous monitoring, which is done via audits and dashboards. Other inefficiencies that lean principles can help to minimise include duplicate documentation and ineffective handovers, which reduce cognitive load and help respond to an emergency quickly (Obaid et al., 2021). These are made to improve on the process failures that led to the negative results at SaTH.
[bookmark: _Toc216441326]3.7.5 Data, Digital Systems and Inter-Trust Learning
The entire improvement work should be based on digital transformation. Reliable documentation, risk identification and clinical decision making will be supported by standardised maternity datasets that have been integrated into electronic maternity records. Digital transformations like the use of AI in CTG interpretation and automated alerts related to escalation have the potential to decrease human error to an even lesser extent (Aftab, 2025).
Being included in inter-trust learning networks will assist SaTH in performance comparison, the best practice models, and the sharing of learning activities. These efforts will take care of the long-term isolation of SaTH and the absence of external benchmarking.
[bookmark: _Toc216441327]3.7.6 Implementation Plan Using PDSA, Systems Thinking and Six Sigma
They need to implement it in stages. Short-term actions include safety huddles, initial PDSA cycles of training during leadership walkarounds. The medium-term intervention should be redirected to the escalation redesign by means of DMAIC, Trust-wide introduction of the competency framework, and the test of digital tools. Long-term goals involve the incorporation of the integrated cycles of PDSA and the demonstration of the improvement in birth and neonatal outcomes (Kane, 2025). Monitoring the progress should be based on such metrics as compliance with CTG training, maximal response time, trends in incident reports, and outcome indicators, whereas such barriers as work pressure, cultural resistance, and barriers to digital adoption need to be mitigated with the help of specific mitigation strategies. This strategy is a direct answer to the historical challenges that SaTH faces that entrench organisational learning.
[bookmark: _Toc216441328]Conclusion
This report has also shown that maternity harm cannot be perceived in the form of a bundle of single clinical errors but is a symptom of more systemic failures in complex healthcare systems. The analysis, via the application of several analytical frameworks, demonstrated the manner in which structural pressures, dysfunctional clinical processes, cultural forces, and governance feebleness interplay to generate spaces within which unsafe care may take place. Through the consideration of the general trends in the wider context of maternity services and the case studies based on real organisational experiences, the report has demonstrated that the capacity within the workforce, organisational culture, leadership behaviour and the degree to which organisational policy intentions are matched by real practice are interconnected factors that contribute towards shaping maternity safety.
Development of the Fishbone Diagram, the 5 Whys approach, the Donabedian Model, Systems Theory, and the Swiss-Cheese Model presented some interesting experience as they showed how the various approaches help to shed light on the various facets of system vulnerability. Collectively, these models emphasise the idea that sustainable improvement is a multi-layered and systematic approach and not a measurement that demands the application of a single analytical option. The proposed reforms, which include training, governance enhancement, cultural change, redesigning processes, and digital integration, are not only innovative but feasible as they include the improvement methodologies that are proven and, at the same time, have a long-term perspective since they incorporate forward-thinking techniques.
The larger implications for NHS policy and health of the population lean towards organisations developing cultures of psychological safety, creating adaptive governance systems and embedding continuous learning systems. A future study needs to assess how digital innovations, system thinking, and cross-organisation collaboration can be extended across various healthcare environments. On the whole, this report adds a comprehensive vision of maternity system failures and provides a viable way of obtaining safer and stronger maternity care.
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