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[bookmark: _Toc227036634]1.1 Background of Quality Assurance in Healthcare
Quality assurance (QA) in healthcare is essential to ensure patient safety, effective service delivery, and continuous improvement. It involves systematic processes for monitoring, evaluating, and enhancing the quality of care provided to patients. When QA systems function effectively, they help reduce risks, improve clinical outcomes, and maintain public confidence in healthcare services (Almalki et al, 2023). However, failures in QA systems can have serious consequences, including preventable harm, poor patient outcomes, and erosion of public trust (Ente and Ukpe, 2022). In recent years, several high-profile healthcare failures have highlighted the importance of strong governance, accountability, and safety-focused organisational cultures (Ente and Ukpe, 2022).
One of the most significant examples of systemic quality failure is the maternity care scandal at the Shrewsbury and Telford Hospital NHS Trust, which occurred between the 1970s and 2019. This case has become a critical public health concern due to the scale and severity of harm caused, as well as the prolonged period over which these failures persisted. It demonstrates how weaknesses in healthcare systems can remain undetected or unaddressed for decades when appropriate quality assurance mechanisms are lacking.
[bookmark: _Toc227036635]1.2 Overview of the Identified Quality Issue
The final Ockenden Report (2022) revealed that hundreds of families were affected by avoidable maternal and neonatal deaths, stillbirths, and long-term injuries. These outcomes were not isolated incidents but rather the result of persistent systemic failures within the organisation. Key issues included poor clinical practices, inadequate patient monitoring, and a lack of accountability among healthcare professionals (Mattocks, 2026; Quattri, 2023). Additionally, families’ concerns were frequently ignored, and adverse incidents were not properly investigated, limiting opportunities for learning and improvement (Mattocks, 2026).
The significance of this case lies in its demonstration of how deeply rooted organisational and cultural issues can compromise patient safety. Weak governance systems, ineffective implementation of policies, and the absence of a safety-oriented culture contributed to the continuation of unsafe practices over many years (Lakasing, 2025). These failures reflect broader challenges within healthcare systems, particularly in maintaining consistent quality standards and responding effectively to risks and patient needs.
[bookmark: _Toc227036636]1.3 Aim and Structure of the Report
From a theoretical perspective, quality failures in this case can be analysed using established frameworks such as the Swiss Cheese Model, which explains how multiple system weaknesses can align to allow harm to occur (Oleo et al., 2024). In addition, Root Cause Analysis (RCA) provides a structured method for identifying underlying causes of adverse events, focusing on system-level failures rather than individual blame (Elliott et al., 2024).
This report aims to critically analyse the root causes of the identified quality issue using key theoretical models, including the Fishbone Diagram, the 5 Whys technique, and the Donabedian Model. Furthermore, the report will apply strategic analytical tools such as SWOT analysis to evaluate organisational strengths, weaknesses, opportunities, and threats. Drawing on evidence from academic literature and real-world case studies, the report will develop actionable recommendations supported by quality improvement methodologies such as Plan-Do-Study-Act (PDSA) and Lean approaches. Ultimately, the report seeks to demonstrate how structured analysis and evidence-based strategies can support effective service improvement in healthcare settings.
[bookmark: _Toc227036637]2. Main Body 
[bookmark: _Toc227036638]2.1 Root Cause Analysis (Fishbone Diagram and 5 Whys)
Root Cause Analysis (RCA) is a systematic method used to identify the underlying causes of adverse events in healthcare systems (Elliott et al., 2024). In the Shrewsbury and Telford case, RCA reveals repeated failures in incident investigation and missed opportunities for learning.
[bookmark: _Toc227036639]2.1.1 Fishbone Diagram Analysis
The Fishbone Diagram categorises the root causes of quality failures into several key domains, allowing for a structured understanding of the factors contributing to adverse outcomes in healthcare settings.
People: Inadequate staff training, poor clinical decision-making, and the normalisation of unsafe practices contributed significantly to patient harm (Sebera et al., 2024). Healthcare professionals often lacked the necessary skills and up-to-date knowledge required for safe maternity care. Additionally, there was a failure to recognise and respond appropriately to clinical risks. Staff frequently did not escalate concerns promptly, which increased the likelihood of complications and adverse outcomes. These issues highlight the importance of continuous professional development and strong clinical leadership in ensuring patient safety (Wilson et al, 2022).
Process: Ineffective monitoring systems and delays in escalation resulted in missed warning signs, leading to preventable complications (Hu et al., 2025). Clinical processes were not consistently followed, and there were significant gaps in patient observation and documentation (Wilson et al, 2022). The absence of clear protocols and failure to adhere to existing guidelines contributed to poor coordination of care. As a result, early indicators of distress in mothers and babies were often overlooked, reducing the opportunity for timely intervention (Society for Maternal‐Fetal Medicine, 2026).
Environment: Staffing shortages and insufficient organisational support created unsafe working conditions, increasing pressure on healthcare professionals (Sebera et al., 2024). High workloads and limited resources made it difficult for staff to deliver safe and effective care. The lack of a supportive work environment also affected staff morale and performance, further contributing to errors and compromised patient safety (Society for Maternal‐Fetal Medicine, 2026).
Policy: Failure to adhere to national maternity guidelines led to inconsistent care delivery and poor outcomes (Hu et al., 2025). Weak enforcement of policies and a lack of accountability allowed unsafe practices to persist. This highlights the need for stronger governance and regular monitoring to ensure compliance with established standards (Wilson et al, 2022).Top of Form
[bookmark: _Toc227036640]2.1.2 Five Whys Analysis 
Problem: High maternal and neonatal deaths
1. Why were maternal and neonatal deaths high? - Because there was poor clinical monitoring of patients during pregnancy and childbirth. 
2. Why was clinical monitoring poor? - Because staff failed to follow established clinical protocols and guidelines consistently. 
3. Why did staff fail to follow protocols? - Because there was a lack of adequate training, skills development, and effective supervision. 
4. Why was there a lack of training and supervision? - Because governance systems and leadership within the organisation were weak and ineffective. 
5. Why were governance and leadership weak? - Because quality assurance systems were ineffective and failed to ensure accountability and continuous improvement. 
This analysis highlights that the problem of high maternal and neonatal deaths was not caused by individual negligence alone but was deeply rooted in systemic failures within the healthcare organization (Mishra and Duffy, 2023). Each level of questioning reveals how underlying organisational weaknesses, such as poor leadership, lack of training, and ineffective quality assurance mechanisms, contributed to unsafe practices and poor patient outcomes. The findings clearly align with Root Cause Analysis (RCA) principles, which emphasise identifying system-level issues rather than assigning blame to individuals (Elliott et al., 2024).
[bookmark: _Toc227036641]2.2 Donabedian Model (Structure–Process–Outcome)
The Donabedian Model provides a framework for evaluating healthcare quality through three components:
Structure: In this case, inadequate staffing, weak leadership, and poor governance created unsafe foundations for care (Hamade, 2026). These structural weaknesses limited the organisation’s ability to deliver safe and effective maternity services and contributed to long-standing quality issues (Srivastava et al, 2025).
Process: Failures included poor monitoring, delayed escalation, and non-adherence to clinical guidelines. These process-related issues meant that patients did not receive timely and appropriate interventions, increasing the risk of complications during maternity care (Malveira et al., 2026).
Outcome: Outcomes included increased mortality, injuries, and long-term harm. These negative outcomes reflect the direct impact of failures in both structure and process, demonstrating how systemic issues can translate into serious consequences for patients and families (Hamade, 2026).
This model clearly shows how weaknesses in structure and process directly led to adverse outcomes, reinforcing the need for systemic reform and continuous quality improvement within healthcare organisations.
[bookmark: _Toc227036642]2.3 Swiss Cheese Model Application
The Swiss Cheese Model explains how multiple system failures align to allow harm:
Latent failures: Weak governance systems contributed to long-standing issues within the organisation. These hidden weaknesses were not immediately visible but created conditions where unsafe practices could continue without detection or correction over time (Oleo et al., 2024).
Policy gaps: Poor implementation of safety guidelines resulted in inconsistent clinical practices. Although policies existed, they were not effectively enforced or monitored, reducing their impact on improving patient safety (Murphy-Lawless, 2025).
Human factors: Normalisation of unsafe practices meant that staff became accustomed to substandard care methods. Over time, these practices were accepted as routine, increasing the risk of harm to patients and reducing the likelihood of corrective action (Maskari et al, 2023).
Communication failures: Lack of teamwork and failure to escalate concerns created significant gaps in patient care. Ineffective communication between healthcare professionals led to missed warning signs and delayed interventions, further compromising patient safety (Buist and Middleton, 2016).
Cultural barriers: A blame culture prevented staff from reporting errors or raising concerns. Fear of criticism or punishment discouraged openness and transparency, limiting opportunities for learning and improvement (Murphy-Lawless, 2025).
These layers of failure aligned, allowing harm to reach patients, demonstrating systemic breakdowns rather than isolated errors. The model highlights the importance of strengthening each layer of defence to prevent future incidents.
[bookmark: _Toc227036643]2.4 Strategic Evaluation (SWOT Analysis)
Strengths: The organisation benefits from an established NHS framework that provides a structured healthcare system and access to national standards. There is also the availability of national guidelines designed to ensure safe and consistent maternity care. In addition, the workforce has strong potential, with skilled healthcare professionals capable of delivering high-quality care when adequately supported (Budin et al, 2017).
Weaknesses: Despite these strengths, the organisation is significantly affected by poor governance and weak leadership, which undermine effective decision-making and accountability. Inadequate training further limits staff competence and confidence in managing complex clinical situations. Additionally, weak incident reporting systems reduce opportunities for learning from errors and improving patient safety (Turfan et al, 2024).
Opportunities: There are several opportunities for improvement, including the implementation of structured quality improvement frameworks that can enhance service delivery. Policy reform and stronger regulatory oversight can help ensure compliance with standards and accountability. Furthermore, adopting patient-centred care models can improve patient experience and outcomes by prioritising individual needs and concerns (Firooznia et al, 2022).
Threats: The organisation faces serious threats, including loss of public trust due to past failures in care delivery. There is also the risk of legal consequences arising from negligence and harm caused to patients. Moreover, staff burnout and workforce shortages pose ongoing challenges that can further compromise the quality and sustainability of healthcare services (Fouly et al, 2018).
[bookmark: _Toc227036644]2.5 PDSA Cycle
The Plan-Do-Study-Act (PDSA) cycle enables continuous improvement:
Plan: Identify key issues such as poor monitoring and training gaps within the organisation. This stage involves analysing existing problems, gathering relevant data, and understanding the root causes of quality failures. Based on this analysis, evidence-based protocols and structured training programmes are developed to address identified weaknesses and improve patient safety (Castillo, 2022).
Do: Implement changes in a controlled setting to test their effectiveness. This may include introducing new monitoring systems, improving escalation protocols, or delivering targeted staff training. The aim is to apply planned interventions on a small scale to minimise risks while observing how changes function in practice within the healthcare environment (Vordenberg et al, 2018).
Study: Evaluate the outcomes of the implemented changes using appropriate performance indicators, such as a reduction in adverse events, improved patient outcomes, or better compliance with clinical guidelines (Hobbs et al, 2024). Data collected during this phase is carefully analysed to determine whether the interventions have achieved the desired improvements and to identify any unintended consequences (Saeb and Gregory, 2026).
Act: Standardise successful interventions and implement them across the organisation. If the changes prove effective, they are integrated into routine practice and organisational policies. If not, modifications are made, and the cycle is repeated to ensure continuous refinement and improvement (Sebera et al., 2024).
[bookmark: _Toc227036645]3. Recommendations 
Based on the identified root causes of quality failures in maternity care, a set of evidence-based recommendations is proposed to support sustainable service improvement. These recommendations focus on strengthening governance, improving clinical practice, enhancing organisational culture, and implementing structured quality improvement approaches.
1. Strengthening Governance and Accountability
A key recommendation is to improve governance systems to ensure clear accountability and effective leadership. Weak governance was identified as a root cause of poor clinical practices and lack of oversight (Soll and McGuire, 2019). Healthcare organisations should establish robust leadership structures with clearly defined roles and responsibilities. Regular audits, performance monitoring, and external reviews should be implemented to ensure compliance with national maternity guidelines. Strong governance will enable early identification of risks and promote timely corrective action, thereby improving patient safety (Mianda et al, 2023).
2. Enhancing Staff Training and Professional Development
Inadequate training and lack of supervision contributed significantly to poor clinical decision-making. Therefore, continuous professional development programmes should be introduced to ensure that staff are equipped with up-to-date knowledge and skills (Shaw et al, 2016). Mandatory training on maternity safety, risk assessment, and emergency response should be regularly conducted. In addition, mentorship and supervision systems should be strengthened to support less experienced staff. This will improve clinical competence and reduce the likelihood of errors in patient care (Symon et al, 2016).
3. Improving Clinical Processes and Monitoring Systems
To address process-related failures, healthcare organisations should standardise clinical procedures and ensure strict adherence to evidence-based guidelines. The introduction of advanced monitoring systems and clear escalation protocols is essential to detect early warning signs and prevent complications (Kruk et al, 2018). Regular reviews of clinical practices and adherence to protocols should be conducted to ensure consistency in care delivery. These improvements will enhance the quality and reliability of healthcare services (Shaw et al, 2016).
4. Promoting a Positive Organisational Culture
Cultural barriers, including a blame culture, were identified as significant contributors to quality failures. It is essential to foster a culture of openness, transparency, and learning within healthcare organisations (Mianda et al, 2023). Staff should be encouraged to report incidents without fear of punishment, and a no-blame approach should be adopted. Leadership should actively promote teamwork, communication, and patient-centred care. A positive organisational culture will support continuous improvement and enhance patient safety (Soll and McGuire, 2019).
5. Strengthening Incident Reporting and Learning Systems
Effective incident reporting systems are crucial for identifying and learning from adverse events. Healthcare organisations should implement transparent and accessible reporting mechanisms that allow staff to document errors and near misses (Sebera et al., 2024). Data collected from these reports should be analysed to identify patterns and areas for improvement. Feedback should be shared with staff to promote learning and prevent recurrence of similar incidents. This aligns with Root Cause Analysis principles and supports continuous quality improvement (Kruk et al, 2018).
6. Implementation of Quality Improvement Frameworks 
The Plan-Do-Study-Act (PDSA) cycle should be used to implement and evaluate changes in a systematic manner. Organisations should begin by identifying key problem areas, such as poor monitoring and training gaps, and develop targeted interventions. These interventions should be tested on a small scale, evaluated using performance indicators, and refined based on outcomes (Lazzerini et al, 2018). Successful strategies should then be standardised and implemented across the organisation. The iterative nature of PDSA ensures continuous learning and adaptation, leading to sustained improvement (Sebera et al., 2024).
7. Policy Enforcement and Regulatory Oversight
Finally, stronger enforcement of national maternity safety guidelines is essential to ensure consistent and high-quality care. Regulatory bodies should conduct regular inspections and hold organisations accountable for non-compliance (Sebera et al., 2024). Policies should also incorporate patient-centred approaches, ensuring that the voices of patients and families are heard and respected. Improved policy implementation will enhance the overall quality and safety of healthcare services (Lazzerini et al, 2018).
[bookmark: _Toc227036646]4. Conclusion 
In conclusion, the analysis of quality failures in maternity care at the Shrewsbury and Telford Hospital NHS Trust highlights the serious consequences of systemic weaknesses within healthcare organisations. The findings demonstrate that poor patient outcomes, including maternal and neonatal deaths, were not the result of isolated incidents but were deeply rooted in failures related to governance, clinical processes, staff training, and organisational culture. The application of theoretical frameworks such as the Fishbone Diagram, 5 Whys analysis, Donabedian Model, and Swiss Cheese Model provided a comprehensive understanding of how these interconnected factors contributed to unsafe care practices. These models collectively emphasise that healthcare quality issues are largely systemic and require a holistic, organisation-wide approach to improvement rather than focusing solely on individual accountability.
Furthermore, the strategic evaluation using SWOT analysis revealed that although the organisation had structural strengths, significant internal weaknesses and external threats hindered the delivery of safe and effective care. The recommendations in this report, including strengthening governance, improving staff training, enhancing clinical processes, promoting a positive organisational culture, and implementing the PDSA cycle, provide a structured, evidence-based pathway for service improvement. By addressing the identified root causes and adopting continuous quality improvement strategies, healthcare organisations can enhance patient safety, improve clinical outcomes, and rebuild public trust. Ultimately, this case underscores the critical importance of proactive quality management, strong leadership, and a culture of learning in achieving sustainable improvements in healthcare services.
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