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[bookmark: _Toc214462860]1. Introduction 
The presence of quality concern in a healthcare organisation directly impacts the quality outcome of the organisation. Similar quality concerns were seen in the case of “Shrewsbury and Telford Hospital (SaTH) NHS Trust” in the maternity service delivery, which arose in 2020 (UK Government, 2022). The failure of this healthcare organisation results in neonatal injuries, stillbirths, and deaths of mother and child in the maternity care unit (UK Government, 2022). Considering the rising quality management issue, this report aims to conduct a root cause analysis of Shrewsbury and Telford Hospital NHS Trust and propose recommendations for quality improvement of this organisation. The NHS trust interpreted 1486 family cases, which include 12 maternal deaths and 498 stillbirths, as the outcome of the quality concern of this hospital (UK Government, 2022). Leadership and governance failure, along with the workforce shortage, are identified as the causes behind this historical quality management issue of the selected organisation. Thus, quality assurance (QA) and quality improvement (QI) are needed to address the quality concern and limits the effects on key stakeholders such as patients, family and staffs. 
[bookmark: _Toc214462861]Case Study Evaluation
Quality management is dependent on QA and QI. The QA refers to the process of ensuring quality with the use of the quality control tool or procedure (Seelbach and Brannan, 2023). In a similar context, quality management of Shrewsbury and Telford Hospital NHS trust is required to improve its maternity care and prevent the possibility of a scandal in future. The quantitative data are available regarding the quality issues. For evidence, the inadequate care in the NHS trust results in death or left-brain damage of 300 babies, which was stated based on the experience of 1500 families between 2000 and 2019 (Badshah, 2022).  In 2021, the NHS trust established 1300 new maternity roles with the scope for a training and leadership development programme (Badshah, 2022). However, the Ockenden report showed that the QA guidelines were ignored in this hospital, while maternity care delivery and the QI were missed (UK Government, 2022). All of the evidence confirms that quality issues are prominent in the maternity care unit of the NHS, which needs further management through effective quality control to ensure patient safety. 
The family complaints, evidence of ignorance of the quality care guidelines and inappropriate quality management caused the quality concern of the STH Trust. Significantly, in healthcare, quality management is recognised as the process that focuses on the management of the operational challenges of the organisation and develops quality healthcare (Aggarwal et al., 2019). Under NHS strategy, a quality healthcare known as service which is appropriate, accessible, available, effective, integrated, safe, and patient-related (Aggarwal et al., 2019). Similarly, STH Trust can be established as a quality healthcare provider by QA and QI, which will be identified in this report as it is aligned with NHS strategies. A detailed root cause analysis, strategic planning, recommendations and implementation plan will be presented in this report in an evidence-based aspect for effective quality management of the selected healthcare.    
[bookmark: _Toc214462862]2. Main Body 
[bookmark: _Toc214462863]2.1 Rationale for quality concern 
The quality concern of maternal care delivery of Shrewsbury and Telford Hospital NHS Trust is the key issue that needs critical analysis based on the theoretical interpretation. The organisation was unable to follow the guidelines of maternity care, adopted a non-listening leadership, limited quality care concerns and a gap in incident investigation, which triggered the quality concern (McDonagh Hull, 2023; Hunt et al., 2022). For evidence, the review of the 1500 cases revealed 201 served the severe brain injury, 131 cases of stillborn, 70 cases of neonatal death and 65 cases of cerebral palsy, which clearly shows quality concern of this healthcare is a serious issue (BBC, 2022). As a result, the use of theoretical frameworks such as fishbone, Donabedian model, SWOT analysis and Kotter’s change model helps in root cause, policy and strategic interpretation of the Shrewsbury maternity scandal.
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[bookmark: _Toc214462865]2.2.1 Donabedian Model 
This model is used as a quality measurement tool that can be applied in the Shrewsbury maternity scandal to visualise root causes and their outcomes. The Donabedian model is a three-component model consisting of structure, process and outcome, which is a World Health Organisation (WHO) recommended model for quality-of-care establishment (Ghofrani et al., 2024; Guta, 2022). In healthcare settings such as neonatal and maternal care, this model is suitable as it focuses on improving care quality (Guta, 2022). As a result, in the case of the Shrewsbury maternity quality concern, this tool is appropriate for measuring the causes of the issue for quality improvement of the infrastructure.
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Figure 1: Application of the Donabedian Model
(Source: Self-developed [taken from component 1])
As illustrated in the above model, the structure, process and outcomes of the Shrewsbury maternity unit were critically examined to establish evidence for quality concern. A culture of anxiety, bullying and fear of speaking out, along with the lack of adequate staff, creates challenges in the structure, which trigger the maternity scandal (BBC, 2022). For example, a shortage of 2000 midwives in the NHS also increased the risk of staff shortage in SaTH and reduced the quality of care delivered to mothers and babies (Gregory, 2022). The leadership accountability gap and the lack of inclusion of the NHS leadership style are other issues examined in SaTH (UK Government, 2022). Additionally, as seen in the model, the inability of SaTH to use national maternity care guidelines, inappropriate quality inspection, limited fatal monitoring and a gap in the escalation recognised under the gap in the process delivery. All of the structural and process issues lead to the quality concern of the maternity scandal of the organisation. For evidence, the death of 12 mothers and 200 babies, along with long-term health consequences such as hypoxic brain injury (HIE) and post-traumatic stress disorder (PTSD), are the outcomes of the maternity scandal of SaTH (BBC, 2022; UK Government, 2022). Henceforth, this model illustrates quality measurement results of SaTH, which influence the recommendation planning for improved infrastructure and staff support.
One of the causes of this mortality was failure of the maternity care, which was triggered by the non-inclusion of the national maternity care guidelines. For evidence, the Telford Magistrates' Court hearing declared that SaTH was required to pay a total of £1,375,712 after proving inability to deliver care to patients despite the staff being aware of the national guidelines (CQC, 2022; API, 2024). As a result, the staff of the SaTH have knowledge of the guidelines, but failed to implement them, and the cause behind the issue was identified as the use of "defensive", non-accountable and non-listening leadership.
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This visual tool helps to identify the root causes of the Shrewsbury maternity scandal, following the case and effect relationship establishment. According to Kumah et al. (2024), fishbone diagrams are used to present the causes of an issue on the spine of the fish by displaying the effect on the head. In the healthcare setting, this tool is used as the QI tool due to several advantages, such as it narrows the space of investigation, visualises relationships between potential causes and problems, and supports future change (Kumah et al., 2024). Similarly, as seen in Figure 2, the potential causes of the Shrewsbury maternity scandal are presented along with the harm of the incident.
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Figure 2: Fishbone Diagram of the selected quality concern
(Source: Self-developed [taken from component 1])
Policies, leadership, people, system and process are presented as the spines of the potential problem of Shrewsbury. Consequently, "NICE (National Institute of Health and Care Excellence) guidelines or national guidelines of maternity and antenatal care", NHS leadership model, and the NHS patient Safety Strategy 2019-22 are the key guidelines and policies required to be followed for quality care delivery (NHS England, 2024; NICE, 2021; NHS Foundation Trust, 2019). However, as seen in the model, Shrewsbury ignored NICE guidelines (policy), did not follow quality management guidelines (process), NHS leadership, was unable to provide appropriate training to staff (people) and conducted limited audit and monitoring (UK Government, 2022). The key outcomes of these examined issues are also seen in the model, such as neonatal injuries, maternal and child death, stillbirth and reduction of Quality of Life (QoL). For evidence, the major system failure of the Shrewsbury hospital resulted in a maternity scandal due to the limited understanding of the staff's use of whistleblowing for early management of quality issues (Lampard, 2023). Therefore, performing this root cause analysis by using the fishbone model helps in further planning of recommendations such as staff training, guidelines implementation and continuous auditing for examined issues. 
The governance gap, limited audits and monitoring plan trigger the leadership gap. For evidence, under Regulation 17(1), SaTH has good governance that supports the compliance system, rather than for the successful utilisation of the risk register for the support gap of the assurance committee (API, 2024). The governance failure of the maternity care unit of SaTH results in a systemic issue and unsafe practice delivery to the patients. Thus, the model application clearly showed the areas of the organisation that require improvement, which helps in planning recommendations for governance strengthening.        
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Assessment of internal strengths, weaknesses, opportunities and threats of SaTH can be examined through SWOT analysis. In the five industries, such as education, general management, marketing, agriculture and healthcare, this strategic management tool is useful (Benzaghta et al., 2021). Specifically in healthcare, the application of this tool helps in quality interpretation for enhancing service quality and performance of the organisation (Benzaghta et al., 2021). Similarly, strategic analysis of the SaTH and examination of causes of maternity scandals can be effectively conducted by the use of this tool.  
	Strengths 
	Weaknesses 

	· Staff are aware of the national guidelines of maternity care (API, 2024). 
· Commitment to the delivery of responsive maternity services by constant improvement of staffing (NHS Trust, 2025). 
· 24*7 service availability (NHS Trust, 2025). 
	· Staff shortage (BBC, 2022).
· Workplace culture of anxiety, bullying and fear (BBC, 2022). 
· Leadership accountability gap (UK Government, 2022). 

	Opportunities 
	Threats 

	· Care Quality Commission (CQC) marked the caring strategies of SaTH as good (API, 2024). 
· Rising staff interests for maternity-wide workforce planning by using local action areas (UK Government, 2022). 
· CQC report 2024 marked the safe, caring, responsive, effective and well-led domain as "good" (NHS Trust, 2025). 
	· Limited audit and monitoring of existing safety plans (UK Government, 2022). 
· Ignorance of NICE and national guidelines (NICE, 2021). 
· Five key questions of CQC marked the quality of SaTH services as inadequate (CQC, 2025). 


Table 1: SWOT Analysis
(Source: Self-developed)
Application of the strategic analysis framework showed that SaTH has multiple strengths and opportunities, along with the negative outcome in maternity care, which can add value to identify recommendations. For example, SaTH committed to responsive maternity service delivery, focusing on fatal monitoring training and enhancement of the midwifery staffing levels, along with risk assessment, which can address the quality concern (NHS Trust, 2025). Thus, following the improvement plan of the SaTH recommendations can be proposed for improvement. Staff shortage, ignorance of NICE guidelines and leadership gaps are the key factors required to be addressed based on SWOT analysis.
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In the healthcare setting, this cycle can be used for measuring possibilities of the solution and implementing effective solutions (Roopashree et al., 2023). 
Plan 
Goal: SaTH to be marked "excellent" in the CQC five areas within 6 months
Audit: CQC only marked caring as “good” whereas marked safe, effective, response and well-led as “requires improvement” (API, 2024). 
Risk area:
· A working culture of anxiety, fear and bullying (BBC, 2022). 
· Lack of leadership accuracy (UK Government, 2022)
Do
· Understanding the NHS leadership framework and competency domain. 
· Internal workforce survey to measure staff and leaders' accuracy. 
· Setting guidance for leaders to deliver quality care. 
Check
· % of burnout of leaders and staff. 
· Attendance is registered, and a dashboard for performance measurement of leaders is provided. 
Act
Performance improvement: Reduction of burnout and establishment of a safe working culture. 
If not improved: Leaders' skill development plan implementation. 
Cycle 1: NHS Patient Safety Priority 1 implementation 
· Plan: Training programme for staff skill enhancement of the maternity unit of SaTH (NHS Foundation Trust, 2019). 
· Do: On-the-Job delivery by Human Resource Manager
· Study/check: Checking if the performance levels and workforce engagement of the workers are enhanced. 
· Act: Continue monthly on-the-job training to ensure staff’s continued professional development. 
Cycle 2: NHS Patient Safety Priority 4 implementation
· Plan: Quality Care principal initiation and monthly risk assessment audit for safe workforce culture creation.
· Do: Internal policy setting based on quality principles. 
· Study/Check: Checking service quality outcome and changes in duration of hospital stay along with the health of newborn after principal utilisation. 
· Act: Strengthen immigration compliance and whistleblowing for not following the quality principles. 
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In successful implementation of large-scale system-level change, Kotter’s 8 step model is effective as it is a feasible and acceptable model for guiding change (Graves et al., 2023).   
Create a Sence of Urgency 
· Problem Statement: Ignorance of the national guidelines results in deaths of mothers (12) and babies (200) (UK Government, 2022; BBC, 2022). 
· Goal: Improvement of service delivery and care plan to reduce mortality by inspiring people. 
Building guiding coalition 
· Information collection on historical data on maternity admission, duration of stay and pregnancy outcome. 
· Baseline: till 2022, deaths of 12 mothers and 200 babies (BBC, 2022).
· Recruitment and allocation of training managers and volunteers.   
Strategic vision and initiative creation 
· Marked “excellent” in CQC five areas within 6 months
· Training programme for staff skill enhancement within one year 
· safe workforce culture creation within one year  
Enlisting volunteer army 
Implement: 
· The NICE guideline uses the referral form. 
· Structuring appointments for mothers based on specific needs and trimester duration. 
· Relationship building with the families of patients and inclusion of partners as larger scale change. 
· Planning for routine clinical care delivery under antenatal care (NICE, 2021).
Enable action by barriers removal 
· Weekly outcome measurement
· Mortality rate checkup and continuous monitoring of the care services. 
· Regular feedback collection from patients and a listening culture setting. 
Short-term Wins 
· Improvement of relationship between patient families and SaTH maternity ward service
Sustain Acceleration 
· Inclusion of NICE guidelines for sustained change in SaTH. 
· Aims to reach NHS leadership for ensure sustained maternity service delivery (NHS England, 2024).  
Institute Change
· Continuous staff training 
· Weekly risk assessment and audit planning to ensure maternity care improvement. 
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[bookmark: _Toc214462874]3.2.1 Recommendations  
· Leadership and governance improvement following NHS leadership style to be marked “excellent” in CQC five areas within 6 months: An inadequate working culture and limited leadership accountability marked as key issues for SaTH to improve quality care delivery (BBC, 2022; UK Government, 2022). The competency domains of the NHS leadership framework focus on driving high-quality outcomes, reducing workplace inequalities, robust governance, and building trusted relationships (NHS England, 2024). Thus, currently CQC marked SaTH services as "good" or "improvement needed", which can achieve "excellent" by following this leadership to manage the leadership gap aligned with PDCA cycle.   
· NHS patient safety priorities utilisation for 10% enhancement service quality and staff skill development within 6 months: SaTH delivered unsafe practices for skill and monitoring practice gap, which resulted in the maternity scandal (UK Government, 2022). Inclusion of the NHS patient safety strategy proposed priority area 4 (development of a safe culture) and priority 1 (staff skill enhancement for patient safety) to ensure quality care delivery to the patients (NHS Foundation Trust, 2019). Thus, SaTH can set training programmes for existing and new staff and utilise quality care principles to create a safe culture within SaTH to ensure quality care aligned with PDCA cycle. 
· Integration of current working policies with the NICE guidelines to reduce maternal mortality by 2% within 2 months: The stillbirth and neonatal injuries examined in SaTH due to ignorance of the organisation of national guidelines and policies (UK Government, 2022). NICE provides a clear guideline for antenatal care, which includes guidance for referral forms, appointments, partners' involvement and routine clinical care (NICE, 2021). Hence, inclusion of this guideline for structuring the care plan of mothers can reduce maternal and child mortality in SaTH aligned with PDCA cycle. 
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	What is the Current situation
	Way we are
	What we are gone to achieve 

	Limited staff training, skills and lack of quality management in SaTH 
	Improve Leadership and governance of SaTH by improve skills, quality lack and staff training
	Improvement of leadership using NHS leadership model which improve patient safety and staff abilities (NHS England, 2024). 

	NICE guidelines not followed in SaTH
	Routine clinical care and referral forms use and appointment 
	Antenatal care associated NICE guidelines use (NICE, 2021). 

	Limited audit and monitoring of safety strategy 
	Proactive safety culture development by weekly audits and monitoring 
	Achievement of NHS patient strategy 2019-22 (priority 1 and 4) (NHS Foundation Trust, 2019). 


(Source: Self-created)
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In conclusion, the aim of the report was achieved by root cause interpretation of the maternal scandal of SaTH and recommending three actionable plans for improving care quality. The above discussion showed multiple outcomes of the quality concern, such as stillbirths, maternal deaths and long-term health consequences of the babies. Based on the results of the Fishbone diagram, ignorance of NICE guidelines and quality management guidelines, limited monitoring, staff shortage, leadership gap, and skill shortage of the workers trigger the issue of low-quality care outcomes. Additionally, the Donabedian model strengthens these findings by showing staff shortage, culture of fear and leadership accountability gaps as the structural gap of SaTH. The Donabedian model also illustrated outcomes such as HIE, PTSD and higher mortality among others and babies for inadequate quality and lack of foetal monitoring. The cause analysis founds that failure of the maternity care was caused by inability to follow national guidelines, defensive leadership, lack of governance and unsafe practice. Besides, the applied Kotter’s change model clearly illustrated the logical way for change implement to address the maternity scandal of SaTH. SWOT analysis added value by internal strategy interpretation, which identified that the use of 24*7 service, rising staff interest and monitoring of CQC help in the strategic planning for SaTH. 
The proposed three recommendations of NHS leadership inclusion, NHS patient safety priority area use and NICE guideline use can help to control maternal mortality in SaTH. Following the PDCA, and Kotter’s change model, the implementation plan proposed a maximum timescale of 6 months. Lastly, in the future, continuous quality assessment and risk management of SaTH can prevent similar quality concerns in future.
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