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Figure 1: Shrewsbury and Telford Hospital NHS Trust
(Source: Shrewsbury and Telford Hospital NHS Trust, 2026)
Maternity failures are one of the most severe patient-safety concerns of healthcare systems. The maternity scandal at Shrewsbury and Telford Hospital NHS Trust in the United Kingdom is one of the largest (Badshah, 2022). The scandal was characterised by recurrent maternity care failures that led to maternal and neonatal deaths that could have been prevented over several decades. Later investigations found the systemic vulnerability of governance, clinical decision-making, and patient safety monitoring as factors that led to the crisis. The last inquiry, which was carried out using the Ockenden Review, revealed that unsafe maternity conditions were due to poor clinical practices, poor fatal monitoring, delayed progression of complications, and poor communication between the patients and the investigators. Over 200 preventable infant deaths and substantial maternal damage were also found in the review. Rather, they are caused by the system's organisational failures. The case offers a crucial chance to investigate the failures in healthcare quality and discuss the ways of service enhancement through which instances of this kind could be avoided in the future.
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The key issue of quality found in the given case is the systemic failures in delivering maternity care. Clinical safety should be of high quality in maternity services since any complications during pregnancy and childbirth can be life-threatening in a short period of time (David and Spencer, 2022). Nevertheless, the inquiry revealed recurring fatal monitoring, risk evaluation and emergency response failures. They caused deaths and permanent injuries that were avoidable. One of the major issues is that, for many years, the red flags were visible, but organisational structures were not involved in responding efficiently. Employees were also raising an internal concern (Grasmo, Liaset and Redzovic, 2021). Organisational leadership, notwithstanding these threats, failed to take appropriate corrective actions. This is a major problem that poses a challenge to the health of the nation. The safety of mothers and babies is one of the vital healthcare quality indicators in the world. Failure of safety systems causes loss of confidence in the healthcare institutions. Also, vulnerable patient groups can be affected unequally. To solve this problem, the analysis of the underlying factors of failure should be organised, and the sustainable strategies of service improvement should be developed.
[bookmark: _pszhzsdxr22l][bookmark: _Toc224506137]Policy and Healthcare Context 
The United Kingdom enforces the quality of healthcare using the frameworks of national safety and clinical governance. Patient safety, clinical accountability, and continuous improvement are the main aspects that organisations like the National Health Service pay attention to (Fukami and FUKAMI, 2024). However, the maternity follies revealed the differences existing between the policy expectations and practice. The Ockenden Review found flaws in the organisational level of implementing national maternity safety policies. There were weak regulatory oversight measures that failed to identify safety issues at an early stage. 
[bookmark: _r8ov0klrtm43][bookmark: _Toc224506138]Aim and Objectives of the Report 
The objectives are directed to include the following: analysing the failures of systems through theoretical frameworks, assessing the organisational factors affecting the quality management, and creating evidence-based recommendations to aid in the implementation of sustainable changes in the maternity care services.
[bookmark: _icpmpk552hmw][bookmark: _Toc224506139]Structure of the Report 
The theories of healthcare quality management are initially explored in the report. It follows by examining the underlying causes of the maternity failures based on such analytical frameworks as the Fishbone model, the 5 Whys methodology, and the Donabedian model. The strategic analysis is displayed in a SWOT analysis, and thereafter, suggestions on how the service could be improved are provided.
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[bookmark: _to6bxwjsdtis][bookmark: _Toc224506142]Quality Management in Healthcare 
Quality management in healthcare aims at providing safe, effective and patient-centred care. Healthcare organisations work in complicated settings, in which mild lapses can result in critical effects (Dhole et al., 2023). Thus, the performance and clinical risks should be monitored by means of structured quality management systems. Clinical governance is significant in healthcare quality management. It makes organisations responsible towards patient safety outcomes. Evidence indicates that healthcare quality collapses are frequent when there are poor governance systems or those that are weakly instituted. Unsafe practices may go undetected due to poor leadership oversight. In the above maternity scandal reviewed by this report, the vulnerability of governance structures was a hindrance to the early identification of risks to safety. Effective quality management systems thus need leadership responsibility, quality monitors and a culture that promotes openness and lessons learned.
[bookmark: _xuutvq46bw4z][bookmark: _Toc224506143]Service Improvement Approaches 
Service improvement is a term that is defined as the systematic endeavours to improve the quality of healthcare and patient outcomes. Continuous quality improvement is one of the widely recognised methods (Feng et al., 2022). This method focuses on continuous monitoring, analysis of data, and a step-by-step improvement. Instead of looking at the personal mistakes, the strategy looks at the larger system in which healthcare professionals work. Healthcare professionals, administrators, and policy makers should also collaborate in service improvement. When organisations promote free interaction and collective accountability of safety, changes are more permanent. Among the strategies used in maternity services, clinical training, risk management systems, and patient-centred communication can be improved (Agbi, Lulin and Asamoah, 2023). These measures can be used to make sure that the complications are noticed in time, and the necessary measures are taken as soon as possible. 
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In the maternity scandal, there are a few types of reasons which can be distinguished. Significant contributing factors were leadership and governance failures (Bourne, 2025). The organisational leaders failed to appropriately address safety issues that were raised by employees and families. Dilute and lax supervision enabled unsafe practices to persist over several years. The training and staffing issues were also a problem. Most medical workers were not well-trained in the handling of high-risk pregnancies and complications. The shortage of staff also subjects the staff to work pressures and the lack of adequate time to observe the patients. Another very important area of concern was the clinical procedures (Kandi and Vadakedath, 2023). It was found that fetal monitoring practices were misplaced on many occasions. There were also delays in the clinical escalation when complications arose during labour. There were also failures in communication. There was a common complaint of ignoring their concerns by patients and families. Delay in decision-making was also caused by poor communication between clinical teams. And lastly, organisational culture was critical towards the perpetuation of unsafe practices. Hierarchy and fear of being criticised discouraged staff from reporting problems. Such a culture did not allow the organisation to learn from past incidents.
Fishbone diagram 
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Figure 2: The 5 Whys Technique
(Source: Business Map, 2026)
Another technique applied to discover the root causes of organisational problems is the 5 Whys technique. The initial one is why there was maternal and neonatal damage. The direct cause was the late awareness of complications in labour. The second one is why the complications were not identified promptly. This was the case since the practice of fetal monitoring was not uniform and inaccurate at times. Question three is why there was no adherence to clinical guidelines. Research revealed that the staff were not being trained enough or supervised. The fourth question is why the training systems were not efficient. Improvement of safety was not among the priorities of leadership and governance systems (Bhati, Deogade and Kanyal, 2023). The fifth question is why the leadership systems were not effective in prioritising safety. Organisational culture emphasised the preservation of the organisational image instead of publicly tackling safety issues. This discussion indicates that the underlying causes go way beyond personal clinical errors. The crashes were entrenched in organisational systems. This means that proper service improvement needs improvements in the governance structures, leadership practices and organisational culture.
[bookmark: _jc8e1kcci5si][bookmark: _Toc224506147]Donabedian Model Analysis 
[image: ]
Figure 3: Donabedian Model Analysis 
(Source: Makary et al., 2006)
The Donabedian Model is an organised approach to assessing the quality of healthcare along with three dimensions, namely structure, process, and outcomes. Among the structural factors, there are organisational resources, the level of staffing, and the systems of governance. In this instance, the structural aspects were weak, which also had a significant impact on maternity safety. Adequate staffing and clinical training minimised the capability of medical practitioners to deal with complicated pregnancies. Process factors are concerned with the delivery of healthcare services (Tamata and Mohammadnezhad, 2023). It was discovered that maternity care delivery had multiple process malfunctions during investigations. There was no consistency in following clinical guidelines. Monitoring procedures were sometimes not done. Clinical team poor communication also existed. The implications in this case were extremely harsh. There was a preventable maternal death. The babies were hurt or killed just to be killed. There were long-term psychologically traumatised families. According to the Donabedian analysis, the structural shortcomings and failures in the process directly led to low healthcare outcomes (Yang et al., 2025). The government must alter the systems of governance, train employees, and observe clinical practices to address such issues. 
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Despite the failures, the organisation is found in a national healthcare system which provides good regulatory frameworks. National maternity safety guidelines exist, and they provide certain clinical standards. The factors discussed give the chance to make significant changes and motivate the healthcare organisations to focus on quality improvement projects (McDermott et al., 2022).
[bookmark: _90rppe7eoarg][bookmark: _Toc224506150]Weaknesses 
There were several internal weaknesses that caused the crisis. There was poor leadership supervision and weak accountability measures. There was poor use of the incident reporting system to learn from past errors (Liu et al., 2022). What is more, the organisational culture was not conducive towards discussing the safety issues openly. Such imperfections could not identify the risks early enough and delayed taking corrective actions. 
[bookmark: _efbaffbidt5e][bookmark: _Toc224506151]Opportunities 
The research opened possibilities of making tremendous changes to the maternity care services. The healthcare organisations will be able to establish more effective monitoring systems, enhance the clinical training programmes, and implement the digital technologies of monitoring patient safety (Ibrahim et al., 2024). Greater involvement between the regulators and the healthcare providers may also enhance accountability mechanisms and enhance the quality of maternity services.
[bookmark: _wiokqx66kswl][bookmark: _Toc224506152]Threats 
Implementation of service improvements may also be influenced by external threats. The maternity competency supply can be restricted through a lack of skills among healthcare workers (Bolan et al., 2021). Investment in training and safety systems may be lessened by financial pressures. The adoption of new forms of safety can also be slowed down by opposition to organisational change.
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The failures of the maternity system significantly decreased the quality of service that was offered to the patients. There were repetitive clinical errors and a lack of adherence to safety protocols. Patients suffered avoidable injury because of late diagnosis and poor follow-up (Avery et al., 2021). 
[bookmark: _6eb0wzggflv3][bookmark: _Toc224506155]Impact on Healthcare Efficiency 
The crisis also impacted the efficiency of healthcare. Inquiries and lawsuits cost a lot of money. There was an increment in litigation cost, and organisational resources that were involved in litigation were diverted to the care of patients. These implications show that quality failure may cause long-term financial and operational problems in healthcare organisations.
[bookmark: _tt02uc96x52o][bookmark: _Toc224506156]Impact on Healthcare Equity 
Healthcare equity was also a matter of concern because of the crisis. Other weak patients felt that their issues were not taken seriously. The disparities in communication and interaction with patients could have posed a greater risk to some groups of people (Haefliger, Diviani and Rubinelli, 2023). In facilitating equitable healthcare, there is a need to have in place systems that are responsive to all issues of patients and to ensuring patient safety, irrespective of the social background.
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[bookmark: _8u8ky6rrdsg1][bookmark: _Toc224506158]Leadership and Governance Improvements 
The healthcare organisations should enhance the governance systems to guarantee patient safety. Accountability in leadership must be well stipulated at any organisational level (Ubaidillah and Cahayuni, 2022). The senior management ought to be able to review safety indicators on a regular basis and act promptly to address emerging risks. Clinical performance and incident investigation can also be enhanced through independent safety committees that oversee the safety of clinical performance. These should have multidisciplinary experts and patient representatives. There should also be transparency. The organisations are to promote open reporting on errors without the fear of punishment. With the comfort of reporting issues to healthcare professionals, the organisations can detect the risks at an earlier stage and take corrective actions more efficiently. The firm dedication of the leaders to patient safety establishes such a culture that quality improvement becomes an organisational priority.
[bookmark: _g9f5uqs0o8jw][bookmark: _Toc224506159]Workforce Training and Culture Change 
Safe maternity care requires improved workforce capability. The medical workers should get continuous training in clinical risk management, fatal monitoring, and emergency obstetric procedures. Clinical decision-making in case of emergency may be enhanced by simulation-based training programmes (Alalade and Sekar, 2023). Patient safety must also be supported by the organisation's culture. The personnel must be assured to bring up issues concerning unsafe behaviours. The leadership must promote cross-clinical team communication and engagement. The involvement of more patients should also be improved. The patients and their families are expected to be asked to give feedback regarding their experiences. Their opinions can be applied to help organisations identify where there is a need to improve. A culture of learning and transparency adopted by an organisation will significantly improve the results of safety in healthcare. 
[bookmark: _r4lopmuzj906][bookmark: _Toc224506160]Implementation Using Quality Improvement Tools 
[bookmark: _l4ogvdv1kye3][bookmark: _Toc224506161]PDSA Cycle 
The Plan-Do-Study-Act cycle is a methodological approach to the achievement of service improvements. During the planning process, organisations can find out significant safety issues and develop intervention plans. These plans can consist of better monitoring procedures and employee training courses. During the implementation phase, new processes are piloted in some of the chosen maternity units. Employees are trained, and safety signs are closely subject to scrutiny (Chukwunweike, Adewale and Osamuyi, 2024). The study phase will entail the analysis of performance data to determine whether the changes had positive impacts on patient safety outcomes. Lastly, the act stage is the refining of the interventions depending on the evaluation outcomes. The strategies can then be successfully employed throughout the organisation. This is a cyclic method that enables organisations to keep on improving safety practices.
[bookmark: _3iqnf5uetw86][bookmark: _Toc224506162]Lean Healthcare Approach 
Delays in clinical decision-making in maternity care may lead to risks in labour. Lean tools will be useful in mapping the maternity care pathways and determining which redundant delays in patient evaluation or treatment can be avoided. Optimisation of the communication processes between the clinical teams can also enhance the quickness of response during emergencies. Lean implementation promotes healthcare professionals to recognise inefficiencies in daily processes of work (Mahmoud et al., 2021). This can be achieved by removing unnecessary processes and enhancing patient safety as well as operational efficiency.
[bookmark: _8c9575pnncmy][bookmark: _Toc224506163]Six Sigma Approach 
Six Sigma is a process-focused and factual approach towards minimising errors and enhancing the reliability of processes. Six Sigma can be used in the healthcare sector to evaluate clinical performance data and determine trends of medical errors. The safety risks can be detected by means of statistical monitoring before causing severe damage. Considering the example of fatal monitoring systems, the analysis of their data may identify the signs of complications in advance (Salini et al., 2024). Six Sigma allows for making sure that healthcare services are of high quality in terms of safety by reducing variation in clinical practices in a systematic manner.
[bookmark: _2n81tzqgzb9q][bookmark: _Toc224506164]Monitoring and Sustainability 
To maintain the improvements, healthcare performance must always be monitored. Organisations need to develop effective performance indicators concerning the safety of maternity (Hosseini et al., 2023). This can be the level of complication, the responsiveness when dealing with an emergency, and the level of satisfaction of the patient. Maternity safety guidelines should be assessed with regular clinical audits that will examine compliance with the guidelines. The top leadership teams should review the findings and apply them to make improvements. The healthcare organisations should also be subject to active regulation by regulatory agencies. Accountability can be promoted by external inspection and reporting requirements (Efunniyi et al., 2024). Monitoring processes should be incorporated with patient feedback systems. Patient stories are important in listening to experience the effect of the improvement of services. Continuous monitoring would make sure that safety improvements would be effective in the long run.
[bookmark: _t281x84ptlin][bookmark: _Toc224506165]Conclusion 
[bookmark: _h01zhtwd2bvp][bookmark: _Toc224506166]Summary of Findings 
The failure of maternity services in the Shrewsbury and Telford Hospital NHS Trust was the main healthcare quality problem that was analysed in this report. The discussion revealed that the organisational, clinical, and cultural factors have been a combination of the causes of the failures. In a root cause analysis, the weaknesses of the leader were identified as control in leadership, training of the staff, communication system, and governance structure. The utilisation of analytical models like Fishbone Diagram, the 5 Whys method, and the Donabedian Model assisted in the realisation of structural deficiencies and process malfunctions that led to bad patient outcomes. The strategic analysis also indicated weak areas of the organisation and other external barriers to service improvement.
[bookmark: _390hg62symug][bookmark: _Toc224506167]Lessons for Healthcare Quality Management 
Strong governance and organisational leadership are examples of patient safety demonstrated by the patient’s experience. It is recommended to support the provision of reporting safety issues and to focus on continuous improvement of clinical monitoring, staff education, and patient feedback programs through quality management systems. These lessons highlight the importance of adopting a systems approach to quality of healthcare. 
[bookmark: _n1ikhiy8rvdz][bookmark: _Toc224506168]Future Implications 
Future healthcare policies are likely to include an increased focus on Active Safety Monitoring and increased levels of Regulatory Oversight based on Maternity Services within the NHS. Improvements to clinical practice can be achieved through the ongoing education of staff, as well as through the introduction of digital monitoring systems. Furthermore, healthcare organisations should develop a culture of openness and continuous learning. Such measures will facilitate achieving a fair, safe and quality care of all the patients in the framework of the maternity services. 
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