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[bookmark: _ggiw0yv3plmv]Introduction 
Quality in healthcare is a term that is used to describe the extent to which health services enhance the chances of the intended health outcomes and are in line with the existing professional knowledge. It includes the dimensions of patient safety, effectiveness, patient-centeredness, timeliness, efficiency, and equity. Quality care means that patients will get proper evidence-based care, reduce the number of harm and meet the needs and preferences of a person. Quality is particularly essential in maternity care because this directly influences the well-being of both mother and child and must involve safe clinical practices, effective communication, and compassionate care.
Quality assurance (QA) in healthcare is a procedural process that is implemented to ensure that services are provided to meet predefined standards and provide safe, effective, and consistent medical care. It entails establishing standards, tracking performance, audit as well as taking corrective measures when necessary. QA is preventive and proactive, thus seeking to detect possible problems before they lead to damage. Nevertheless, quality maintenance is not a single process but a process that needs to be assessed and revised continuously.
This gives rise to the continuous quality improvement (CQI) concept that is aimed at continuous improvement of healthcare processes and outcomes. CQI entails a continuous practice review, error learning, and improvement. CQI is crucial in the field of public health and social care because it assists organisations to react to the evolving patient demands, emerging health issues, and emerging standards. It creates a culture of accountability, learning and innovation and eventually enhances patient safety and service provision.
The aassignment will examine the maternity scandal in the Shrewsbury and Telford Hospital NHS Trust in the United Kingdom. The case is one of the most important failures in the maternity care of the NHS, where recurring clinical mistakes, ineffective decision-making and accountability resulted in preventable deaths and injuries of mothers and babies over a long period of time. This problem reveals severe flaws in the quality assurance procedures, the inefficiency of communication between health workers and the inability to learn the lessons of the previous accidents.
In this assignment, the maternity scandal will be analysed as a healthcare quality problem, and the questions that will be answered are how poor quality assurance systems and the lack of an effective CQI led to the crisis. The discussion based on this real-life case will highlight the significance of a solid quality system, transparency, and constant improvement to avoid these failures in the context of public health and social care.
[bookmark: _zgzsyj5jsp8s]Main Body 
In order to assess the causative factors of the maternity scandal at the Shrewsbury and Telford Hospital NHS Trust, it is required that the theoretically familiar frames are implemented, which will enable structuring of an understanding of how the flaws of maternity care emerge and how they feed off of each other. Frameworks that help in pointing out the flaws in the system that lie behind the scene are the Swiss Cheese Model, Fishbone Diagram, 5 Whys and the Donabedian Model, and the SWOT analysis helps in strategizing improvements. These two frameworks jointly point to the fact that not isolated errors but rather ingrained organisational and cultural flaws were at the roots of the scandal on the basis of peer-reviewed literature.
Swiss Cheese Model
The Swiss Cheese Model, which was created by James Reason, offers systems-level explanation of how undesirable events happen when the various layers of defence fail concomitantly but not due to one error made. Every slice is associated with the elements of protective measures, including clinical guidelines, staff training, supervision, and legal control, whereas the holes are associated with hidden infirmities in these layers (Shabani et al., 2024). These protective measures are meant to avoid harm in high-risk conditions, such as maternity care, but when the vulnerable links together, then they form a pathway through which mistakes may flow to the patient.

This congruence of failures is evident in the Shrewsbury and Telford Hospital NHS Trust case. Constant failure to respond to clinical warning signals like abnormal fetal heart rates, and maternal distress indicates failure points at many layers. At the clinical frontline, clinical judgement and escalation failures occurred. Poor supervision and training at the organisational level decreased the staff responses (Agbi et al. 2023). Moreover, a culture of disallowing questioning and learning enabled such weaknesses to stay untested. More importantly, there were no systematic reviews or interventions about the recurring incidents because of leadership failures. This more in-depth examination shows that the damages were not an accident but a byproduct of interrelated vulnerabilities in the system that were not corrected over time. 
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Figure 1: The Swiss Cheese Model
(Source: Safeche, 2025)
These latent failures highlight that these failures tend to be ingrained in organisational structures, such as ineffective management of risks and weak safety cultures (Macrae, 2022). Also, these holes were further increased by the defensive attitudes of the staff and their unwillingness to escalate the issues further. There was also a failure by leadership to ensure accountability or learning through incidents, that is, mistakes were not corrected, but repeated (Bailey and Dungarwalla, 2025). This scheme underscores the fact that the scandal could not be attributed to just one failure but a combination of several vulnerabilities within the system that interacted over time.
A Fishbone Diagram (Ishikawa model) allows these root causes to be further broken down (Majka, 2024). Under people, poor clinical competence, inadequate supervision of junior staff, and a lack of willingness to confront poor practice were issues, as was backed by research indicating that staff competence is correlated with patient safety results (Fekadu et al. 2026). Regarding the aspect of process, significant lapses in compliance with clinical procedures, especially when it comes to escalation procedures and emergency interventions like caesarean sections, were observed. There were also inconsistencies in documentation practices, which minimised continuity of care. 
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Figure 2: Fishbone Diagram 
(Source: Self-created)
Environmental factors were chronic understaffing and resource shortages, which are commonly linked to higher clinical risk and burnout (Mendez, 2024). The failure in governance, absence of performance monitoring and insufficient response to complaints lodged by patients were manifested under the heading of management. Remarkably, the idea of normal birth being preferable at some instances trumped clinical judgement, and it is a sign of how ideology-related beliefs can adversely affect care choices (Feeley, 2023). As much as it is crucial to encourage natural birth, putting it before medical risks is an undesirable practice that may risk patient safety. Such bias in this case led to delayed interventions, which include needed caesarean sections. Fishbone analysis by showing that this problem did not arise in a vacuum also shows that it was compounded with other processes like poor communication, ineffectiveness in training and leadership. These interdependent aspects worked together to strengthen each other and this resulted in an environment where dangerous practices would be normal and more prone to preventable harm (Agbi et al. 2023).
5 Whys and the Donabedian Model
The 5 Whys methodology takes this analysis a step further and breaks down problems to their core causes using a series of questions (Paterson, 2023). For example, why were negative results being experienced? Due to the lack of effective management of complications. Why did they not get under proper control? Due to poor risk identification and reporting. Why has this occurred? As a result of training gaps, a lack of teamwork and ineffective communication channels. What were the reasons why these gaps existed? Due to the lack of imposing standards and investing in continuous professional development, which was not enforced by leadership. What is the problem with leadership in this respect? Because of an extremely strong organisational culture which was marked by denial, lack of openness and unwillingness to expose themselves to outside audit (Balogun and Zaghmout, 2024). Moreover, there was no psychological safety, which meant that the employees were less likely to report mistakes or to question unsafe working conditions. The 5 Whys methodology shows that the root cause of the crisis was the cultural and leadership failures.
Avedis Donabedian came up with the Donabedian Model, which gives a holistic approach to assess the impact of structural and procedural flaws that resulted in poor outcomes (Yang et al. 2025). At the structural level, there was a shortage of skilled personnel, poor training systems and poor governance structures at the Trust. These system problems established a shaky platform on which to provide safe care. Process-wise, clinical decision-making processes, monitoring, and communication were repeated failures. An example of this is the risk of delays in the implementation of the needed interventions and the lack of coordination among multidisciplinary teams, which greatly increased the risk. Ineffective organisational structures are commonly a direct cause of failure in care processes (Harkema et al. 2025). These failures ultimately manifest themselves through the consequences, such as preventable maternal and neonatal deaths. Also, the fact that the damage to concerned families can be long-term further substantiates the seriousness of the problem (Bevan, 2023). This model is an effective demonstration of the causal relationship between poor structures, poor processes, and poor outcomes, the necessity of systemic change and not spot solutions.
SWOT analysis also helps in evaluating and planning the future. The main weaknesses observed are a lack of effective leadership, clinical governance, a lack of training and a hostile organisational culture that does not embrace change. These shortcomings are in line with a larger literature in healthcare research that points to leadership and culture as key drivers of patient safety (Saha et al. 2025). Nevertheless, the opportunities to improve it are substantial as the introduction of effective quality assurance systems, improvement of staff education and simulation training, and improvement of incident reporting systems can be mentioned. It can be informative to learn what high-performing NHS Trusts have accomplished and successfully decreased maternal mortality. There are also opportunities to enhance the coordination of care and decision-making based on technological advances, including electronic health records and systems of real-time monitoring (Esan et al. 2022). In the meantime, there are external and internal threats that should be appropriately mitigated to guarantee long-term enhancement. Continued workforce shortage may put additional strain on work, resulting in burnout and decreased quality of care. The shortage of funds can restrict investment in training, workforce and infrastructure further undermining service delivery. Also, such issues as organisational resistance to change may slow down the process of implementing the required improvements. The change management theories emphasize that effective leadership commitment is needed to eliminate these barriers. Taking the interest of the stakeholders, staffs and patients, creates a spirit of ownership and acceptance. Through encouraging teamwork, effective communication, and the desire to achieve a common purpose, organisations will easily overcome these obstacles and achieve long-lasting and significant changes.
Other NHS organisations that have been scrutinised similarly have demonstrated measurable effects by focusing on transparency, engaging with patients and lifelong learning. Practice in major investigation of healthcare suggests that the culture of transparency and accountability can become embedded and help reduce the risk of a failure recurring by a significant margin (Charlton, 2022). The cases reveal that there is a possibility to bring a systemic change by conducting evidence-based strategies and continuous quality improvement within organisations.
However, the theoretical frameworks used result in a multidimensional and holistic explanation of the underlying factors of the maternity scandal. The Swiss Cheese Model shows how the various system failures coincide, the Fishbone Diagram identifies the various factors that contribute to the problem, the 5 Whys identifies the underlying cultural and leadership problems, and the Donabedian Model connects the structural weaknesses to negative consequences (Agbi et al. 2023). SWOT analysis also aids in planning strategies by identifying areas of concern and possible risks. This discussion is backed up by peer-reviewed literature, where it is clear that the crisis was not the consequence of individual cases but a consequence of the systematic failures of the organisation. Poor leadership, communications, lack of training and poor governance were some of the problems that led to unsafe care practices. These intertwined issues underscore the ineffectiveness of short- term or shallow solutions. Rather, more than ever there is need to implement integrated long-term quality improvement measures that will tackle structural, cultural, and procedural vulnerabilities. It is necessary to implement the framework of continuous quality improvement, enhance accountability, and create a culture of learning, which will help to guarantee effective patient and general quality of healthcare improvement in the long run.  
[bookmark: _k26hxv59h18f]Recommendations 
To resolve the underlying causes of the maternity scandal in the Shrewsbury and Telford Hospital NHS Trust, a series of evidence-based system-wide solutions, based on the best practice and healthcare quality. The recommendations are aimed at enhancing leadership, clinical governance, staff capability and safety and accountability culture.
To begin with, the leadership and organisational culture should be changed and oriented towards patient safety. Studies have repeatedly emphasised that caring, open leadership is the key to quality care (Ahmed et al. 2024). The Trust ought to implement a culture of just culture, whereby employees feel free to report mistakes without being afraid of consequences. Based on the experience of successful NHS organisations, the leadership training programmes should focus on accountability, open communication, and responsiveness to patient concerns. Team collaboration and trust can be reinforced by embedding regular multidisciplinary safety briefings and reflective practice (Gautam et al. 2026).
Secondly, effective systems of clinical governance and quality assurance need to be enforced. To achieve safety, effectiveness, and responsiveness standards, it is crucial to align the practices with standards established by the Care Quality Commission (CQC). This involves routine audits of clinical practices, enhancement of better incident reporting mechanisms and prompt investigation of adverse situations (Steer et al. 2025). Studies on healthcare improvements indicate that constant monitoring and feedback loops can greatly decrease clinical errors. Also, a sense of accountability and improvement can be achieved through external reviews and peer benchmarking with the high-performing maternity units (McGowan et al. 2023).
Third, it is essential to invest in developing the workforce. The patient outcomes are directly related to staff competence and continuous training (Khurshid et al. 2022). All maternity staff should be introduced to mandatory continuous professional development (CPD), simulation-based emergency training and straightforward competency assessment. Staffing at sufficient levels is also a significant issue because the shortage of the workforce is closely linked with the higher risk and burnout (Musie et al. 2025). Emphasis should therefore be put on recruitment and retention strategies, such as better working conditions and support systems (Morris et al. 2023).
Fourthly, the communication and patient-centred care should be improved. Failures in communication were a key root cause of the scandal. The use of organised communication resources like SBAR (Situation, Background, Assessment, Recommendation) can enhance understanding and minimise mistakes (Kosim and Saimi, 2025). Moreover, the active engagement of patients and families in the decision-making process corresponds to the principles of person-centred care and enhances trust. Maternity care research evidence indicates that listening to the concerns of women and taking action on their issues can really enhance the results and satisfaction (Agbi et al. 2023).
Lastly, it is critical to learn the best practices in the field of healthcare. Examples of NHS trusts which have managed to enhance maternity safety have implemented continuous quality improvement (CQI) models, facilitated transparency and involvement of service users. Only by implementing these recommendations in a holistic manner, as opposed to in isolation, cultural, structural, and procedural changes will be aligned, and sustained improvement will be achieved.
[bookmark: _gk92kyssg8za]Conclusion
The report has been critical in analysing the problem of the maternity scandal at the Shrewsbury and Telford Hospital NHS Trust, and it has proved to be a huge failure of quality, safety and governance in healthcare. The dialogue started by determining why quality is significant in healthcare, especially in maternity care, whereby the results directly affect both the mothers and the babies. It also explored the role of quality assurance and continuous quality improvement as one of the ways of offering safe, effective and patient centred care.
The assignment used major theoretical models to determine and assess the underlying causes of the problem. The Swiss Cheese Model helped to understand how system failures interacted to allow damage to occur, and the Fishbone Diagram categorized contributing factors as people, processes, the environment and management. The 5 Whys process has shown that the issue was rooted in deep-seated cultural and leadership shortcomings. The Donabedian Model brings into attention structural weaknesses within the organisation that were directly related to ineffective clinical processes, such as understaffing, lack of proper training and poor governance systems. The process failures, such as slow decision-making and communication, culminated into undesirable patient outcomes, especially avoidable maternal and neonatal injuries. The model highlights the importance of system-wide changes and not discontinued interventions and achievement by creating a definite connection between structure, process, and outcome. Also, the SWOT analysis contributed to strategic analysis through defining critical internal weaknesses, including lack of leadership, cultural, and external opportunities, such as reforms of the policies, technological development and benchmarking against the performance of other organisations. Combined, the frameworks represent a holistic basis of focused and sustainable quality improvement.
Evidence-based recommendations based on the healthcare literature and best practices were also provided in the report. These were the development of stronger leadership and organisational culture, clinical governance in accordance with the standards, set by the Care Quality Commission, investment into the development of the workforce, improvement of communication and patient-centred care. The guidelines were informed by a real-life example and inquiry reports and centered around the need to be transparent, accountable and life long learners.
In conclusion, the report suggests that the scandal did not happen due to isolated cases, but it was an organisational failure on a systemic scale. In order to avoid such issues, a comprehensive, integrated approach towards the improvement of quality is required in order to ensure that future healthcare delivery will be safer and more efficient.
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