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QA and Service improvements are crucial elements of a good health and social care system. They help to ensure that health and social care services are provided safely, efficiently, and with consideration of the patient’s needs, as well as continuing to be further improved (Russ et al. 2023). Over the last several years, there has been considerable focus on the system-level failures of health care organisations to operate adequately, with the breakdown of governance structures, leadership and safety cultures (Sturmberg et al. 2024). This issue has resulted in serious harm to patients. One such failure was identified in the Ockenden Report regarding Maternity Services at the Shrewsbury & Telford Hospital NHS Trust in the UK (BBC, 2022). During the decades of lacking healthcare, there have been avoidable maternal fatalities, preterm births, as well as infant injuries. All these problems did not occur only once. They occurred due to issues in long working systems of the system like ineffective clinical governance, poor risk management, poor leadership and poor culture that upheld the reputation of the organisation rather than patient safety. 
This was a colossal failure to the quality assurance programs since the organisation kept ignoring the danger factors. The failures identified in this case have far-reaching repercussions in terms of the general population health since the maternity services are being used as one of the main indicators of the entire health care system. It also reflects the health of the entire population e.g. when the birth population is healthy it is also a healthy community. The Trust has been persisting with unsafe practice, which shows that structural and organisational weaknesses have an adverse impact on clinical practice, leading to adverse or harmful patient outcomes (Rack, 2025). Other theoretical frameworks of system failures support this idea by presenting the Swiss Cheese Model, a systems model in which adverse events are triggered by several overlaps of system failures, as opposed to single error. This report aims at critically evaluating the quality issues in the case study. 
The analysis will be evaluated against well-established theoretical frameworks and quality improvement models that will be used in the report. To be more specific, the analysis of the relationships between the structure, care delivery processes, and patient outcomes will be performed with the help of the Donabedian model. Moreover, it will be considered with the help of the Fishbone diagram, which will result in the root cause analysis as well as the strategic evaluation that will be conducted with the help of a SWOT analysis. Finally, service improvement methods will be analysed through examination of both PDSA and Kotter’s Change Model, and the report will provide suggestions for sustainable quality improvement based on the results of evidence-based research. 
[bookmark: _Toc226026739]2. Main Body 
[bookmark: _Toc226026740]2.1 Donabedian Model 
The Donabedian model significantly gives a strategic approach for implementing a better healthcare quality through the three related elements (Yang et al. 2025). These elements mainly include structure, process, and outcomes. This framework is significantly effective for analysing the systematic issues, and it also shows how the organisational situation influences the care delivery and overall patient outcome. 
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Figure 1: Donabedian model
(Source: Yang et al. 2025)
Structure 
In regard to the case, there have been identified serious systemic issues within the maternity services in Shrewsbury and Telford. This issues significantly involves meaningful and sustained staffing shortages‚ a poor skill-mix within the maternity service‚ a lack of leadership and board-level accountability‚ and poor clinical governance systems and processes․ Together‚ these severely reduced the trust's capacity to provide safe and effective care․ Furthermore, with a lack of effective regulation and failure to implement national maternity safety standards‚ the Trust therefore lacked due accountability and oversight (Ockenden‚ 2022; NHS England‚ 2023)․
Process
The design of these structures impacted clinical practice, leading to the unsafe service and ineffective․ There was also a significant aspect of not escalating risk with failure to identify and respond to early warning signs․ Therefore, there was an overall failure to listen to patients' concerns‚ combined with a culture of defensiveness within the organisation (Monde, 2025) ․
Outcome 
The consequences of this included avoidable maternal deaths‚ stillbirths, and neonatal brain injuries‚ and families experiencing meaningful psychological harm․ These incidents demonstrated the connection between organisational shortcomings and defective care processes‚ which result in a negative impact on patient safety and subpar care outcomes․
Critical Evaluation
The primary strength of the Donabedian Model is that it is a systems-level approach‚ taking into account the flaws in the system as a whole and its function․ From a systems perspective‚ it does not take into account the culture of the system‚ on which unsafe acts were normalized․ The model has been described as useful for identifying systemic flaws․
[bookmark: _Toc226026741]2.2 Fishbone Diagram
A fishbone diagram is mainly referred to as a cause-and-effect diagram or an Ishikawa diagram, which is a quality tool for assisting in identifying the root cause of a specific problem (Kumah et al. 2024). The use of the fishbone diagram is a tool of organised root cause analysis, as the factors involved are organized into categories namely people, process, environment, management and policy. This multidimensional approach is consistent with the existence of complex healthcare failures in which the organisational culture, staffing, and governance interact to achieve unsafe outcomes. This is why such approach as the fishbone method is suitable because it aids in facilitating complete identification of systemic reasons, which is crucial prior to organizational framework of effective quality improvement interventions.
In the case of the Shrewsbury and Telford maternity scandal, this specific approach is helpful in systematically assessing the underlying issue of poor-quality care and patient harm throughout the different key categories. 
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Figure 2: Fishbone or cause and effect diagram
(Source: Kumah et al. 2024)
People
Human factors contributed the major role in the failure associated with the delivery of maternity services. There were no appropriate skills with a limitedly trained staff that involved different levels of complexity in their caseloads and inconsistent continuous professional development across the organisation. Therefore, there were limitations on the ability of HCWs to identify clinical risks and react to them (Ockenden, 2022).
Process
The breakdown of risk assessments and escalation processes is evidence of the occurrence of process-related failures. In several cases, warning signs of potential complications were either disregarded or not responded to quickly enough. After applying the 5 Whys technique, it becomes apparent that the root of these process failures can be attributed to two main causes, which are an absence of accountability and a lack of appropriate clinical protocols. As a result, this established the conditions for unsafe practice (Francis, 2013).
Environment 
The workplace was full of stress from being short-staffed all the time, while the load of work was ever-increasing. Due to this, the staff was overburdened and didn't have enough time and energy to give safe care to patients. Hence, the chances of committing errors increased. 
Management 
Ineffective leadership was also one of the key elements contributing to the entire system failure (Russell, 2022). Higher managerial officials failed to consider the warning signals of system failure, whereas the rest of the organisation developed a defensive culture that shunned reporting of incidents
Policy
While there were federal regulations on maternal safety, they were not applied effectively at the local level. This led to a gap in what is expected of the policy and what is actually being done in practice due to the weak enforcement of the policy and the lack of mechanisms for monitoring.
Critical Evaluation
The Fishbone Diagram has two major strengths. First, the identification of a large variety of causative factors and providing comprehensive insight into complex healthcare problems. A big disadvantage of the Fishbone Diagram is that it does not allow one to determine which of the identified causes are the most important. 
[bookmark: _Toc226026742]2.3 SWOT Analysis 
The SWOT analysis is a strategic planning tool for critically evaluating an organisation's competitive position through analysing its internal strengths and weaknesses and external opportunities and threats (Zhang et al. 2024). 
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Figure 3: SWOT analysis 
(Source: Zhang et al. 2024)
	Strengths
	Weaknesses

	Integration within the NHS system provides access to national clinical guidelines, regulatory oversight and maternity safety programmes.
	Poor leadership, weak clinical governance and a defensive organisational culture normalised unsafe maternity practices.

	Availability of skilled healthcare professionals and existing infrastructure that could support improvement if managed effectively.
	Chronic staff shortages, inadequate skill mix and ineffective incident reporting systems reduced care quality and patient safety.

	Opportunities
	Threats

	National maternity reform initiatives and patient safety programmes provide a framework for service redesign and workforce training.
	Litigation, reputational damage and loss of public trust threaten organisational sustainability and service utilisation.

	Increased public and regulatory scrutiny create pressure and motivation for systemic quality improvement.
	Financial constraints and workforce burnout may hinder the implementation of long-term quality improvement strategies.


Table 1: SWOT analysis
(Source: Self-developed)
Strengths 
Despite the failure rates that were seen, the organisation worked within the wider framework of the National Health Service (NHS), which offers established clinical guidelines, regulatory oversight and national maternity safety strategies. These structures ensure that they have a solid basis for providing quality care, and they form a foundation for them to improve if they are implemented effectively (NHS England, 2023).
Weaknesses
There were evident dislocated and critical internal weaknesses, particularly in the areas of leadership, clinical governance and organisational culture. Poor leadership and lack of accountability were part of the normalisation of unsafe practices, and a defensive culture discouraged staff from speaking up about concerns. These weaknesses affected the safety of patients and hindered effective learning from incidents (Ockenden, 2022).
Opportunities
The case lists several areas of improvement, more so national maternity reform and patient safety measures. Increased attention to transparency, staff training and standardised care pathways is part of the framework for rebuilding trust and enhancing the quality of service. In addition, the lessons learnt from this case can be used to inform wider system-level changes across maternity services (Francis, 2013).


Threats
External threats are increased litigation, financial pressures and reputational damage caused by the failures. Loss of public trust and confidence in maternity services may also result in reduced service utilisation and a longer-term impact on the health outcomes in the community.
Critical Evaluation
A specific strength of SWOT analysis is that it is capable of generating a clear strategic view of organisational performance through the integration of internal and external factors (Madureira et al. 2024). However, its enormous drawback consists in being broad and descriptive, without in-depth analysis of the causes or prioritisation of the problems.
[bookmark: _Toc226026743]2.4 PDSA Model 
The Plan-Do-Study-Act cycle is an extensively used quality improvement model that facilitates the process of change in healthcare facilities (Manandi et al. 2023). Instead of the conventional PDCA model, PDSA cycle was selected due to the necessity of constant learning instead of significant checking of compliance in healthcare improvement. Whereas PDCA is oriented to control and standardisation, PDSA is oriented to the investigation of real-world results and the consequent alteration of interventions grounded on the findings. It is especially applicable in maternity services, where patient safety interventions should always go through small cycles before they are broadly implemented to reduce the risk and provide serviceable change.
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Figure 4: The Plan-Do-Study-Act cycle
(Source: Manandi et al. 2023)
Plan
The initial process would be to identify a problem that has patient safety concerns and devise a solution that is applicable to the problem. The main issues in this case were that clinical risks were not reported early enough. Therefore, the escalation protocol might be developed in a systematic manner, including the identification of issues, the assignment of roles to employees and the uniformity of communication channels (Marino et al. 2023).
Do
The proposed intervention is put to the test during the implementation phase. As an example, the escalation protocol may be piloted in a single maternity ward only. Staff training and practice would aid the healthcare professionals in applying the new process appropriately, as it would ensure the medical professionals would be knowledgeable about when and how to voice concerns (Boutros et al. 2023).
Study
This is a step of looking at the data to determine whether the intervention was successful or not. You may examine such aspects as the speed of your reaction on issues, the number of cases that have been deteriorated, and patient outcomes. Feedback, both the staff and patients, should also be received to understand whether the changes have helped improve communication and safety (Shiri et al. 2023).
Act
Depending on the outcomes, the intervention gets refined and implemented on either the entire organisation or undergoes further testing. Provided the successful implementation of the escalation protocol, it might further be applied in other maternity services, which will serve to maintain the quality improvement.


Critical Evaluation 
One of the best things about the PDSA model is that it focuses on continuous improvement through repeated testing. This lets organisations make changes based on what happens in the real world. But a big problem is that it needs strong leadership, commitment from the organisation, and a supportive culture to work well, which were all things that were missing in this case.
[bookmark: _Toc226026744]2.5 Kotter’s change model 
Kotter's 8-Step Change Model gives a structured way to make changes in an organisation by following a series of steps, such as making people feel like they need to change, building a guiding coalition, sharing the vision, and making change a part of the organisation's culture. Using the model of Kotters 8 steps proved right since the failures reported in the maternity services were not necessarily the fault of personal professional development but rather the organisational culture, leadership and change resistance. Cohort-based techniques are better applied to training or education interventions where Kotter gives an organised plan of how to transform a large organisation including generating a sense of urgency, form leadership alliances, and entrench the change into institutional culture. Therefore, this model is especially useful for figuring out why the Shrewsbury and Telford maternity services didn't get better over time.
A major problem in this case was that there was no sense of urgency in dealing with concerns about patient safety. Even though there were many incidents and warning signs, the leaders didn't see how serious the situation was, which delayed the actions that needed to be taken (Ockenden, 2022). In addition, there was a weak leadership coalition, and senior management didn't work together well to make changes or challenge unsafe practices. Lack of effective communication also contributed to the situation as the issues raised by the staff and patients were frequently disregarded or even rejected, and it became more difficult to make the organisation transparent and learn (Francis, 2013). The failure to develop a culture centered on safety was also experienced, and this resulted in unsafe practices becoming normalized with time. New behaviours and values could not be supported without meaningful change being supported (NHS England, 2023).
Critical evaluation 
One of the best things about Kotter's model is that it has a clear and structured way to manage change, with clear steps for putting it into action. A major drawback, though, is that it can take a long time and may not be easy to use in an emergency, when quick action is needed to keep patients safe.
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	Benchmark Indicator 
	National Standard (UK)
	Hospital Performance (Before Improvement)
	Hospital Performance (After Improvement)

	Patient safety outcomes 
	The maternity safety programmes of the NHS aim to minimise the number of avoidable deaths and harm. This can be  done through the early detection of the risks and standardisation of the care pathways (Wood et al., 2022). 
	Higher rates of avoidable deaths including 200 neonates and multiple concerning events due to delaying of escalation and unsafe practices. 
	The escalation protocols have improved and the number of adverse outcomes has reduced. The hospital has also implemented early intervention strategies. 

	Workforce Capacity and Skill Mix 
	As per the NICE guidelines, safe staffing levels and appropriate skill mix are required to ensure the continuous mentoring of patients and safe care delivery. 
	The long-term problems of understaffing and inadequate skill mix minimised the ability to identify the risks and respond accordingly (Griffiths et al., 2023).
	The improvement in the staffing levels and enhanced skill distribution and training leads to more responsible and safer care within the hospital settings. 

	Incident Reporting & Learning 
	The national healthcare standards require the thorough investigation of the serious incidents and organisational learning that take place within the hospital environment (Mahat et al., 2022). 
	Previously many incidents were not properly investigated which restricted learning and caused repetition of errors. 
	The implementation of the structured RCA and reporting systems enhances the learning cultures and prevents occurrence of errors. 

	Communication and Patient Centred Care 
	The national policies emphasise on the conduct of respectful, compassionate and patient centred maternity care in the hospitals in the United Kingdom (Sharkiya, 2023). 
	There was a lack of communication, and the families were ignored in case of decision making regarding maternity care. 
	The improved communication strategies and the involvement of the patients and family members enhance trust and satisfaction in the services of the hospital (Ahmed et al., 2022). 



Recommendations
Strengthening of the leadership accountability and governance systems
It is recommended that uniform leadership structures need to be reformed to ensure accountability and transparency in the decision-making processes. The Ockenden case described that the weak governance of the hospital led to the continuation of unsafe practices without getting checked (Jones et al., 2022). Therefore, organisations should implement structured governance frameworks, including regular safety audits, board-level oversight, and clear reporting hierarchies.
Improvement of workforce capacity, training and skill mix 
The shortage of workforce and inadequate skills mix are key factors which majorly contributed to poor care delivery. Hence it is recommended to address this problem through proper strategic workforce planning aligned with the national healthcare standards of the United Kingdom (Ferreira and Collins, 2023). Multidisciplinary team training will also improve coordination and communication between the hospital authorities and the patient parties. Hence investment in the development of the workforce will enhance care quality in the long run. 
Enhancement of incident reporting, Root Cause Analysis (RCA) and organisational learning 
Preventing failures depends on the system for reporting incidents, and every adverse event should have a transparent root cause analysis. This analysis should focus on the organisational and cultural aspects, and not on blaming individuals. The findings should be used to provide staff and training feedback. In addition to other improvements, organisations should implement digital reporting systems for more and improved transparent and data-driven organisational decisions (Willis et al., 2023). This approach to data reporting and analysis will incorporate the continuous learning aspect into the organisational practice.
Implementation of PDA cycles for continuous improvement of service quality 
The PDSA approach provides a structured approach for improvement and development for every service. The guidelines provide a structured approach, and for instance, the planning phase of the clinical escalation protocol should cover the preliminary evaluation of the performance indicators. The refinement of the indicators should be done before the implementation (Lighterness et al., 2024). Organisational improvement is the focus of the approach, and it depends on the adaptability and evidence of real improvements. The failure of the whole approach depends on the lack of evidence, planning, and transactional leadership.


Promotion of patient-centred care and alignment of National policies with healthcare practices
Trust in maternity services can only be regained when patient experiences are prioritized. It is critical that organizations engage with women and families to develop collaborative decision-making frameworks and use patient feedback when designing and improving services. The engagement of patients can be further enhanced through staff training on communication and the establishment of advocacy programs. It is also important to address the disconnect between national policy and localized implementation (Entwistle et al., 2022). There needs to be more regulatory oversight, accountability, and control on the practical application of evidence-based guidelines.
[bookmark: _Toc226026747]4. Conclusion
This report examines the systemic issues in the maternity services at the Shrewsbury and Telford NHS Trust and shows the adverse patient outcomes from the structural, procedural, and cultural weaknesses. The analysis identified governance, workforce capacity, and learning from incidents from the gaps in the Donabedian Model, Fishbone and SWOT analyses. The benchmarks analysis identified the organisational performance and structural gaps in the national standards. The findings emphasise that sustainable improvement requires a systems-based approach supported by strong leadership, effective policy implementation, and continuous quality improvement tools such as PDSA. Ultimately, improving safety culture and accountability is essential to deliver high-quality, patient-centred care. 
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