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1. Introduction
Quality management is a fundamental basis of safe and effective healthcare provision, as it guarantees that the outcome of patients, the work provided by the staff, and the organisational responsibility meet the standards of care on the national level (World Health Organization, 2025b; Young and Smith, 2022). Any failures in quality governance can have devastating effects, which is exactly what happened to the Shrewsbury and Telford Hospital NHS Trust (SaTH) maternity scandal, which was one of the biggest breaches in patient care in the National Health Service (NHS) history (BBC, 2022; Gregory, 2022). The 1970s to 2019 saw hundreds of mothers and infants resourced with preventable injuries or fatalities through failures in the leadership, culture, training and clinical care practices (Backer et al., 2025). In the Ockenden Review, it was found that there were widespread failures in risk evaluation, escalation, and contact with patients and families that highlighted intrinsic shortcomings regarding the quality management systems of the Trust (Trust, 2023).
The importance of this case is not merely confined to the personal clinical mistakes, but it reveals how structural, procedural and cultural failures affect the quality of care. Maternity safety has become a national priority in the field of public health because maternal and neonatal mortality rates are among the main indicators of healthcare quality and equity (World Health Organization, 2025a). At SaTH, patient trust was eroded by the inability to inculcate continuous improvement processes, weak policy enforcement and accountability (BBC, 2020). Lack of staff, intermittent training, and audits further worsened the situation, which led to a system where avoidable damage became the norm (Waring et al., 2015).
The report is a review of the underlying factors of the failures at the Shrewsbury and Telford maternity in the primary quality improvement and management tools, Fishbone Diagram, the Donabedian Model, and the SWOT. These models use a methodological enquiry into contributory factors at structural, human, organisational and policy levels. The other policy environment that was discussed in the paper is the broad policy environment, which influenced the maternity services bearing in mind that there was no control mechanism and a gap in governance that undermined the national safety agenda. It is a fact-finding study, grounded on academic literature, NHS reports, and actual life cases to be able to find solutions to eradicate such failures in the system.
The final objective of the report is to provide feasible recommendations that would build the governance, safety culture and quality assurance in the maternity services. The proposed innovations will be implemented based on the existing quality improvement frameworks, PDSA, Lean, and Six Sigma, which will ensure a long-term, evidence-based, and systematic approach of improving patient safety and the quality of the services in the context of the entire NHS maternity care.
2. Main Body
2.1 Overview of the Quality Issue
The Shrewsbury and Telford NHS Maternity Scandal is a severe failure in the quality and safety protocols that define the care of a patient. According to the report by Ockenden (2022), the cases of preventable maternal and neonatal deaths and lifelong injuries caused by unsafe practices, poor communication, and failure to establish governance were more than 200 cases. Such incidents demonstrate how the lack of a systems-based approach to safety resulted in the convergence of structural and cultural vulnerabilities to continue the harmful cycle (Barcan Kirby LLP, 2022). 
Although there were national maternity safety frameworks, they were not implemented uniformly and monitored at the Trust level. Such a mismatch between policy and practice revealed long-standing organisational flaws like the absence of training, poor leadership, and an unaccountable culture (Khaw et al., 2022). To examine these failures, theoretical models, including the Fishbone Diagram, Donabedian Model, and SWOT analysis, assist in identifying the causes of failures in the system, judging the effect of each cause, and designing the strategy of sustainable improvement.
2.2 Root-Cause-Analysis Using the Fishbone Diagram
The Fishbone Diagram or Ishikawa is a diagnostic instrument that divides possible causes of an issue into major contributing areas that include People, Processes, Equipment, Environment, Measurement and Management (Kumah et al., 2024). Its involvement in the case of Shrewsbury and Telford allows a systematic definition of the interconnected factors of the service failure. 
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Figure 1: Fishbone Diagram
(Source: Self-developed)
People
One of the key causes was poor competency of staff. Numerous midwives and clinicians did not have current training in fetal monitoring and emergency interventions, as well as the escalation protocols (Ockenden, 2022). Employees had also been overworked, a predictor of medical error as it had resulted in fatigue and cognitive overload (Alyahya et al., 2021). According to human factors theory, too much work and a lack of psychological safety deteriorate decision-making and situational awareness (Alcock et al., 2025). Moreover, there was a culture of fear that prevented the staff from reporting mistakes, and the cycle of non-learning began.
Processes
There was inconsistency and a lack of standardisation in clinical processes. The Trust did not follow the national best practices on risk assessment and escalation of emergencies, with case reports of delayed caesarean sections and insufficient monitoring of fetuses (BBC, 2022). Adverse incidents were not followed up systematically, and internal auditing was not thorough and transparent. This corresponds to the theory of quality management developed by Deming that highlights the continuous improvement of the processes as well as the feedback loops to avoid repeating the mistakes (Haughom, 2024).
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Figure 2: Five Deming Principles for Process Improvement
(Source: Haughom, 2024)
Equipment and Resources
Poor resourcing is another factor pointed out by the Fishbone analysis. Poor accessibility to modern maternity equipment and chronic staffing undermined the quality of care (BBC, 2022). Inadequate level of monitoring equipment, old infrastructure and misallocation of resources reflect structural laxity. In Lean management terms, this is the inefficient operation that creates little value to patients and threatens their harm (Mahmoud et al., 2021).
Leadership and Management
The scandal was mainly based on leadership failures. The executives at the Trust neglected to pay attention to the red flags raised by employees and the external controls, focusing solely on reputation management rather than patient safety (Ockenden, 2022). Lack of accountability procedures contributed to complacency, and the governance committees did not take any action concerning audit results. Lack of transformational leadership, which was transparent, empowering and shared learning, implied that the organisation was reactive instead of proactive in dealing with risks (Suryadi, Trisnawati and Al-Amin, 2024).
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Figure 3: Key Dimensions of Transformational Leadership
(Source: Ugochukwu, 2025)
Policy and Regulatory Oversight
Compliance was not enforced by other outside oversight measures like the Care Quality Commission (CQC) and NHS Improvement, which delayed or failed to enforce compliance (CQC, 2022; GOV.UK, 2017). This regulating stability enabled the continuity of unsafe procedures. The policy-practice gap in this case shows the restrictions of top-down models of governance that are not backed up by local engagement and quality data monitoring (Martin et al., 2024). 
2.3 The Donabedian Model: Evaluating Structure, Process, and Outcomes
The Donabedian Model is a comprehensive model that can be used to evaluate the quality of healthcare since it focuses on the connection between the structure, process, and outcomes (Robby et al., 2025). Using this model on the case of Shrewsbury and Telford offers an idea of how failure in each of the levels led to disastrous outcomes.
Structure
Its structural components, such as the staffing, infrastructure and leadership, were pathetically poor. The control of safety and learning was not incorporated into governance agendas through leadership structures. The training programmes were not regular, and there was a lack of physical resources. The theory of Donabedian holds that it is impossible to achieve safe processes due to weak structures (Robby et al., 2025).
Process
There was fragmentation and inconsistency in the processes of care delivery. The use of risk assessment tools was not high, and the pathways to escalation were not clear, communication among the clinicians was common. It was found that the families were not involved in decision-making, which is not the case with the NHS, which is supposed to provide person-centred care (Prior and Campbell, 2018). Ineffectiveness in the process here implies the violation of the principle of standardised, evidence-based practice that is one of the core requirements of Total Quality Management (TQM) models (Alzoubi et al., 2019).
Outcomes
The results were disastrous: preventable maternal and child mortality, long-term morbidity, and family trauma (BBC, 2020). These adverse results depict a direct correlation of poor structures, defective processes and unsafe care provision. In addition, the loss of reputation and trust among people is non-clinical but also has serious adverse consequences (BBC, 2020). The model of Donabedian, therefore, supports the claim that sustainable improvement needs both the structure and process improvement at the same time to deliver positive results (Robby et al., 2025).
2.4 SWOT Analysis of Quality Management in the Trust
With a SWOT analysis, one will be able to evaluate the internal and external forces that affect the quality of services and the strategic directions to improve.
	Strengths
	Weaknesses

	· Existing national maternity safety policies and NHS quality standards provide a framework for improvement.
· Committed staff base willing to learn and improve when supported.
	· Poor leadership and governance culture; lack of training and accountability; reactive approach to safety (Ockenden, 2022).
· Chronic understaffing, outdated infrastructure, and a lack of clinical audits (Ockenden, 2022).

	Opportunities
	Threats

	· National drive for maternity safety and funding for workforce development (NHS, 2017).
· Use of digital health systems and data analytics for real-time monitoring.
	· Ongoing litigation costs and reputational damage are draining resources.
· Resistance to cultural change and fear of blame among staff.


Table 1: SWOT Analysis
(Source: Self-developed)
More importantly, the SWOT analysis demonstrates that the external opportunities are present, but internal weaknesses of the Trust in governance, culture, and resources are still significant factors that obstruct the operations. The model of organisational change described by Kotter states that successful transformation involves leadership involvement in terms of commitment to vision, communication, and empowerment factors, which were mostly lacking at SaTH.
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Figure 4: Kotter’s 8-Step Change Management Model
(Source: Kotter, 2025)
2.5 Theoretical Evaluation and Integration
The integration of the Fishbone Diagram, the Donabedian Model, and the SWOT analysis will allow having a multi-layered view of the quality problem. The Fishbone Diagram determines the operation of factors and cultural aspects, the Donabedian Model determines the cause-and-effect relationships of the weaknesses of the structure and the outcomes, and the SWOT defines the strategic environment to improve. Nevertheless, on critical assessment, it is found that these models, though effective as a diagnostic tool, are not adequate without a long-term behavioural and cultural transition. The NHS dilemma is not only technical, i.e., process redesign, but rather socio-cultural in nature, in that the loss of trust, empowerment of staff, and learning culture have to be restored. The existing literature on safety culture highlights that only in those cases when the systems contribute to openness, reflection, and collective responsibility can improvement be promoted (Naji et al., 2021).
The case of Shrewsbury and Telford represents how the psychological safety and communication as human factors can erode one of the most advanced policy frameworks (Derdowski and Mathisen, 2023). Therefore, future improvement approaches need to be based on structural change and cultural change, and learning, transparency and accountability should become the identity of organisations.
3. Recommendations
The root cause analysis of the Shrewsbury and Telford NHS Maternity Scandal exposes weaknesses in the structure, culture, and procedures that undermine patient safety and trust. To tackle these systemic problems, the integrated approach to quality improvement must be established through consistent learning, responsibility, and evidence-based practices. This part offers specific suggestions to enhance governance and safety culture through the application of Plan-Do-Study-Act (PDSA) frameworks, Lean, and Six Sigma frameworks of sustainable reform and patient-centred care.
3.1 Strategic Recommendations
· Strengthen Leadership and Governance
Reforming leadership is important to restore accountability and safety. The Trust is supposed to embrace a shared governance model, which involves a combination of clinical leadership and executive management. Leaders should exhibit transformational leadership, making them open, safe psychologically and collaborative (Suryadi, Trisnawati and Al-Amin, 2024). Transparency and oversight should be provided by regular reviews of governance and safety huddles. The formation of a Maternity Safety Committee, also reporting to the Board, will bring practices in accordance with national safety standards. Training focused on compassionate and systems-based management at the leadership level should be made a priority because these methods have been shown to reinforce the safety cultures (Ahmed et al., 2024). This is in line with the principles of Lean, whereby the staff are empowered and hierarchical boundaries to decision-making are minimised.
· Workforce Development and Competency Training
Failures were key gaps in staffing and low training. This should be enhanced by an effective competency framework that entails regular training on fetal surveillance, emergency management, and escalation procedures yearly. This can be refined using the PDSA cycle that can involve continuous cycles of feedback planning modules, pilot implementation, results research and standardisation of successful practices (The Deming Institute, 2021). Simulation-based education and continuing development should be made possible through partnerships with professional associations like the Royal College of Midwives. This will enhance the confidence of the staff, improve variation, and improve the consistency of care, which will support the Donabedian model that robust structures and skills form the basis of safe processes (Robby et al., 2025). 
· Standardise Clinical Processes and Data Monitoring
An early risk detection must be based on a data-driven quality monitoring system. It is important that the Trust have the fetal monitoring, incident reporting, and staffing metrics as real-time dashboards. The use of the Six Sigma DMAIC (Define, Measure, Analyse, Improve, Control) framework will reduce the process variation and clinical errors to a minimum (Monday, 2022).
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Figure 5: DMAIC Methodology
(Source: Monday, 2022)
· Define: Trace the inefficiencies like escalation delays.
· Measure: Monitor the frequency and responsiveness of incidents.
· Analyse: Use trend information to find root causes.
· Improve: Automate processes and procedures. 
· Control: Continuous audit is the maintenance of performance.
Such an organised method will bring uniformity and responsibility, and a culture of quantifiable growth.
· Promote a Learning and Just Culture
It turned out that there was a punitive environment which discouraged reporting. Building a Just Culture Framework will redirect the blame to the centre stage of learning (GOV.UK, 2017). Quarterly Learning from Incidents Forums and anonymous reporting systems should also be implemented to facilitate the open conversation. This project can be compared to PDSA, whereby safety culture interventions can be refined continuously (Barr and Brannan, 2024). 
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Figure 6: PDSA Cycle
(Source: The Deming Institute, 2021)
Encouraging the employees to be part of the decision-making process in improvement will help in the Lean philosophy of respect and perpetual enhancement. Also, the workload balance, flexible shifts, and counselling should be taken into consideration as additional measures of well-being to avoid burnout and improve the quality of care.
· Improve Patient Engagement and Communication
Patient-centred communication is important to restore the confidence of the people. The Trust ought to establish Patient Partnership Panels with families who have had experiences of past failures so that their experience can be used to redesign the services. Constant improvement should be directed by regular communication audits, feedback surveys and co-design sessions (Jamtvedt, Flottorp and Ivers, 2019). Care pathways can be drawn with the help of Lean techniques to eradicate unnecessary steps and simplify the process of consent and sharing information simplified to avoid anxiety in the case of emergencies. The engagement of patients as partners facilitates transparency and trust. 
· Strengthen Policy Implementation and External Collaboration
To meet the needs of national maternity safety policies, it is important to work closely with bodies such as the Care Quality Commission (CQC) and NHS Resolution (CQC, 2022; NHS Resolution 2025). External audit and progress appraisals should also be routine. The Plan-Do-Check-Act (PDCA) model can ensure compliance and evolution (Lean Enterprise Institute, 2023):
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Figure 7: PDCA Cycle
(Source: Lean Enterprise Institute, 2023)
· Plan: Conform the local targets to the national standards.
· Do: Introduce reforms on the Trust level.
· Check: Test results through audits.
· Act: Sustain and modify betterment.
It is a cycle of accountability that helps to keep up with the changes in policy and clinical practice.
3.2 Implementation Strategy
In order to operationalise these recommendations, the following implementation roadmap is suggested:
	Phases 
	Activity
	Quality Tool
	Timeframe

	1
	Leadership restructuring, establishment of the Maternity Safety Committee
	Lean (empowerment, waste reduction)
	0-3 months

	2
	Staff training and competency framework rollout
	PDSA cycle
	3-9 months

	3
	Implementation of digital dashboards and Six Sigma process reviews
	Six Sigma (DMAIC)
	6-12 months

	4
	Launch of Just Culture programme and Patient Partnership Panels
	PDSA cycle
	9-15 months

	5
	Continuous audit, PDCA compliance reviews
	PDCA cycle
	12-24 months


Table 2: Implementation Plan
(Source: Self-developed)
This road map will make sure that the implementation is slow but constant, learning and long term responsibility of all levels of service. 
4. Conclusion
The example of the Shrewsbury and Telford NHS Maternity can be used in the context of discussing the enormous impact the systemic failure in the area of quality governance, leadership, and safety culture has. The interconnected analysis that was performed with the help of the Fishbone Diagram, Donabedian Model and SWOT framework proves that unsafe care occurred due to a complex of structural deficiency, inefficient processes and highly corrupted organisational culture. The lack of leadership, proper training, inability to communicate, and lack of regulation and so on have been undermined to formulate the pillars of patient safety and trust. 
To overcome these hurdles, the recommendations hypothesise the alteration of leadership, competency among the staff, standard clinical practices and efficient data systems on the basis of the quality improvement tools like PDSA, Lean and Six Sigma. To regain the confidence and accountability, a Just Culture is required, which pays much attention to the learning instead of blaming and where patients are engaged in the redesign of the services.
And last but not the least, to ensure the quality enhancement in the long run, the entrenching of transparency, compassion, and constant learning on all levels of maternity governance will also have to occur. All these modifications to the management practices, enabling the employees, and aligning the practices of the local office with the national level will help the Trust to restore the culture where patient safety is not a procedure but an organisational principle. The lessons, gained in this case, should be taken as an example of how to proceed with a systematic improvement of the NHS to ensure that these types of tragedies will no longer happen.
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