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[bookmark: _d72n5xs0qhh1][bookmark: _Toc236844798]1. Introduction
The core of health and social care is quality assurance and continuous service improvement, which is the way to achieve healthcare organisations providing safe, effective and person-centred care with minimal preventable harm. In the context of the National Health Service (NHS), the quality of maternity services is especially crucial since clinical care failures may lead to a high incidence of maternal and neonatal morbidity, preventable mortality and psychological effects on the family. Thus, it is anticipated that healthcare providers will have good clinical governance in place, adhere to national quality standards and constantly improve how they deliver services to patients to improve their safety (NHS England, 2026).
The scandal of maternity in Shrewsbury and Telford Hospital NHS Trust (SaTH) is considered to be one of the most severe failures in maternity care in the NHS. The past 20 years (2000-2019) have tried to highlight critical gaps in clinical practice, leadership, governance and organisational culture that have led to maternal and neonatal deaths, severe injuries and inability to deliver safe maternity care. Independent Ockenden Review has found that such failures led to years of operation due to the inability to seize opportunities to learn, improve accountability and services (GOV.UK, 2022).
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Figure 1: Shrewsbury and Telford Hospital NHS Trust (SaTH)
Source: BBC, 2020)
In addition to the terrible clinical outcome, the scandal revealed organisational flaws such as a lack of proper communication, inefficient incident reporting, insufficient workforce, and a lack of patient-centred care, all contributing to the lack of trust in the NHS in delivering maternity care (BBC, 2022).
This report critically analyses the quality issues that SaTH faces after implementing the known quality management models. These are Fishbone Diagram, Five Whys technique, Donabedian Model and SWOT analysis. Based on the recent evidence, the report creates evidence-based recommendations backed up by PDSA, PDCA, Lean and Six Sigma frameworks to enhance patient safety, enhance clinical governance and foster sustainable quality improvement in the maternity services.
[bookmark: _i7p3m3yqedaq][bookmark: _Toc236844799]2. Main Body
[bookmark: _slfakzjndpe3][bookmark: _Toc236844800]2.1 Background of the Quality Issue
The Shrewsbury and Telford Hospital NHS Trust (SaTH) maternity scandal is among the most severe quality assurance failures in the history of the NHS, which shows how organisational weaknesses over a long period of time can affect patient safety. The period between 2000 and 2019 witnessed maternity service failures that led to preventable maternal and neonatal deaths, stillbirths and other birth-related injuries that persist in the lives of the victims. Independent Ockenden Review reviewed almost 1,500 maternity cases and found that they were marked by a high level of leadership, clinical governance, communication and organisational learning failures, which resulted in a large number of adverse outcomes that could have been avoided (GOV.UK, 2022).
Instead of being individual clinical errors, the scandal was an indication of governance failure in the system. Clinical evidence of the need to have a caesarean section was often overlooked by the staff in favour of normal vaginal birth, putting both mothers and babies in danger (BBC, 2022). Weak incident reporting was also identified through investigation, ineffective multidisciplinary communication and response to patient complaints, and unsafe practices were still practised (CQC, 2024). Despite the Ockenden Review being succeeded by improvement efforts, the issues of maternity care and interaction with impacted families remained apparent, and the question of cultural change that needed to be sustained emerged (BBC, 2024). Increasing cases of maternity negligence also evidence how the consequences of these failures would be felt in the long term by families and the NHS (Lanyon Bowdler, 2026).
According to national guidance, evidence-based and person-centred care, including effective communication and ongoing quality improvement, should be offered during maternity services (NHS England, 2026). Equally, NICE suggests that clinical evaluations and escalation are to be done promptly in case of complications (NICE, 2023). But the SaTH case revealed a major disparity between the standards in the country and the practice in a clinical environment, which shook the trust among the population and supported the role of effective quality assurance (BBC, 2020).
[bookmark: _azb566m02l11][bookmark: _Toc236844801]2.2 Root Cause Analysis using Fishbone Diagram
The Fishbone (Ishikawa) Diagram recognises various factors that may contribute to complicated organisational failures as opposed to blaming one factor. It is used in the healthcare sector to investigate the impact of the workforce capability, clinical processes, leadership and organisational systems on the quality outcomes (Majka, 2023).
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Figure 2: Fishbone analysis
(Self-Created)
People: The Ockenden Review found a lack of clinical decision-making, poor multidisciplinary communication and leadership, which deterred staff from reporting safety issues (Britain, 2022). The positive patient safety culture and increase in clinical outcomes cannot be formed without strong leadership (Althobaiti, 2026).
Approaches: SaTH did not adhere to evidence-based maternity practices, which postponed emergency services, prioritised normal delivery regardless of the growing medical risk. Poor incident investigation was also a constraint to organisational learning and continuous improvement (Johnson, 2022).
Environment, Management and Measurement: There was a culture of defensiveness and lack of collaboration that disheartened openness and learning (The Guardian, 2022). Moreover, the poor performance monitoring and ineffective quality indicators did not enable the timely detection of safety issues, whereas the lack of organisational learning enabled unsafe practices to be carried out (NHS England, 2026). 
Comprehensively, the Fishbone analysis shows that the SaTH scandal caused interrelated failures in governance, leadership, workforce capability and organisational culture that needed to be improved holistically through a series of measures to enhance quality instead of one-off corrective measures.
[bookmark: _j1rtiaddr8oa][bookmark: _Toc236844802]2.3 Root Cause Analysis using the 5 Whys
The Five Whys methodology is a method that can be used to determine the root cause of problems in an organisation by asking why several times until one arrives at the root cause. In healthcare, it does not focus on the individual mistakes but on the bigger picture of the failure of governance, leadership and the systemic organisational processes (Russ et al., 2023).
Why do unnecessary injuries take place? There were preventable deaths of mothers and babies as well as birth injuries due to late clinical intervention, decision-making, and insufficient awareness of the clinical deterioration of mothers and fetuses (BBC, 2022).
Why were interventions delayed? Employees often gave precedence to normal birth when there were clear signs that would indicate an emergency caesarean section, indicating a lack of compliance with the national maternity handbook and multidisciplinary communication issues (NICE, 2023).
Why is evidence-based practice unsuccessful? According to the Ockenden Review, weak clinical leadership, insufficient supervision and organisational learning, and the normalisation of unsafe practices were the main factors that enabled unsafe practices to become a norm (GOV.UK, 2022).
Why was the organisational learning not effective? The investigations of incidents were not complete, the recommendations were not adequately implemented, and the complaints of the patients were not regularly utilised to enhance services, decreasing accountability (BBC, 2024).
What is the reason why governance fails? The clinical governance did not have proper monitoring, leadership and quality assurance frameworks that could detect poor performance before it caused large-scale damage (The NHS Alliance, 2026).
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Figure 3: Five Why Analysis
(Self-Created)
In general, the Five Whys analysis reveals that ineffective governance, ineffective leadership and lack of good organisational culture were the root causes of the SaTH maternity failures. Studies show that a positive link between supportive leadership, transparent reporting and unceasing organisational learning is also linked to better patient safety outcomes (Camacho-Rodriguez et al., 2022).
[bookmark: _3jvusiw0s7kl][bookmark: _Toc236844803]2.4 Donabedian Model Analysis
The Donabedian Model measures the quality of healthcare based on three interrelated dimensions: structure, process, and outcomes. It implies that safe clinical processes can be facilitated by well-established organisational structures, which can result in better patient outcomes (Yang et al., 2025).
Structure: SaTH had a lack of leadership, clinical governance, workforce capability, and professional development. Accountability and continual learning were hindered by weak communication systems and ineffective organisational oversight. Effective leadership and governance are known to be the significant forces behind patient safety and healthcare quality (Althobaiti, 2026).
Process: Indeed, the Ockenden Review found a lack of fetal monitoring, slow response to escalation of obstetric crises, ineffective multidisciplinary communication and lack of adherence to national maternity advice (Britain, 2022). It has been demonstrated that the utilisation of clinical pathways, teamwork and standardised care processes has a significant impact on making maternity safety better (Naz et al., 2022).
Outcomes: These system and operational failures led to preventable maternal and neonatal mortality, lifelong birth trauma, and family psychological trauma and reputational and financial damages to the Trust (West, Taylor and Magro, 2026). The adoption of continuous quality improvement has been found to enhance patient outcomes, organisational performance and effectiveness, as well as staff performance over a period of time (Endalamaw et al., 2024).
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Figure 4: Donabedian Model
(Self-Created)
The Donabedian Model proves that sustainable changes in maternity care must be achieved by investing both in the organisational structures and in the evidence-based clinical processes, and constant monitoring of patient outcomes.
[bookmark: _qbme65fc1uks][bookmark: _Toc236844804]2.5 SWOT Analysis for Service Improvement
SWOT analysis is an assessment of internal strengths and weaknesses, external opportunities and threats to aid in evidence-based service improvement (Russ et al., 2023).
Strengths: SaTH is part of the NHS, and therefore the national clinical guidelines, statutory governance structures and external regulatory bodies have been used to its advantage, notwithstanding the maternity failures. The NHS England encourages the ongoing quality improvement by patient safety programmes and performance benchmarking (NHS England, 2026). The Ockenden Review has also made organisations more aware of maternity safety and enhanced accountability of leadership and patient-centred care (GOV.UK, 2022).
Weaknesses: The organisational learning was weak, poor leadership and communication, inadequate governance, weak incident reporting and poor organisational learning were also major weaknesses (O’Brien and Kitson-Reynolds, 2025). The lack of working with the affected families decreased the level of trust in the population, and the number of lawsuits and regulatory checks still revealed governance issues (Oliver and Co Solicitors, 2026). The current CQC results show that continual monitoring is needed to attain permanent improvement (CQC, 2024).
Opportunities: SaTH has a chance to empower maternity by adopting quality improvement strategies, investing in the workforce and broadening digital patient safety systems. Lean Six Sigma is reported to decrease clinical variation and enhance patient safety, whereas continuous quality improvement facilitates multidisciplinary teamwork and makes evidence-based decisions (Ahmed et al., 2024).
Threats: The labour market is also short of workers, and financial issues are also problematic (NHS Resolution, 2024). Companies that do not enhance governance and patient safety may face the threat of being enforced, their image and losing the trust of people (CQC, 2025).
[bookmark: _prz8dcka928m][bookmark: _Toc236844805]2.6 Critical Evaluation of Evidence and Best Practice
The existing data indicate that to achieve sustainable quality improvement, integrated approaches involving both effective leadership and workforce development, patient safety culture and constant assessment are necessary instead of individual policy changes (Russ et al., 2023).
Continuous Quality Improvement (CQI) models help organisations to learn about risks in advance, test interventions, and integrate learning into practice. It has been shown that CQI leads to better patient outcomes, employee involvement and organisational performance with the help of dedicated leadership (Endalamaw et al., 2024). On the same note, Plan-Do-Study-Act (PDSA) cycles enable healthcare organisations to pilot and test improvements in services and refine them before they become widely implemented and minimise the risks of implementation (Manandi et al., 2023).
It is also important to have leadership. Transformational leadership is associated with a more robust patient safety culture, enhanced communication and multidisciplinary teamwork, and must be reformed as the key to SaTH (Althobaiti, 2026). Studies also underscore the fact that respectful maternity care, open communication and positive organisational culture enhance patient experience and minimise potential harm (Adu-Bonsaffoh et al., 2022). Lastly, the key to maintaining patient safety and avoiding failures in the future is good governance, constant monitoring and adherence to Regulation 17 (CQC, 2025). 
[bookmark: _4jypm6fberj7][bookmark: _Toc236844806]3. Recommendations
The results suggest that the failures at the Shrewsbury and Telford Hospital NHS Trust (SaTH) were organisational but not personal and needed interventions to improve the quality of the organisation as a whole. The recommendations below revolve around enhancing governance, workforce capacity, patient safety culture and ongoing quality improvement to provide sustainable maternity care improvements.
[bookmark: _yyphqfx6j1vn][bookmark: _Toc236844807]3.1 Strengthening Leadership and Governance
Healthcare needs strong leadership that can enhance the quality of healthcare and curb failure in future. The leadership style that SaTH needs to implement to embrace accountability, transparency and multidisciplinary cooperation is a transformational one. Regular clinical audits, clinical performance monitoring and quality reviews on a board level should strengthen governance. Effective governance, risk management, and service evaluation should be based on compliance with CQC Regulation 17 (CQC, 2025). The literature indicates that organisations boasting of effective leadership have a better patient safety culture and clinical outcomes (Althobaiti, 2026). In order to improve leadership and governance, Shrewsbury and Telford Hospital NHS Trust (SaTH) needs to have a stronger application of Six Sigma principles, such as: Data-driven decision making, Continuous process improvement and Root cause analysis. To enhance patient safety, service quality and organisational performance, there is a need for leadership to keep a track of key performance indicators, minimise process variability and hold individuals accountable (Althobaiti, 2026).
[bookmark: _ocmpqtnbbet4][bookmark: _Toc236844808]3.2 Workforce Development
Workforce capability is an important element that should be developed to provide safe maternity care. SaTH is to implement compulsory competency testing annually, multidisciplinary training and ongoing professional development in obstetric emergencies, fetal monitoring and communication skills. Clinical decision-making and confidence should be supported with the help of structured mentoring of newly appointed clinicians. Safe staffing rates should also be ensured by workforce planning to reduce fatigue and clinical errors that can be avoided. Constant education has been demonstrated to enhance professionalism and patient outcomes (Naz et al., 2022). Shrewsbury and Telford Hospital NHS Trust (SaTH) should continue to develop the workforce using the Plan–Do–Study–Act (PDSA) cycle and to develop and enhance the ongoing learning and improvement process. Staff training, competency and feedback should be regularly reviewed and developed to fill gaps, support collaboration, facilitate better clinical practice and foster a culture of patient safety (Naz et al., 2022).
[bookmark: _hupln6t5lcsu][bookmark: _Toc236844809]3.3 Building a Positive Patient Safety Culture
The previous blame culture should be substituted by the learning culture that promotes openness, incident reporting and mutual learning. Quality assurance processes should be a part of regular patient safety meetings, anonymous reporting systems and regular feedback on patients and families. By encouraging staff and patients to communicate respectfully, patient-centred care will be enhanced and will restore trust on the part of the population. The psychologically safe place of work allows identifying potential risks at an early stage and facilitating an ongoing learning process of an organisation (Camacho-Rodriguez et al., 2022). The Shrewsbury and Telford Hospital NHS Trust (SaTH) can introduce the principles of Lean method into their working practices, to remove waste, to standardise processes within clinical practice and to involve frontline staff in ongoing improvement initiatives. Communication and the use of problem-solving meeting and visual management tools can help to reduce preventable errors, improve patient safety and create a culture of continuous quality improvement (Camacho-Rodriguez et al., 2022).
[bookmark: _4fmaa32c4w52][bookmark: _Toc236844810]3.4 Digital Monitoring and Clinical Governance
Maternity services should be integrated with digital technologies to enhance clinical governance and aid in making evidence-based decisions. Documentation can be enhanced with the help of electronic maternity records, digital dashboards and real-time monitoring systems; these systems will also help to promptly identify clinical worsening and multidisciplinary communication. The governance meetings should be informed by routine analysis of patient safety indicators and should help in undertaking corrective actions in a timely manner. NHS England emphasises the importance of effective communication and reliable information systems to minimise preventable harm and enhance patient safety (NHS England, 2026).
[bookmark: _roahs875pp9r][bookmark: _Toc236844811]3.5 Implementation Using Quality Improvement Methodologies
The combination of three complementary quality improvement approaches should be implemented. Pilot improvements should be done in the Plan-Do-Study-Act (PDSA) cycle, where the objectives of the planned improvements should be measurable, the new protocols and staff training, outcome evaluation and standardisation of successful interventions to be applied across the maternity services. PDSA helps in lifelong learning and sustainability (Manandi et al., 2023).
Connecting with PDSA, Lean methodology must eliminate all the inefficient processes, minimise delays and standardise the pathways of maternity care, so that the efficiency of operations is enhanced. Six Sigma can be used to supplement Lean as data-driven analysis can be utilised to find variation in processes, decrease avoidable clinical mistakes and enhance uniformity in care delivery. Integration of Lean and Six Sigma has been linked to the enhancement of the quality of healthcare and patient safety (Ahmed et al., 2024).
[bookmark: _8xzmtt78mmtu][bookmark: _Toc236844812]3.6 Evaluation Measures (Key Performance Indicators)
Key Performance Indicators (KPIs) should be used in monitoring the effectiveness of these interventions. This ought to involve a reduction in maternal and neonatal adverse events, a rise in incident reporting rates, adherence to NICE maternity guidance, staff training requirements, patient satisfaction, staff involvement and CQC inspection results. These indicators should be evaluated in quarterly governance reviews, which will allow for continual refinement of the improvement strategies and maintain their sustainability in the long term. Continuous performance monitoring will be vital in ensuring that continuous quality improvement is integrated, as well as rebuilding the confidence of the population in the NHS maternity services (Endalamaw et al., 2024).
[bookmark: _4kiuez48s10e][bookmark: _Toc236844813]4. Conclusion
The Shrewsbury and Telford Hospital NHS Trust maternity scandal illustrates how long-term leadership, governance, communication and organisational culture failures can lead to severe patient safety events and massive implications on the health of the populace. The Fishbone Diagram, the Five Whys and the Donabedian Model and SWOT analysis were used to substantiate that the quality issues in focus were not caused by individual clinical errors but rather that there were systemic issues. The outcomes reinforce the importance of sustainable improvement, including greater clinical governance, use of evidence for decision making, development of the workforce, transparency and a culture of a lifelong learner. The suggested recommendations, with support from PDSA approaches, lean and six sigma, provide a simple framework for improving maternity care by empowering leadership, improving the safety of patients and introducing digital quality monitoring for maternity services and by embedding continuous quality improvement into practice. Lastly, quality assurance is an ongoing process, and required to ensure safe, effective and patient-centred maternity care.
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