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1. Introduction 
Quality assurance is an essential element of health care systems, which ensures that care is safe, effective and provided at an acceptable level. In maternity services, this is a crucial factor because of the complicated, risky and time-sensitive nature of care given to mothers and newborns. However, with the presence of national policies, clinical guidelines, and regulatory frameworks in the National Health Service (NHS), the data provided by large-scale public inquiries indicates that major issues in care still persist (Francis, 2013; Kirkup, 2015). These failures can hardly be attributed to personal mistakes, but they are frequently caused by the organisational culture, leadership, governance and quality assurance processes (World Health Organisation, 2020).
One notable case of these systemic failures is the maternity services crisis in Shrewsbury and Telford Hospital NHS Trust, which is the focus of this report. During the span of decades, especially the period between the 1970s and 2019, the Trust was linked with recurring cases of poor maternity with cases such as maternal deaths, stillbirths and brain injuries in the infants (Department of Health and Social Care DHSC, 2020). The complaints by families and healthcare workers were often disregarded or addressed as a one-off event, and not as a sign of organisational failure (Kirkup, 2015). This ignorance and inaction enabled unsafe behaviours to continue and become entrenched in the service.
The extent of the problem was uncovered due to the independent Ockenden Review, which grew to encompass about 1,862 families, becoming one of the largest inquiries in NHS history (Department of Health and Social Care, 2020). Initial evidence was grounded on 250 comprehensive case studies, and the information provided by more than 800 families who expressed serious concerns about their care (Department of Health and Social Care, DHSC, 2020). Moreover, over 750 cases of unfavourable outcomes were determined, with some of them being deemed preventable, and they indicate the continued lack of effectiveness in the patient safety and quality assurance mechanisms (DHSC, 2020). According to the national data, more than 542,000 deliveries were recorded in NHS hospitals in England in 2024-2025 (NHS Digital, 2025).
The results showed extensive clinical practise lapses, such as ineffective foetal monitoring, latent escalation of concerns, ineffective risk evaluation and inefficient multidisciplinary communication (Department of Health and Social Care, 2020). The problems were also augmented by poor leadership, poor governance, and an organisational defensive culture that discouraged learning and hampered the possibility of the staff and families raising issues (Francis, 2013). Consequently, the Trust could not recognise past events and hence causes of harm have been perpetuated with time.
Given the complexity of these failures, a systems-based approach is needed to explain how numerous causes caused adverse consequences. Thus, this report will evaluate the situation using several quality improvement and analytical frameworks. The Root Cause Analysis (RCA) and Swiss Cheese Model detect system failures and organisational shortcomings that cause harm. SWOT analysis will assess organisational strengths and weaknesses, and the Plan-Do-Study-Act (PDSA) cycle will examine how continuous quality improvement may have been better implemented. In addition, the Donabedian Model will be used to evaluate maternity care organisation, process, and results (Donabedian, 1988).
This report will critically evaluate the Shrewsbury and Telford Hospital NHS Trust case to establish the underlying causes of quality failure in maternity services. It will discuss the role of systemic, organisational and policy-related causes in these failures and examine their effects on care quality, efficiency and equity. Evidence-based recommendations will also be proposed in the report to facilitate the sustainable enhancement of patient safety and service provision in maternity services.
2. Main Body
2.1 Root Cause Analysis (Fishbone Diagram)
Root Cause Analysis (RCA) is a systematic method of determining the root causes of negative events and, as a result, allows healthcare organisations to go beyond the superficial descriptions of the issues and explore the systemic failures. RCA has a vital role in enhancing patient safety in maternity care, where organisational processes and clinical decisions have a very strong impact on clinical outcomes (NHS England, 2023). The Fishbone diagram, which was used in the current report, offers a graphical model to classify the interrelated reasons of failure at the Shrewsbury and Telford Hospital NHS Trust.
[image: ]Figure 1: Fishbone Diagram illustrating root causes of maternity service failures at Shrewsbury and Telford Hospital NHS Trust (Source: Self-made)
The Fishbone analysis proves that the failures at the Trust were both multifactorial and entrenched within organisational systems. One of the major factors that led to this was poor management and leadership, whereby warning signs were disregarded repeatedly, and their accountability mechanisms were poor. The Ockenden Review pointed out that the leadership did not respond to the issues raised by the staff members and families, which led to the continued existence of unsafe practices over time (Knight and Stanford, 2022). This is indicative of broader findings that inefficient governance systems can considerably undermine patient safety and learning in organisations (Care Quality Commission, 2023).
These failures were also enhanced by staffing problems, especially in the form of a lack of trained staff and poor professional training. Clinical competence and decision-making in real-time are imperative in maternity services; the Trust displayed training gaps, particularly on fetal monitoring and escalation of risks (Dall'Ora et al., 2022). According to recent studies, the problem of inadequate workforce capacity and inability to train continuously is directly related to clinical risk and worse patient outcomes (Dyer, 2022). This implies that the constraint of the workforce was not only an issue of business but also a matter of life-threatening factors.
Clinical process failures were also a significant contributor to poor outcomes. Lack of uniformity in following the national guidelines, together with poor audit and risk assessment systems, resulted in variability in care delivery. The Ockenden Review indicates that negative incidents were frequently accepted instead of being examined so that meaningful learning and improvement could not occur (Knight and Stanford, 2022). These types of failures in processes emphasise the value of well-organised clinical governance systems in quality and safety.
Also, a lack of communication was apparent within multidisciplinary groups and between medical workers and patients. Poor communication resulted in slow escalation of clinical deterioration and inability to identify the concerns of the patient. The current state of patient safety literature notes that communication failures are one of the most common causes of preventable harm in a healthcare environment (WHO, 2020).
Lastly, organisational culture was a key factor that perpetuated these failures. The existence of a blame-focused and defensive culture did not encourage the staff to voice their concerns and made poor performance a standard practise. This psychological insecurity restricted the transparency and hindered organisational learning. A positive safety culture is critical to the detection of risks and the enhancement of care quality, as the recent NHS reports suggest (NHS England, 2023).
On the whole, the Fishbone analysis reveals that the failures at Shrewsbury were not isolated but were systemic in nature, and show that quality improvement requires an integrated organisation-wide approach.
2.2 Systems Approach to Failure 
The view of healthcare failures as occurring through interactions between a number of organisational factors, as opposed to individual errors, is becoming increasingly popular. According to Systems Theory, healthcare organisations are complex systems in which the breakdown of one part of the system can affect other parts, resulting in the risk accumulating (Braithwaite et al., 2017). This view is crucial in the Shrewsbury and Telford Hospital NHS Trust, where leadership, staffing, processes, and culture have been seen as the main causes of poor maternity outcomes.
The Swiss Cheese Model also demonstrates the occurrence of patient harm when several layers of defence fail in concert (Wiegmann et al., 2022). Every layer is a symbol of the protection of clinical guidelines, competency of the staff and incident reporting systems, though the gaps or holes in the layers could be met, and the damage is possible (Wiegmann et al., 2022; Reason, 2000). In the Shrewsbury case, weaknesses in governance, ineffective clinical practices, and ineffective communication provided an environment in which these voids intersected to cause maternal and neonatal harm that could have been avoided.
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Figure 2: Swiss Cheese Model (Source: Self-made)
As well, the 5 Whys method may be applied as an auxiliary tool to investigate root causes by asking why something failed over and over again. As an illustration, the latency in escalation can be attributed to the lack of training, which, in turn, is caused by the general organisational problems, such as the lack of investment in the development of the workforce. This supports the need to control the underlying systemic causes instead of immediate failures.
On the whole, a systems approach emphasises that sustainable improvement involves coordinated changes at various organisational levels instead of single interventions.
2.3 Donabedian Model Analysis
The Donabedian Model provides a structured framework for evaluating healthcare quality through three interrelated components: structure, process and outcomes. This model is particularly useful in analysing complex healthcare failures, as it enables a comprehensive assessment of how organisational conditions and care delivery processes influence patient outcomes (Ayanian and Markel, 2016). In the context of the Shrewsbury and Telford Hospital NHS Trust, the model offers critical insight into how systemic weaknesses contributed to adverse maternity outcomes.
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Figure 3: Donabedian Model applied to Shrewsbury Maternity case (Source; Self-made)
Leadership, staffing, and resource distribution were structurally flawed at the Trust. The Ockenden Review found that insufficient staffing levels, a lack of expert training, and poor governance frameworks made it unable to provide safe care consistently (Knight and Stanford, 2022). Due to underinvestment in personnel development and clinical infrastructure, the company struggled to meet rising service needs. Today, structural problems, notably in workforce capacity and leadership, are substantially linked to worse care quality and patient risk (NHS England, 2023). Thus, Trust structural weaknesses caused care delivery failures.
The process component includes clinical guidelines, communication, and incident management. Multiple process failures were observed in the Shrewsbury case, including insufficient foetal monitoring, delayed complication escalation, and uneven national recommendations. Ineffective incident reporting systems rejected or underinvestigated adverse incidents, impeding organisational learning (Care Quality Commission, 2023). These issues are widespread in healthcare systems, where poor clinical process execution can compromise patient safety even with recommendations. Ineffective multidisciplinary team communication and unwillingness to listen to patient concerns further hampered care delivery, emphasising patient-centred practice gaps (WHO, 2020).
These structural and process failures caused needless maternal deaths, stillbirths, and neonatal injuries. Over time, these results show that the organisation failed to identify and address damage patterns. Critically, the Donabedian Model shows that structure and process significantly influence outcomes. Weak organisational mechanisms and service delivery practices normalised adverse outcomes in this scenario.
The Donabedian Model provides a straightforward framework for quality analysis, but its linear approach may oversimplify healthcare systems. Healthcare environments are dynamic, and organisational culture and human behaviour interact beyond the model's categories (Braithwaite et al., 2017). The model still shows how multilevel failures caused Shrewsbury's systemic meltdown.
2.4 SWOT Analysis 
SWOT analysis is a strategic instrument that is applied to analyse the internal strengths and weaknesses in relation to external opportunities and threats in an organisation. It aids critical evaluation of the performance of the healthcare services and enlightenment of the quality improvement strategies (Gurel and Tat, 2017). SWOT analysis can be utilised in the case of the Shrewsbury and Telford Hospital NHS Trust to develop a systematic comprehension of the systemic issues that result in the failure of the maternity services.
Table 1: SWOT Analysis
	Strengths
	Weaknesses

	Established maternity service
	Poor leadership and governance

	Access to national guidelines
	Inadequate staffing and training

	Existing clinical frameworks
	Weak incident reporting systems

	Opportunities
	Threats

	NHS safety frameworks (PSIRF)
	Workforce shortages

	CQC regulatory oversight
	Increasing service demand

	Staff training initiatives
	Blame culture and fear of speaking up.


On the internal view, the Trust did have some areas of strength, especially in the fact that it had a maternity service system in place and access to national clinical guidelines that aimed to standardise care. The presence of such structures, such as NICE guidance and NHS safety programmes, shows that the organisation was able to access relevant clinical knowledge and regulatory support structures (NHS England, 2023). However, these strengths were not translated into effective practice, hence indicating a gap between the availability of policy and actual implementation.
The Trust's weaknesses, in contrast, were substantial and entrenched. According to the Ockenden Review, the systemic failures in leadership, governance and staffing, and, consequently, safe care delivery, were found (DHSC, 2020). Poor staffing and specialist training impaired the responsiveness of clinicians to complications. Moreover, the ineffective incident reporting systems and the inability to escalate the concern did not allow organisational learning to take place. More importantly, these flaws are not single incidents, but problems within the system, which means that the internal quality assurance systems have failed.
Externally, various opportunities existed that could be utilised to improve. They comprised a rise in regulatory expectations by the Care Quality Commission, new national patient safety frameworks like PSIRF, and the rising focus on staff training and safety culture in the NHS (Care Quality Commission, 2023). These opportunities were a ground for service improvement, but the organisation did not take advantage of them.
On the contrary, the Trust experienced considerable risks, such as increased pressure on maternity services and broader workforce shortages throughout the NHS. These pressures added more strain on the already scarce resources and added to the service inefficiencies (NHS England, 2023). Also, an organisational culture that was defensive in nature and fear of blame deterred transparency and reporting of errors, which further contributed to the inability to respond to safety concerns in the organisation.
In general, the SWOT analysis reveals that despite the external possibilities of the changes, the internal weaknesses and the cultural barrier did not allow significant changes to take place. This goes to affirm the need to match organisational capabilities with external support mechanisms in order to realise sustainable quality improvement.
3. Recommendation
3.1. PDSA
The results of the analysis indicate that the enhancement of maternity safety in the Shrewsbury and Telford Hospital NHS Trust requires a systematic and long-term strategy. The plan-do-study-act (PDSA) cycle is an iterative and pragmatic model of change implementation and evaluation of change in a complex healthcare setting (Taylor et al., 2014). PDSA is also more adaptable and capable of continuous learning compared to linear improvement approaches, and it is especially applicable to the systemic failures that were revealed in this case (Taylor et al., 2014).
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Figure 4: PDSA cycle for QA Applied to Shrewsbury (Source: Self-made)
During the planning stage, the organisation should first identify the areas of priority where the root causes need improvement, especially the leadership accountability, staffing competence, and incident reporting systems. They should have clear targets to achieve, including becoming more compliant with foetal monitoring rules and enhancing escalation measures. Multidisciplinary collaboration and interaction with patients are also required in this stage so that the interventions that are adopted are in line with clinical and patient needs. There are indications that inclusive planning enhances the success and sustainability of quality improvement programmes (Taylor et al., 2014).
The Do stage is the implementation of proposed changes on a small scale before extensive use. To illustrate this point, special staff training programmes in the areas of foetal monitoring and escalation procedures can be implemented in the chosen maternity units. Moreover, the updated incident reporting systems could be piloted to make sure that the negative events are reported and analysed. Making changes step-by-step decreases the risk and gives organisations an opportunity to make interventions more refined on the basis of real-life feedback (NHS England, 2023).
During the study phase, the data gathered in the implementation stage should be analysed to determine whether an improvement has been realised. The important indicators can be the decrease in the number of adverse incidents, better reaction to the escalation situations, and higher confidence of the staff in reporting the concerns. More importantly, this stage involves organisations to go beyond data gathering and act on the results to determine the successes as well as areas that need further refinement. The studies show that the inability to analyse performance data effectively is one of the most frequent obstacles to successful quality improvement (Reed and Card, 2016).
Lastly, the action phase entails standardising effective interventions and incorporating them into everyday practise. In case no better results are attained, it should be reiterated with the adjustments applied. It is vital to incorporate changes in organisational culture to make it sustainable in the long run. This involves the continuous training of staff, leadership involvement and constant performance checks.
Nevertheless, PDSA has been praised as one of the most commonly applied methods in healthcare, although its inconsistent use and insufficient methodological rigour have been observed in certain environments (Reed and Card, 2016). Thus, it requires adequate implementation, leadership and organisational dedication to continuous improvement.
3.2 Benchmarking and Performance Measurement
The process of benchmarking is one of the most important parts of quality improvement because it allows healthcare organisations to compare their performance to the formulated national standards and pinpoint the gaps in service provision. Benchmarking in the context of the Shrewsbury and Telford Hospital NHS Trust is necessary to consider the level of quality failures, as well as track improvement after the introduction of improvement plans. Through adhering to the national frameworks, including those established by NHS England and the Care Quality Commission (CQC), benchmarking leads to accountability and ongoing improvement (NHS England, 2022).
In the review of Ockenden, a significant disparity between the standards of care expected and their actual performance was found in the Trust, especially concerning incidence reporting, clinical governance, and safety culture (Norman, Stock and Harmer, 2022). As an example, national standards state that all serious incidents should be discussed as soon as possible and within the organised frameworks like the Patient Safety Incident Response Framework (PSIRF). Nevertheless, the Trust data indicated that a major percentage of incidents were either postponed or not examined at all, which restricted chances of organisational learning. This brings out an imperative gap in governance and justifies the systematic tracking.
On the same note, audit process benchmarking demonstrates the differences between actual and expected practise. Though national advice suggests that multidisciplinary audits should be conducted on a regular basis to provide quality assurance, the Trust showed ad-hoc and irregular audit results. The enhanced compliance and accountability could thus be supported by strengthening audit frequency and providing outside control (Care Quality Commission, 2023).
Moreover, safety culture benchmarking is critical, since according to national staff surveys, most NHS personnel must be assured that they can be confident to raise concerns. Conversely, according to the evidence of the case of Shrewsbury, the culture of fear and blame did not allow the staff to speak, which turned out to be a severe barrier to patient safety (NHS England, 2023). To eliminate this gap, the specific cultural change programmes should be implemented with the help of leadership involvement and empowerment of staff.
In general, benchmarking offers quantifiable metrics to monitor progress and make sure that implemented changes are beneficial and can be supported by the PDSA cycle. It also strengthens transparency as it allows organisations to show that they are in compliance with national standards of safety.
Table 2: Benchmarking Table (Shrewsbury Case)
	Benchmark Indicator
	National Standard
	Hospital Performance (Before)
	Expected Performance (After Improvement)

	Clinical Governance & Incident Learning
	100% incidents reviewed under PSIRF (NHS England, 2022)
	Delay and incidents underreporting (Department of Health and Social Care, 2020)
	≥95% timely reviews of incidents and integration of learning.

	Audit & Review Processes
	Regular multidisciplinary audits (CQC, 2023)
	Lack of regular and periodic audits.
	External auditing is monthly.

	Leadership & Safety Culture
	Staff feel safe to raise concerns (NHS England, 2023)
	Fear of reporting out; blame culture.
	Better reporting culture and involvement of staff.

	Policy Adherence (Maternity Safety)
	Full compliance with NICE guidelines
	Ineffective compliance with fetal monitoring and escalation measures.
	Considerable compliance by training and monitoring.


4. Conclusion
This report has provided a critical analysis of systemic quality breakdowns in the maternity care at the Shrewsbury and Telford Hospital NHS Trust, showing that poor outcomes were not caused by a single clinical error but a systemic organisational frailty. By implementing the usage of the Root Cause Analysis, the Donabedian Model and the SWOT analysis, it has been determined that leadership, staffing, governance, communication and organisational culture failures are all the factors that led to preventable maternal and neonatal harm. The Swiss Cheese Model-based systems-based perspective also emphasised how the various layers of defence overlapped each other and resulted in risks becoming actual events in dangerous forms.
The results underscore the fact that quality assurance cannot be done effectively just because policies and guidelines are in place, but because they have to be implemented continually with great leadership and a favourable safety culture. Application of the PDSA cycle revealed that systematic, cyclic methods may be used to create continuous improvement and benchmarking offered objective markers to track improvement against national benchmarks. Nevertheless, the continued failures in the Trust demonstrate that unless organisations are committed and accountable, it is unlikely that improvement strategies will bear sustainable results.
In general, the case of Shrewsbury highlights the need to implement a comprehensive, system-wide approach to quality improvement in healthcare. The provision of patient safety is a process that involves all levels of the organisation working together and the processes of learning and continuous change, which are facilitated by transparency and cultural change.
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Figure 3: PDSA cycle for quality improvement (NHS England, 2023; Taylor et al,, 2014; Reed and Card, 2016)





