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Quality management is a crucial aspect of efficient healthcare service delivery, which guarantees the safety of the services, their efficiency, evidence-based approaches, and patient-centred care. Quality management in health and social care is the ongoing observation, assessment, and enhancement of clinical and patient care processes, patient safety, and clinical outcomes, and organisational governance (World Health Organization, 2023). Quality management is mainly aimed at minimizing clinical-related risks, avoiding unnecessary injuries, enhancing patient experiences, and ensuring accountability in the healthcare facility. Models of clinical governance, risk management, patient safety, and continuous quality improvement are included in the packages of ideas that help establish high standards of care (Endeshaw, 2021).
Maternity services are one of the most sensitive healthcare service fields, in which the quality management failures can have devastating consequences, including maternal injury, neonatal complications, and avoidable deaths. In the given context, the Shrewsbury and Telford Maternity Scandal is considered to be one of the key instances of systemic quality failure in the history of the NHS. A series of clinical practice, leadership, communication, and governance failures was found in the Ockenden Review, which was made independent after about 20 years (World Health Organization, 2021). The report discovered that a significant number of deaths and injuries that had affected mothers and babies could have been prevented, given that correct measures of safety, monitoring protocols, and interventions based on evidence were taken. Particularly, the review found that 201 babies and nine mothers could have been given better care and made clinical decisions promptly (Ockenden, 2022). 
The scandal pointed to some severe issues like the organisational culture, absence of incident reporting, insufficient staff training, lack of responsibility, and failure to hear the patient concerns (NHS England, 2023).
This report is aimed at assessing the quality of the management failures and service enhancement mechanisms, which are related to the Shrewsbury and Telford Maternity Scandal, physically. The paper will examine the underlying causes of the quality issues identified with the help of the relevant theoretical models, like the Fishbone Diagram (Department of Health and Social Care, 2022). 
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Quality management failures in the area of maternity care should be analysed using sound theoretical and systems-based models, which can convincingly explain how preventable harm could have happened and continue to happen even in the long run. The Swiss Cheese model, root cause analysis (RCA), Fishbone Diagram, and the SWOT analysis are used in this report since they offer a complementary outlook to the investigation of clinical incidents, organisational vulnerability, policy failures, and areas of service improvement.
The reason why these frameworks are chosen is the vast amount of usage in the literature of healthcare quality improvement. The Swiss Cheese Model is especially applicable when it comes to the explanation of how the adverse events occur due to several layers of failure rather than a personal mistake, the root cause analysis helps in further exploring some background factors that lead to recurrent events (Shabani et al., 2024).  
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One of the most influential patient safety theories applicable in the process of risk management of healthcare is the Swiss Cheese Model built by James Reason. The model of healthcare systems suggests the presence of multiple defense layers in the healthcare systems, including clinical guidelines, employee competence, emergency procedures, executive oversight, and governmental institutions (Wiegmann et al., 2022).
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Figure 1: The Swiss Cheese Model
(Source: Wiegmann et al., 2022)
These multiple layers allow risks to cross all barriers to cause harm to patients as the holes in them coincide. This model is very relevant in the explanation of the occurrence of preventable maternal and neonatal harm in the context of the Shrewsbury and Telford case.
The ranks of failure can be determined as follows:
· clinical layer failure - inadequate monitoring of fetuses and a delay in the identification of fetal distress. 
· Poor communication between obstetricians and midwives leads to teamwork failure. 
· leadership failure - ineffective supervision and intrinsic incident response. 
· dissolved state capacity - inadequate implementation of safety standards. 
· regulatory failure - absence of timely intervention by outside sources. 
Recurring deficiencies in leadership, teamwork, learning mechanisms, and patient listening were identified in the Ockenden Review, and they all agree well with this theoretical framework (Mossialos et al., 2025).  
[bookmark: _Toc227258847]Root Cause Analysis (RCA)
Root Cause Analysis can be defined as a systematic approach to investigation that is very common in health care quality management to establish the underlying causes of incidents, negative outcomes, and failure to deliver services. In comparison to superficial analysis, RCA is aimed at finding answers to the question of why the dilemma was present continuously (Walshe and Smith, 2016). The Shrewsbury and Telford scandal stands to be of special interest to RCA since the failures have been going on for almost 20 years, which signifies systemic weaknesses. Some of the main root causes that have been identified in RCA are:
Weak Clinical Governance
Clinical governance had broken down, and this was the biggest problem. The standards of safety were not efficiently reviewed, monitored, and implemented.
Leadership Failure
There was no accountability, direction, or responsiveness of leadership. Observation indicated that unsafe practices were not addressed.
Poor Escalation Processes
Delay in escalating the emergency, especially with decisions regarding caesarean section, was repeated.
Learning Failure
The organisation did not use complaints and deaths to learn and continually failed to investigate incidents appropriately.
Cultural Failure
There existed a blame and justification culture that made the staff not want to raise issues.
This has been heavily assisted by the Ockenden findings, which determined that the Trust failed to investigate, learn, and improve on a number of occasions. 
[bookmark: _Toc227258848]Case Analysis: Shrewsbury and Telford Maternity Scandal
The Shrewsbury and Telford Hospital NHS Trust leak is among some of the biggest maternity scandals of the NHS. The Ockenden Review, which was independent, reviewed 1,486 families and 1,592 clinical incidents, of which most were taking place between 2000 and 2019 (Lampard, 2023). 
The review found:
· maternal deaths 
· neonatal deaths 
· stillbirths 
· avoidable brain injuries 
· delayed interventions 
· ignored family complaints 
Another common motif was the inability to recognize fetal distress and intensify emergency treatment. Critical failures were, e.g.:
Poor Fetal Monitoring: There was inadequate surveillance of fetal well-being during labour. Inability to interpret abnormal cardiotocography (CTG) resulted directly in avoidable deaths.
Delayed Emergency C-Sections: Emergencies were provided with a large delay in escalated mobile caesarean sections, even in a clinic-emergency situation.
Family Communication: Clarity was lacking even in the provision of explanations to families in the case of adverse incidents (Chambers and Taylor, 2021).
Ignored Complaints: Instances of complaints were either rejected or improperly investigated.
All these failures reflect long-term shortcomings in the governance of quality management and patient safety.
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The Donabedian Model is very applicable in the Shrewsbury and Telford Maternity Scandal in that it appraises the quality of healthcare based on structure, process and outcome. Structure means based on the level of staffing, governance mechanisms and training facilities, process deals with fetal monitoring, emergent C-sections routes, and ways of communication and outcomes are maternal deaths, neonatal deaths, patient satisfaction, and trust between family. This model is superior to the rest as it directly relates the organisational systems and care delivery to measurable patient outcome, and it is extremely practical to use when measuring healthcare quality. Its weakness though, is that it is capable of simplifying issues which are complex in culture and in management. Donabedian has a better model of service evaluation and improvement implementation than the Swiss Cheese Model (which is used to explain the failures in the system).
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SWOT analysis is able to critically assess both internal and external organisational factors that influence the quality of service. The reason why SWOT analysis is applied is that it will assess both internal shortcomings and external risk to the quality of maternity services including weak governance and reputational risk. It is more robust in strategic diagnosis and planning as compared to PDCA. This is limited by the fact that it is solely descriptive and does not give step-by-step implementation action.
	Strengths
	Weaknesses

	· Availability of NHS birth advice. 
· Presence of trained obstetric teams. 
· Existing governance framework 
· National policy support 
	· Weak governance 
· Staff shortages 
· Training gaps 
· Poor communication systems 
· Inadequate complaint management 
· Poor incident reporting 
· It is in these areas that the long-term failure of the quality of service was found. 

	Opportunities
	Threats

	· Adoption of electronic fetal monitoring. 
· Enhanced personnel capacity building initiatives. 
· Governance reforms 
· Improved family view-engaging systems. 
· Stronger regulatory oversight 
	· Reputational damage 
· Legal actions 
· Reduced patient trust 
· Staff burnout 
· Increasing service demand 


Table 1: SWOT Analysis of the Case Study
SWOT analysis shows the presence of structural frameworks, but some weak points and threats outnumbered strengths considerably.
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Figure 2: The Fishbone Diagram
(Source: Kumah et al., 2024)
The Fishbone Diagram (Ishikawa Model) suits well in determining multi-dimensional sources of quality failure. The Fishbone model is suitable since it identifies in a systematic manner several root causes of service breaking such as people, process, policy, and management issues. It provides more causal analysis as compared to SWOT. It can be very limited because it can over simplify interrelationships of causes and do not offer improvement strategies in isolation.
The causes can be categorized as atrocious in the following manner:
People
· Inadequate staff training 
· Poor leadership competence 
· Low self-esteem in voicing concern. 
· Poor multidisciplinary teamwork 
Process
· Delayed escalation pathways 
· Incidents of failure in incident investigation. 
· Poor documentation 
· Poor system of complaint responses. 
Policy
· Poor use of maternity safety measures. 
· Absence of local policy. 
Environment
· Staff shortages 
· Workload pressure 
· Resource limitations 
· Overcrowded maternity units 
Management
· Weak oversight 
· Poor supervision 
· Lack of accountability 
This framework, based on the system, contributes much to the fact that the scandal was caused by the interrelated failures and not a single-person mistake (Kumah et al., 2024).
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One of the problems that has been found to be significant was the disconnection between the national policy and local implementation.
The NHS had instituted policies on the following:
· fetal heart monitoring 
· during labour, risk assessment. 
· emergency C-section pathways 
· maternal safety standards 
Trust used to fail in implementing these standards. This is a clear indication that without measures of accountability, policies are not enough.
Weak Governance
There were inadequate clinical governance structures to implement safety standards.
Poor Policy Implementation
Deadlines on maternity safety were not always taken into account.
Training Gaps
The guidelines of staff training were poor throughout the Trust.
Weak Oversight
There was an absence of accountability systems and regulatory scrutiny.
There was a particular focus on the ineffective internal and external oversight systems in the Ockenden Review. This protracted ineffectiveness shows gaps in policy implementation on a systemic basis (Øvretveit, 2017).
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The breakdowns were devastating in quality, efficiency, and equity.
Quality
The quality of care and safety of patients were negatively impacted by poor fetal monitoring and interventions.
Efficiency
All these cases added costs in terms of litigation, investigations, and inefficiencies in operations.
Equity
Families were not properly treated, clearly communicated, and investigated in time. The service did not succeed, especially in:
· Patient-centred care 
· Transparency 
· Continuity of care 
· Safety assurance 
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Critical analysis of the literature and evidence in the case indicates that the failure of the system was mainly because of:
· Breakdown in governance 
· Weak leadership 
· Blame culture 
· Poor policy implementation 
· Lack of accountability 
The Swiss Cheese Model, RCA, Fishbone, and SWOT placed together offer a great base of evidence-based ideas of the root causes. The greatest lesson of this case is that successful governance, excellent leadership, clear communication, and unstoppable learning systems are the key to quality improvement (Care Quality Commission, 2023).
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Quality - Unsafe maternal care and avoidable deaths. 
Efficiency - Delays in emergency care and lack of coordination of care. 
Equity- Concerns of families being overlooked, transparency lacking, and trust lost. 
The recommendations are in line with:
· Clinical governance (Francis, 2013), reinforcing. 
· Improving the competency of staff (NHS England, 2023) 
· Incident reporting systems 
· Open safety culture 
· Regulatory compliance 
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One of the main suggestions is to strengthen clinical governance systems since compromised governance was the main source of long-term unsafe practice.
The Francis Report (2013) has highlighted several areas of governance systems that have to be monitored actively in terms of quality standards, patient safety, and accountability. 
Step 1: Have a Maternity Governance Board
At the Trust level, a special Maternity Quality and Safety Board must be established (Carayon et al., 2014).
There should be a board of:
· Director of Midwifery 
· Lead Obstetric Consultant 
· Governance Manager 
· Patient Safety Lead 
· Family representative 
Board meetings should be monthly to review:
· Maternal and neonatal incidences. 
· Emergency response times 
· Complaints data 
· Staffing levels 
· Audit findings 
Step 2: Create Governance Dashboards
A live dashboard ought to monitor:
· Fetal monitoring compliance 
· Response time of an emergency C-section. 
· Mortality and sickness rate. 
· Complaint closure time 
This enhances accountability and oversight directly.
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The PDCA (Plan-Do-Check-Act) cycle is very effective with regard to continuous quality improvement. This study is an ideal application of the PDCA cycle since it helps in maintaining a continuous, evidence-based improvement on maternity care by means of constant planning, implementation, monitoring and corrective action. NHS England encourages a common method of improvement based on continuous quality review and learning, and PDCA would be very appropriate to work on the significant safety breakdowns prevailing in maternity care (England, 2023).
PLAN
Present the priorities of quality concerns:
· Unsafe fetal monitoring 
· Delayed escalation 
· Poor communication 
· Ignored complaints 
Achieve SMART targets, including:
· The target(s) 30 Day C-section delay: 40% reduction in 6 months. 
· Complete 100% compulsory training on CTGs. 
· Response to complaints - Within 7 working days. 
DO
Implement improvement actions:
· Emergency escalation protocol 
· CTG interpretation training 
· Family liaison service 
· Compulsory review meetings of incidents. 
CHECK
Carry out monthly audits of:
· Time taken to respond to the labour ward. 
· Incident frequency 
· Patient satisfaction 
· Documentation quality 
Normal cycles of review are well promoted in the safety structures of NHS England (Samuel and Farrer, 2025). 
ACT
Based on results:
· Revise protocols 
· Update staff responsibilities 
· Introduce further training 
This brings about continual betterment.
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A significant cause of clinical failures was training differences. The maternity improvement plans provided by NHS England focus on the required mandatory training on safe maternity care based on competencies (NHS England, 2023). 
Step 1: Skills Training (compulsory)
Provide quarterly training in:
· CTG interpretation 
· Fetal distress recognition 
· Obstetric emergencies 
· Maternal haemorrhage management 
· Neonatal resuscitation 
Step 2: Competency Assessment
Training should be assessed in addition to being given by:
· Simulation exercises 
· OSCE-style evaluations 
· Clinical supervision 
Step 3: Annual Revalidation
She ought to have all of her maternity staff go through revalidation of competencies annually.
This enhances the quality of care and minimizes errors.
Have Effective Incident Reporting Systems
One of the greatest deficiencies of the case was the failure to investigate incidents.
The NHS Patient Safety Incident Response Framework (PSIRF) aids systematic reporting and learning regimes (Couto and Welch, 2026). 
Step 1: Online Incident Reporting System.
A digital reporting system needs to be centralised and introduced to:
· Adverse incidents 
· Near misses 
· Delayed interventions 
· Communication failures 
Step 3: Learning Dissemination
The important insights ought to be exchanged in the form of:
· Team briefings 
· Learning bulletins 
· Governance meetings 
This makes lessons put into practice.
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Step 1
Failure at efficiency was evident in the delay in emergency care.
The Lean method involves eliminating wastage and time.
There is no map emergency care pathway.
Map the process:
Admission to fetal monitoring, escalation to theatre, and delivery.
Step 2: Identify Delays
Key waste locations will be:
· Awaiting consultant approval
· Theatre delays 
· Handover gaps 
· Repeated paperwork 
Step 3: Streamline Pathway
Introduce:
· Special emergency theatre time
· One-call escalation system 
· Standardised handover tool (SBAR) 
This helps to avoid delays and enhance coordination.
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Six Sigma assists in cutting process variation and information disorder (Antony et al., 2023).
Use DMAIC:
Define
Key defects:
· Missed fetal distress 
· Delayed emergency decisions 
· Incomplete documentation 
Measure
Gather preliminary statistics on:
· Decision-to-delivery interval 
· CTG errors 
· Complaint resolution times 
Analyse
Identify causes:
· Poor training 
· Staffing shortages 
· Unclear responsibility 
Improve
Introduce:
· Digital CTG decision aid. 
· Escalation checklist 
· Consultant-led decision pathway 
Control
Maintain through:
· Quarterly audits 
· Board review 
· KPI reporting 
This helps to maintain quality improvement.
Promote Open and Transparent Safety Culture
There was a blame culture where staff were not able to voice concerns.
This has to be substituted with a just culture.
Step 1: Whistleblowing Protection
Offer anonymous reporting techniques to staff.
Step 2: Duty of Candour.
Families must receive:
· Honest explanations 
· Written updates 
· Apology meetings 
Listening to families has been greatly stressed in the Ockenden Review. 
Step 3: Leadership Visibility
Regulatory patrols with senior leaders at the labour wards should be made.
This restores trust and transparency.
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The last suggestion is enhanced compliance measures (Moran et al., 2021).
Step 1 Quarterly Compliance Audits
Audit against:
· NHS maternity standards 
· CQC safety requirements 
· Local governance policies 
Step 2: Leads by Named Accountability.
Have a clear responsibility assigned to:
· Maternity clinical lead 
· Governance officer 
· Training lead 
Step 3: External Review
External safety assessments on a year-round basis.
This does not allow unsafe practices to be perpetuated in the long term. Lean and Six Sigma are suggested since they do not limit to diagnostics but take action to give the process a new and ideal step to an upgrade and reduce the risk of defects. They are more action-oriented and are concerned with minimizing waste, errors and delays in maternity pathways compared to SWOT or Fishbone.
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Finally, this report critically assessed the quality management failures and service improvement requirements that happened as a result of the Shrewsbury and Telford Maternity Scandal, which demonstrated severe governance weaknesses, patient safety culture, and service accountability. Results revealed that maternal and neonatal mortality would be prevented, unsafe maternity care would be demonstrated, and delays in emergency caesarean surgery, improper fetal monitoring, and ineffective communication with families would be systemic failures as opposed to individual clinical mistakes. 
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