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Effective healthcare delivery relies on the pillars of quality assurance and constant improvement of the service, which provide patients with safe, equitable, and efficient care. Failure to adopt effective clinical governance and quality management systems can be disastrous when healthcare organisations are involved. This report is an analysis of a huge public health problem and quality concern that the Shrewsbury and Telford Hospital NHS Trust (SaTH) encountered, which has been the victim of significant allegations of a maternity scandal in the United Kingdom. The case of harm resulting from systematic failures in the maternity services of the trust between 2000 and 2019, has been the focus of the historic 2022 Ockenden final report. Through this extensive research, it is possible to determine that SaTH is often incapable of saving women and their infants at the most critical moments in their lives.
The magnitude of the service failure at SaTH is unprecedented in the contemporary NHS. These accidents led to deaths of mothers, neonatal injuries, stillbirths, and deaths of babies. The statistical abnormalities, including the fact that the caesarean rate of the trust was 14% in 2005, compared with the national average of 23.2% in the UK, were a very strong sign of poor care quality and an unsuitable lack of readiness to intervene when clinically necessary (Ockenden, 2022). This scandal is not rooted in single human errors, but rather in a multi-layered, system, policy and organisational culture failure (Ockenden, 2022). Indicatively, the Ockenden Report (2022) established that the trust failed to hear the issues of women and their families, preferring to accuse them of care errors and omissions.
This report is aimed at critically examining the root causes of this maternity scandal based on pre-existing theoretical models, such as the Donabedian Model, the 5 Whys, and the Fishbone Diagram. Through assessment of structural, procedural, and cultural shortfalls at SaTH, this analysis will help identify the major gaps in clinical governance including the absence of compliance with National Institute for Health and Care Excellence (NICE) standards on foetal monitoring and workplace culture. Moreover, the tools of strategic planning, namely, a SWOT analysis will be used to analyse the existing internal and external environment of the trust. Lastly, evidence-based recommendations will be presented in the report, with the implementation strategy being based on the methodologies of Plan-Do-Study-Act (PDSA), Lean, and Six Sigma to guarantee the long-term quality improvement and recovery of patient safety.
[bookmark: _Toc225829418][bookmark: _Toc226013483]A systematic analysis of the SaTH failures
To comprehend the systemic failures at SaTH, it is imperative to implement powerful analytical frameworks that can disaggregate complex healthcare settings into quantifiable elements. Quality management in healthcare does not only imply assessment of the clinical outcomes, but also of the structures and processes beneath them. The following takes a crack at this effort:
[bookmark: _Toc225829419][bookmark: _Toc226013484]The Donabedian Model
The Donabedian Model is a popular model of assessing the quality of healthcare according to the three different yet connected factors; Structure, Process, and Outcome (Yang et al., 2025). Due to its effectiveness, it is heavily used in healthcare settings, including but not limited to operations theaters as well as emergency rooms and ICUs and oncology facilities (Yang et al., 2025).
	

	This is the physical and organisational attributes in which healthcare is provided such as facilities, equipment, human resources and funding (Yang et al., 2025).
There were deep structural failures at SaTH. It was understaffed and poorly governed on safety (Ockenden, 2022). 
In addition, the absence of adequate equipment, old monitors, and inadequate funding also indicated the failure by the trust to utilise resources to allay their care service concerns.
	This area is concerned with the process of actual care delivery and interaction of patients and providers. Malfunction of processes in SaTH was systematic.
The personnel in the trust did not evaluate and identify abnormal cardiotocography (CTG) tracings, which interfered with NICE guidelines (BBC, 2022). 
Also, the SaTH did not cheque blood pressure and foetal heart rate of mothers as the collaboration was not good and the escalation was delayed. 
Another blatant failure was in the governance processes; in 2011-2019, the trust did not even investigate 43 and 40 percent of neonatal death cases and stillbirth cases respectively (Ockenden, 2022).
	This is the final impact of healthcare on the health status of the patient (Yang et al., 2025). The results in SaTH were disastrous because of the failed structures and processes (Ockenden, 2022).
Poor standards in quality and safety in healthcare environments were breached as the care was unsafe and resulted in injuries and death. 
The final results were the recurring maternal and infant mortality coupled with the serious violations of the healthcare equity and efficiency of the services.
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Whereas the Donabedian Model breaks the system down into categories, the Root Cause Analysis (RCA) tools break it down to the specific failures. Through the fishbone diagram as well as the 5 Whys framework, this review intends to figure out the primary cause behind the disastrous failures by SaTH trust.
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Figure: Root Cause Analysis of the SaTH Maternity Scandal through the Fishbone diagram (Ockenden, 2022)
To analyse the causes and effects behind an event and to uncover the factors responsible behind said event, a fishbone or Ishikawa diagram (name attributed to its creator) is used as a visual tool that portrays the connection between said factors in a diagram that mimics the bone-skeletal structure of a fish (Kumah et al., 2024).
The Fishbone (Ishikawa) diagram above is an extensive breakdown of the multidimensional cause of the maternity scandal at the Shrewsbury and Telford Hospital (SaTH) into six domains. Under the Man category, the immediate risks were caused by chronic understaffing and a severe deficiency of clinical training on cardiotocography (CTG) interpretation, compounded by an organisation-wide culture of bullying that prevented the escalation of team-based efforts. There were systematic methodological flaws; clinical governance was lax and NICE guidance was deliberately subverted to enable the trust to conceal more than 40 per cent of serious incidents to continue making falsely low statistical allegations on caesarean section (BBC, 2022). Alongside these human and procedural mistakes was serious deficiency in the machine, namely, the use of old foetal monitors that could not sufficiently monitor foetal distress (Ockenden, 2022). More importantly, the domain of Measurement is the reason to point out an apocalyptic failure of quality auditing; the trust was accustomed to misunderstanding-mishandling clinical metrics and was not tracking the data on adverse incidents and was simply not following the standards of MBRRACE benchmarking (McDonagh Hull, Boulton and Lashewicz, 2025). 
Lastly, these failures in the operations were supported by harmful environmental factors. Namely, a closed, dismissive organisational culture that did not welcome external challenge, and a shortage of suitable resources in the form of sufficient funding and misinformation being provided to families. Combined together, these overlapping variables are used to explain that the SaTH tragedy was not inflicted by a few one-off clinical mistakes, but a complete and catastrophic system failure.
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The 5 Whys technique is often used as a diagnostic tool for cause-and-effect analysis (Serrat, 2017). As an additional way of delving into these aspects, the 5 Whys framework will be used to investigate a particular critical failure, namely repeated cases of avoidable neonatal injuries.
	Why Stages
	Analysis

	1. What is the cause of avoidable neonatal injury?
	Due to the fact that the heart rates of babies were not regularly checked by the staff (Ockenden, 2022).

	2. Why do employees not cheque heart rates?
	They did not evaluate and identify abnormal CTG tracings and had poor cooperation and escalation timeliness (Ockenden, 2022).

	3. What was the cause of delayed escalation and tracings that were not identified?
	Due to the lack of staffing and sufficient training, as well as the use of old monitors.

	4. Why was there insufficient training and out-of-date equipment? 
	Since the management failed to realise the right trend of their ineffective treatment and they could not determine what to do to avoid damage, then this pointed to a lack of leadership skills.

	5. Why does leadership not work?
	The maternity governance team of the trust had an undermining attitude towards serious incidents, attempted to evade external inspection, and developed a dismissive culture founded on the fear of speaking up (Ockenden, 2022).


This RCA aligns with the Swiss Cheese Model of accident causation, which illustrates how layers of defence (Management, Workforce, Processes, Communication, Equipment, and Culture) each had "holes" or latent failures that eventually aligned to permit catastrophic harm (Wiegmann et al., 2022).
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According to Gurel and Tat (2017) “SWOT Analysis is a tool used for strategic planning and strategic management in organizations. It can be used effectively to build organisational strategy and competitive strategy”. A SWOT analysis must be conducted to assess the external and internal variables that influence the capacity of SaTH to undergo a process of reform in order to bridge the gap between analysis and strategic improvement. The SWOT analysis is as follows.
	Strength
	Weaknesses

	· As an NHS Trust, SaTH has access to national resources, standardised policy frameworks, and external regulatory oversight to support recovery (Kletter et al., 2025).
· The publication of the Ockenden Report provides a clear, evidence-based roadmap for necessary improvements.
	· Weak leadership and lack of accountability significantly undermine operational effectiveness. 
· A toxic organisational culture, with reports of bullying and staff anxiety, contradicts the workplace wellbeing principles outlined by NICE (2015). 
· Poor communication, characterised by delayed information flow and a lack of transparency with families.



	Opportunities
	Threats

	· Potential for a comprehensive overhaul of clinical governance through alignment with national frameworks.
· Adoption of the Care Quality Commission (CQC) inclusive leadership approach to enhance innovation, risk management, and staff wellbeing (CQC, 2024).
· Integration of the Emergency Preparedness, Resilience and Response (EPRR) framework to improve risk identification and emergency responsiveness (Doughty et al., 2020).
	· Significant reputational damage and loss of public trust due to historical failures in care (Griffith et al., 2020).
· Ongoing legal risks, including potential medical negligence claims.
· Continued financial and operational pressure arising from regulatory scrutiny and repeated investigations.
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The above identified root causes are enhanced by a structural incapacity to benchmark against healthcare policies. The National clinical guidelines (NICE) expressly require the evaluation of foetal heart rate, maternal blood pressure and hypertension management (NICE, 2019). These protocols were regularly not adhered to by SaTH staff (Ockenden, 2022). Also, MBRRACE-UK is an audit guideline which stipulates that every hospital should investigate and review the maternal and neonatal deaths to improve the quality of care provided; but SaTH never did so, which indicated that it was unable to sustain clinical governance (Ockenden, 2022).
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The deep structural, procedural and cultural failures at the Shrewsbury and Telford Hospital NHS Trust needs a multi-faceted implementation plan. To address the systemic problems that the Ockenden report has identified, incremental changes will not be enough. Rather, SaTH needs to implement vigorous, unremitting quality improvement techniques as high standards for quality and safety needs to be adhered to in the healthcare industry since subpar care causes harm and death (Jha et al., 2013). The recommendations, which follow, are supported with the proven operational tools: PDSA (Plan-Do-Study-Act), Lean principles, and Six Sigma.
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The lack of ability to investigate and enhance its care system was the most apparent process failure at SaTH, and maternity governance teams were actively disdaining severe incidents (BBC, 2022). To address this, SaTH should introduce a stringent, open and non-punitive reporting mechanism on incidences that is compliant with the MBRRACE-UK auditing protocols. To carry out this structural change in an iterative way, the PDSA cycle for quality improvement that emphasizes on learning is the most appropriate (Bugnitz and Sandberg, 2025). The next section provides a recommended PDSA cycle:
· Plan: Leadership should compose a new, compulsory reporting policy, in which all adverse events, maternal deaths or injuries to the neonate would be automatically recorded to a central system, under external audit. The plan should put in place a special clinical governance committee to look at such reports on a weekly basis, eliminating the influence of the local management to shirk outside scrutiny.
· Do: SaTH should implement a new reporting system in one pilot programme in one maternity ward. At the same time, launch an aggressive staff education on system usage, so that they can know that reporting is a patient safety act, and is not an invitation to disciplinary measure (Forkuo-Minka, Kumah and Asomaning, 2024).
· Study: Analyse the data after 30 days to find out whether there is an increase in incident reports. (The increase at the beginning will show that there was a successful cultural change that went towards transparency). Are the near-misses being identified and reported by staff appropriately? The frontline staff should be asked to provide feedback on the usability of the reporting tool.
· Act: Depending on the pilot success, it should modify the protocol accordingly, such as streamlining the digital interface, to save time, and implement the required system systemwide in the trust. This forms an ongoing cycle of education and responsibility, and this is the direct battle against the past failure to investigate stillbirths and deaths in newborns.
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It was reported that the culture at SaTH was one of dismissiveness, where staff reported being bullied and anxious, and families were blamed in case of omissions in care (BBC, 2022). In addition, poor health outcomes were created by poor communication and late updates. Originally based on manufacturing, lean methodology aims at maximising value by removing what is termed as waste, which, in the health care environment, can be viewed as wasted time (delays in care), wasted motion, and the systemic waste of a toxic, uncommunicative culture (D’Andreamatteo et al., 2015). To implement this, SaTH needs to:
· Eradicating Process Delays: The process of tracing the path of a pregnant patient on the triage and escalation process should be done through the lean mapping. Mapping the value stream will allow the trust to understand where the bottlenecks are precisely (e.g., the delay in escalating the abnormal blood pressure readings). The use of standardised communication frameworks (e.g. SBAR, Situation, Background, Assessment, Recommendation) should be made mandatory to eradicate conversation ambiguity and provide effective clinical escalation (Ellis, 2020).
· Cultivating Openness: Lean is based on the respect towards people. The trust should eliminate its unhealthy hierarchy. Under CQC inclusive leadership policies, the line managers are supposed to be trained so that they can create a positive atmosphere where the staff will feel the freedom to raise their voices without the fear of being punished. Moreover, candid and transparent communication with families and patients should be turned into a Key Performance Indicator (KPI) that follows the UK National Health principles of a personalised and honest communication.
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SaTH also had high variability in clinical ability, especially in the inability of the staff to evaluate and identify abnormal CTG tracings, and the use of old monitors. Six Sigma is a factual approach that aims to remove mistakes-defects and achieve variation in the processes. In medicine, a mistake or a defect is anything that violates evidence-based clinical practise and results in patient harm (Monteroso et al., 2024). The Six Sigmas for SaTH to implement include:
· Define: In this case, the target of SaTH is to reach a 100 per cent adherence to NICE clinical guidelines on the fetal heart rate and maternal blood pressure measurement.
· Measure: The trust should audit the existing levels of trustworthiness with respect to the current levels of competency of all midwifery and obstetric employees in terms of the CTG interpretation. At the same time, there should be an inventory audit that will determine the shortage of operational, up-to-date monitoring equipment.
· Analyse: SaTH should make every possible effort to find out the difference between the present situation and the expected standard. The analysis will presumably demonstrate that the use of outdated monitors and staffing/training understaffing/training are the key variables that lead to the occurrence of defects (missed distress signals).
· Improve: There should be an immediate reallocation of capital in which all old foetal monitors should be replaced. At the same time, standardised and compulsory CTG training modules should be introduced among all clinical personnel. Clinical floor work should have the prerequisite of passing these competency exams (Sreekanth et al., 2024).
· Control: To maintain the improvements, there should be regular and random reviews of patient charts and CTG interpretation. The compliance rates should be demonstrated visually to all the staff, and the quality assurance should always remain in the spotlight to avoid the regression to the previous harmful and detrimental habits.
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The tragedy at Shrewsbury and Telford Hospital NHS Trust is a devastating experience of healthcare delivery failure which lies at the core of systemic problems as opposed to clinical error. The implementation of the Donabedian Model, the Root Cause Analysis, and the SWOT planning shows that SaTH experienced a lethal combination of the ineffective structural resourcing, failed clinical processes, and the aggressive and rejective culture. The trust regularly did not adhere to fundamental NICE and was keen to prevent external review, which resulted in years of avoidable maternal and neonatal damage.
In order to make service improvement meaningful and lasting, SaTH should go beyond that of patching up and actually transform its functional structure. The trust can recover its broken systems by instituting strict PDSA cycles to manage clinical governance, using Lean techniques to eliminate delays in communication and cultural toxicity, and deploying Six Sigma to normalise clinical abilities and equipment utilisation. Finally, the quality assurance in health care requires the uncompromising transparency, the willingness to learn continuously and organisational culture in which the patient safety is in the first place, before reputational protection. It is by these stringent, evidence-based measures that SaTH can hope to build equity, efficiency and trust in their maternity services by the community.
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