





LCHS7006 Quality Assurance and Service Improvements
Component 2 Service Improvement Report



Shrewsbury and Telford Hospital NHS Trust Maternity Scandal


Student Name: Keshaben Jayeshbhai Khanpara
Student ID: 2505873
Lecturer Name: Dr Arif Ahmed


Table of Contents
1. Introduction	3
2. Main Body	3
2.1 Maternity care failure reflects a breakdown of interconnected healthcare subsystems	3
2.2 Patient harm resulted from alignment of multiple systemic weaknesses across care layers	4
2.3 Root cause analysis demonstrates that staffing, culture, and governance failures were structural rather than incidental	5
2.4 Multiple interacting factors across workforce, training, culture, and leadership reinforced system failure	6
2.5 Failures in structure and process directly contributed to adverse clinical outcomes	7
2.6 Policy and governance failures demonstrate a disconnect between national standards and local implementation	8
2.7 Strategic analysis highlights systemic weaknesses and opportunities for maternity service improvement	8
3. Recommendations	9
4. Conclusion	11
5. References	12




[bookmark: _4n7uf7whtej5][bookmark: _Toc226457991]1. Introduction 
A review of maternity services of the Shrewsbury and Telford Hospital NHS Trust in 2000-2019 by Ockenden Review revealed that in the period under review, there was extensive and avoidable harm, such as the loss of over 200 babies and 9 mothers (Ockenden, 2022). The results prove that they were not single clinical mistakes but the consequence of systemic failure over an extended period of time. Unsafe care environments were brought about by persistent problems including warnings being ignored, weak leadership supervision, and lack of sufficient staffing (The Guardian, 2020a). Additionally, a culture that valued “normal birth” above clinical safety added to risks (Foley, McCourt and Yuill, 2025). Thus, this case indicates how organisational, cultural, and governance failures can all contribute to patient safety in healthcare systems.
The central quality problem arising out of this case is the breakdown of the important safety mechanisms in maternity care (The Guardian, 2020). The processes of clinical decision-making and escalation were always inefficient and led to the situation when the interventions were delayed in the case of obstetric emergencies (Giddings, 2025). Poor workforce planning and chronic understaffing led to the presence of unsafe working environments, which contributed to the probability of clinical errors (Ockenden, 2020). Moreover, the governance systems such as audit and oversight systems were unable to detect and address the growing risks. The reporting systems on incidents were mostly inefficient and this restricted organisational learning and constant failures. A strong organisational culture that rewarded low-intervention childbirth, despite clinical signs that required medical escalation, strengthened these systemic weaknesses and impaired the safety of patients.
[bookmark: _gyhs5lpyx6mz][bookmark: _Toc226457992]2. Main Body
[bookmark: _Toc226457993]2.1 Maternity care failure reflects a breakdown of interconnected healthcare subsystems
Healthcare organisations are complex adaptive systems where subsystems which include clinical practice, workforce capacity, governance and policy are interdependent (Ratnapalan and Lang, 2019). “Systems Theory” holds that failure is a result of the interplay of these factors and not a single failure (Babysheva et al., 2025). Maternity care failures as perceived in the Ockenden Review can thus be regarded as systemic failures instead of clinical failures (BBC, 2022).
In the Shrewsbury and Telford Hospital NHS Trust, chronic understaffing resulted in an unsafe workload, heightened cognitive load, lesser situational awareness and timely response to obstetric emergencies (Ockenden, 2022b). Nevertheless, the workforce pressure is not the sole cause of the magnitude of failure. The governance structures were not responsive to recurrent internal audits, external audits and family complaints, which means that there was a lack of organisational control in which warning signs were not converted into corrective measures.
More importantly, feedback loops which were the main aspect of Systems Theory were not working. The incident reporting systems did not create organisational learning and those concerns raised by the families frequently went unaddressed. Also, there was a lack of communication with senior leadership as vital information on increasing perinatal harm did not reach top management (BBC, 2020). Without proper feedback systems, the system failed to be adaptable and unsafe practices became normalised.
This trend has been also witnessed in another similar case of Morecambe Bay Maternity Scandal where ineffective communication, poor interprofessional relationship and negligence of warnings resulted in maternal and infant deaths that could have been prevented (BBC, 2021). The fact that these failures have been spread throughout various organisations in the NHS implies that these problems are not local, but systemic.
The most important “Systems Theory” revelation is the fact that subsystems interaction resulted in failure and formed a vicious circle of worsening (Machen, 2023). Weak governance was unable to intervene in the case of understaffing because it was increasing clinical risk, and ineffective feedback loops and ineffective feedback loops enabled unsafe practices to continue. It shows that the desired change to increase maternity safety should redesign the system rather than individual interventions.
[bookmark: _Toc226457994]2.2 Patient harm resulted from alignment of multiple systemic weaknesses across care layers
The “Swiss Cheese Model” is a conceptualisation of patient safety that involves a number of defensive layers that are meant to protect harm (Shabani, Jerie and Shabani, 2023). Every layer has some internal vulnerability, or holes and they are usually countered by means of monitoring and redundancy (Wiegmann et al., 2022). However, when the said weaknesses converge, they form an avenue to unfavourable circumstances. The Ockenden case is a good example of the situation where breakdowns at several levels at the same time led to avoidable damage.
In the clinical layer, foetal distress had been repeatedly missed and misdiagnosed (misinterpretation of cardiotocography (CTG) and delays in emergency caesarean section) again and again. These mistakes were not in isolation but they are in a bigger context of system vulnerability. Unsafe staffing ratios, fatigue and the use of temporary employees at the workforce layer decreased continuity of care and clinical judgement (Hurst, 2021).
The layer of governance was defined by poor supervision with recommendations made on both internal and external reviews being disregarded or merely carried out in a superficial way. This is because of lack of accountability which left the unsafe practices ongoing. At the policy level, the national systems like the “Saving Babies’ Lives Care Bundle” have not been effectively enforced and this demonstrates the lack of linkage between policy formulation and the practice (NHS England, 2019).
The latent conditions in each of the layers were poor training, ineffective monitoring systems, and resistance to escalation due to culture. The vulnerabilities were combined at the cross-layers and the errors were transmitted across all the defence mechanisms.
This trend is comparable to those also observed in the “Mid Staffordshire NHS foundation Trust” scandal, whereby the systemic malpractices in the areas of clinical care, management and regulation all were in tandem to create massive patient damage (Hughes, 2023). In either instance, breakdown did not happen in one instance but as a result of the failure of several safeguards. Thus, the Swiss Cheese Model supports the fact that patient safety is based on the integrity of the whole system and not on individual performance.
[bookmark: _Toc226457995]2.3 Root cause analysis demonstrates that staffing, culture, and governance failures were structural rather than incidental
“Root Cause Analysis (RCA)” is an approach that is applied to identify the hidden causes of adverse events by going beyond superficial explanations (Ferrara et al., 2024). In the case of Ockenden, there were missed signs of foetal distress and delayed clinical escalation, which were immediate causes. These events were however symptoms of more systemic problems.
Poor communication between multidisciplinary teams, lack of training in foetal monitoring, and supervision were some of the factors contributing to the same. Such circumstances provided the background of increasing the risk of clinical errors. Nevertheless, as will be further examined, the root causes were structural and integrated as part of the system design.
The “5 Whys approach” helps to bring out this development. In the case of delayed escalation, the members of staff were unable to realise foetal distress. Lack of training and too much workload can be identified as the cause of this failure. These problems were instigated by long-term understaffing and poor planning of the workforce. A deeper examination shows that the shortage of staff was associated with funding limitations, inadequate strategic planning, and absence of prioritisation of the maternity services. All these are a manifestation of systemic leadership accountability and governance failure.
The structural nature of failures in maternity care becomes clearer when considering how workforce shortages, governance gaps, and cultural barriers interacted over time. The RCA framework demonstrates that adverse outcomes were not isolated mistakes but the product of embedded organisational weaknesses. For example, inadequate training in foetal monitoring was not simply a lapse in professional development but reflected systemic underinvestment in maternity services (Ferrara et al., 2024). Similarly, poor communication between multidisciplinary teams was reinforced by hierarchical structures that discouraged escalation.
The “5 Whys” approach reveals that funding limitations and weak strategic planning created persistent understaffing, which in turn increased workload pressures and reduced situational awareness. These conditions were compounded by governance failures, where leadership did not prioritise maternity safety, allowing unsafe practices to become normalised. Thus, RCA highlights that the root causes were structural, deeply embedded in organisational design, and required systemic reform rather than piecemeal corrective action.
[bookmark: _Toc226457996]2.4 Multiple interacting factors across workforce, training, culture, and leadership reinforced system failure
The “Fishbone (Ishikawa) analysis” demonstrates that the interaction and combination of various factors within the workforce, competency, culture, leadership, and processes contributed to the maternity service failure (GeeksforGeeks.org, 2024). The key factors were staffing issues, whereby vacancies were chronic and there was the use of agency staffing and unsafe staffing ratios that led to continuous workload burden. This minimised the possible chances of good supervision, collaboration, and safe clinical decision-making. Risk was further increased through competency gaps because insufficient training in the interpretation of CTG and emergency obstetric care restricted the clinicians in responding adequately.
[image: ]
Figure 1: Fishbone Diagram of Shrewsbury and Telford Hospital NHS Trust Maternity Scandal
(Self-Created)
Safety mechanisms were greatly undermined by the cultural factors. The incident reporting was discouraged by a blame culture and open communication was discouraged by hierarchical structure. The normal birth advocacy generated pressure to keep the situation down to earth, even in cases of high risks (Lothian, 2022). These problems were aggravated by leadership and governance problems, where there was a lack of accountability in the form of poor board control and shallow investigations, and the lack of learning in the form of incident reporting systems developing meaningful organisational learning.
These factors did not work independently but rather were dynamic. Understaffing made stress and the probability of errors more likely, incompetence caused by lack of effective training, cultural barriers inhibiting escalation and weak governance did not step in. The same failures were manifested with the Mid Staffordshire NHS Foundation Trust scandal, and it supports the idea that organisational culture and leadership are the key factors that determine safety. This proves that this failure was not isolated but a systemic form of failure.
[bookmark: _Toc226457997]2.5 Failures in structure and process directly contributed to adverse clinical outcomes
The “Donabedian Model” is used to measure quality of healthcare in terms of structure, process, and outcome (Guzmán-Leguel and Rodríguez-Lara, 2025). Weaknesses in structure such as poor staffing, outdated tools and poor accountability fractured a poor platform on which safe care delivery could be provided. These gaps contributed to failure of the processes, including ineffective clinical assessments, lack of foetal distress, lack of escalation in time and lack of effective incident-learning systems.
Consequently, negative consequences were experienced such as avoidable perinatal mortality, brain injury in newborns, and enduring trauma among families as well as reputational and financial damage. Although the concept of organisational design and outcomes is well illustrated by Donabedian, it is linear, thus not effective in illustrating the complex, dynamic interplay that is better illustrated by the Systems Theory.
[bookmark: _Toc226457998]2.6 Policy and governance failures demonstrate a disconnect between national standards and local implementation
The maternity safety national policies like the “Saving Babies’ Lives Care Bundle”, were designed to enhance the cessation of infant death (Widdows et al., 2025). However, the Ockenden case showed that there was a tremendous gap between the policy and practice. The implementation was also inconsistent and poorly monitored at the organisational level and the compliance was usually superficial and not outcome evaluated.
Regulatory control was mostly in a reactive mode and risks were not capped. There was a lack of action on repeated warnings and action plans, and data presentation at the board level obstructed the process of effective scrutiny because of the emergent risk patterns. Similar to the Shrewsbury and Telford Hospital NHS Trust Maternity Scandal, the Morecambe Bay Maternity Scandal is also an example of this policy-practice gap as the countrywide guidelines were in place but were not translated into safe practice (Buchanan, 2025). This brings out the fact that a policy would not work without good governance, monitoring, and accountability.
[bookmark: _Toc226457999]2.7 Strategic analysis highlights systemic weaknesses and opportunities for maternity service improvement
	Strengths
	Weaknesses

	National safety frameworks such as the Saving Babies’ Lives Care Bundle provide structured guidance (NHS England, 2019).
Lessons from scandals (Ockenden, Morecambe Bay, Mid Staffordshire) highlight systemic issues and offer learning potential (BBC, 2021; Hughes, 2023).
	Chronic understaffing, poor training, weak governance, and ineffective feedback loops undermined safety (Ockenden, 2022b; BBC, 2020).
Fragmented structures and processes led to missed foetal distress, delayed escalation, and avoidable harm (Hurst, 2021).

	Opportunities
	Threats

	Systems-based redesign using RCA, Fishbone, and Systems Theory can strengthen resilience (Ferrara et al., 2024; GeeksforGeeks.org, 2024).
Embedding organisational learning through effective feedback loops and governance accountability can drive sustainable improvement (Machen, 2023).
	Blame culture, superficial compliance with audits, and policy-practice gaps risk perpetuating unsafe practices (Lothian, 2022; Buchanan, 2025).
Continued resistance to escalation and weak leadership oversight threatens long-term safety outcomes (BBC, 2022).



“SWOT analysis” identifies the important internal and external drivers of performance (Siddiqui, 2021). Among the strengths, one can single out the frameworks that have been established nationally and the growing regulatory attention to safety. Nonetheless, weaknesses like understaffing, bad governance, and lack of training have a great impact of limiting performance. Such opportunities are workforce investment, digital monitoring systems, and cultural reform initiatives. The success of NHS Trusts with high performance shows that the successful application of safety frameworks can help to minimize the occurrence of perinatal mortality significantly (Olea-Ramirez, Leon-Larios and Corrales-Gutierrez, 2024).
These threats are financial limitations, organisational defensiveness and policy misfit. These factors have the ability to support the weaknesses that are present. Most importantly, weaknesses and threats are interplaying with each other to perpetuate the failure of the system, whereas strengths and opportunities offer an avenue of change. This supports the idea of implementing system-level solutions as opposed to single improvements.
[bookmark: _xcw000lmm7sb][bookmark: _Toc226458000]3. Recommendations 
3.1 Strengthening workforce capacity and clinical safety processes is essential for immediate risk reduction
Chronic understaffing is a critical challenge to be dealt with to mitigate clinical risk in maternity services (Sahoo et al., 2021). The Ockenden Review identifies the impact of workloads on the clinical judgment, escalation delay and adverse outcomes. This needs a long-term workforce plan with the backup of long-term investment so as to have safe midwife-to-birth ratios and sufficient staffing of obstetric staff. This must incorporate specific recruitment, better retention and patient demand workforce planning.
“Plan-Do-Study-Act (PDSA)” cycle offers a systematic guide on how to go about these improvements (Eby, 2019). During the Plan phase, the staffing models and training programmes based on evidence are created. Piloting of such interventions is the Do phase. During the Study stage, the results of the personnel workload and the response time are measured. Lastly, the Act stage is aimed at streamlining and expanding effective interventions. This is a method that guarantees a continuous and data-driven improvement.
Also, it is essential to enhance clinical competency. Essential and standardised education in foetal monitoring, especially cardiotocography (CTG) interpretation, emergency obstetric, and escalation procedures should be introduced in all maternity units regularly. This will minimize practice variability and improve the responsiveness of the clinicians to complications.
3.2 Embedding a safety culture and effective escalation systems is critical for long-term improvement
The cultural change is essential to tackle the normalisation of unsafe practices that were noted in the Ockenden Review. Organisations should foster the culture of psychological safety to ensure that the employees feel free to raise issues without being blamed. Open communication and shared responsibility can be encouraged with the help of such initiatives as “Freedom to Speak Up Guardians”, multidisciplinary safety briefings, and leadership training.
It is also necessary to strengthen the systems of escalation. Embedded clear and standardised protocols need to be made to make sure that senior clinicians are involved in high-risk situations in time. Early warning systems can be executed through the use of digital tools that will facilitate the early detection of deterioration and minimise delays in decision-making.
These interventions enhance the communication and feedback systems in the organisation according to the Systems Theory. By having efficient escalation routes, constant adaptation can occur thus making sure that risks are detected early and dealt with hence minimizing chances of recurring failures.
3.3 Strengthening governance, data transparency, and system learning is required for sustained improvement
Strong systems of governance are the key to accountability and the long-term change in maternity care (Lewis, 2025). The Ockenden Review has identified the necessity to have greater board-level accountability, and a clear accountability of the outcomes of maternity safety (Patient Safety Learning.org, 2022). The non-executive directors should be provided with the ability and information necessary to critically evaluate performance and question the organisational decision making.
To actively manage risks, the data should be made more transparent. Real-time data monitoring systems would help organisations to monitor important safety indicators, such as perinatal outcomes, escalation delays, and incident reports. This data should be examined on a regular basis and acted upon in time so as to pre-empt risks and avert damage.
The incident reporting systems should be reformulated in such a way that they focus on organisational learning as opposed to blame. Periodic audits, multidisciplinary review and the lessons learned dissemination are instrumental in eliminating repeat mistakes. Accountability can also be enhanced by independent oversight mechanisms that will make sure objectivity in performance evaluation.
“Plan-Do-Study-Act (PDSA)” cycle is to be integrated into governance processes. Through the planning of specific interventions, change implementation, evaluation and scaling of successful practices, organisations can build a continuous learning process of accountability and continued improvement so that patient safety is at the core of organisational practice.
[bookmark: _e5k6jss8lcmm][bookmark: _Toc226458001]4. Conclusion 
[bookmark: _z84a2qcbstor]This report has shown that the failures that were found in the Ockenden Review were actually a consequence of systemic weaknesses over time and did not happen out of clinical errors. Based on the Systems Theory, the failure of interrelated subsystems, especially capacity of workforce, governance, and communication, formed a cycle of unsafe practice. The Swiss Cheese Model pointed out the fact that multiple defensive layers failed concurrently, and the Root Cause Analysis and Fishbone models verified that these problems were structural, and were caused by chronic understaffing, insufficient training, unfavourable organisational culture, and inefficient leadership. The Donabedian Model also created a clear connection of the inadequate structures, malfunctioning processes and adverse patient outcomes. Also, policy analysis showed that there has always been a disparity between the national safety structures and the local ones.
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