	LCHS7006 Component 2

	Service Improvement Report

	Shrewsbury and Telford Hospital NHS Trust maternity safety failures



	Student name: Tahia Haque

	Student ID: 2513087

	Programme: MSc Public Health and Social Care in Practice

	Module: Quality Assurance and Service Improvements

	Module code: LCHS7006

	Lecturer: Dr Fahad Khan



Table of Contents
Chapter 1: Introduction	3
Chapter 2: Quality assurance and policy context	5
Chapter 3: Case analysis through the Donabedian model	6
Chapter 4: Root-cause analysis	8
4.1. Five Whys summary	8
Chapter 5: Strategic analysis and benchmarking	10
Chapter 6: Recommendations and implementation strategy	12
Chapter 7: Conclusion	15
References	16



[bookmark: _Toc225769219]Introduction
The high rates of maternity mortality at the Shrewsbury and Telford Hospital NHS Trust have continued over decades and ended with preventable deaths and stillbirths, neonatal harm and traumatic family experiences. Ockenden review concluded that warning signs were systematically present but turned into neither learning nor decisive corrective action on time, which makes the case a significant quality assurance failure instead of a limited incident of bad individual practise (Ockenden, 2020; Ockenden, 2022).
The gravest of defects included the suboptimal fetal monitoring, deficient timely intensification, insufficient multidisciplinary interaction, restricted executive review and recurrent underrating of danger in the labour and aftercare. Families stated that organisational defensiveness undermined openness and accountability, their concerns were ignored, incident review was not reliable, and their concerns were dismissed. The broader maternity safety literature indicates that damage is frequently caused by interactions between technical inconsistency, staffing pressure, leadership weakness and poor listening systems and not by a single technical error (Liberati et al., 2019; Turner et al., 2021).
Structures in the form of ensuring competent staffing and governance, processes that identify deterioration and react promptly, and outcomes that are constantly monitored by complaints, incident data, mortality review and family feedback are needed to guarantee quality assurance in maternity care. The theory by Donabedian is also beneficial as it connects these areas and can be used to understand how failures of the processes become repeated due to structural frailty and result in bad outcomes (Donabedian, 1988; Moore et al., 2015).
The case is significant to service improvement since the Trust was working within a policy context, which already consisted of guidance and external control, but these mechanisms did not safeguard women and babies. The main issue was no lack of standards, but poor assurance, ineffective escalation and a risk-normalising culture. Staffing, learning systems, leadership development and speaking up are now more prioritised in national maternity reform and each of them directly addresses the defects identified by Ockenden (NHS England, 2023a; NHS England, 2023b).
Service improvement should then be effective by identifying the location where the system went wrong, differentiating between root causes and symptoms, and creating an implementation plan that can withstand the operational stress. To transform diagnosis into action, the analysis below employs Donabedian model, fishbone analysis, Five Whys, PESTLE and benchmarking. The practical improvement method is then utilised through PDSA and the eight-step model by Kotter assists with the organisational aspect of change (Taylor et al., 2014; Harrison et al., 2021).
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Clinical governance of maternity services is intended to make sure that the risks are identified in the early stages, standards are observed, and negative events are used as a learning experience, but not as a repetition. In the case of Shrewsbury and Telford, there was a lack of governance at ward, service and board level. Ockenden outlined perennial issues in foetal surveillance, reaction to harm, examination of misfortunes and alertness to households, whereas broader evidence indicates that patient complaints and staff worries are useful intelligence assets in case organisations are prepared to treat them as safety data rather than reputational risks (Reader et al., 2014; Gillespie and Reader, 2016; Ockenden, 2022).
The second governance failure was related to culture. Patient safety is a crucial aspect to speak up, whereas staff voice requires psychological safety, observable follow-up, and absence of repercussions. The analysis of the reviews in the field of healthcare demonstrates that silence is supported in case the hierarchy is high, feedback is lacking, and previous issues have not brought any significant change. The same issue is also indicated by maternity-specific evidence, where the power relations, lack of trust and fear of professional repercussions complicate whistleblowing (Okuyama et al., 2014; O'Donovan et al., 2020; Capper et al., 2024).
Since the scandal, policy is now going in a more transparent direction. The three-year delivery plan of NHS England needs more robust staffing management, well-organised escalation pathways, leadership training, learning through PSIRF, and the increased participation of women and families. The arrangements on Freedom to Speak Up and the maternity safety improvement programmes are also indicative that the modern assurance ought to be proactive, information-based, and culturally transparent as opposed to defensive and intermittent (NHS England, 2022; NHS England, 2023a; National Guardian's Office, 2024).
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The model by Donabedian can be especially handy in this case since it does not allow a shallow interpretation of the scandal as a problem with processes only. The structural inadequacies in staffing, board oversight, training, leadership behaviour and intelligence systems allowed the repeated failures in foetal monitoring, escalation and review to be maintained. The visible effects of a deeper structural and cultural malfunction therefore included the outcomes of avoidable deaths, birth injuries, lost trust and years of depression among families (Donabedian, 1988; Mitchell et al., 1998; Ockenden, 2022).
Table 1. Donabedian diagnosis of the main quality failures
	Domain
	Key weaknesses
	Impact on safety
	Illustrative evidence

	Structure
	Insufficient staffing resilience, weak CTG competence assurance, poor board scrutiny, fragile learning infrastructure
	Raised exposure to missed deterioration, delayed review and repeated unsafe practice
	Ockenden (2022); Turner et al. (2021); NHS England (2023a)

	Process
	Inconsistent fetal surveillance, delayed escalation, poor multidisciplinary communication, weak incident investigation, complaint data underused
	Warnings not translated into timely action or organisational learning
	Gillespie and Reader (2016); Cheshire et al. (2021); Ockenden (2022)

	Outcomes
	Preventable deaths and injuries, traumatic family experience, low trust, weak staff confidence in voice and learning
	Visible harm persisted while the organisation reassured itself that controls were adequate
	Reader et al. (2014); O'Donovan et al. (2020); Ockenden (2022)


Source: developed from Ockenden (2022), NHS England (2023a) and the wider literature cited in the table.
The areas of weaknesses were most apparent in the capacity of workforce, skills assurance and accountability. The Trust failed to consistently contract safe maternity care, such as adequate specialist cover, consistent CTG competence and effective board challenge. The literature of staffing in maternity services demonstrates that a shortage and workload pressure may compromise surveillance, communication and escalation, which makes the quality of workforce an assurance concern, but not merely a resource issue (Sandall et al., 2014; Turner et al., 2021; Creswell et al., 2023).
Weaknesses in the processes were at the centre of daily malaise. Abnormal signs were not consistently identified and responded to promptly, multidisciplinary working was not always consistent, incidences were not inquired of in a strong manner and complaints were not always successful in changing the practise. The early warning and escalation literature demonstrates that the difference in the escalation thresholds and the poor quality of protocols may result in the delayed detection and suboptimal response, particularly when the teams are overstretched or hesitant to question each other (Bick et al., 2014; Quinn et al., 2016; Cheshire et al., 2021).
Outcome failure had gone further than death and injury. Dignity, trust, family confidence, learning closure and willingness of staff to raise concern would also be monitored by a mature quality assurance system. Donabedian hence endorses a wider meaning of quality where humane care, safety culture and learning reliability are all acceptable results of service performance (Donabedian, 1988; Liberati et al., 2019).
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The fishbone analysis aids in the categorisation of the key drivers of failure into interactive groups and not as independent events. The control branches are in this case the leadership and governance, the workforce and competence, the culture and speaking up, the processes and escalation, the measurement and learning and the external or operational pressure. Figure 1 demonstrates that convergence generated avoidable harm in all the six domains, and not only by a single lapse. This trend is in line with facts that patient safety learning systems are undermined in those organisations that do not train, do not have feedback loops, leaders do not model and the organisation does not follow through once the incidents are reported (Mahmoud et al., 2023).
[image: ]
Figure 1. Fishbone analysis of the main root causes
Source: developed from Ockenden (2020, 2022), Gillespie and Reader (2016), Liberati et al. (2019) and NHS England (2023a).
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	Why?
	Answer

	Why was fetal compromise not acted on in time?
	Because abnormal CTG findings and other warning signs were not escalated consistently.

	Why was escalation inconsistent?
	Because supervision, multidisciplinary communication and confidence to challenge were weak.

	Why were competence and challenge weak?
	Because training assurance, staffing resilience and visible consultant support were unreliable.

	Why did those weaknesses persist?
	Because incident review, complaints and near misses were not converted into strong governance action.

	Why was governance action weak?
	Because leadership did not treat safety intelligence and family voice as the primary test of service performance.


Source: developed from Ockenden (2022) and Griffiths et al. (2024).
The Five Whys approach finds the underlying causal pathway of the delayed action on foetal compromise. The warning signs such as abnormal CTG traces were not always handled effectively due to the inconsistency of the staff confidence and oversight. The lack of competence was still observed due to low training assurance and scrutiny. The board and senior leaders failed to develop a culture that prioritised risk intelligence, family voice and frontline concern as urgent governance issues thereby continuing these weaknesses. In that regard, it was not only the lack of technical skill but a failure of assurance in which leadership established safe performance (Ockenden, 2022; Griffiths et al., 2024).
Root-cause analysis also reveals the reason why retraining alone would not be sufficient. The experience of safer maternity units indicates that technical expertise is only effective in conjunction with collective competence, deliberate safety standards, constant surveillance of several sources of intelligence and leadership that helps strengthen standards at all times. Enhancement must then integrate capacity, culture and control when it is to disrupt the circumstances under which damage has long been perpetuated in the course of many years (Liberati et al., 2019; Harrison et al., 2021).
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The context of strategy is brought to focus using a PESTLE lens. The scandal heightened national demands in terms of candour, quality of reviews and accountability of the boards. Operationally and economically, the maternity services are still experiencing the workforce pressure and competing performance pressures which may crowd out improvement work in case the staffing is tentative. Women and families are now seeking voice, individualised care and open involvement following incidents socially. Digital maternity records and structured safety data, which provide better monitoring opportunities, are only possible to act on the intelligence generated by leaders (NHS England, 2023a; NHS England, 2023c).
Benchmarking establishes that the historical performance of the Trust was the most distant to the best practise in staff voice, surveillance and escalation, workforce sufficiency, incident learning and board assurance. When compared to the current national expectations, the highest priorities in service improvements are those that narrow the intelligence pathways between bedside danger and formal assessment and executive control. Here benchmarking can be employed, not as a compliance checklist, but as a means of converting the findings of inquiry into tangible assurance criteria which can be tracked over a period (Redinger, 2019; Ockenden, 2022).
Table 2. Benchmarking matrix for priority assurance gaps
	Priority area
	Historical gap at SaTH
	Current benchmark or expectation
	Improvement implication

	Staff voice
	Concerns and family complaints were not heard or translated into action.
	Freedom to Speak Up arrangements, visible follow-up and family-centred review are expected nationally.
	Create a closed-loop speaking-up and family feedback process with board visibility.

	Escalation reliability
	Abnormal CTG and deterioration were not escalated consistently.
	Evidence-based escalation pathways, drills and timely senior review are expected.
	Standardise escalation, test it in simulation, and monitor response time.

	Safe staffing
	Workload pressure and competence variability weakened surveillance and review.
	Trusts are expected to meet staffing establishment and strengthen retention.
	Use staffing tools plus local red-flag triggers and rapid staffing escalation.

	Learning system
	Incidents, mortality data and complaints were weakly triangulated.
	PSIRF-based learning, structured analysis and timely feedback are expected.
	Build one maternity safety dashboard reviewed at ward, service and board levels.


Source: Ockenden (2022); NHS England (2022, 2023a); National Guardian's Office (2024).
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The best response can be given by three interconnected service improvement priorities. The former is a maternity safety assurance system, which integrates incident reporting, complaints, mortality review, CTG audit, staffing red flags and family feedback within a single monthly dashboard at ward, service and board level. Reporting systems cannot be improved by incident reporting alone, since it is only when the analysis, feedback and action are credible that the system can be more effective in enhancing safety. Triangulated dashboard would decrease the gap between the warning signs and the governance response that has been experienced historically (Stavropoulou et al., 2015; Mahmoud et al., 2023).
The second priority is a workforce and competence strategy that is focused on safe staffing, CTG proficiency, CTG drills and rapid senior review. Trusts are already expected to align themselves with staffing tools by national policy, to enhance retention and provide staff with supervision and support. But, the experience of staffing tools like Birthrate Plus cautions that tools are merely a component of the solution and cannot replace the local judgement, workload awareness and escalation planning. It should instead aim to have a dynamic workforce model that integrates establishment planning and real-time safety triggers (NHS England, 2023a; Griffiths et al., 2024; Moncrieff et al., 2023).
The third priority is a culture and listening programme with equal emphasis on the staff voice and family voice. They should not be seen as an addition to maternity governance, but rather as Freedom to Speak Up arrangements. Review design and learning feedback should include families of the victims of severe incidents, whereas regular facilitated debriefs of concerns raised, actions taken and improvements made should be offered to ward teams. The literature on speaking up has always demonstrated that employees are more ready to take action when leaders are visible to them, close the loop and do not use punitive treatment of concern (Alingh et al., 2019; Kane et al., 2023; National Guardian's Office, 2024).
Table 3. Implementation roadmap using PDSA and Kotter
	Workstream
	Key actions
	PDSA testing measures
	Kotter emphasis

	Integrated safety dashboard
	Triangulate incident, complaint, staffing, CTG audit and mortality intelligence into one monthly review.
	Pilot on one ward; measure overdue actions, time from signal to review, and learning closure rate.
	Create urgency, build coalition, communicate the new safety narrative.

	Competence and escalation bundle
	Mandatory CTG refreshers, escalation checklist, simulation drills, rapid consultant review trigger.
	Test on one labour ward; measure CTG documentation errors, escalation delay and consultant response time.
	Enable action by removing barriers and celebrating early wins.

	Speaking-up and family listening programme
	Monthly debriefs, named feedback loop, FTSU integration, family participation after severe incidents.
	Track staff confidence, number of concerns closed with feedback, and family satisfaction after review.
	Anchor change in culture through repeated reinforcement and board oversight.


Source: developed from Taylor et al. (2014), Harrison et al. (2021), NHS England (2023a) and Ockenden (2022).
These changes in one area of maternity should be tested with the use of PDSA and then expanded to the rest of the areas. During the planning step, the trust would establish a small number of indicators like delayed escalation events, repeat CTG documentation errors, unaddressed family complaints and staff speaking-up confidence. The do phase would involve the implementation of a weekly safety huddle by the pilot ward, a standardised escalation checklist, and a dashboard with the review of the ward manager and the governance lead. During the study stage, the run charts, qualitative feedback and case review would be used to investigate whether the intervention enhanced the speed of response and quality of learning. During the act stage, the package would be polished and scaled or redesigned. PDSA is most effective where the cycles are repeated, theory-driven and data-driven over time instead of implementing it during a single event (Taylor et al., 2014; Knudsen et al., 2019; McNicholas et al., 2019).
The model provided by Kotter introduces the organisational discipline that prevents the relapse. The guiding coalition must consist of credible persons that include the board safety lead, head of midwifery, obstetric lead, governance lead, Freedom to Speak Up Guardian and service-user representatives. The vision of the change should be based on the previous identification of risk, the accelerated escalation, and listening. Short-term wins may be established by the observable positive change in the CTG adherence, the timely consultation review and feedback to the staff members on the raised issues. Integration of the change at this point is based on the alignment of appraisal, induction, governance routines and board reporting to the new safety expectations. The systematic reviews of change management in healthcare indicate that Kotter is most applicable in combination with improvement techniques instead of being applied as a managerial motto (Campbell, 2020; Harrison et al., 2021).
Betterment also must be realistic concerning obstacles. Reform can be derailed by workforce shortage, initiative fatigue, defensive middle management and fragmented data systems. It must then be responded by safeguarding improvement time, few high-value indicators, challenge of overdue actions by the board, and reporting learning themes to staff and families publicly. These controls are important since sustainable change is more probable when safety priorities are reduced, audited on a regular basis and backed by noticeable executive responsibility (Rafter et al., 2015; Solow, 2023; NHS England, 2023a).
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The Shrewsbury and Telford maternity scandal is the illustration of how long-term damage can be caused when the governance, workforce assurance, escalation practise and culture are all weakened simultaneously. It was not merely a lack of proper clinical judgement in the bedside of a situation, but it was about the inability to establish the structures to facilitate proper judgement, processes to transform warnings into action, and outcomes monitoring that valued family experience and staff voice as fundamental safety intelligence (Ockenden, 2022; Liberati et al., 2019).
The analysis of Donabedian revealed that the results of operations were the manifestation of structural and process failures instead of individual technical errors. The root-cause chain was then explained by Fishbone and Five Whys, with leadership, competence assurance, psychological safety, learning systems and board oversight being recognised as the most significant interacting drivers. The PESTLE and benchmarking verified the fact that modern NHS policy has created a more accurate improvement direction, but its practical implementation remains subject to the discipline of local leaders and their operational follow-through (NHS England, 2023a; National Guardian’s Office, 2024).
The most justifiable service improvement programme is thus not an individual intervention, but an integrated programme: triangulated safety assurance, increased control of staffing and competence, and a genuine culture of speaking up and family involvement. PDSA provides a viable method of testing and refining the programme, whereas Kotter gives the change architecture necessary to maintain the programme. Development must not be measured by the number of incidents, but by quicker growth, increased learning closure, safer staffing presence and regained trust by women, families and staff (Taylor et al., 2014; Harrison et al., 2021).
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