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Summary 


This report examines the maternity care failings at the Shrewsbury and Telford Hospital NHS Trust (SaTH), one of the most serious patient safety scandals in NHS history. Drawing on the Ockenden Report (2022) and CQC investigations (2018, 2024), it demonstrates how poor leadership, communication failures, and unsafe clinical practices led to preventable deaths and long-term trauma for families. These failures clearly breached national standards for safe intrapartum care, including those outlined by NICE for women with medical or obstetric complications (NICE, 2020).
The report explores both the organisational causes and the human consequences of these failings. Using models such as the Donabedian Framework, Fishbone Diagram, SWOT analysis, and PDSA cycle, it identifies the systemic weaknesses that allowed unsafe care to continue. Lewin’s Change Model is applied to support the cultural transformation needed to rebuild trust. Benchmarking against national maternity standards ensures that future improvements are measurable and aligned with best practice.
The report concludes with evidence-based recommendations to strengthen leadership, staffing, communication, and patient safety. Ultimately, it highlights the NHS’s responsibility to restore confidence and ensure that every woman and baby receives safe, respectful, and person-centred care.









Introduction

[bookmark: _Int_qt7zeVmv]The Shrewsbury and Telford Hospital NHS Trust (SaTH) maternity scandal is one of the most serious public health and patient safety failures in NHS history. From the late 1970s to 2019, hundreds of babies and mothers were harmed or died due to poor-quality care, lack of compassion, and failures to learn from mistakes (Ockenden, 2022). Investigations found a culture where staff dismissed patient concerns, avoided reporting incidents, and prioritised maintaining a false image of good performance (Care Quality Commission, 2018).
[bookmark: _Int_GgAOx5fE]The scandal raised major concerns about leadership, communication, teamwork, and the overall quality of maternity care. The Ockenden Report (2022) identified repeated failures in foetal monitoring, delays in emergency caesarean sections, and poor communication between midwives, doctors, and families. These problems reflected wider structural issues such as staff shortages, limited supervision, and weak management systems (NHS Improvement, 2020).
[bookmark: _Int_JBpogoDQ][bookmark: _Int_qnd3134K]This case highlights the importance of quality management and service improvement within health and social care. Quality in healthcare refers to providing safe, effective, patient-centred care that meets professional standards (Donabedian, 1988). When these standards are not upheld, serious harm can occur, as demonstrated at SaTH. Improving quality therefore requires an organised approach that identifies weaknesses, examines their causes, and develops practical strategies for improvement.
[bookmark: _Int_mO24WaZv]This report applies several frameworks to understand and enhance maternity services at SaTH. The Donabedian Model is used to assess structures, processes, and outcomes. The Fishbone Diagram supports the analysis of root causes, while SWOT analysis identifies organisational strengths, weaknesses, opportunities, and threats. The PDSA cycle provides a method for testing and refining improvements over time. To guide cultural change, the Kurt Lewin Change Model outlines the three stages of Unfreeze, Change, and Refreeze, which help staff adapt to safer working practices. Benchmarking is also used to compare SaTH’s performance with higher-performing NHS maternity services.
[bookmark: _Int_ByGXFquI]By integrating these models, the report explores what went wrong, why it occurred, and how similar tragedies can be prevented. The findings support recommendations focusing on leadership, teamwork, safety culture, staff development, and meaningful patient involvement.

Donabedian Model
The Donabedian Model (1988) is one of the most recognised frameworks for assessing the quality of healthcare. It divides quality into three main areas: structure, process, and outcome. This model helps to identify where problems exist and how they affect patient experience and safety 
Structure:
[bookmark: _Int_LEeDIb2h][bookmark: _Int_KuC2wccg][bookmark: _Int_Iszw5UQT]The structure of care refers to the setting, staff, and resources that support service delivery. At the Shrewsbury and Telford Hospital NHS Trust (SaTH), the structure was weak. There were ongoing staff shortages, limited supervision, and an over-reliance on midwives without appropriate medical support (Ockenden, 2022). The facilities were often outdated, and the governance systems failed to monitor performance effectively (Care Quality Commission, 2018). Policies that should have ensured safe staffing levels and escalation procedures were not followed. These structural weaknesses made it difficult to provide safe and effective maternity care.
Process:
[bookmark: _Int_T6gPGcRo][bookmark: _Int_A9yndTBZ][bookmark: _Int_m6S37g4T]The process relates to how care is actually provided, including communication, teamwork, and clinical decision-making. The Ockenden Report (2022) found poor communication between doctors and midwives, with many families reporting that their concerns were ignored. Staff often failed to escalate emergencies or use foetal monitoring equipment correctly. There was also a culture of fear that discouraged incident reporting. These poor processes created delays in emergency responses, lack of accountability, and missed opportunities for early intervention.
Outcome:
[bookmark: _Int_we3ahDEW]Outcomes are the results of care, such as mortality rates, patient satisfaction, or safety incidents. At SaTH, the outcomes were devastating. Over 200 cases of avoidable deaths and serious harm were identified across four decades (Ockenden, 2022). Many mothers experienced long-term trauma and loss of trust in the healthcare system.
Leadership and Governance:
Leadership and governance directly affect all three areas of the model. Weak leadership at SaTH allowed poor practices to continue, with little challenge or learning from incidents (NHS Improvement, 2020). There were also gaps between national maternity safety standards (NHS England, 2023) and the trust’s actual performance.
The Donabedian Model demonstrates that weaknesses across the structure, process, and outcome components can interact and contribute to serious failures in patient safety and quality of care. It emphasises that effective quality improvement must address all levels of the healthcare system, including adequate staffing, continuous professional development, improved communication, strong leadership, and meaningful patient engagement (House of Lords Library, 2024).


The Fishbone Model: Shrewsbury and Telford Maternity Scandal.
[bookmark: _Int_00xEq8Fh]The Fishbone Diagram, also known as the Ishikawa Diagram, is a quality improvement tool used to identify and group the root causes of a problem under key categories such as people, process, policy, equipment, and environment (NHS England, 2011). This method helps organisations to examine the underlying reasons behind repeated failures rather than only focusing on their outcomes. In the case of the Shrewsbury and Telford Hospital NHS Trust (SaTH), the Fishbone Diagram highlights the systemic and cultural factors that contributed to unsafe maternity care between the late 1970s and 2019.    
                                                      
The diagram in Figure 1 shows that poor maternity outcomes, including avoidable harm to mothers and babies, were the result of interconnected weaknesses across several key areas.
[image: ]Figure 1: Fishbone Diagram: Root Causes of Maternity Failures at Shrewsbury and Telford Hospital NHS Trust (1979–2017). (Adapted from Ishikawa, 1986, and based on Ockenden Report, 2022)








Management:
[bookmark: _Int_thurBFZY][bookmark: _Int_9eITvH6D]Leadership at SaTH was critically weak, marked by poor accountability and governance. Senior leaders prioritised the hospital’s public image over patient safety, repeatedly dismissing staff and family concerns (Ockenden, 2022). The absence of effective oversight and transparency led to missed opportunities to prevent harm. This reflects a fundamental failure in strategic and clinical leadership, where the duty to monitor safety and drive improvement was neglected (NHS Improvement, 2020).


Staffing:
[bookmark: _Int_uZN1Fpd9][bookmark: _Int_oq6KD2iE][bookmark: _Int_a6izsOnK]Safe maternity care requires a 1:1 midwife-to-woman ratio during active labour (NHS England, 2021). However, SaTH repeatedly failed to meet this standard. Chronic midwife shortages, poor workforce planning, and reliance on inexperienced staff created unsafe conditions. Many women were left without continuous care, resulting in delayed recognition of foetal distress and preventable harm. Over-reliance on midwives to manage complex deliveries without consultant oversight further compromised safety. These conditions reflected low staff morale, fear of speaking out, and a failure of leadership to maintain safe staffing levels (Ockenden, 2022; CQC, 2018).

Processes:
[bookmark: _Int_QRqVcoFe]Clinical and communication processes were inconsistent and poorly managed. Failures in interpreting foetal heart rate traces, delayed emergency caesarean sections, and lack of structured audits showed a breakdown in procedural reliability. There was no effective learning system to prevent recurrence of incidents, indicating a weak safety culture (Ockenden, 2022).

Equipment and Resources:
Outdated monitoring equipment, insufficient access to emergency theatres, and poor investment in maternity technology placed further strain on staff. The lack of essential resources reflected weak strategic planning and prioritisation by management, directly impacting response times and patient outcomes (CQC, 2018).




Culture and Communication:
[bookmark: _Int_mv5Lv435]A culture of fear and blame dominated SaTH’s maternity units. Staff were discouraged from raising safety concerns, and families who complained were often dismissed (Ockenden, 2022). Poor communication between clinicians, midwives, and patients led to confusion, delayed escalation, and emotional distress. This closed culture undermined learning and accountability across the organisation.
[bookmark: _Int_542k2XXh]The Fishbone analysis demonstrates that the underlying causes of failure within SaTH’s maternity services stemmed primarily from deficient leadership and weak managerial accountability. The persistent failings in staffing, clinical processes, and organisational culture were not isolated operational issues but symptoms of deeper systemic governance weaknesses (Ockenden, 2022; NHS Improvement, 2020). Sustainable progress requires comprehensive leadership reform, improved strategic oversight, and robust mechanisms for accountability. Strengthening governance structures and investing in staff development and supervision are essential to prevent the repetition of past failings (CQC, 2018). Moreover, it is critical to cultivate a transparent and supportive organisational culture that encourages open communication, continuous learning, and shared responsibility for patient safety. Embedding these principles within everyday maternity practice would not only restore public trust but also ensure that patient-centred care and compassion are prioritised across all levels of the organisation (NHS England, 2021).
SWOT Analysis
SWOT analysis enables a focused assessment of internal strengths and weaknesses alongside external opportunities and threats that directly influence service quality and organisational performance (Improvement Cymru, 2023). It supports a deeper understanding of how factors such as leadership, staffing, and communication affect maternity outcomes at the Shrewsbury and Telford Hospital NHS Trust (SaTH). This makes it well suited for analysing trust-level issues and identifying areas for targeted improvement. In contrast, the PESTLE framework offers a broader overview of external political, economic, and social influences but lacks the depth needed to evaluate internal organisational dynamics. Therefore, SWOT was selected as the more appropriate and practical tool for guiding evidence-based quality improvement strategies (NHS England, 2023).
Strengths
· The trust operates within the NHS system, which provides a strong policy and governance framework for quality and safety.
· Following the Ockenden Report, SaTH has begun implementing national maternity safety recommendations and new training programmes for staff (Ockenden, 2022).
· Dedicated frontline staff have shown commitment to improving patient safety and restoring public confidence.
Weaknesses
· Persistent staff shortages, low morale, and lack of supervision have reduced the quality and consistency of maternity care (CQC, 2018).
· Leadership and governance failures resulted in a poor safety culture, weak communication, and limited accountability (NHS Improvement, 2020).
· Limited use of data, audits, and feedback systems has prevented continuous learning and improvement.
Opportunities
· National funding and policy support for maternity transformation programmes such as Better Births (2016) and The Three-Year Maternity and Neonatal Plan (2023) create opportunities for change (NHS England, 2023).
· Partnership working with other high-performing NHS trusts provides access to shared learning, benchmarking, and staff development.
· Digital innovation and data systems can improve communication, risk management, and incident reporting.
Threats
· Ongoing reputational damage may affect recruitment, retention, and public trust in the service.
· Financial constraints and increased demand may limit the trust’s ability to sustain improvements long term.
· Continued media attention and legal claims could create additional organisational pressure and impact morale.
The SWOT analysis shows that although SaTH benefits from national support and dedicated staff, major internal weaknesses in leadership, culture, and staffing persist. Addressing these issues through continuous improvement and cultural change is essential to deliver safe, effective, and family-centred maternity care (House of Lords Library, 2024).

PDSA (Plan–Do–Study–Act) Cycle
The Plan–Do–Study–Act (PDSA) cycle is a widely used model for continuous quality improvement in healthcare. It enables organisations to test changes on a small scale, review outcomes, and make evidence-based adjustments before wider implementation (Institute for Healthcare Improvement, 2023). This structured and cyclical approach helps services learn from experience and encourages ongoing reflection and adaptation rather than one-off interventions.
In the context of the Shrewsbury and Telford Hospital NHS Trust (SaTH) maternity services, the PDSA cycle provides a practical method for improving safety and rebuilding trust. The model aligns with NHS England’s focus on iterative learning and system-wide quality improvement (NHS England Improvement Hub, 2011).
Plan:
In this stage, the trust should identify the specific areas that need improvement, such as communication between staff, escalation of emergencies, and compliance with safety protocols. A clear plan should outline objectives, assign responsibilities, and include measurable indicators, such as reductions in incident reports or faster response times in maternity emergencies. Planning must also involve patients and families to ensure changes reflect real needs (NHS Scotland, 2022).
Do:
During this stage, the proposed interventions are tested on a small scale. For example, SaTH could trial new handover protocols using the SBAR (Situation, Background, Assessment, Recommendation) communication framework within one maternity ward. This stage allows staff to experiment, identify barriers, and gather feedback without major disruption to daily operations (Taylor et al., 2014).
Study:
Data collected during the testing phase should then be analysed to determine whether the changes have led to improvement. This includes reviewing patient safety reports, staff feedback, and patient satisfaction surveys. Comparing results to baseline data helps identify whether outcomes are improving and what modifications may be required (BMJ Quality & Safety, 2014).
Act:
In the final stage, successful changes are standardised and rolled out across other maternity wards. Lessons learned from the cycle are shared through staff meetings, learning sessions, and training modules. Continuous monitoring should be established to ensure that improvements are sustained and adapted as needed over time (Institute for Healthcare Improvement, 2023).
By applying the PDSA cycle, SaTH can promote a culture of learning and accountability. It supports small but meaningful changes that collectively strengthen quality and safety in maternity care. The cyclical nature of this approach ensures that progress is regularly reviewed, promoting transparency and continuous improvement in line with national patient safety goals (NHS Scotland, 2022).

Kurt Lewin’s Change Model
Kurt Lewin’s Change Model (1947) is a simple but powerful framework used to manage organisational change. It explains how individuals and organisations move from old behaviours to new ways of working through three key stages: Unfreeze, Change, and Refreeze. The model is particularly useful in healthcare because it focuses on understanding people’s emotions and resistance to change, which are often major barriers to improvement (Lewin, 1947).
This model was chosen over Kotter’s 8-Step Model because Lewin’s approach is more straightforward and suitable for promoting cultural and behavioural change within a single organisation. Kotter’s model is effective for large-scale transformation across multiple departments, but it can be complex and time-consuming to apply. Lewin’s three-stage model better fits the context of SaTH, where the priority is to rebuild trust, leadership, and teamwork through gradual, sustainable change (NHS England, 2018).

The table below shows how Lewin’s stages can be applied to improve maternity care quality at Shrewsbury and Telford Hospital NHS Trust.


	Stage
	Purpose
	Application in SaTH Maternity Services

	Unfreeze
	Preparing the organisation and staff for change by recognising the need for improvement.
	Acknowledge the failures identified in the Ockenden Report (2022) and communicate openly about the harm caused. Leadership should create awareness sessions, share data transparently, and encourage staff to reflect on the current culture of fear and blame.

	Change
	Implementing new behaviours, processes, and systems to replace old practices.
	Introduce multidisciplinary training, regular audits, and new communication tools such as the SBAR handover model. Encourage shared decision-making and collaboration between doctors, midwives, and management. Create visible leadership roles focused on safety and learning.

	Refreeze
	Embedding and sustaining the new culture and practices so that change becomes the new norm.

	Establish ongoing monitoring through quality reviews and staff feedback. Recognise positive performance and continue professional development programmes. Ensure lessons learned are built into long-term policy and practice.


[bookmark: _Int_LPVuPQ4i]As shown in Table 1, the three stages of Lewin’s Change Model can be applied to guide behavioural and cultural transformation within SaTH maternity services (Lewin, 1947; Ockenden, 2022; NHS England, 2018).
By applying Lewin’s model, SaTH can support staff through emotional and behavioural transitions. Change will only be successful if employees feel supported, informed, and involved in the process. Creating a shared vision, celebrating small improvements, and maintaining consistent leadership will help the new safety culture become part of daily practice (House of Lords Library, 2024).

Recommendations
Based on the findings from the Donabedian, Fishbone, and SWOT analyses, several areas require urgent and sustained improvement within the Shrewsbury and Telford Hospital NHS Trust (SaTH) maternity services. These recommendations focus on leadership, workforce development, communication, and quality improvement. Each proposal draws on evidence-based models such as PDSA, Lean, and Six Sigma to support a structured and sustainable approach to change.

1. Strengthen Leadership and Governance:
[bookmark: _Int_iDyZFznE]Strong leadership is essential for creating a culture of safety and accountability. The Ockenden Report (2022) identified long-standing weaknesses in managerial oversight and governance at SaTH. The trust should appoint visible maternity safety leads who are responsible for overseeing training, escalation, and learning from incidents. Leaders should adopt transparent practices by sharing performance data with staff and the public to rebuild trust.
Governance meetings should prioritise safety outcomes rather than reputation management. Leaders can use PDSA cycles to test and refine improvement strategies. This reflects the NHS England Three-Year Maternity and Neonatal Plan (2023), which emphasises visible leadership, staff wellbeing, and continuous learning.

2. Enhance Staff Training and Workforce Capacity:
A well-trained and supported workforce is central to delivering high-quality maternity care. Training programmes should be mandatory, multidisciplinary, and simulation based to strengthen confidence in managing obstetric emergencies. Joint training between midwives, obstetricians, anaesthetists, and neonatal teams can improve teamwork and response times. The Royal College of Obstetricians and Gynaecologists (2021) states that scenario-based training reduces error and improves outcomes.

[bookmark: _Int_5kf9I6OR][bookmark: _Int_kyDGWhRU]SaTH should apply Lean principles to reduce inefficiencies in staffing and workload distribution. Process mapping can ensure appropriate staff availability at critical times, which reduces burnout and improves coordination. Continuous professional development should be embedded within appraisals to promote lifelong learning.

3. Improve Communication and Team Collaboration:
Poor communication between clinicians, midwives, and patients contributed to avoidable harm. The trust should implement a standardised communication framework such as SBAR across all maternity departments. This structure supports clear and consistent information sharing, particularly during emergencies (NHS Improvement, 2021).
[bookmark: _Int_RfeDLeyq]Multidisciplinary team meetings should be held regularly to review complex cases, share learning, and strengthen coordination. Families should be involved in care planning and feedback processes to promote co-production and patient-centred care (The King’s Fund, 2022). Regular debrief sessions after critical incidents can also support emotional resilience and learning.

4. Implement Data-Driven Continuous Improvement:
[bookmark: _Int_p0zk6kmf][bookmark: _Int_Q2WtFpTk][bookmark: _Int_ytu0ZUIO][bookmark: _Int_F5UUK2uO][bookmark: _Int_ND3Vg8ct]Effective quality improvement relies on accurate and timely data. SaTH should develop a real-time dashboard to monitor key indicators such as stillbirth rates, caesarean section rates, patient satisfaction, and incident reports. Applying Six Sigma can help reduce variation in care by identifying and eliminating errors. The DMAIC framework encourages structured analysis and measurable progress (Antony et al., 2021).
[bookmark: _Int_fqrElEW3][bookmark: _Int_feKCVtPG]Benchmarking data should be shared across NHS trusts to support learning and transparency. Digital incident reporting tools can help identify safety trends more quickly. Public reporting of outcomes reinforces accountability and builds trust (CQC, 2024).




5. Foster a Supportive and Learning Culture:
Cultural transformation is essential to prevent repeated failures. The trust should adopt a just culture, where staff can report mistakes without fear of blame. Encouraging reflective practice and positive reinforcement will help staff learn from errors. Regular safety huddles and open forums can strengthen communication and psychological safety.
[bookmark: _Int_SdCzIuCg]Kurt Lewin’s Change Model can support this cultural shift. The unfreeze stage involves acknowledging harm, the change stage introduces new behaviours through training and policy reform, and the refreeze stage embeds these behaviours into routine practice. Ongoing evaluation through staff surveys and patient feedback will help maintain progress.

6. Enhance Patient and Family Involvement:
Patient involvement should remain central to maternity care improvement. Co-designing care plans and involving service users in safety reviews promotes transparency and ensures care reflects women’s needs. Establishing a Maternity Voices Partnership, as recommended by NHS England (2023), enables service users to collaborate with professionals to improve experiences. Information leaflets, feedback mechanisms, and patient representative roles can help strengthen trust between families and clinicians.

Benchmarking
Benchmarking provides a structured method for evaluating organisational performance by comparing outcomes and processes against recognised external standards (NHS Benchmarking Network, 2025). In maternity services, it is used to determine whether care meets national requirements for safety, staffing, clinical quality, and patient experience.

Benchmarking against Care Quality Commission (CQC) indicators and MBRRACE-UK perinatal mortality data is essential for Shrewsbury and Telford Hospital NHS Trust (SaTH) to assess progress and identify remaining gaps following the Ockenden Review.






	Area of Care
	National Benchmark (CQC / MBRRACE-UK)
	SaTH Before Ockenden (2018–2019)
	SaTH After Ockenden (2022–2024)

	

Maternal Mortality Rate
	
The national average is around 10.9 deaths per 100,000 births (MBRRACE-UK, 2023).
	
Higher than national average with several preventable deaths reported (Ockenden, 2022).
	Rates now improving through national maternity safety programmes, supported by recent MBRRACE-UK (2023) data showing early improvements (DHSC, 2022; NHS England, 2023).



	Stillbirths and Neonatal Deaths
	National average: 3.8 stillbirths and 2.7 neonatal deaths per 1,000 births (MBRRACE-UK, 2023).
	Over 200 avoidable deaths identified across decades due to poor monitoring and slow emergency response (Ockenden, 2022).
	New monitoring systems and staff training introduced; rates starting to fall (CQC, 2024).

	Safety and Leadership Rating
	CQC standard: hospitals rated “Good” for leadership and safety (CQC, 2023).
	Rated “Inadequate” for safety and leadership (CQC, 2018).
	Re-inspection in 2024 rated “Requires Improvement,” showing early progress (CQC, 2024).

	Incident Reporting and Learning
	NHS guidance supports open and blame-free reporting of incidents (Public Health England, 2020; NHS England, 2023).
	Staff feared reporting mistakes and incidents were often hidden (Ockenden, 2022).
	Digital incident reporting introduced; more open culture developing (NHS England, 2023).

	Staffing and Training
	NICE (2023). recommends safe staffing levels and regular emergency drills.
	Shortage of staff, poor supervision, and little teamwork (CQC, 2018; NHS Improvement, 2020).
	Recruitment and training improved, with joint simulation sessions for staff (RCOG, 2021).

	Patient Experience
	National target: 80% positive feedback from women in CQC Maternity Survey (2023).
	Many women and families said their concerns were ignored (Ockenden, 2022).
	Maternity Voices Partnership and family feedback sessions introduced to rebuild trust (NHS England, 2023).







Conclusion

[bookmark: _Int_V2LKC2Es][bookmark: _Int_2dEMhJd4]The review of the Shrewsbury and Telford Hospital NHS Trust (SaTH) maternity scandal shows how weak leadership, poor communication, and a culture of fear contributed to avoidable harm for mothers and babies (Ockenden, 2022). Applying quality improvement models such as Donabedian, Fishbone, PDSA, and SWOT highlights how failures across structures, processes, and outcomes created unsafe care (Donabedian, 1988; Taylor et al., 2014). Benchmarking against national standards from the CQC and MBRRACE-UK further demonstrates that SaTH consistently performed below national expectations, particularly regarding safety, staffing, and organisational learning (CQC, 2024; Knight et al., 2023).
Since the Ockenden Review, SaTH has made early improvements through strengthened governance, communication, and workforce training (NHS England, 2023; RCOG, 2021). However, sustained progress requires continued transparency, meaningful patient involvement, and committed, visible leadership (The King’s Fund, 2022). Ensuring safe maternity care must remain an ongoing process grounded in learning and compassion. By aligning practice with national frameworks such as NICE (2023) and NHS England’s Three-Year Maternity and Neonatal Plan (2023), the trust can rebuild public confidence and move towards consistently safe, person-centred care.
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