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Introduction
[bookmark: _dgw0zfi1noy5][bookmark: _Toc235347833]1.1 Background 
The Ockenden Review is an independent review of the quality of maternity services at the Shrewsbury and Telford Hospital NHS Trust (SaTH) commissioned by NHS England and carried out by Donna Ockenden (Dobson, 2022). The review covers more than 1,800 families who accessed maternity services from 2000 to 2019, and has identified that the standard of maternity care is failing significantly in many areas, such as avoidable maternal and neonatal deaths, stillbirths, substandard clinical decision making, and governance. SaTH is responsible for the management of both the Royal Shrewsbury Hospital and Princess Royal Hospital, and serves a large population in Shropshire and Telford (Foley et al., 2025). This case is significant as it demonstrates the responsibility of effective leadership within NHS organisations, as this has an impact on patient safety, which is undermined due to inadequate leadership, weak governance and poor organisational culture.
[bookmark: _2i69trfwx9ws][bookmark: _Toc235347834]1.2 Purpose of the Report
This report discusses the theory and principles of leadership, governance and system thinking as a way to critically analyse the Ockenden Review (Norman et al., 2022) It will look at the contribution of failures of leadership, organisation and governance where outcomes of birth are poor, and will make recommendations on the basis of evidence to improve patient safety, accountability and the performance of NHS healthcare organisations.
[bookmark: _agbnedtuqepz][bookmark: _Toc235347835]1.3 Leadership in Health and Social Care
In this context, leadership in health and social care is about motivating and inspiring health and social care staff to work towards a shared vision for safe, effective, patient-centred health and social care (Bright, 2025). Strong leadership is crucial when an organisation is failing to function, to encourage accountability, better communication, support of staff and continuous learning. The Ockenden Review highlights that poor leadership can foster unsafe practices, poor staff morale and poor patient outcomes, while strong leadership can lead to good staff morale and facilitate transparency and evidence-based decision making which can build a positive organisational culture.
[bookmark: _77sdk3z33szf][bookmark: _Toc235347836]1.4 Leadership Theories
This case study is analysed through the lens of four theories of leadership. Transformational leadership fosters innovation, vision and empowerment of staff in the midst of organisational change (McDonagh Hull, 2023). Transactional leadership emphasizes task performance, adherence to rules and procedures and accountability. Situational Leadership emphasizes a change in leadership styles as needed by the organization and as the people are able. Distributed leadership fosters a sense of shared responsibility and team decision making in multidisciplinary teams, which increases communication, accountability and patient safety across complex healthcare organisations.
[bookmark: _ylvxkyj1h53x][bookmark: _Toc235347837]1.5 Centralisation vs Decentralisation
Centralisation occurs when decisions are taken at a senior level or at a national level, in health and care organisations, with consistency across; standardisation and meeting the policy requirement  (Abdalla et al., 2026). De-centralisation, however, means decentralising decision-making to the local manager and frontline clinical team, and this can promote flexibility, responsiveness and local decision-making. Balance of central control and local autonomy is essential to patient safety, quality of services, innovation, good governance and to meet the local needs of healthcare services and the challenges within the NHS organisation.
[bookmark: _10oq2q97f3hn][bookmark: _Toc235347838]1.6 Structure of the Report
[image: ]
[bookmark: _Toc235348047]Figure 1: Report Structure
(Source: Self Created)
[bookmark: _n0jt51j1kl8l][bookmark: _Toc235347839]Main Body 
[bookmark: _xgy5irmhuh68][bookmark: _Toc235347840]2. Identifying the Problem and System Context 
[bookmark: _eschjlg6rpxc][bookmark: _Toc235347841]2.1 Overview of the Ockenden Review
The Ockenden Review was ordered by NHS England to conduct an independent review of the maternity services provided by Shrewsbury and Telford Hospital NHS Trust (SaTH). The final report by Donna Ockenden in 2022 considered more than 1,800 family cases and found significant leadership and governance, clinical practice and organisational culture failings (Renfrew et al., 2022). The review called for 210 changes to improve the NHS maternity service to be safer, more accountable and better.
[image: ]
[bookmark: _Toc235348048]Figure 2: Ockenden Review timeline Shrewsbury and Telford Hospital NHS 
(Source: Renfrew et al., 2022)
[bookmark: _cvwq35n3an6x][bookmark: _Toc235347842]2.2 The Main Problem
The Ockenden Review found that the most serious problems were unsafe maternity care at every stage, which was caused by inadequate leadership, governance and clinical management (Sutton et al., 2022). Women lost their lives due to preventable conditions, and babies were lost due to preventable causes – including stillbirth and brain injury and other disabilities – that could have been averted. The clinical team did not always recognize deteriorating maternal or foetal conditions, were not always quick to respond to crises and did not always carry out a comprehensive investigation into negative events. The lack of effective communication and experience-based learning, combined with the lack of willingness to be subject to external review had a proportionate effect on patient safety and the public's confidence, with unsafe practice continuing for many years (Abi, 2026).
[bookmark: _co5zo6byteip][bookmark: _Toc235347843]2.3 Global Context
In the international spotlight on the safety of mothers and newborns, the Ockenden Review is one of the reviews highlighted (Mahase, 2025). World Health Organization (WHO) estimates that in 2020, some 287,000 women died in pregnancy and childbirth-related complications, with many of these deaths being preventable through timely, quality health services. WHO further estimates that millions of avoidable patient injuries occur each year as a result of patient safety events, especially in LMICs. Healthcare systems with organisation weaknesses tend to have higher rates of neonatal and maternal mortality compared to those with a better governance framework, continuous quality improvement and effective maternity safety systems, OECD comparisons show.
[image: ]
[bookmark: _Toc235348049]Figure 3: WHO maternal mortality infographic 2023
(Source: Mahase, 2025)
[bookmark: _p8ew166epdz0][bookmark: _Toc235347844]2.4 National Context 
Reducing stillbirth and infant mortality and morbidity is seen as a public health priority in England (Powell, 2024). NHS England has launched a number of maternity improvement programmes after concerns about patient safety have been raised time and again. The quality of maternity services has varied in the NHS Trusts that have been subject to Care Quality Commission (CQC) inspections, with concerns about staffing, governance and leadership in a number of trusts. MBRRACE-UK findings have continued to reveal that inequalities, late clinical action and lack of standardisation in the implementation of evidence-based guidelines are still continuing to lead to avoidable maternal and infant deaths and this supports the extended significance of the findings from the Ockenden Review (Macleod & Hodges, 2022).
[image: ]
[bookmark: _Toc235348050]Figure 4: NHS England maternity safety programme
(Source: Macleod & Hodges, 2022)
[bookmark: _y6wp0pxq2c1][bookmark: _Toc235347845]2.5 Governance Issues 
The Ockenden Review revealed concerns in relation to governance at local, regional and national levels (Barclay & Moore, 2024). Patient safety problems were not being identified at an early stage in the Trust due to: Inadequate Board oversight; Inadequate clinical governance; Inadequate investigation of incidents and inadequate risk management. There was not enough external challenge or support from regional organisations despite warnings. At a national level, NHS accountability systems failed to identify any systemic issues in a timely manner so as to safeguard patients (Steward, 2023). Such governance shortcomings made it difficult to increase transparency, create organisational learning, make timely and necessary changes, and enabled the continuation of poor quality provision of maternity services.
[image: ]
[bookmark: _Toc235348051]Figure 5: NHS clinical governance framework 
(Source: Steward, 2023)
[bookmark: _lf28u76myy1g][bookmark: _Toc235347846]2.6 Systems Thinking 
The system's thinking approach indicates that the shortcomings in the Ockenden Review were not solely due to individual clinical errors, but were systemic in nature (Hirst et al., 2024). The need for better communication between multi-disciplinary teams impaired effective information sharing and slowed clinical decisions. Staff members were not seen as challenging or reporting unsafe practice, as a result of an organisational culture resistant to learning. Weak feedback mechanisms and lessons were not drawn from past incidents for improvements (Auckland, 2022). There was a lack of staffing which impacted on healthcare workers, and clinical governance was not robust enough to ensure that performance was monitored as much as it should be, with systemic risks identified across the organisation.
[bookmark: _eq6r7kkid1xa][bookmark: _Toc235347847]2.7 Rich Picture 
The Rich Picture illustrates the number of factors that are involved in maternity care in the Shrewsbury and Telford Hospital NHS Trust. Patients and families are at the centre and midwives, consultants and multidisciplinary teams are in place to provide safe care. Governance and oversight is covered by the Hospital Board; strategic direction, monitoring and accountability are provided by NHS England and regulatory bodies (Vize, 2022). Poor communication between health care professionals, poor leadership, poor governance and poor feedback mechanisms pose a barrier to patient safety. The staffing shortages and interaction between organisational culture and slow decision making are examples of the failures of the system of healthcare as a whole.
[image: ]
[bookmark: _Toc235348052]Figure 6: Healthcare systems thinking rich picture maternity services
(Source: Vize, 2022)
[bookmark: _bi8qpguq6ych][bookmark: _Toc235347848]3. Centralisation and Decentralisation
[bookmark: _tiuck5s1x454][bookmark: _Toc235347849]3.1 NHS Governance Structure 
The National Health Service (NHS) is an organisation with both centralised and decentralised structures (Wilkinson, 2022). NHS England sets national priorities for health and care, clinical standards, allocates funding and monitors performance of organisations, such as NHS trusts. Organisations are monitored to ensure they meet statutory quality and safety requirements by regulatory bodies such as the Care Quality Commission (CQC) which carry out inspections and make assessments of performance. The Trust Board is responsible for the development of strategy, financial management, risk management and clinical governance of the Trust and co-ordinates the delivery of SaTH. Executive leaders, divisional managers and clinical teams deliver the national policies, working with an understanding of local healthcare needs. The governance mechanism is intended to ensure accountability at the national level and to give flexibility at the operational level (Ahmed et al., 2025). The Ockenden Review found that there was poor co-ordination between the national system and local leadership, resulting in weakened governance systems and significant harm to patients going unaddressed for many years after it was discovered.
[image: ]
[bookmark: _Toc235348053]Figure 7: NHS England organisational structure governance 
(Source: Ahmed et al., 2025)
[bookmark: _8vg06zvrg62p][bookmark: _Toc235347850]3.2 Centralised Features 
The NHS has a number of key centralised features to ensure consistency, accountability and quality of care throughout England. NHS England has a strategic role, for example, in developing national policies and plans for mothers, patient safety strategies, workforce plans, clinical standards, all of which should be followed by NHS trusts (Allkins, 2022). The national Better Births strategy and the national Maternity Transformation Programme were focused on personalised care, the avoidance of unnecessary harm and nationalisation of maternity services. Additionally, the Care Quality Commission (CQC) is a separate inspectorate that inspects adherence with the standards of safety, effectiveness, leadership and governance relating to healthcare organisations. The aim of these centralised processes is to help trusts to meet the same standards of clinical quality and remain accountable for patient outcomes. However, the Central Oversight was not able to identify any issues at an early stage in the Shrewsbury and Telford Hospital NHS Trust in the Ockenden Review. There was not sufficient evidence of external monitoring to prevent continued issues in maternity care in the event of repeated serious incidents and events being raised (Johnson et al., 2024). An in-depth review of over 1,800 maternal and infant deaths conducted in the home identified that a number of these deaths could have been avoided if a broad based national response had been implemented. It highlighted the need to have more than just periodic inspections and performance reporting to identify potential safety issues.

But centralisation does have its advantages, too. National leadership provides consistency in clinical guidelines, equitable distribution of resources, evidence-based practice and enables patient safety initiatives at a national level. Standardisation of policies also helps with accountability in the organisation and sets standards for services and governance. But over-centralization can also lead to less responsiveness in an organization because it takes longer to make decisions, has more steps and processes to go through, and doesn't allow for innovation at the local level (De Vries et al., 2023). For healthcare organisations, meeting national targets may take priority over taking forward initiatives to tackle new clinical threats. The Ockenden Review demonstrates how a lack of appropriate leadership at the local level, failure to escalate concerns promptly and ongoing organisational learning to identify risk and prevent it becoming a failure of the system is all too common.
[bookmark: _sf0nmccghbtg][bookmark: _Toc235347851]3.3 Decentralised Features 
In addition to central governance, NHS organisations have decentralised management systems which share responsibility for decisions about the operation of the NHS with clinical leaders and individual trusts and frontline health care teams (Spierson et al., 2023). The Trust Board, executive directors, maternity service managers, consultants and ward leaders in Shrewsbury and Telford Hospital NHS Trust have the responsibility to implement national maternity policies and address any clinical issues within their area. The decentralisation process allows timely decision making by the clinical staff to improve the quality of patients' services, efficient allocation of resources and adaptation of services to the needs of the population. Ward managers and multidisciplinary teams play a crucial role in the monitoring of quality, risk control and fast responses to new clinical circumstances. The Ockenden Review found that a failure to deliver effective leadership, governance and culture had a negative impact on decentralised authority. While local leaders had a responsibility to deliver services, they often did not ensure that serious incidents were investigated thoroughly, their responses to concerns raised by families were inadequate and they didn't take action to improve services based on evidence. Staff reported low levels of opportunities to challenge unsafe practice, and low levels of communication between midwives and obstetricians and senior management was experienced which impacted on collaboration (West et al., 2026). So, local autonomy did not come with proper accountability and organisational learning, and unsafe maternity practices continued for many years.

Decentralisation can have several significant advantages in the context of good governance. Local leaders are familiar with the issues at hand and can make faster decisions, have greater staff commitment, and address patient needs (Capper et al., 2024). Empowering frontline clinicians can also help create opportunities for innovation, support multidisciplinary collaboration and foster patient-centred approaches. De-centralisation can however result in unequal services, when the leadership of the organisation is weak and the governance system is poorly supervised. There may be some variation in clinical performance because of the differences in leadership capability, workforce capacity and organizational culture that may exist locally. In a decentralised health system, strong governance, clear reporting and appropriate leadership are essential to ensure that local decision-making that keeps patients safe at all times works (O'Donovan et al., 2026).The Ockenden Review makes it clear that governance, reporting processes and leadership are vital to a decentralised system of health to ensure that local decision making and activity is effective and keeps patients safe all the time.
[bookmark: _6q2ts86436q7][bookmark: _Toc235347852]3.4 Critical Evaluation
The Ockenden Review reveals the delicate relationship between centralisation of governance and decentralisation of clinical leadership – it is essential for good healthcare governance (Cosma et al., 2024). National accountability systems established the norms and carried out inspections, but failed to be effective in articulating emerging patterns of failure within organisations in a timely manner to prevent avoidable harm. Meanwhile, local leaders held operational authority, but were not always held accountable; not effectively investigated incidents; and did not create an organizational culture that encouraged openness and learning. Thus, decisions were made in a less proactive manner than desired and the crisis management and corrective actions were late. The weak local governance, however, limited the implementation of EBP, despite the support of national maternity policies. Limited staff autonomy was also due to hierarchical cultures and to the fact that talking up and working in a multidisciplinary way were discouraged (Erwin, 2026). As a result it is clear from the review that patient safety is interwoven with the need for leadership at local level, with the need to communicate effectively, learn from one another and to take shared ownership for ongoing quality improvement at every tier of the NHS.
[bookmark: _lrmmx8efecfi][bookmark: _Toc235347853]4. Leadership Theories Applied to the Case Study
[bookmark: _14guenx2igcw][bookmark: _Toc235347854]4.1 Transformational Leadership
Transformational leadership is inspiring people to follow a vision, innovate and transform the organisation. The Ockenden Review may have implemented transformational leadership to fix the culture and governance problems identified in the Shrewsbury and Telford Hospital NHS Trust (Walker, 2026). Leaders who would have done this would have encouraged a culture of openness, continuous learning, empowerment of staff, patient safety, and patient quality improvement. This sort of leadership could have contributed to communication between the maternity teams, to increased staff engagement and the use of evidence-based practices. The key advantage of transformational leadership is the establishment of a positive organisational culture, to encourage employees to accept change and improve their performance. It also encourages teamwork and creativity in the complex healthcare setting. However, there are also some disadvantages to this. Too much focus on vision and future change can be a negative; current operations problems must be addressed immediately (Harris et al., 2022) In addition, the leadership's competence, credibility and willingness to the organisation to change is a crucial element in successful implementation.
[image: ]
[bookmark: _Toc235348054]Figure 8: Transformational leadership healthcare model
(Source: Harris et al., 2022)
[bookmark: _1wc3bmdotggd][bookmark: _Toc235347855]4.2 Transactional Leadership
Transactional leadership emphasizes accountability and corrective measures, performance management, and rule following in systems (Dobson, 2022). Elements of transactional leadership were found in clinical guidelines, regulatory requirements and organisational performance targets related to the maintenance of standards of maternity care, within the Ockenden Review. The leadership style could have been applied to make sure that clinical protocols and incident reporting and patient safety measures were followed. A great thing about transactional leadership is that it establishes expectations, responsibilities and performance levels. This can be especially helpful in a health care setting to help maintain consistency, to prevent confusion, and to establish accountability. This is particularly helpful for routine practice and following standard procedures (Foley et al., 2025). There are some disadvantages to the method, however. Excessive rule and hierarchy can impede innovation, thinking and staff development. A stronger compliance strategy would not have attempted to uncover systemic communication problems, resistance to organisational learning or cultural issues that added to the problem in theunsafe practices at the heart of the Ockenden case.
[bookmark: _otjirhhn7140][bookmark: _Toc235347856]4.3 Situational Leadership 
Situational leadership suggests that the leaders modify their leadership style based on the situation, the capability of the workforce and the needs of the organisation. The Ockenden Review emphasises the need for flexible leadership within complex healthcare systems where patient safety issues can be tackled in multiple ways (Norman et al., 2022). Leaders' decision making processes might need to be more directive rather than supportive and collaborative in clinical crisis situations where rapid decision making is needed and more supportive and collaborative rather than directive in routine service improvement situations. Situational leadership is employed due to its adaptability. Leaders are flexible in their approach to take account of staff capability, confidence and organisational challenges. This flexibility can enhance performance, communication and problem solving skills of the workforce. However, there are some disadvantages to situational leadership. If not managed well, a change in leadership styles can instill confusion in workers. In addition, leaders should have a high level of emotional intelligence and decision making ability to make the correct evaluations (Bright, 2025) The shortcomings found in Ockenden Review indicate that sometimes leadership was not sufficiently flexible to deal with the challenges of new patient safety issues as they arose.
[bookmark: _5d0swz6sg2df][bookmark: _Toc235347857]4.4 Distributed Leadership
Distributed leadership is about distributing the responsibility for leadership across various levels in an organisation instead of having only the top level of management responsible for leadership (McDonagh Hull, 2023) This practice fosters teamwork between healthcare providers, managers, and frontline workers in healthcare environments to enhance decision-making and patient outcomes. One theme which could have been explored to enhance communication between midwives, consultants, managers and executives and to encourage shared responsibility for the safety of maternity services and service quality throughout the Ockenden Review was distributed leadership. Distributed leadership is strong because it is able to harness the knowledge of multi-disciplinary teams. Granting autonomy to employees to make decisions can improve innovation, responsiveness and organisation learning (Abdalla et al., 2026). Distributed leadership also helps to foster a culture of addressing and growing concerns more effectively. This can also be difficult when there are unclear responsibilities and/or overlapping roles. With shared leadership there is sometimes confusion about accountability, particularly in the event of a crisis. Distributed leadership can result in poorly organised and often poorly managed decision making processes in an organisation, and inconsistent implementation of organisational priorities and safety plans.
[image: ]
[bookmark: _Toc235348055]Figure 9: Distributed Leadership Framework
(Source: Abdalla et al., 2026)
[bookmark: _3zgqptfx1dhv][bookmark: _Toc235347858]4.5 Critical Comparison
The Ockenden Review states that the Hospital NHS Trust in Shrewsbury and Telford had some missing characteristics of leadership. There was a lack of transformational and distributed leadership which had an impact on staff engagement, organisational learning and communication between professional groups (Renfrew et al., 2022). Leadership failures were the lack of being proactive and not addressing issues early on, when they developed, they were only addressed when serious incidents arose. The result is that they were unable to meet new patient safety threats or to make improvements to services. While transactional mechanisms were in place, based on policy and regulation, compliance was not enough to build up a positive safety culture. Some leaders lacked psychological safety and emotional intelligence, observed by staff who often were reluctant to challenge an unsafe practice or raise concerns successfully. Lack of situational leadership was also found with inappropriate response of the leader in terms of adapting it to the changing situation (Sutton et al., 2022). To conclude, the review highlights the importance of embedding transformational, distributed and emotionally intelligent leadership to build accountability, drive staff engagement and sustain continual improvements in patient safety in a sustainable manner.
[bookmark: _ons4mp67xl49][bookmark: _Toc235347859]5. Improvement and Lessons Learned
[bookmark: _mcclu1way6wr][bookmark: _Toc235347860]5.1 Governance and Leadership Interaction 
The Ockenden Review emphasises the importance of governance and leadership, relating to the performance of the organisation and patient safety (Abi, 2026). The culture at Shrewsbury and Telford Hospital NHS trust was poor and it failed to encourage staff to report concerns or take action following adverse events. Leadership culture was focused on organisation reputation, and not patient safety, causing barriers to communication and defensive behaviour to become entrenched. It was identified that the governance had failed to ensure the safe practices in maternity care had not been challenged over many years, due to poor clinical monitoring, poor risk management and poor Board oversight. There was also a lack of accountability for some serious incidents not being investigated and recommendations made as a result of previous reviews sometimes not being followed up. Leaders' efforts to foster a culture of transparency and continuous improvement and shared responsibility were therefore not effective (Mahase, 2025). Poor governance coupled with ineffective leadership undermined the resilience of organisations, delayed effective interventions and was a direct cause of avoidable maternal and neonatal harm that was found across the Ockenden Review.
[bookmark: _vqvog0lh6w0c][bookmark: _Toc235347861]5.2 Evidence-Based Improvements
The Ockenden Review identified a number of improvements to the maternity services and patient safety that are supported by evidence. Digital incident reporting system may be used that enable the immediate identification, analysis and monitoring of safety incidents, and support organizational learning (Powell, 2024). Fostering a culture that encourages speaking up fosters transparency and accountability by allowing health care practitioners to speak up without fear or repercussions when concerns are raised. There is the possibility of greater trust and services being more patient-centred with greater involvement of the patient and family in the design of services and in incident investigations. Clinical audits should be carried out on a regular basis to ensure compliance with national maternity guidelines, to identify areas of non-compliance and to aid the ongoing quality improvement process (Macleod & Hodges, 2022). Compassionate, transformational and emotionally intelligent leadership courses can build your organisational culture and employee engagement. Last but not least, the integration of continuous quality improvement approaches allows healthcare organisations to measure outcomes systematically, put in place evidence-based best practices, and maintain improvements over the long run in maternity safety and clinical governance.
[image: ]
[bookmark: _Toc235348056][bookmark: _2h36faysnn0z][bookmark: _Toc235347862]Figure 10: Patient Safety Incident Reporting System
                                                           (Source: Macleod & Hodges, 2022)
                                               
5.3 Lessons for NHS Organisations 
NHS organisations seeking to improve patient safety and organisational effectiveness can learn from the Ockenden Review. First, it is important to have a robust learning culture in place that adverse incidents are reported, investigated properly, and then become the basis for future learning opportunities and enhancements, but not the grounds for blame (Barclay & Moore, 2024). The resiliency of the organisation is enhanced and reoccurring failures are mitigated by ongoing learning within the organisation. Secondly, transparency is essential to build trust with the public and professional accountability. Leaders should be honest and transparent with patients, families, regulators and staff about the risks to clinical care, standards of performance and improvement plans.

The review also states the need for the statutory Duty of Candour, designed to ensure that healthcare organisations are not 'dishonest' when things go wrong, make sure that patients are told in the right time about these events and provide support (Steward, 2023). In line with the principles of patient-centred care, the involvement of women and families in care-planning and services evaluation and quality improvement needs to be an integral part of good decision-making. Furthermore, System approach encourages organisations to view incidents in the context of the synergy between leadership, governance, staffing, communication and organisational culture and how this impacts on patient outcomes. The use of systems thinking allows healthcare organisations to uncover root causes, improve the coordination of people across multiple disciplines and make long-term improvements to the system, thus tackling long-term organisational weaknesses (Hirst et al., 2024). The lessons aim to help improve the safety of maternity services and good governance in NHS services more widely.
[bookmark: _aj72t0h75lcl][bookmark: _Toc235347863]5.4 Systems Thinking Evaluation
The Ockenden Review shows that patient safety outcomes are not caused by individual clinical incidents but the result of interactions between a number of organisational components (Auckland, 2022) Leadership influences the culture of the organisation, behaviour and priorities of employees; governance establishes accountability, monitoring and compliance with regulations. In multidisciplinary teams, lines of communication, decision making and responsibility are defined by their organisational structure. Good feedback systems will help organisations to detect risks, look into incidents, act on recommendations and measure improvement strategies through learning. These factors can work together to make it possible for health organisations to prevent harm and ensure that mothers receive good care. However, reinforcing negative feedback loops can lead to poor leadership, governance, communication and/or organisational learning, increasing the risk of patient safety issues (Vize, 2022). The Ockenden Review demonstrates that a sustainable future can only be made through the principles of integrated leadership, effective governance, transparent communication and continued monitoring. Employing a systems thinking approach can therefore help NHS organisations to tackle root cause issues, enhance organisation's resilience and better patient safety outcomes.
[image: ]
[bookmark: _Toc235348057]Figure 11: Systems Thinking in Healthcare
(Source: Vize, 2022)
[bookmark: _po254tz8eu31][bookmark: _Toc235347864]6. Recommendations
[bookmark: _tx4j70w73szq][bookmark: _Toc235347865]6.1 Leadership Recommendations
In the Shrewsbury and Telford Hospital NHS Trust, the transformational, distributed and compassionate approach to leadership should be introduced to improve patient safety and organisation performance (Wilkinson, 2022). Transformational leadership can articulate a vision for continuous improvement, and encourage employees to be innovative and evidence-based. Distributed leadership should facilitate multidisciplinary working teams to collaboratively make decisions and take responsibility at all levels of the organisation. Empathy, psychological safety and staff wellbeing are supported through compassionate leadership to ensure healthcare professionals can raise concerns without fear of blame. These leadership styles can have a positive impact on improving organisational culture, improving collaboration, improving the quality and safety of maternity care across the Trust.
[bookmark: _36bfpdgdrpks][bookmark: _Toc235347866]6.2 Governance Recommendations
Ongoing monitoring of clinical performance should be regular and clinical governance improved by a full risk assessment and systematic analysis of patient safety outcomes. The Trust Board need to be more accountable, with any safety issues being investigated promptly, with recommendations being effectively put into practice (Ahmed et al., 2025). Safety reporting systems should be regularised and supported by a clearly structured system of reporting and monitoring that encourages reporting at the earliest opportunity and enables the organisation to learn from incidents. The Care Quality Commission and NHS England, which are responsible for independent oversight, should provide more regular checks on high-risk services, and respond quickly to governance failures and take remedial action before patient safety is at risk.
[bookmark: _8ix6wr2spu0y][bookmark: _Toc235347867]6.3 Communication Improvements
It is important that good communication is a priority throughout the entire maternity service. Multidisciplinary team meetings should have multiple characteristics that facilitate smooth information transfer among midwives, obstetricians, managers and support staff, which will promote clinical decision making and care coordination (Allkins, 2022). Digital reporting systems should be designed to enable rapid reporting of patient safety incidents, should facilitate investigation of the incident and enable learning by the organisation. There is a need to further strengthen transparency and trust, by ensuring that patients and families are actively involved in care planning, service evaluation and incident reviews. An environment that fosters a culture of employees intervening without fear of repercussions will enhance teamwork, reduce miscommunication and patient safety risks.
[bookmark: _k0uaehrde31u][bookmark: _Toc235347868]6.4 Systems Improvement
The Trust will enhance its workforce planning with respect to maternity staff by employing and retaining an adequate number of suitably qualified maternity workers, such that workload is not excessive, and service quality is good. Monitoring of clinical performance using KPI, safety audits and patient outcome measures should be a continuous process to identify risks at an early stage (Johnson et al., 2024) All departments of learning systems must implement recommendations from investigations, audits and national reports in a consistent manner. The key elements of a comprehensive risk management process are to identify, evaluate and manage all risks to prevent them from impacting on patient care. These system improvements will contribute to resilience and sustainable healthcare performance of an organisation.
[bookmark: _x031se5l0ie5][bookmark: _Toc235347869]6.5 Long-Term Sustainability
The improvement process is a long-term process that requires embedding into the day-to-day activities of the organisation via regular education, leadership development and through continual review of the patient safety outcomes. Healthcare professionals, patients, family members, plus regulators and community members should be included among the stakeholders to engage in the design and evaluation of maternity services. Co-production will help to ensure that patient experiences and professional expertise are taken into account in improvement works (De Vries et al., 2023). Evidence-based practice, drawn on evidence, should underpin policy development and workforce planning and clinical practice with regard to available evidence such as national guidelines and performance data. With good leadership, effective governance and collaboration, the Trust has the potential to build on and strengthen the public's confidence in NHS maternity services.
[bookmark: _wdd63apjrqpb][bookmark: _Toc235347870]Conclusion 
The Ockenden Review of the Shrewsbury and Telford Hospital NHS Trust uncovered serious and ongoing failures of maternity care and its devastating impact on patient safety, showing the profound impact of weak leadership, governance and organisational culture. However, the review showed that it was not individual clinical errors but problems in the system, including unnecessary maternal and neonatal deaths, poor clinical decision-making and poor communications, and inadequate incident investigations. The results highlight the need for a systems thinking approach to healthcare organizations to gain insights into the interconnections that impact service quality and patient outcomes. The analysis identified that there was a lack of transformational, distributed and compassionate leadership with poor levels of staff engagement, and limited organisational learning and openness and accountability within organisational culture. The failure to have good governance, notably by the Board, lack of clinical governance and taking no action on concerns about safety also allowed unsafe maternity practices to continue despite many alerts. National regulatory systems were in place, however this was not well coordinated with local leadership, reducing the level of effectiveness for patient safety interventions.

Applying systems thinking revealed that the systems of leadership, governance, communication, workforce capacity, organisational culture, and feedback systems are interacting in an ongoing manner to impact organisational performance. Hence, sustainable improvements demand multi-faceted solutions to ensure a firm development of leadership skills, improve governance structures, establish good multi-disciplinary cooperation, and foster ongoing organisation learning. The Ockenden Review offers opportunities for learning for NHS organisations such as the need to be transparent, accountable, patient-centred and evidence based in its decision making. Healthcare organisations need to create a culture that promotes the reporting of adverse events, learning from those incidents and taking steps to improve, before they even occur. Finally, quality leadership is important in improving NHS performance as it can affect NHS organisation culture, help in high quality governance, support health care professionals and ensure patient safety is at the highest level. NHS organisations that have implemented these lessons will help to boost confidence in the public, improve maternity care, and deliver better and safer care to patients.
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