


Abstract
Quality and patient safety in NHS maternity services remain significant national concerns, with repeated investigations identifying preventable maternal and neonatal harm associated with organisational and clinical failures. This report critically evaluates the quality and patient safety failures identified in the Independent Review of Maternity Services at Shrewsbury and Telford Hospital NHS Trust (Ockenden Review) and develops evidence-based recommendations for sustainable service improvement.
A systems-based analysis was undertaken to examine the organisational factors contributing to unsafe maternity care. The Fishbone (Ishikawa) Diagram and Five Whys were applied to identify contributory and underlying causes, while Donabedian's Structure–Process–Outcome model evaluated relationships between organisational structures, care processes and patient outcomes. SWOT analysis assessed strategic capacity for improvement. Implementation was further examined through the Consolidated Framework for Implementation Research (CFIR), Normalisation Process Theory (NPT) and PARIHS framework. Evidence was drawn from peer-reviewed literature, national policy, regulatory reports and published organisational evidence.
The analysis identified weaknesses in clinical governance, leadership, workforce capacity, multidisciplinary working, organisational culture and implementation as major contributors to unsafe maternity care. Evidence from the Ockenden Review, Care Quality Commission, MBRRACE-UK and NHS Resolution indicates that preventable harm, inequalities and substantial financial consequences remain important concerns across NHS maternity services.
The report recommends strengthening clinical governance and accountability, leadership and safety culture, workforce capability and human factors, digital quality surveillance, organisational learning and action on maternity inequalities. These improvements should be implemented through iterative Plan–Do–Study–Act (PDSA) cycles, supported by implementation science to strengthen organisational readiness, multidisciplinary participation, facilitation and sustainability. Overall, the analysis concludes that safer maternity care requires more than additional policies or clinical guidance; sustainable improvement depends on organisations developing the capacity to translate evidence and learning into routine practice through accountable governance, adequate resources, collaborative working and continuous evaluation.
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1.0 [bookmark: _Toc238025916] Introduction
1.1 Background and Rationale
Healthcare quality encompasses care that is safe, effective, person-centred, timely, efficient and equitable, making these dimensions fundamental to patient safety and continuous service improvement (Institute of Medicine, 2001; WHO, 2023). Within NHS maternity services, quality depends not only on clinical competence but also on effective leadership, governance, multidisciplinary communication, workforce capacity and organisational learning (NHS England, 2023a; CQC, 2024).
Despite national regulation and evidence-based guidance, preventable maternal and neonatal harm remains a significant concern. The Ockenden Review examined 1,592 clinical incidents involving 1,486 families at Shrewsbury and Telford Hospital NHS Trust and identified repeated failures in governance, leadership, communication, escalation and organisational learning (Ockenden, 2022). The review concluded that different care might or would reasonably have prevented death or serious outcomes for 201 babies and identified significant or major concerns in 9 of the 12 maternal deaths examined (Ockenden, 2022). These findings demonstrate that maternity safety failures cannot be understood solely as individual clinical errors but require examination of the organisational systems in which care is delivered.
National evidence indicates that this concern extends beyond one NHS Trust. CQC's maternity inspection programme identified substantial variation in safety and leadership across maternity services, with 47% rated Requires Improvement for safety and 18% rated Inadequate (CQC, 2024). Similar organisational weaknesses were identified in the Francis Report, Morecambe Bay Investigation and East Kent Maternity Investigation, demonstrating persistent difficulties translating lessons from serious incidents into sustained organisational improvement (Francis, 2013; Kirkup, 2015; Kirkup, 2022).
[bookmark: _Toc238025917]1.2 Rationale 
The Ockenden Review was selected because its scale and detailed examination of recurrent organisational failures provide a strong case study for evaluating quality management and service improvement. Importantly, it demonstrates that having evidence-based guidance is insufficient when leadership, governance, workforce capability and organisational culture do not support consistent implementation (Ockenden, 2022; NHS England, 2023a).
[bookmark: _Toc238025918]1.3 Aim and Objectives
This report critically evaluates the organisational causes of quality and patient safety failures identified in the Ockenden Review using Fishbone analysis, Five Whys, Donabedian's Structure–Process–Outcome model, SWOT, CFIR, NPT and PARIHS. It then develops evidence-based recommendations addressing governance, leadership, workforce capability, organisational learning, digital innovation and health inequalities, supported by a Plan–Do–Study–Act (PDSA) implementation strategy.
















[bookmark: _Toc238025919]2.0 Systems Analysis of the Quality Concern 
Healthcare quality requires safe, effective, person-centred, timely, efficient and equitable care, supported by effective governance, workforce capability and organisational learning (Institute of Medicine, 2001; WHO, 2023; NHS England, 2023a; CQC, 2024). Systems thinking conceptualises healthcare organisations as complex adaptive systems in which outcomes emerge through interactions between people, processes, technology and organisational structures (Braithwaite et al., 2018; Carayon et al., 2020). Preventable harm should therefore be understood through interacting weaknesses in governance, workforce, communication and organisational culture rather than individual error alone (Reason, 2000; Hollnagel, 2014).
This perspective is reflected in Ockenden's examination of 1,592 incidents involving 1,486 families, where different care might or would reasonably have prevented death or serious outcomes for 201 babies, with significant or major concerns identified in 9 of 12 maternal deaths (Ockenden, 2022). Similar failures reported by Francis (2013), Kirkup (2015) and Kirkup (2022) demonstrate persistent difficulty translating organisational learning into sustained improvement. “Therefore, effective maternity improvement requires system-level change rather than individual accountability.”
[bookmark: _Toc238025920]2.1 Root Cause Analysis Using the Fishbone Diagram
 The Fishbone Diagram, developed by Ishikawa (1986), is a quality management tool that identifies and categorises multiple contributory causes of a defined problem. In healthcare, it supports root cause analysis by examining how organisational factors such as leadership, workforce, communication, clinical processes, governance and culture interact, thereby shifting analysis away from individual blame towards system improvement (Ishikawa, 1986; Reason, 2000; NHS England, 2023a).
Applied to Ockenden, the framework identifies interconnected weaknesses including ineffective leadership and governance, workforce shortages, inconsistent competency assessment, delayed escalation, cardiotocography (CTG) misinterpretation, poor multidisciplinary communication and failure to listen to women and families (Ockenden, 2022). Nationally, CQC findings show 47% of maternity services requiring improvement for safety and 18% rated inadequate further indicate that organisational weaknesses extend beyond a single Trust (CQC, 2024).
The Fishbone Diagram is valuable because it provides a structured, systems-based analysis and facilitates multidisciplinary learning rather than individual blame (Reason, 2000). However, identifying contributory factors does not establish why they persisted. [image: ]Therefore, the Five Whys provides the next level of root-cause analysis.
Figure 1. Fishbone analysis of organisational factors affecting maternity care quality and patient safety. Adapted from ConceptDraw (n.d.) and informed by Ishikawa (1986), Reason (2000) and Ockenden (2022).
[bookmark: _Toc238025921]2.2 Root Cause Analysis Using the Five Whys
The Five Whys, developed by Ohno (1988), is a root-cause analysis technique that repeatedly asks why an adverse event occurred to move from its immediate manifestation towards underlying organisational causes. In healthcare quality management, it is valuable because it redirects investigation from individual error towards the systems and organisational conditions influencing unsafe care (Ohno, 1988; Reason, 2000). Applied to Ockenden, it helps examine why recognised maternity safety problems were allowed to persist rather than merely identifying what went wrong.
Five Whys Analysis Applied to the Ockenden Review 
	Stage
	Question
	Application to Ockenden

	Problem
	What was the quality failure?
	Avoidable maternal and neonatal harm occurred repeatedly within maternity services (Ockenden, 2022).

	Why 1
	Why did avoidable harm occur?
	Maternal and fetal deterioration was not always recognised, escalated or acted upon promptly (Ockenden, 2022).

	Why 2
	Why was recognition/escalation delayed?
	CTG interpretation, multidisciplinary communication and access to appropriate senior review were inconsistent (Ockenden, 2022).

	Why 3
	Why were these processes inconsistent?
	Workforce pressures, competency gaps, inadequate supervision and fragmented multidisciplinary working reduced the reliability of safe practice (Ockenden, 2022).

	Why 4
	Why did these weaknesses persist?
	Governance, incident investigation and organisational learning did not consistently identify, challenge and correct recurring safety problems (Ockenden, 2022).

	Why 5
	Why was sustainable improvement not achieved?
	Leadership and implementation systems did not reliably translate recognised standards, previous warnings and organisational learning into sustained routine practice (Ockenden, 2022).



Table 1.  Five Whys root-cause analysis of maternity safety failures. Adapted from Ohno (1988) and applied to findings from Ockenden (2022).
Critical Analysis
The analysis shifts the explanation for harm from the proximal clinical failure—such as delayed escalation—to deeper organisational weaknesses in governance, leadership and learning. This is important because responding only to Why 1 or Why 2 could result in additional CTG training or revised escalation guidance while leaving the conditions that allowed those failures to recur unchanged. The Five Whys therefore challenges superficial explanations and supports systems-oriented improvement rather than individual blame (Reason, 2000).
However, its apparent simplicity is also a limitation. The sequence implies a relatively linear causal pathway, whereas healthcare organisations are complex adaptive systems in which staffing, workload, leadership, culture, communication and clinical decisions interact dynamically (Braithwaite et al., 2018). Hollnagel (2014) further challenges conventional linear approaches to safety because outcomes may emerge from combinations of everyday system interactions rather than a single identifiable root cause. Consequently, another investigator could follow the same incident and reach a different fifth “why”, making findings partly dependent on how questions are framed.
Critically, stopping the analysis at “staff required more training” could itself reproduce an individual-focused response, despite the deeper evidence of organisational failure. The Five Whys should therefore be used to generate hypotheses about underlying causes rather than treated as proof of one definitive root cause. This report, it complements the Fishbone analysis by providing greater causal depth; the Donabedian Structure–Process–Outcome model subsequently evaluates how these organisational conditions influenced care delivery and patient outcomes.
[bookmark: _Toc238025922]2.3 Evaluating Healthcare Quality Using Donabedian's Structure–Process–Outcome Model
Donabedian's Structure–Process–Outcome (SPO) model evaluates healthcare quality by examining how organisational capacity influences care delivery and subsequent patient outcomes (Donabedian, 1988). Unlike the preceding root-cause analyses, its value here is to demonstrate where quality improvement should be targeted and how improvement could be measured.
	Domain
	Application to Ockenden and quality implications

	Structure
	Ockenden (2022) identified weaknesses in staffing, leadership, governance, training and oversight. These conditions reduced organisational capacity to consistently deliver safe maternity care, indicating that improvement requires adequate workforce resources, competency development and accountable governance.

	Process
	Structural weaknesses contributed to inconsistent CTG interpretation, delayed escalation, ineffective multidisciplinary working and failure to listen to women and families (Ockenden, 2022). Therefore, increasing resources alone is insufficient unless it produces measurable improvement in how care is delivered.

	Outcome
	Ockenden examined 1,592 incidents involving 1,486 families and concluded that different care might or would reasonably have prevented death or serious outcomes for 201 babies, with significant or major concerns identified in 9 of 12 maternal deaths (Ockenden, 2022). These outcomes provide measurable evidence of the consequences of failures across structure and process.



[bookmark: _Toc238025923]2.4 SWOT: what strategic capacity exists for improvement 

	Strengths
	Weaknesses

	The NHS has established national safety infrastructure through PSIRF, CQC regulation and maternity benchmarking (NHS England, 2022; NMPA, 2024). Importantly, some interventions demonstrate measurable improvement: implementation of the Saving Babies' Lives Care Bundle across 19 early-adopter maternity units was associated with a 20% reduction in stillbirths, equivalent to 161 fewer stillbirths, although concurrent initiatives prevent attributing the reduction solely to the bundle (NHS England, 2018). Nationally, stillbirth rates were 19% lower in 2021 than in 2010, while neonatal mortality was 30% lower, demonstrating progress but not complete achievement of national ambitions (NHS England, 2023b).

	Progress has not been consistent across all outcomes. Ockenden (2022) demonstrates that established standards did not reliably translate into safe routine practice, exposing an implementation gap between national policy and local delivery. This is particularly important because maternal mortality in 2021–2023 remained 21% higher than in 2009–2011, or 7% higher when COVID-19 deaths were excluded (NHS England, 2026). Therefore, improvements in stillbirth and neonatal mortality should not be interpreted as evidence that wider maternity safety problems have been resolved.

	Opportunities
	Threats

	
The Three-Year Delivery Plan creates an opportunity to strengthen implementation through SBLCBv3, national maternal and newborn early-warning systems, digital maternity standards and routine monitoring of outcomes by ethnicity and deprivation (NHS England, 2023a). The newer Maternal Care Bundle also targets maternal mortality, morbidity and inequalities across five priority clinical areas, potentially addressing areas where improvement has been slower.



	
NHS Resolution (2024) demonstrates the substantial financial consequences of maternity-related clinical negligence, while the Royal College of Midwives (2024) identifies ongoing workforce pressures. Together, these risks may create a reinforcing cycle in which workforce instability compromises safety, adverse outcomes increase financial and regulatory pressures, and organisational capacity for improvement becomes further constrained.


Critical evaluation: SWOT provides strategic clarity but remains subjective, descriptive and relatively static; factors may also overlap between categories (Gürel and Tat, 2017). It should therefore prioritise improvement rather than establishing causality, which has already been addressed through Fishbone, Five Whys and Donabedian analysis.

[bookmark: _Toc238025924]2.5 Implementation Science Frameworks
Implementation science is relevant to Ockenden because established maternity standards and previous recommendations did not consistently translate into routine safe practice (Ockenden, 2022). The issue was therefore not only identifying appropriate care, but understanding why evidence was not reliably implemented and sustained.
CFIR – Organisational Readiness. CFIR examines implementation across the intervention, inner and outer settings, individuals and implementation processes (Damschroder et al., 2022). Ockenden (2022) identified weaknesses in leadership, workforce capacity and organisational learning, indicating limited organisational readiness for sustained implementation. CFIR therefore suggests that additional guidance alone is unlikely to improve safety without sufficient leadership, resources and implementation capability.
NPT – Embedding Change. NPT explains how practices become routine through coherence, cognitive participation, collective action and reflexive monitoring (May and Finch, 2009). Ockenden (2022) identified fragmented multidisciplinary communication and joint working, while CQC (2024) highlighted a “them and us” culture between midwifery and obstetric staff. May et al. (2018) emphasise that implementation requires collective professional work. Therefore, professional silos may have prevented safer practices from becoming normalised, demonstrating why training alone is insufficient without shared multidisciplinary responsibility for implementing and reviewing change.
PARIHS – Evidence, Context and Facilitation. PARIHS proposes that implementation depends on evidence, context and facilitation (Harvey and Kitson, 2016). Ockenden (2022) demonstrates that evidence-based standards existed, but organisational context limited their consistent application. The implementation deficit was therefore not simply a lack of evidence, but insufficient conditions for evidence to influence routine practice, supporting stronger clinical leadership, feedback and protected multidisciplinary learning.
Critical synthesis. The frameworks are complementary but overlap: CFIR identifies implementation barriers, NPT explains whether change becomes routine, and PARIHS highlights the role of context and facilitation. Their combined implication is that sustainable maternity improvement requires organisational readiness, collective professional participation, supportive leadership and continuous evaluation—not simply further policies or recommendations.




[bookmark: _Toc238025925]3.0 Evidence-based Recommendation’s 
[bookmark: _Toc238025926]3.1 Strengthen Clinical Governance and Accountability
Clinical governance provides the organisational framework through which NHS services remain accountable for continuously improving quality and safeguarding standards of care (Scally and Donaldson, 1998). Ockenden (2022) identified inadequate oversight, ineffective incident investigation and failures to learn from recurring safety concerns, demonstrating that governance mechanisms were insufficient to prevent repeated harm. NHS England promotes systems-based learning from patient-safety incidents rather than disproportionate emphasis on individual blame (NHS England, 2022). Therefore, maternity governance should move beyond retrospective incident review towards proactive risk surveillance, using board-level maternity dashboards, regular multidisciplinary safety reviews and clearly defined accountability for implementing recommendations. This would enable emerging patterns to be identified before they develop into repeated harm.
[bookmark: _Toc238025927]3.2 Leadership and Safety Culture
Leadership development is important because leadership influences safety culture, staff engagement and the willingness of professionals to raise concerns. Boamah et al. (2018) found that transformational leadership was associated with improved workplace conditions and patient-safety outcomes, supporting leadership development as a potential quality-improvement intervention. Similarly, Edmondson (1999) demonstrated that psychological safety encourages staff to speak openly about concerns and mistakes, which is particularly relevant to maternity services where timely escalation can prevent harm.
However, leadership development alone cannot guarantee meaningful organisational change. Ockenden (2022) identified failures extending beyond leadership behaviour to governance, workforce capacity, multidisciplinary working and organisational learning. This suggests that training managers in transformational or compassionate leadership may have limited impact if staff remain understaffed, escalation systems are ineffective, or concerns raised by frontline professionals do not result in organisational action. Furthermore, West et al. (2015) argue that compassionate leadership requires supportive organisational conditions rather than simply individual leadership competencies.
Therefore, leadership development should be treated as one component of systems improvement rather than a standalone solution. NHS maternity services should combine multidisciplinary leadership development with protected speaking-up mechanisms, adequate workforce capacity, executive safety walk-rounds and measurable board-level accountability. This approach is more likely to translate improved leadership behaviours into sustained changes in safety culture and patient outcomes.

[bookmark: _Toc238025928]3.3 Workforce Capability and Human Factors
Workforce improvement should address capacity, competence and working conditions simultaneously. Ockenden (2022) identified staffing pressures, inconsistent competency assessment and problems with fetal monitoring and escalation. Human-factors evidence demonstrates that clinical performance is shaped by interactions between professionals, tasks, technologies and organisational conditions rather than knowledge alone (Carayon et al., 2020). Safer maternity care therefore requires adequate staffing alongside protected multidisciplinary simulation, standardised CTG competency assessment, escalation training and regular reassessment of clinical skills.
Critically, however, additional training cannot guarantee safer care if understaffing, excessive workload, fatigue or weak organisational systems prevent professionals from consistently applying their knowledge in practice. Workforce development should therefore not become another individual-focused response to a systemic problem; improvement must address staffing capacity, working conditions and system design alongside professional competence. This is particularly important because the NHS Long Term Workforce Plan identifies workforce shortages as a continuing constraint on service sustainability (NHS England, 2023c), and the Royal College of Midwives (2024) highlights ongoing recruitment, retention and workload pressures.
[bookmark: _Toc238025929]3.4 Digital Quality Surveillance and Organisational Learning
Digital technology provides an opportunity to shift maternity quality assurance from retrospective investigation towards earlier identification of risk. Topol (2019) highlights the potential for digitally enabled healthcare systems to strengthen decision-making and workforce capability. Applied to Ockenden, interoperable maternity records and real-time dashboards could monitor indicators such as delayed escalation, staffing pressures, incident patterns and clinical outcomes. However, digitalisation is an enabler rather than a solution in itself; poor-quality data or weak organisational responses could simply digitise existing failures. Digital surveillance should therefore be combined with multidisciplinary review, accountable leadership and continuous organisational learning.
[bookmark: _Toc238025930]3.5 Reducing Maternity Inequalities
Quality improvement cannot be considered successful if improvements are not equitable. Persistent inequalities in maternal outcomes identified by MBRRACE-UK (2025) demonstrate that maternity safety must address differences in access, communication and experience rather than relying solely on overall outcome averages. These inequalities are particularly evident across ethnicity and socioeconomic deprivation, with Black women experiencing approximately three times the risk of maternal death and Asian women approximately twice the risk compared with White women; women living in the most deprived areas also experience substantially greater maternal mortality risk (MBRRACE-UK, 2025).
NHS England's Core20PLUS5 framework provides a mechanism for targeting populations experiencing healthcare inequalities and prioritising maternity care within population-health improvement (NHS England, 2024). Maternity dashboards should therefore stratify safety and experience outcomes by ethnicity and deprivation, supported by interpreter access, culturally responsive communication and co-production with women and families.
Critically, monitoring inequalities alone will not reduce them unless identified disparities trigger targeted organisational action. Therefore, equity indicators should be incorporated into clinical governance, quality assurance and improvement planning, with leaders accountable for addressing unequal outcomes. This ensures that improvements in overall maternity performance do not conceal poorer outcomes within population subgroups.

[bookmark: _Toc238025931]3.6 Implementation Through PDSA
The Plan–Do–Study–Act (PDSA) cycle provides a practical mechanism for translating these recommendations into measurable service improvement. Rather than implementing large-scale interventions without evaluation, changes can be tested on a smaller scale, outcomes assessed and interventions refined before wider adoption (Langley et al., 2009; Taylor et al., 2014).
Plan: identify a measurable maternity safety priority, such as delayed escalation or inconsistent CTG competency.
Do: test the intervention within one maternity unit or multidisciplinary team.
Study: evaluate process and outcome measures, including escalation compliance, incidents, staff feedback and patient experience.
Act: adapt ineffective elements and standardise successful changes before wider implementation.
Critically, Taylor et al. (2014) found considerable variation in how PDSA has been applied in healthcare, demonstrating that merely labelling an intervention “PDSA” does not guarantee rigorous improvement. PDSA should therefore be supported by governance oversight, reliable measurement and repeated cycles rather than used as a one-off implementation exercise.













[bookmark: _Toc238025932]4.0 Conclusion 
The frameworks generated complementary recommendations for improving NHS maternity safety. Fishbone analysis identified the need to address interacting organisational factors rather than isolated clinical errors, supporting multidisciplinary approaches to governance, workforce, communication and safety culture. The Five Whys traced these problems to deeper weaknesses in leadership, governance and organisational learning, indicating that corrective action must address underlying systems rather than repeatedly treating immediate failures. This is consistent with Ockenden's recommendation for stronger board oversight, multidisciplinary investigation and timely implementation of learning from incidents (Ockenden, 2022). 
The Donabedian model demonstrated that strengthening structures—including staffing, leadership, training and governance—should improve care processes such as CTG interpretation, escalation and multidisciplinary working, thereby improving maternal and neonatal outcomes. This supports Ockenden's recommendations for a sustainably funded workforce, protected training and minimum staffing arrangements (Ockenden, 2022). SWOT analysis further showed that existing national quality infrastructure provides a foundation for improvement, but implementation capacity and continuing workforce pressures remain weaknesses; digital surveillance and equity-focused improvement provide opportunities for more preventative quality management.
Finally, CFIR highlighted the importance of organisational readiness and resources; NPT demonstrated that safer practices must become normalised through collective multidisciplinary working; and PARIHS showed that evidence requires supportive context and facilitation to become routine practice. This is particularly relevant because Ockenden found failures to work collaboratively across disciplines and specifically recommended that staff who work together should train together (Ockenden, 2022). 
Collectively, the main recommendation is therefore not simply to introduce more policies or training, but to create an organisational system capable of implementing and sustaining them through accountable governance, adequate staffing, multidisciplinary working, psychological safety, continuous learning, digital monitoring and equitable care.
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