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[bookmark: _Toc215828325]Leadership and Governance Failures in the Shrewsbury and Telford Maternity Scandal
[bookmark: _Toc215828326]1. Introduction 
Leadership and governance failures are recognised as major contributors to quality lapses within health systems, with the Shrewsbury and Telford Hospital NHS Trust (STFT) perinatal care scandal representing one of the most serious failures in NHS history. The Ockenden Report (2022) showed that systemic leadership dysfunction at STFT allowed unsafe maternity practices to persist for over two decades, resulting in preventable maternal and neonatal harm. These failings occurred across multiple organisational levels, including Board oversight, clinical governance structures, and frontline management (Ockenden, 2022). Senior leaders repeatedly ignored warning signs raised by families, staff, and external reviewers, reflecting wider evidence that weak governance and poor accountability contribute to adverse maternity outcomes (NHS England, 2019).
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AI-generated content may be incorrect.]Leadership influences safety culture, communication, resource allocation, and adherence to clinical guidelines; therefore, leadership failures have profound impacts on care quality (Reason, 2000). National assessments by the Care Quality Commission (2022) highlight persistent leadership and governance gaps across maternity services, demonstrating that STFT was not an isolated case but an extreme example of systemic organisational weakness. Poor leadership has been closely linked to communication breakdowns, inadequate implementation of national guidelines, and the absence of effective incident learning systems patterns repeatedly identified in the STFT inquiry (Ockenden, 2022).Figure 1 Signage of Royal Shrewsbury Hospital (Shrewsbury and Telford Hospital NHS Trust, n.d.).

Donabedian’s (1988) model demonstrates that leadership directly shapes structural and process factors essential for safe care. At STFT, leadership failed to provide adequate staffing, ensure compliance with NICE maternity standards, or implement effective auditing and incident review systems (NICE, 2023; CQC, 2022). 
Research consistently shows that organisations with strong leadership achieve better safety cultures, clearer communication pathways, and more effective learning from harm (NHS England, 2018). In contrast, STFT cultivated a defensive and closed culture where staff concerns were minimised, whistle-blowers were discouraged, and external scrutiny was resisted (Ockenden, 2022). This contradicts the principles of transparency and proactive risk management outlined in national safety frameworks (NHS England, 2019).
This report therefore examines leadership and governance failures as the core quality issue underpinning harm at STFT (Ockenden, 2022). It applies the Fishbone Diagram, 5 Whys, Donabedian Model, and SWOT analysis to critically evaluate the root causes of these failings, drawing on national policy guidance and peer-reviewed evidence from NICE (2023), NHS England (2019), the Care Quality Commission (2022), and the World Health Organization (2019). The report concludes with evidence-based recommendations informed by PDSA, Lean, and Six Sigma methodologies, reflecting best practice for achieving sustainable improvements in leadership, governance, and maternity safety (IHI, n.d.; NHS England, 2018).
[bookmark: _Toc215828327]2. Main Body 
[bookmark: _Toc215828328]2.1 Leadership and Governance as a Quality Issue
Leadership and governance failures in the context of the Shrewsbury and Telford Hospital NHS Trust have been widely recognised as the primary systemic contributors to the long-standing safety issues identified in the Ockenden Review (2022). Evidence shows that senior leaders at STFT demonstrated ineffective oversight, limited strategic vision, and a persistent failure to respond to significant safety concerns raised consistently by families, midwives, and external bodies (Ockenden, 2022). The Care Quality Commission (2022) identified national gaps in maternity governance that were especially pronounced at STFT, where risk management processes such as; serious incident reviews, mortality and morbidity meetings, and clinical audit cycles were inconsistently applied or entirely disregarded.
Leadership incompetence also manifested through the Board’s inability to interrogate safety data meaningfully, resulting in inadequate board-to-ward communication and weak escalation systems (CQC, 2022). Research by West et al. (2015) highlights that high-performing healthcare organisations exhibit strong clinical leadership, effective challenge at Board level, and continuous monitoring of quality indicators; however, STFT showed the opposite, with senior leaders failing to question unusually low intervention rates and repeatedly reassuring themselves that services were safe despite evidence to the contrary (Ockenden, 2022). National maternity safety guidance, including the NHS Patient Safety Strategy (NHS England, 2019), emphasises leadership accountability for risk governance, incident reporting, and learning from harm, yet STFT consistently failed to deliver these core requirements.
A safety culture analysis further reveals that the Trust operated with a defensive and hierarchical culture where staff feared speaking up, which directly contradicts NHS England’s (2018) “Being Fair” guidance promoting openness, Just Culture, and psychological safety. Thus, leadership and governance failures were not incidental weaknesses but the central mechanism enabling repeated preventable harm over two decades. (NHS England, 2018; Health Foundation, 2018).
[bookmark: _Toc215828329]2.2 Fishbone Diagram (Ishikawa) Analysis
Applying Ishikawa’s Fishbone Framework illustrates how leadership failures were interconnected across multiple domains, collectively resulting in unsafe maternity care.
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Figure 2 Fishbone (Ishikawa) diagram template for root-cause analysis. (NHS England, 2011).
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At STFT, a major contributing factor was the limited maternity and governance expertise among senior leaders, which compromised their ability to evaluate clinical risks effectively (Ockenden, 2022). Leadership competency directly affects patient safety performance (NHS England, 2018), and the absence of clinically informed leadership resulted in poor decision-making and insufficient scrutiny of maternity outcomes. Staff concerns were routinely dismissed, generating a climate of fear and silence that suppressed essential safety feedback (Ockenden, 2022). Research demonstrates that psychological safety is a fundamental component of high-quality maternity services (Health Foundation, 2018).
[bookmark: _Toc215828331]2. Processes
Processes such as clinical audits, multidisciplinary mortality reviews, and risk assessments were weak, inconsistent, or entirely absent at STFT (CQC, 2022). Donabedian (1988) emphasises that robust processes such as; standardised monitoring, documentation, and escalation are essential to guarantee quality care. However, incident reporting systems at STFT showed chronic under-reporting, delayed review, and limited thematic analysis, which hindered learning from adverse events (CQC, 2022). 
[bookmark: _Toc215828332]3. Policies
Leadership failed to implement national guidelines, particularly NICE intrapartum care standards and the national perinatal safety bundle implemented to lower avoidable baby deaths (NICE, 2023; NHS England, 2019). Failure to follow mandated guidelines is widely acknowledged as a leadership failure because senior leaders are responsible for ensuring that evidence-based guidelines are embedded, monitored, and audited (NHS England, 2019). At STFT, national escalation protocols and fetal monitoring guidelines were inconsistently followed, directly contributing to poor outcomes (Ockenden, 2022).
[bookmark: _Toc215828333]4. Communication
Communication breakdowns between obstetricians, midwives, and governance teams were chronic, systemic, and deeply rooted in hierarchy (Ockenden, 2022). WHO (2019) identifies communication failures as a major global contributor to maternal death and morbidity, emphasising the importance of structured communication tools. At STFT, poor handovers, inadequate documentation, and failures to escalate concerns undermined clinical decision-making, contributing to unsafe maternity practices (Ockenden, 2022). Leadership failed to provide the systems, training, or cultural encouragement required for effective multidisciplinary communication, contrary to WHO (2019) recommendations on communication in maternity care and NHS England’s guidance on safety-critical communication processes (NHS England, 2019).
[bookmark: _Toc215828334]5. Culture
A hierarchical, blame-oriented culture prevented open disclosure and learning from adverse events (Ockenden, 2022). NHS England’s (2018) Just Culture principles require leaders to distinguish between human error and system failure, yet STFT often attributed harm to “individual mistakes,” ignoring systemic causes. Research shows that negative safety culture is one of the strongest predictors of persistent harm in maternity services (West et al., 2015).
[bookmark: _Toc215828335]6. Equipment/Resources
Resource constraints, including midwifery shortages, poor training provision, and outdated fetal monitoring equipment, resulted from leadership’s failure to invest adequately in the maternity service (Ockenden, 2022). Emphasises that adequate staffing levels, modern equipment, and consistent training are foundational requirements for safe maternity care, and that leadership has a central responsibility to ensure that resource allocation aligns with clinical and service needs (MBRRACE-UK, 2021; NHS England, 2019).
[bookmark: _Toc215828336]2.3 Expanded 5 Whys Analysis
The 5 Whys Analysis reveals deeper systemic explanations behind the leadership failures:
Why did preventable harm occur?
Because unsafe clinical practices persisted unchallenged for many years, reflecting systemic acceptance of substandard care (Ockenden, 2022).
Why were unsafe practices not addressed?
Because governance and oversight processes failed to identify, escalate, or act on recurring risks due to incomplete audits and ineffective incident reporting (CQC, 2022).
Why did governance mechanisms fail?
Because leadership did not prioritise safety governance, did not critically review performance data, and did not foster a culture that valued learning from harm (NHS England, 2019).
Why did leadership not prioritise safety?
Because leaders lacked maternity expertise, were disconnected from frontline realities, and operated through a culture characterised by defensiveness and denial (Ockenden, 2022).
Why did this culture persist?
Because external scrutiny was weak, recommendations from past reviews were ignored, and whistle-blower concerns were marginalised, reinforcing an entrenched resistance to transparency (Reason, 2000).
[bookmark: _Toc215828337]2.4 Donabedian Structure – Process – Outcome Model
[bookmark: _Toc215828338]Structure
STFT exhibited multiple structural weaknesses, including inadequate staffing levels, insufficient training, poor governance infrastructure, and outdated clinical equipment (Ockenden, 2022). Donabedian (1988) stresses that structures form the foundation upon which safe care processes are built. STFT leadership failed to ensure minimum safe staffing, despite national reports emphasising workforce adequacy as a determinant of safer maternity care (MBRRACE-UK, 2021).
[bookmark: _Toc215828339]Process
Unsafe processes at STFT included poor fetal monitoring, inconsistent escalation pathways, lack of adherence to NICE guidelines, weak documentation, and absence of multidisciplinary communication standards (NICE, 2023). NHS England’s Patient Safety Strategy (2019) notes that safe processes depend heavily on leadership commitment to quality improvement and governance.
[bookmark: _Toc215828340]Outcome
These structural and process failures translated into severe negative outcomes, including avoidable maternal deaths, stillbirths, neonatal hypoxic injuries, and long-term psychological trauma for families (Ockenden, 2022). 
[bookmark: _Toc215828341]2.5 SWOT Analysis of Leadership and Governance
[bookmark: _Toc215828342]Strengths
National maternity transformation programmes, such as Better Births and Saving Babies’ Lives, offer a strong framework for improvement (NHS England, 2019). Tools like MBRRACE-UK reports provide robust benchmarking for leadership to monitor outcomes and drive quality improvements (MBRRACE-UK, 2021).
[bookmark: _Toc215828343]Weaknesses
Leadership lacked clinical expertise, resulting in poor decisions and weak scrutiny of safety performance (Ockenden, 2022). Incident reporting was inadequate, and risk management systems were poorly implemented (CQC, 2022). WHO (2019) highlights that poor communication cultures contribute to harm, a major weakness at STFT.
[bookmark: _Toc215828344]Opportunities
Just Culture principles and PSIRF offer opportunities to rebuild trust, improve incident reporting, and enhance organisational learning (NHS England, 2020). Leadership development programmes and clinical leadership training can address skills gaps (West et al., 2015). 
[bookmark: _Toc215828345]Threats
Staff shortages, increasing clinical workload, and burnout pose significant risks to the sustainability of improvements (NHS England, 2019). Rising litigation costs reduce available funding for service improvement (NHS Resolution, 2023). 
[bookmark: _Toc215828346]2.6 Synthesis of Evidence
Across all analytical frameworks, leadership failure emerges as the pivotal systemic weakness driving safety issues at STFT (Ockenden, 2022). The Fishbone and 5 Whys analyses show that ineffective leadership allowed policy non-compliance, poor communication, and a hostile culture to persist unchallenged, consistent with national findings that weak leadership undermines maternity safety (NHS England, 2019; CQC, 2022). Donabedian’s model clearly demonstrates that leadership failures weakened structures and processes, producing catastrophic outcomes in care quality (Donabedian, 1988). The SWOT analysis further identifies leadership as the central weakness that undermined opportunities for improvement, reflecting wider evidence that organisational culture, accountability, and governance are shaped by leadership behaviour (WHO, 2019; Health Foundation, 2018). The combined evidence reinforces that sustainable change in maternity safety is impossible without fundamental leadership and governance reform (NICE, 2023; Ockenden, 2022).
[bookmark: _Toc215828347]3. Recommendations 
[bookmark: _Toc215828348]3.1 Overview
Improving leadership and governance in maternity services requires a coordinated, system-wide approach that strengthens culture, accountability, and continuous quality improvement. Reviews such as the Ockenden Report (2022) highlight that leadership reform is essential to preventing harm and rebuilding public trust. NHS England (2019) emphasises that sustainable improvement depends on competent leadership, robust risk governance, and a strong safety culture supported by proven quality improvement methodologies like PDSA, Lean, and Six Sigma. Similarly, the World Health Organization (2019) stresses that leadership engagement, clear communication, and adherence to clinical guidelines are vital for safe maternity care. The following recommendations therefore present a comprehensive, evidence-based strategy to strengthen leadership and governance across maternity services.
[bookmark: _Toc215828349]3.2 Recommendation 1: Establish a Competency-Based Leadership Framework
A key priority is the development of a structured competency framework to ensure that senior leaders, Board members, and maternity managers possess the clinical, governance, and safety competencies required to oversee high-risk maternity services. NHS England (2018) emphasises that leadership capability is fundamental to creating psychologically safe cultures and ensuring transparent responses to patient safety events. Evidence from the King’s Fund (West et al., 2015) shows that strong leadership behaviours such as; active listening, effective challenge, and data-informed decision-making are directly associated with improved patient outcomes.
A competency-based framework must include training in maternity safety, incident analysis, risk management, and national guideline implementation. This aligns with Ockenden’s (2022) recommendation that Boards must understand maternity risks to provide effective oversight. Leadership competency assessments should be mandatory and linked to ongoing professional development.
Implementation using PDSA
Plan: Develop training aligned with the NHS Leadership Framework and national maternity safety guidance (NHS Leadership Academy, 2012; NHS England, 2019).
Do: Deliver training programmes, simulation workshops, and leadership shadowing sessions.
Study: Assess improvements through audits, leadership self-assessments, and staff feedback surveys.
Act: Embed effective elements into long-term leadership development pathways.
This structured cycle ensures continuous improvement and measurable capability enhancement.
[bookmark: _Toc215828350]3.3 Recommendation 2: Implement a Proactive Governance and Risk Management System
Strengthening risk governance is essential to preventing recurrence of failures, as effective oversight structures are central to safe maternity care (NHS England, 2019). NHS England (2020) notes that effective governance systems require robust incident reporting, real-time data monitoring, and transparent learning processes to identify risks early and support timely intervention. Ockenden (2022) identified significant failures in STFT’s incident analysis and risk escalation pathways, demonstrating the need for structured governance tools such as maternity safety dashboards, proactive escalation systems, and multidisciplinary governance meetings. This aligns with wider regulatory findings that weak incident investigation processes and poor learning mechanisms contribute to repeated harm in maternity services (CQC, 2022; Health Foundation, 2018).
Quality improvement science also supports Six Sigma as an effective methodology for reducing process variation, identifying root causes, and improving reliability in complex clinical systems, particularly in high-risk environments such as maternity care (Institute for Healthcare Improvement, n.d.; NHS England, 2018).
Six Sigma (DMAIC) Approach
Define: Identify governance failures such as inadequate incident reporting and delayed risk reviews.
Measure: Audit reporting timeliness, incident categorisation accuracy, and learning implementation rates.
Analyse: Identify process bottlenecks, communication breakdowns, and recurrent safety themes.
Improve: Implement automated reporting tools, standardised investigation templates, and multidisciplinary safety reviews.
Control: Establish routine governance checks, dashboards, and quarterly Board-level reviews.
This structured approach promotes measurable, sustainable governance improvement.
[bookmark: _Toc215828351]3.4 Recommendation 3: Strengthen Board-to-Ward Communication and Accountability
Effective communication between senior leadership and frontline clinical teams is essential for safe maternity care, as clear information flow directly influences decision-making and escalation processes in high-risk settings (NHS England, 2019). WHO (2019) stresses that structured communication reduces clinical errors and enhances team functioning, particularly in high-acuity environments such as maternity services. Evidence from the Care Quality Commission (2022) similarly highlights that ineffective communication between leadership and clinical staff is a recurring weakness in unsafe maternity units.
To address these issues, leadership should implement daily safety huddles, monthly multidisciplinary governance meetings, and structured escalation pathways to enhance situational awareness and accountability (NHS England, 2020). These measures support real-time decision-making, enable prompt identification of deteriorating conditions, and promote transparent communication from “ward to Board,” aligning with national expectations for proactive safety governance (NHS England, 2019).
Lean Methodology
Lean principles focus on eliminating waste, reducing delays, and improving communication flow (NHS England, 2018). Standardised communication formal communication systems such as the SBAR structure should be embedded across maternity units to ensure consistency and clarity. This supports efficient escalation and strengthens shared mental models within teams.
[bookmark: _Toc215828352]3.5 Recommendation 4: Establish a Just Culture and Psychological Safety
A Just Culture is fundamental to improving maternity safety, as it promotes open disclosure, enhances staff confidence in reporting concerns, and supports meaningful organisational learning (NHS England, 2018). NHS England’s Being Fair Framework (2018) emphasises the importance of balancing individual accountability with fairness, ensuring that staff are treated consistently while systemic issues are identified and addressed through transparent learning processes. Evidence from the Ockenden Review (2022) demonstrates that STFT’s defensive and hierarchical culture silenced whistle-blowers and discouraged transparency, directly contributing to prolonged harm and limiting organisational learning. This aligns with broader research showing that punitive cultures undermine safety reporting, reduce staff engagement, and inhibit the development of resilient maternity services (Health Foundation, 2018; West et al., 2015).
Practical Actions
· Introduce confidential reporting systems and anonymous digital reporting tools.
· Implement team-based reflective learning sessions following the PSIRF model (NHS England, 2020).
· Provide training on psychological safety, human factors, and compassionate leadership.
· Incorporate Just Culture behaviours into managerial appraisals and performance metrics.
· This supports sustained cultural transformation and promotes shared responsibility for safety.
[bookmark: _Toc215828353]3.6 Recommendation 5: Improve Workforce Capacity and Training
Workforce deficiencies were a major factor contributing to failings at STFT, including inadequate midwifery staffing, limited obstetric supervision, and insufficient training in fetal monitoring (Ockenden, 2022). MBRRACE-UK (2021) emphasises that adequate staffing and training are essential to reducing preventable perinatal deaths.
Implementation Approach
· Conduct a comprehensive workforce gap analysis to determine safe staffing levels.
· Introduce simulation-based training for obstetric emergencies, aligning with national recommendations.
· Establish mandatory annual competency assessments, including cardiotocography interpretation and clinical escalation pathways.
· Monitor training compliance using digital dashboards and link outcomes to service improvements.
· Ensuring workforce capability reduces clinical variation and enhances reliability of care.
[bookmark: _Toc215828354]3.7 Recommendation 6: Embed NICE Guidelines and National Policy Compliance into Leadership Accountability Structures
Leadership must ensure full adherence to NICE NG235 intrapartum care guidance and the national improvement bundle developed to reduce avoidable perinatal mortality which are grounded in scientific evidence frameworks for reducing perinatal harm (NICE, 2023; NHS England, 2019). 
Monitoring Tools
· Quarterly audit cycles mapped to NICE quality statements.
· Maternity dashboard indicators reviewed monthly at Board level.
· Escalation triggers for non-compliance, requiring documented action plans.
· Integrating guideline adherence into leadership accountability structures ensures consistent, safe practice.
[bookmark: _Toc215828355]3.8 Recommendation 7: Introduce Regular External Review and Regulatory Alignment
External scrutiny is vital for maintaining leadership accountability and preventing recurrence of governance failures, as independent oversight strengthens transparency and drives organisational learning (NHS England, 2019). The Care Quality Commission (2024) highlights that regular independent inspections, clear reporting, and external validation of governance processes are essential for improving maternity services nationally. Ockenden (2022) emphasised that STFT’s failure to act on previous external reviews and recommendations allowed unsafe practices to persist for many years, demonstrating how weak external challenge can contribute to systemic harm. This is supported by wider evidence showing that sustained external review is a key mechanism for strengthening governance resilience and preventing repeated safety failures (Health Foundation, 2018; CQC, 2022).
Steps
· Schedule annual independent clinical governance reviews led by expert external panels.
· Publish review findings and action plans transparently for public accountability.
· Ensure action plans are monitored quarterly by an external advisory group to maintain momentum.
· External oversight strengthens governance resilience and reinforces organisational trustworthiness.
[bookmark: _Toc215828356]4. Conclusion 
Leadership and governance failures were the central root issues that led to the significant maternity service failures at Shrewsbury and Telford Hospital NHS Trust. Analysis employing the Fishbone Diagram, 5 Whys, Donabedian Model, and SWOT consistently highlighted that systemic leadership dysfunction enabled unsafe practices, poor communication, weak risk management, and inadequate implementation of national policies. The Ockenden Review (2022) confirmed long-standing failures of oversight and accountability, demonstrating a prolonged disregard for warning signs and patient safety concerns. Evidence from NHS England (2019), NICE (2023), and the Care Quality Commission (2022) reinforces the need for stronger governance structures, improved leadership competency, and meaningful cultural change across maternity services.
The recommendations informed by PDSA, Lean, and Six Sigma methodologies offer clear, structured strategies to strengthen leadership capability, embed robust risk governance, promote Just Culture, improve communication pathways, and ensure full compliance with national guidelines. These actions are essential for restoring public trust and preventing future avoidable harm.
Ultimately, the STFT scandal underscores that effective leadership is the foundation of safe, high-quality maternity care. Sustainable improvement depends on leaders who are transparent, accountable, and committed to continuous learning. By implementing the proposed reforms, health organisations can build resilient governance systems capable of delivering safe, compassionate, and reliable care for all mothers and babies.
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