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[bookmark: _Toc1732148538]1. Introduction
Failures in maternity services stay a significant patient safety and public health concern within the National Health Service (NHS), despite sustained investment in quality improvement, regulatory oversight, and national safety programmes. Safe, effective, and person-centred maternity care is essential for reducing maternal and neonatal morbidity and mortality while improving women’s experiences of healthcare. However, recent evidence shows that considerable variation in the quality of maternity services persists across England (World Health Organization, 2021; NHS Resolution, 2024).
[bookmark: _Int_JqPA69vR][bookmark: _Int_7ZbchGg2] The Care Quality Commission (CQC) reported that almost half of maternity services inspected between 2022 and 2024 were rated either Requires Improvement or Inadequate, with recurring concerns relating to safety, leadership, governance, and organisational culture (Care Quality Commission, 2024). Consequently, these findings suggest that national policies and regulatory standards alone are insufficient unless they are consistently translated into safe clinical practice.
[bookmark: _Int_vGWgDFJ2][bookmark: _Int_PPH3ZM99][bookmark: _Int_k4lf9haE][bookmark: _Int_gEZHIJ3O]The maternity services at Shrewsbury and Telford Hospital NHS Trust have been selected as the focus of this report because they represent one of the most significant examples of healthcare quality failure within the NHS. The independent Ockenden Review concluded that repeated failures in leadership, communication, clinical governance, and organisational learning resulted in avoidable harm to mothers and babies over many years (Ockenden, 2022). However, the importance of this case extends beyond a single NHS Trust, as later national reviews indicate that similar concerns continue to affect maternity services across England (Care Quality Commission, 2024). Therefore, the case provides an appropriate basis for examining how evidence-based quality improvement can strengthen patient safety and organisational performance (Royal College of Obstetricians and Gynaecologists, 2024).
[bookmark: _Int_LLU40VpI]Although adverse events are often attributed to individual clinical error, this explanation provides only a partial understanding of healthcare quality failures. Reason (2000) argues that patient harm usually results from interacting organisational weaknesses rather than isolated human mistakes, while Vincent and Amalberti (2016) suggest that safer healthcare depends upon designing resilient systems capable of preventing errors before they reach patients.
[bookmark: _Int_4MkKkkwx]Conversely, Mannion and Davies (2018) argue that system redesign alone is unlikely to improve outcomes unless organisations also develop effective leadership, staff engagement and a culture that supports openness and continuous learning. Furthermore, Dixon-Woods et al. (2014) found that many healthcare organisations have governance structures but fail to embed them consistently within everyday practice. Therefore, sustainable quality improvement requires leadership, governance, organisational culture, and evidence-based practice to operate together rather than independently (Institute of Medicine, 2001).
[bookmark: _Int_ko7SSMI2]These principles are reinforced through the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014, including Regulation 12 (Safe Care and Treatment) and Regulation 20 (Duty of Candour), alongside the NHS Patient Safety Strategy (NHS England, 2019) and the Three-Year Delivery Plan for Maternity and Neonatal Services (NHS England, 2023). Nevertheless, repeated national inquiries demonstrate that regulation alone cannot prevent unsafe care without effective implementation, organisational accountability, and continuous learning (Ockenden, 2022).
This report critically evaluates the quality concerns shown within the selected case study before analysing the underlying organisational factors contributing to the failures using recognised quality improvement frameworks. The findings inform evidence-based recommendations and an implementation strategy to support sustainable improvements in patient safety, organisational learning, and the delivery of high-quality maternity services.
[bookmark: _Toc215781926]2.1 Case Study Evaluation
[bookmark: _Int_rmK2Oh37][bookmark: _Int_bIeEXfYB]The principal quality issue showed within Shrewsbury and Telford Hospital NHS Trust was the prolonged failure to deliver safe, effective, and person-centred maternity care. The Ockenden Review found repeated failures in fatal monitoring, clinical decision-making, communication, escalation of concerns and governance, contributing to avoidable maternal deaths, neonatal deaths and serious birth injuries affecting 1,486 families (Ockenden, 2022). However, these failures should not be viewed solely as individual clinical errors. Their persistence over almost two decades suggests deeper organisational weaknesses in leadership, governance, and organisational learning, indicating a systemic failure rather than isolated incidents.
The failures affected a wide range of stakeholders. Women and babies experienced preventable harm, while families reported poor communication, inadequate involvement in decision-making and a lack of compassion following adverse outcomes (Ockenden, 2022). Healthcare professionals also experienced increased psychological pressure, reduced morale, and professional scrutiny. Furthermore, the Trust faced regulatory intervention, reputational damage and substantial financial costs associated with litigation. Nevertheless, workforce pressures alone cannot explain these failures, as effective leadership and organisational accountability are essential for supporting safe and high-quality maternity services (Mannion and Davies, 2018).
[bookmark: _Int_YEV4xVAR][bookmark: _Int_QT4Ngc48]Both quantitative and qualitative evidence prove the seriousness of the quality concern. The Ockenden Review examined 1,592 clinical incidents involving 1,486 families, while the Care Quality Commission (2024) reported that 48% of maternity services inspected in England between 2022 and 2024 were rated Requires Improvement or Inadequate. Similarly, MBRRACE-UK identified continuing variation in maternal mortality and perinatal outcomes across the UK (Knight et al., 2024). Qualitative evidence from women, families and staff highlighted recurring themes of poor communication, failure to listen to concerns and ineffective organisational learning. Consequently, combining quantitative and qualitative evidence provides a more comprehensive understanding of healthcare quality than relying on clinical outcome data alone (Institute of Medicine, 2001).
[bookmark: _Int_rTg3kHKx]The quality failures created significant risks, including delayed recognition of maternal and fatal deterioration, avoidable obstetric complications, neonatal brain injury, and loss of life. These failures also conflicted with the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014, particularly Regulation 12 (Safe Care and Treatment) and Regulation 20 (Duty of Candour). Furthermore, the issues identified directly relate to national priorities outlined in the NHS Patient Safety Strategy (NHS England, 2019). The overarching Maternity Safety Strategy implementation update (Department of Health and Social Care 2023) the Three-Year Delivery Plan for Maternity and Neonatal Services (NHS England, 2023) and the National Maternity Safety Improvement Programme (NHS England, 2024), all of which emphasise safety culture, compassionate leadership and organisational learning. Therefore, the Shrewsbury case demonstrates the need to identify and address the underlying organisational causes of poor-quality care, which will be explored using recognised quality improvement frameworks in the following sections.


[bookmark: _Toc1057556700]2.2 Application of the Donabedian Model
The Donabedian Model evaluates healthcare quality through three interrelated components: structure, process and outcomes (Donabedian, 1988). Although the framework is widely used to assess healthcare quality, (Arah et al., 2006) Its greatest strength lies in identifying where failures occur within healthcare systems. Therefore, it provides an appropriate framework for examining the quality failures identified at Shrewsbury and Telford Hospital NHS Trust.
Applying the model to the Shrewsbury case demonstrates that significant structural weaknesses contributed to poor-quality maternity care. The Ockenden Review identified ineffective leadership, weak clinical governance, inadequate oversight and a workplace culture that discouraged staff from raising concerns or learning from adverse incidents (Ockenden, 2022). Workforce shortages, variation in staff competence and inconsistent implementation of national maternity guidance further reduced the organisation’s ability to provide safe and effective care. However, structural pressures alone cannot fully explain the failures, as other NHS maternity units operating under similar workforce constraints achieved better safety outcomes. This suggests that leadership, governance and organisational culture were more influential than resource limitations alone (Mannion and Davies, 2018).
These structural deficiencies directly influenced clinical processes. The review identified repeated failures in interpreting cardiotocography (CTG), delayed escalation of deteriorating mothers and babies, poor multidisciplinary communication and inconsistent adherence to evidence-based clinical guidelines (National Institute for Health and Care Excellence, 2022), (Ockenden, 2022). Furthermore, ineffective incident reporting and limited organisational learning allowed similar errors to recur over many years. Consequently, poor clinical processes reflected failures within the wider organisational system rather than isolated mistakes made by individual healthcare professionals.
[bookmark: _Int_VFIMnagk][bookmark: _Int_BQUP0F7B]The combined effect of these structural and process failures resulted in poor outcomes, including avoidable maternal deaths, neonatal deaths, stillbirths, hypoxic brain injuries and a significant loss of public confidence in NHS maternity services (Ockenden, 2022). These findings are consistent with the Care Quality Commission’s (2024) national review, which identified continuing concerns regarding leadership, safety and governance across maternity services in England. Nevertheless, the Donabedian Model has limitations because it primarily identifies where quality failures occur rather than explaining why they persist. It considers organisational culture, behavioural factors and human interactions, all of which were central to the Shrewsbury case (Mannion and Davies, 2018), Therefore, while the model provides a valuable framework for evaluating healthcare quality (Berwick, 2002).
[bookmark: _Int_RrGi96YJ] Additional root cause analysis is required to understand the underlying reasons for these failures. Consequently, the Fishbone Diagram and Five Whys will be applied in the following section to explore these causes in greater depth.
[bookmark: _Toc23771630]2.3 Fishbone Diagram
The Fishbone (Ishikawa) Diagram (Ishikawa, 1986).
[bookmark: _Int_yQHOhies][bookmark: _Int_qLFZmLgr][bookmark: _Int_E0otIJcF] was used to identify the contributory factors associated with the maternity service failures at Shrewsbury and Telford Hospital NHS Trust. As shown in Figure 1, the quality concerns resulted from several interconnected organisational factors rather than a single clinical error. Key causes included weaknesses in leadership and governance, ineffective communication, poor clinical processes, inadequate organisational learning, workforce pressures, and inconsistent implementation of national guidance (Ockenden, 2022). However, although the Fishbone Diagram effectively identifies potential contributory factors, it does not establish which factor was the underlying cause of the failures (Phillips and Simmonds, 2013). Therefore, the Five Whys technique will be applied in the next section to identify the root cause and support the development of targeted quality improvement strategies (NHS England, 2022).








Figure 1. Fishbone (Ishikawa) Diagram illustrating the root causes of maternity service failures at Shrewsbury and Telford Hospital NHS Trust (Adapted from Ishikawa, 1986; Ockenden, 2022).  
[image: ]
[bookmark: _Toc94023364]2.4 Five Whys Analysis
The Five Whys technique was applied to identify the underlying organisational cause of the maternity service failures identified at Shrewsbury and Telford Hospital NHS Trust. The method systematically asks “why” until the fundamental cause of a problem is identified (Serrat, 2017). However, healthcare quality failures are often complex and involve multiple interacting factors; therefore, the Five Whys should be used alongside other root cause analysis tools rather than as a standalone method (Card, 2017). 


Figure 2. Five Whys analysis of the root causes of maternity service failures (Adapted from Expert Program Management, 2019).
[image: ]
Why did avoidable maternal and neonatal harm occur?
Because clinical care was compromised by delayed escalation, communication failures and poor clinical decision-making (Ockenden, 2022).
Why were these clinical processes ineffective?
Because staff did not consistently follow evidence-based guidance and safety concerns were not escalated appropriately (Ockenden, 2022).
Why was safe practice not consistently maintained?
Because clinical governance, leadership and organisational oversight failed to identify and address unsafe practice (Care Quality Commission, 2024).
Why did governance and oversight fail?
Because incident reporting, clinical audit and organisational learning were ineffective, allowing similar failures to continue over many years (NHS England, 2019; Ockenden, 2022).
Why did organisational learning fail?
Because the Trust lacked an open culture that encouraged accountability, learning from incidents and listening to women, families and frontline staff, resulting in repeated safety failures (Mannion and Davies, 2018; Ockenden, 2022).
Overall, the Five Whys identifies ineffective leadership and organisational culture as the principal root causes of the Shrewsbury failures, consistent with wider evidence that safety culture underpins reliable care (Fin,2018) However, because healthcare incidents are rarely caused by a single factor, the findings should be interpreted alongside the Fishbone Diagram and Donabedian Model to provide a more comprehensive root cause analysis (Card, 2017).
[bookmark: _Toc1807662340]2.5 SWOT Analysis
A SWOT analysis was undertaken to evaluate the internal and external factors influencing quality improvement within Shrewsbury and Telford Hospital NHS Trust. Although SWOT provides a structured framework for strategic planning, it has been criticised for oversimplifying complex healthcare systems and failing to prioritise risks (Helms and Nixon, 2010). Nevertheless, when used alongside the Donabedian Model, Fishbone Diagram and Five Whys, it helps identify where improvement efforts should be focused.
The Trust’s key strengths include increased national oversight following the Ockenden Review, clear national maternity safety standards and ongoing support through NHS improvement programmes (NHS England, 2023). However, significant weaknesses remain, including ineffective leadership, poor organisational culture, weak governance and communication failures, all of which contributed to repeated patient safety incidents (Ockenden, 2022). Opportunities include strengthening staff training, improving multidisciplinary teamwork, increasing patient involvement and embedding continuous quality improvement. In contrast, continuing workforce shortages, financial pressures and increasing demand for maternity services remain significant threats that could delay sustainable change (Care Quality Commission, 2024).
Overall, the SWOT analysis demonstrates that successful quality improvement will depend on addressing internal organisational weaknesses while capitalising on national support and improvement initiatives. Therefore, the findings provide a strategic foundation for the recommendations presented in the following section.




Figure 3. SWOT Matrix evaluating internal and external factors influencing quality improvement at Shrewsbury and Telford Hospital NHS Trust.
	Strengths
	Weaknesses

	National maternity safety programmes
	Weak leadership

	Ockenden recommendations
	Poor governance

	Increased regulatory oversight
	Poor organisational culture

	NHS improvement support
	Communication failures



	Opportunities
	Threats

	Staff training
	Workforce shortages

	Stronger MDT working
	Financial pressures

	Digital monitoring systems
	Increasing service demand

	Greater patient involvement
	Staff burnout



[bookmark: _Toc818564524]2.6 Challenges to Sustainable Quality Improvement
Although the quality improvement tools used in this report provide a structured framework for analysing service failures, none is sufficient when used in isolation. Donabedian primarily evaluates the relationship between structure, process and outcomes but considers organisational behaviour and human factors (Arah et al., 2006). Similarly, the Fishbone Diagram and Five Whys support root cause analysis but may oversimplify complex healthcare systems where multiple interacting factors contribute to adverse outcomes (Card, 2017; Nicolini et al., 2011). Therefore, combining complementary quality improvement tools provides a more comprehensive understanding of patient safety failures and supports the development of evidence-based, sustainable recommendations (Berwick, 2002; Institute of Medicine, 2001).
[bookmark: _Toc1005669944]3. Recommendations and Implementation (PDSA Cycle)
The findings from the Donabedian Model, Fishbone Diagram, Five Whys and SWOT analysis demonstrate that improving maternity services requires sustainable organisational change rather than isolated interventions. Therefore, the following recommendations are proposed using the Plan-Do-Study-Act (PDSA) cycle, which supports continuous evaluation and refinement of quality improvement initiatives (Langley et al., 2009). However, successful implementation depends on effective leadership, staff engagement and ongoing monitoring to ensure improvements are embedded into routine practice rather than becoming short-term initiatives.
[bookmark: _Toc653602434]3.1 Plan
The Trust should strengthen clinical leadership, improve governance arrangements and introduce mandatory multidisciplinary training focused on fatal monitoring, communication, escalation and the Duty of Candour alongside standardised safety tools proven to reduce preventable errors (Pronovost and vohr,2010). Clear quality indicators, including incident reporting, patient experience and compliance with national maternity standards, should be established before implementation (NHS England, 2023; Ockenden, 2022).
[bookmark: _Toc318469964]3.2 Do
The proposed interventions should first be introduced within selected maternity teams before wider implementation. Clinical champions should support staff, while regular audits and multidisciplinary meetings encourage consistent adoption of evidence-based practice.
[bookmark: _Toc420518097]3.3 Study
Outcomes should be evaluated using clinical audit data, patient feedback, staff surveys, incident reports and maternity safety indicators. Comparing performance before and after implementation will determine whether patient safety and quality of care have improved (Institute for Healthcare Improvement, 2024).

[bookmark: _Toc153973358]3.4 Act
Successful interventions should be standardised across the Trust, while any identified shortcomings should inform further PDSA cycles. Continuous monitoring, leadership oversight and organisational learning will help sustain improvements and reduce the risk of repeated failures.
Despite these recommendations, successful implementation may be challenged by workforce shortages, financial constraints, resistance to organisational change and competing clinical priorities. Strong leadership, staff engagement and continuous monitoring will therefore be essential to ensure improvements are sustained over time rather than becoming short-term initiatives (Kotter, 1996; NHS England, 2023).
[bookmark: _Toc1664567577]3.5 Implementation, Monitoring and Evaluation
Successful implementation requires clear leadership, measurable outcomes and continuous evaluation. Responsibility should be shared across the Trust Board, Head of Midwifery, Clinical Governance Team and Maternity Safety Champions. For example, the Head of Midwifery could oversee mandatory fetal monitoring (CTG) training, while the Clinical Governance Team reviews incident reports and audit findings to identify recurring safety concerns.
Success should be evaluated using measurable Key Performance Indicators (KPIs) rather than relying on policy compliance alone. Examples include:
· a reduction in serious maternity incidents and avoidable harm;
· 95% staff completion of mandatory CTG, emergency obstetric and communication training;
· 100% compliance with the Duty of Candour following reportable incidents;
· improved patient experience scores from the Maternity Survey and local Friends and Family Test feedback;
· increased reporting of patient safety incidents, demonstrating a more open learning culture rather than under-reporting (NHS England, 2023; Care Quality Commission, 2024).
Implementation should occur in phases. During the first three months, staff training should be completed, governance policies updated and safety champions appointed. By six months, clinical audit results, incident trends and patient feedback should be reviewed to identify whether improvements are being achieved. At twelve months, a comprehensive evaluation should compare safety indicators with baseline data to determine whether the interventions have reduced avoidable harm and improved the quality of maternity care.
[bookmark: _Int_2Ja7DTAO]Potential barriers include staff shortages, resistance to change and limited financial resources. These challenges can be reduced by providing protected training time, involving frontline staff in decision-making, communicating progress through regular safety meetings and repeating PDSA cycles where targets have not been achieved (Langley et al., 2009; Kotter, 1996).
3.6 Challenges and Sustainability of Quality Improvement
Although the proposed recommendations have the potential to improve maternity safety, sustaining quality improvement within healthcare organisations is still challenging. Research shows that successful implementation requires more than introducing new policies, as organisational culture, staff engagement and leadership commitment strongly influence whether improvements become embedded in routine practice (Schein and Schein, 2021; Edmondson, 2019). Furthermore, workforce shortages, increasing clinical demand and financial constraints continue to affect NHS maternity services and may delay implementation despite national support (NHS Resolution, 2024; World Health Organization, 2021).
Therefore, continuous evaluation through clinical audit, benchmarking against national standards and regular review of patient safety indicators is essential to ensure that improvements remain effective over time (Institute of Medicine, 2001; Arah et al., 2006). This reinforces the importance of developing a learning organisation that continuously evaluates outcomes, adapts to new evidence, and promotes a culture of continuous quality improvement rather than relying on one-off interventions (Berwick, 2002; West et al., 2017; Waring and Bishop, 2020).
[bookmark: _Toc2119289593]4. Conclusion
This report critically evaluated the maternity service failures at Shrewsbury and Telford Hospital NHS Trust using recognised quality improvement frameworks. The case study proved that the failures were not the result of isolated clinical errors but reflected wider organisational weaknesses in leadership, governance, communication, and organisational culture. These weaknesses contributed to unsafe clinical processes and poor patient outcomes, resulting in avoidable maternal and neonatal harm.
The application of the Donabedian Model demonstrated the relationship between organisational structures, clinical processes, and patient outcomes, while the Fishbone Diagram and Five Whys found ineffective leadership, poor governance and a weak learning culture as the principal causes underpinning the failures. Furthermore, the SWOT analysis highlighted that although national maternity safety initiatives provide significant opportunities for improvement, sustainable change depends on addressing internal organisational weaknesses rather than relying solely on external regulation.
The recommendations developed through the PDSA cycle emphasise strengthening clinical leadership, improving governance, enhancing staff training, promoting multidisciplinary communication, and embedding continuous organisational learning. Collectively, these interventions support a proactive approach to quality improvement that aligns with national patient safety priorities and evidence-based practice.
Sustainable improvements in maternity care require healthcare organisations to move beyond compliance with policies and instead foster a culture of openness, accountability, and continuous learning. By implementing these recommendations, NHS maternity services will be better positioned to improve patient safety, reduce preventable harm, and deliver high-quality, person-centred care.
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