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1. Introduction 
Quality improvement in health and social care is essential to ensure patient safety, clinical effectiveness, and positive health outcomes. The Shrewsbury and Telford Hospital NHS Trust maternity scandal represents one of the most significant healthcare failures in the history of the National Health Service. The independent Ockenden Review examined maternity services between 2000 and 2019, reviewing nearly 1,500 families’ experiences and identifying systemic failures in care delivery, leadership, governance, and organisational culture that resulted in avoidable maternal and neonatal harm (NHS, 2019; Ockenden, 2022).
The report found that at least 201 babies and nine mothers may have survived with appropriate care, alongside numerous cases of long-term disability. These outcomes reflect deep-rooted systemic failures, including ineffective incident investigation, poor organisational learning, and failure to listen to patients and families (Care Quality Commission, 2025; Francis, 2013). Such issues align with broader challenges in healthcare quality management, particularly regarding patient safety culture and governance.
This report critically analyses the root causes of these failures using established quality improvement frameworks, including the Fishbone (Ishikawa) diagram, the 5 Whys technique, and the Donabedian model. These approaches enable a structured examination of systemic, process, and organisational factors influencing care quality. In addition, a SWOT analysis is conducted to assess the organisation's capacity for improvement. The report also develops evidence-based recommendations informed by quality improvement methodologies, including Plan-Do-Study-Act (PDSA) cycles, to support sustainable improvements in patient safety, governance, and organisational culture.

2. Overview of the Quality Issue
The Shrewsbury and Telford maternity scandal represents a significant and prolonged failure of healthcare quality management within the NHS. The Ockenden Review identified repeated clinical errors, poor decision-making, and systemic organisational failures spanning nearly two decades (Ockenden, 2022; RCOG, 2017). Key issues included the prioritisation of “normal birth” over patient safety, failure to escalate care in high-risk situations, inadequate fetal monitoring, and poor clinical judgement. These failures demonstrate clear deviation from established clinical guidelines and evidence-based practice (NICE, 2021; Renfrew et al., 2014).
The scale of harm was substantial, with over 1,500 cases of substandard care identified, providing strong quantitative evidence of systemic failure (Ockenden, 2022). Qualitative data, including patient testimonies and staff accounts, further highlighted poor communication, failure to listen to concerns, and a culture resistant to learning. Key stakeholders affected include patients and families, healthcare professionals working within unsafe systems, and organisations responsible for governance and oversight (NICE, 2022).
The risks associated with these failures included delayed escalation, mismanagement of high-risk pregnancies, and increased maternal and neonatal morbidity and mortality. These issues were not isolated incidents but were deeply embedded within organisational systems, driven by ineffective leadership, lack of accountability, and a culture resistant to change (NHS England, 2019; Care Quality Commission, 2025). This aligns with wider patient safety literature, which emphasises that adverse outcomes often arise from complex system failures rather than individual error. 
These failures directly conflict with NHS strategic priorities, including the NHS Patient Safety Strategy and national maternity initiatives such as Better Births, which promote safe, personalised, and evidence-based care (NHS, 2023). This highlights a significant gap between expected standards and actual practice, reinforcing the urgent need for systemic quality improvement within NHS maternity services.

3. Application of the Donabedian Model
The Donabedian model (1988) provides a framework for evaluating healthcare quality through its structure, process, and outcome components. Applying this model to the Shrewsbury and Telford case highlights the interconnected nature of organisational systems and patient outcomes. Structural deficiencies, including inadequate staffing, poor leadership, ineffective governance systems, and weak adherence to organisational policies, significantly compromised safe care delivery (WHO, 2016). Evidence suggests that organisational structure has a direct impact on the quality of care delivered (Donabedian, 1988; Aiken et al., 2014). These structural weaknesses directly influenced clinical processes, which were characterised by poor monitoring, delayed escalation, ineffective communication, and failure to follow established clinical pathways.
A clear gap existed between national standards and actual clinical practice, particularly regarding NICE (2021) guidelines and national maternity safety frameworks, which were not consistently implemented. This deviation from evidence-based practice significantly undermined the quality of care. Research indicates that adherence to clinical guidelines is essential for improving patient outcomes and reducing variability in care (Chen et al., 2024).
The measurable outcomes of these failures were severe, including increased rates of maternal and neonatal mortality, avoidable harm, and poor patient experiences. These outcomes demonstrate how deficiencies in both structure and process directly contributed to adverse patient outcomes (NS Resolution, 2023). Leadership and governance failures were central across all three domains, influencing resource allocation, shaping clinical processes, and ultimately impacting patient safety outcomes.
While the Donabedian model effectively demonstrates the relationship between organisational systems and patient outcomes, it has limitations. Its linear structure may not fully capture the complexity of healthcare systems, where interactions between factors are dynamic and multifaceted (Tossaint-Schoenmakers et al., 2021). Nevertheless, it remains a valuable framework for evaluating healthcare quality when used alongside more diagnostic tools.

4. Root Cause Analysis Using the Fishbone Diagram
The Fishbone (Ishikawa) diagram provides a structured approach to identifying root causes by categorising contributing factors across key domains (Ishikawa, 1985). In the Shrewsbury and Telford case, this framework highlights multifactorial causes underpinning poor maternity outcomes.
Key issues were evident across several domains. Staffing and competence failures included inadequate training, poor clinical judgement, and failure to recognise and escalate deterioration, compounded by workforce shortages and poor skill mix (Dixon-Woods et al., 2014; Ockenden, 2022). Process failures involved inconsistent monitoring, delays in emergency interventions, and poor adherence to evidence-based guidelines, reflecting breakdowns in clinical governance (NICE, 2021). Organisational culture was characterised by blame, lack of psychological safety, and resistance to change, discouraging staff from raising concerns and limiting learning (Edmondson, 2004; Mannion and Davies, 2018). Resource limitations, including inadequate equipment and poor documentation systems, further increased the risk of clinical error (Carayon et al., 2014). Leadership and governance failures, including weak oversight and a lack of accountability, allowed unsafe practices to persist (West et al., 2014).
Across these domains, the most significant and recurrent factors were poor leadership, ineffective governance, and a dysfunctional organisational culture, which influenced and reinforced failures in staffing, processes, and resource utilisation (Griffiths et al., 2016). These factors are interdependent, as leadership weaknesses contributed to process failures and workforce issues, ultimately resulting in adverse patient outcomes.
These root causes can be verified through incident reports, clinical audits, staff surveys, and patient feedback data, as highlighted in the Ockenden Review. However, their identification may be influenced by assumptions, including hindsight bias and the tendency to prioritise systemic over individual factors. Therefore, a balanced, evidence-informed approach is required to ensure accurate analysis.
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Figure 1. Fishbone diagram showing key root causes of poor maternity outcomes in the Shrewsbury and Telford case.
5. The 5 Whys Analysis
The 5 Whys technique provides a complementary approach to root cause analysis by using iterative questioning to explore underlying causes. In this case, the immediate cause of harm, poor clinical care and delayed interventions, can be traced back to deeper systemic issues, including inadequate training, poor decision-making, and failure to escalate care (Gangidi, 2018). These failures were not addressed due to ineffective incident investigation processes and a lack of organisational learning.
The absence of learning reflects a broader failure in safety systems, as organisations that do not effectively learn from incidents are more likely to repeat errors (Vincent, 2010). A defensive organisational culture and weak governance systems further reinforced this. Ultimately, these issues were sustained by ineffective leadership and a lack of accountability mechanisms, demonstrating how root causes can be traced back to systemic organisational failures.
However, while the 5 Whys technique provides clarity, it is inherently linear and may oversimplify complex healthcare systems. Healthcare delivery involves multiple interacting factors, and focusing on a single causal pathway may obscure important relationships between variables (Braithwaite et al., 2017; Reid and Smyth‐Renshaw, 2012). In contrast, broader systems-based approaches are better suited to capturing this complexity. Therefore, while the 5 Whys is useful, it should be applied alongside other frameworks to ensure a more comprehensive analysis.
6. SWOT Analysis
The SWOT analysis of the Shrewsbury and Telford maternity services reveals a complex and deeply embedded set of organisational challenges, highlighting both structural capabilities and systemic failings. While strengths such as a committed frontline workforce and the existence of national, evidence-based frameworks, including NICE guidelines, provide a theoretical foundation for safe and effective care, these strengths were not effectively operationalised in practice (NICE, 2021). This disconnect reflects a well-documented issue in healthcare, where the presence of guidelines alone does not guarantee quality improvement without strong implementation and governance mechanisms (Benzaghta et al., 2021).
The weaknesses identified, particularly poor leadership, ineffective governance, and a lack of accountability and organisational learning, were not merely contributory factors but central drivers of failure. These issues align with findings from major healthcare inquiries, which consistently highlight leadership and culture as critical determinants of patient safety (Francis, 2013; Mannion and Davies, 2018). Furthermore, inadequate communication and teamwork indicate a breakdown in multidisciplinary collaboration, which is essential for safe maternity care (Renfrew et al., 2014). Such weaknesses reflect systemic dysfunction rather than isolated deficiencies, reinforcing the argument that failures were organisational in nature (Reason, 2000).
Despite these limitations, the analysis identifies important opportunities for improvement, including implementing national safety standards, increasing the use of digital monitoring systems, and strengthening multidisciplinary teamwork (RCOG, 2022). However, the realisation of these opportunities is contingent upon addressing underlying cultural and leadership issues, as technical solutions alone are insufficient without organisational transformation (Braithwaite et al., 2017).
These opportunities must also be considered alongside significant external threats, including workforce shortages, resistance to organisational change, and increasing system-wide pressures within the NHS (NHS, 2023). Workforce constraints have been consistently associated with poorer patient outcomes and increased risk of adverse events (Aiken et al., 2014), while entrenched cultural resistance can undermine improvement initiatives.
Overall, this SWOT analysis demonstrates that while strengths and opportunities exist, they are significantly outweighed by entrenched weaknesses and external pressures. Leadership failures and organisational culture emerge as the most influential and urgent factors requiring prioritisation, as they underpin and exacerbate challenges across all domains (The King’s Fund, 2017). Addressing these core issues should therefore be central to action planning, as improvements in governance and culture are likely to have the greatest impact on patient safety, staff engagement, and service quality.
7. PDSA Cycle
The proposed recommendations can be operationalised through the Plan-Do-Study-Act (PDSA) cycle to support structured, continuous quality improvement. In the planning phase, a specific intervention should be identified, such as implementing standardised escalation protocols and simulation-based training to recognise maternal deterioration (Moser et al., 2020). Key outcome and process indicators should include incident reporting rates, response times to clinical deterioration, and compliance with escalation guidelines.
During the implementation (Do) phase, these interventions should be introduced on a small scale within selected maternity units, with data collected through clinical audits, incident reporting systems, and electronic patient records. In the study phase, both quantitative and qualitative data should be analysed, including patient safety outcomes, staff compliance rates, and feedback gathered through staff surveys and patient experience reports (CQC, 2024). This ensures that both clinical effectiveness and experiential factors are evaluated.
In the act phase, findings from the evaluation should inform necessary adaptations, such as refining training programmes, improving communication pathways, or adjusting protocols to address identified gaps. Successful interventions can then be scaled across the wider organisation (Taylor et al., 2014). Importantly, learning from each cycle should inform subsequent PDSA cycles, creating a continuous feedback loop that supports ongoing improvement and sustainability of safer maternity care practices.
8. Kurt Lewin’s 3-Stage Model 
To support implementation, Lewin’s three-stage model provides a practical, theoretically grounded framework for organisational change, well-suited to the systemic and cultural failures identified in the Shrewsbury and Telford case. The first stage, unfreezing, involves creating urgency by highlighting the severity of failures identified in the Ockenden Review (2022), including avoidable maternal and neonatal harm. This challenges existing norms and the embedded blame culture. A guiding coalition of senior clinical leaders, midwives, obstetricians, and governance teams should drive change, with leadership playing a key role in fostering readiness and engagement (Roşca, 2020).
The second stage, change, focuses on implementing improvements such as structured clinical protocols, enhanced training, improved communication, and embedding a just culture. Clear communication through briefings and training is essential to support staff engagement and adoption (West et al., 2014). However, resistance may arise from entrenched behaviours, fear of blame, or workload pressures, and should be addressed through supportive leadership, clear communication, and staff involvement.
The final stage, refreezing, ensures sustainability by embedding changes into organisational culture and systems. This includes reinforcing behaviours through policy, ongoing training, audits, and feedback mechanisms aligned with national standards such as NICE guidelines (NICE, 2021). These measures support long-term improvement and reduce the risk of reverting to unsafe practices. Overall, Lewin’s model provides a structured approach to achieving sustainable quality improvement.

9. Recommendations 
Effective service improvement within maternity care requires a multifaceted approach that addresses the systemic, cultural, and organisational failures identified in the Shrewsbury and Telford case. The findings from the root cause analysis highlight the urgent need for strengthened leadership, improved safety culture, enhanced clinical competence, and robust governance systems. These recommendations are informed by quality improvement methodologies, supported by evidence-based practice, and aligned with the Plan-Do-Study-Act (PDSA) cycle to ensure structured and sustainable implementation.
A key priority is the strengthening of leadership and governance structures within healthcare organisations. Effective leadership plays a critical role in shaping organisational culture, ensuring accountability, and promoting patient safety (West et al., 2014). In the planning phase, governance gaps and leadership failures identified in the Ockenden Review should be clearly defined, along with measurable indicators such as incident-escalation compliance and audit outcomes. During the implementation phase, clear governance frameworks and leadership development programmes should be introduced to define roles, responsibilities, and accountability mechanisms (NHS Resolution, 2023). In the study phase, organisational performance should be evaluated through audits and leadership assessments. The act phase should refine governance structures based on findings, ensuring continuous improvement and sustained oversight.
Improving organisational safety culture is equally essential. A positive safety culture encourages openness, transparency, and continuous learning, enabling staff to report concerns without fear of blame or retribution. The presence of a blame culture within the Trust significantly hindered learning and contributed to repeated failures (West et al., 2017). In the planning phase, cultural barriers and reporting gaps should be identified through staff surveys and incident data. During implementation, a “just culture” approach should be introduced, supported by structured incident reporting systems and reflective practice (Reason, 2000). In the study phase, staff engagement, reporting rates, and feedback should be analysed to assess cultural change. The act phase should focus on embedding psychological safety and refining systems to ensure ongoing openness and learning (Edmondson, 2004).
Enhancing clinical training and competence is another fundamental recommendation. The Ockenden Review identified significant gaps in clinical knowledge and decision-making, particularly in recognising and responding to complications during labour. In the planning phase, training needs should be identified based on incident reviews and competency assessments. During implementation, regular simulation-based training and multidisciplinary education programmes should be introduced to improve clinical skills and teamwork (Renfrew et al., 2014). In the study phase, outcomes such as staff competence, response times, and patient safety indicators should be evaluated. The act phase should refine training programmes based on feedback and performance data, ensuring continuous development of clinical competence (WHO, 2021).
Standardising clinical processes and ensuring adherence to evidence-based guidelines are critical for reducing variation in care and improving outcomes. The failure to consistently implement NICE (2022) guidelines was a key contributing factor in this case. In the planning phase, inconsistencies in clinical pathways should be identified, and clear protocols established. During implementation, standardised procedures and checklists should be introduced, supported by digital systems to enhance compliance (HQIP, 2022). In the study phase, adherence to guidelines and clinical outcomes should be monitored through audits and performance data. The act phase should involve refining protocols and addressing barriers to compliance to ensure sustained improvement.
Patient-centred care must also be prioritised as a core component of service improvement. The failure to listen to patients and families was a recurring theme in the Ockenden Review (2022), highlighting the need for greater patient involvement in care delivery. In the planning phase, gaps in patient engagement should be identified through complaint data and patient feedback. During implementation, structured feedback mechanisms, such as surveys and patient involvement initiatives, should be strengthened (NHS, 2023). In the study phase, patient satisfaction and experience data should be analysed to assess improvement. The act phase should refine engagement strategies to ensure that patient voices are consistently integrated into service development.
Workforce planning is another critical area for improvement. Staffing shortages and an inadequate skill mix were significant contributors to the failures observed in this case. In the planning phase, workforce gaps and skill mix issues should be identified using staffing data and service demand analysis. During implementation, strategic workforce planning and investment in training should be prioritised to improve staffing levels and retention (Department of Health and Social Care, 2022). In the study phase, workforce metrics, including staffing ratios and staff wellbeing indicators, should be evaluated. The act phase should refine workforce strategies to ensure sustainability and alignment with service needs (Tossaint-Schoenmakers et al., 2021; Aiken et al., 2014).
Finally, the integration of digital innovation offers significant opportunities to improve patient safety and the quality of care. Digital technologies, such as electronic health records and real-time monitoring systems, can enhance communication, improve documentation, and support clinical decision-making (Carayon et al., 2014; WHO, 2016). In the planning phase, gaps in digital infrastructure and data systems should be identified. During implementation, digital tools should be introduced to support clinical decision-making and data collection. In the study phase, system performance, data accuracy, and user engagement should be evaluated (Moser et al., 2020). The act phase should refine digital systems and ensure integration into clinical workflows to maximise effectiveness and sustainability.
10. Benchmarking
Benchmarking against national standards is essential for evaluating current performance and guiding improvement. The findings from the Ockenden Review can be compared with national maternity safety standards, including NICE guidelines and NHS England’s Better Births framework, which emphasise personalised care, improved safety, and continuity of care (NHS, 2019). In addition, high-performing trusts, such as those recognised through NHS maternity safety programmes and Care Quality Commission (CQC) ratings, exemplify best practice, particularly in areas such as effective clinical governance, strong safety culture, and multidisciplinary collaboration (CQC, 2025).
The proposed improvements align with these external benchmarks by focusing on enhanced escalation protocols, improved staff training, and strengthened governance systems, all of which are key priorities within national maternity safety strategies (RCOG, 2022; NHS, 2025). Lessons from high-performing organisations highlight the importance of proactive leadership, ongoing staff engagement, and robust incident-reporting systems for achieving sustained improvements in patient safety.
Benchmarking data can be used to monitor ongoing improvement by comparing local performance indicators, such as incident rates, response times, and patient outcomes, against national averages and targets. This enables organisations to identify performance gaps, track progress, and ensure accountability. However, limitations exist when comparing across organisations due to contextual differences, including variations in workforce capacity, resource availability, and patient demographics (Healthcare Quality Improvement Partnership, 2022). Therefore, while benchmarking provides valuable insight, it must be interpreted alongside local context to ensure meaningful and appropriate application.
11. Conclusion 
The Shrewsbury and Telford maternity scandal represents a profound failure of healthcare quality management, demonstrating that harm resulted not from isolated clinical errors but from systemic issues in leadership, organisational culture, clinical processes, and governance. The application of frameworks, including the Fishbone diagram, 5 Whys, Donabedian model, and SWOT analysis, highlights the complexity of healthcare systems and the need for an integrated approach to quality improvement, linking structural, process, and cultural factors to patient outcomes.
The implications are significant: patients experienced avoidable harm and loss of trust, staff faced reduced psychological safety and engagement, and system performance was undermined by ineffective governance. The recommendations emphasise strengthening leadership, safety culture, clinical training, and patient-centred care, supported by structured methodologies such as PDSA cycles to enable implementation, evaluation, and continuous refinement. Sustaining and scaling improvement requires strong leadership commitment, ongoing monitoring, and alignment with national standards.
Key leadership lessons include the importance of accountability, transparency, and effective communication in fostering a culture of learning and patient safety. Further research and evaluation are needed to assess the long-term impact of interventions, particularly in relation to organisational culture, workforce development, and patient outcomes, ensuring improvements remain sustainable and responsive to evolving healthcare challenges.
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