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[bookmark: _Toc216278827]1. Introduction 
Quality and safety in maternity services are central to safeguarding maternal and neonatal health (Vedam et al, 2022). In recent years, growing evidence has highlighted that failures within maternity systems can lead to serious preventable harm and loss of life. The Shrewsbury and Telford Hospital NHS Trust maternity scandal, revealed through the final Ockenden Report (2022), represents one of the most severe breakdowns in maternity care governance in the UK. Over two decades, avoidable deaths, brain injuries, and long-term disability occurred due to systemic failings rather than isolated clinical errors (Dobson, 2022). This case has become a critical example for examining how leadership, safety culture, staff training and accountability directly influence patient outcomes. As a result, addressing these shortcomings is vital for improving future maternity services (Vedam et al, 2022).
[bookmark: _Toc216278828]1.1 Background 
The maternity failures at Shrewsbury and Telford Hospital NHS Trust occurred over more than twenty years, during which patterns of avoidable harm repeatedly went unrecognised or unaddressed. The Ockenden Report (2022) revealed that poor fetal monitoring, delayed escalation, inadequate risk assessment and a preference for "normal birth at any cost" resulted in severe clinical consequences. These included stillbirths, neonatal deaths, avoidable hysterectomies, hypoxic brain injuries and maternal mortality (Dyer, 2022). Families consistently reported concerns being dismissed, records altered or communication withheld, suggesting a defensive rather than transparent safety culture (O’Dowd, 2025).
These failures occurred despite national enquiries, maternity safety improvement programmes and repeated policy initiatives aimed at improving standards of care. Reports from the Care Quality Commission and MBRRACE-UK highlighted variation in clinical standards, delayed implementation of national guidelines and inadequate oversight mechanisms across maternity services (Dyer, 2022). Workforce shortages, poor supervision and lack of sustained training further contributed to rising levels of preventable harm (Farrant et al, 2022). As such, the scandal is widely recognised not simply as a local organisational failure, but a reflection of systemic weaknesses in policy implementation, regulatory enforcement and safety culture across the healthcare system (Dyer, 2022).
[bookmark: _Toc216278829]1.2 Identification of the Problem 
The central problem highlighted in this case is the failure to ensure safe, effective and evidence-based maternity care due to organisational, cultural and clinical governance breakdowns (Shi et al, 2023). The persistence of avoidable harm demonstrated that safety systems were not functioning reliably, and learning from incidents was either delayed or absent (Mahmood et al, 2021). Staff reported inadequate escalation pathways, inconsistent competency training and leadership disengagement from frontline safety concerns (Shi et al, 2023). At the same time, parents and families felt dismissed, unheard and excluded from decision-making. These issues collectively resulted in a pattern of unsafe care, increased morbidity and mortality, and long-lasting psychological trauma for affected families (Mahmood et al, 2021).
[bookmark: _Toc216278830]1.3 Rationale for Addressing the Problem 
Addressing the failures identified in this maternity scandal is essential not only for restoring trust but also for meeting national public health priorities related to maternal and neonatal safety (MacLellan et al, 2022). Preventable harm places a long-term burden on families, healthcare systems and wider society, including emotional trauma, additional healthcare needs, disability services and litigation (Liberati et al, 2021). Improving maternity safety aligns with national frameworks such as Better Births, the NHS Patient Safety Strategy and the National Maternity Transformation Programme, all of which emphasise equity, transparency, learning culture and personalised care (Dyer, 2022). Without meaningful action, similar failures may continue to occur elsewhere, perpetuating inequity and avoidable suffering (MacLellan et al, 2022).
There is also a moral and legal obligation to ensure safe, respectful and evidence-based care for mothers, babies and families. The Ockenden findings demonstrate that improving safety requires more than revising clinical guidelines; it demands cultural transformation, leadership accountability and system-wide learning (Dyer, 2022). By addressing the root causes, including governance, staff training, communication and reporting, maternity care can move toward a model that supports consistency, compassion and quality improvement (Liberati et al, 2021). Implementing these changes provides an opportunity to reshape maternity services into safer, more responsive and trauma-informed systems that prevent future tragedies and promote long-term wellbeing (MacLellan et al, 2022).
[bookmark: _Toc216278831]2. Main Body 
[bookmark: _Toc216278832]2.1 Role of the Swiss Cheese Model
The Swiss Cheese Model provides a useful framework to understand how multiple system failures are aligned to create harm. In this case, several layers of defence that should have protected patients were weakened simultaneously (Post, 2025). At the policy level, national maternity guidance was not fully implemented or monitored. At the clinical governance level, oversight was inconsistent and external scrutiny was limited (Post, 2025). At the operational level, risk escalation systems were unclear, investigations were defensive, and learning was not embedded. Workforce capacity further deteriorated due to poor staffing, inadequate supervision and insufficient training (Hald et al., 2021). Finally, the organisational culture discouraged reporting of safety concerns, meaning early warning signs were repeatedly missed (Hald et al., 2021). The alignment of these weaknesses resulted in delayed escalation during labour, missed fetal monitoring abnormalities, and inappropriate clinical decision-making, all contributing to preventable maternal and neonatal harm (Post, 2025).
[bookmark: _Toc216278833]2.2 Analysis of Root Causes Using Quality Frameworks
The failures at Shrewsbury and Telford were not isolated clinical errors but symptoms of longstanding systemic weaknesses. Root Cause Analysis (RCA) identifies leadership, communication breakdowns, and weak clinical governance structures as central drivers (Woodland and Carroll, 2022). Senior leaders failed to act on repeated warning signs, including complaints, incident reports and external reviews. This allowed poor practice to become normalised over time, reducing the organisation’s capacity to prevent harm (Woodland and Carroll, 2022). Communication during emergencies and handovers was poor, meaning critical information about maternal or fetal risk was often missed or inaccurately conveyed, delaying clinical intervention (Lowe, 2023). Risk management processes were ineffective, with weak escalation frameworks and limited mechanisms to translate incident findings into learning (Lowe, 2023).
[bookmark: _Toc216278834]2.3 Five Whys Method 
The 5 Whys method is a root cause analysis tool used to explore why a problem occurred by repeatedly asking the question “why?” until systemic causes are revealed rather than surface-level symptoms (Barsalou et al, 2024; Hounsou et al, 2024). Applying this approach to the Shrewsbury and Telford maternity failings highlights how organisational weaknesses contributed to avoidable harm.
1. Why did preventable harm occur? Because fetal heart abnormalities and maternal deterioration were not escalated or acted upon in time (Lowe, 2023).
2. Why was escalation delayed or inconsistent? Because staff lacked confidence and competency in interpreting CTG monitoring and recognising risk (Moura et al., 2022).
3. Why did the staff lack competency? Because training was insufficient, irregular, and not mandatory, skills varied widely between practitioners (Naz et al., 2022).
4. Why was training inconsistent and poorly monitored? Because the organisation lacked strong governance systems and leadership oversight to ensure compliance with national safety standards (Dacre, 2021).
5. Why was governance and oversight weak? Because the culture discouraged reporting concerns, leaders failed to act on early warning signs, and national guidelines were not enforced (Lokugamage et al., 2022).
[bookmark: _Toc216278835]2.4 Fishbone (Ishikawa) Analysis
The Fishbone Diagram provides a structured way to identify and group the root causes contributing to failures in maternity care at the Shrewsbury and Telford Hospital NHS Trust. It highlights how multiple system factors, rather than single errors, contributed to preventable harm (Moura et al., 2022).
People: Inadequate staff training and clinical competency resulted in misinterpretation of fetal monitoring and delayed escalation (Puntambekar et al., 2021). Staffing shortages led to high workloads, fatigue and reduced capacity to respond effectively to emergencies (Moura et al., 2022).
Process: Escalation pathways were unclear or inconsistently applied, meaning deteriorating patients were not identified or managed appropriately (Naz et al., 2022). Clinical documentation and communication during handovers were poor, contributing to information gaps and avoidable delays (Lowe, 2023).
Policy: National maternity safety guidelines, including CTG surveillance standards, were inconsistently followed or not embedded in practice (Dacre, 2021). Incident reporting lacked transparency and learning mechanisms, preventing improvement from repeated safety events (Lokugamage et al., 2022).
Environment: Outdated equipment and limited resources created unsafe working conditions and limited clinical decision support (Moura et al., 2022). High caseloads and capacity pressures reduced time available for safe assessment and escalation.
Management: Leadership failures allowed poor practice to become normalised, and staff raising concerns were discouraged, contributing to a defensive culture (Woodland and Carroll, 2022). Lack of effective oversight meant systemic risks were not acted upon despite recurring patterns of avoidable harm.
[bookmark: _Toc216278836]2.5 Donabedian Model Application 
The Donabedian Model helps explain the failures in maternity care by examining how structure, processes, and outcomes interact and contribute to harm (Pavalagantharajah et al, 2023). Structurally, the Shrewsbury and Telford Hospital NHS Trust experienced significant deficits, including limited senior obstetric presence, understaffing, inadequate supervision of junior staff and weak digital systems for monitoring clinical performance (Jessop, 2020). These structural weaknesses resulted in maternity teams lacking the necessary oversight, resources, and support to ensure safe and consistent clinical practice (Guta, 2022). The lack of robust audit systems further meant that safety issues were not systematically recognised, escalated, or addressed, reinforcing a cycle of risk rather than improvement (Pavalagantharajah et al, 2023).
The structural failings had a direct negative effect on clinical processes. As Guta (2022) explains, poor processes manifested through delayed escalation during deteriorating labour, inconsistent interpretation of fetal monitoring, weak communication, and inadequate investigations following adverse events. These poorly functioning processes ultimately influenced outcomes, resulting in preventable maternal and neonatal deaths, long-term disability, and avoidable trauma for families (Jessop, 2020). The erosion of public confidence in the Trust’s maternity services was an additional outcome, demonstrating that failures extended beyond clinical harm to long-term reputational and organisational damage. The model therefore reinforces that better outcomes rely on strengthening both the structure and processes underpinning care delivery (Guta, 2022).
[bookmark: _Toc216278837]2.6 Strategic Assessment Using SWOT Analysis 
A SWOT analysis provides a strategic lens through which the Trust’s performance and capacity for improvement can be assessed. The study revealed significant organisational weaknesses, including poor governance oversight, inconsistently applied guidelines, and a lack of a robust learning culture (Lokugamage et al., 2022). Staff also reported a reluctance to raise safety concerns due to fear of blame or negative consequences, indicating cultural and psychological barriers to effective safety practices (Knight and Stanford, 2022). These weaknesses reduced the Trust’s ability to identify risks early and respond to them promptly. Furthermore, heavy workloads and staff shortages resulted in burnout, fatigue, and reduced morale, further compromising care standards and workforce stability (Ukonaho, 2024).
Despite these weaknesses, the SWOT analysis also highlights potential strengths and opportunities. The Trust had committed frontline staff and access to national improvement initiatives such as the Saving Babies’ Lives Care Bundle, offering a foundation for change (Widdows et al, 2021). Opportunities included investment in training, improved technology, external regulation, and partnerships with high-performing Trusts (Knight and Stanford, 2022). However, threats such as rising litigation costs, negative media attention, and declining staff retention highlighted the urgency of organisational transformation (Ukonaho, 2024).
[bookmark: _Toc216278838]2.7 PDSA Model 
The PDSA (Plan–Do–Study–Act) model supports structured and continuous service improvement within healthcare settings and is well-suited to addressing systemic failures identified in the Shrewsbury and Telford maternity case. It enables organisations to implement changes in small, manageable stages while evaluating outcomes and adapting improvements over time rather than implementing change reactively (Naz et al., 2022). In this context, the PDSA cycle provides a structured framework to support improvements in clinical governance, communication, fetal monitoring, and escalation pathways (Ndicunguye and Ayadi, 2022).
Plan: In the planning stage, key problems are identified using evidence from audits, incident reports, complaints, and performance data (Naz et al., 2022). For the Trust, this includes failures in fetal monitoring interpretation, unclear escalation processes, weak communication, and inconsistent adherence to national maternity standards (Guta, 2022). Clear improvement objectives would be developed, such as implementing mandatory CTG training, strengthening reporting systems, and redesigning communication protocols during clinical handovers (Ndicunguye and Ayadi, 2022).
Do: The implementation stage involves rolling out targeted interventions on a small scale to test feasibility and effectiveness (Lowe, 2023). At the Trust, this may include piloting new clinical guidelines, simulation-based emergency training, and digital monitoring tools to support decision-making. Staff engagement and leadership support are essential during this stage to prevent resistance and ensure operational acceptability (Woodland and Carroll, 2022).
Study: During the Study phase, the effectiveness of changes is evaluated using feedback from families, staff, audit findings and incident analysis (Naz et al., 2022). This reflection enables teams to evaluate whether interventions have improved safety, communication, and clinical consistency, or if further refinement is necessary (Ndicunguye and Ayadi, 2022).
Act: Finally, in the Act phase, successful interventions are scaled Trust-wide and incorporated into policy and routine practice (Lokugamage et al., 2022). If outcomes do not meet expectations, modifications are made, and the cycle repeats to support long-term improvement and sustained learning (Ndicunguye and Ayadi, 2022).
[bookmark: _Toc216278839]3. Recommendations 
Improving maternity care at the Shrewsbury and Telford Hospital NHS Trust requires comprehensive, system-wide reform grounded in evidence-based quality improvement practice. The following recommendations build on the identified root causes and support sustainable improvements aligned with national maternity safety priorities.
Strengthening Clinical Governance and Accountability: Strengthening governance is essential to improving safety and preventing recurrence of avoidable harm. A clearer governance framework should ensure leadership accountability, improved oversight and consistent adherence to national maternity safety standards. Establishing regular external audits and independent review panels will promote transparency and early identification of risks (McGowan et al, 2024). Ensuring governance is embedded at both the board and clinical team levels will allow risks to be escalated quickly and addressed systematically rather than reactively (Darley et al, 2018).
Workforce Development and Competency-Based Training:  Mandatory ongoing training is critical to ensuring clinicians possess the necessary confidence and competency in fetal monitoring, escalation, and emergency response. Annual CTG interpretation assessments and simulation-based multidisciplinary drills should be standard practice to reduce variation in skill levels (Darley et al, 2018). Workforce planning must also ensure safe staffing ratios, appropriate skill mix and senior obstetric oversight. Reducing workload pressures can minimise burnout, improve decision-making and support teamwork (Shah et al, 2015).
Improving Escalation Pathways and Clinical Processes:  Clear escalation pathways must be embedded in practice to ensure timely responses to clinical deterioration. Consistent use of standardised communication tools, such as the SBAR framework, during handovers and emergencies will support accuracy and reduce avoidable miscommunication. These improvements will help ensure consistency, reduce variation and increase the reliability of clinical decision-making across teams (Allen et al, 2020).
Embedding a Positive Safety Culture: A Just Culture approach should be implemented to replace blame with learning while still maintaining accountability. When staff feel psychologically safe, reporting incidents and near misses becomes routine rather than avoided (Darley et al, 2018). To enable this, leaders must demonstrate openness, model responsive behaviours, and visibly support staff raising concerns. Embedding a safety culture is essential for creating conditions where continuous improvement thrives (Crowe and Manley, 2019).
Enhancing Incident Reporting and Learning Systems:  Incident reporting systems must be improved to support transparency and effective learning. Clear feedback loops help staff understand actions taken following reported concerns and encourage engagement with reporting systems. Lessons learned should be shared across the service through regular learning meetings and reflective practice sessions to reinforce improvement as a shared responsibility (McGowan et al, 2024).
Digital Transformation and Technology Integration: Modernising digital infrastructure can improve decision-making reliability and reduce clinical risk. Introducing electronic fetal monitoring tools with automated alerts and decision-support prompts can help clinicians detect risk earlier (Shah et al, 2015). Standardising digital maternity records will support continuity of care, reduce documentation gaps and improve real-time information sharing across the multidisciplinary team (Darley et al, 2018).
Applying Continuous Quality Improvement Methodologies: The PDSA cycle should guide implementation of improvements in manageable stages, enabling testing, evaluation and refinement before wider rollout (Allen et al, 2020). Lean and Six Sigma methodologies can support standardisation, reduce inefficiencies and enhance process reliability. Regular evaluation ensures improvements remain aligned with service needs and emerging evidence, supporting long-term sustainability (Shah et al, 2015).
Improving Patient and Family Engagement: Co-production with parents, including families affected by preventable harm, should be embedded into service improvement processes. Patient voice should be incorporated into decision-making through advisory boards, feedback mechanisms and maternity partnership networks. This ensures improvements remain grounded in lived experience rather than organisational assumptions (Allen et al, 2020).
Reducing Inequalities and Strengthening Equity: Equity monitoring should be implemented to identify disparities in care based on ethnicity, socioeconomic status or other demographic factors. Culturally sensitive care training will help staff deliver inclusive care and reduce variation in experience and outcomes (Shah et al, 2015).
Supporting Staff Well-being and Retention: Staff well-being is essential for safe care delivery. Emotional support services, protected supervision and leadership development pathways should be prioritised to build resilience, reduce burnout and retain experienced clinicians.
Monitoring Progress and Sustaining Change: A real-time dashboard of key safety, quality and workforce indicators should be used to track improvement and identify emerging risks. Sustained change requires leadership commitment, staff engagement and routine evaluation to ensure improvements become embedded practice rather than temporary fixes (McGowan et al, 2024).
[bookmark: _Toc216278840]4. Conclusion 
The failures at Shrewsbury and Telford Hospital NHS Trust illustrate how systemic weaknesses in governance, culture, communication and workforce capability can create conditions where preventable harm becomes normalised rather than addressed. The findings from the Ockenden Report (2022), alongside national reviews, confirm that the harm experienced by families was not the result of individual mistakes but deeply rooted organisational failings. These failures demonstrate the need for maternity services to prioritise accountability, consistency in clinical practice, and continuous learning to protect the well-being of mothers, babies and families. Without strong leadership, transparent reporting and competent staffing, safety mechanisms are unable to function effectively and prevent avoidable outcomes.
Moving forward, meaningful improvement must be grounded in long-term sustainable change rather than short-term reactive solutions. Models such as the Donabedian Framework, Swiss Cheese Theory and PDSA cycle highlight the importance of improving system structures, strengthening clinical processes and actively measuring outcomes to prevent recurrence of harm. Embedding a compassionate, open and learning-driven culture is equally essential to rebuild public trust and support staff confidence. By addressing root causes and applying evidence-based quality improvement approaches, maternity services can become safer, more equitable and more responsive to the needs of women and families, ensuring that tragedies like those at Shrewsbury and Telford are not repeated.
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