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The Final Ockenden Report was published in March 2022 and marked the end of one of the most significant independent maternity services reviews in the UK. The investigation into 23 cases of concern expanded to include experiences of 1,486 families, resulting in the identification of 1,592 clinical incidents, with the majority occurring from 2000 to 2019 (Iqbal, 2026). The report created a sad and pathetic image of recurrent clinical failure, in which more than 200 infants were discovered to have passed away possibly because of preventable mistakes. The human impact was hundreds of still births, neonatal deaths, maternal deaths, and children with lifelong, disabling brain injuries such as cerebral palsy, frequently resulting from lack of recognition and response to warning signs during birth (Borem et al., 2025).
The multi-layered collapsing governance is the phenomenon that is under discussion. For many families, attempts to express concerns, which had been made over more than 20 years, were ignored, disregarded, and sometimes even interpreted as an irrational fear (Dobson, 2022). This listening deafness to the family voice is corroborated as a key driver to the scandal, as it allowed clinical mismanagement to run unchecked, without the participation of those who were most interested in the outcomes of that care. The Ockenden review team observed theme patterns in the quality of care, which included delays in admission to labor wards, lack of assessment of women as to emergency interventions and lack of consultancy level review of patients who were at high risk or in ill health (Blair et al., 2022). The culture of not going through any intervention unless it is clinically necessary resulted in a culture at Shrewsbury and Telford Hospital (SaTH) where nurses were encouraged to aim for natural birth and the Trust were commended by the external regulator for their low intervention rates, but at the expense of mother/child safety (England, 2025a).
The organization's responsibility for the welfare of a mother and her new-born is an essential area of its responsibilities, clinical excellence, and public health. These services do not just operate poorly, they cause human tragedies, which are passed on generations. This report is a thorough analysis of the reasons for these failures, drawing on the widely recognised management systems to explore the organisational and environmental factors which contributed to the systemic neglect of patient safety. This paper makes a good case for the need for the service improvements now, through comparing the traditional Total Quality Management (TQM) with the statutory system of Clinical Governance, and through the analytical tools of the Fishbone Diagram and the PESTLE analysis. Furthermore, it offers a recommendation plan based on evidence with the help of the Plan-Do-Study-Act (PDSA) model, which is grounded in current research and clinical practice, to guide the journey to a safer, fairer and family-centred maternity service for the 2024-2026 context.
[bookmark: _Toc237563132]2. Main Section: Examination of Quality Management Theories and Strategic Models
Quality management in health and social care is governed by many theoretical frameworks designed to standardise service, reduce variability, and ensure accountability (Sara, Niccolini and Giannini, 2020). To elucidate the shortcomings at SaTH, it is essential to rigorously evaluate the execution (and erroneous application) of these ideas.
[bookmark: _Toc237563133]2.1 Theoretical Assessment: Total Quality Management
Quality healthcare is measured by professional performance, resource use, risk management, and patient satisfaction (Gauld and Horsburgh, 2015). Clinical Governance is the main way NHS entities are held accountable for meeting these objectives. It was founded in 1998 to promote clinical excellence by merging organisational, clinical, and managerial methods (Borem et al., 2025). However, as the Ockenden Report noted, clinical governance may become a show; at SaTH, accountability processes were twisted or disregarded to escape external examination.
The manufacturing industry developed Total Quality Management (TQM), which emphasises company-wide patient satisfaction. Five pillars of Total Quality Management include leadership, HRM, PM, QC data, and customer (patient) focus (de Jonge, De Vries and Declercq, 2022). Although the UK has Clinical Governance laws, TQM offers a new approach to incorporate quality into all clinical activities. The leadership and governance structures of SaTH failed to promote a quality culture and supervise the organization, which caused its poor relationship (NHS England, 2023). Research shows that the NHS prioritises quantitative criteria like a low caesarean section rate above its qualitative statutory duty to enhance treatment (Dobson, 2022). SaTH's middle-range performance wasn't tested, therefore the quality curve's mean didn't change toward greatness.
[bookmark: _Toc237563134]2.2 Root Cause Analysis: Fishbone Analysis
The Fishbone (Ishikawa) Diagram provides a methodical visual depiction of elements, which may be used to assess the underlying causes of the quality concerns at SaTH. Issues with people, regulations, the environment, and equipment are some of the more manageable categories that this tool helps to categorise (Kruk et al., 2022).

[image: ]
Figure: Fishbone diagram (Dotse-Gborgbortsi et al., 2022)
People and Culture
The SaTH crisis's main skeleton is the company's personnel and culture. Teams were tense due to the recurrent personnel shortage, unsupervised junior workers, and excessive workloads (Dyer, 2021). Collaborative treatment was impeded by a toxic them-and-us mentality that existed between the obstetric and midwifery personnel. The delay of clinical escalation and the repetition of errors learnt decades ago were both caused by a failure in communication (Dotse-Gborgbortsi et al., 2022). Additionally, the board's leadership was found to be disconnected from the maternity units' reality and to have failed to provide the necessary supervision to guarantee patient safety.
Policies and Procedures
Trust internal procedures have often prioritised the organization's image above patient safety. Incident investigations were often of poor quality and conducted by internal staff members who were biased and failed to identify glaring clinical omissions (Endalamaw et al., 2024). Policies on natural childbirth lacked nuance, leading to non-compliance with NICE guidelines for the monitoring of cardiotocography (CTG) and foetal heart rate. The fact that the data collected did not lead to new policies or procedures reveals a fundamental flaw in clinical audit, a key component of good governance (England, 2025a).
Environment and Estates
Infrastructure failures heightened the risk environment. Recent national research on maternity estates in 2024–2025 revealed that the majority of trusts operate out of dilapidated and outdated facilities (England, 2025b). Some services in SaTH were geographically or clinically isolated, making emergency management more difficult. Infrastructure hazards like as water leaks, power outages, and insufficient capacity for delivery rooms directly affect staff efficiency and patient dignity. Environmental stresses may lead to surgical delays and safety violations; in the three years leading up to 2023, more than 5,000 occurrences involving water and sewage breakdowns were documented on NHS maternity estates (Foley, McCourt and Yuill, 2025).
Tools and Technological Infrastructure
Equipment breakdowns and over use of technology were prevalent. Neonatal brain damage is often caused by a lack of standardised and high-quality CTG monitoring, as well as staff members' failure to accurately interpret these tracings (Gauld and Horsburgh, 2015). In addition, therapeutic choices were often made without comprehensive information, such as a mother's risk profile or her history of problems, due to inefficient IT systems that led to either missing patient data or incomplete records (Grierson, 2025).
The Fishbone Diagram reveals how interwoven issues existed in people and culture, policies and procedures, environment and estates, tools and technology, leadership, and communication were all responsible for the SaTH maternity failures. These vulnerabilities meant that there were recurring safety issues and the Trust failed to learn from its errors.
Effect of 6 causes
The six Fishbone causes had significant impact on the safety of maternity at SaTH. Inadequate staffing and poor culture drove staff burn out, lacked team working and reduced the ability of staff to escalate emergencies, putting mothers and babies at risk (Foley et al., 2025). Poor policies and inadequate practices resulted in the failure to investigate clinical incidents appropriately, or to learn from them for better care, and the same mistakes were repeated. The substandard physical facilities such as the aged estate, leaking water, power failures and scarce space restricted the ability of staff to function safely and swiftly during emergencies (Dobson, 2022). Equipment failures and poor technology also impacted care, particularly with the failure to use or interpret CTG monitoring appropriately and when patient information was incomplete. The issues were exacerbated by weak leadership, as senior staff were detached from ward issues and failed to offer adequate supervision and accountability. Lastly, lack of communications within teams and with families led to a lack of trust, a lack of action and failure to pick up on warning signs (Mofidi and Marrow, 2017). Combined, these six causes had the potential for avoidable harm to occur again and again, resulting in serious injury, maternal distress and preventable deaths.

[bookmark: _Toc237563135]2.3 Strategic Development using PESTLE Examination
A PESTLE study assesses the external macro-environmental elements affecting the strategic enhancement of maternity services in the NHS.
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Figure: PESTLE Analysis (Iqbal, 2025)
Political Factors
Following the change of administration in 2025, the political climate is now defined by a mission of transformation. In order to hold failing trusts accountable, the National Maternity and Neonatal Taskforce was formed by the Health and Social Care Secretary. A legislative public investigation has been demanded in response to the damaging effects on societal trust and the intense political and media discussion about the scope of inappropriate treatment (Kumah et al., 2024). The government's pledge to halve the rates of stillbirth and maternal death by 2030 has been a major political driver of reform and financing (Mofidi and Marrow, 2017).
Economic Factors
There is a serious budget squeeze on the NHS maternity services. A workforce problem has resulted from the system's inability to meet the needs of more complicated clinical cases as a result of persistent underfunding. In 2024–2025, maternity care accounted for 42% of all clinical negligence payments, totalling $1.3 billion (Middlemiss et al., 2025), demonstrating the really staggering financial burden of service failure. Money that might be spent to improve services ends up paying claims for injuries that could have been avoided, creating a vicious cycle.
Social Factors
As a result of societal shifts, women are delaying childbearing and presenting with more complicated medical issues (61% will be beyond the age of 30 in 2024) (Naz et al., 2022). In addition, there are still significant societal disparities; for example, Asian women have a double-digit risk of adverse outcomes compared to White women, and Black women face a nearly triple-digit risk during or after delivery (Kumah et al., 2024). Since these disparities are not going away, members of disadvantaged groups have lost faith in the system because they believe it is not working for them.
Technological Factors
With technological progress comes both new possibilities and new difficulties. In an effort to use data for preventative purposes, the NHS is digitising its systems from analogue to digital. Despite this, data quality is still lacking; for example, 9% of SaTH data is missing ethnicity information, and national data favours hospital-based treatment over patient-reported safety (Norman, Stock and Harmer, 2022). Although the rise of social media has improved patient education, it has also contributed to the spread of false information on clinical risk.
Legal Factors
This level of regulatory pressure is unparalleled. The Care Quality Commission (CQC) determined that 65 percent of England's maternity facilities were insufficient or might need improvement in 2024 (O'Dowd, 2025). The ongoing criminal investigations against SaTH have affected staff morale and highlighted the need for a robust accountability framework under the law. More and more people are looking to Sweden's no-blame compensation concept to encourage an honest work environment.
Environmental Factors
The physical design of the NHS property is a major roadblock to effective care. There were about 3,000 reports of inadequate ventilation and heating in the years 2020–2023, according to Ockenden (2022). Staff members feel ignored by the antiquated facilities, which also compromise the Continuity of Care models that rely on specific infrastructure.


[bookmark: _Toc237563136]3. Recommendations: Practical Plan to Enhance Service
The Plan-Do-Study-Act (PDSA) cycle is a framework for understanding the efficacy of changes within a specific environment by systematically planning, implementing, evaluating outcomes, and applying insights gained, hence enhancing teams' comprehension of a change's capacity to foster progress in their local setting (Saeb and Gregory, 2025). This represents the scientific approach, employed for experiential learning.
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Figure: PDSA Cycle (Sara, Niccolini and Giannini, 2020)
The Plan-Do-Study-Act (PDSA) cycle, referred to as the Deming cycle or Shewhart cycle, is a four-phase iterative framework aimed at ongoing improvement in issue resolution and process administration (Renfrew et al., 2022).
Phase 1: Staff Safety and Long-Term Employee Engagement
The foundation of great maternity care should be safe staffing levels. It is clear from the Ockenden Report that the "Midwifery Continuity of Carer" (MCoC) should not be implemented nationwide until certain staffing requirements are met (Renfrew et al., 2022).
Recommendation:
When personnel levels are low, trusts should have a plan for what to do and how to escalate problems. According to Sheaff and Allen (2023), the Birthrate Plus (BR+) standard may be used to back this up and set implementation timelines.
Implementation (PDSA):
[bookmark: _Toc237563137]3.1 Plan
One labour ward should have a computerised dashboard installed so that staff-to-patient ratios may be tracked according to clinical acuity in real time.
[bookmark: _Toc237563138]3.2 Do
The shift coordinator may be supernumerary (not working on a caseload) for one month to oversee safety, but you just need to operate the dashboard (Saeb and Gregory, 2025).
[bookmark: _Toc237563139]3.3 Study
Ascertain whether the supernumerary status aided in the quickening of clinical problem development and the improvement of staff morale.
[bookmark: _Toc237563140]3.4 Act
Adapt the dashboard to other case mixes and roll it out to all maternity sites in the Trust if it works.
Phase 2: Effective Clinical Management and Clinically-Based Education
The clinical governance system failed miserably at SaTH because it did not learn from its catastrophes.
Recommendation:
The trust boards must to keep a close eye on how well and how efficiently their maternity services are running. According to The Lancet Regional Health - Europe (2025), incident investigations should be conducted by impartial, interdisciplinary teams that prioritise the families' needs.
Implementation (PDSA):
Plan: For all major accidents, establish a standardised incident investigation form that includes a required area for family comments and appoint an impartial third-party chair (Unkels et al., 2023).
Do: The following three major occurrences were reported to the Trust; use them to test the new template.
Study: Find out whether including family and other perspectives helps find reasons that would go unnoticed in an internal evaluation alone.
Act: Formally adopting the template and sharing the outcomes with the Regional Maternity System may enhance standard learning (Van Houdt et al., 2013).
Phase 3: A Focus on Families and the Reduction of Inequalities
It is an important matter of public health to address the "unacceptable care" that families from Black, Asian, and economically disadvantaged backgrounds get.
Recommendation:
A Maternity and Neonatal Senior Independent Advocate (MNISA) should be designated for each trust to ensure that families' voices are heard and their needs are met. According to Webb, Stevens, and Newton (2023), women who come from high-risk backgrounds should get targeted MCoC.
Implementation (PDSA):
Plan: Get a midwife on a regular basis to help low-income Black and Asian moms in one area by launching a trial program.
Do: Keep an eye on the rate of elective procedures, the percentage of babies born naturally, and the number of prenatal appointments.
Study: Verify the findings by comparing them to the demographic's historical records. Did earlier difficulties diagnosis correlate with the trusting relationship?
Act: When results start to improve, expand the intended MCoC model to include postcode lottery regions.
Phase 4: Interdisciplinary Education and Healthcare Protocols
Collaborative employees need to train together.
Recommendation: Enforce compulsory multi-disciplinary training (PROMPT) including foetal monitoring (CTG), new-born resuscitation, and the handling of obstetric crises (Akhtar, Haleem and Javaid, 2023).
Implementation (PDSA):
Plan: Organise weekly "Fresh Eyes" training sessions in which midwives and obstetricians collaboratively examine anonymised CTG tracings from the preceding week (Alzoubi et al., 2019).
Do: Facilitate the sessions and record any discrepancies in interpretation among professional cohorts.
Study: Employ clinical audit to determine if the incidence of "overlooked" foetal distress indicators decreased in the ward subsequent to the training (Saeb and Gregory, 2025).
Act: Establish "Fresh Eyes" as a mandatory daily handover criterion.
Standard in the Real World: The "4Rs" Method
The "Breakthrough Series Collaborative" has been a success in maternity hospitals in Brazil when it comes to lowering mortality. The 4Rs Recognize, Rescue, Reassess, and Refer were implemented using the MEOWS, which stands for Modified Early Obstetric Warning Score. A 34.2% drop in maternal mortality and a 72.9% decrease in hemorrhage-related death were seen as a consequence of this repeatable approach that was evaluated using PDSA cycles (Barclay and Moore, 2024).
[bookmark: _Toc237563141]4. Improvement
The Fishbone research shows that improving Shrewsbury and Telford Hospital NHS Trust (SaTH) involves more than fixing clinical errors.
First, establish safe staffing based on patient acuity and clinical workload. A Birthrate Plus evaluation and real-time staffing dashboard should help SaTH identify dangerous staffing levels (Foley et al., 2025). The supernumerary coordinator should assess staff-to-patient ratios, staff experience, and clinical hazards during each shift. Maternity safety reports should be sent to the Trust board weekly.
For all significant occurrences, SaTH should implement an impartial, interdisciplinary inquiry. Obstetricians, midwives, neonatologists, governance experts, and independent chairs should conduct investigations (Saeb and Gregory, 2025). Before the inquiry, families should share their stories. Each inquiry should identify contributing issues, assign tasks to specific personnel, and set timelines. A central activity tracker should be examined at every maternal governance meeting. To assess if each activity enhanced care, the Trust should employ the Plan–Do–Study–Act cycle (Kumah et al., 2024). 
Midwives, obstetricians, neonatologists, and support personnel should get mandatory interdisciplinary training from SaTH. CTG interpretation, neonatal resuscitation, obstetric crises, escalation, and courteous communication should be taught. Weekly “Fresh Eyes” meetings should let members of other professions evaluate anonymised CTG traces (Endalamaw et al., 2024). Audit the findings to see whether missed foetal compromising symptoms are diminishing.


[bookmark: _Toc237563142]5. Conclusion
Clinical safety was not a priority, but ideological birth objectives were, according to the investigation into the maternity disaster at Shrewsbury and Telford Hospital NHS Trust. Other factors that contributed to the violation of quality assurance included an inadequate workforce, a lack of openness, and a toxic organisational culture. Clinical governance was deemed non-functional according to the Ockenden Report. The Trust failed to conduct incident investigations with sufficient rigour or incorporate families' lived experiences into its learning loops. The macro-environmental variables highlighted in PESTLE research a crisis in the workforce, dilapidated physical estates, and larger social inequities in maternal outcomes compound the aforementioned root causes based on Fishbone analysis.
A major danger to the NHS's future, according to this report's conclusions, is the inability to learn from previous safety mistakes. If improved using quality improvement tools like PDSA cycles, however, the 15 IEOs provide the ultimate safety blueprint. By implementing standardised interdisciplinary training, placing a higher priority on safe staffing than service development (as seen by the suspension of MCoC), and elevating the so-called family voice via mechanisms such as the MNISA, trusts may begin to repair the tragically broken trust.
The ultimate goal of maternity care quality assurance is to put an end to all the individual avoidable tragedies. To achieve this goal, we must replace our present blame-driven culture with one that is proactive and based on facts. Only then will all mothers and infants be able to get the safe and compassionate care that they deserve. In order to ensure that the lives of those lost in Shropshire and other places were not in vain, it is imperative that the unfaltering commitment to reforming the system matches the courage of the 1,486 families who supported the Ockenden Review.
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