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INTRODUCTION
Maternity care is a critical area of public health, where the quality and safety of services directly determine outcomes for mothers, babies, and families. The Shrewsbury and Telford Hospital NHS Trust (SaTH) is one of the most notable examples in the UK where systemic maternity failures resulted in widespread harm over nearly two decades. The Independent Ockenden Report (2022) revealed long-standing problems within the Trust, including poor clinical decision-making, inadequate monitoring, delayed escalation, and a deep-rooted organisational culture that failed to prioritise safety (Ockenden, 2022). These findings positioned SaTH at the centre of the largest maternity safety inquiry in NHS history, prompting national concern and multiple government-led response
   A key quality concern repeatedly highlighted in the Ockenden review was the delayed escalation of fetal distress, particularly due to failures in accurate CTG (cardiotocograph) interpretation, inconsistent multidisciplinary communication, and a reluctance to involve senior clinicians during labour (NHS Resolution, 2023; Willis et al., 2020). The inability to escalate emerging risks in a timely manner resulted in preventable neonatal brain injuries, stillbirths, emergency caesarean sections performed too late, and avoidable maternal morbidity (CQC, 2023; NHS England, 2023a). This issue was not an isolated clinical error, but a systemic pattern observed across several maternity units within the Trust.
  This quality concern represents a major public health issue because delayed escalation of fetal distress has profound short- and long-term impacts on population wellbeing. Hypoxic-ischaemic events during birth are a leading cause of neonatal mortality and lifelong disability, including cerebral palsy, developmental delay, and chronic neurological impairment (NICE, 2021)   Evidence consistently shows that failures at SaTH resulted from wider structural and cultural issues, including understaffing, leadership weaknesses, dysfunctional team dynamics, and the absence of robust governance or learning systems (King’s Fund, 2022; West et al., 2021). These factors contributed to a culture where concerns raised by families and frontline staff were ignored or dismissed, and risks were normalised rather than escalated. The persistent nature of the failures suggests deep systemic weaknesses requiring comprehensive service improvement interventions.
  The aim of this report is to critically analyse the delayed escalation of fetal distress at SaTH using several established quality improvement frameworks. These include the Fishbone Diagram, the 5 Whys technique, the Donabedian Structure–Process–Outcome Model, and strategic tools such as SWOT analysis. The report will examine the root causes of the issue, draw on published evidence and NHS guidance, and propose evidence-based recommendations supported by quality improvement methodologies such as PDSA, PDCA, Lean and Six Sigma. The structure of the report will follow the standard service improvement framework, beginning with root cause analysis, followed by strategic evaluation, discussion of findings, and a comprehensive improvement plan tailored to maternity services.

[bookmark: _Toc215733522][bookmark: _Toc215733578]ROOT CAUSE ANALYSIS FRAMEWORKS
[bookmark: _Toc215733523][bookmark: _Toc215733579] Fishbone Diagram (Root Cause Analysis)
The Fishbone Diagram (Ishikawa, 1968) enables a structured examination of how multiple system factors contributed to the delayed escalation of fetal distress at Shrewsbury & Telford Hospital NHS Trust (SaTH). Rather than attributing harm to individual clinical error, the Fishbone model highlights causal interactions across categories such as People, Processes, Policies, Environment, Communication and Equipment. This aligns with modern NHS quality improvement guidance, which emphasises system thinking over individual blame (NHS England, 2023a).
[bookmark: _Toc215733524][bookmark: _Toc215733580]People (Skills, Staffing, Behaviour)
The Ockenden Review identified serious deficits in staff competence, confidence and decision-making around CTG interpretation (Ockenden, 2022). Many midwives lacked up-to-date fetal monitoring training, and junior staff were often left unsupervised during high-risk births (CQC, 2023). Staff were also reluctant to escalate concerns due to hierarchical tensions between midwives and obstetricians, which has been linked to reduced psychological safety (West et al., 2021). These people-related weaknesses increased the likelihood of misinterpreting abnormal CTG traces and delaying escalation.
[bookmark: _Toc215733525][bookmark: _Toc215733581]Processes (Protocols, Escalation Pathways, Documentation)
A major recurring finding was that escalation procedures were unclear, inconsistently followed and lacked standardisation (NHS Resolution, 2023). Staff often hesitated to call senior clinicians during fetal compromise, and when they did escalate, communication was informal, unstructured and poorly documented (Willis et al., 2020). NICE guidelines require immediate review when CTG suggests acute fetal compromise (NICE, 2021), yet SaTH had repeated cases where pathological CTGs were left unreviewed for long periods. Processes for multidisciplinary handover and documentation were also weak, contributing to fragmented decision-making (NHS England, 2023b).
[bookmark: _Toc215733526][bookmark: _Toc215733582]Policies & Leadership (Governance, Oversight, Organisational Priorities)
Leadership at SaTH demonstrated insufficient oversight of maternity risk and failed to act on repeated warning signs (Ockenden, 2022). Policies requiring senior involvement in abnormal CTG cases were not enforced, and the Trust experienced multiple recruitment freezes that worsened staffing pressure. National maternity policy emphasises learning cultures and strong governance oversight (DHSC, 2022), yet SaTH prioritised financial pressures and workload demands over safety standards. This policy failure contributed significantly to repeated delays in escalation.
[bookmark: _Toc215733527][bookmark: _Toc215733583]Environment (Culture, Workload, Team Climate)
The maternity environment at SaTH was described as toxic, defensive and resistant to external scrutiny (CQC, 2023). Workload pressures were high, with staff often managing unsafe numbers of labouring women. The culture of “normal birth at any cost” discouraged necessary medical intervention even when fetal compromise was evident (Ockenden, 2022). Evidence shows that cultures dominated by fear, conflict or hierarchy undermine timely escalation and increase avoidable harm (King’s Fund, 2022).
[bookmark: _Toc215733528][bookmark: _Toc215733584]Communication (Interdisciplinary Communication & Family Voice)
Communication failures were central. Staff frequently failed to use structured communication tools such as SBAR, resulting in unclear and incomplete escalation messages (NHS England, 2023a). Conflicts between midwives and obstetricians created barriers to collaboration (West et al., 2021). Families who raised concerns were ignored or dismissed, despite national policy stating that women’s voices are critical safety indicators (NICE, 2021; DHSC, 2022).
[bookmark: _Toc215733529][bookmark: _Toc215733585]Equipment & Systems (Technology, Monitoring Tools)
Inadequate fetal monitoring technology and inconsistent access to electronic CTG systems contributed to delays. Electronic systems allow real-time remote review and reduce interpretation subjectivity (Willis et al., 2020), but SaTH continued to rely on paper CTGs in many areas, limiting oversight (Ockenden, 2022).
Overall, the Fishbone Diagram shows that delayed escalation was the product of interdependent system failures rather than individual negligence. These insights emphasise the need for whole-system improvement rather than isolated interventions.
[bookmark: _Toc215733530][bookmark: _Toc215733586] The 5 Whys (Deep Causation Analysis)
The 5 Whys technique, developed by Taiichi Toyoda, explores deeper causes behind operational failures and is widely used in NHS incident investigations (NHS England PSIRF, 2023).
Why was the fetal distress not escalated?
Because the midwife did not promptly request obstetric review.
Why did she delay?
Because she was uncertain whether the CTG was pathological.
Why was she uncertain?
Because CTG training was outdated and competency assessments were inconsistent (NHS Resolution, 2023).
Why were competencies inconsistent?
Because staffing shortages prevented protected training time and senior staff were unavailable for supervision (CQC, 2023).
Why were staffing and supervision inadequate?
Because leadership and governance prioritised operational pressures and finances over safety and continuous improvement (Ockenden, 2022; DHSC, 2022).
The 5 Whys clearly reveal that the deepest root cause was organisational culture and leadership failure—not individual clinical error. This aligns with patient safety theory that root causes often emerge from cultural and structural weaknesses (The King’s Fund, 2022).
[bookmark: _Toc215733531][bookmark: _Toc215733587] Donabedian Model (Structure–Process–Outcome)
· The Donabedian framework (1988) is essential for understanding how weak system inputs and processes produced unsafe outcomes at SaTH.
[bookmark: _Toc215733532][bookmark: _Toc215733588]Structure Failures
· Insufficient staffing and unsafe skill mix
· Inadequate CTG training
· Poor governance and oversight mechanisms
· Lack of psychological safety
· Outdated monitoring equipment (Ockenden, 2022; CQC, 2023)
[bookmark: _Toc215733533][bookmark: _Toc215733589]Process Failures Misinterpretation of CTGs
· Delayed escalation to senior clinicians
· Poor use of communication tools
· Inconsistent documentation
· Failure to listen to women’s concerns (NICE, 2021; NHS England, 2023b)
[bookmark: _Toc215733534][bookmark: _Toc215733590]Outcome Failures
· Preventable neonatal hypoxia
· Stillbirths and neonatal deaths
· Delayed emergency caesarean sections
· Long-term neurological damage
· Psychological trauma for families
· Loss of public trust (NHS Resolution, 2023; DHSC, 2022)
The Donabedian analysis shows that unsafe outcomes were predictable results of weak structures and flawed processes, underscoring the urgent need for system-level improvement.
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[bookmark: _Toc215733535][bookmark: _Toc215733591]STRATEGIC PLANNING FRAMEWORKS
[bookmark: _Toc215733536][bookmark: _Toc215733592] SWOT Analysis (Strengths, Weaknesses, Opportunities, Threats)
A SWOT analysis provides a strategic overview of the organisational environment influencing maternity safety at Shrewsbury & Telford Hospital NHS Trust (SaTH). It highlights internal capabilities and limitations while identifying external factors that can support or hinder improvement (King’s Fund, 2022).
· Strengths
One of the key strengths of SaTH post-Ockenden is the increased national attention and support directed at maternity transformation. NHS England (2023a) has introduced enhanced clinical guidelines, workforce development programmes and national safety initiatives such as the Maternity and Neonatal Safety Improvement Programme (MatNeoSIP). These frameworks provide strong external support for Trust-level changes. Additionally, many frontline midwives and obstetricians demonstrated motivation to improve practice following the inquiry, reflecting a willingness to participate in change when provided with appropriate resources and leadership (West et al., 2021). The availability of comprehensive national audits, evidence-based guidelines such as NICE intrapartum care standards, and strengthened incident response frameworks (NHS PSIRF) also support structured quality improvement.
· Weaknesses
The weaknesses highlighted by the Ockenden Report (2022) were severe and deeply embedded within the organisation. SaTH lacked effective clinical governance, reliable escalation pathways and consistent staff training, particularly around CTG interpretation and fetal monitoring (CQC, 2023). Poor communication culture and hierarchical barriers between midwives and obstetricians undermined team cohesion and delayed critical decisions (NHS Resolution, 2023). Leadership instability, staff shortages and the absence of senior clinical oversight during high-risk births contributed to unsafe clinical environments. These weaknesses directly increased the risk of delayed escalation and preventable harm.
· Opportunities
There are significant opportunities for service improvement. Digital transformation, including the adoption of electronic CTG systems, can enhance monitoring accuracy and enable real-time remote senior review (Willis et al., 2020). National funding programmes aimed at improving maternity safety provide opportunities for enhanced workforce training, leadership development and investment in staffing (DHSC, 2022). Improved partnership with service users, particularly through listening clinics and maternity voices partnerships, offers opportunities to embed women’s voices into safety planning (NICE, 2021; NHS England, 2023b). Moreover, the national focus on reducing health inequalities provides an opportunity to address disparities that disproportionately affect minority ethnic communities.
· Threats
Key threats include ongoing workforce shortages across NHS maternity services, which pose challenges to staffing continuity and training capacity (CQC, 2023). Resistance to cultural change may impede implementation of improvement strategies, especially in environments with long histories of entrenched behaviours (King’s Fund, 2022). High service demand, increasing birth complexity and rising mental health needs among mothers further threaten the sustainability of improvement efforts. Finally, negative public perception and loss of trust may persist, which threatens engagement with families and increases litigation pressures (NHS Resolution, 2023).
The SWOT analysis demonstrates that while SaTH faces substantial weaknesses and threats, strong opportunities and national support structures create a solid foundation for improvement if strategically utilised.

[bookmark: _Toc215733537][bookmark: _Toc215733593] PESTLE Analysis (Optional Contextual Extension)
A PESTLE analysis complements the SWOT by identifying wider external pressures that influence maternity improvement initiatives.
· Political Factors 
Government-led maternity reforms, including commitments from the Department of Health and Social Care (DHSC, 2022), place pressure on NHS Trusts to demonstrate rapid improvements. Political focus on maternity safety following multiple national scandals (Morecambe Bay, East Kent, SaTH) has strengthened safety oversight frameworks.
· Economic Factors
Economic constraints and austerity measures have historically limited staffing investment, contributing to unsafe skill mix and insufficient training (Ockenden, 2022). Current national funding support offers financial opportunities for improvement, but sustained investment remains essential.
· Social Factors
Increasing population diversity means maternity services must respond to varied cultural and linguistic needs. Health inequalities disproportionately affecting ethnic minority women—including higher maternal mortality rates—make maternity safety a pressing social concern (NHS England, 2023b).
· Technological Factors
Emerging digital tools, such as electronic CTG platforms and maternity information systems, offer technological solutions to monitoring failures. However, implementation requires training and reliable IT infrastructure (Willis et al., 2020).


· Legal Factors
CQC regulatory obligations and NHS Resolution's Early Notification Scheme have increased accountability, requiring Trusts to demonstrate compliance with safety standards (CQC, 2023; NHS Resolution, 2023).
· Environmental Factors
Workload pressures, overcrowding, and outdated physical environments in some maternity units contribute to staff fatigue and poor risk escalation (King’s Fund, 2022).
Together, SWOT and PESTLE analyses provide a robust understanding of both the internal and external factors influencing maternity service improvement.
[bookmark: _Toc215733538][bookmark: _Toc215733594] Links to Published Evidence (NICE, Ockenden, CQC, NHS England)
National and international evidence consistently highlights the risks associated with delayed escalation of fetal distress and supports the need for urgent improvement. NICE (2021) mandates continuous fetal monitoring and immediate action when pathological CTG patterns appear. The Ockenden Report (2022) emphasises early escalation, senior involvement and multidisciplinary training as essential safety measures. CQC (2023) reports continue to identify delays in escalation and poor fetal monitoring as recurring themes across multiple NHS maternity units.
NHS England’s MatNeoSIP guidance (2023) also outlines evidence-based interventions, including improved CTG competency training, rapid escalation processes, structured communication (SBAR), and embedding Just Culture principles to encourage open reporting of concerns. International research supports these findings, with studies showing that standardising fetal monitoring processes and improving teamwork significantly reduce intrapartum harm (Willis et al., 2020; West et al., 2021).
This body of evidence reinforces the frameworks analysed earlier and provides a strong foundation for developing effective quality improvement strategies.







[bookmark: _Toc215733539][bookmark: _Toc215733595]ACTIONABLE QUALITY IMPROVEMENT PLAN 
The analysis of the delayed escalation of fetal distress at Shrewsbury & Telford Hospital NHS Trust demonstrates that system-wide change is necessary. Improvement must address structural weaknesses, strengthen clinical processes, and rebuild organisational culture. The following recommendations apply recognised quality improvement methodologies, aligning with NHS England (2023a), NICE (2021), CQC (2023), and the Ockenden Report (2022).
[bookmark: _Toc215733540][bookmark: _Toc215733596] Proposal of Key Interventions
The service improvement plan will focus on three core interventions:
· Standardised CTG Training and Competency Assessment
Mandatory annual CTG training, simulation-based learning, and competency reviews for all midwives and obstetric staff (NICE, 2021; NHS Resolution, 2023).
· Clear Non-Negotiable Escalation Pathways
A Trust-wide escalation protocol supported by SBAR communication, rapid senior clinician review requirements and daily safety huddles (NHS England, 2023b).
· Strengthened Multidisciplinary Teamwork and Culture
Embedding Just Culture principles regular MDT training, and leadership visibility to enhance psychological safety (King’s Fund, 2022; West et al., 2021).
These interventions directly address the root causes identified in the Fishbone, 5 Whys, and Donabedian analyses.
[bookmark: _Toc215733541][bookmark: _Toc215733597] PDSA Cycle (Plan–Do–Study–Act)
The PDSA cycle provides a structured approach to testing and refining changes on a small scale before wider implementation (Deming, 1950s; NHS England, 2023)
· Plan
· Implement electronic CTG learning modules, simulation sessions, and senior-led case reviews.
· Introduce a standard escalation trigger tool: any CTG classified as “suspicious” or “pathological” must be reviewed by a senior clinician within 10 minutes.
· Pilot SBAR handover sheets and unify escalation processes.
· Do
· Pilot the interventions on one labour ward for 6–8 weeks.
· Collect data on escalation times, CTG interpretation errors, staff feedback and incident reports.
· Study
· Evaluate the pilot using quantitative data (escalation speed, number of late escalations) and qualitative feedback (staff surveys).
· Compare this data to baseline reports from Ockenden (2022) and CQC safety inspections.
· Act
· Scale successful interventions across the entire Trust, adjusting protocols based on pilot feedback.
· Embed new practices into standard operating procedures and mandatory staff training.
The PDSA framework ensures changes are evidence-driven, iterative, and responsive to staff experiences.
[bookmark: _Toc215733542][bookmark: _Toc215733598] PDCA Cycle (Plan–Do–Check–Act)
The PDCA model complements PDSA by focusing on continuous monitoring and long-term  sustainability (Lean Institute UK, 2023).
· Plan
· Develop a permanent escalation framework and integrate digital CTG monitoring.
· Do
· Deliver mandatory training, introduce escalation flowcharts and ensure 24/7 senior obstetric presence.
· Check
· Monthly audits of escalation times, incident themes, and compliance with CTG protocols (CQC, 2023).
· Act
· Refine training and update guidelines based on audit findings. Escalate persistent safety concerns to the Trust Board.
The PDCA cycle supports ongoing evaluation beyond the initial implementation phase.




[bookmark: _Toc215733543][bookmark: _Toc215733599] Lean Strategies (Reducing Waste & Variability)
Lean methodology focuses on reducing inefficiencies, variation and delays in clinical pathways (NHS England, 2023a).
Lean Actions for Maternity Services:
· Process Mapping  Map the escalation process from CTG recognition to obstetric review to identify bottlenecks.
· Eliminate Waste Remove duplication in documentation and reduce delays caused by searching for senior staff.
· Standard Work introduce standardised CTG interpretation sheets and escalation tools.
· Visual Management  Display escalation algorithms visibly in all clinical areas.
Lean improves consistency of care and reduces opportunities for delay.
[bookmark: _Toc215733544][bookmark: _Toc215733600] Six Sigma Approach (Reducing Error Rates)
Six Sigma aims to reduce clinical variation and errors, particularly relevant for CTG interpretation inconsistencies (Willis et al., 2020).
DMAIC Application:
· Define Delayed escalation of fetal distress.
· Measure Time from abnormal CTG identification to senior review.
· Analyse and Identify root causes using Fishbone and 5 Whys.
· Improve  Introduce digital CTG systems and structured escalation triggers.
· Control Monitor outcomes using dashboard data and quarterly reviews.
Using Six Sigma provides a data-driven method to reduce CTG interpretation errors and ensure reliability.
[bookmark: _Toc215733545][bookmark: _Toc215733601] Measurable Outcomes
Improvement cannot occur without clear, measurable indicators (NHS England, 2023b). Key performance metrics include:
· Reduction in CTG interpretation errors
· Reduced time between CTG abnormality and escalation
· Increased compliance with SBAR documentation
· Higher staff competency assessment scores
· Fewer incidents of intrapartum hypoxia
· Improved patient experience and feedback
· Reduced litigation claims (NHS Resolution, 2023)
Monitoring these outcomes enables the Trust to evaluate improvement progress.
[bookmark: _Toc215733546][bookmark: _Toc215733602] Sustainability Plan
Sustaining improvements requires strong leadership, continuous education, and a supportive culture (King’s Fund, 2022).

Long-Term Sustainability Strategies:
· Integrate CTG training into annual mandatory updates.
· Use digital dashboards for real-time escalation monitoring.
· Conduct quarterly MDT simulation sessions.
· Maintain a Just Culture approach to incident management.
· Involve families through Maternity Voices Partnerships.
· Ensure Board-level accountability with regular reporting.

[bookmark: _Toc215733547][bookmark: _Toc215733603]CONCLUSION 
The analysis of delayed escalation of fetal distress at Shrewsbury & Telford Hospital NHS Trust demonstrates that the failures identified in the Ockenden Report (2022) were deeply embedded within the organisation’s structure, culture and clinical processes. Using the Fishbone Diagram, the 5 Whys and the Donabedian Model, this report has shown that the quality concern was not the result of isolated clinical errors but the predictable outcome of systemic weaknesses, including poor communication, inadequate CTG training, unclear escalation pathways, insufficient leadership oversight and a culture that discouraged staff from raising concerns (CQC, 2023; West et al., 2021). These factors combined to create unsafe maternity environments in which fetal compromise was repeatedly missed, leading to preventable harm to mothers and babies.
Strategic planning frameworks such as SWOT and PESTLE further highlighted significant organisational vulnerabilities and external pressures, but also revealed key opportunities for improvement, including national maternity safety initiatives and digital innovation (NHS England, 2023a). The discussion demonstrated how leadership failures, workforce challenges and broken communication processes contributed to delayed decision-making, resulting in serious clinical and psychological consequences for families (NHS Resolution, 2023).
The recommendations presented in Section 4 outline a comprehensive and sustainable service improvement plan, grounded in evidence-based methodologies such as PDSA, PDCA, Lean and Six Sigma. These interventions aim to strengthen CTG competency, improve escalation processes, enhance multidisciplinary teamwork and embed a culture of learning and accountability. Implementing these strategies will not only address the root causes identified but also create a safer, more reliable maternity service aligned with national standards and the Ockenden Essential Actions.
Improving maternity safety is an urgent public health priority. By adopting a whole-system approach, supported by strong leadership and continuous monitoring, SaTH can rebuild trust, reduce preventable harm and ensure that mothers and babies receive the high-quality care they deserve.
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