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[bookmark: _Toc226984264]Introduction: The Scale of Systemic Failure in Maternity Services
One of the most important independent maternity services reviews in the United Kingdom came to an end with the publication of the Final Ockenden Report in March 2022. What started as an inquiry into 23 cases of concern later grew to include the experiences of 1,486 families and found 1,592 clinical incidents, most of which happened between 2000 and 2019 (Akhtar, Haleem and Javaid, 2023). 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 cost involved hundreds of stillbirths, neonatal deaths, maternal deaths and children with permanent life-altering brain injuries including cerebral palsy, which is often caused by a failure to identify and respond to warning signs during labour (Alzoubi et al., 2019).
The specified issue can be described as the multi-layered collapsing governance. Families that had tried to voice their concerns over a period of more than 20 years were often dismissed, brushed off, or even made to feel that their justifiable anxieties were misplaced (Barclay and Moore, 2024). This listening-deafness to the family voice is confirmed as a fundamental force behind the scandal, since it enabled clinical mismanagement to go unchecked by the very people who were the most interested in the care results. 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 avoiding caesarean sections in cases where it is clinically justified led to a culture at SaTH where nurses were encouraged to pursue natural birth as a target, and the Trust received external regulator praise over its low intervention rates but at the cost of mother and baby safety (Department of Health and Social Care, 2022).
Maternity and neonatal delivery is a core intersection of organizational accountability, clinical excellence, and public health. The failure of these services does not have just operational repercussions but generational human tragedies that reverberate. This report is a comprehensive examination of the causes of these failures, based on the well-established management frameworks to examine the organizational and environmental causes that led to a systemic neglect of patient safety. Comparing the traditional Total Quality Management (TQM) with the statutory system of Clinical Governance and using analytical tools like the Fishbone Diagram and PESTLE analysis, this paper develops a solid argument as to why the service improvements must happen immediately. Moreover, it presents an evidence-based recommendation plan with the use of the Plan-Do-Study-Act (PDSA) cycle, relying on modern research and practical clinical experiences to map the way towards a safer, more equitable, and family-based maternity service in the 2024-2026 environment.


[bookmark: _Toc226984265]Main Body: Analysis of Quality Management Theories and Strategic Frameworks
Quality management in health and social care is regulated by a number of theoretical frameworks aimed at standardizing care, minimizing variation and accountability. In order to explain the failures at SaTH, it is imperative to critically assess the implementation (and misapplication) of these theories.
[bookmark: _Toc226984266]Theoretical Evaluation of Quality Management Systems
The quality of healthcare is frequently determined by the frames of professional performance, the utilization of resources, risk management, and satisfaction with patients. These standards are mainly accountable through Clinical Governance, which is the main framework used to hold NHS organizations to account. It was introduced in 1998 and was meant to establish an environment in which clinical excellence could thrive, combining managerial, organizational and clinical strategies (Borem et al., 2025). The Ockenden Report however points out that clinical governance may turn into a performance; at SaTH accountability systems were on paper but they were circumvented or evaded in order to prevent outside scrutiny.
The Total Quality Management (TQM) is an idea that started in the manufacturing industry and it focuses on an endless, organizational-wide dedication to satisfy patients. TQM has five key variables that include; leadership, human resource focus, process management, quality data, and customer (patient) focus (de Jonge, De Vries and Declercq, 2022). Although Clinical Governance is now law in the UK, TQM provides a new method that incorporates quality into all the clinical processes. The lack of connectivity at SaTH was a failure of both structures; the leadership was not able to lead a quality culture and the governance structures failed to provide the surveillance (NHS England, 2023). Studies have shown a quantity versus quality paradox in the NHS with the need to achieve quantitative goals (e.g., low caesarean) regularly taking precedence over the qualitative statutory obligation of enhancing care (Dobson, 2022). In the case of SaTH, this led to a situation in which the mean of the quality curve was not moved towards excellence since middle-range performance was not being effectively challenged.
[bookmark: _Toc226984267]Root Cause Analysis via the Fishbone Diagram
In order to measure the underlying factors of the quality issues at SaTH, the Fishbone (Ishikawa) Diagram offers a systematic visual representation of factors. This tool is used to group the complex issues into manageable areas like people, policies, environment and equipment.
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Figure 1: Fishbone diagram (Dotse-Gborgbortsi et al., 2022)
People and Culture
The workforce and organizational culture are the major bone of the SaTH crisis. The constant shortage of staffs was chronic and the junior staffs were not supervised, overwork resulted in tension among the teams (Dyer, 2021). There was a poisonous them and us culture between the midwifery and obstetric staff, that hindered collaborative care. This communication breakdown contributed to the fact that clinical escalation was postponed, and decades-old learned mistakes were repeated (Dotse-Gborgbortsi et al., 2022). Board leadership was also observed to be out of touch with the reality of the maternity units, and did not offer the essential oversight needed to ensure patient safety.
Policies and Procedures
The internal policies of the Trust have often been biased towards organizational reputation more than patient safety. The quality of incident investigations was frequently low, and carried out by internal personnel who had a conflict of interest and who were unable to pinpoint the obvious clinical omissions (Endalamaw et al., 2024). There was a lack of subtlety in policies of natural birth, which resulted in non-observance of NICE policy on cardiotocography (CTG) monitoring and fetal heart rate monitoring. This demonstrates a systemic failure in clinical audit as a major pillar of governance in which the information gathered failed to result in action plans and practice change (England, 2025a).
Environment and Estates
The risk environment was increased by failure of infrastructures. According to the recent national survey on maternity estates in 2024-2025, it has been shown that most of the trusts work in an old and run-down facility (England, 2025b). In SaTH, geographical or clinical isolation of some services complicated the task of managing emergencies. Water leaks, power outages, and lack of space to house birthing suites are some of the infrastructure risks that have a direct impact on staff efficiency and patient dignity. The number of incidents associated with water and sewerage failures reported on NHS maternity estates in the three years preceding 2023 exceeded 5,000, demonstrating the environmental strains that may result in the occurrence of surgical delays and safety violations (Foley, McCourt and Yuill, 2025).
Equipment and Technology
Technology usage and equipment failures were common. Absence of standardized and high quality CTG monitoring and inability of staff to interpret these tracings correctly were found to be leading causes of neonatal brain injury (Gauld and Horsburgh, 2015). Moreover, a lack of efficient IT systems resulted in the absence or incomplete records of patients, that is, clinical decisions were frequently made without all of the necessary information, including the risk profile of a mother or her past complications (Grierson, 2025).
	Fishbone Category
	Specific Failure at SaTH (2000-2019)
	Systemic Context (2024-2026)

	People
	Toxic culture; junior staff left unsupervised.
	Deficit of 2,500 midwives; concerns over unsafe staffing.

	Policies
	Failure to investigate incidents or follow NICE guidelines.
	Transition to PSIRF; emphasis on learning over blame.

	Environment
	Clinical isolation of units.
	30% of units non-compliant with space standards.

	Equipment
	Misinterpretation of CTG tracings.
	Inefficient IT systems and missing records.





[bookmark: _Toc226984268]Strategic Planning through PESTLE Analysis
A PESTLE analysis evaluates the macro-environmental factors influencing the strategic direction of maternity service improvement within the NHS.
[image: ]
Figure 2: PESTLE Analysis (Kruk et al., 2022)
Political Factors
Political environment is now characterized by a mission of change after the change of government in 2025. The Health and Social Care Secretary has established a National Maternity and Neonatal Taskforce to bring failing trusts to book. The extent of unacceptable care is a hotly debated issue in media and politics, and has damaged social confidence and provoked demands to establish a statutory public inquiry (Kumah et al., 2024). A key political source of funding and reform has been the government commitment to reducing the rates of stillbirth and maternal death by half by 2030 (Mofidi and Marrow, 2017).
Economic Factors
The NHS maternity services are on a tight financial rope. This has caused a workforce crisis with the system failing to cope with the demands of greater clinical complexity due to chronic underfunding. The financial impact of service breakdown is truly astounding; in 2024-2025, 42% of all clinical negligence payments (1.3 billion) were in maternity care (Middlemiss et al., 2025). This traps into a vicious cycle where money that should be used to enhance the services is used to pay claims that are as a result of preventable injuries.
Social Factors
Social demographics is changing, and women are increasingly giving birth later (61% over age 30 in 2024) and with more complex health conditions (Naz et al., 2022). Moreover, social inequalities are still extreme; Black women are nearly three times more likely to die during or after childbirth than White ones, and Asian women are at a higher risk of negative outcomes twice as much. These inequalities are not being reduced and this has caused lack of trust by the marginalized communities who are convinced that the system is not serving them fairly.
Technological Factors
There are opportunities and challenges associated with technological advancement. NHS is transforming its systems to go digital in place of analogue with the intention of utilizing data as a means of prevention. Nevertheless, the quality of data is still low; 9% of the data at SaTH is missing data on ethnicity, and national data is biased towards hospital-based care but not patient-reported safety (Norman, Stock and Harmer, 2022). The emergence of social media has enhanced patient education but it has also helped in the propagation of misinformation on clinical risk.
Legal Factors
The pressure of regulators is unprecedented. In 2024, the CQC found 65% of maternity units in England either to be inadequate or to need improvement (O’Dowd, 2025). The continued criminal inquiries into SaTH have influenced the morale of the professionals and enhanced the necessity of having a solid legal structure of accountability. The no-blame compensation model in Sweden is of growing interest in order to promote the culture of openness.
Environmental Factors
A huge obstacle to quality is the physical environment of the NHS estate. In 2020-2023, almost 3,000 cases of improper heating and ventilation were reported (Ockenden, 2022). The old buildings cause the staff to feel neglected and undermine the Continuity of Carer models that demand certain infrastructure to work.



[bookmark: _Toc226984269]Recommendation: Actionable Strategy for Service Improvement
The service improvement recommendations are based on the 15 Immediate and Essential Actions (IEAs) created by Donna Ockenden and backed up by the Model for Improvement. These recommendations are based on four pillars: safe staffing, a highly skilled workforce, incident learning, and family listening.
Pillar 1: Safe Staffing and Workforce Sustainability
Safe levels of staffing should be the basis of quality of maternity services. The Ockenden Report comes out categorical that the national implementation of the "Midwifery Continuity of Carer" (MCoC) should be postponed until minimum staffing conditions are achieved (Renfrew et al., 2022).
Recommendation: Trusts should also have a clear policy of escalation and mitigation of situations when staffing is reduced to the minimum. The use of the Birthrate Plus (BR+) standard should support this and establish time scales of implementation (Sheaff and Allen, 2023).
Implementation (PDSA):
Plan: Install a digital dashboard (real-time) on a single labor ward to monitor staff to patient ratios according to clinical acuity.
Do: Operate the dashboard one month, but the shift coordinator can be supernumerary (not on a caseload) to monitor safety (Saeb and Gregory, 2025).
Study: Determine whether the supernumerary status contributed to accelerated growth of clinical issues and enhanced staff morale.
Act: In case successful, implement the dashboard in all maternity locations in the Trust, modifying it to various case mixes.
Pillar 2: Clinical Governance and Meaningful Learning
The failure to learn from tragedies at SaTH was a critical failure of the clinical governance system.
Recommendation: The performance and quality of their maternity services should be directly monitored by the trust boards. The investigation of incidents should be independent, multi-disciplinary, and meaningful to the families (The Lancet Regional Health – Europe, 2025).
Implementation (PDSA):
Plan: Standardize an incident investigation template with a section on family feedback to be mandatory and an independent outside chair to all serious incidents (Unkels et al., 2023).
Do: Put the new template to test on the following three serious incidents reported to the Trust.
Study: Test the effectiveness of considering families and external chairs in identification of root causes that would otherwise be undiscovered through purely internal reviews.
Act: Standard learning can be promoted by formally adopting the template and disseminating the results to the Regional Maternity System (Van Houdt et al., 2013).
Pillar 3: Reducing Inequalities and Listening to Families
Addressing the "unacceptable care" received by Black, Asian, and socially deprived families is a public health priority.
Recommendation: Assign each trust with a Maternity and Neonatal Senior Independent Advocate (MNISA) to guarantee that families are listened to, and their interests are addressed. Targeted MCoC should be provided for women from high-risk backgrounds (Webb, Stevens and Newton, 2023).
Implementation (PDSA):
Plan: Launch a pilot project to provide a consistent midwife for Black and Asian mothers in one neighbourhood with high deprivation.
Do: Monitor the attendance on antenatal bookings and the proportion of spontaneous vaginal birth and elective intervention.
Study: Compare the results with the past results of the demographic. Was the trusting relationship associated with earlier complications diagnosis?
Act: Expand the desired MCoC model in case the outcomes are getting better, targeting areas of postcode lottery.
Pillar 4: Multidisciplinary Training and Clinical Standards
"Staff who work together must train together".
Recommendation: Implement mandatory multi-professional training (PROMPT) covering fetal monitoring (CTG), neonatal resuscitation, and management of obstetric emergencies (Akhtar, Haleem and Javaid, 2023).
Implementation (PDSA):
Plan: Schedule monthly "Fresh Eyes" training sessions where midwives and obstetricians jointly review anonymized CTG tracings from the previous week (Alzoubi et al., 2019).
Do: Conduct the sessions and document any differences in interpretation between professional groups.
Study: Use clinical audit to see if the rate of "missed" fetal distress signals decreased on the ward following the training.
Act: Standardize "Fresh Eyes" as a daily handover requirement.
Real-World Benchmark: The "4Rs" Approach
Success in reducing mortality can be found in the "Breakthrough Series Collaborative" in Brazilian maternity hospitals. They used a series of Recognize, Rescue, Reassess, and Refer (the 4Rs) with the Modified Early Obstetric Warning Score (MEOWS). This repeatable methodology that was tested by PDSA cycles resulted in a 34.2% reduction of maternal death and a 72.9% decrease of hemorrhage-related death (Barclay and Moore, 2024).
[bookmark: _Toc226984270]

Conclusion
The analysis of the Shrewsbury and Telford Hospital NHS Trust maternity scandal identifies a complex breach of quality assurance, with lack of transparency, inappropriate staffing, and a poisonous organizational culture, in which clinical safety was not a priority, but ideological birth targets. The Ockenden Report determined clinical governance was not functional, with the Trust not investigating the incidents with appropriate rigor or bringing the lived experiences of families into their learning loops. The above root causes based on Fishbone analysis are compounded by the macro-environmental forces as noted in PESTLE analysis: a workforce in crisis, run-down physical estates, and broader social inequalities in maternal outcomes.
The findings of this report highlight the fact that the lessons not learned of the past safety failures are a big threat to the future of the NHS. But the 15 Immediate and Essential Actions offer the ultimate blueprint of safety in case they are enhanced with the help of quality improvement tools such as PDSA cycles. Trusts can start to restore the so tragically damaged trust by standardizing multidisciplinary training, prioritizing safe staffing over service expansion (such as the suspension of MCoC), and raising the so-called family voice, by means of such a role as the MNISA.
The end objective of quality assurance in maternity care is to stop all of the individual preventable tragedies. This would only be made possible through a shift in the current reactive culture of blame to a more proactive and evidence-based learning system that would provide all mothers and babies with the safe and compassionate care they merit. The bravery of the 1,486 families who gave their support to the Ockenden Review needs to be matched by an unwavering dedication to change the system, so that the lives that have been lost in Shropshire and other areas were not lost in vain.
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