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ABBREVIATION
	NHS
	National health service

	NICE
	National institute for health and care excellence

	RCOG
	Royal college of obstetricians and gynaecologist 

	PDSA
	Plan- do-study-act 

	PDCA
	Plan-do-check-act

	SWOT
	Strengths, weaknesses opportunities and threats

	Six sigma
	Quality improvement method used to reduce errors and variation

	Lean
	Quality improvement approach focused on reducing waste and improving efficiency

	IOM
	Institute of medicine 

	
	



6. 
1.INTRODUCTION 

The Shrewsbury and Telford Hospital NHS Trust maternity scandal represents one of the most serious quality failures in recent NHS history. Between the 1970s and 2019, systematic deficiencies in clinical governance, audit processes, and organizational culture resulted in avoidable deaths of babies and mothers, stillbirths, neonatal injuries, and profound psychological harm to hundreds of families (Ockenden, 2022). The Final Ockenden Report, published in March 2022, concluded that poor care, lack of compassion, inadequate fetal monitoring, and pervasive systemic failures in quality assurance mechanisms contributed directly to catastrophic patient outcomes that persisted for nearly five decades (NHS England, 2022). 

This incident exemplifies critical failures across multiple domains of quality management in healthcare. Clinical governance—the framework through which organizations are accountable for continuously improving the quality of services and safeguarding high standards—completely failed to function effectively (Scally & Donaldson, 1998; NHS England, 2013). Audit and review processes designed to identify patterns of harm were either absent or systematically ignored, meaning that opportunities to correct dangerous practices were repeatedly missed over decades (Vincent & Amalberti, 2016). The organizational culture became defensively resistant to complaints and concerns, actively discouraging staff from raising issues and preventing families from being heard (West et al., 2015). National guidelines on maternity safety— particularly those regarding fetal heart monitoring and escalation protocols—were persistently violated without consequence (RCOG, 2019). Most critically, there existed no robust accountability mechanisms to ensure that external reviews, internal reports, or regulatory findings prompted meaningful change (Kaplan & Barach, 2002). 

The Ockenden Review identified 250 cases involving 1,862 incidents across the 40-year period, revealing that 46 babies and 9 mothers died where different care might have altered the outcome (Ockenden, 2022). Quality failures were not random or isolated; rather, they were embedded within the organization's structure, systems, and culture. This report applies contemporary quality improvement frameworks to analyze the root causes of the Shrewsbury and Telford failures and develops evidence-based recommendations for systemic improvement. 

The analysis employs the Fishbone Diagram (Ishikawa), Five Whys technique, and the Donabedian Model to deconstruct the multi-factorial causation. Strategic planning tools including SWOT analysis provide context for organizational and environmental factors. The report concludes with actionable recommendations utilizing PDSA (Plan-Do-Study-Act), PDCA (Plan-Do-Check-Act), Lean methodologies, and Six Sigma approaches. This integrated framework demonstrates how systematic quality improvement can prevent similar failures and rebuild public trust in maternity services.


2. Root Cause Analysis and Theoretical Frameworks
2.1 Fishbone (Ishikawa) Analysis
The Fishbone Diagram helps us look beyond individual mistakes and understand how several organisational problems came together to create unsafe care. In the case of Shrewsbury and Telford, the failures were not caused by one person or one isolated incident. They developed through weaknesses in people, processes, technology, policies, leadership and the wider healthcare environment.
People: Staff did not always receive the training and support they needed to recognise changes in fetal wellbeing or escalate concerns appropriately. Staff who attempted to raise concerns could feel ignored or marginalised, creating an environment where people became reluctant to speak openly about safety.
Processes: Clear and consistent pathways for high-risk pregnancies were lacking. Escalation procedures and documentation were not always sufficiently clear, while investigations into incidents often failed to identify the deeper organizational lessons. As a result, opportunities to learn and prevent similar harm were missed.
Systems and Technology: Clinical information systems and monitoring processes did not consistently identify or communicate risks. Problems with equipment, record-keeping and data collection also made it harder to recognise patterns of poor outcomes and respond early.
Policies: National guidance and professional standards were not consistently translated into everyday practice. Some policies were outdated, insufficiently reviewed or poorly implemented, creating a gap between what should have happened and what actually happened in practice.
Leadership and Culture: Perhaps the most important issue was the organisational culture. Concerns from staff and families were not always listened to. A defensive leadership style and concern about reputation could take priority over openness, learning and patient safety. This weakened psychological safety and discouraged people from challenging unsafe practice.
Environmental and External Factors: Regulatory and external oversight did not identify the underlying problems quickly enough. Although resource pressures may have contributed, the deeper issue was accountability—whether the organisation was willing to listen, investigate concerns honestly and act on what it learned.






System/technology
People 

Harm to mothers and babies at Shrewsburry and Telford

Environmental /external factors
Leadership/culture 
Process 
Policies 














  

 2.2 Five Whys Root Cause Analysis Applying

 The Five Whys technique (iteratively asking "Why?" to drill deeper into causation) reveals fundamental organizational dysfunction (Womack & Jones, 2003): 

Why did babies and mothers die from preventable complications? Because fetal monitoring was inadequate and escalation to senior clinicians did not occur when complications developed. 

Why was fetal monitoring inadequate? Because staff lacked training, equipment was outdated, and protocols were not standardized or enforced. 

Why did training gaps exist for four decades? Because the organization had no systematic professional development program, and leadership did not prioritize compliance with national guidelines (NHS England, 2013).
 
Why did leadership not prioritize guidelines compliance? Because organizational culture was defensive and inward-focused; leadership valued reputation and stability over learning and accountability (West et al., 2015). 
Why did this defensive culture persist? Because governance structures were weak; there was no independent board scrutiny, families' complaints were systematically dismissed rather than investigated, and external regulators lacked sufficient authority to mandate change (Kaplan & Barach, 2002). 

This chain reveals that the root cause was not primarily resource scarcity but rather systematic governance failure and a pathological organizational culture resistant to accountability and change.


2.3 Donabedian Model: Structure, Process and Outcome Analysis
Avedis Donabedian’s model is used to assess the quality of healthcare by looking at three areas: Structure, Process, and Outcome. Structure means the organisation and resources available, Process means how healthcare is provided, and Outcome means the results for patients (Donabedian, 2005; Mainz, 2003).
Structure Failures:
The Trust did not have strong systems to make sure patient safety was properly managed. There was not enough independent Board oversight of clinical safety. Quality and safety teams did not have enough staff or power to make improvements. Risk management systems were either missing or not working properly. Clinical leaders also did not have enough training in patient safety and quality improvement. There were no proper systems for learning from mistakes and serious incidents (Vincent & Coulter, 2002).
Process Failures:
The way care was provided was often not based on evidence or standard procedures. Clinical guidelines were available nationally, but they were not always followed at the local level. When serious problems happened, staff did not always follow the correct process for getting help from senior doctors. Investigations into incidents were not always detailed enough and did not properly identify the main causes of problems. Families who raised concerns were also not listened to or investigated properly, and complaints were sometimes handled in a defensive way (Vincent & Amalberti, 2016; Ockenden, 2022).
Outcome Failures:
These problems led to very serious outcomes. The Ockenden Review identified 250 cases and 1,862 incidents, including 46 preventable baby deaths and 9 preventable maternal deaths. Many other babies and mothers suffered injuries or long-term emotional harm (Ockenden, 2022). The Trust also did not collect and review outcome data properly or compare its results with national standards. This meant that serious problems were not identified early enough.
Overall, the Donabedian Model shows how the problems were connected. Weak organisational structures led to poor healthcare processes, and these poor processes contributed to serious and sometimes preventable harm to mothers and babies.


3. Strategic Analysis and Contextual Factors
3.1 SWOT Analysis: Current Situation and Areas for Improvement
Strengths – What the organisation is already doing well:
After the Ockenden Report, the NHS has put much more focus and funding into improving maternity safety. NHS England has introduced programmes to support safer maternity services, and the health system already has strong methods for improving quality. There is also much greater public and political pressure to make sure the same mistakes do not happen again. Shrewsbury and Telford NHS Trust also has new leadership that is focused on improving the organisation’s culture, being more open, and strengthening governance.
Weaknesses – Ongoing problems:
One of the biggest problems is that public trust in maternity services has been seriously damaged. Staff may also feel stressed, discouraged, or uncertain about their future, which can affect morale and staff retention. Changing an organisation’s culture cannot happen quickly and will require continuous effort over several years. Limited NHS resources can also make it difficult to redesign maternity services while continuing to meet everyday demands. In addition, some old systems and ways of working need to be replaced because they contributed to poor practice in the past.
Opportunities – What can help improvement:
The Ockenden Report gives the NHS clear recommendations and a useful plan for improving maternity care. Increased funding for maternity safety can support these changes. The NHS can also learn from previous healthcare failures, such as the Mid Staffordshire scandal, and use lessons from successful organisational improvements. New digital technology can make it easier to monitor safety, report problems, and hold organisations accountable. Clearer, evidence-based national guidelines can also help staff provide safer and more consistent care.
Threats – What could make improvement difficult:
There is a risk that other NHS pressures, such as financial problems and staff shortages, could take attention and funding away from maternity safety. Staff and leadership changes could also make it harder to maintain progress. If services improve in the short term, there is a danger that organisations may become complacent and stop checking for problems. Ongoing difficulties in recruiting and keeping maternity staff are another major challenge. Finally, if the lessons from Shrewsbury and other maternity scandals are not shared across the NHS, similar problems could happen in other trusts.
3.2 Environmental and Contextual Factors 

The Shrewsbury and Telford scandal occurred within a healthcare system under structural strain. The NHS has operated under increasing financial constraints since 2010, with maternity services particularly affected (Appleby et al., 2015). Staffing shortages in midwifery are a national problem, affecting recruitment and retention across trusts (Royal College of Midwives, 2019). Regulatory oversight mechanisms, while existing formally, were not sufficiently robust or timely to identify systematic quality failures across four decades (Kaplan & Barach, 2002). These contextual factors do not excuse the Shrewsbury and Telford failures—many similar trusts operated safely—but they do highlight that individual organizational accountability must be combined with system-level support for quality improvement.

4. Recommendations and Implementation Strategy

The recommendations below focus on improving leadership, workplace culture, clinical practice, and accountability. Quality improvement methods such as PDSA, PDCA, Lean, and Six Sigma can be used to make sure these changes are effective and long-lasting (Deming, 1986; Womack & Jones, 2003).
Recommendation 1: Improve Governance and Accountability
Problem:
The organisation’s leadership and governance systems did not identify or stop serious problems for many years. There was also no independent system for checking patient safety. Families who raised concerns were often not listened to or properly investigated (Ockenden, 2022).
Solution:
A stronger Clinical Governance Committee should be created, with 60% of its members coming from outside the organisation. This should include patient representatives and independent quality and safety experts. The committee should provide monthly safety reports to the Board.
The organisation should also follow the Duty of Candour, which means being open and honest with families when something goes wrong (NHS England, 2016). An independent Patient Safety Office should also be created. This office should report directly to the Chief Executive and Board Chair and have the power to investigate serious concerns.
Implementation using PDSA:
· Plan: Create the new governance structure, policies, and clear ways to report and escalate safety concerns. Recruit external members and train Board members in patient safety and quality improvement.
· Do: Introduce the new system over three months.
· Study: After six months, review how the Board has responded to safety concerns and survey staff about whether they feel confident raising concerns (Edmondson, 1999).
· Act: Make improvements based on the results and report progress publicly to regulators.
Recommendation 2: Standardise Clinical Practice and Improve Auditing
Problem:
Clinical guidelines were either missing or not followed properly. Fetal monitoring practices were outdated, and there was little regular checking of clinical performance (Vincent & Amalberti, 2016).
Solution:
The organisation should introduce clear, evidence-based procedures for managing high-risk pregnancies. These procedures should follow current RCOG and NICE guidelines (RCOG, 2019). Modern fetal monitoring equipment should also be used.
Regular audits should check whether staff are following the required procedures. The aim should be to achieve at least 95% compliance. Six Sigma methods can be used to reduce mistakes and differences in clinical practice. All operative deliveries and serious complications should also be reviewed by other professionals.
Implementation using PDCA and Six Sigma:
· Define: Identify the current clinical procedures and decide what standards need to be achieved.
· Measure: Collect information about how often guidelines are followed, the quality of fetal monitoring, and patient outcomes.
· Analyse: Identify problems and reasons why staff may not be following procedures.
· Improve: Update procedures, equipment, and staff training.
· Control: Use regular monitoring dashboards and monthly quality meetings to make sure improvements continue.
Lean methods can also be used to remove unnecessary steps while keeping patient safety as the main priority (Womack & Jones, 2003).
Recommendation 3: Improve Organisational Culture
Problem:
The organisation had a culture where staff were discouraged from speaking up about problems. Concerns and mistakes were not always reported, which made it difficult to learn from them (West et al., 2015).
Solution:
The organisation should create a stronger patient safety culture. This can be done through leadership training, psychological safety programmes, and better systems for reporting mistakes. The Manchester Patient Safety Framework can be used to assess the organisation’s safety culture (Weick & Sutcliffe, 2007).
All staff should receive training in patient safety and human factors. A just culture should also be introduced. This means staff should be able to report honest mistakes without automatically being punished, while serious reckless behaviour should still be dealt with appropriately (Edmondson, 1999).
Implementation using PDSA:
· Plan: Create a culture improvement programme and involve specialists in organisational change.
· Do: Provide leadership training and introduce an anonymous staff safety survey and a new incident reporting system.
· Study: Carry out surveys every three months to measure psychological safety and staff confidence.
· Act: Use the results to improve areas where staff feel less supported and recognise positive improvements.
Recommendation 4: Improve Staff Training and Staffing
All maternity staff should complete compulsory yearly training. Training should cover current clinical guidelines, fetal monitoring, emergency management, communication, and patient safety.
The organisation should also recruit enough midwives and obstetricians to provide safe staffing levels (Royal College of Midwives, 2019). Mentoring programmes should be introduced so that less experienced staff can receive support and guidance from experienced colleagues.
Recommendation 5: Increase External Accountability and Transparency
The organisation should be more open about its safety performance. It should publish safety reports every three months and take part in national maternity data programmes.
Independent external audits should be completed every year to provide an objective review of safety and quality. The organisation should also regularly communicate with patient and family groups to understand their experiences and concerns (Kaplan & Barach, 2002; NHS England, 2013).
Implementation Timeline
Recommendations 1 and 2 should be introduced within the first six months because governance and clinical safety need to be improved quickly.
Recommendations 3 and 4 should be developed over 12 months, as changing workplace culture, training staff, and improving staffing will take longer.
Recommendation 5 should continue ongoing, with regular reporting, external reviews, and communication with patients and families.


5. Conclusion

The Shrewsbury and Telford Hospital NHS Trust maternity scandal was a serious failure of leadership, clinical governance, and organisational systems that continued for many years. The Ockenden Review identified 250 cases, 1,862 incidents, 46 preventable baby deaths, and 9 preventable maternal deaths (Ockenden, 2022). These findings show that major changes are needed rather than small improvements.
The root cause analysis using the Fishbone Diagram, Five Whys, and Donabedian Model shows that the problems were not caused by individual staff members alone. Instead, they were linked to wider organisational problems, including poor governance, outdated clinical practices, a defensive workplace culture, staff shortages, lack of training, and weak accountability. These problems were connected and continued for many years without being properly addressed (Reason, 2000).
The SWOT analysis shows that there are opportunities for improvement because the NHS has access to external support, safety guidance, and quality improvement methods. However, challenges such as poor trust, low staff morale, and long-standing cultural problems need to be addressed carefully and over a long period of time (West et al., 2015).
The recommendations in this report use PDSA, PDCA, Lean, and Six Sigma to improve governance, clinical practice, workplace culture, staffing, training, and accountability. These methods can help organisations identify problems, test solutions, measure results, and maintain improvements (Womack & Jones, 2003; NHS England, 2013). However, successful implementation at Shrewsbury and Telford will require strong leadership, enough resources, staff involvement, and continued commitment.
The lessons from this scandal should not only apply to Shrewsbury and Telford. The case highlights possible weaknesses in maternity services across the wider NHS. Therefore, other NHS maternity units should learn from these failures and strengthen their own governance, safety, and reporting systems.
Most importantly, the families affected deserve justice, accountability, and confidence that meaningful changes have been made. The NHS must ensure that patient safety is always prioritised and that concerns from families and staff are listened to and acted upon. The changes recommended in this report provide a framework for creating safer maternity services and preventing similar failures in the future.
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