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[bookmark: _Toc236664357]1.1 Background
The Shrewsbury and Telford Hospital NHS Trust maternity scandal is recognised as one of the most significant patient safety failures in the history of the National Health Service (NHS) in the United Kingdom (Hull et al., 2025). Between the 1970s and 2019, serious and persistent failures in maternity services resulted in avoidable maternal deaths, stillbirths, neonatal deaths, brain injuries, and lifelong disabilities affecting hundreds of families (Sibley, 2022). The independent Ockenden Review, commissioned to investigate these events, examined evidence from more than 1,400 families and concluded that many of these adverse outcomes could have been prevented through the delivery of safe, evidence-based maternity care (Sheaff and Allen, 2023). The final Ockenden Report, published in 2022, identified widespread deficiencies in leadership, clinical governance, communication, patient safety culture, and quality assurance systems that remained unresolved for several decades (Sibley, 2022). Consequently, the scandal has become a significant case for understanding the impact of organisational failures on healthcare quality and patient safety within NHS maternity services (Hull et al., 2025).
[bookmark: _Toc236664358]1.2 Quality Issue and Public Health Significance
Healthcare quality is essential for delivering safe, effective, patient-centred, timely, efficient, and equitable care (Balikubiri et al, 2025). It relies on strong leadership, effective clinical governance, evidence-based practice, continuous monitoring, and organisational learning (Balikubiri et al, 2025). However, the Ockenden Review found that these quality assurance mechanisms repeatedly failed at the Shrewsbury and Telford Hospital NHS Trust, allowing unsafe maternity practices to continue for decades (Sibley, 2022). Poor fetal monitoring, delayed escalation of complications, inadequate communication, insufficient staff training, and weak leadership contributed to preventable maternal and neonatal harm (Sheaff and Allen, 2023). These failures significantly reduced public confidence in NHS maternity services and highlighted the urgent need for comprehensive service improvement (Hull et al., 2025).
[bookmark: _Toc236664359]1.3 Rationale for the Report
Improving maternity care quality and patient safety remains a key priority for the NHS, particularly following major healthcare failures that have exposed weaknesses in clinical governance and organisational learning (Brown and Scamell, 2026). The Ockenden Review involved more than 1,400 families and identified numerous avoidable maternal deaths, stillbirths, neonatal deaths, and lifelong injuries, demonstrating the devastating impact of poor-quality maternity care (Sheaff and Allen, 2023). Therefore, it is important to examine the organisational factors that contribute to such failures to prevent similar incidents in the future (Brown and Scamell, 2026). This report supports the need for evidence-based service improvement by highlighting the importance of strong leadership, effective governance, workforce development, continuous learning, and patient safety. The findings may inform future NHS quality improvement initiatives, strengthen public confidence, and contribute to safer, more effective, and person-centred maternity services (Brown and Scamell, 2026).
This report critically analyses the Shrewsbury and Telford Hospital NHS Trust maternity scandal using the Fishbone Diagram, 5 Whys, Donabedian Model, and SWOT analysis to identify the underlying causes of patient safety and quality failures. The PDSA (Plan–Do–Study–Act) cycle is also applied as a change strategy to identify, implement, evaluate, and continuously improve appropriate quality and safety interventions. It provides evidence-based recommendations and outlines quality improvement approaches to strengthen clinical governance, patient safety, organisational learning, and maternity care within NHS services.
[bookmark: _Toc236664360]2. Main Body
[bookmark: _Toc236664361]2.1 Root Cause Analysis of the Quality Issue
[bookmark: _Toc236664362]2.1.1 Fishbone (Ishikawa) Diagram
The Fishbone (Ishikawa) Diagram is a recognised quality improvement tool used to identify the underlying causes of complex healthcare problems by categorising contributing factors into organisational domains (Rodgers and Oppenheim, 2019). Rather than attributing adverse events to individual mistakes, the model demonstrates how failures across multiple components of a healthcare system interact to compromise patient safety (Bourn et al, 2021). In the Shrewsbury and Telford Hospital NHS Trust maternity scandal, the Fishbone Diagram helps explain how interconnected failures across people, processes, leadership, equipment, policies, and the organisational environment contributed to avoidable maternal and neonatal harm (Carvalho et al, 2021).
People: The Ockenden Review identified inadequate staff training, poor clinical competence, ineffective multidisciplinary teamwork, and limited clinical supervision as major contributors to unsafe maternity care (Carvalho et al, 2021). These workforce deficiencies reduced clinicians' ability to recognise obstetric emergencies and provide timely evidence-based interventions (Bourn et al, 2021).
Processes: Clinical processes were weakened by poor adherence to national maternity guidelines, delayed escalation of high-risk pregnancies, and inadequate fetal monitoring (Tran and Bero, 2015). These failures resulted in missed opportunities to prevent maternal complications, stillbirths, and neonatal injuries, reflecting weaknesses in clinical governance and quality assurance (Buist, 2018).
Leadership: Leadership failures significantly influenced the quality of maternity care (Carvalho et al, 2021). Senior managers failed to respond effectively to safety concerns, family complaints, and adverse incident investigations, while a defensive organisational culture discouraged staff from raising concerns or learning from previous mistakes (Purba et al., 2019).
Equipment: Although fetal monitoring equipment was available, inconsistent use and incorrect interpretation of cardiotocography (CTG) reduced its effectiveness in detecting fetal distress (Tran and Bero, 2015). This highlighted deficiencies in both staff competency and equipment utilisation.
Policies: National maternity safety policies and clinical protocols were not consistently implemented, resulting in variation in clinical practice and weak compliance with evidence-based standards (Carvalho et al, 2021). Inadequate incident reporting further limited organisational learning and continuous improvement (Purba et al., 2019).
Environment: Staff shortages, increasing workloads, and organisational pressures negatively affected communication, supervision, and clinical decision-making (Tran and Bero, 2015). These environmental challenges increased the risk of preventable harm and reduced the overall quality of maternity care (Bourn et al, 2021).
[bookmark: _Toc236664363]2.1.2 5 Whys Analysis
The 5 Whys technique is a structured problem-solving method used to identify the underlying causes of an adverse event by repeatedly asking "Why?" until the fundamental organisational issues are revealed (Al-Rifai, 2025). This method is particularly valuable in healthcare because it identifies systemic weaknesses rather than focusing solely on individual clinical errors.
First Why: Why did avoidable maternal and neonatal deaths occur?
Avoidable deaths occurred because complications during pregnancy and labour were not recognised or managed promptly. Poor fetal monitoring and delayed escalation to senior clinicians prevented timely intervention, resulting in preventable harm (Vo et al, 2020).
Second Why: Why were complications not recognised or escalated?
Healthcare professionals frequently failed to follow national maternity guidelines and lacked sufficient training to identify obstetric emergencies. Communication between midwives, obstetricians, and managers was also ineffective, delaying appropriate clinical decision-making (Charles et al., 2017).
Third Why: Why were clinical guidelines not consistently followed?
Weak clinical governance, inadequate supervision, and poor monitoring of professional practice reduced compliance with evidence-based standards. Clinical audits and incident investigations failed to identify recurring safety concerns or promote organisational learning (Vo et al, 2020).
Fourth Why: Why did governance systems fail?
Senior leaders failed to respond effectively to repeated safety concerns, family complaints, and recommendations from previous investigations. A defensive organisational culture discouraged staff from reporting incidents and limited organisational accountability (Al-Rifai, 2025).
Fifth Why: Why did leadership and culture remain ineffective?
The fundamental cause was the absence of a strong patient safety culture supported by effective governance, continuous quality improvement, organisational learning, and accountability. Without these essential systems, unsafe practices became normalised and persisted over several decades (Vo et al, 2020).
Critical Evaluation
The 5 Whys analysis demonstrates that the Shrewsbury and Telford maternity scandal was not the result of isolated human error but of deeply embedded organisational failures involving governance, leadership, communication, workforce capability, and quality assurance (Charles et al., 2017). While the method effectively identifies the sequence of underlying causes, it is limited because it follows a linear approach and may oversimplify the complex interactions between multiple organisational factors (Al-Rifai, 2025). Therefore, it should be used alongside broader quality management frameworks, such as the Donabedian Model and SWOT analysis, to provide a more comprehensive evaluation of healthcare quality failures.
[bookmark: _Toc236664364]2.2 The Donabedian Model
The Donabedian Model evaluates healthcare quality through three interconnected components: structure, process, and outcomes (Guzmán-Leguel et al, 2025). It provides a systematic framework for assessing how organisational systems influence clinical practice and patient outcomes, making it highly applicable to analysing the quality failures identified in the Shrewsbury and Telford Hospital NHS Trust maternity scandal (Darmayanti, 2026).
Structure: The structure component refers to the organisational environment in which healthcare is delivered, including staffing, leadership, governance, infrastructure, equipment, and workforce capability (Darmayanti, 2026). The Ockenden Review identified major structural weaknesses, including inadequate staffing, ineffective leadership, weak clinical governance, and insufficient staff supervision, which reduced the Trust’s capacity to provide safe maternity care (Guzmán-Leguel et al, 2025). Limited investment in staff education further weakened workforce competence and accountability (Darmayanti, 2026).
Process: The component examines how healthcare is delivered, including adherence to clinical guidelines, communication, documentation, and decision-making (Darmayanti, 2026). The Ockenden Review found repeated failures in fetal monitoring, delayed recognition of complications, poor escalation of high-risk pregnancies, and ineffective multidisciplinary communication (Tossaint-Schoenmakers et al, 2021). Weak incident reporting and limited implementation of clinical audit findings further reduced organisational learning and patient safety (Guzmán-Leguel et al, 2025).
Outcomes: These structural and process failures resulted in avoidable maternal deaths, stillbirths, neonatal deaths, brain injuries, and lifelong disabilities (Guzmán-Leguel et al, 2025). The scandal also caused emotional distress for families, increased litigation costs, and significantly reduced public confidence in NHS maternity services (Tossaint-Schoenmakers et al, 2021).
Critical Evaluation: The Donabedian Model effectively demonstrates how weaknesses in organisational structures influence clinical processes and ultimately affect patient outcomes (Darmayanti, 2026). However, it pays limited attention to organisational culture, leadership behaviour, and external policy influences (Darmayanti, 2026). Therefore, combining the model with complementary frameworks, such as SWOT analysis, provides a more comprehensive evaluation of complex healthcare quality failures and supports sustainable service improvement.
[bookmark: _Toc236664365]2.3 Strategic Analysis Using SWOT
SWOT analysis is a strategic planning framework that evaluates an organisation’s strengths, weaknesses, opportunities, and threats (Hosen, 2017). In healthcare, it supports service improvement by assessing internal capabilities and external factors that influence the quality, safety, and effectiveness of care. Applying SWOT analysis to the Shrewsbury and Telford Hospital NHS Trust helps identify the organisational issues that contributed to the maternity scandal while highlighting opportunities for sustainable improvement (Vlados et al, 2019).
Strengths: Although the Trust experienced significant failures, the Ockenden Review provided evidence-based recommendations that have strengthened maternity safety across England (Vlados et al, 2019). Increased regulatory oversight, greater transparency, and a stronger national focus on patient safety and multidisciplinary working have created a foundation for future quality improvement (Kumar et al, 2025).
Weaknesses: The major weaknesses included ineffective leadership, weak clinical governance, inadequate staff training, poor communication, inconsistent implementation of maternity guidelines, and ineffective incident reporting systems (Hosen, 2017). These organisational deficiencies limited accountability, reduced organisational learning, and allowed unsafe maternity practices to continue over many years (Vlados et al, 2019).
Opportunities: The findings of the Ockenden Review present opportunities to improve maternity services through stronger leadership, enhanced staff education, improved governance, digital incident reporting, and greater patient involvement in service improvement (Kumar et al, 2025). Advances in electronic fetal monitoring and continuous quality improvement initiatives can further strengthen patient safety and clinical outcomes (Vlados et al, 2019).
Threats: External threats include workforce shortages, increasing demand for maternity services, financial pressures on the NHS, and failure to consistently implement national maternity safety recommendations (Kumar et al, 2025). Continued public mistrust following the scandal may also reduce confidence in NHS maternity services and negatively affect patient engagement (Hosen, 2017).
Critical Evaluation of SWOT Analysis: SWOT analysis provides a useful strategic overview by identifying internal and external factors influencing healthcare quality. However, it is primarily descriptive and does not explain the underlying causes of organisational failures (Hosen, 2017). Therefore, it is most effective when combined with root cause analysis and quality improvement frameworks to support evidence-based service improvement and sustainable organisational change.
[bookmark: _Toc236664366]2.4 PDSA Cycle
The Plan-Do-Study-Act (PDSA) cycle provides a structured approach for implementing and evaluating service improvements through continuous learning and refinement (Reed and Card, 2016).
Plan: The first stage involves identifying the key quality problems highlighted by the Ockenden Review, including poor fetal monitoring, weak communication, inconsistent adherence to maternity guidelines, and ineffective governance (Prybutok, 2018). Improvement objectives should be established, multidisciplinary quality improvement teams formed, and measurable performance indicators developed (Reed and Card, 2016). Staff training programmes, revised clinical protocols, and enhanced incident reporting systems should be designed during this phase (Taylor et al, 2014).
Do: The proposed interventions should initially be implemented within selected maternity units through pilot projects (Reed and Card, 2016). Staff should receive education on revised clinical guidelines, communication protocols, incident reporting procedures, and patient safety principles. Leadership teams should monitor implementation while providing ongoing support to frontline staff (Prybutok, 2018).
Study: Following implementation, performance data should be collected and analysed to determine whether patient safety has improved (Taylor et al, 2014). Key indicators may include compliance with fetal monitoring standards, response times for emergency escalation, incident reporting rates, patient satisfaction, staff competency assessments, and maternity outcomes (Prybutok, 2018). Clinical audits and patient feedback should be used to evaluate whether the interventions have achieved their intended objectives (Taylor et al, 2014).
Act: Successful interventions should be incorporated into routine maternity practice and implemented across the wider organisation (Reed and Card, 2016). Where improvements are insufficient, findings should be reviewed, strategies modified, and the PDSA cycle repeated (Taylor et al, 2014). Continuous monitoring ensures that service improvements remain sustainable and responsive to emerging challenges (Prybutok, 2018).
[bookmark: _Toc236664367]3. Recommendations 
Strengthen Clinical Governance: Clinical governance should be strengthened to improve accountability, patient safety, and the overall quality of maternity services. The organisation should establish clear governance structures with defined leadership responsibilities and regular board-level reviews of maternity performance (Lethbridge, 2022). Routine clinical audits should be conducted to monitor compliance with national maternity safety standards and identify areas requiring improvement (Dyer, 2023). In addition, recommendations from incident investigations, external reviews, and patient complaints should be implemented promptly and monitored to ensure continuous quality improvement and reduce the risk of repeated failures (Lethbridge, 2022).
Improve Leadership and Organisational Culture: Strong and effective leadership is essential for creating a positive patient safety culture within maternity services. Senior leaders should promote openness, transparency, and accountability by encouraging healthcare professionals to report concerns without fear of blame (Iacobucci, 2023). Leadership development programmes should be introduced to improve decision-making, communication, and quality management skills among managers and clinical leaders (Goodwin, 2018). Furthermore, multidisciplinary collaboration should be strengthened through regular team meetings, enabling midwives, obstetricians, and managers to work together to improve patient safety and organisational learning (Goodwin, 2018).
Enhance Workforce Education and Clinical Competence: Improving staff knowledge and clinical competence is necessary to ensure the delivery of safe and evidence-based maternity care. Healthcare professionals should receive regular mandatory training in fetal monitoring, obstetric emergencies, risk assessment, and communication skills (Iacobucci, 2023). Simulation-based learning and periodic competency assessments should be implemented to improve clinical confidence and maintain professional standards (Knight, 2021). Continuous professional development should also be supported to ensure that staff remain updated with current national maternity guidelines and best clinical practices, thereby reducing the likelihood of preventable maternal and neonatal harm (Lethbridge, 2022).
Strengthen Communication and Incident Reporting: Effective communication and robust incident reporting systems are fundamental to improving patient safety (Knight, 2021). Standardised communication tools should be adopted to improve information sharing during patient handovers and emergencies, while clear escalation pathways should ensure that women with high-risk pregnancies receive timely review by senior clinicians (Edwards et al, 2026). Incident reporting systems should encourage staff to report adverse events, near misses, and safety concerns openly (Lethbridge, 2022). The findings from incident investigations should be shared across the organisation to promote learning, improve clinical practice, and prevent similar incidents from occurring in the future (Goodwin, 2018).
Increase Patient and Family Involvement: Women and their families should play an active role in the planning, evaluation, and improvement of maternity services. Healthcare organisations should establish mechanisms for collecting patient feedback through surveys, advisory groups, and complaints systems to better understand patient experiences (Lethbridge, 2022). Shared decision-making should be encouraged throughout pregnancy and childbirth to ensure that women receive personalised, respectful, and compassionate care (Macleod and Hodges, 2022). Involving patients and families in service improvement will enhance transparency, rebuild public confidence, and support the delivery of person-centred maternity services (Miller et al., 2016).
Promote Continuous Quality Improvement: Continuous quality improvement should become an integral part of maternity service delivery to ensure that improvements are maintained over time (Knight, 2021). Healthcare organisations should regularly monitor key performance indicators, evaluate compliance with national maternity standards, and benchmark their performance against other NHS maternity services (Edwards et al, 2026). Findings from clinical audits, patient feedback, and safety investigations should be used to update policies, improve clinical protocols, and inform future staff training (Iacobucci, 2023). Embedding a culture of continuous evaluation and organisational learning will enable maternity services to respond proactively to emerging risks and deliver safer, higher-quality care (Knight, 2021).
[bookmark: _Toc236664368]4. Conclusion
The Shrewsbury and Telford Hospital NHS Trust maternity scandal demonstrates how persistent failures in clinical governance, leadership, communication, workforce capability, and organisational learning can result in catastrophic consequences for patient safety. The analysis showed that the quality failures were systemic rather than isolated incidents, allowing unsafe maternity practices to continue over several decades. The application of the Fishbone Diagram and 5 Whys technique identified the underlying organisational causes of the scandal, including inadequate staff training, poor adherence to clinical guidelines, ineffective leadership, weak governance, and a defensive organisational culture. Similarly, the Donabedian Model highlighted how deficiencies in organisational structures and clinical processes directly contributed to poor patient outcomes, while the SWOT analysis provided a strategic understanding of the Trust’s internal weaknesses, external challenges, and opportunities for service improvement. Collectively, these frameworks demonstrate the importance of adopting a systems-based approach to healthcare quality management.
The report concludes that sustainable improvement in NHS maternity services requires strong clinical governance, effective leadership, a positive patient safety culture, continuous workforce development, robust communication systems, and meaningful patient involvement. Implementing these evidence-based recommendations through structured quality improvement approaches, including the PDSA cycle, will support continuous monitoring, evaluation, and refinement of maternity services. By embedding organisational learning, accountability, and evidence-based practice into routine service delivery, NHS organisations can reduce preventable maternal and neonatal harm, restore public confidence, and deliver safer, higher-quality, and more equitable maternity care. These improvements will strengthen patient safety and contribute to long-term excellence in maternity healthcare across the NHS.
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