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Service Improvement Report
The Shrewsbury and Telford Hospital NHS Trust Maternity Scandal (1970s–2019)

1. Introduction
The Shrewsbury and Telford Hospital NHS Trust maternity scandal, covering incidents from the 1970s to 2019, is recognised as one of the most serious and long-running failures in maternity care within the NHS. The Ockenden Review examined almost 1,500 cases and exposed patterns of avoidable deaths, severe injuries, unsafe clinical practices, and a culture where concerns raised by women and families were repeatedly ignored (Ockenden, 2022). The case became a national symbol of how weaknesses in clinical governance, leadership, communication, safety culture, and regulatory oversight can allow harm to continue over decades. As highlighted in the PPT from Component 1, the failures were not isolated events but represented a systemic breakdown across organisational, clinical, and cultural layers, demonstrating the importance of strong quality assurance systems in healthcare. These long-standing issues also reveal how deeply embedded behaviours and assumptions can limit organisations’ ability to recognise risk and respond effectively, especially in fast-paced clinical environments where timely decisions are crucial.
The scandal revealed several recurring issues: poor fetal monitoring, delayed escalation during labour, a misplaced preference for “normal birth at all costs,” lack of multidisciplinary working, defensive attitudes, and the absence of learning from previous incidents. These practices created significant risks for mothers and babies, leading to avoidable stillbirths, neonatal deaths, brain injuries, and long-term disabilities (Care Quality Commission, 2020). Staff often lacked the confidence or psychological safety to challenge unsafe decisions, and leadership teams failed to act on repeated warnings. This reflects wider themes in patient safety literature, which highlight how cultural factors, weak communication, and the absence of accountability can create environments where harm becomes normalised (Dixon-Woods et al., 2014; Reason, 2000).
Understanding the root causes of this scandal is essential for designing effective service improvement plans. According to the assignment requirements, this report will analyse the quality issues using three key frameworks: the Fishbone Diagram, the Donabedian Model, and SWOT analysis. These tools allow a structured and critical exploration of how the failures occurred and why they continued for so long (Donabedian, 1988; Scally & Donaldson, 1998). The analysis will also show how leadership, culture, human factors, and system design interacted to undermine quality and safety in maternity care.
The report will then propose recommendations based on improvement models such as PDSA, PDCA, Lean, and Six Sigma. These approaches are widely used in modern healthcare to create safer systems, reduce variation, improve reliability, and support continuous learning (Langley et al., 2009; George, 2003). The recommendations aim to support sustainable change in maternity services by strengthening governance, leadership, clinical processes, communication, and organisational culture.
The Shrewsbury and Telford case serves as an important reminder that quality assurance is not a single process but an ongoing commitment involving leadership, staff, systems, and meaningful engagement with patients and families. By applying theoretical models and lessons learned, this report seeks to develop a clear, evidence-based plan for improvement that aligns with national expectations for delivering safe and compassionate maternity care (NHS England, 2013). 

2. Main Body
2.1 Fishbone (Ishikawa) Analysis of Root Causes
The Fishbone Diagram is a useful tool for identifying the categories of failures that contributed to unsafe practice. For Shrewsbury, the root causes can be grouped under people, processes, leadership, culture, and system-level factors. These are consistent with the issues highlighted in the Component 1 PPT, which showed how failures across multiple layers aligned to create harm.

People Factors
The Ockenden Review found gaps in staff competence, particularly in fetal monitoring, escalation during labour, and decision-making during emergencies (Ockenden, 2022). Many staff did not receive regular training, and midwives were sometimes working outside their scope of competence. Junior staff often felt unable to challenge senior colleagues, reflecting a lack of psychological safety, which academic research shows is essential for effective teamwork (Edmondson, 1999). As a result of this weak safety culture, warning signs were missed, misinterpreted, or not escalated. Another issue was the lack of shared learning among staff. When mistakes occurred, they were often seen as individual failures rather than opportunities to improve skills or update training programmes. This meant that the same issues recurred without organisational learning, worsening patient outcomes over time.

Process Failures
There were major weaknesses in core clinical processes. Fetal heart monitoring was often done incorrectly, CTG traces were misinterpreted, and there was no consistent approach to escalating concerns. Audit processes were weak, record-keeping was inconsistent, and learning from incidents was minimal. As the PPT emphasised, failures in monitoring and delayed intervention were two of the most critical issues. Research also shows that poor processes often contribute more to harm than individual mistakes because unclear pathways create confusion about roles and responsibilities (Vincent, 2010). A lack of standardised clinical pathways for induction of labour, emergency Caesarean sections, and postpartum care added to the variation in practice. Without clear protocols, staff relied heavily on personal judgement, which increased inconsistency and risk.

Leadership Failures
Leadership was one of the biggest contributors to the long-term nature of the scandal. Leaders at the Trust repeatedly ignored concerns, resisted external scrutiny, and maintained a culture where poor outcomes were minimised rather than investigated. Transformational leadership, which focuses on inspiring change, supporting staff, and promoting learning, was absent (Bass, 1999). Instead, leadership was defensive and disconnected from frontline practice. Poor communication from senior leaders also left staff feeling unsupported and isolated. Leaders did not create regular opportunities for open discussion, incident reflection, or multidisciplinary learning. When safety incidents occurred, leaders often adopted a blame-focused approach, which further reduced staff willingness to report concerns and limited the Trust’s ability to respond to early warning signs.

Cultural Failures
The organisational culture favoured “normal birth at all costs,” even when it increased risk. Women’s voices were dismissed, and families were sometimes blamed for poor outcomes. The culture discouraged reporting of incidents, and staff often accepted poor outcomes as unavoidable. This demonstrates Vaughan’s (1996) “normalisation of deviance,” where unsafe practices become routine. As noted in the PPT, compassion and family-centred care were often missing, reflecting deeper cultural problems. Staff across departments did not always view themselves as part of a single maternity team, which reduced collaboration. A lack of multidisciplinary working is frequently linked to delays in decision-making and poorer patient outcomes. Over time, this cultural fragmentation made it difficult for the organisation to adopt new evidence-based practices or respond to national guidance.

System and Policy Failures
System-level weaknesses included lack of external oversight, inconsistent clinical governance, and limited support for continuous learning. Before stronger national maternity safety standards were introduced, many Trusts operated with minimal accountability. Reason’s (2000) Swiss Cheese Model explains how failures at multiple system layers can align to produce harm. Shrewsbury provides a clear example of this system failure, where structural weaknesses made local problems worse. The Trust also lacked robust mechanisms for reviewing serious incidents or sharing learning across the wider organisation. National bodies raised concerns at several points over the years, yet there were long delays before meaningful action was taken, showing a failure of both local and national oversight systems.
The Fishbone analysis shows that the scandal was not caused by a single factor but a combination of clinical, organisational, cultural, and system-wide issues. These multiple failures interacting over time allowed unsafe practice to become embedded within everyday routines.

2.2 Donabedian Model: Structure, Process, Outcome Analysis
The Donabedian Model provides a structured way to analyse the quality of healthcare services by examining structural factors, care processes, and outcomes (Donabedian, 1988). Applying this model helps explain how weaknesses in the maternity service led to harmful outcomes.
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Figure 1: Donabedian Model (Donabedian, 1988)

2.2.1 Structural Failures
Structural issues were significant. The Trust lacked a strong governance framework, staffing levels were inadequate, and fetal monitoring equipment was sometimes outdated or used incorrectly. There was no clear accountability for safety, and multidisciplinary teamwork was weak. Leadership structures did not support open communication or learning from incidents. These structural weaknesses created an environment where unsafe care could continue unchecked. Furthermore, the maternity unit struggled with resource pressures, meaning staff were regularly overstretched. This made it difficult to maintain consistent standards of supervision, mentoring, and training. A weak structure sets the foundation for poor processes and poor outcomes, which Donabedian describes as an unavoidable chain reaction.

2.2.2 Process Failures
Processes such as risk assessment, escalation, communication, and documentation were inconsistent or poorly followed. Many cases showed delays in recognising fetal distress, poor decision-making about the mode of delivery, and failure to follow clinical guidelines. Communication between midwives, obstetricians, and neonatal staff was often weak. This aligns with wider evidence showing that poor processes are strongly linked to patient harm (NHS England, 2013). Failures in handover procedures also contributed to fragmented care. In some cases, midwives and doctors did not share important information, leading to delays in intervention. A lack of regular audit cycles meant these problems were not identified early. Without effective processes, teams cannot provide safe or consistent care.

2.2.3 Outcome Failures
The outcomes at Shrewsbury were tragic and long-lasting. Many mothers experienced traumatic births, and numerous babies died or were left with severe brain injuries. Families also experienced psychological distress and long-term loss of trust in the healthcare system. The outcomes illustrate that when structures and processes fail, unsafe and avoidable outcomes are the predictable result. These outcomes also had wider impacts, including financial costs, reputational damage, and long-term emotional trauma for staff involved in the cases.

2.3 SWOT Analysis of Shrewsbury Maternity Services
A SWOT analysis provides a strategic view of the factors influencing service quality.
Strengths
· Dedicated staff with a strong desire to support women and babies (Ockenden, 2022).
· Some pockets of good practice in individual teams.
· Large service population offering opportunities for learning and benchmarking.
Weaknesses
· Poor clinical governance and lack of learning systems (Scally & Donaldson, 1998).
· Defensive and hierarchical culture.
· Insufficient training in fetal monitoring.
· Lack of psychological safety.
· Weak communication between midwives and obstetricians.
Opportunities
· Implementation of national maternity safety standards.
· Adoption of improvement models such as Lean, Six Sigma, and PDSA.
· Stronger national oversight through NHS England’s safety policies.
· Increased public awareness creating momentum for change.
Threats
· Public distrust and reputational damage.
· Staff burnout following years of pressure and scrutiny.
· Litigation risks.
· Variation in governance maturity across NHS Trusts.
The SWOT analysis shows that meaningful long-term improvement requires addressing cultural and leadership weaknesses while using national reforms to support change. It also highlights that although staff commitment is a strength, it cannot compensate for poor structures and processes.

2.4 Integration of Key Theories
Swiss Cheese Model
Reason’s (2000) model illustrates how failures at multiple layers—including leadership, communication, supervision, and policy—aligned to allow harm. Shrewsbury represents a classic example of systems failure, showing that when each barrier is weak, risks pass through all layers.
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Figure 2: Swiss Cheese Model (Reason, 2000)
Leadership Theory
Transformational leadership encourages learning, openness, and shared responsibility (Bass, 1999). At Shrewsbury, leadership instead displayed resistance to change, lack of transparency, and poor engagement with staff and families. Stronger leadership could have created an environment where concerns were addressed earlier.

Organisational Culture Theory
Schein (2010) states that deep cultural beliefs shape everyday behaviours. Here, the culture of denial, blame, and preference for normal birth shaped unsafe decisions. Without a healthy culture, even good policies fail to produce change.

Human Factors
Human factors research highlights that unclear roles, poor communication, and lack of situational awareness are major contributors to harm (Joint Commission, 2016). These issues were central to the Shrewsbury cases, where staff often worked in isolation and without shared understanding of clinical risks.
Overall, these theories provide strong insights into why the scandals persisted for decades, and they form the basis for the recommendations that follow.

3. Recommendations
The recommendations aim to address the root causes identified through the analytical models and align with improvement tools like PDSA, PDCA, Lean, and Six Sigma. These approaches provide structured, practical methods to strengthen clinical governance, reduce variation, improve communication, and build a safer maternity service.

3.1 Strengthen Clinical Governance and Accountability
Governance must become a core function of the maternity service. Key actions:
• Establish a multidisciplinary governance committee responsible for audits, incident reviews, and monitoring of performance data.
• Introduce standardised mortality and morbidity reviews using clear templates.
• Benchmark outcomes against national datasets to identify outliers early (Walshe & Offen, 2001).
• Ensure leaders at all levels have defined safety responsibilities.
Stronger governance aligns with the NHS Patient Safety Strategy, which highlights the need for proactive risk identification and consistent learning from incidents (NHS England, 2019). Clearer accountability supports transparency and reduces the likelihood of repeated errors, especially in high-risk services such as maternity care.

3.2 Use PDSA Cycles to Support Continuous Improvement
PDSA allows teams to test small changes in real practice and learn from results (Langley et al., 2009).
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Figure 3: PDSA cycle (Langley et al., 2009)
PLAN: Develop standardised clinical pathways for labour management, fetal monitoring, and emergency care. Identify baseline data such as CTG interpretation errors and delayed escalation.
DO: Pilot the new pathways within one maternity unit. Provide training on human factors, fetal monitoring, and communication.
STUDY: Review the pilot using outcome data, staff feedback, and family experiences.
ACT: Refine the pathways and expand them across the whole service.
Using PDSA encourages a culture of continuous learning, something that was missing at the Shrewsbury Trust for many years (Ockenden, 2022). It also supports staff engagement, as frontline teams take an active role in shaping improvements.

3.3 Apply PDCA for Reliability and Compliance
PDCA supports systematic improvement by focusing on consistency and early detection of variations (Deming, 1986).
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Figure 4: PDCA cycle (Deming, 1986)
• Plan: Identify high-risk processes such as handovers and CTG interpretation.
• Do: Introduce tools like SBAR for communication and structured CTG review protocols.
• Check: Audit compliance and gather feedback through observations and staff discussions.
• Act: Make further refinements and integrate processes into electronic systems.
Embedding PDCA helps move the organisation from reactive problem-solving to a proactive, standardised way of working, reducing clinical variation (Vincent, 2010).

3.4 Apply Lean Principles to Reduce Waste and Delays
Lean focuses on simplifying processes and reducing inefficiencies (Womack & Jones, 2003). Steps include:
• Mapping the patient journey to identify delays and unnecessary steps.
• Reducing duplication in documentation.
• Improving flow between triage, labour ward, and theatre.
• Introducing daily huddles for updates.
Lean reduces bottlenecks and supports clearer workflows, which are essential in time-critical environments such as maternity units. Evidence shows that Lean can improve communication, reduce waiting times, and increase staff confidence in decision-making (George, 2003).

3.5 Use Six Sigma (DMAIC) to Reduce Variation
Six Sigma provides a data-driven approach to improving quality (George, 2003).
DEFINE: Identify key risks such as variation in CTG interpretation and late emergency responses.
MEASURE: Collect data on CTG errors, response times, and maternal outcomes.
ANALYSE: Identify causes such as skill gaps and poor communication.
IMPROVE: Introduce training, simulation drills, and team briefings.
CONTROL: Monitor progress using dashboards and regular competency assessments.
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Figure 5: DMAIC Six Sigma Model (George, 2003)
Six Sigma is particularly useful for clinical areas like maternity where variation in practice can directly increase risks for mothers and babies (NHS England, 2013).

3.6 Improve Leadership and Culture
Strong leadership is essential for safe maternity services. Recommended actions include:
• Provide mandatory leadership training based on transformational leadership theory, which supports collaboration and positive cultural change (Bass, 1999).
• Apply Kotter’s eight-step change model to guide improvement and build shared vision.
• Promote psychological safety through open discussions and staff debriefs (Edmondson, 1999).
• Leaders should perform regular walk-rounds to remain visible and connected to frontline teams.
Research shows that compassionate and inclusive leadership improves teamwork, reduces conflict, and promotes learning from incidents (West et al., 2015).

3.7 Build a Learning, Transparent Culture
Key actions:
• Introduce a no-blame reporting system to increase incident reporting.
• Conduct regular learning events where staff review incidents together.
• Engage families in service design to ensure compassionate, patient-centred care.
• Share learning with national maternity networks.
These actions align with WHO recommendations, which stress that transparent reporting, shared learning, and multidisciplinary collaboration are essential for improving patient safety (WHO, 2021).
In addition to these recommendations, it is important to recognise that improvement initiatives can only succeed if they are supported by adequate resources, protected time for training, and ongoing monitoring to ensure changes are sustained. Maternity services should introduce clear communication channels that allow staff at all levels to raise concerns without fear, while also ensuring that incidents are reviewed promptly and feedback is shared openly. 
Creating stronger partnerships with neonatal teams, primary care, and community midwives can further enhance continuity of care. Finally, establishing regular external reviews helps maintain accountability and ensures that improvements remain aligned with national standards and patient expectations.

4. Conclusion
The Shrewsbury and Telford maternity scandal exposed serious gaps in quality assurance, clinical governance, leadership, and organisational culture. The failures were allowed to continue for decades because concerns were ignored, poor outcomes were normalised, and the organisation lacked effective systems for learning and accountability. Using models such as the Fishbone Diagram, Donabedian Model, and SWOT analysis, this report has shown that the root causes were systemic and interconnected, involving people, processes, leadership, resources, and policies.
The analysis also demonstrated that strong leadership, open communication, psychological safety, and continuous learning are essential for safe maternity care. Without these factors, clinical teams struggle to escalate concerns or challenge unsafe decisions. The scandal reinforces lessons from previous NHS inquiries, such as Mid Staffordshire, showing that without transparency and strong governance, harm can go unnoticed until it becomes widespread.
The recommendations provided—based on PDSA, PDCA, Lean, and Six Sigma—offer a structured way to improve maternity services. They focus on strengthening governance, improving communication, supporting staff through training, promoting learning cultures, and reducing variation in clinical processes. These approaches not only address the issues identified in the scandal but also align with national maternity safety priorities.
Ultimately, the Shrewsbury case is a reminder that quality and safety in healthcare require continuous attention, strong leadership, and meaningful engagement with families. By embedding the changes outlined in this report, maternity services can move towards safer, more compassionate, and more reliable care, ensuring that the tragedies seen at Shrewsbury are never repeated. This also highlights the importance of maintaining vigilance and adapting systems as new challenges emerge, so that safety remains an active and ongoing priority.
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