







INDEPENDENT REVIEW OF MATERNITY SERVICES AT SHREWSBURY AND TELFORD HOSPITAL NHS TRUST

Executive summary
The report takes a keen insight into the failures associated with maternity care at the Shrewsbury and Telford Hospital NHS Trust that reveal system problems in practice, rules, leadership, and policy. Applied the Fishbone Diagram and the Donabedian Model to use the Root Cause Analysis to demonstrate how structural and cultural issues sustained harm that could have been prevented. It was evidenced that continued to flunk in fetal monitoring, seek assistance, on incidents, and personnel safety. Immediate and Essential Actions and Local Actions for Learning in order to restore accountability, enhance teamwork, and restore confidence. Maternity care must be kept safe, consistent, and caring in a systematic change that is needed in the whole system.
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[bookmark: _Toc216290079]1. Introduction 
1.1 Background and purpose
The Shrewsbury and Telford Hospital NHS Trust maternity scandal can be considered a failure of service quality and system (Barcankirby, 2025). Donna Ockenden examined 1600 clinical incidents regarding failure of maternity care (Ockendenmaternityreview, 2025). The purpose of this report is to make a clinical analysis of this failure through an evidence lens and also evaluate the process by which governance, leadership, and quality assurance methods eliminate harms. 
1.2 Context of Systemic Failures
The review highlights clinical, organisational, and cultural issues, along with delays and poor investigation, contributing to the failure. The review also finds that the national maternity safety guidelines were ignored due to outdated policies and poor enforcement. 
1.3 Quality assurance and service improvement 
A structured critique and quality assurance framework has been applied for the evaluation of this failure. The report uses the Fishbone Diagram and the Donabedian Model for the evaluation and implementation of an effective roadmap. 
[bookmark: _Toc216290080]2. Section 1: Evidence-based critique of the care failures 
2.1 Clinical care failure
Poor clinical approaches have been determined in maternity services at Shrewsbury and Telford Hospital NHS Trust. The Shrewsbury and Telford Hospital NHS Trust provides maternity services to 25,515 users (Sath, 2025). About 201 babies have suffered due to failure in maternity care (Parliament, 2025). Failure in maternity care led to the death of 131 stillbirths and 70 neonetals (Barcankirby, 2025). Moreover, this failure has also hurt mothers in the maternity units of that hospital. About 9 mothers had died due to a lack of safety and poor maternity care (Bindmans, 2025). Insufficient heart rate monitoring of babies, along with inconsistency in observations, contributed to the failure of maternity services  (Theguardian, 2025).
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Figure 1: Incomplete ethnicity information of babies in Hrewsbury and Telford Hospital NHS Trust
(Source: Assets.publishing.service, 2025)
This failure was also associated with negative outcomes for infants as they suffered seriously. About 94 babies suffered life-changing injuries such as brain damage due to poor maternity care (News.sky, 2025). Such incidents happened not only due to poor monitoring issues but also not handling complex situations by considering the guidelines of national standards (Goekcimen et al. 2023). It has been determined from the report that about 40% of the 168 stillbirths and 43% of the 77 neonatal deaths that occurred were not investigated by the Trust (Medscape, 2025). On the other hand, poor screening processes, inconsistency, and ineffective decisions contribute to the failure of maternity services at the Shrewsbury and Telford Hospital NHS Trust (Howick et al 2024). Effective decision-making approaches are important for hospitals to provide proper health services and enhance self-management (Gamberini et al. 2022). The hospital has a lack of clinical judgement along with unsafe approaches, which led to the failure of maternity care. Injuries and deaths of both mothers and babies are indicators of systemic risks of clinical practices.           
2.2 Systemic and Cultural Failures
It has been identified from the Ockenden Review that there were cultural and systemic deficiencies, along with human errors, in the failure of maternity care in the trust (Digitalhealth, 2025). Moreover, a defensive organisational culture has been determined in that hospital, which was also associated with failure in care services. About 1500 families have suffered due to poor maternity care at Shrewsbury and Telford Hospital NHS Trust, and about 300 babies died due to failure (Theguardian, 2025). Systematic and cultural failures in that trust are also associated with long-term morbidity, along with mortality in terms of maternity care. Failure in maternity care led to 22 stillbirths, 3 deaths during pregnancy, 17 deaths of babies after birth, and 3 deaths of mothers (Shropshiredefendournhs, 2025). However, cultural failure in this trust reduces the responsibilities of staff, which further hampers care in the maternity unit. Staff engagement level was about 3.75 in Shrewsbury and Telford Hospital NHS Trust, which is lower than the average level (Sath, 2025). Lower engagement of staff can lead to a decline in systematic and cultural methods of that hospital, which might also lead to poor improvement in maternity care services. The repetition of poor outcomes for several years is also an indication of systematic and cultural failure in the Shrewsbury and Telford Hospital NHS Trust.
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Figure 2: Experience of staff in delivering care in the maternity unit at the Shrewsbury and Telford Hospital NHS Trust
(Source: Shropshiredefendournhs, 2025)   
The Shrewsbury and Telford Hospital NHS Trust also has a lack of communication with families, which also contributes to the failure of maternity care. Developing communication is required in a hospital to create a patient safety culture (Mistri et al. 2023). Thus,  systemic and cultural failures led to poor transparency in services in that hospital. 
2.3 Failure in policies 
Failure of policies and compliance plays a significant role in poor maternity care at Shrewsbury and Telford Hospital NHS Trust. It has been determined that stillbirth has reduced to 21% between 2013 to 2020 in the UK (Npeu, 2025). However, it has also been identified that the infant mortality rate has been enhanced by about 7.0 infant deaths per 1,000 live births in 2023 in the UK (ONS, 2025). It can be said from that information that uniformity of policies in terms of maternity care has not been developed. The hospital also avoided policy guidelines in maternity care, contributing to the failure and harm of babies along with their mothers. The final review of Ockenden reveals that only 8 to 12 cases were investigated among a large number of cases of hypoxic ischaemic encephalopathy (HIE) reviewed between 2011 and 2019 (Ockendenmaternityreview, 2025). This is an indication of not following polices and breakdown of systematic practices to provide effective maternity care.   
The Shrewsbury and Telford Hospital NHS Trust did not follow the safety guidelines of maternity care, which is a reason for the failure of services. Key policies for monitoring of fetal, screening of gestational diabetes, and the process for escalation are avoided by that hospital trust. The Healthcare Safety Investigation Branch (HSIB) made an investigation of about 1,376 maternity cases and revealed poor practice and a lack of investigation (Parliament, 2025). This issue has also been identified in the case of this hospital, contributing to failure in maternity care. Moreover, it has also been determined that about 10%  of maternity services are inadequate, and about 39% of maternity care needs improvement (CQC, 2025). Thus, it can be said that the Shrewsbury and Telford Hospital NHS Trust did not implement polices properly, which developed unsafe approaches for maternity care, contributing to failure in services. 
[bookmark: _Toc216290081]3. Section 2: Comprehensive governance and analysis of leadership 
3.1 Breakdown of governance and oversight failure
The Trust had systematic failures in governance, and these failures were demonstrated to have severely constrained the process by which the organization learns and takes self-accountability. Implementation of effective governance approaches in hospitals is an important consideration as it improves administration and patient outcomes (Bhati et al. 2023). In the 2019 inspection round, the Shrewsbury and Telford Hospital NHS Trust was rated as poor in its Services by the Care Quality Commission, and this failed grade remained unchanged in subsequent oversight reports (Sath.nhs, 2025). Ockenden Review realized that the Trust had not enquired, had not learnt, and had not improved. It was also revealed that babies dying in the Shrewsbury and Telford Hospital NHS Trust were found to be 5% or even higher than those that were dying in similar NHS trusts in various periods (BBC, 2025). Clinical auditing is useful for hospitals as it helps to determine needs and the implementation of effective approaches in clinical areas (McVey et al. 2021). These findings demonstrate that the practice of governance, such as incident review, clinical audit, and reporting the risk to the board, was not effective in identifying and resolving the ongoing issues.
3.2 Failure in investigation and learning methods
There was an inconsistency in the investigation systems, and their coverage was not all. Investigation in hospitals is useful for developing an integrated system and enhancing operational efficiencies (Yu et al. 2021). Ockenden's findings stated that most of their serious problems were not examined thoroughly, and the result was that aggressive root cause analysis was not embedded into day-to-day work (Sath.nhs, 2025). Here, in the example of critical health and safety accidents identified, not all of them were reviewed properly by the Shrewsbury and Telford Hospital NHS Trust, eliminating the opportunity to remediate the situation on a systematic basis (BBC, 2025). Handling complex situations in hospitals is required for developing responsibilities and meeting demands, along with the determination of patients’ conditions (Willman et al. 2021). Consequently, safety warnings have failed to bring about changes in the long term, and injuries continued to occur in most instances and across several years.
3.3 Failure in the culture and regulatory system
The culture of leadership was defensive and deteriorated staff safety. According to Survey results, bullying and harassment, coupled with acts of violence at the Shrewsbury and Telford Hospital NHS Trust, were above what was reported nationally (Sath.nhs, 2025). These issues have been reported internally in various sections of the Trust. Although there were minor improvements recently, the evidence of equality and diversity data revealed that the culture was not yet fixed, as there were continued cases of it. A proper working culture can enhance collaboration, contributing to the development of competencies and attributes (McLaney et al. 2022). Due to the safety of people voicing their concerns and leaving the concerns about staff well-being unaddressed, the number of reported incidents was reduced, and collaboration between specialties was negatively impacted (Shaw et al. 2024). 
Although national reviews (one of them was Ockenden) and additional scrutiny would occur, inspection findings and public findings indicated that issues remained unresolved long enough to lead to additional deaths and morbidity in the Trust (Hsj, 2025). Quality Account documents and also in public inspection to develop transparency (Androniceanu, 2021). Maintaining transparency is important for a hospital to develop patient safety and health care accountability (Fukami and FUKAMI, 2024). The Trust indicates that there are slight improvements in certain aspects, yet it states that there is still huge work to be done to address leadership, governance, and safety culture issues.
3.4 Consequences 
All these governance and leadership deficits provided the space in which the clear safety signals were not raised, investigated, and corrected. Effective leadership is crucial for hospitals for restructuring and developing organisational performance (Chmielewska et al. 2022). The baby death rates (exceeding 10% when compared to peers), sustained CQC poor rating, and continued complaints of bullying by staff survey, and numerous concluded half-baked investigations resulted in repeated preventable losses (BBC, 2025). The fix to this requires not only a change in the way the governance operates but also continuing cultural work to restore good governance, psychological security, and a dependable learning system (Kharchuk, 2024).
[bookmark: _Toc216290082]4. Section 3: Implementation of the root cause analysis, Fishbone Diagram, and Donabedian Model 
4.1 Root cause analysis
The primary system issues contributing to recurrent failure in maternity care were identified through the administration of repeated failures in the system by means of root cause analysis (Masaba et al. 2022). It involved viewing numerous bad things to analyze whether they were caused by individual actions or more significant system errors. System errors can hamper the quality of healthcare (Hussein et al. 2021). The evaluation revealed that it was not only the individual staff who made some mistakes, but rather problems associated with the organization and with how things were done. 
The misunderstanding of heart-rate monitors, failure to raise issues promptly, and failure to scrutinize closely were common issues (BBC, 2025). Such unsafe practices continued to occur due to the shortage of staff, inadequate supervision, and the absence of necessary training (Sands, 2025). The investigation system was fragmented, lacked the availability of records, and failed to bring various professionals to learn together (Nhsproviders, 2025). Due to this, year after year, stillbirths, deaths of babies, and difficulty in breathing continued to take place. Police investigated about 600 cases of poor maternity care and the death of 100 babies in the Shrewsbury and Telford Hospital NHS Trust (BBC, 2025). Other issues were concealed in the analysis, such as lax oversight, bad means of bringing issues into the limelight, and a poor culture that discouraged raising issues. An effective culture is required in hospitals for developing a safety belief (Zaitoun et al. 2023). All these latent issues contributed to the errors that were evident and presented that failures to perform safely were integrated into the system.
4.2 Fishbone Diagram
People
The researchers found that practice was not safe due to a lack of adequate staff, ineffective supervision, and limited opportunities to master skills (Rothwell et al. 2021). There were poor relationships between midwives and senior workers; therefore, individuals were unable to effectively collaborate and take action on matters of concern. The ethical climate of fear of being blamed was against reporting any worries by the staff, leading to the weakening of the safety culture (Claxton et al. 2022).
Process
The maternity care processes were frequently done poorly or not at all. Concern-raising rules were not adhered to, and guidelines were not applied everywhere, and fined a £4,000 fine by CQC (CQC, 2025). Monitoring the unborn baby's heart rate, observation of unsound pregnancies, and their timely reviews were not a sure thing (Lexology, 2025). Han-over discussions were not well structured, and therefore, information was lost and more mismanagement.
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Figure 3: Fishbone Diagram
(Source: Techqualitypedia, 2025)
Policies
Weak and old local rules and the ineffective checks on adherence remained, enabling the people to continue doing things that were not up to the national standards. Implementation of policies is important for decision-making and hospital settings (Waddell et al. 2021). Staff training is crucial in hospitals for understanding needs and healthcare effectiveness (Meybodi and Forghany, 2021). Regulations regarding the timing of raising an alarm, the reading of a heart-rate monitor, and risk measurement were not changed, and employees were not necessarily trained to utilize them.
System 
Negligent supervision, a protective culture at work, and a lack of external audits made risk normal (Ugoani and Ibeenwo, 2022). The investigations were conducted in an uneven manner, and thus, the lessons were missed. The system was weakened by limited resources and a high workload arising from the physical environment.
4.3 Donabedian Model
Structure
Lack of enough staff and the absence of trained workers, antiquated rules, and poor supervision were the primary structural issues (Azarmi et al. 2022). Ethical leadership can enhance well-being and trust (Huang et al. 2021). Leaders lacked proper accountability lines, and any means of ensuring that rules were adhered to were violated. 
Process
System failures of fetal monitoring, concerning, recording, inter-team communication, and looking after incidents (Sath, 2025). The protocols of handling risky pregnancies were not consistently adhered to, and the visit to a specialist for treatment was mostly slow or denied (Martin et al. 2024). The methods of what to learn through bad events were not applied consistently, and hence, there was not much improvement in the organization.
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Figure 4: Donabedian Model
(Source: Linkedin, 2025) 
Outcomes 
The outcomes indicated the outcomes of the structure and manner of doing things failing. The number of stillbirths, deaths of babies, and severe sicknesses in babies continued to occur due to failures of the maternity system. A criminal investigation has been launched for the Trust for failure in maternity care, as 400 and 1,200 patients died due to a lack of care (Theguardian, 2025). Families were dissatisfied, found less trust in the system, and were even emotionally wounded, demonstrating the severe influence of the loss of safety in the structure and procedure (Burlakova et al. 2024). Weak structure creates bad processes and bad outcomes, which was proven by the Donabedian Model (Yang et al. 2025). It provides evidence on the way in which continued system failures turned harm into normal care.
[bookmark: _Toc216290083]5. Section 4: Roadmap of Immediate and Essential Actions (IEAs) and Local Actions of Learning (LAFLs) 
5.1 Immediate and Essential Actions (IEAs)
Immediate and Essential Actions were implemented to ensure that the maternity services become safer in the short term (Kasaye et al. 2023). The emphasis was placed on the necessary training of how to monitor the fetus, the timing of the call to action, and the methods of responding to an emergency. Strengthened teams of doctors, midwives, and baby specialists to ensure that all contribute towards making decisions concerning care (Musie et al. 2022). The rules have been modified in a way that all the large incidents are reported, investigated, and analysed promptly. Women who required more assistance were provided with individual care plans and defined paths to the specialized hospitals to obtain help quickly (Fernandez et al. 2021). Putting safety champions on the maternity risk board and services to hold people responsible and keep making maternity risk visible.
5.2 Local Actions for Learning (LAFLs)
Local Actions towards Learning were initiated to improve long-term culture and operations (Alonazi, 2021). Case reviewer, similarly, to be able to locate any lessons all the time, and distribute findings among teams. Changing the regulations and conducting frequent checks to ensure that individuals adhered to them (Patne and Kanyal, 2025). Communication with families became more effective and allowed the families to participate in safety talks (Ramsey et al. 2022). Implemented well-being measures for staff, who will feel free to express themselves (Wijngaards et al. 2022). Observing the staff quantities, fresh employee training, and skill combination to be able to make the workforce dependable.
[bookmark: _Toc216290084]6. Conclusion 
It can be concluded that the failure of maternity care at Shrewsbury and Telford Hospital NHS Trust is due to poor governance, leadership, and lack of appropriate clinical approaches along wth compliance with policies. Such failure caused harm to both babies and mothers and also led to death. Moreover, a lack of investigation and a quality improvement framework also led to failure in maternity care. A proper roadmap, effective collaboration, and appropriate investigation can mitigate such failures in the future. 
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