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[bookmark: _Toc235710330]1. Introduction
The Shrewsbury and Telford Hospital NHS Trust maternity scandal reflects a significant quality assurance failure, as there had been clear indicators of harm over a decade but this was not translated into safer practice, enhanced accountability or even organisational learning. The Ockenden Review analyzed 1,486 families and 1,592 clinical incidents, as early as 1973 and found surrogacy and inadequate care, poor listening, lack of escalation and incident learning (Ockenden, 2020; Ockenden, 2022). Expanding on the previous case diagnosis, the scandal may not be just viewed as a complex of separate clinical mistakes, but a failure in the system where the weak governance, unsafe escalation, workforce pressure, policy implementation lapses and defensive culture were coordinated over time (Reason, 2000; Wiegmann et al., 2022).
 The problem is crucial as maternity services are supposed to offer safe, caring and fair treatment during a time when the clinical risk and emotional deficits are the highest. Avoidable deaths, lifetime injuries, psychological trauma as well as loss of social confidence can be caused by failure in fetus monitoring, triage, senior review, communication, incident learning. National policy has advocated safer, more personalised maternity care, and national evidence on the matter recorded by the Care Quality Commission (CQC) still reported flaws in maternity safety, leadership, staffing and listening to women and families (National Maternity Review, 2016; Care Quality Commission, 2024; Care Quality Commission, 2025a; Care Quality Commission, 2025b; NHS England, 2026). 
The analysis applies Donabedian's model, Fishbone and 5 Whys, Strengths, Weaknesses, Opportunities and Threats (SWOT), Plan-Do-Study-Act (PDSA) and Kotter's change model as critical lenses. It describes the relationship between structure, process, culture, policy and accountability and then gives suggestions on priorities around workforce capacity, emergency obstetric services, governance, accountability and community awareness. The benchmarking section is structured in alignment with the original case diagnosis in such a way that the local gaps may be compared with the national maternity safety expectations.
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Figure 1. SaTH maternity quality assurance timeline. Source: Author's analysis based on Ockenden (2020; 2022).
As demonstrated in Figure 1, SaTH needed system memory and confidence, rather than re-publication of new guidance. The timeline is helpful in understanding that the quality failure was accruing: there was early warning information available, but not reliably held by the organisation, escalated, and acted on.
[image: ]
Figure 2. Failure chain from signals to repeated harm. Source: Author's analysis based on Ockenden (2022) and Reason (2000).
As shown in Figure 2, the decisive weakness was the gap between warning signals and verified safer practice. This is significant in that, a service can seem to be exploring occurrences and yet, it is incapable of demonstrating that there has been a learner modification of frontline routines.
[bookmark: _Toc235710331]2. Critical Root Cause and Improvement Analysis
The tools used discuss various levels of the issue. Donabedian ties resources and government to results; Fishbone, or Ishikawa, ties interacting causes together; 5 Whys tests more deeply failed learning; Strengths, Weaknesses, Opportunities and Threats (SWOT) ties internal fallacies to external risks; and Plan-Do-Study-Act (PDSA) with Kotter ties diagnosis to improvement and change leadership under test (Donabedian, 1988; Ayanian and Markel, 2016; Ishikawa, 1985; Helms and Nixon, 2010; Kotter, 1996; Langley et al., 2009; Taylor et al., 2014). 
These tools still require caution. Fishbone can leave causes unranked, SWOT can transform culture into an issue of planning, PDSA can degenerate to paperwork in case outcome measures are not strong. Convergence with models therefore makes the difference between weak and weak escalation, weak learning, underused family concerns, workforce pressure and Board assurance that did not test changed practice, which all make the difference. See Table 1 for further details.
[bookmark: _Toc235710332]2.1 Donabedian model
The model by Donabedian is applicable since the failure of SaTH cannot be narrowed down to a single unsafe act and subsequent literature indicates that the model structure-process-outcome of healthcare is still relevant in the analysis of healthcare quality (Donabedian, 1988; Ayanian and Markel, 2016). It had structural shortcomings such as its staffing capacity, the availability of older obstetricians, audit closure, training, Board control and inadequate use of family intelligence. Process weaknesses included fetal monitoring, triage, escalation, incident review, complaint handling and action tracking. Outcomes included avoidable death and injury, distress, loss of trust and staff moral injury (Ockenden, 2022; Kirkup, 2022). 
The model lacks the adaptation of maternity care since it is not linear. Staffing gaps, triage delay, communication pressure and defensive complaint handling can reinforce one another. Donabedian is then best complemented with systems safety and implementation theory, which is illustrated in Table 1 (Reason, 2000; Vincent and Amalberti, 2016; Damschroder et al., 2022).
Table 1. Donabedian analysis of SaTH quality failure.
	Dimension
	Expected quality function
	SaTH weakness
	Critical judgement

	Structure
	Staffing, governance, audit, leadership and family voice.
	Systems existed, but did not expose recurring risk early enough.
	Assurance architecture did not operate as reliable control.

	Process
	Risk review, fetal monitoring, escalation, triage and incident learning.
	Warning signals were not consistently converted into changed routines.
	The core failure was implementation, not policy absence.

	Outcome
	Safer births, trust, equity and learning.
	Avoidable harm, distress and loss of trust persisted.
	Outcomes show clinical, moral and relational failure.


Source: Donabedian (1988) and Ockenden (2022).
As shown in Table 1, structural and process frailties supported unsafe outcomes and, this is why the SaTH case is to be viewed as the assurance failure as opposed to a single clinical error.
[bookmark: _Toc235710333]2.2 Fishbone and 5 Whys analysis
The Fishbone analysis reveals that workforce, clinical process, policy use, governance, culture, data and learning supported each other as depicted in Figure 3. The previous systems diagnosis employed the Swiss Cheese Model to demonstrate how various barriers combined in failure (Reason, 2000; Wiegmann et al., 2022). Nevertheless, it does not give a reason why the holes remained open. Repeated risk normalisation at SaTH was facilitated by poor investigation, defensive culture and non-closeout of audits, and is consistent with clinical risk analysis literature indicating that safety issues tend to be caused by the interaction of organisational and clinical factors as opposed to isolated errors (Vincent, Taylor-Adams and Stanhope, 1998). 
Table 2 has employed the 5 Whys to go beyond the causes listing. Risk was not regularly identified or escalated as severe incidents and family issues did not always result in an independent learning, proved action or Board-level challenge (Ockenden, 2022; NHS England, 2022a). The literature on patient safety cautions that when there is individual blame then there is a danger of deflection of blame to the system and yet, SaTH reveals that defocusing responsibility can occur with language systems without accountability (Leape, 1994; Institute of Medicine, 2001).
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Figure 3. Fishbone analysis of interacting root causes. Source: Author's analysis based on Ishikawa (1985) and Ockenden (2022).
As shown in Figure 3, the Fishbone analysis links workforce, clinical process, culture, data and governance weaknesses. Its advantage is that it demonstrates interaction between causes, but it has a limitation that it also requires Ockenden and benchmarking evidence to determine the causes that need to be prioritised.
Table 2:  5 Whys analysis of the SaTH learning failure.
	5 Whys question
	Case-specific answer

	Why did harm recur?
	Risk signals and family concerns were not escalated or learned from reliably.

	Why was learning weak?
	Investigations and audits did not consistently identify themes or prove action completion.

	Why was assurance weak?
	Board reporting did not test whether practice had changed at ward level.

	Why was challenge limited?
	Defensive culture and workforce pressure reduced openness and escalation.

	Root cause
	A fragmented learning system failed to convert evidence into safer routines.


Source: Ockenden (2022).
[bookmark: _Toc235710334]2.3 Strengths, Weaknesses, Opportunities and Threats (SWOT) analysis
Strengths, Weaknesses, Opportunities and Threats (SWOT) is used because SaTH faces internal weaknesses and external pressures. The four quadrants position the workforce capacity, Board oversight and defensive culture and litigation pressure and public distrust. PESTLE would reflect the macro-environment, but would be less straightforward when it comes to connecting internal deficiencies with improvement levers. The quadrant structure can only be helpful in cases when it is evidence-led as opposed to implementing it instead of prioritisation (Helms and Nixon, 2010).
The drawback of SWOT is that it is able to reduce power and culture into a grid. Naming a defensive culture does not give an answer to why staff would be afraid of blame, families might not believe and Boards accept assurance reports without verifying the frontline reality. SaTH will have to integrate psychological safety with accountability at work (Edmondson, 1999; Francis, 2013).
Table 3. SWOT quadrant analysis for SaTH maternity improvement.
	SWOT area
	Critical interpretation for SaTH improvement

	Strengths
	Clear Ockenden evidence, national attention, benchmark standards and existing maternity improvement infrastructure.

	Weaknesses
	Defensive culture, workforce pressure, weak audit closure and poor use of family voice.

	Opportunities
	Patient Safety Incident Response Framework (PSIRF), Maternity Incentive Scheme (MIS), digital dashboards, maternity voices partnerships and external peer challenge.

	Threats
	Staff turnover, litigation fear, improvement fatigue and inequity in access or communication.


Source: SWOT framework informed by Helms and Nixon (2010); case analysis based on CQC (2024) and NHS England (2023a).
[bookmark: _Toc235710335]2.4 Plan-Do-Study-Act (PDSA) and Kotter change model
Plan-Do-Study-Act (PDSA) is appropriate due to the fact that SaTH requires testable services adjustments, rather than one big plan. It was chosen over Plan-Do-Check-Act (PDCA) since the Stage of Study requires teams to evaluate predictions and data comparison, learn variation and amend the theory of change, and scale-up (Institute for Healthcare Improvement, 2024; Langley et al., 2009). PDCA may be interpreted more specifically as measuring the completion against an intended standard. A scaled triage trigger tool must have the reduction of risk trigger to senior review (Taylor et al., 2014). 
Kotter is incorporated since the goal of maternity safety improvement is also a change management activity. Improvement can go beyond single audits and be driven by urgency, coalition building, communication, short-term wins and cultural anchoring (Kotter, 1996). However, Kotter is able to minimize resource limitations. Acuity beyond capacity, lack of senior review or not safeguarded training cannot convince the staff to practice in a safe way. PDSA thus needs to test reliability and Kotter advocates leadership and accountability.
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Figure 4. PDSA cycles inside Kotter change leadership. Source: Author's analysis based on Kotter (1996) and Taylor et al. (2014).
As Figure 4 demonstrates, the practical testing is the testing cycle that is provided by PDSA, whereas the leadership, accountability and cultural anchoring are supported by Kotter. The figure then serves to indicate that SaTH requires the implementable experiments and long-term change leadership.
[bookmark: _Toc235710336]2.5 Benchmarking and impact on service provision
Benchmarking reinforces the analysis in that it contrasts previous weaknesses of SaTH with external expectations, not just the internal procedures. Table 4 has a benchmarking framework that is consistent with the initial case diagnosis and connects each gap to national maternity safety standards, such as the National Institute of Health and Care Excellence (NICE), NHS England, Care Quality Commission (CQC), NHS Resolution, and MBRRACE-UK. This proves the fact that the issue was unsuccessful local translation and not non-existent policy. 
As shown in Table 4, the strongest gaps were escalation, incident learning, family voice, Board assurance and workforce culture. These loopholes had impacts on quality as care delivery could not be considered as consistently safe, efficiency since investigations had to be repeated multiple times, which wasted resources and equity since women and families with language or access barriers might be left out of the safety system (World Health Organization, 2016; NHS England, 2026).
Table 4. Evaluation and benchmarking against national maternity safety standards.
	Indicator
	National standard
	SaTH before state
	Brief explanation of gap

	Incident review and learning
	Incidents should trigger proportionate learning responses, compassionate engagement and visible governance action (NHS England, 2022a; Care Quality Commission, 2024).
	The review covered 1,592 clinical incidents involving 1,486 families and found repeated missed learning (Ockenden, 2022).
	Reporting existed, but assurance did not reliably convert evidence into sustained safer practice (Ockenden, 2022).

	Risk assessment, fetal monitoring and escalation
	NICE and Saving Babies' Lives expect ongoing risk assessment, appropriate fetal monitoring and escalation when risk changes (National Institute for Health and Care Excellence, 2023; NHS England, 2023b).
	Repeated problems were identified in recognising deterioration, interpreting monitoring and escalating risk (Ockenden, 2022; Healthcare Safety Investigation Branch, 2023).
	Frontline safety barriers were unreliable in high-risk or deteriorating maternity cases (Ockenden, 2022; National Institute for Health and Care Excellence, 2023).

	Women and family voice
	National maternity improvement expects services to listen to women and families with compassion and use their experience for learning (NHS England, 2023a; Kirkup, 2022).
	Families' concerns were often underweighted, delayed or treated as complaints rather than safety intelligence (Ockenden, 2020; Ockenden, 2022).
	Early-warning detection was weakened because lived experience was not consistently used in QA learning (Ockenden, 2022; Kirkup, 2022).

	Board assurance and safety governance
	CQC and NHS Resolution expect safe, well-led services, Board oversight and evidence of maternity safety compliance (Care Quality Commission, 2024; NHS Resolution, 2024).
	Governance did not expose the true recurring pattern of maternity risk early enough (Ockenden, 2022).
	Board assurance was too weak to prove that risks were visible, owned and resolved (Ockenden, 2022; Care Quality Commission, 2024).

	Workforce, culture and safety climate
	NHS England expects workforce support, supervision and a culture of safety; MBRRACE-UK highlights learning to improve maternity care (NHS England, 2023a; MBRRACE-UK, 2024).
	Workforce pressure, defensive culture and normalisation of unsafe practice weakened safety defences (Ockenden, 2022).
	Culture and capacity limited the service's ability to challenge risk and learn consistently (Ockenden, 2022; Care Quality Commission, 2024).


Source: Author's analysis based on Ockenden (2020; 2022), NHS England (2022a; 2023a; 2023b), National Institute for Health and Care Excellence (2023), Care Quality Commission (2024), NHS Resolution (2024), Healthcare Safety Investigation Branch (2023), MBRRACE-UK (2024) and Kirkup (2022).
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The improvement strategy should focus on four Board-owned priorities. To begin with, SaTH needs to enhance the capacity of the workforce by increasing the acuity-based staffing, safe simulation in multi-disciplinary units, supervision and psychological safety forums. This targets the structural and cultural causes identified by Donabedian, Fishbone and SWOT. Competence and raising concerns, and safe practice are professional responsibilities of the Nursing and Midwifery Council (NMC) Code and, thus, staffing data should be viewed as a safety risk than as a measurement of the workforce (Nursing and Midwifery Council, 2018; MBRRACE-UK, 2025). The Board must discuss staffing/acuity, training, sickness, vacancy rate and see staff-reported concerns monthly.
Second, the emergency obstetric services are to be enhanced by the use of a 24/7 escalation protocol, fetal monitoring review process, triage trigger tool and daily senior safety huddle. This directly relates to the findings of Ockenden on recognition, monitoring and escalation (Ockenden, 2022). The initial PDSA cycle would pose the question of whether the triggering instrument will decrease median risk trigger to senior review without inappropriate escalation. Measures incorporated should cover trigger-to-review time, review of abnormal fetal-monitoring by seniors, decision-to-birth interval where necessary and woman and staff feedback. Scaling of the change should not be done until audit data indicate improved reliability.
Third, PSIRF-aligned reviews, compulsory family participation, a maternity safety dashboard and a group of external challenge should be implemented to strengthen governance and accountability. The incident involvement guidance of NHS England anticipates the use of family and staff following safety incidents and this is significant, as SaTH hardly used family concerns to generate safety intelligence (NHS England, 2022b; Ockenden, 2022). Escalation delays, theme of incidence, action closing, staffing versus-acuity, complaints, data of ethnicity and language must be added to the dashboard. There should be no actions made without audit evidence, the confirmation on the frontline and pertinent family comments. This forms a more tough assurance test: not the action has been written but the practice has changed at the bedside (NHS Resolution, 2024).
Fourth, community awareness and access ought to be considered as a safety intervention as opposed to being an add-on to communication. The association to SaTH is family voice: issues of decreased fetal movement, worsening, communication and access to triage should become early warning intelligence. SaTH should co-design translated warning information with maternity voices partnerships (MVPs), community groups and the Local Maternity and Neonatal System (LMNS), using plain language and accessible formats. The ethnicity, deprivation, language need and disability should be stratified since the World Health Organization is correlating maternal and newborn quality with respectful, equitable and timely care (World Health Organization, 2016; World Health Organization, 2021; Care Quality Commission, 2025b; NHS England, 2026).
Implementation should follow Plan-Do-Study-Act (PDSA) within Kotter. Months 1-2 must be doing establishment of urgency, establishment of an improvement coalition and consensus on baseline. Months 3-5 will consist of trial of workforce and escalation interventions. The next months (6-9) need to scale effective changes and release dashboard evidence. Months 10-12 need to entrench practice by reforming policies, reviewing competencies, the Board assuring it as well as external peer challenge. The primary threat is performative compliance: looking impressive, meetings, dashboards and training may have no risk. It should be regulated with the assistance of reliability and outcome measures, and unbiased review and automatic activation in case of agreement thresholds being missed.
Table 5. SMART implementation plan.
	Recommendation
	Actions
	Lead
	Measure
	Risk control

	Workforce capacity
	Acuity staffing, simulation, supervision and safety forums.
	Chief nurse and maternity leads
	Vacancy, sickness, training, acuity and escalation delay data.
	Monthly Board review and escalation if acuity exceeds staffing.

	Emergency obstetric service
	Escalation protocol, triage trigger tool and fetal monitoring review.
	Clinical director
	Trigger-to-senior-review time and audit compliance.
	Immediate review of missed escalation events.

	Governance and accountability
	PSIRF reviews, family involvement, dashboard and external panel.
	Medical director and Board
	Action closure with evidence of practice change.
	No action closure without audit or family feedback evidence.

	Community awareness and access
	MVP co-design, translated warning signs and targeted outreach.
	LMNS, MVP and maternity leaders
	Experience and access data by ethnicity, deprivation and language need.
	Quarterly equity review and redesign where gaps persist.


Source: Ockenden (2022), NHS England (2022b), Langley et al. (2009), Taylor et al. (2014) and Kotter (1996).
[bookmark: _Toc235710338]4. Conclusion
The SaTH maternity scandal reveals that healthcare organisation may have policies, committees, audits and incident systems and yet still fail to assure quality. Branding information with warning and taking action with reliability was the crux of the issue. The findings of Ockenden demonstrate the recurrent weaknesses in the area of listening, escalation, incident learning and governance, whereas more national evidence indicates that the subject of maternity safety is live throughout England (Ockenden, 2022; Care Quality Commission, 2024; Care Quality Commission, 2025a). The policy should be implemented rather than keeping the policy, is the fundamental test of assurance. 
The comparison shows that there is no model that can clearly elucidate the failure. Donabedian explicates the association between process and outcome as well as structure but requires the systems thinking in order to articulate the complexity. Fishbone and 5 Whys can determine causes, but simplify unless they are associated with proof and responsibility. Strengths, Weaknesses, Opportunities and Threats (SWOT) facilitate strategic judgement, and conceals culture and power. Plan-Do-Study-Act (PDSA) helps practice-test; however, it may turn into documentation until learning is quantified. 
In conclusion, a compassionate and rigorous learning and assurance system is required at SaTH. Workforce capacity, emergency obstetric reliability, governance, accountability, community awareness, and access are tied entities that need to enhance each other since they constitute a single safety system.
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