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Introduction
The Shrewsbury and Telford Hospital NHS Trust (SaTH) maternity scandal represents one of the most notable cases of quality failure in the history of the National Health Service (NHS). The resulting cases of death among newborns and mothers, as well as a slew of serious health complications, were documented in the Ockenden Review. It was commissioned by the then Secretary of State for Health, Jeremy Hunt, to examine the maternity care provided to 1,486 families from 2000 to 2019 at the Trust (Department of Health and Social Care, 2022). The findings were devastating. It was seen that with better care, at least 201 babies might have survived, a figure that comprised 131 stillbirths and 70 neonatal deaths (BBC, 2022). Nine mothers were noted to have died because of significant or major concerns regarding their care; at least 94 children experienced avoidable harm, including hypoxic brain injuries and cerebral palsy, as a result of poor maternal care (BBC, 2023). 
The scale of harm at SaTH was unprecedented but symptomatic of wider vulnerabilities in the health system. Failures were seen across several levels, as explained in the Ockenden Review, and included insufficient clinical governance, poor incident investigation approaches, a defensive culture that discouraged members of staff from raising concerns, and a repeated lack of adherence to national clinical guidelines, such as those concerning monitoring maternal blood pressure and foetal heart rate, among others (Department of Health and Social Care, 2022). These failures that keep recurring over decades raise fundamental questions on how healthcare organisations uphold quality standards and implement service improvement.
The financial implications of these failures paint a grim picture. NHS Resolution’s 2022/23 annual report states that maternity claims made up 63% of the total clinical negligence cost of harm and 65% of the total clinical negligence provision directed toward future claims as of 31st March 2023 (NHS Resolution, 2023). This amounts to £37.5 billion in outstanding maternity-related liabilities in the NHS Resolution’s 2024/25 annual report (NHS Resolution, 2025). The Guardian reports that the NHS is faced with a potential £27.4 billion bill for maternity failings in England since 2019, which Labour MP Paulette Hamilton called absolutely shocking and that it represented a seriously high number of deaths of babies and their mothers (Halliday, 2025). 
This report assesses and applies three theoretical frameworks to analyse the root causes of the quality failures at SaTH – the Fishbone Diagram, the Donabedian Model, and SWOT analysis. It will draw on evidence from the Ockenden Review, as well as pertinent academic sources and national policy documents to formulate evidence-based recommendations for sustainable service improvement. 
Main body
This segment of the essay entails a critical assessment and application of three complementary theoretical frameworks to evaluate what the root causes of the quality failures at SaTH were, and comprises the Fishbone Diagram, the Donabedian model, and SWOT (strengths, weaknesses, opportunities, threats) analysis. Each offers a distinct lens through which the failures identified in the Ockenden Review can be examined. 
Section A: Fishbone diagram (Ishikawa) analysis
Nunziato (2024) describes the Fishbone Diagram or the Ishikawa diagram as a tool developed by Dr Ishikawa and used for cause-and-effect analysis where the potential causes leading to a certain outcome are explored. The fishbone diagram looks like a fish’s skeletal outline, where the head is the problem and the spines its potential causes; common categorisation of the causes includes people, environment, methods, materials, and equipment. This tool has been widely adopted by health organisations, such as the Institute for Healthcare Improvement, to guide quality improvement projects (Nunziato, 2024).
The strengths of this mechanism are well-documented. It is known for promoting a team-based approach to solving problems, encouraging systematic thinking, and prompting consideration of all categories at the same time. Its limitations must, however, also be recognised. Nunziato (2024) notes that the fishbone diagram is unable to measure each cause’s individual impact on a specific outcome. Furthermore, Chathampally et al. (2020) explain that the mechanism is normally only one element of a much larger analysis. Additionally, its linear, categorical structure may not be able to capture the dynamic and interconnected nature of the failures in complex systems, which is a limitation that is especially relevant to the SaTH case.
Applying the five categories to the Ockenden findings reveals multiple interacting causes:
The people category is associated in this case with inadequate staffing levels and an inappropriate skill mix that was created by unsafe conditions. Furthermore, a pervasive culture teeming with bullying and anxious working left staff feeling unable to speak up. A them-versus-us dynamic existed between obstetricians and midwives, which is a hindrance to teamwork and effective communication (BBC, 2022). 
The materials category was not a primary focus of the Ockenden Review; however, the failure to have sufficient resources available, including the appropriate equipment for carrying out foetal monitoring and providing timely access to operating theatres for emergency caesarean sections, was seen, and it contributed to delays in care (Department of Health and Social Care, 2022). 
The methods category encompassed aspects of care like incident investigations, which the Ockenden Review revealed to be a cursory activity at the Shrewsbury and Telford Hospital NHS Trust. The reviews failed to identify the underlying failings and lacked multidisciplinary involvement (Department of Health and Social Care, 2022). Concerningly, serious incidents were seen to be regularly downgraded to avoid drawing external scrutiny. The non-adherence to national clinical guidelines on foetal heart rate monitoring, maternal blood pressure management, management of gestational diabetes, and resuscitation. 
The environment in the trust was seen to be one that fostered a defensive culture characterised by non-learning when cases of care failures manifest. Staff were seen as afraid to escalate concerns they might harbour. Senior leadership propagated this situation by not displaying sufficient curiosity in terms of challenging the reports and information presented to them and choosing to give life to a reality where the organisation’s reputation is prioritised over the safety of patients (Buchanan, 2026).
The last category concerns equipment. The failures observed in cardiotocograph (CTG) monitoring were not minor, with abnormalities going unrecognised, and in five baby deaths between September 2014 and May 2016, failing to monitor or evaluate foetal heart rates was identified (Buchanan, 2017). In other incidents, oxytocin was not stopped despite CTG traces showcasing abnormal findings, resulting in uterine rupture and neonatal death (Department of Health and Social Care, 2022). It indicates both the misuse of equipment and the continuous culture of ignoring monitoring data.  
While the Fishbone Diagram is seen to effectively put these causes into relevant categories, it is seen to struggle to capture how cultural factors, for example, bullying and fear, influence multiple categories at the same time/ it suggests a need for complementary frameworks to analyse the systemic interconnections.
Section B: Donabedian model
According to Dziak (2020), the Donabedian model is a framework developed by researcher and physician Avedis Donabedian in the 1960s and 1980s for evaluating the quality of healthcare services. It places quality assessment within three interlinked components, namely structure, process, and outcome. According to the World Health Organisation (WHO) (2022), the structure parameter concerns the setting or environment in which care is delivered and includes human resources, facilities, and financial and asset resources. Process, meanwhile, addresses how care is provided, including elements of the service such as interactions between providers of care and their recipients, as well as interactions across various levels of the health system. The final parameter, outcome, measures the effects of healthcare on patients and evaluates these by looking at short- and long-term results, such as patient satisfaction and health improvements (Dziak, 2020).
There are several strengths associated with this framework. The model is widely validated, comprehensive, and makes the link between inputs and outputs, all of which makes it valuable for systematic quality assessment (Endalamaw et al., 2023). It has its limitations too. Geary (2024) makes the compelling argument that traditional approaches, such as Donabedian’s structure-process-outcome framework, are underpinned by a perspective that is reductionist and linear, overall failing to recognise that care quality is created in the current context of healthcare systems. It is a critique that is directly relevant to the SaTH case in which failures were seen to arise from decades of systemic dysfunction and were not linear in nature.
When applied to the Ockenden findings, the Donabedian Model can shed light on a few structural deficiencies that brought about tragic outcomes and corrupted processes. Structurally, SaTH showed a glaring deficiency in the organisation’s governance, with the trust board’s clinical oversight seen as lacking and routinely accepting of positive reports at face value (Department of Health and Social Care, 2022). Additionally, the staffing levels were seen to be inadequate, the skill mix inappropriate, and the working culture characterised by bullying (BBC, 2022). The structural failures processually manifested in the form of repeated non-adherence to national guidelines on aspects of care, such as foetal monitoring, failure to carry out serious investigations on incidents that have happened, a reluctance to perform caesarean sections, and a failure to escalate concerns to avoid external eyes (Department of Health and Social Care, 2022). The outcomes were seen to include 201 baby deaths that were avoidable, 29 cases of severe brain injury, and 65 cases of cerebral palsy, from the local SaTH Ockenden Review alongside £37.5 billion in national maternity-associated financial liability (BBC, 2022; Halliday, 2025).
The model highlights the structural failures at SaTH; however, its linear way of framing issues does not capture cultural factors well, such as bullying, fear, and anxiety about speaking out among the trust’s staff, creating an environment where even well-meaning staff were incapable of delivering safe care. 
Section C: SWOT analysis
The Chartered Institute of Personnel and Development (CIPD) (2026) describes the SWOT analysis as a tool used for planning which intends to identify the strengths, weaknesses, opportunities, and threats facing an organisation or project. It enables organisations to assess internal capabilities and external ambient factors. Some of this mechanism’s strengths include high accessibility, its encouragement of strategic thinking, and being able to make complex situational assessments a structured process (Gürel and Tat, 2017). A few of its limitations include the fact that it has a static snapshot nature, is subjective, and has a tendency to oversimplify systemic connections.
Significant insights are revealed when SWOT is applied to SaTH and NHS maternity services. Gürel and Tat (2017) define strengths simply as factors that are favourable for organisations. In this context, strengths include the existence of national frameworks, such as NICE (National Institute for Health and Care Excellence) guidelines and CQC (Care Quality Commission) regulations, the 15 immediate and essential actions outlined in the Ockenden Review, and growing political will to publicly address maternity safety (Department of Health and Social Care, 2022). Weaknesses are conversely defined as those factors that are unfavourable for organisations (Gürel and Tat, 2017). The weaknesses seen are substantial. For starters, a pervasive defensive culture was reported at SaTH. Additionally, there was a them-versus-us culture that was present between professional groups (obstetricians and midwives), a persistent failure to act on the surveillance data gathered, and investigation processes have proved to be inadequate to guarantee patient safety (Wilkinson, 2022). It is further noted that while remediative recommendations have been made for more than a decade, the same failures keep repeating themselves.
Strengths and weaknesses are more internal to an organisation, while opportunities and threats are external to the organisation, with the former pre-empting positive impacts and the latter negative ones (Minnesota Department of Health, 2025). One of the identified opportunities includes the extension of Martha’s Rule to all neonatal and maternity services in England on 24th June 2026 (Department of Health and Social Care, 2026). The expansion gives families and parents a 24/7 right to get an independent, urgent second opinion if a baby or their mother exhibits signs of physical deterioration that staff fail to address. Another one is NHS England’s cash injection of £127m million for maternity services, of which £50 million was dedicated to staffing (NHS England, 2022).
There were several threats noted. The Health and Social Care Committee of the House of Commons made the formal recommendation that the maternity services’ annual budget be increased by £200 million to £350 million with immediate effect, as a way of addressing the persistent underfunding; however, it was well above the current allocations (Department of Health and Social Care, 2021). Staff burnout was another threat and was seen to exacerbate the existing staffing challenges, resulting in even more shortages. Besides these, there was seen to be a cultural resistance to change that could derail the change-making process further. 
Recommendations
The preceding root cause analysis has made note of systemic failures across areas of governance, audit protocols, incident investigation, and culture. The following recommendations address these interlinked causes via evidence-based quality improvement methodologies, through a phased implementation strategy.
Recommendation 1: Strengthen clinical governance and board-level oversight
The Ockenden review determined that the trust board did not have the clinical oversight needed nor the critical attention to examine positive reports, so that perceptions built by false reassurances are not fostered. NHS trusts can work to address this by mandating at least one board member to be a senior clinician with relevant, direct maternity experience. Additionally, all governance reports are to undergo independent external validation. PDSA (Plan-Do-Study-Act) cycles can be used to implement this recommendation (NHS Wales Performance and Improvement, 2023). The enhanced governance model could be piloted in five trusts, study the impact it has on incident detection over a 12-month period, internal processes refined, and then, after being approved, rolled out at the national level. The evidence that came from the governance reforms that followed the Francis Report showed that clinical engagement at the board level improves incident identification and the safety culture to a significant degree (Nuffield Trust, 2014).
Recommendation 2: Do an overhaul of investigation and learning mechanisms
The Ockenden Review showed that serious incidents are not investigated as they should be and some were inappropriately downgraded, with MBRRACE-UK data demonstrating higher-than-average mortality rates for more than seven years being ignored. The rectification to this issue should take the form of multidisciplinary, mandatory root cause analyses (RCA) being carried out when serious incidents happen (Patel and Goldin, 2026). In relation to this, the board needs to review MBRRACE-UK data every quarter, and from it action plans need to be outlined. To streamline incident reporting processes further, lean methodology should be employed. It is a strategy that leads to less duplication of efforts and makes sure that from every incident experienced, actionable improvement is propagated. The siloing failures noted in the SaTH scandal could be prevented through having a national maternity incidents database in place that would enable pattern detection across trusts.
Recommendation 3: Build a culture that is psychologically safe and just
The BBC (2022) reported a culture rife with bullying, anxiety, and fear at SaTH, and staff were noted as afraid to speak up. A freedom to speak up (FTSU) guardian needs to be incorporated in every maternity unit, backed by protected time and dedicated resources to operate successfully. There should also be a joint, annual mandated multi-professional training exercise for midwives, obstetricians, neonatologists, and anaesthetists to address communication, team dynamics, and escalation issues. This training could be piloted across five trusts and the impact on staff wellbeing, incident reporting rates, and clinical outcomes measured, before being rolled out nationally (NHS Wales Performance and Improvement, 2023).
Implementation strategy for all three recommendations would take a phased approach. Year 1 would cover pilot governance and training across five trusts aided by PDSA cycles. For year 2, any refinement would be done based on the evaluation, and national rollout would commence. Reforms would be embedded and sustained in year 3 going forward, and this would be aided by consistent monitoring of systems. A few of the key performance indicators of interest during the evaluation phases include incident reporting rates (target is to increase this by 30%), staff psychological safety scores (these are measured through validated surveys), MBRRACE-UK mortality rates (target is to reduce to the national average), and patient experience scores. Barriers such as funding limitations and cultural resistance to change need acknowledging.  
Conclusion
The Shrewsbury and Telford Hospital NHS Trust maternity scandal is one of the biggest failures in quality assurance and service improvement seen in England. To get an improved understanding of the interconnected failures spanning governance, culture, processes, and policy adherence, a few mechanisms were used to enhance assessment, including the Fishbone Diagram, Donabedian Model, and SWOT analysis. This approach led to the position that isolated interventions are insufficient being taken up. Recommendations addressing these systematic vulnerabilities were discussed, including improved oversight, overhauled current processes of incident investigations, and a just, psychologically safe culture being nurtured. This case was seen to be a symptom of present systemic weaknesses across NHS maternity services and was not an isolated tragedy by any means. Therefore, for reforms to be meaningful, political will needs to be in support of them, be adequately resourced, and cultural transformation encouraged to make sure the lessons from the Ockenden Review are learned.
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