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1. Introduction
Quality Assurance (QA) in health and social care is a quality-assuring system for safe, effective, person-centred, evidence-informed care. Accordingly, the SaTH maternity scandal in Shropshire and Telford cannot be best understood as a series of individual clinical errors. The Ockenden review examined 1,486 families with 1,592 clinical incidents, in which appalling scope and continuity of concerns were evidenced over many years (Ockenden, 2022). The case provides a firm basis for studying how organisational barriers are rendered ineffective by poor escalation, learning failure, and an unsafe culture, leading to preventable harm.
This report exposes SaTH’s system flaws using Ishikawa’s Fishbone model, Reason’s Swiss Cheese Model, and Donabedian’s Structure-Process-Outcome model, building upon the earlier report with a Five Whys root-cause analysis and SWOT & PESTLE analyses. Each method is correctly complementary: the Fishbone diagram locates where a fault is likely to occur; the Five Whys provides depth of causality; the Swiss Cheese model shows where that hole can leak into the system; and the Structure follows Process to Outcome. However, the evidence shows that root-cause analysis can overlook everything except its concluding recommendations, especially where evidence, ownership, and implementation are lacking. The RCA practice employed in NHS hospitals was analysed in several studies and found to include weak recommendations. This analysis demonstrates that performing an investigation does not make a process or procedure safer (Martin-Delgado et al., 2020). Additionally, the Five Whys should not be mistaken for evidence of a root cause (Card, 2017).
The report also draws on existing literature on safety culture, psychological safety and quality improvement. Systematic reviews have identified staffing, non-punitive responses to error, handovers, and teamwork across boundaries as persistent weaknesses in hospital safety culture (Reis, Paiva and Sousa, 2018). Psychological safety is particularly relevant, given that staff need the willingness and capacity to challenge decisions and escalate risks without reprisal. A systematic review has found that enablers of psychological safety in healthcare teams include organisational safety priority, learning orientation, support, inclusiveness, and hierarchy (O’Donovan & McAuliffe, 2020). More recent evidence suggests an association between psychological safety and objective hospital safety indicators, though the evidence remains mixed (Montgomery et al., 2025).
The analysis thus extends beyond recounting the Ockenden report. It explores reasons why warning signs may not translate into action, how external policy and strategic drivers may shape behaviour, and how improvements can be instituted and evaluated. NHS England policy today, such as PSIRF, advocates proportionate, system-based learning, engagement with the affected population, and safety action (NHS England, 2026a). CQC evidence also shows leadership, governance, staffing, transparency and timely response to risk as the most important indicators for safer maternity services (CQC, 2024). The report is rounded off with implementation strategies for PDSA cycles, system and individual measures, board oversight, and patient and staff involvement.

[image: ]
 

Figure 1. Scope of Ockenden review: 1,486 families and 1,592 clinical incidents reviewed (Ockenden, 2022).
2. Critical analysis: literature, root causes, policy and impact
2.1 Root-cause analysis: from event description to system explanation
The first analytical enhancement proposed above is to clarify the Five Whys rather than (or as well as) Fishbone categorisations. The statement of the problem for this example is as follows: preventable maternity harm may recur because signals were not consistently escalated to prompt, accountable action. Why 1 is thus escalation failure; why 2 is interplay of staffing, communication, multi-disciplinary working; why 3 is weak assurance and lapses in learning; why 4 is organisational incentives including survey results and learning recommendations which might compete with individuated clinical judgement; and why 5 is lack of a reliable learning feedback loop showing intervention adherence. The Five Whys technique is helpful in that it aims to uncover underlying causes rather than the apparent shortcoming, but should be understood as neither a simple linear causal demonstration nor a solution.
Ishikawa’s Fishbone model remains useful, as SaTH’s deficiencies spanned all areas: people and staffing, processes and escalation, governance, training, communication, culture, and measurement. 
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Figure 2. Fishbone diagram: Root causes of maternity safety failures at SaTH.
Source: Adapted from Ishikawa (1990) and Ockenden (2022).


However, attributing causes in this way does not determine their relative importance. Reason’s Swiss Cheese Model enhances the explanation by illustrating the convergence of imperfect defences (Perneger, 2005), while Donabedian correlates structure to process and outcome. The implication, therefore, is not simply that staffing ultimately caused harm, but that staffing stress became significantly more hazardous when exacerbated by poor escalation, teamwork and assurance, attributes associated with leadership according to Churruca et al. (2021). Vibe et al. (2024) conclude that multiple factors are influential, but that differences between methodologies prevent a definitive causal inference. SaTH is therefore best conceived as a system failure.
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Figure 3. Donabedian Structure–Process–Outcome model applied to maternity care at SaTH.
Source: Adapted from Donabedian (1988).

2.2 Literature and policy: why organisational learning matters
The Ockenden review shows that mismanagement was persistent across numerous incidents rather than just one; a more likely explanation is that some level of mismanagement was always present. A failure to manage with appropriate oversight and accountability is also reflected in the2010, 2012, and 2014 reviews. The related 2013, 2015, and 2022 reports, like the above reviews, provide further insights into leadership, management, and oversight. “These recurring themes support system-wide improvement rather than blaming staff.”
This is supported by peer-reviewed literature. Reis, Paiva and Sousa (2018) highlight staffing, handovers, teamwork and non-punitive response to error as key aspects of safety culture, whilst Churruca et al. (2021) demonstrate that an individual safety-culture assessment tool cannot account for the complexity. Finn et al. (2024) add that teamwork, team training, support from leadership, and just-culture approaches are common themes across safety-culture initiatives, paralleling evidence from cross-sectional reviews (Morello et al., 2013). As far as SaTH’s policies or training are concerned, this does not necessarily suggest that staff can safely challenge the environment; it could be formal assurance of system design or lived assurance in the team environment.
Policy analysis is relevant because performance measures can have perverse effects. Ockenden articulated fears that targets against C-section thresholds conflicted with clinical decision-making (Ockenden, 2022). The essence is not measurement itself, but its potential to facilitate performance when staff believe it is more important than subtle clinical needs. The NICE (2022) guidelines provide the best example of how to assess and manage fetal monitoring findings. When drawing up a performance framework, one has to consider the potential risks and rewards, and how the target comparison should be interpreted within the clinical context. The implementation of wider system accountability through the Health and Care Act 2022 underpins the need for maternity assurance to be embedded across all levels, rather than in a single professional group.
2.3 SWOT and PESTLE analysis
A targeted SWOT analysis reports on internal and external strategic conditions. SWOT analysis indicated strengths, including Ockenden's national learning, reliable maternity governance arrangements, strong clinical guidance, and PSIRF as a structured learning framework (Kirk et al., 2013). However, a strength can only be realised if it is converted into reliable actions- PSIRF will not solve poor investigation capacity or leadership. Weaknesses include workforce pressure, disjointed information, gaps in the loop and an inconsistent safety culture. It should be noted that workforce pressure will probably undermine safety continuity and increase escalation, but will not be a causal factor unless it is recognised and a response is implemented through the governance actions. The threats to the system will remain the same regardless of how well-staffed it is. However, athreat will recommend designing for control “must have services” or “Hot staff”. SWOT is a system scanning tool rather than causal evidence (Helms & Nixon, 2010). This relies on presenting and linking to risk and control.
PESTLE covers external elements. In Politics, maternity safety is an area of high accountability, which means that it can facilitate change, but can also lead to superficial compliance. In Economics, avoidable harms account for high costs, with NHS Resolution reporting that in 2024/25, maternity accounted for 42% of clinical negligence payments (NHS Resolution, 2025).
2.4 Quality, efficiency and equity impact: In this section, I would evaluate how ERIG affects efficiency, quality and equity.
SaTHs' cost consequences are maternal and neonatal harm that is preventable, lost confidence and staff morale. Its efficiency consequences include the number of investigations, complaints, and litigation, as well as ongoing care costs, which may mean that institutional costs are insignificant. In contrast, the human costs that inform the wider sustainability crisis are enormous (NHS Resolution, 2025). Equity is just as critical. National maternity surveillance has consistently shown that maternity and perinatal mortality vary by ethnicity and deprivation (MBRRACE-UK, 2024); therefore, there is a need to report key measures on safety dashboards by law and clinically appropriate measures, including ethnicity and deprivation and to include patient experience:
CQC's national maternity review provides an up-to-date assessment, and it reports that robust leadership, governance, and a positive culture underpin safe, personalised care (CQC, 2024). This, however, must be monitored through an analysis of outcomes and on-the-ground experience rather than through compliance. Churruca et al. (2021) illustrate why by identifying the multidimensional nature of safety culture and the ways in which qualitative methods can explore contextual forces seldom captured by quantitative questionnaires. Likewise, Montgomery et al. (2025) show that psychological safety and patient safety are complex variables and, as such, cannot simply be influenced through policy and interventions to ease speaking up without assurance of safer care. This lends further support to the value of triangulation through staff experience, patient voice, incident trends, outcome data and observation of practice.
Assurance can be based on weak signals as well as catastrophic events. Failure to monitor mortality alone indicates the Board is receiving signals too late to prevent harm. Monitoring early warning signals such as staffing deficits, backlogs, recurring complaints, lack of training, handover errors, and psychological safety metrics means these signs can be detected earlier. This aligns with a systems approach, where risk builds up stepwise until a threshold is reached, and the problem becomes evident in the data rather than all at once as a single dramatic event. This also meets the CQC requirement for leaders to be proactive with data and to act once risks are identified (CQC, 2024).

Table 1. Improved Five Whys analysis
	Why
	Question
	Evidence
	Critical interpretation

	1
	Why did harm recur?
	Ockenden (2022) identifies repeated concerns, incidents and failures in escalation and responsiveness.
	Recurrence suggests weak detection-to-action processes rather than a one-off clinical error.

	2
	Why was escalation inconsistent?
	Ockenden (2022); Churruca et al. (2021); Vibe et al. (2024).
	Staffing, teamwork and safety culture can interact; however, these factors are contributory rather than individually determinative.

	3
	Why did weaknesses persist?
	CQC (2024); Ockenden (2022).
	Governance can generate information without guaranteeing learning; assurance must therefore test whether concerns changed practice.

	4
	Why was assurance insufficient?
	Ockenden (2022) on performance pressures; NICE (2022) on individualised clinical decision-making.
	Targets may become unsafe when treated as proxies for quality; the issue is how measures are interpreted, not measurement itself.

	5
	Why did the system not self-correct?
	Martin-Delgado et al. (2020); Driesen et al. (2022); PSIRF principles.
	RCA may identify causes without implementation; a learning loop must assign, test and verify corrective action.


Table 2. Focused SWOT analysis
	Domain
	Evidence/context
	Level 7 analysis

	Strengths
	Ockenden learning; PSIRF; clinical guidance; governance structures.
	These provide infrastructure for learning, but their value depends on implementation capability and leadership follow-through.

	Weaknesses
	Workforce pressure; variable culture; fragmented information; weak follow-through.
	Workforce shortages may increase continuity and escalation risks; however, culture and governance determine whether staffing risks are recognised and acted upon.

	Opportunities
	Dashboards, simulation, patient safety partners, ICS oversight.
	These can strengthen detection and challenge, but may increase workload or become compliance exercises without clear decision rights.

	Threats
	Shortages; financial pressure; litigation; target effects; inequalities.
	Threats interact rather than operate independently; resilience therefore requires controls that remain effective under operational pressure.


Table 3. Focused PESTLE analysis
	Factor
	Evidence/context
	Critical implication

	Political
	National maternity accountability and regulatory attention.
	Political visibility can accelerate change but may also encourage symbolic compliance unless outcomes and staff experience are checked.

	Economic
	Negligence costs; workforce and resource constraints.
	Cost pressure can intensify staffing risk; mitigation must prevent efficiency targets from overriding clinical safety.

	Social
	Trust, respectful care and inequalities.
	Average improvement may conceal groups who remain underserved; stratified experience and outcome data are needed.

	Technological
	Dashboards, electronic records and alerts.
	Better surveillance can coexist with poor data quality or alert fatigue; technology must support decisions rather than increase noise.

	Legal
	Professional, regulatory and statutory duties.
	Accountability is necessary, but fear of blame can inhibit reporting unless just-culture safeguards are credible.

	Environmental
	Capacity, estates and service configuration.
	Physical and service constraints shape resilience; local solutions must be tested under realistic demand conditions.


3. Recommendations for sustainable service improvement
3.1 Implementation strategy
The recommendations together comprise one coherent 12-month improvement programme. The intention is to integrate staffing risk, escalation of fetal monitoring, incident learning, staff voice, and family experience into a single assurance system. 1–2 months will set baselines and governance; subsequent months will test changes, adapt and embed. The suggested numbers are a little ‘high ’; they are improvement targets, not fancy-dan current measures. Governance is set as: improvement team to maternity governance to quality committee to board to ICS.
1) In months 1–2, create a delivery of a maternity safety dashboard, with staffing, escalation, outcome, training, incident, complaints and family-experience measures. Datasets need to be checked for baseline quality, against which targets can be set – initial aim is >90% compliance with agreed escalation actions by month 6, subject to clinical approval. Risks include poor data-collection quality, alert fatigue, and too many indicators. These can be mitigated through a short core dashboard, automated data extraction wherever possible, monthly validation, and clear escalation rules.
Secondly, set up learning-to-action RCA source investigation and action in serious and/or recurrent investigations. Triangulate Five Whys with Fishbone, Swiss Cheese, patient/family stories, staff interviews and clinical records. RCA becomes bureaucratic and unimplemented if not followed up; systematic evidence demonstrates poor translation of RCA into safety improvements (Martin-Delgado et al., 2020). A combination mitigation strategy specific to recurring speaking-up fear remediation is name-line management, deadlines, verification at 30 and 90 days, and escalation of overdue tasks to board oversight.
Third, improve staffing and escalation through comparing planned and actual staffing in line with acuity. A predefined escalation protocol should mandate senior review if safe capacity is compromised. Drawback: escalation cannot generate staff where an absolute shortfall exists (however, redeployment moves risk elsewhere). Possible mitigating controls would include mutual-aid arrangements, daily risk reviews, and board visibility into frequent shortfalls. The target would be a 100% documented review of red-flag staffing episodes by month 4, with overtime/agency as balancing measures.
Four, foster psychological safety and family voice through monthly safety huddles, confidential routes and bypass escalation where indicated. A speak-up policy does not ensure speak-up: defining differences identified by Kane et al. (2023) and van Dongen et al. (2024) find organisational, team, and individual-related effects; Montgomery et al. (2025) show that the impact on patient safety is nuanced. Lead response, reporter feedback and staff pulse checks are mitigators. Family participation requires defined roles, staff training and feedback loops.
3.2 PDSA cycle and measurement
According to Taylor et al. (2014) and Knudsen et al. (2019), healthcare studies using the PDSA cycle methodology suffer from certain limitations. Each PDSA cycle should include a prediction, a small-scale test, exploration for surprises, and articulation of the next step. Baselines are established over the first two months, after which attempts are made to progress towards a clinically significant target while balancing measures are implemented.
During the first cycle (first three months), a staffing-risk daily huddle will be introduced on one of the maternity units. Prediction: hypothetically, daily huddles will improve staffing escalations. This will be tested for 8 to 12 weeks. Measure: compliance with staffing escalations will be compared against a baseline, and staff workload will be assessed. Action: if the huddles demonstrate their utility without negative balancing effects, they will be adapted and introduced on other units.
The second cycle (fourth to sixth months) will test a standardised abnormal fetal monitoring escalation bundle. The measures will be documentation compliance and the time from concern to senior review. Outcome measures will be closely monitored, as rare and serious adverse events are inadequate short-cycle measures. The third cycle (seventh to ninth months) will test the complete embedding of an RCA on each unit through completion of actions. The fourth cycle (tenth to twelfth months) will test the spread of the interventions to other units.
Process indicators will be escalations and actions completed; outcomes will be serious adverse events and select perinatal outcomes; and balancing indicators will be overtime, use of agency, staff workload, and unexpected delays. It should be noted that rare catastrophic adverse events should not be used as the sole short-cycle measure.
3.3 Governance, accountability and sustainability
Implementation utilises a governance chain comprising the improvement team, maternity governance, quality committee, board, and ICS. Risks include governance overload and diluted accountability. Mitigation includes one action log, one owner, escalation dates, and a provision for senior intervention in the event of failure to perform. Board papers should indicate pending actions, unsatisfied staff and family challenges. This helps understand whether assurance functions as a control system.
Sustained improvement is reviewed at 6- and 12-month intervals. An improvement is considered sustained when there is a continuing improvement in performance, staff explain the process in detail, audit confirms consistent use of the process and family feedback indicates no new adverse impacts. Regression following changes in staffing or leadership must be addressed through onboarding, quarterly review of the process, ongoing monitoring of indicators, and a 12-month retest. This shifts the focus from completion to sustained reliability.
Table 4. 12-month implementation roadmap
	Timing
	Action
	Lead

	Months 1–2
	Dashboard, baseline data, governance and staff/family co-design
	Executive sponsor

	Months 1–3
	PDSA 1: staffing-risk huddle
	Maternity governance

	Months 4–6
	PDSA 2: fetal-monitoring escalation bundle
	Clinical leads

	Months 7–9
	PDSA 3: learning-to-action RCA
	Quality team

	Months 10–12
	PDSA 4: spread, sustainability and board review
	Board/ICS
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Figure 2. Integrated 12-month implementation and PDSA timeline.
4. Conclusion
The investigation into SaTH's maternity scandal shows that quality assurance systems are most sustainable when paired with organisational learning. One example is the five whys. In this case, the escalation that should happen is missed, the assurance that should be present is weak, and learning is incomplete. Therefore, the three models: Fishbone, Swiss Cheese, and Donabedian, demonstrate that addressing the systems is key to analysing this as a problem rather than focusing on a single answer. From the case, it seems most evident that, for containing SaTH-like harm, strengthening the system's capacity, clinical processes, culture, and governance is the most effective approach.
The impact of implementation is also evident. Safety culture and psychological safety, along with RCA, have been cited in reviews as areas where improvement can be difficult (Churruca et al., 2021; Finn et al., 2024; Montgomery et al., 2025; Martin-Delgado et al., 2020). This report also reflects that it is not guaranteed that dashboards, training, or speak-up policies will automatically benefit safety. Measurable indicators, barriers, mitigation strategies, and governance accompany each of these interventions. The best assessment is that a system's failure to improve stems from the disconnect between learning and systematic execution.
Based on the evidence, the primary concern is not the development of another policy or training program in isolation. It is the development of a learning and assurance system that can monitor and identify weak signals, challenge decisions, and assess if the change has influenced a shift in practice. The strongest test of quality is change that is reliable and measurable, even under pressure, and is justified by critical thinking and evidence. This would take quality assurance from compliance to a more meaningful, ongoing learning system in the organisation.
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Figure 3. Donabedian Model applied to maternity care at SaTH.
Source: Adapted from Donabedian (1988, 2005).

WHERE TO ADD: Insert this figure in Section 2.2 ‘Applying the Donabedian Model: structure, process, outcome’
Place the image immediately after this sentence on Page 5:

“The Donabedian model remains relevant in structuring analysis into structure, process, and outcome.”
Then continue with the paragraph that begins: “However, the model has been criticised for implying...”
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