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Providing safe, effective, and high-quality maternity care remains an integral part of modern healthcare. At the same time, current service delivery practices reveal multiple challenges that may threaten patient safety, clinical governance, and the quality of care provided by health institutions. The Final Report of the Ockendon Review discusses the issues related to maternity services at the Shrewsbury and Telford Hospital NHS Trust. According to the report, significant failures in the work of the health facility resulted in avoidable harm to the health of mothers and newborn babies, which led to several stillbirths, neonatal deaths, and serious complications (Ockendon, 2022).
The findings indicated that the negative consequences resulted from multiple organisational and systemic failures that occurred over an extended period. The report specifically identified various issues, including inadequate clinical decision-making, poor communication among healthcare professionals, ineffective patient monitoring, and a lack of empathy for patients' needs. Furthermore, governance failures, such as weak leadership, accountability issues, and inefficient investigations of past errors, hindered learning, allowing mistakes to be repeated (Reason, 2000; Vincent, 2010; Leape, 1994).
Alongside organisational challenges, there were significant systemic issues in service delivery that required attention. One major problem was the shortage of healthcare staff, which made it difficult to ensure safe and continuous care for women and their babies. Additionally, despite the adoption of various national policies aimed at enhancing patient safety, their implementation was inconsistent, leading to a negative impact on the quality of healthcare services. (NHS England, 2019).
To understand the failures in healthcare practices and propose effective solutions, it is crucial to examine the underlying factors driving these issues. This analysis will use expert-recommended frameworks, including the Fishbone Diagram, the 5 Whys analysis, and the Donabedian Model, each offering unique insights into identifying root causes and assessing systemic problems.
The Fishbone Diagram visually maps potential causes, facilitating collaborative brainstorming. The 5 Whys method focuses on uncovering core issues through repeated questioning. The Donabedian Model evaluates healthcare quality by examining structure, process, and outcomes.
Additionally, employing SWOT analysis will help identify strengths, weaknesses, opportunities, and threats in healthcare delivery and management. By integrating these approaches, the research aims to provide a comprehensive view of the factors that lead to failures and to propose actionable solutions for improvement.
The primary goal of this report is not only to discuss the problems associated with the delivery of healthcare services, but also to provide a set of sustainable recommendations for overcoming them in the future. Using theoretical models in the study helps you gain a clearer idea of how to achieve this objective. Given that health and social care are extremely complex spheres, the need to improve their quality and patient safety remains relevant today. Thus, this report aims to analyse the systemic failures described in the Ockendon Review to provide an in-depth discussion of the ways to address them. The adoption of theoretical models and strategies to examine existing problems will enable the development of plans for sustainable improvement.
[bookmark: _Toc226621267]Root Cause Analysis and Models
Failures identified in the Final Report of the Ockenden Review must be viewed through the prism of systemic problems rather than individual clinical mistakes. For a critical analysis of the identified failures, one needs to apply theoretical frameworks that help determine the root causes and their implications for the provision of care. In this regard, the Fishbone Diagram, 5 Whys technique, and Donabedian Model will be used to assess the factors associated with poor maternity care outcomes at the Shrewsbury and Telford Hospital NHS Trust (Ockenden,2022).
The Fishbone Diagram is a valuable tool in healthcare quality management, used to identify and classify probable causes of problems into major categories (Ishikawa, 1985). In the context of the Ockendon Report, the root causes can be grouped into four main categories: people, procedures, policy, and place. Under the "people" category, key issues include inadequate staffing levels, a shortage of experienced midwives, and insufficient supervision of junior staff (Ockenden, 2022; Warren, S, 2022).
Due to workforce shortages, employees had to work under considerable pressure, which increased the likelihood of clinical errors. Additionally, the inability to provide continuous labour monitoring was a contributing factor to negative outcomes (McQuaid et al.,2021).
The report condemned several aspects of clinical procedures. For example, it was found that the care escalation process was not implemented effectively. Additionally, there were difficulties in interpreting results from fetal monitors in those cases, which resulted in delayed interventions and emergency cesarean sections (Ockenden,2022; NHS England,2020).
In the "policy" category, the report highlighted governance-related issues. First, internal incident investigations prevented organisational learning. Second, national patient safety frameworks were poorly implemented, which made organisations less responsive to safety challenges (Ockenden, 2022; NHS England, 2019). Third, inadequate leadership and failure to address patient safety concerns also contributed to poor clinical outcomes.
From the perspective of the "place" category, high workplace pressure and insufficient resources were considered possible contributing factors (Warren, S.2022). At the same time, technology did not play a role in this process, as no serious issues with monitoring and communication tools were identified. 5 Whys Technique to find the root cause of a problem, one must ask "why" five times to identify the reason. For instance, the delay in intervention during childbirth can be associated with the lack of recognition of fetal distress. In turn, the failure to notice fetal distress may be caused by a lack of training or excessive workload. Subsequent questions may reveal that workforce shortages and inadequate workforce planning contribute to such problems (McQuaid et al., 2021). Overall, this illustrates that frontline clinical errors are a symptom of a more serious organisational problem (Reason,2000).
The Donabedian Model (Donabedian, 1988) is a framework for studying the quality of care from three angles: structure, process, and outcome. Structural factors include organisational resources and governance systems, which can significantly affect patient outcomes. As the final report of the Ockenden Review shows, the organisation lacked sufficient workforce and governance tools, which adversely affected patient outcomes (Ockenden, 2022; Vincent, 2010).
[bookmark: _Toc226621268]For instance, structural factors were closely linked to clinical processes, such as monitoring, communication, and decision-making. Thus, the care process was flawed by poor monitoring practices, poor communication, and suboptimal decision-making. All these elements combined contributed to poor patient outcomes.
SWOT Analysis and Strategic Evaluation
SWOT analysis is another useful tool in understanding organisational influences on the quality of service and performance (MindTools,2023). SWOT analysis examines both internal and external environments in relation to organisational strengths, weaknesses, opportunities, and threats. In this context, the SWOT framework is useful for identifying organisational factors that contribute to service performance or improvement.
The strengths within the context of failures in maternity services at Shrewsbury and Telford Hospital NHS Trust could be viewed through the organisation's structures. In particular, the existence of national clinical guidelines and regulatory frameworks designed to support the safety of maternity care is an organisational strength (NHS England,2019). At the same time, the effectiveness of such frameworks depends on their implementation.
There were weaknesses in the organisation's structure that affected service delivery in this case (Ockenden,2022). These weaknesses included ineffective governance practices, a lack of response to safety concerns, poor communication, and problems with incident investigation. Another important weakness was the staff's limited competence, which may also be linked to the high workload among healthcare professionals (Warren, S., 2022).
Regarding the external environment, there were opportunities to improve services and practices at the hospital in question. First, national policy initiatives aimed at improving NHS practices can be viewed as an opportunity. In this respect, the NHS Patient Safety Strategy and Maternity Transformation Programs are especially relevant (NHS England, 2016; NHS England, 2019). Moreover, the increasing focus on patient-centred care and transparency can also be considered an external opportunity.
At the same time, the external threats affected service provision and performance. They include rising demand for services, staff and funding shortages, and negative publicity associated with the Ockenden Report findings (WHO, 2016). It is noteworthy that the crucial issues relate to external forces; however, internal problems could also pose potential threats.
Therefore, when applying SWOT analysis, one should conclude that, despite opportunities for improvement, the frameworks and policy initiatives aimed at this, the main problem lies in overcoming internal weaknesses within the government’s structure. Overall, the findings show that a more system-based approach to service improvement would be appropriate in this case.
As shown above, the issue relates to alignment across diverse levels of the healthcare system. In other words, aligning national policies, organisational structures, and clinical practice would be necessary to implement changes and improve practices (Batalden and Davidoff,2007).
[bookmark: _Toc226621269]Critical Discussion and Integration
The analysis of the Ockenden case reveals that the failure to deliver high-quality maternity care is not just an isolated issue; rather, it indicates systemic problems within the healthcare system (Ockenden, 2022). Applying tools such as the Fishbone Diagram, the 5 Whys technique, and the Donabedian Model enhances our understanding of the factors that contributed to these negative outcomes (Donabedian, 1998). Together, these approaches highlight that issues stemmed from failures to adhere to policy requirements, inadequate management of organisational processes, unmet human resource needs, and poor control of clinical practices.
From a critical standpoint, effective administrative management is a crucial factor affecting the quality of care. Despite 1,592 incidents (Ockenden, 2022), the leadership has frequently failed to respond adequately due to a lack of effective measures (Francis, 2013). This situation underscores the importance of considering legislative governance when evaluating the current circumstances and formulating solutions to address the existing problems.
Furthermore, the absence of appropriate measures to enhance the existing situation is linked to a low level of leadership. This is reflected in the Final Report of the Ockenden Review, which indicates that a lack of understanding of culture is one of the primary obstacles to implementing necessary practice changes.
In addition, it is important to consider the role of national policies and other documents that may help achieve changes (NHS England, 2019). However, the effectiveness of existing measures to enhance patient safety cannot be discussed due to poor local implementation. In this situation, the role of national policies appears insufficient. At least, the lack of success is associated with inappropriate leadership and the other factors mentioned.
Another issue that may negatively affect the results is the lack of an adequate workforce. It is important to mention that work-related factors, such as high workload, limited training, and understaffing, contribute to this issue. Under current conditions, human beings are exposed to risks due to the high error rate among nurses and doctors (Reason, 2000; McQuaid et al., 2021).
[bookmark: _Toc226621270]Finally, one should pay attention to aspects of nursing practice, such as the quality of care and patient safety, as the Ockenden report found that patients experienced poor-quality care and unsafe conditions in the hospital under discussion. Moreover, a lack of compassion in interactions with clients may affect the quality of health care services (Ockenden, 2022).
Recommendations
According to the root cause analysis provided in the Final Report of the Ockenden Review, to improve the current situation in maternity services, a system-wide approach will be required. The following recommendations aim to address existing issues related to patient safety and the provision of quality services in healthcare organisations.
First, it is important to improve the investigation process for severe cases. According to the Ockenden Review, internal investigations conducted by the Shrewsbury and Telford Hospital NHS Trust were neither objective nor helpful in identifying the factors that led to adverse events (Ockenden, 2022). An independent investigation process carried out by external bodies can help ensure the necessary level of objectivity and promote structural learning to prevent the recurrence of problems (Healthcare Safety Investigation Branch, 2020).
In addition, improvements in the governance structures used by healthcare organisations are necessary to promote patient safety. The role of good governance in creating a safe environment for the provision of health services cannot be underestimated (Francis, 2013). It is vital to create and sustain a strong governance structure that promotes proactive risk identification and monitoring and fosters administrative learning. Furthermore, building a culture of transparency can significantly help address existing safety-related issues.
It is also necessary to address issues with the healthcare workforce, as only a skilled, well-managed workforce can improve the current situation in maternity services. According to the Ockenden Review, major factors contributing to adverse events included shortages of experienced midwives, high workloads, poor supervision, and staff burnout (Ockenden, 2022). Addressing these challenges will require developing a strategy to recruit and retain professionals and to offer them training programs to promote their professional development.
As mentioned above, improving clinical practice is a critical factor. Improving the process of escalation and complication detection is necessary for ensuring patient safety. It will also be useful to enhance skills in interpreting cardiotocographic results. It is important to improve the protocols used for assessing CTG monitoring results. Regular training and auditing can help ensure that healthcare professionals have the skills necessary to provide safe maternity services (NHS England, 2020; NHS England, 2023)
These recommendations may be implemented in healthcare organisations through PDSA, Lean, and Six Sigma methods. The PDSA framework suggests four stages: planning, doing, studying, and acting. At the first stage, it is possible to identify patient safety issues (such as ineffective incident investigations and a shortage of skilled healthcare workers) and develop strategies to address them. During the "do" stage, these strategies can be implemented, including the creation of an independent investigation system and the development of training programs. As for the "study" stage, the effects of implemented measures need to be monitored to identify potential areas for improvement. Finally, in the "act" stage, good practices will be standardised, while further improvements will be needed (Taylor et al., 2014).
Quality improvement involves offering people closest to quality issues the opportunity, empowerment, skills, and tools required to address them. It requires an organised process for solving problems, using specific techniques and tools, to achieve a specific improvement (The Health Foundation, 2021).
In addition to PDSA, other improvement strategies such as Lean and Six Sigma can be used to address challenges in patient safety. Lean’s implementation will help address existing problems in process quality, especially those involving clinical decisions in emergencies (Chiarini, A. 2011). As for Six Sigma, its main advantage lies in reducing variations. In particular, it can be used to eliminate process inefficiencies that contribute to risks in clinical practice.
Furthermore, effective management change will be essential for implementing the recommendations suggested above. To address patient safety-related issues successfully, it is vital to follow Kotter's 8-Step Change Model (Kotter, 1996; Hyypiä and Pekkola, 2011). First, the need for change must be identified by highlighting the risks associated with the current situation. Then, a coalition for bringing about change should be formed and led by leaders in the field and clinical workers. A compelling change vision should be created and communicated. Next, potential barriers to implementing the change should be dealt with. Finally, successful practices should be consolidated.
It is essential to involve patients and their families in the decision-making process. Parents expressed dissatisfaction due to their exclusion from independent investigations, leading to feelings of insecurity (Ockenden, 2022). By encouraging active participation in case discussions, we can improve service safety, benefiting both patients and healthcare practitioners.
[bookmark: _Toc226621271]In summary, several issues can be proposed as improvements to address the problems identified during the examination of the Ockenden case. These issues include establishing an independent investigation system, governance reform, developing workforce management strategies, enhancing clinical processes, and improving clinical skills. The use of improvement strategies and change management techniques can help implement and sustain these changes.
Conclusion
An analysis of the Ockenden Report findings highlights the systemic nature of the problems encountered in providing maternity services at the Shrewsbury and Telford Hospital NHS Trust. These issues extend beyond specific clinical errors or mistakes made by professionals; they stem from organisational deficiencies, poor governance, an insufficient workforce, and failures to implement policies, among other factors (Ockenden, 2022; Francis, 2013).
To thoroughly analyse these identified issues and offer effective recommendations, theoretical models have been employed throughout the paper, including the Fishbone Diagram, the 5 Whys Technique, and the Donabedian Model (Donabedian, 1988). Additionally, a SWOT analysis was conducted to provide a comprehensive overview of the organisation's internal strengths, weaknesses, opportunities, and threats regarding the quality of its health services (MindTools, 2023).
The results obtained demonstrate that service improvement should be achieved by focusing on governance, workforce, and processes. This is because all aspects of an organisation and its functioning should be considered to identify existing challenges and make changes where necessary. Among other findings, this report recommends establishing an independent investigation mechanism, increasing leaders' accountability, improving workforce planning, and applying the PDSA cycle, Lean, and Six Sigma principles (Taylor et al., 2014; Chiarini, A., 2011).
It is important to highlight that implementing policies can help overcome certain challenges. However, policy frameworks may not be sufficient without proper implementation. Therefore, the case discussed in this paper demonstrates the significance of effective leadership and an organisational culture focused on continuous improvement and learning (NHS England, 2019; Dixon-Woods et al., 2014). Otherwise, even though there are policies intended to improve patient safety, they cannot produce any positive effects.
Overall, the Ockenden Review demonstrates the importance of taking a collective approach to addressing service quality issues. Moreover, it demonstrates that there is no single solution, as multiple issues must be properly addressed simultaneously (Reason, 2000; Vincent, 2010). With the proposed recommendations, the quality of health care services could be dramatically improved.
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