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Assessment Component 2: Research Report 
Introduction
Maternity and neonatal services are here to support women and babies during some of the most special moments in their lives. However, recent reports have shown that many families are not receiving the safe and respectful care they deserve. The 2026 interim report (Knight et al., 2022) highlighted serious challenges like staff shortages, racism and weak leadership. These problems can threaten a woman's safety, widen inequalities, and damage trust in the NHS. I chose this topic because it is current, important, and has a major impact on families. This report investigates these issues and discusses how research can help make services better for everyone. 
Selection of Research Topic
I have chosen this topic because maternity and neonatal care are vital to the health and wellbeing of families, and when they are failed by the system, it can have life-changing effects. It is also truly relevant today. The 2026 interim report on maternity and neonatal services has drawn national attention to serious problems happening across different NHS trusts; having recently made headlines on ITV (ITV News, 2026). These issues include unsafe care, discrimination, and staffing shortages. Organisations like The Royal College of Obstetricians and Gynaecologists (RCOG) and Baby Lifeline have summarised these findings and emphasized the importance of urgent and necessary changes.
Another motivation for choosing this topic is its broad impact. When maternity services fall short, women, babies, families, and NHS staff all feel the consequences. Evidence shows that Black and Asian women experience higher risks and less positive experiences (GOV, 2025), raising important concerns about fairness and equality within healthcare. “There is a need to listen better to women from ethnic minorities so as to avoid health professional misconceptions and presumptions about women’s expectations and experiences of their perinatal care” (UKRI, 2025). This makes the topic not only important to me as a woman, but also meaningful to study.
There is a mountain of evidence available. Reports from the Care Quality Commission (CQC) (CQC, 2024), MBRRACE-UK (Knight et al., 2022), and academic studies in journals such as The Lancet and BMJ Quality and Safety (Dixon-Woods et al., 2013) give reliable information on what is going wrong and why. This helps us explore the issue in depth and support our findings with reliable sources.
The topic links well to a wider discussion about NHS reform, patient safety, and better working conditions for staff. By focusing on this, the report can show how research helps us to understand complex problems and how evidence can lead to real life improvements in health and social care. 
Evaluation of the issue
Serious failures in maternity and neonatal services have been public knowledge for a long time in the UK. The 2026 interim investigation, summarised by RCOG and Baby Lifeline (Baby Lifeline, 2026) shows that across the UK, multiple hospitals are having the same issues occurring repeatedly, suggesting this is not an individual hospital error, but instead a wider systematic failure across all NHS Trusts. 
A considerable concern is unsafe and poor-quality care. Reports describe women giving birth in corridors, not receiving pain relief, or being treated in overcrowded and outdated wards (Thomas, 2026). This puts both mothers and children at risk. The Care Quality Commission (CQC) has rated many maternity units as “inadequate” or “requires improvement” (Maternity Survey 2023, 2024), showing that safety issues are an epidemic among NHS trusts. When basic care is not given properly, the chances of patients coming to harm increases.
Another significant issue is racial inequality; the interim report highlights that Black and Asian women often have worse experiences and outcomes. This aligns with MBRRACE-UK findings, which show that Black women are four times more likely to die during pregnancy or childbirth than white women (Buckley, 2026). Research suggests that racism, stereotyping, and poor communication all contribute to these differences, meaning the issue is not just medical but social and cultural. 
Severe staffing shortages have also played a major role in shortcomings. The Royal College of Midwives (RCM) has highlighted that maternity services do not have enough staff to meet the needs of women and children (Hicks, 2026). Overworked staff cannot meet the level of care required and expected in a maternity unit. At one service, it was incredibly concerning to see how redeploying staff left one midwife caring for thirteen mothers and babies on the postnatal ward (CQC,2024). Further research shows low staffing levels lead to missed checks, delays in treatment, and higher risk of complications. These pressures also cause stress and burnout, making it hard to keep experienced staff and high turnover rates.
Another prominent issue is poor organisational culture. Summaries of the 2026 interim report describe toxic workplaces where staff feel they cannot speak up, mistakes are hidden and leadership is weak. The Lucy Letby Maternity and Neonatal case shocked the world and opened our eyes to just how bad the NHS work culture and cover-ups have become. The British Medical Association themselves said it “epitomises systematic flaws and failings in our health service where doctors and healthcare staff are not appreciated for flagging that there is something seriously wrong happening to their patients” Bamfield, P. (2024). Research shows that when staff do not feel safe to raise issues, problems are more likely to continue as they have not been addressed. Many maternity units are lacking strong leadership and open communication between staff which is essential for safe care. 
Evidence shows overall that failures in maternity and neonatal services are caused by multiple issues; unsafe environments, discrimination, staff shortages, and poor leadership. These issues undermine patient safety and erode trust in the NHS, making this a crucial area for research and improvement. 
Research methodologies
To understand failures in maternity and neonatal services, researchers need methods that explore both individual peoples’ experiences and the wider patterns in the system. Using a mix of qualitative and quantitative methods gives a fuller picture. 
Qualitative methods are useful for understanding individual experiences (BBC Bitesize, 2025). Interviews and focus groups can help women, families and staff describe what happened to them and how it made them feel. These methods are extremely helpful for looking into sensitive issues like racism and trauma. They can also reveal how staff view leadership, teamwork, and safety. 
Quantitative methods focus on identifying patterns (BBC Bitesize, 2025). Surveys can measure staff views on safety culture, while statistical analysis can show links between staffing levels and their outcomes. Quantitative data is also important for studying inequalities such as comparing outcomes between different ethnic groups. This helps researchers understand how widespread specific problems are. For an accurate view of the issue, both methods should be used (BBC Bitesize, 2025). For example, numbers may show that a hospital has high rates of complications, while interviews explain why staff feel unable to raise concerns. This combination is useful for complex issues like maternity care, where both data and lived experience matter. 
By using both methods, it can help researchers gain a deeper understanding of what is going wrong and what needs to change to improve the standard of care.
Data Collection
Collecting data on maternity failures is an extremely sensitive topic. This must be done with great care as many families will have experienced trauma, loss, and distress. Ethical practice is essential. Participants should give informed consent, understand the purpose of the research and how their personal information will be used. Researchers should also offer support if people become upset while discussing difficult experiences. 
Samples should reflect a broad range of voices; women from different ethnic backgrounds and ages, especially Black and Asian women who face higher risks in maternity care must be included. LGBTQ+ parents, disabled women, and people from different social and economic backgrounds should also be represented to ensure the findings reflect real experiences. Staff from all roles such as midwives, doctors and support workers must be used to help understand workplace culture and pressures.
By using multiple data sources, this strengthens the reliability of the research. By capturing interviews and surveys, and also clinical records and incident reports, along with the CQC inspection findings, this gives a balanced view of evidence across the NHS trusts. Comparing these various sources and methods of data allows for the most accurate findings. If staff report understaffing, this can be fact checked with rota data.
Data collection is essential, researchers need to comply with GDPR, securely store data, and delete personal information to safeguard privacy (UKRI, 2025).
The authority structure must be recognised. Some women may feel uncomfortable criticising NHS services, and some staff could feel unsure about speaking freely about what they have witnessed. Building a safe, confidential space encourages everyone to share their experiences without any stress.
Conclusion
This report shows that failures in maternity and neonatal services are caused by a mix of serious issues. Evidence from professional bodies, charities, and academic research highlights chronic issues including unsafe care, racial disparities, staff shortages, and harmful organisational cultures. They highlight the need for a substantial change to gain back the public’s trust. Research using qualitative, quantitative and mixed-methods can play a key role in identifying the cause of these issues and helping to improve services. By listening to women, supporting staff, and using evidence to make decisions, maternity care can become a safer and fairer environment. 
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