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Leading And Implementing Change 
A strategic Change Plan
Introduction
Midwifery in the United Kingdome is a highly regulated, autonomous profession that lies at the core of maternity care. Midwives are the main experts for safe pregnancies and deliveries, offering excellent care, health promotions, and emotional support to women, birthing people, and families. The nursing and midwifery council (NMC), whose standards specify the knowledge, abilities, and professional behaviours necessary to provide safe, evidence-based, and person-centred maternity care, is the foundation of midwifery in the United Kingdom.
National initiatives including better births (2016), the NHS Long Term Plan (2019), and the results of the Ockenden and Kirkup studies, which priorities safety, continuity of care, individualised care planning, and enhanced communication across services, all influence the UK maternity system. These guidelines emphasise how important it is for midwives to support physiological birth, recognise and handle difficulties, protect vulnerable families, and work well with the larger multidisciplinary team.
In recent years, the midwifery services provided by the national health service (NHS) have experienced substantial changes with the goal of improving overall service performance, staff satisfaction, and patient care. To navigate these changes and make sure that midwifery practices adapt to all the demands of modern healthcare, effective leaderships is essential.
All things considered, midwifery in the UK is a vital and active profession committed to protecting women’s and babies’ health while maintaining the principles of respect, dignity, evidence-based practice, and compassionate care. 





Recent History – Overview
The Birmingham Women’s Hospital Maternity unit, which is a component of the Birmingham Women’s and Children’s NHS Foundation Trust, has changed significantly in recent years in response to challenges from the larger NHS, growing demand, and national maternity safety concerns. With over 8,000 births annually, the unit has long been regarded as one of the biggest specialised maternity services in the UK. However, the institution encounters more operational difficulties between 2016 and 2024, such as a lack of staff, an increase in acuity cases, and rise in the complexity of service users due to factors such as rising maternal age, obesity, diabetes, and protection requirements.in order to maintain safe, high-quality care, the Trust has updated its work force tactics, digital documentation tools, and processes. The NHS Long Term Plan and Better Births, which prioritised continuity of care, safer maternity pathways, and increased integration between midwives, obstetricians, and community services, were national programs that the Trust supported during this time.
The COVID-19 epidemic hastened organisational transformation even more. Increased usage of digital notes and remote consultations because of limitation on in-person interactions exposed the unit’s technology shortcomings. The pandemic revealed the drawbacks of paper-based record-keeping, hindered team communication, and put additional strain on midwives who had to strike a balance between safety precautions and rising community demands. The Trust was forced by these difficulties to make investments in safe welfare programs, better triage procedures, and digital transformation. Learning from incidents. Bolstering clinical governance and enhancing audit procedures were also highlighted in post-pandemic assessments, all of which had an impact on the organizations recent historical progress. Because of this, the maternity unit keeps changing, striking a balance between patient -centred care, the use of contemporary digital technologies, and workforce resilience tactics.




Organisation Change (2017-2020) the Birmingham Women’s & Children’s NHS Foundation Trust |(BWC) was created in February 2017 by the merger of Birmingham Women’s NHS Foundation Trust & Children’s Hospital. To enable efficiency and a more cohesive clinical strategy, this merger was intended to unify services, governance, and operational capability across women’s and children’s health. Commission on Care Quality, The Trust released its first combined annual report (e.g., 2018-2019) after the merger, which includes financial planning, strategic priorities, and performance indicators. The NHS England BWC was concentrating on digital transformation, strengthening quality governance, and growing patient-centred services by 2021-21, according to the Trust’s annual report.”
Digital transformation in Maternity A “single maternity record” system was introduced by BWC in May 2019 in collaboration with the Birmingham and Solihull United pregnancy & Newborn Partnership (BUMP). To minimise duplication, this record is shared among several hospital locations (Birmingham Women’s, Heartlands, Good Hope, Solihull) and enables physicians to enter data only once. Crucially, a secure mobile app allows women to view portions of their maternity record. Birmingham Women’s and Children, A national digital maternity fund, awarded BWC more than £500,000 in March 2022 to improve digital maternity services in their LMNS. The money was set aside to combat digital exclusion, enhance patient-facing applications, and increases the system’s accessibility for non-native English speakers. Birmingham Women’s and Children’s.
The Birmingham’s Women’s Hospital Maternity unit has been profoundly affected by both external and internal environmental changes. Eternally, the NHS has endured severe pressure relating to financial limits, national personnel shortages and rising operational expenses. These boarder problems undermine midwifery services by limiting available resources, increasing workload, and requiring companies to prioritise efficiency and innovation. Digital disruption has also played a big role, with the rapid shift towards electronics health records, AI -supported clinical decision tools, and digital communication platforms. These developments present chances to increase safety and lower paperwork errors, but they also call for funding, employees training, and culture adjustment. In high stress setting when midwives already face burnout and time constrains; this might be difficult. 
Assessing methods of change management for strategic change in midwifery (UK)
Two of the most popular frameworks for managing organisational change in the healthcare industry are Lewin’s Three-Step Model and Kotter’s Eight-Step Model. Both models provide precise, organised methods for handling change in maternity environments while ensuring patient safety. Lewin’s paradigm, which emphasises “unfreezing, changing, and refreezing,” is helpful for comprehending how staff attitudes must change prior to the adoption of new procedures. For instance, “unfreezing” old behaviours, introducing new procedures (training, pilot testing), and then “refreezing” them through policy enforcement and continuing support are all necessary when switching from paper documentation to digital records. Although detractors contend that maternity care is too complicated and dynamic for such a linear approach, particularly when change must be ongoing rather then fixed, its simplicity is a strength in hectic clinical setting.
Kotter’s model provides a more through, methodical structure that’s especially useful for big businesses like NHS Trusts. When dealing with resistance of fear of new technology, strategies including forming a steering coalition, developing a vision, empowering employees, and producing quick wins are crucial. In midwifery, where staff morale and culture have significant impact results, Kotter’s emphasis on leadership and communication is extremely pertinent, Kotter’s paradigm, however, can laborious and cannot adequately account for abrupt changes, including national policy changes or emergency clinical pressure. Both methods are helpful overall, but Kotter’s provides a more through method for handling the digital transformation of maternity services.
Lewin’s three-step model: Unfreeze - Change – Refreeze. 
Summary and advantages: Lewin’s straight forward, staged approach is widely taught and simple to implement: first, prepare (unfreeze), then put the new practice into action (change), and then stabilise it (refreeze). Clinical teams can map distinct steps (awareness - action - consolidation) thanks to its clarity. The explicit “unfreeze” phase assists leaders in addressing values, concerns, and establish routines prior to the induction of a new protocols (e.g., EPR use or continuity teams) in midwifery, where professional identity, clinical risk, and interprofessional teamwork are crucial.” 
How to implement change (practical): Unfreeze: include midwives, obstetricians, and management by demonstrating the need for change using local data (incidents, audits, and CQC findings). Change: conduct training, test new processes (such as implementing Badger Net in a single community team), offer oversight, and provide iterative feedback. Refreeze: revise procedures, include into job descriptions, verify compliance, and recognise accomplishments. Weakness and problems in midwifery: Lewin is high level and undervalues the complexity of large companies and continual change (e.g., regular updates are necessary for digital rollouts). “Refreeze” might not be applicable in situations where national policy (Better Births, Ockenden necessitates continuing adaption and when continuous iterative improvement is required (continuity of carer is and evolving workforce model). As a result, leaders need to integrate Lewin with iterative QI techniques.
Weakness and problems in midwifery: Lewin is high level and undervalues the complexity of huge companies and continual change (e.g., regular updates are necessary for digital rollouts). “refreeze” might not be applicable in situations where national policy (better Births, Ockenden) necessities continuing adaption and when continuous iterative improvements are required (continuity of carer is and evolving workforce model.) as a result, leaders need to integrate Lewin with iterative QI techniques. NHS England.
Kotter’s 8 step Model Overview and Advantages: Kotter offers a leadership-focused, prescriptive order (build urgency; alliance; vision; communicate; remove obstacles; achieve short-term wins; consolidate gains; anchor changes). In situations where change necessitates both management mandate and clinical “buy-in,” for as when adopting continuity of carer across an LMNS, this model places a strong focus on visible leadership and coalition building. When midwifery teams are dealing with a lot of work, Kotter’s emphasis on early victories keeps them motivated. 
Practical methods for bringing about change: Create a sense of urgency by presenting audit, CQC, and Ockenden findings. Matrons senior Midwives, obstetric leads, commissioners, and service users should form a coalition for the Ockenden Maternity Review (Maternity Voices Partnership). Short-term gains: test a continuity team that lowers missed appointment’s or raises patient satisfaction ratings; report findings.
Weakness and problems in midwifery: Kotter may minimise diffused, clinic-led change and presumes unambiguous hierarchical authority. The professional autonomy. The professional autonomy and unionised nature od midwifery necessitates discussion; staff shortages and financial constraints may limit the removal of barriers (step 5). To incorporate repeated testing (PDSA) in clinical settings, Kotter needs to be modified.” 
The region-wide BUMP single maternity record (2019), the Trust-wide Epic Electronic Patient Record
(EPR) go-live (May 2025), continuous digital access (MyChart/NHS App), quality-improvement, and service reconfiguration following national reviews (e.g., Ockenden) are some of the major changes at BWC (Birmingham Women’s & Children’s NHS FT, 2019; Digital Health, 2025; Ockenden, 2022).
In accordance with the best practices for significant IT and service upgrades, the Trust used a phased, program-based approach: Strategic case and funding – pilot – scale: The epic EPR underwent formal procurement, contract award, and staged implementation with a specified go-live date, while BUMP was piloted across local provider sites prior to wider adoption (Birmingham Women’s & Children’s NHS FT, 2019; Digital Health, 2025). 
Program governance: the projects were backed by board-level sponsorship, program boards, and business cases; post-go-live program boards kept an eye on stabilisation and ongoing personnel requirements (HTN, 2025).
Local clinical piolets and super-users: As a recognised risk reduction strategy during rollouts, the Trust employed local testing and clinical “super-users” to test workflows and train colleges. Training, communication, and patient engagement: to engage doctors and service users, staff training, patient apps (MyChart), and NHS App integration were implemented (Digital Health, 2025; Digital Health,2025 Sept). 
The change management’s advantages clear strategi sponsorship and scope: A single shared maternity record and a Trust- wide EPR became financially and operationally feasibly because of the merger, which created BWC (Birmingham Women’s & Children’s NHS FT, 2019). Pilot use and phased implementation. Before a wider rollout, piolets (BUMP) enabled shared learning and decreased risk (HTN,2019).
Patient-facing components: transparency and patient engagement were facilitated by MyChart and NHS App connectivity, which Is contemporary benchmark for maternity services (Digital Health, 2025) Board supervision for stabilisation: Active governance and risk awareness are demonstrated by the board’s subsequent recognition of post-go-live resources requirements (HTN,2025).
Weakness and issues
Post-go-live stabilisation challenges: following Epic’s go-live, the Trust reported problems with data quality and system stabilisation, and the Board acknowledged underestimated recurring staffing costs to support the program, suggesting that sustainability requirements were under weighed in the initial business case (HTN, 2025). Workforce capability and training load. Large scale digital changes necessities protected learning time and continuous super-user assistance, both of which are hard to come by in overburdened maternity care. Pushing training has a detrimental effect on morale and safety (HTN,2025).
Workforce capacity and training burden significant digital changes necessities protected learning time and continuous super-user assistance, both of which are hard to come by in overburdened maternity care. Clinical workflow complexity: because maternity care is a complex adaptive system,” altering record-keeping without sufficient iterative testing could result in new safety issues (Ockenden, 2022).
Risks of equity and digital exclusion: Although the Trust requested money to increase accessibility, if solution are not inclusive, digital rollouts run the danger of excluding non-digital or non-English-speaking service consumers (Birmingham Women’s & Children’s NHS FT, 2022).
Overall, BWC employed acknowledged program-management strategies (training, pilots, governance). The operational realities of educating and stabilising complicated maternal workflow, as well as under resourced post-go-live staffing, were the main areas of deficiency in large NHS IT programs 9HTN,2025; Digital Health, 2025). 
Leadership philosophies for these shifts, there are two particularly pertinent leadership philosophies that were or ought to have been used, leadership that is transformational by appealing to common values, transformational leaders inspire employees, develop a vision, and encouraged change (Bass & Riggio, 2006). At BWC, transformative features are reflected in executive sponsorship (board vision to update records and patient access): Leaders gained organisational support by outlining a transformative goal: safer, integrated maternity care with patient access (Birmingham Women’s & Children’s NHS FT, 2019; Digital Health, 2025).
Vision and communication: The EPR and single maternity record were portrayed as revolutionary for patient experience, safety, and continuity. Inspiration and empowerment: super-users and clinical champions were given the authority to spearhead training and charge locally. Limitations: inspirational vision must be matched by realistic resources for sustainability, transformational leadership alone cannot address resource shortages (HTN, 2025).
Distributed or dual clinical leadership to guarantee frontline acceptance and sustainability, distributed leadership sharing leadership among clinical teams, matrons, consultants, and service users is crucial because midwifery is clinician-led in practice (Patterson et al., 2017). A distributed strategy is demonstrated by BWC’s usage of clinical pilots, super-users, and local site ownership; site-level empowerment is combined with central program control for standard and interoperability.
According to Birmingham Women’s & Children’s NHS FT (2019), clinical ownership of processes decreased opposition and promoted safe local adoption. Constraints without sufficient backfill, distributed leadership runs the risk of overtaxing clinical staff. Distributed leadership runs the risk of overtaxing clinical staff. Distributed leaders require time and protected roles. 
Strengths: patient -facing leadership (including service users) enhanced acceptance, clinical champions (distributed leadership) enable local adoption and visible executive sponsorship (transformational) provide the strategic case (Digital health, 2025). The weakness was when there was a disconnect between strategic vision and operational leadership resource planning when leadership overestimated the scope of ongoing operational support, staffing for post-go-live, which put clinician fatigue and safety concerns at risk (HTN, 2025).
Vision and communication: the EPR and single maternity record were portrayed as revolutionary for patient experience, safety, and continuity. Inspiration and empowerment. Super-user and clinical champions were given the authority to lead training and change regionally, limitations, inspirational vision must be matched by practical resources for sustainability, transformational leadership alone cannot address resource shortages (HTN, 2025.
Evaluation: how the change was managed, leadership’s role, and the impact of organisational culture.
The effectiveness of the change in maternity services is significantly impacted by organisational culture. Employees are more inclined to adopt new procedures and voice concerns when there is culture that values transparency, learning, and psychological safety. A solid safety culture is crucial in maternity units because errors can have major repercussions and the stakes are high. Midwives can voice concerns about digital systems, workload, or clinical hazards in supportive cultures without worrying about being blamed. This transparency aligns with the NMC’s standards for honesty, decency, and responsibility.
The effectiveness of change in maternity services is significantly influenced by the organisational culture. Employees who work in an environment that values transparency, education, and psychological safety are more inclined to adopt new procedures and voice concerns. A robust safety culture is crucial in maternity units because mistakes can have major repercussions and the stakes are high. Midwives can voice concerns about digital systems, workload, and clinical hazards in supportive cultures without worrying about being accused. This transparency is in line with NMC’s standards for responsibility, respect, and candour.
The development of a single shared maternity record throughout the Birmingham & Solihull LMNS (BUMP), 2019) and trust-wide electronic patient record (EPR) Deployment (Epic), which went live in May 2025, were the two biggest recent modifications to the unit. The goal of these large scale, multi-stakeholder IT and service transformation projects was to enhance patient access, safety, and community (Birmingham Women’s & Children’s NHS FT, 2019; Digital Health,2025)
To successfully execute change in midwifery, leadership is essential. Because transformational leadership emphasises shared vision, empowerment, and motivation, it works particularly effectively in the healthcare industry. Transformational leaders inspire confidence during uncertain times, involve midwives in decision-making, and help them comprehend the goal of the change. For instance, transformational leaders would explain the safety advantages of implementing a digital recording system, including midwives in design choices, and offer emotional support during the transition. In line with NMC standards for leadership that encourages professionalism and safe practice, this strategy fosters trust and minimises opposition.
Additionally, transactional leadership is important, particularly when it comes to making sure that new procedures and rules are followed. Even though transactional leadership is more task-orientated, it helps uphold responsibility and guarantee that documentation requirements are fulfilled. However, and excessive dependence on transactional approaches might exacerbate anxiety or animosity, particularly in settings when pressure is already present. In midwifery, distributed leadership is also crucial since it enables teams to share decision-making. Obstetricians, managers, midwives, and digital champions all support change, ensuring that leadership is not limited to one person. This cooperative strategy rises the possibility of successful change to adoption and reflects the interdisciplinary nature of maternity care.

How the change was managed- what worked and what didn’t.
Program governance and staged deliveries (strengths)
Business cases, board sponsorship, procurement, piolet testing (BUMP), and a staged go-live for Epic were among the acknowledgement program methodologies employed by Birmingham Women’s. Large IT initiatives in the healthcare industry require clear accountability, financial approval processes, and a way to escalate problems to the board, all of which this governance framework offered (Birmingham Women’s & Children’s NHS FT,2019; Digital Health, 2025). An excellent illustration of risk avoidance through incremental testing before scaling is the BUMP Pilot, which was conducted across four hospitals.
Local ownership and clinical involvement (strengths) to modify workflows and educate colleagues, the Trust used local pilots and clinical super-users. The “fit-to-workflow” issues that frequently jeopardise digital programs was significantly mitigated by clinical ownership, which decreased resistance, revealed early safety concerns, and enable iterative improvements of documentation and triage procedures.
Underfunding of post-go-live stabilising is one of the shortcomings. Following the epic go-live, board minutes and reporting revealed significant post-implementation work and ongoing staffing requirements that had been underestimated. This resulted in stabilisation pressure (data, quality, alert visibility, user support), which are frequently seen in large-scale EPR programs when the business case fails to fully budget for sustainment expenses (HTN,2025). During periods of intense support, this can lead to staff weariness and less time for clinical tasks.
Risk to digital inclusion and equity digital programs run the potential of escalating inequality if digital exclusion (older or non-English speaking service users) is not addressed, even though the Trust obtained funding to enhance patient-facing applications and non-English access. Although these were effective mitigations, proactive funding and accessible design must be maintained as part of service delivery. Transformational leadership: establishing the direction A unified, patient-centred record and improved access (MyChart/NHS App integration) were presented as transformative at the executive level. When significant funding and organisational will are needed, transformational leadership is essential because it is made a strong case for change, won approvals, and mobilised resources (such as board sponsorship for EPR). Across organisational boarders, this approach fostered a sense of urgency and purpose.”
In addition to communicating long-term benefits that encouraged staff participation throughout pilots, vision and senior sponsorship helped obtain NHS Funding and procurement approvals.
Distributed leadership, which included matrons, senior midwives, consultants, and super-users who trained colleagues and modified workflow, was the driving force behind change at the frontline, this strategy is essential in midwifery, because local customs and clinician autonomy are important for acceptability and safety. By bridging strategy and practice, distributed leaders translated the executive vision into daily actions. Although it depends on protected time and resources for those clinical leaders, distributed leadership promoted clinician buy-in and enhance the technologies’ practical utility.
Resource and operational planning gaps in leadership then optional detail was where the leadership failed, especially when it came to projecting the extent of ongoing operational assistance and integrating adequately paid digital support jobs. Although there was a transformational vision, healthcare terms were put under unnecessary strain since operational leadership misjudged the ongoing expenses of super-user networks and service support throughout stabilisation. The boards post-go-live understanding of theses problems demonstrates good governance, but operational leadership is reactive rather than fully anticipatory (HNT,2025).
Impact of organisational culture on the change programme.
Positive cultural facilitators innovation and partnership culture: the University of Birmingham’s combined LMNS working and academic evaluation revealed a culture that prioritises innovation and evidence-based transformation, pilots (BUMP) and the use of patient-facing digital technologies were encouraged by this culture. Birmingham University Clinical pride and compassion for patients: Clinical willingness to try new processes was aided by a culture that prioritised safety and patient experience, particularly as pilots were directly associated with safer treatment.

Change Management Plan for A Midwifery Service in the UK
Proposed change: to enhance safety, communication, continuity of care, and compliance with NMC (2019) “future midwife” requirements for record-keeping and individualised care, a fully integrated digital maternity record and digital triage system will be implemented throughout a UK NHS maternity hospital.
Maternity services in the UK are under growing strain due to staffing shortages, increased acuity, case complexity, and variation in quality of treatment (CQC, 2023). Reports point to gaps in paperwork, communication breakdowns, and overlooked risk factor that led unfavourable results (Ockenden, 2022). In the UK, there is lack of uniformity in digital record keeping, and many departments still rely in part on paper, which leads to duplication and safety hazards (NHS England, 2023).
According to the NMC (2019), midwives must provide “consistent, evidence-based, person-centred care” and keep “accurate, contemporary, and comprehensive records.” The legal requirements are supported by a completely integrated digital maternity record, which also enhances interdisciplinary collaboration, safety, and access.
In order to increase care quality, accuracy, and compliance with the NCM (2018) criteria for record keeping, this change management strategy suggests that UK midwifery units adopt a structures digital clinical documentation system. The suggested modification tackles existing issues that may affect professional safety and communication, including uneven recordkeeping, time constraints, and the possibility of incomplete or duplicate records (NHS England, 2022). The update aims to improve maternity records’ accuracy and accessibility, shorten documentation, shorten documentation times, improve interdisciplinary collaboration, and promote safer clinical decision-making. Improving data depending for audits, lowering incidences involving missing or incorrect information, and guaranteeing that all midwifes are proficient in utilising the system are additional goals. The initial investment in digital equipment, software licensing, and secure data storage, together with expenses for employee training and IT support, are all included in the change’s budget. Studies reveal the digital maternity systems result in long-term savings through lower paperwork expenses, fewer clinical errors, and enhanced workflow efficiency, despite the substantial initial cost (Buchanan et al.,2020).to reduce organisational burden, funds can be distributed through local maternity system funding streams. NHS digital transformation budgets, and phased spending over fiscal quarters. The overall goal of the financial plan is to strike a balance between affordability and system sustainability and compliance with national digital health targets. 
A systematic communication plan is crucial to ensure that midwives, managers, doctors, and support personnel understand the goal, advantages, and the expectation of the planned change. In accordance with Lewin’s (1951) model of building preparedness and lowering resistance, effective communication will involve frequent briefings, team meetings, digital newsletters, and the employment of change champions inside each maternity unit to foster engagement and encourage feedback adhering to Lewin’s (1951) strategy of lowering resistance and increasing readiness. Clear instructions on new documentation procedures, system deployment schedules, and locations for technical or clinical assistance will be provided to staff. In order to maintain compliance with NMC (2018) requirements for communication and prioritise women centred care, staff will be able to voice concerns and influence changes through feedback loops and training seminars, simulation sessions, and drop-in support clinics. The evaluation plan will measure the efficacy of the change through audits of documentation quality, staff surveys, incident reports, and analysis of time spent on record keeping before and after implementation. Monitoring system usage data, examining maternal safety outcomes, and getting women’s opinions on communication during care are additional evaluation techniques. A formal assessment will be conducted at three months, six months, six months, and one year to determine whether objectives were accomplished. Identify gaps and implement future improvements. This guarantee that the change will continue to be evidence based, durable, and in line with national frameworks for maternal improvement.
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