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Background
The use of quality assurance and service improvement is crucial to creating safe, effective, and patient-centred healthcare delivery, especially in high-risk facilities such as maternity services. The malfunction of these systems can lead to serious and usually avoidable damage, not only to clinical outcomes but also to social confidence in health facilities. This report is based on the Component 1 case study, which explored the systemic faults within NHS maternity services over a series of decades, resulting in high maternal and neonatal mortality rates. The case has a high correlation with the results of the Ockenden Review that found widespread organisational and clinical failures in maternity care in England. As the case study points out, the failures were not a one-time event but long-term, systemic problems from the 1970s to 2019, with more than 200 fatalities and many incidents of severe injuries. The national evidence supports the magnitude of the issue, and Ockenden (2022) illustrated that 201 babies and nine mothers might have survived with improved care, and these outcomes are avoidable. Such results prove that the quality assurance systems failed critically, especially in the fields of clinical decision-making, fetal distress monitoring, and prompt increase of care. One of the problems that comes to light in the case is the lack of adherence to the accepted clinical standards, such as insufficient fetal well-being monitoring and responding to complications late. This is consistent with national results that lack of compliance with clinical standards and time lapses in the escalation process were major contributors to the adverse effects, like hypoxic brain injury and death. Moreover, the absence of patient-centred care is also shown in the case, as there are signs of ineffective communication, a lack of compassion, and a lack of integration of families in decision-making. These failures demonstrate the need to combine clinical effectiveness and patient experience as part of quality assurance models. 
Significance of the research
Regarding the case, there are latent failures (e.g., weak governance, poor staffing, inadequate training, etc.) and active failures (e.g., poor clinical judgement and mistakes in care delivery), which are aligned with the Swiss Cheese Model of patient safety. Notably, the fact that the organisation failed to use earlier experiences to learn is a critical failure in continuous quality improvement. There are indications that recurrent inability to apply lessons learned from previous incidents is a significant factor in continued harm to patients within healthcare systems. The case also brings out the impact of organisational culture, especially the presence of a defensive and blame-driven culture that did not promote escalation and transparency. Similar results are found in national reports that have deemed a culture of fear and poor interdisciplinary collaboration as major obstacles to patient safety and staff being able to raise concerns and intervene accordingly.
Problem of concern
Maternity care is a vital area of public health concern, but there are indications that systemic failures are leading to avoidable deaths and long-term damage. Ockenden (2022) reviewed approximately 1,400 families and 1592 clinical incidents, proving the prevalence of the issue. Besides, recent statistics indicate that maternal mortality rates in the UK have grown by half in the last ten years, pointing to continued difficulties in enhancing safety and quality. Most importantly, the problem is not just about clinical performance but also about moral, social, and financial aspects. Potentially avoidable harm erodes trust in the government, piles up medical expenses in litigation and long-term care, and worsens disparities in service delivery. These failures have persisted in spite of a large number of policy recommendations, which means that there is a policy/practice gap. Thus, solving this problem is vital both to enhance patient safety and to provide sustainable, equitable, and high-quality healthcare provision.
[bookmark: _3nu89q195hyi][bookmark: _Toc227263321]Main Body
[bookmark: _8pkipcfj6uli][bookmark: _Toc227263322]Overview of the Quality and Patient Safety Issue
The identified quality and patient safety problem of Component 1 is associated with decades-old systemic failures in NHS maternity care, which led to avoidable maternal and neonatal deaths. As the case brings out, these errors continued to persist between the 1970s and 2019, indicating that the organisation was riddled with dysfunction and not individual clinical mistakes. This aligns with the Ockenden (2022), which found several failures in governance, leadership, and clinical practice, including slow escalation and inadequate monitoring of fetal distress. More importantly, the amount of damage is significant. There is evidence that care failure has led to the deaths of more than 200 babies and several mothers, most of which could have been avoided. In a wider context, the maternal mortality in the UK has risen to 13.56 per 100,000 maternities, which is 8.79 in the past, reflecting a negative change in patient safety (Emjreviews, 2024). The case also shows that there were recurrent failures of clinical decision-making, ineffective communication and absence of patient-centred care, which led to repeated incidents without organisational learning. Critically, these failures have been witnessed even after many national policies and guidelines point to a major gap in implementation. Hence, the problem should be perceived as a systematic breakdown of the governance, culture, and clinical processes and not individual negligence.
[bookmark: _8a4vk2fklbjy][bookmark: _Toc227263323]Rationale for the Selection of Theoretical Frameworks
The quality problem introduced in the Component 1 is so complex that it requires the application of several theoretical frameworks to allow conducting a critical analysis of the problem. Fishbone Diagram (Ishikawa) is especially suited to determine the root causes in various areas, such as competency of the staff, communication breakdown, and organisational culture (Sakdiyah et al. 2022). This is aligned with the case, where ineffective communication, poor training and weak leadership have been cited as major factors that contributed to patient harm. The Donabedian Model is chosen because of its systematic way of measuring the quality of healthcare on the basis of the interaction between structure, process, and outcome (Robby et al. 2025). Structural weaknesses (poor staffing and governance failures in this case) had a direct impact on clinical processes, such as delayed escalation and poor monitoring, which eventually resulted in poor outcomes (maternal and neonatal mortality). The model is especially useful to show how the overall systemic gaps can be translated into quantifiable patient harm. SWOT analysis is also incorporated to give a strategic perspective, knowing the weaknesses within and the external forces that influence service delivery (Palazzo, 2024). Domestic evidence indicates that the maternity services still experience some systemic challenges, as about half of the units need to be improved (Sahoo et al. 2021). Importantly, none of the frameworks is sufficient to explain the intricacy of healthcare systems by itself. Hence, their joint use makes it possible to more fully comprehend the failures of the system and to elaborate evidence-based service enhancement strategies.
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Figure 1: Fishbone Model
(Source: Self-developed)
Figure 1 indicates the role of several interconnected factors that have led to the maternity care failures described in Component 1 as the system-wide failure, not just clinical mistakes. All the areas on the diagram correspond to the domains that are critical to patient safety. Contributions were the methods/process failure, like delay in escalation and poor fetal monitoring. Repeated failures to raise concerns and notice fetal distress, which in turn resulted in preventable deaths, are confirmed by the Ockenden (2022) evidence. Similarly, poor clinical decision-making and absence of compassionate care as human factors point to the absence of professional judgement and patient-centred practice, which were mentioned several times in Component 1. These were further worsened by workload pressures and understaffing of the environment. Evidence on a national level indicates that workforce shortages have a major influence on maternity safety and predisposition to making mistakes. Simultaneously, equipment/data-related malfunctions, including inefficient utilisation of monitoring systems and absence of audit tools, indicate that the organisation failed to detect patterns and learn from earlier incidents, which is heavily highlighted in the case. 
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Figure 2: Donabedian Model
(Source: Self-developed)
The Donabedian model offers a systematic approach to measure healthcare quality by connecting structure, process and outcomes, in which a better organisation structure is likely to improve care processes and then the patient outcome, in the end (Dziak, 2024). Using this on the maternity case in Component 1, the model can be effectively used to show a clear causal route of systemic failure. At the structural level, ineffective governance, inappropriate staffing, and poor training were weaknesses that led to a vulnerable care environment. Such shortcomings had a direct impact on the processes, such as the delays in escalation, inefficient fetal monitoring, and ineffective inter-professional communication. According to Donabedian (2005), processes can be seen as the actual provision of care and failure at this level can often be viewed as a sign of low quality. Here, there were several instances where there was a failure to adhere to clinical guidelines, which resulted in failure to intervene early. Such structural and process failures had dire consequences, such as avoidable maternal and neonatal morbidity and mortality, long-term trauma, and a loss of confidence in maternity services, which are mentioned explicitly in Component 1. Outcomes are regarded as the final measure of healthcare quality, the effectiveness of provided care.
However, more importantly, the model presumes a linear relationship between structure, process, and outcome, which is simplistic to the complexity of healthcare in the real world. Here, organisational culture and leadership deficiencies cross all three areas, which indicates that the enhancement of quality needs a more dynamic systems-based intervention than the traditional framework of the model.
[bookmark: _ce0qoj9knp49][bookmark: _Toc227263326]SWOT Analysis of the Organisation’s Quality and Safety Systems in Maternity Care
	Strengths
	Weaknesses
	Opportunities
	Threats

	• The NHS has safety protocols and maternity guidelines. • The accessibility of multifunctional teams and healthcare facilities
• Clinical data and monitoring systems are accessible.
	• Inadequate governance and leadership • Inadequate employee training and inadequate competency development
• Failure to assess foetal discomfort and delays in escalation
• Failure to draw lessons from recurring events
• Inadequate patient-centered treatment and poor communication
	• Putting national reviews—like the Ockenden recommendations—into practice. • Enhancing leadership development and workforce training • Enhancing mechanisms for reporting, auditing, and feedback
• Encouraging a culture of safety and openness 

	• Persistent avoidable deaths of mothers and newborns • A decline in public confidence in maternity services
• A rise in lawsuits and harm to one's reputation
• Staffing shortages and employee burnout


Table 1: SWOT analysis
(Source: Self-developed)
The SWOT analysis identifies a critical long-term imbalance of structural strengths and systemic weaknesses of maternity services. Although national guidelines were followed, Component 1 shows that bad leadership, lack of training, and lack of learning through repeated incidents are major factors that compromised the quality of care. It indicates an implementation gap; policy is present, but it is not operationalised, enabling limited impact of improvement opportunities and continuing to present risks to patient safety.
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[bookmark: _k80o414ukttn][bookmark: _Toc227263304][bookmark: _Toc227263328]The synthesis of results of Component 1 shows that the failures of maternity care were structural, but not individual, in nature. The discussion shows that the failure to provide strong governance, bad leadership, training, and effective communication contributed to the avoidable maternal and neonatal damage. The results of the Ockenden (2022) have shown that over 200 deaths have been caused by repeated failures, and there is an evident trend of learning and improvement opportunities being missed. One of the most critical insights is the primary role played by organisational culture, especially organisational culture of defensiveness, lack of accountability and failure to escalate issues. At the national level, evidence indicates that lack of adherence to clinical guidelines, ineffective teamwork, and not listening to patients were common factors in all cases. It implies that technical solutions that include enhancing monitoring systems are not enough unless the inherent cultural problems are resolved. In terms of service improvement, the results highlight the necessity of a systems-based methodology that incorporates structural change, process redesign, and cultural change. These involve enhancing leadership responsibility, enhancing personnel training, and incorporating ongoing learning systems. 
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[bookmark: _hcocboc1vmel][bookmark: _Toc227263330]Strengthening Clinical Governance and Leadership Accountability
The results of Component 1 also show weak leadership and a deficit of accountability as key contributors to recurrent failures in maternity care. Clinical governance strengthening needs to have well-defined accountability frameworks, frequent mortality audits and auditing by an independent body to provide oversight. The leadership should switch to a learning-based leadership style, encouraging transparency and decision-making in a timely manner. Reforms in governance must go beyond policy formulation and must provide effective implementation. Systemic failures, like delayed escalation and poor clinical judgement, will not disappear without resolving leadership behaviours and gaps in accountability, which sabotage the cause of patient safety and quality improvement. According to Osei et al. (2023) sustainable improvement should be achieved through a co-ordinated implementation strategy which incorporates governance, culture and process changes.
[bookmark: _ty56i8f6vkey][bookmark: _Toc227263331]Implementation of the PDSA Cycle for Improving Incident Reporting and Escalation
The PDSA cycle offers an iterative process to enhance the reporting systems of incidents, which, in this case, was ineffective (Reed and Card, 2016). Plan phase entails redesigning the escalation protocols, Do phase entails pilot test of the system, Study phase measures the results and Act phase involves perfecting the implementation. This is a direct response to the failures in the recognition and response to fetal distress. Importantly, PDSA promotes ongoing learning, and it was not the case in Component 1 because the repeated incidences were not analysed efficiently. However, its effectiveness lies in proper data gathering and employee involvement. PDSA can easily transform into a process instead of a motivator of significant change unless the organisation is committed to evaluation and adaptation.
[bookmark: _tdc103rovpqd][bookmark: _Toc227263332]Integration of PDCA Cycle for Continuous Quality Monitoring and Evaluation
The PDCA cycle would be integrated into regular quality monitoring to have the constant evaluation of care processes (ASQ, 2026). When applied to maternity services, the indicators that can be tracked by PDCA include escalation times, accuracy of monitoring fetuses, and clinical outcomes. The Check stage is very important, as it helps to identify and correct the deviations of the expected standards in a timely. Most importantly, Component 1 showed a lack of ability to analyse trends and learn based on past events, which is directly covered by PDCA. It, however, requires organisational willingness to act on findings to be effective. The lack of accountability and transparency might not result in sustainable improvements in PDCA.
[bookmark: _pxeqg6966fr7][bookmark: _Toc227263333]Application of Lean Methodology to Improve Communication and Care Processes
Maternity care pathways can be redesigned using lean methodology by emphasising value-added activities and removing inefficiencies that slow down care. Fragmented communication and slow escalation in Component 1 denote the wasting of processes, especially when it comes to the transfer of information between professionals. Value stream mapping and other lean tools can be used to identify bottlenecks in clinical processes, which will provide timely response to fetal distress (Marin-Garcia et al. 2021). Lean shifts do not emphasis on the completion of tasks, but patient-centred value; yet its success is based on the involvement of staff and commitment of leaders. The Lean interventions will not work without tackling the deep-seated behavioural obstacles, including hierarchical communication and unwillingness to dispute decisions.
[bookmark: _119gz3z26k3y][bookmark: _Toc227263334]Use of Six Sigma to Reduce Clinical Errors and Variability in Maternity Care
Six Sigma provides an organised, factual approach to reduce variability in clinical practices, which was a significant problem in Component 1. A lack of standardisation is demonstrated by inconsistent fetal distress monitoring and differences in clinical judgement. The use of the DMAIC framework will help healthcare organisations detect the processes that are prone to errors and apply evidence-based protocols (Ponsiglione et al. 2021). Most importantly, Six Sigma focuses on accuracy and quantifiable results, which have the potential of enhancing accountability. However, its dependence on quantitative data can be qualitative, like patient experience and communication breakdowns. Thus, effective in preventing technical errors, Six Sigma should be combined with more human-focused methods to cover systemic quality problems completely.
[bookmark: _ti2do2m5t84e][bookmark: _Toc227263335]Developing a Positive Safety Culture and Effective Whistleblowing Systems
The scenario in Component 1 exposes a very strong culture of defensiveness and a lack of escalating issues that need to be changed to a culture of cultural transformation. To foster a positive safety culture, it is necessary to focus on the fact that it is important to focus on developing a positive culture and move away from blame to learning, whereby errors are seen as a chance to enhance the situation instead of blaming the person. Whistleblowing systems should be effective, which means they should be psychologically safe so that the staff can expresses his or her concerns without fear of consequences (Muharom et al. 2025). The most important thing is that culture change can not be facilitated by policy only, but visible leadership commitment and consistent reinforcement are necessary. Unless the issue of cultural barriers is tackled, the gains made in processes and systems are not likely to be maintained, as employees might still withhold important information.
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This report has critically analysed the systemic failures in the provision of maternity services which is based on the evidence provided in Component 1. The analysis has clearly shown that the quality problem did not arise out of isolated clinical errors but was the outcome of the long-standing organisational deficiencies, such as weak leadership, ineffective governance, insufficient staff training, and communication and escalation failures. All these shortcomings led to avoidable maternal and neonatal injuries in many decades, and this demonstrates a major failure of quality assurance mechanisms. Theoretical frameworks used, such as Fishbone Diagram, Donabedian Model and SWOT analysis, allowed a comprehensive grasp of the underlying causes and more systemic implications. The Fishbone model suggested a variety of contributing factors of human, process, and organisational spheres, whereas the Donabedian framework showed how structural deficiencies were translated into process failures and negative outcomes. The imbalance between the available structural strengths and the challenges and weaknesses was also emphasised, especially the inability to learn through repetitive occurrences, in the SWOT analysis. Importantly, all frameworks identified organisational culture as the key underlying factor affecting patient safety outcomes, which was characterised by a lack of accountability, defensiveness, and poor patient-centred care. The suggested recommendations, backed by quality improvement methodologies like PDSA, PDCA, Lean, and Six Sigma, offer a methodical and evidence-based solution to these failures. 
However, the analysis points out that improvement is not enough in terms of technical and procedural aspects. Improving sustainably on the services delivered needs a paradigm change in the organisational culture, a stronger governance, ongoing workforce development, and proper enforcement of policies. To sum up, it can be stated that to enhance the quality of maternity care, a holistic, system-based approach in which structural reform, process improvement, and cultural transformation are combined is necessary. With such interrelated considerations, healthcare organisations can minimise preventable injury, promote patient safety, and rebuild public trust, which will guarantee the delivery of safe, effective, and compassionate maternity care.
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