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 Introduction

Quality improvement is a fundamental principle of health and social care, aiming to ensure that services are safe, effective, patient-centred, timely, efficient and equitable. Within the National Health Service (NHS), maintaining high-quality maternity care is essential because poor care can have lifelong consequences for mothers, babies and their families. Despite national policies designed to improve patient safety, several high-profile investigations have identified serious failures in maternity services across England. One of the most significant of these was the Final Ockenden Report (2022), which examined maternity services at Shrewsbury and Telford Hospital NHS Trust following concerns raised by bereaved families regarding avoidable maternal and neonatal deaths.

The independent review, led by Donna Ockenden, investigated almost 1,500 family cases occurring between 2000 and 2019. The report concluded that repeated failures in leadership, clinical practice, governance, communication and organisational learning contributed to avoidable harm to women and babies. It identified widespread failures to investigate incidents properly, learn from previous mistakes, follow national clinical guidelines and listen to the concerns of women and their families. These failings created a culture in which opportunities to improve patient safety were repeatedly missed, resulting in preventable maternal deaths, stillbirths, neonatal deaths and long-term injuries. The report also highlighted that these problems were not isolated to one organisation but reflected wider challenges within NHS maternity services across England. (GOV.UK)

The Ockenden Report has become one of the most influential investigations into quality and patient safety within the NHS. Its findings reinforced the importance of effective leadership, multidisciplinary teamwork, transparent governance, continuous professional development and a culture that encourages staff to report concerns without fear of blame. Furthermore, the report emphasised that compassionate, woman-centred care and effective communication are essential components of safe maternity services. The recommendations contained within the report have informed national policy and quality improvement initiatives designed to strengthen maternity care and reduce preventable harm across England. (GOV.UK)

This report focuses on the quality concerns identified in the Final Ockenden Report (2022) and critically analyses the underlying causes of these failures using recognised quality improvement frameworks. Root cause analysis will be undertaken using the Fishbone (Ishikawa) Diagram and the Five Whys technique to identify organisational, human and system-related factors that contributed to poor-quality care. The Donabedian Model will be applied to evaluate how deficiencies in organisational structure, clinical processes and patient outcomes affected service quality. In addition, a SWOT analysis will be used to assess the organisation’s internal strengths and weaknesses alongside external opportunities and threats that may influence service improvement.

Based on this critical analysis, the report will present evidence-based recommendations supported by recognised quality improvement methodologies, including the Plan–Do–Study–Act (PDSA) cycle, Plan–Do–Check–Act (PDCA), Lean principles and Six Sigma. These approaches will demonstrate how sustainable improvements can be implemented to strengthen patient safety, improve clinical governance, enhance staff engagement and rebuild public confidence in maternity services. Overall, the report aims to demonstrate how quality improvement frameworks can be used to address systemic failures and promote safe, effective and compassionate maternity care across the NHS.

Main Body: Root Cause Analysis

The Final Ockenden Report (2022) identified serious and long-standing failures in maternity services at Shrewsbury and Telford Hospital NHS Trust. These failures resulted in avoidable maternal deaths, stillbirths, neonatal deaths and lifelong injuries to mothers and babies. Rather than being caused by a single mistake, the report demonstrated that the quality concerns developed from multiple organisational and systemic failures over many years. Root cause analysis is therefore essential to understand why these failures occurred and how similar incidents can be prevented in the future (Ockenden, 2022).

One of the most widely used quality improvement tools in healthcare is the Fishbone (Ishikawa) Diagram, which identifies the underlying causes of a problem by grouping them into key categories. Applying this model to the Ockenden Report highlights several interconnected factors contributing to poor-quality maternity care.

The first category is leadership and management. The report found ineffective leadership, weak clinical governance and a failure to create a culture of openness and accountability. Senior leaders did not respond appropriately to repeated safety concerns raised by families and staff, allowing unsafe practices to continue for many years (Ockenden, 2022). Research demonstrates that effective leadership is strongly associated with improved patient safety, staff engagement and organisational performance (West et al., 2022).

A second contributing factor was staffing and workforce pressures. The Trust experienced shortages of experienced midwives and obstetricians, high workloads and insufficient opportunities for professional development. These pressures affected staff wellbeing and reduced the quality of clinical decision-making. NHS England (2023) highlights that adequate staffing levels and workforce planning are essential to delivering safe maternity services and reducing avoidable harm.

A further cause related to clinical practice and training. The Ockenden Report identified repeated failures to recognise clinical deterioration, delayed escalation of emergencies and poor adherence to national maternity guidelines. Inadequate multidisciplinary training reduced staff competence in managing complex obstetric emergencies, increasing the likelihood of adverse outcomes. Recent evidence suggests that regular simulation training and continuous professional education improve clinical performance and patient safety within maternity services (Royal College of Obstetricians and Gynaecologists, 2022).

Communication represented another major root cause. Poor communication between midwives, obstetricians, neonatal teams and women contributed to delayed treatment and inappropriate clinical decisions. Families reported that their concerns were frequently ignored, while poor documentation limited continuity of care. Effective communication is recognised as a key component of patient-centred care and is associated with improved clinical outcomes and patient satisfaction (NHS England, 2023).

The final category concerns organisational culture. The Ockenden Report described a culture characterised by defensiveness, blame and resistance to learning. Serious incidents were not consistently investigated, recommendations were not implemented effectively and opportunities for organisational learning were repeatedly missed. A positive safety culture encourages openness, transparency and continuous quality improvement, enabling healthcare organisations to identify risks before patient harm occurs (Health Services Safety Investigations Body, 2023).

In addition to the Fishbone Diagram, the Five Whys technique can be used to explore the deeper causes of the quality failures. The initial problem identified is the occurrence of avoidable maternal and neonatal harm.

Why did avoidable harm occur? Because clinical care was often delayed, inconsistent and failed to follow evidence-based guidance.

Why was clinical care inconsistent? Because staff did not always receive appropriate training, communication between multidisciplinary teams was ineffective and clinical governance systems were weak.

Why were governance systems weak? Because leadership failed to monitor performance effectively, investigate incidents thoroughly or implement recommendations from previous investigations.

Why did leadership fail to respond effectively? Because organisational culture discouraged openness, learning and accountability, while patient safety was not consistently prioritised.

Why did this culture develop? Because there were inadequate oversight, poor organisational learning, and insufficient national monitoring of maternity service performance over many years.

The Five Whys analysis demonstrates that the immediate clinical failures identified by the Ockenden Report were symptoms of much deeper organisational problems. Rather than focusing solely on individual staff performance, sustainable quality improvement requires changes to leadership, governance, workforce development and organisational culture. This systems-based approach is consistent with contemporary patient safety theory, which recognises that adverse events usually result from multiple interacting factors rather than isolated human error (World Health Organization, 2021).

Overall, both the Fishbone Diagram and the Five Whys technique demonstrate that the failures described in the Final Ockenden Report resulted from complex organisational weaknesses rather than isolated clinical mistakes. Understanding these root causes provides the foundation for developing evidence-based recommendations and implementing sustainable quality improvement strategies to improve maternity safety across the NHS.

Main Body: Evaluation of Quality Improvement Frameworks

To understand the quality failures identified in the Final Ockenden Report (2022), it is important to evaluate them using recognised quality improvement frameworks. The Donabedian Model and SWOT analysis provide structured approaches for assessing healthcare quality, identifying weaknesses and informing service improvement. These frameworks support organisations in developing evidence-based strategies to improve patient safety and the overall quality of care.

The Donabedian Model

The Donabedian Model is one of the most influential frameworks for evaluating healthcare quality. Developed by Avedis Donabedian, the model assesses quality through three interconnected components: structure, process and outcomes. The model suggests that well-designed healthcare structures support effective clinical processes, leading to improved patient outcomes (Donabedian, 1988).

Structure

Structure refers to the environment in which healthcare is delivered, including staffing levels, leadership, organisational policies, equipment, facilities and governance systems. The Ockenden Report (2022) identified significant structural weaknesses within Shrewsbury and Telford Hospital NHS Trust. These included inadequate leadership, insufficient numbers of experienced maternity staff, poor workforce planning and ineffective clinical governance.

The report also highlighted weaknesses in staff education and continuing professional development. Many healthcare professionals had limited opportunities to update their clinical knowledge or participate in multidisciplinary training. NHS England (2023) emphasises that maintaining an appropriately trained workforce is essential for improving maternity safety and reducing preventable harm. Without strong organisational structures, healthcare professionals may struggle to deliver safe and effective care.

Process

Process refers to the way healthcare is delivered, including communication, clinical decision-making, adherence to evidence-based guidelines and patient involvement. The Ockenden Report identified multiple failures in clinical processes. Women frequently experienced delays in diagnosis and treatment, poor communication between healthcare professionals and inconsistent compliance with national maternity guidelines.

The report also found that women’s concerns were often ignored, reducing opportunities for early intervention when complications developed. Effective communication and multidisciplinary collaboration are essential for preventing clinical errors and improving patient safety. Recent research demonstrates that organisations with strong communication systems experience fewer adverse events and achieve better patient outcomes (World Health Organization, 2021).

In addition, incident reporting and organisational learning processes were inadequate. Serious incidents were not consistently investigated, and recommendations from previous reviews were not implemented effectively. As a result, similar failures continued to occur over many years.

Outcomes

Outcomes represent the effects of healthcare on patients and organisations. The consequences identified in the Ockenden Report were severe, including avoidable maternal deaths, stillbirths, neonatal deaths, birth injuries and significant psychological trauma experienced by families.

Beyond individual patient harm, these failures reduced public confidence in NHS maternity services and damaged staff morale. Financial costs also increased through litigation, investigations and the implementation of national improvement programmes. According to NHS Resolution (2024), maternity claims remain among the highest-value clinical negligence claims within the NHS, highlighting the importance of improving patient safety through effective quality management.

The Donabedian Model demonstrates that weaknesses in organisational structure directly influenced clinical processes, ultimately leading to poor patient outcomes. This reinforces the importance of strengthening leadership, governance and workforce development to achieve sustainable improvements in maternity care.

SWOT Analysis

SWOT analysis evaluates an organisation’s Strengths, Weaknesses, Opportunities and Threats and supports strategic planning for quality improvement.

Strengths

Despite the serious failures identified, the NHS has introduced several national maternity safety initiatives following the publication of the Ockenden Report. These include strengthened clinical guidance, improved maternity safety programmes, enhanced leadership development and increased investment in workforce training. These initiatives provide a strong foundation for future service improvement (NHS England, 2023).

Weaknesses

The principal weaknesses identified include ineffective leadership, staff shortages, poor communication, inadequate governance, insufficient clinical training and limited organisational learning. These weaknesses contributed directly to unsafe maternity care and prevented the Trust from responding effectively to patient safety concerns.

Opportunities

There are significant opportunities to improve maternity services through investment in staff recruitment, digital health technologies, electronic patient records, multidisciplinary simulation training and stronger patient engagement. Learning from other high-performing NHS organisations and implementing national maternity safety standards can further strengthen quality improvement. Research indicates that continuous quality improvement programmes improve clinical outcomes and promote a positive patient safety culture (Health Services Safety Investigations Body, 2023).

Threats

Several external threats may affect implementation. Ongoing workforce shortages, increasing birth complexity, financial pressures, rising service demand and staff burnout continue to challenge NHS maternity services. Failure to address these challenges may reduce the effectiveness of future quality improvement initiatives and increase the risk of further patient harm.

Overall, the SWOT analysis demonstrates that although significant weaknesses remain, substantial opportunities exist to improve maternity care through effective leadership, workforce investment, stronger governance and evidence-based quality improvement strategies. When considered alongside the Donabedian Model, these frameworks provide a comprehensive understanding of the factors influencing service quality and support the development of practical recommendations for sustainable improvement

Recommendations

The findings of the Final Ockenden Report (2022) demonstrate that the quality failures within Shrewsbury and Telford Hospital NHS Trust resulted from weaknesses in leadership, governance, workforce planning, communication and organisational culture. Addressing these root causes requires a comprehensive and sustainable quality improvement strategy. The following recommendations are informed by the analysis presented in this report and supported by recognised quality improvement methodologies, including the Plan–Do–Study–Act (PDSA) cycle, Plan–Do–Check–Act (PDCA), Lean principles and Six Sigma.

Strengthening Leadership and Clinical Governance

The first recommendation is to strengthen leadership and clinical governance across maternity services. Healthcare leaders should promote a culture of openness, accountability and continuous learning where staff feel confident to report concerns without fear of blame. Leadership development programmes should be mandatory for senior managers and clinical leaders to improve decision-making, risk management and patient safety.

Clinical governance systems should include regular audits, mortality reviews, incident reporting and continuous monitoring of maternity outcomes. Lessons learned from investigations should be shared across multidisciplinary teams to prevent similar incidents from occurring. Research has shown that effective leadership is associated with improved patient safety, higher staff engagement and better organisational performance (West et al., 2022).

Improving Workforce Planning and Staff Development

The second recommendation is to improve workforce planning by ensuring adequate numbers of appropriately trained midwives, obstetricians and neonatal staff. Staff shortages identified in the Ockenden Report contributed significantly to delays in care and increased pressure on healthcare professionals.

NHS organisations should invest in recruitment, retention and continuous professional development. Regular mandatory education programmes should include emergency obstetric simulation training, fetal monitoring, communication skills and multidisciplinary teamwork. Continuous learning ensures that healthcare professionals maintain the knowledge and skills required to deliver safe, evidence-based maternity care (Royal College of Obstetricians and Gynaecologists, 2022).

Staff wellbeing should also become a strategic priority. Providing psychological support, mentoring programmes and flexible working opportunities may reduce burnout, improve staff retention and enhance the quality of patient care.

Enhancing Communication and Patient-Centred Care

The Ockenden Report highlighted repeated failures to listen to women and involve them in decisions regarding their care. Therefore, healthcare organisations should strengthen communication between healthcare professionals and patients by promoting shared decision-making and person-centred care.

Standardised communication tools, such as SBAR (Situation, Background, Assessment and Recommendation), should be used consistently during clinical handovers to reduce communication errors. Women and their families should receive clear information regarding treatment options, potential risks and available support throughout pregnancy and childbirth.

Healthcare organisations should also establish patient feedback systems that enable women to report concerns safely and contribute to service improvement. Patient experiences should be incorporated into quality improvement initiatives to ensure that services meet the needs of women and families.

Implementing the PDSA Cycle

The Plan–Do–Study–Act (PDSA) cycle provides a structured approach for implementing and evaluating service improvements.

Plan: Healthcare organisations should identify priority areas for improvement, such as reducing delays in recognising obstetric emergencies. Clear objectives, performance indicators and responsibilities should be agreed.

Do: New interventions, including multidisciplinary simulation training, improved communication tools and revised clinical guidelines, should be introduced initially on a small scale.

Study: Data should be collected to evaluate whether the interventions improve patient safety. Key performance indicators may include reductions in adverse incidents, improved compliance with national guidelines and increased patient satisfaction.

Act: Successful interventions should be implemented across the organisation, while ineffective strategies should be modified and tested again. Continuous evaluation ensures that improvements remain effective over time.

Applying the PDCA Cycle

The Plan–Do–Check–Act (PDCA) model complements PDSA by promoting continuous monitoring and quality assurance.

Healthcare organisations should establish regular quality reviews to assess compliance with clinical standards. Audit findings should be discussed during multidisciplinary meetings, and corrective actions implemented promptly where deficiencies are identified. Continuous monitoring supports accountability and encourages sustained improvement.

Using Lean Principles

Lean methodology focuses on reducing waste and improving efficiency without compromising quality. Within maternity services, Lean principles can improve patient flow, reduce unnecessary delays and optimise the use of available resources.

For example, reviewing referral pathways, simplifying documentation and improving coordination between maternity departments may reduce delays in diagnosis and treatment. Lean also encourages staff participation in identifying inefficient processes and developing practical solutions that improve patient care.

Applying Six Sigma

Six Sigma aims to reduce variation and minimise clinical errors through data-driven decision-making. Healthcare organisations should monitor maternity outcomes using measurable performance indicators such as rates of stillbirth, maternal morbidity, emergency caesarean section and patient satisfaction.

Regular analysis of performance data enables organisations to identify trends, evaluate interventions and implement targeted improvements before patient safety is compromised. Six Sigma therefore supports evidence-based decision-making and continuous quality improvement.

Monitoring and Sustaining Improvement

Long-term success depends on effective monitoring and evaluation. NHS organisations should establish measurable quality indicators, undertake regular external inspections and publish transparent performance reports. Staff should receive regular feedback regarding service performance and participate actively in improvement initiatives.

Partnership working between NHS England, the Care Quality Commission, professional regulators and maternity service users is essential to ensure accountability and maintain public confidence. Continuous learning, strong leadership and evidence-based practice will help create a culture where patient safety remains the highest priority.

Overall, implementing these recommendations through recognised quality improvement methodologies will address the systemic failures identified in the Final Ockenden Report. By strengthening leadership, improving governance, investing in workforce development and embedding a culture of continuous improvement, NHS maternity services can reduce preventable harm and deliver safer, higher-quality, woman-centred care.


 Conclusion

This report has critically examined the quality concerns identified in the Final Ockenden Report (2022) and demonstrated how failures in leadership, governance, workforce planning, communication and organisational culture contributed to serious deficiencies in maternity care at Shrewsbury and Telford Hospital NHS Trust. The findings highlight that these failures were not the result of isolated clinical errors but reflected wider systemic weaknesses that developed over many years. Consequently, improving patient safety requires a whole-system approach that addresses organisational structures, clinical processes and healthcare outcomes.

The application of the Fishbone Diagram and the Five Whys technique enabled a detailed exploration of the root causes of the quality concerns, demonstrating how ineffective leadership, poor communication, inadequate staffing and insufficient organisational learning combined to create unsafe maternity services. The Donabedian Model further illustrated the relationship between healthcare structures, clinical processes and patient outcomes, while the SWOT analysis identified both internal weaknesses and external opportunities that can support sustainable service improvement.

Based on these findings, the report proposed a range of evidence-based recommendations, including strengthening clinical leadership, improving governance, investing in workforce development, enhancing multidisciplinary communication and promoting a culture of openness and continuous learning. Quality improvement methodologies such as the Plan–Do–Study–Act (PDSA) cycle, Plan–Do–Check–Act (PDCA), Lean and Six Sigma provide practical frameworks for implementing, monitoring and sustaining these improvements. These approaches support continuous evaluation, reduce clinical variation and encourage the use of evidence-based practice to improve patient safety.

In conclusion, the lessons learned from the Final Ockenden Report extend beyond a single NHS Trust and have significant implications for maternity services throughout England. Healthcare organisations must prioritise patient-centred care, transparency, accountability and continuous quality improvement to prevent avoidable harm and restore public confidence in maternity services. By implementing the recommendations outlined in this report and maintaining a strong commitment to organisational learning, NHS maternity services can deliver safer, more effective and compassionate care for women, babies and their families.



Reference  

Agency for Healthcare Research and Quality (AHRQ) (2023) Plan-Do-Study-Act (PDSA) Directions and Examples. Available at: https://www.ahrq.gov/health-literacy/improve/precautions/tool2b.html (Accessed: 19/07/2026).
Braithwaite, J. (2022) Changing How We Think About Healthcare Improvement. London: CRC Press. Available at: https://www.routledge.com/Changing-How-We-Think-About-Healthcare-Improvement/Braithwaite/p/book/9781032173964 (Accessed: 28/07/2026).
British Journal of Midwifery (2022) ‘The Ockenden report: what are the next steps?’, British Journal of Midwifery, 30(5), pp. 246–247. Available at: https://www.britishjournalofmidwifery.com (Accessed: 20/07/2026).
British Medical Journal (2022) ‘Ockenden report exposes failures in leadership, teamwork, and listening to patients’, BMJ, 376, o860. Available at: https://www.bmj.com/content/376/bmj.o860 (Accessed: 20/07/2026).
Care Quality Commission (2022) The State of Health Care and Adult Social Care in England 2021/22. London: CQC. Available at: https://www.cqc.org.uk/publications/major-report/state-care (Accessed: 15/07/2026).
Care Quality Commission (2023) The State of Health Care and Adult Social Care in England 2022/23. London: CQC. Available at: https://www.cqc.org.uk/publications/major-report/state-care (Accessed: 11/07/2026).
Department of Health and Social Care (2022) Health and Care Act 2022. Available at: https://www.legislation.gov.uk/ukpga/2022/31/contents (Accessed: 15/07/2026).
Department of Health and Social Care (2023) Women’s Health Strategy for England. Available at: https://www.gov.uk/government/publications/womens-health-strategy-for-england (Accessed: 15/07/2026).
Dixon-Woods, M. (2022) ‘How to improve healthcare improvement’, BMJ, 376, e067167. Available at: https://www.bmj.com/content/376/bmj-2021-067167 (Accessed: 28/07/2026).
Donabedian, A. (1988) ‘The quality of care: How can it be assessed?’, Journal of the American Medical Association, 260(12), pp. 1743–1748. Available at: https://jamanetwork.com/journals/jama/article-abstract/374139 (Accessed: 18/07/2026).
Health Services Safety Investigations Body (HSSIB) (2023) Investigation Report: Assessment of Risk During the Maternity Pathway. Available at: https://www.hssib.org.uk/patient-safety-investigations/assessment-of-risk-during-the-maternity-pathway (Accessed: 18/07/2026).
Institute for Healthcare Improvement (2021) Science of Improvement: How to Improve. Available at: https://www.ihi.org/resources/Pages/HowtoImprove/default.aspx (Accessed: 21/07/2026).
Institute for Healthcare Improvement (2023) Quality Improvement Essentials Toolkit. Available at: https://www.ihi.org/resources/Pages/Tools/Quality-Improvement-Essentials-Toolkit.aspx (Accessed: 11/07/2026).
Institute of Medicine (2019) Crossing the Quality Chasm: A New Health System for the 21st Century. Washington, DC: National Academies Press. Available at: https://nap.nationalacademies.org/catalog/10027/crossing-the-quality-chasm-a-new-health-system-for-the-21st-century (Accessed: 20/07/2026).
National Institute for Health and Care Excellence (2021) Antenatal Care (NG201). Available at: https://www.nice.org.uk/guidance/ng201 (Accessed: 20/07/2026).
National Institute for Health and Care Excellence (2023) Intrapartum Care (NG235). Available at: https://www.nice.org.uk/guidance/ng235 (Accessed: 18/07/2026).
NHS England (2022) Three-Year Delivery Plan for Maternity and Neonatal Services. Available at: https://www.england.nhs.uk/publication/three-year-delivery-plan-for-maternity-and-neonatal-services (Accessed: 18/07/2026).
NHS England (2023a) Delivery Plan for Recovering Access to Primary Care. Available at: https://www.england.nhs.uk/publication/delivery-plan-for-recovering-access-to-primary-care (Accessed: 20/07/2026).
NHS England (2023b) NHS Patient Safety Strategy: Update. Available at: https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy (Accessed: 20/07/2026).
NHS England (2024) Maternity and Neonatal Programme. Available at: https://www.england.nhs.uk/mat-transformation (Accessed: 28/07/2026).
NHS Resolution (2024) Annual Report and Accounts 2023/24. Available at: https://resolution.nhs.uk/resources/annual-report-and-accounts-2023-24 (Accessed: 28/07/2026).
Ockenden, D. (2022) Final Report of the Independent Review of Maternity Services at The Shrewsbury and Telford Hospital NHS Trust. London: The Stationery Office. Available at: https://www.gov.uk/government/publications/final-report-of-the-ockenden-review (Accessed: 15/07/2026).
Reason, J. (2021) Managing the Risks of Organisational Accidents. London: Routledge. Available at: https://www.routledge.com/Managing-the-Risks-of-Organizational-Accidents/Reason/p/book/9781138439506 (Accessed: 28/07/2026).
Royal College of Midwives (2022) The State of Maternity Services in England. Available at: https://www.rcm.org.uk/media (Accessed: 18/07/2026).
Royal College of Obstetricians and Gynaecologists (2022) Workforce Report 2022. Available at: https://www.rcog.org.uk/about-us/campaigning-and-opinions/workforce (Accessed: 18/07/2026).
Royal College of Obstetricians and Gynaecologists (2023) Improving Patient Safety in Maternity Care. Available at: https://www.rcog.org.uk (Accessed: 20/07/2026).
The King’s Fund (2022) Leadership and Culture for Quality Improvement. Available at: https://www.kingsfund.org.uk (Accessed: 18/07/2026).
The King’s Fund (2023) Improving NHS Care Through Leadership. Available at: https://www.kingsfund.org.uk (Accessed: 20/07/2026).
Vincent, C. and Amalberti, R. (2021) Safer Healthcare: Strategies for the Real World. Cham: Springer. Available at: https://link.springer.com/book/10.1007/978-3-030-59403-9 (Accessed: 28/07/2026).
West, M., Bailey, S. and Williams, E. (2022) The Courage of Compassion: Supporting Nurses and Midwives to Deliver High-Quality Care. London: The King’s Fund. Available at: https://www.kingsfund.org.uk/publications/courage-compassion (Accessed: 20/07/2026).
World Health Organization (2021) Global Patient Safety Action Plan 2021–2030. Available at: https://www.who.int/publications/i/item/9789240032705 (Accessed: 11/07/2026).
World Health Organization (2023) Quality of Care. Available at: https://www.who.int/health-topics/quality-of-care (Accessed: 28/07/2026).

