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[bookmark: _Toc215055012]1.1. Case Study Evaluation
The safety of maternity is a high-priority issue in the United Kingdom amid the ongoing apprehension concerning the disparity in quality, preventable harm, and systematic failure in risk management (Mason et al., 2025). In the last ten years, the Ockenden Review, the Morecambe Bay Investigation and the Shrewsbury and Telford maternity review have all pointed to similar patterns of communication failures, inaccurate clinical assessment, delays in decision-making and flaws in organizational safety cultures. However, despite the focus of the national policies on the issue of maternity outcomes, these questions meant that the learning process was slow, and the implementation was inconsistent in most NHS trusts. It is against this broader context that the case of Emmie Studencki and the demise of her infant, Quinn Parker, offers a compelling insight on how documentation, escalation, and clinical oversight failures can intersect with one another to cause preventable and life-changing damage.
Emmie had recorded numerous hospital visits (with heavy antenatal bleeding) in July 2021. The paramedics calculated that she lost about 1.2 litres of blood in the transfer, though, on her hospital records, only 200ml was documented. Such a high variance was neither fixed nor increased and made to appear that everything was stable clinically. Underestimation of blood loss was one of the direct causes of delayed decision making and although the baby was later delivered through emergency caesarean section, he experienced severe lack of oxygen and met his death two days later. An inquest later revealed that an early identification of risk and early delivery could have enhanced survival. Later, Nottingham University Hospitals NHS Trust was fined PS1.6 million on the grounds of a serious and systematic failure and this event highlighted the fact that this case was related to a larger scale organizational failure as opposed to individual mistakes.
This case is directly associated with the national maternity safety issues and how the breakdowns in documentation, communication, and escalation of risks and governance work together in a complex healthcare environment. The problems found in this case are not isolated though reflect on national concerns of disjointed learning, inconsistent policy enforcement, and poor supervision observed in frequent NHS enquiries. This brings out the dire necessity of systematic service improvement strategies that could diagnose underlying causes, reinforce organizational procedures and convert evidence-based suggestions into long term frontline practice.
[bookmark: _Toc215055013]1.2. Purpose of the Study
It is in this light that this report seeks to critically examine the quality and safety concerns that can be identified in the Studencki case based on the recognized models of quality and safety including the Donabedian Model, the Fishbone Diagram, the 5 Whys, and the SWOT Analysis. These paradigms ensure that there is a systematic explanation of the role of structural factors, the flawed processes and gaps in the safety culture to provide the poor outcome. A set of actionable recommendations, backed by a PDSA-based improvement plan will also be presented in the report to resolve the underlying issues and increases safer maternity care. In this manner, the report aims to correspond the theory, policy, and practice to suggest effective and viable service improvement.
[bookmark: _Toc215055014]2. Analysis 
[bookmark: _Toc215055015]2.1. Donabedian Model: Understanding How Structure and Processes Shaped the Outcome
The Donabedian Model offers a methodical perspective of how the structural circumstances of the Nottingham University Hospitals NHS Trust developed the fertile grounds that allowed the failures that were evident in the Studencki case (Ness, 2024). Structurally, there were several stressors in place: shortages of workforce, excessive caseload, and lack of supervision of junior personnel, which were also articulated in the studies of national maternity. Systemic shortfalls spilled over to governance, where recurring warning signals at the national level e.g. by the Ockenden Report as also the HSIB reports had failed to be met by sound local safety system (Crompton et al., 2025). Documenting blood loss policies, documenting escalation limits and multidisciplinary review were on paper though the trust had trouble making them a universally practiced aspect. This structural-operational gap was the setting on which misjudgments might take place.
These infirmities affected major maternity processes directly. Here, misreporting blood loss (reporting 200 ml when it should have been 1.2 liters) was an indication of failures in the basic clinical procedures of documentation, communication, and maternal deterioration assessment. The correct quantification of blood loss is a core part of obstetric safety and the inability to rectify the deviation shows weaknesses in reliability and accountability in the daily activities (Huang, Huang and Huang, 2025). Ineffective documentation in turn watered down the process of clinical decision-making by minimizing the risk factor, which resulted in a delay in obstetric escalation and delay in resorting to an emergency caesarean section (Quattri, 2025). Moreover, multidisciplinary communication between the midwives and the obstetricians, paramedics and the maternity staff, were not effective(Withanarachchie et al., 2025). The absence of questioning the erroneous blood-loss recording indicates a culture in which issues were not raised easily, which is also reflected in national reviews that found resistance to escalate, hierarchical obstacles and normalization of risk.
The results of this were disastrous. Baby Quinn experienced hypoxia, multi-organ failure and later death -a consequence that the coroner considered to have been preventable. The trust suffered reputational loss, regulation fines, and economic fines (Vasa, 2025). Outcome deficits were process failures, which in the terminology of Donabedian terms, were deeply ingrained in flawed structures. This model thus offers a background explanation: it was not a single error that created harm but rather the interplay of system weaknesses, which influenced everyday practice.
[bookmark: _Toc215055016]2.2. Root Cause Analysis: Fishbone and 5 Whys
In order to explore the underlying causes of these failures, a Fishbone (Ishikawa) analysis is useful in classifying systemic problems in terms of people, processes, policies, equipment, environment and culture.
The lack of experience, proper supervision and roles of leadership under the people category also led to inconsistent decision-making. There was a possibility that staff were not confident in measuring and reporting bleeding and particularly at busy times. Process dimension demonstrates the lack of reliable documentation practices and internalizing cross-check practices. There was no challenge or reconciliation of blood loss estimation with paramedic assessment. Maternity escalation protocols and national recommendations in policy existed but had not been well integrated, as manifested in poor dissemination and training (Dhillon, 2025). The setting even contributed to the fatigue in decision-making due to workload pressures, understaffing, and time constraints. Lastly, a significant role was played by culture: the lack of psychological safety, hierarchical patterns of communication, and the culture normalizing protocol breaches sometimes.
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Figure 1: Fishbone Diagram
(Source: Self-created)
The 5 Whys method will assist in tracing one of the key issues, which is incorrect documentation of blood-loss, to the foundations of the system:
	What caused the recorded wrong blood loss?

	Employees were using a rough estimate of the eye instead of a            tested assessment.


	What was the reason not to use validated measurement?

	Stress on work and absence of regularity in using calibrated instruments.


	Why did not calibrated tools always take place?

	The discrepancies in the training and poor understanding of the obligatory quantification.


	What was the cause of unclear expectations?

	There were policies that were not well entrenched and supported by frequent audit or supervision.


	What was the problem with policy reinforcement?
	There was inadequate leadership control and governance procedures that would facilitate compliance.



In this investigation, it is clear that the underlying factors were not negligence by individuals but rather problems with the systems: improper training, poor policy execution, inconsistency in monitoring and lack of leadership responsibility. The RCA thus supports the Donabedian results and points where improvement needs to be made.
[bookmark: _Toc215055017]2.3. SWOT Analysis: Organizational Context for Improvement
The SWOT analysis will offer a strategic view of how the maternity set-up can be improved in a realistic way.
	Strengths 
	Weaknesses 
	Opportunities
	Threats

	The trust enjoys national maternity improvement programs, well-defined policies already in force and dedicated clinical workforce (Diango, 2025).
	Nevertheless, it has several significant flaws: the disunity of the communication system, the lack of early warning signal capture, the inconsistency of personnel competencies, and the organizational culture according to which employees might be reluctant to confront their peers. 
	Meanwhile, trust has great opportunities. Nationwide programs such as the Maternity and Neonatal Safety Improvement Program (MatNeoSIP), keep focused on the documentation reliability, escalation, as well as training in human factors (Hale, 2025).
	The threats are the continuous shortage of workforce, the rising number of services demands, and the increased regulation that can cause defensive organizational behaviors.

	The fact that maternity issues are highly visible on a nation-wide level in NHS England provides a favorable environment to change (Gebremeskel et al., 2025).
	Poor compliance with policies and lack of proper enforcement on documentation practices are some of the common issues (Hellowell et al., 2025).
	The trust is able to incorporate digital devices to measure blood loss and organize handover communication (e.g., SBAR).
	The fact that public scrutiny can cause staff to be afraid of making mistakes, can in turn be counterintuitive and will decrease learning (Knol, 2025).

	Besides, the presence of neonatal outcome data, serious incident results, and local audit outcomes is a good source of quality analysis.
	Also, the previous governance structures used to be reactive other than proactive by responding to the damage after it is caused instead of taking preventive measures.
	It is also possible to develop stronger multidisciplinary safety huddles and simulation training based on the best national practice (Elliott-Mainwaring, 2024).
	There are also financial constraints to put in place technological solutions or wide-scale retraining programs.



Combined, the SWOT analysis assists in prioritizing improvements measures, which are viable and based on national direction. It shows how the trust has to overcome cultural, training and documentational vagueness and avail itself of the national programs and digital opportunities.
[bookmark: _Toc215055018]2.4. Integrating the Findings: Why Systemic Improvement is Essential
Considering the lessons of Donabedian, RCA, and SWOT, one point becomes apparent: multiple interacting failures in the system, as opposed to the single clinical mistakes, were the cause of the Studencki case. Poor processes were rendered into good practice due to weak structural support that consequently generated expected damage.
All these structures indicate that trust has to be improved in a number of areas:
· Tighter supervision and training on competency.
· Better documentation and escalation.
· Constant audit and feedback to reinforce the policies.
· A transition to an open and transparent culture that is psychologically safe.
· Regimes that do not fix but curb evil.
· Increased conformity to national standards of maternity safety.
This establishes the basis of evidence-based recommendations which need to be operationalized by using a systematic Quality Improvement methodology like PDSA in order to introduce change that is measurable and sustainable.
All in all, the accumulated conclusions of the Donabedian analysis, the root cause exploration, and the SWOT analysis show clearly that the failures in the case under discussion were not incidental or one-time, but the logical conclusion of a system where structural pressures exerted unevenly and the lack of consistent safety principles were the rule of thumb. The combination of the three models makes a harmonious image of the interaction between the organizational context, human behavior, and the processes in the frontline in a complex maternity setting. Notably, they also point out the areas that change can most effectively affect- better governance, efficient documentation, more obvious ways of escalation, and a culture of psychological safety. Such considerations are the direct reason why a structured improvement program should be implemented and the basis of the recommendations that follow. Understanding these relations in the system better, the organization will be better able to anticipate risks even before they cause harm and to work out improvements that in fact strengthen common practice and not just respond to specific events.
[bookmark: _Toc215055019]3. Recommendation 
[bookmark: _Toc215055020]3.1. PDSA Cycle for Implementation
	Plan
	· Choose one bay in the labor ward as the pilot of QBL implementation, SBAR-based escalation, and digital documentation prompts.
· Have specific objectives: e.g. "Reduce errors in recording blood loss by 80 per cent in 3 months.
· Measurements: the accuracy of documentation, the time of its escalation, the level of confidence of the staff.

	Do
	· Train operators, inject test strips, perform simulations, and initiate the pilot.
· Collect weekly data.

	Study
	· Examine the trends of the improvement, employee comments, amount of discrepancies, and case reviews.
· Determine obstacles (equipment access, workload problems, lack of reconciliation of roles).

	Act
	· Optimize the process according to the findings, modify the frequency of training, redesign tools (as necessary).
· Endorse the enhanced system on the whole maternity unit.
· Once it has proved successful in the local areas, it should be expanded to similar fields like antenatal triage and emergency obstetric services.



[bookmark: _Toc215055021]3.2. Lewin’s Three-Stage Change Model to Support Sustainable Implementation
Lewin model offers a process of change that is systematic to ensure that the proposed changes are institutionalized (Widyasari, Sudjadi and Wulandari, 2025). In the Unfreeze stage, the Trust must instill urgency by creating a sense of the risk of documentation errors and slow escalation as per findings of the case, employee ideas and audit data. The Change stage presents new systems, behavior and tools, such as QBL, SBAR improvements, and digital alerts and training, and it is constantly monitored and provided with a simulation opportunity (Olawale, 2024). The final stage is Refreeze, which is the stabilization of the new practices through updating the policies, regular auditing, introducing individualized digital cues, and continuous leadership reinforcement, so that the changes should become routine and not occasional programs.
[bookmark: _Toc215055022]3.3. Benchmark
[bookmark: _Toc215055023]3.3.1. Strengthening Documentation Accuracy Through Standardized Tools
One of the primary priorities that should be improved is documentation accuracy since the inaccurate recording of blood loss is one of the central aspects that altered the flow of clinical process in this situation (Nadaf et al., 2025). The Trust must implement mandatory Quantitative Blood loss (QBL) equipment such as calibrated drapes and structured EMR fields that should be supported by two-check midwives and obstetricians in case of a high-risk situation (Yang and Winokur, 2025). Benchmarking will help substantially support this recommendation since it will help the organization gauge its accuracy applied on documentation with the high-performance maternity units who have already implemented QBL successfully (Farr, 2023). The indicators such as the percentage of accurate blood-loss entries, the rate of the discrepancies detection, etc. contribute to developing a clear baseline and illustrating the gap between the current performance and the best practice in the country (Yao et al., 2025). Regular audits, feedback of the employees, and visible dashboards may support an accountability and data-driven improvement (Patne and Kanyal, 2025).
[bookmark: _Toc215055024]3.3.2. Enhancing Escalation Pathways and Clinical Decision-Making
Among the many lessons to be learnt in this case is the fact that it took so long to realize that deterioration was being experienced due to ambiguous escalation pathways or erratically applied escalation pathways (Wimalawansa, 2025). In response to this, criteria of escalation must be made simpler, transparent, and backed up by regular safety huddles and communication with the help of SBAR (Gaik et al., 2025). The cases when senior review should be triggered automatically include heavy bleeding, or abnormal vitals. The comparison of the performance based on the escalation, i.e., response time, senior review time, and compliance with SBAR with the high-performing maternity units will help the Trust to identify the realistic performance goals (Ho, 2025). 
[bookmark: _Toc215055025]3.3.3. Building Workforce Capability Through Targeted Training and Support
Training variability was one of the root causes that were identified in the course of the analysis. The Trust should implement competency-based systematic training on QBL, early hemorrhage detection, escalation events as well as human-factors communication (Morrison, 2023). Midwife, obstetrician, and paramedic training on multidisciplinary simulation exercises and their cooperation will also enhance their unity at work and make them respond efficiently in case of an emergency (Humphreys and Ranganathan, 2025). The training program will remain sustainable and consistent with the evidence-based methods, as the training effectiveness will be compared with the national leaders in the sphere of maternity safety (Willie, 2025). 
[bookmark: _Toc215055026]3.3.4. Embedding a Stronger Safety Culture and Governance Structure
The Trust should promote a Stop Line approach, which would enable any employee to halt care in case of any concerns (Joseph, 2025). The presence of leadership in the format of walk-arounds, open forums, and non-punitive incident review is the key element in the building of trust and empowerment (Liepelt and Kirchhoff, 2025). With the assistance of NHS Staff, incident reporting rates, and culture of safety, the Safety culture benchmarking tool may be compared with organizations identified to have good governance. 
[bookmark: _Toc215055027]3.3.5. Digital Solutions to Improve Accuracy and Oversight
Absence of computer-based protection assisted in the misinterpretations in documentation going undetected (Khan, Khan and Arif, 2025). It is possible to substantially reduce human error through the establishment of EMR systems with obligatory fields, discrepancy alerts and escalation prompts. Digital dashboards promote proactive decision-making and life-long learning with risk indicators being monitored (Hossan, 2025). Digital maturity Benchmarking is applicable in informing prioritization of system upgrades. The national digital improvement alignment to national programs such as MN-Safety and Digital Maternity would ensure that the Trust obtains scalable and future-proof solutions.
[bookmark: _Toc215055028]4. Conclusion 
The report had discussed the systematic quality and safety problems that led to the tragic outcome in the Studencki maternity case, which has combined the frailty of documentation, communication, escalation, and organizational culture to create the pathway to harm. Appling the Donabedian Model, it would be evident that structural pressures (Staffing limitations, governance gaps, and inconsistent policy implementation) played an important role in shaping frontline processes. These defective processes and especially the erroneous entry of blood loss and delayed escalation of the same had direct impact on the clinical decision-making process and culminated into an avoidable neonatal death.
Both the Fishbone and 5 Whys frameworks through the root causes analysis showed that these failures were not just single errors though systematic in nature in factors such as training deficit, workload pressures, lack of clarity in responsibilities and the lack of psychological safety. These factors are strengthened by the SWOT analysis that has revealed organizational weaknesses as well as significant opportunities, including the opportunities offered by the national maternity safety initiatives and digital tools to promote meaningful change.
The presented recommendations, based on embracing the benchmark, Lewin’s model and accuracy of documentation along with reinforcing the resolution pathways, improving the abilities of the workforce, integrating a safer culture, and leveraging the digital solutions, provide a viable, evidence-based path to improvement. These activities should be anchored in an organized PDSA cycle that makes change iterative, measurable, and responsive to realities on the frontline as opposed to being done top-down.
Overall, this analysis has shown that the combination of theory, policy, and real-world learning is important to discuss the challenging problems of quality of healthcare. Maternity attention needs to be well supervised, have strong structures, and staff who are empowered to raise issues. Long-lasting leadership dedication, constant evaluation, and a culture of transparency will be key to the successful implementation of the lessons of this case into the long-term, positive change in mothers, babies, and staff. 
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