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[bookmark: _Toc755167297]Introduction
The current issue within the health and social care sector which requires investigation is Cause and effect of maternal mortality on family. I have chosen to research on this issue because the death of a mother can cause family emotional anguish. It deprives children from enjoying a mother’s love, care and emotional support. I will use the WHO website on Maternal Mortality to complete my research and include other sources in support of this. I will focus on the cause and effect of maternal mortality. To proceed, I will also focus on preventive measures of maternal mortality.

[bookmark: _Toc68962180]Research Topic Identification
Maternal mortality refers to the death of a woman during pregnancy, childbirth, or within 42 days of delivery due to causes linked to the pregnancy or its management. Globally, it remains a major public health concern. In 2023, over 700 women died every day from preventable pregnancy and childbirth-related causes - almost one death every two minutes (World Health Organization, 2023). Although the global maternal mortality ratio (MMR) fell by around 40% between 2000 and 2023, deaths remain high, particularly in low-income countries where the MMR is 346 per 100,000 live births compared with 10 in high-income countries (WHO, 2023). 

These figures highlight severe inequalities in access to safe maternity care. Maternal mortality also affects high-income countries. In the UK, despite advanced maternity services, recent data shows an increase in maternal deaths. The latest MBRRACE-UK report (2023) recorded 13.41 deaths per 100,000 births between 2020 and 2022, compared with 8.79 between 2017 and 2019. Although lower than global rates, this rise is concerning, as most maternal deaths remain preventable with timely, high-quality care and access to appropriate services (MBRRACE-UK, 2023). 

Research into maternal mortality is essential because causes involve clinical, social, and healthcare system factors. WHO states that most maternal deaths result from preventable issues, including severe bleeding, infections, hypertensive disorders such as pre-eclampsia and eclampsia, unsafe abortions, and complications during childbirth. Many of these could be avoided through skilled care before, during, and after birth. In the UK, rising deaths highlight the need for better maternity care, improved clinical risk management, and addressing system pressures such as staffing shortages that affect safety (Turner et al., 2024). 

Research is needed to understand why maternal mortality is increasing in a high-income country like the UK, despite available medical knowledge and healthcare resources. It can help identify gaps in care, inequalities, and whether factors such as staff shortages, delayed treatment, or limited access to specialist support contribute to preventable deaths. Strengthening knowledge in this area is vital for improving safety, reducing inequalities, and guiding evidence-based changes in maternity services. Such research can support NHS improvements and lead to better outcomes for mothers and babies. Maternal mortality affects many people. The most direct impact is on mothers, with deaths often sudden, traumatic, and preventable. It also puts newborn babies at higher risk of poor health, developmental issues, or increased infant mortality if the mother dies. Families experience emotional and social consequences, including grief, trauma, financial strain, and disruption to family life, particularly for partners, children, and extended relatives. Health and social care professionals, including midwives, obstetricians, nurses, and support workers, are also impacted. Maternal deaths can cause emotional distress, moral injury, and work-related stress, especially when believed to be preventable. 

Research in England shows that low midwifery staffing increases the risk of harmful incidents in maternity services, affecting the quality and safety of care for women and babies (Turner et al., 2024). 

High-pressure environments, staff shortages, and fear of blame can reduce confidence and performance, creating further challenges within maternity care. At a wider level, maternal mortality places pressure on the healthcare system and society. Rising deaths lead to investigations, public concern, and calls for improvements in services and policy. The UK has faced scrutiny following maternity safety failings, damaging trust in some services. Maternal mortality also reflects health inequalities, with higher risks for women from minority ethnic backgrounds, low-income families, or those with limited access to support. This makes it a significant public health issue requiring ongoing action from healthcare organisations, policymakers, and communities. 

The first source selected is the World Health Organization (WHO, 2023), which provides global data on maternal mortality. It highlights the scale of the issue, main causes, and inequalities between countries. This source is relevant as it sets a global context and shows that maternal mortality requires worldwide attention, including in high-income countries like the UK. WHO is a credible organisation that provides reliable data. A limitation is that the information is global rather than UK-specific, but this is addressed by the next source. 

The second source is the MBRRACE-UK (2023) “Saving Lives, Improving Mothers’ Care” report, which provides official UK maternal mortality statistics. It is relevant as it shows the rise in the UK’s MMR and outlines leading causes of maternal deaths. The report is highly credible and used nationally by the NHS, government, and researchers. Its strengths include detailed breakdowns by ethnicity, medical causes, and social factors. However, it mainly presents data rather than examining deeper system causes. 

The third source is a peer-reviewed article by Turner et al. (2024), which examines how midwifery staffing levels affect safety in maternity units in England. It is relevant because it links workforce pressures to maternal safety, helping explain how NHS system factors contribute to preventable harm. A strength is its use of NHS data to show the relationship between staffing and safety.

[bookmark: _Toc1682348196]Research Methodologies
When planning research, it is important to select a methodology that aligns with the research aim and effectively answers the research question. Quantitative research involves collecting numerical data that can be measured and analysed statistically to identify patterns or relationships. Common methods include surveys, questionnaires, and analysis of existing datasets. This approach is useful for showing what is happening on a wider scale and allows findings to be generalised. In contrast, qualitative research explores people’s experiences, views, and behaviours in depth. It often uses methods such as interviews, focus groups, or observations to gather detailed information that explains the reasons behind certain issues or trends (Paperpal, 2025). Both approaches have strengths and limitations, so the choice depends on the type of information required.
For this research topic, a mixed-methods approach is most suitable because maternal mortality is influenced by clinical, social, and healthcare system factors. Using both quantitative and qualitative methods would provide a more complete understanding of the issue. Quantitative data, such as national statistics on maternal deaths, causes, and demographic patterns, can show the scale of the issue and identify which groups are most affected. Qualitative data, for example from interviews with mothers, families, or maternity staff, can offer insight into personal experiences, barriers to care, and challenges within maternity services. The Health Research Authority notes that research can use more than one methodology when appropriate (HRA, 2021). A mixed methods approach therefore provides both a broad overview and deeper insight, making findings more meaningful and useful for improving maternity care.


[bookmark: _Toc267357911]Data Collection
For this research, it is appropriate to use both primary and secondary data in line with a mixed-methods approach. Primary data refers to information collected directly by the researcher for the purpose of the study, such as interviews, surveys, or observations. This type of data is tailored to the research question and allows exploration of individual experiences and perspectives (Benedictine University Library, 2020). In the context of maternal mortality in the UK, primary data could include interviews with maternity staff, mothers, or families to explore lived experiences of care, identify barriers to services, and highlight challenges in care pathways that statistics alone may not reveal.
Secondary data refers to information that already exists and has been collected by other researchers or organisations, such as national statistics, government reports, or published datasets (Benedictine University Library, 2020). For this topic, secondary data would include reports and datasets from MBRRACE-UK, NHS England maternity statistics, academic studies, and government publications. This data is valuable because it provides a broader context, enables analysis of trends over time, and improves the generalisability of findings.
Using both primary and secondary data strengthens the research. Primary data offers current, first-hand insights that help explain what secondary data shows, while secondary data provides credible, large-scale information to support and contextualise the findings. Together, they offer a comprehensive understanding of how many women are dying and the factors contributing to these deaths. 
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