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Introduction

Since the first National Health Service (NHS) inquiry into
failing care at Ely Hospital in 1969, more than 120 inquir-
ies have examined recurring failures in the service. Yet,
over a decade after the Francis Report (2013) and its
290 recommendations, progress on culture and profes-
sional behaviour remains limited. The national respons-
es, Compassion in Practice (DH, 2012) and the NHS
Constitution (2025), initiated in 2015, sought to re-centre
care around values of compassion, competence, com-
munication, courage and commitment. The NHS Consti-
tution reinforced an NHS for all—offering a comprehen-
sive service available to all, delivering high-standards of
professionalism and excellence, access based on clinical
need rather than ability to pay and working across or-
ganisational barriers. The Constitution promoted patients
placed at the heart of the NHS, providing best value for
taxpayers’ money, and maintaining accountability to the
public, patients, and communities. Nonetheless, avoida-
ble harm persists.

This paper examines recommendations from criti-
cal inquiries of the NHS in relation to maternity servic-
es (Darzi, 2024; Kirkup, 2015; 2022; MBRRACE-UK,
2025) that impact on nursing, midwifery and patients.
These reports focus specifically on maternity services,
which serve one of the most vulnerable patient popu-
lations: mothers and babies. Two issues are intimately
connected: (1) cultures and professional behaviours in-
creasingly shaped by business-oriented logics, and (2)
the corresponding objectification of patients, resulting in
moral harm and injustice (Martin et al., 2024; Regan &
Ball, 2017). We connect evidence from recent maternity
inquiries to a normative framework grounded in Rawls’s
theory of justice, showing how institutional arrangements
can either protect or undermine fairness, respect and
moral responsibility in healthcare (Goodair et al., 2024).

Kirkup reports

The Morecambe Bay Inquiry (Kirkup, 2015) reported a
dysfunctional midwifery service that failed to provide safe
and effective care; with insufficient clinical competence
of midwives, paediatricians and obstetricians unable to
identify warning signs in pregnancy, labour and newborn
babies. Poor working relationships between different
professional groups led to sub-optimal care, poor record
keeping and handing over critical information in a time-
ly manner. Of concern due to its impact on relationship
building and sharing information, was poorly attended
multi-disciplinary team meetings (Kirkup, 2015). During
the investigative period, from a rigorous search of case
reports, 233 cases were serious untoward incidents, with
sixty-three pregnancies requiring a comprehensive re-
view.

From a financial perspective, the Chief Executive
spoke about the difficulties of maintaining safe practice
due to £24 million cost savings, reduced management
and the cost of negligence claims. Kirkup also identified
that the National Tariff, now called the NHS payment
scheme, (NHSE, 2026), did not cover the cost of the ma-
ternity services, leaving a £5.4 million funding gap. The
NHS payment scheme is a set of rules, prices, and guid-
ance to determine how much healthcare providers are
paid for the commissioned services they provide (NHSE,
2026). This led to future risk of recruiting adequate num-
bers of obstetricians and midwives (Kirkup, 2015).

Seven years later, Reading the Signals (Kirkup, 2022)
identified similar failings in the East Kent Hospitals Uni-
versity NHS Foundation Trust maternity services. Moth-
ers and babies were left unprotected by poor clinical
behaviour, lack of compassion, denial of concerns, and
failures to meet basic standards. A culture of normalised
poor behaviour led to acceptance of substandard care
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and a lack of positive role models. Kirkup’s (2022, sec-
tion 6.30) recommendations emphasised that teams who
train together, work well together, should begin at under-
graduate level. Trusts were found to prioritise reputation
management through denial and deflection. A lack of
common purpose contributed to poor teamwork, mistrust
between professional groups, fragmentation of work,
and inadequate support. Despite midwifery being a pro-
fession 99% dominated by women (NHS Digital, 2021),
mothers reported experiences of care they perceived as
neglectful or dismissive.

Recent findings confirm these issues remain wide-
spread. A 2024 evaluation of the National Maternity In-
spection Programme by the Care Quality Commission
(CQC) found that almost half of inspected maternity
units showed weaknesses in teamwork, communication,
leadership credibility, and organisational learning—core
components of safe maternity culture. This suggests the
failures identified by Kirkup reflect recurring system wide
vulnerabilities rather than isolated incidents.

Lord Dazi’s independent report

The independent report by Lord Darzi (2024) found that
maternal deaths had increased since the COVID 19 pan-
demic, describing the NHS as being in “serious trouble”
due to poor public satisfaction and low staff morale. Dar-
zi argued that rebuilding trust requires addressing root
causes of concern and implementing clear recommen-
dations for change. These include re engaging staff,
strengthening patient voice, increasing productivity,
budgets, promoting dignity, respect and compassion,
and developing more integrated care closer to home.
Darzi (2024) found the drive for cost efficiency increased
significantly over the last two decades, unintentionally
leading to £1 billion of negligence claims in maternity
care between 2023-2024. The chronic lack of capital in-
vestment, cost improvement targets and need to recruit
staff ensured managers were under constant pressure to
balance resources (Darzi, 2024).

MBRRACE-UK Confidential Enquiry 2021-
2023

The MBRRACE-UK report (Felker et al., 2025) focused
on lessons learned between 2021 to 2023. Key areas
related to healthcare professionals and services to de-
velop urgent referral pathways to triage elevated risk
women, improve information sharing, codify domestic
abuse and safeguarding cases, improve discharge plan-
ning and summary of actions. Overall, in 2021 to 2023,
n=284 women died during pregnancy or within forty-two
days of the end of pregnancy. Twenty one deaths were
accidental, leaving 263 attributable to direct or indirect
causes. Thrombosis, thrombo-embolism, and cardiac
conditions were the leading cause of death, and Covid
19, the second most common. Assessment of the n=263
cases found that 21% were judged to have received safe
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care and improvements in care may have altered out-
comes for 45% (Felker et al., 2025). Black women were
2.3 times more likely to die and Asian women 1.3 times
more likely than white women. Increased risk was exac-
erbated by deprivation, ethnicity, domestic abuse, drug,
substance or alcohol abuse or a number of previous
pregnancies.

Notably, only 2% of women who died had known
pre-existing cardiac problems, highlighting a gap in
screening. Sixty-six percent of women who died from
indirect causes and 56% of women from coincidental
causes who died during pregnancy (or up to six weeks
after pregnancy), had a postmortem examination. The
authors reinforced the importance of establishing the ex-
act cause of death with a high-quality autopsy to improve
future care and screen for cardiac conditions (Felker et
al., 2025).

Ethnic inequalities and moral injustice

A 2024 national cohort study (Vousden et al., 2024)
demonstrated that Black women remained 2.43 times
more likely to die during or shortly after pregnancy than
white women, even after adjustment for clinical and de-
mographic factors. Asian women faced a 1.57 fold in-
creased risk due to poor communication, escalation and
pain dismissal. These disparities cannot be explained by
known risk factors alone and instead point to systemic
biases and institutional failings—directly challenging
Rawls’s argument that justice requires protecting the
least advantaged.

Discussion

NHS organisations are large, complex systems where
managerial, structural and cultural forces intersect. In-
quiry after inquiry has exposed dysfunction, but mean-
ingful cultural change has often proven elusive (Martin
et al., 2023). Market logics and financial pressures have
reshaped priorities, fragmenting commissioning, weak-
ening shared purpose, and inadvertently objectifying pa-
tients (Regan & Ball, 2017). In such environments, moth-
ers and babies—already highly vulnerable—bear the
moral cost of these systemic failures (Maternity Action,
2018). Similar patterns emerge internationally, where
the financialisaton of healthcare in the United States has
shifted clinicians’ focus away from patients and towards
profit (Fuse Brown & Hall, 2024). While the NHS has not
fully replicated this trajectory, its increasing exposure to
commercial pressures suggest a concerning direction of
travel. A cultural shift grounded in justice and compas-
sion is required.

Justice

The Beveridge (1942) vision underpinning the NHS
sought to secure citizens against avoidable harms aris-
ing from want and ill health. Today’s reports of persistent
failures indicate not only technical or managerial short-
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comings but also moral violations—what Ricoeur (2000)
describes as a form of social ‘violence,” where power is
exercised in ways that breach justified expectations of
care. Several scholars, including Fritz and Cox (2019),
emphasise the relevance of Rawlsian theory for health
system design. John Rawls (1921-2002), an American
political philosopher in the liberal tradition, proposed a
“justice as fairness” that speaks directly to the moral re-
sponsibilities of public institutions such as NHS maternity
services (See Table 1)

Rawls’s theory rests upon the idea that a “just” dem-
ocratic society must be organised around equal basic
liberties and a basic structure that works for the benefit
of the most disadvantaged members (Rawls, 1971). The
NHS, founded on principles of fairness and equality, is
well aligned with these commitments, yet the persistent
failures across maternity services suggest deviations
from the institutional integrity. Rawls (1971) suggests
reversing utilitarian impulses requires reconstructing the
ethos of the NHS around the legitimate use of non parti-
san power (Clement, 2023). Rawls reinforces a return to
fairness, equity, and respect, grounded in the idea that
participants remain ‘mutually disinterested’—a concept
often misunderstood (Eckert, 2015). Mutual disinterest,
for Rawls, does not imply hostility or indifference, but
rather a principled unwillingness to advance one’s own
goals at another’s expense (Eckert, 2015). This bears
striking resemblance to what occurs in maternity settings
when healthcare professionals fail to work well together:
where even small breaches in cooperation can directly
impact the safety of mothers and babies.

Central to Rawls’'s model is the veil of ignorance,
which asks individuals to imagine themselves designing
the rules of a just institution without knowing their own
position within it (Eckert, 2015). The veil deprives deci-
sion makers knowledge of characteristics that might bias
their judgement—social position, occupation, ethnicity,
pregnancy status, or health condition. Under this mod-
el of fairness, the NHS functions effectively only when
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organisational structures are untethered from reward,
incentive, and political leverage (BMA, 2022). This view
is particularly useful for maternity policy. The veil of ig-
norance offers a structured way of evaluating policies by
asking a simple question: would this rule be acceptable
if we did not know whether we were a senior clinician, an
overstretched midwife, a first time mother, someone with
limited health literacy, or a baby whose welfare depends
entirely on others?

Rawls’s theory encourages the imaginative work of
stepping back from current arrangements to reconsider
what a just maternity service would require. This involves
confronting known failures and reconstructing systems
from a position of fairness (Davies, 2019). Two factors
are especially relevant from Rawls’s account when de-
veloping a just maternity service. First, the integrity of the
system: structures must promote moral responsibility,
ensure compliance with professional codes, and prevent
harm. Second, the principle of impartial decision mak-
ing: the veil of ignorance directs organisations to ensure
that the greatest benefit is delivered to the least advan-
taged—women and babies—whose vulnerabilities place
them most at risk within healthcare systems (Davies,
2019). A Rawlsian approach, therefore, insists that ma-
ternity services do more than correct clinical deficiencies;
they must embed fairness into organisational culture,
decision making processes, and accountability mecha-
nisms (CQC, 2024). Only then can the NHS uphold its
foundational commitment to justice.

Rawilsian justice: From principle to practice
in maternity care

The veil of ignorance as a governance test in materni-
ty services, links to the principle of equal basic liberties
(EBL) and translates into the secure right to safe, re-
spectful, well-informed, and participatory care. For ma-
ternity services, this implies: a zero tolerance for any de-
grading experience, delay, or denial of fundamental care
and support (e.g., postnatal pain relief). Unreliable com-

Table I. Rawls's principles of justice and corresponding failings in NHS maternity services

Rawlsian Principle Definition

Associated Maternity

Service Failings Sources

Right to safe, respectful, and

Equal Basic Liberties dignified treatment.

Dismissive care; denial or delay
of essential support; poor com-
munication; limited ability to raise
concerns without fear.

CQC (2024); Kirkup (2015;
2022); MBRRACE UK (2025).

Access to care should not be
shaped by social, ethnic, or eco-
nomic disadvantage.

Fair Equality of
Opportunity

Ethnic disparities in mortality;
inconsistent triage; inadequate
safeguarding; inequitable access
to specialist review; biased esca-
lation responses.

CQC (2024); MBRRACE UK
(2025); Vousden et al. (2024).

Inequalities permissible only if
they benefit the least advan-
taged.

Difference Principle

Funding gaps; staffing shortages;
cost driven decision making; or-
ganisational defensiveness; weak
learning systems.

Darzi (2024); Dyer (2022); Kirkup
(2015; 2022)

Policies must be justifiable

Restrictive visiting policies; weak
escalation pathways; com-

Veil of Ignorance
(Governance Test)

regardless of one’s role or vul-
nerability.

missioning shaped by market
incentives rather than continuity
and safety.

CQC (2024); Darzi (2024); Mater-
nity Action (2018)




Regan

munication found in Kirkup reports requires the adoption
of healthcare practice that value mothers’ voices, espe-
cially when reporting issues of poor care (CQC, 2024).
There needs to be a transparent complaints process
and redress to any reported harm or injustice and confi-
dence in an NHS response to own up, take responsibility
and learn from mistakes (NHS Constitution, 2023). This
openness to challenge poor practice requires institution-
al changes such as the right to complain without fear of
recrimination, especially when still an inpatient (Martin et
al., 2023). Patient charters tied to enforcement are rec-
ommended and mandatory family-involvement with seri-
ous incident reviews, could all improve confidence in the
process (CQC, 2024).

In ajust society, Rawls concept of fair equality of oppor-
tunity (FEO) requires that structural barriers such as so-
cio-economic deprivation, ethnicity, gender, geography,
do not determine the quality or safety of care received.
FEOQO requires initiative-taking risk-triage and urgent refer-
ral pathways for high-risk women; consistent use of safe-
guarding and domestic-abuse codes (Goldie & Regan,
2025); and equitable access to diagnostics and specialist
clinics (RCOG, 2025). Maternity services need to devel-
op a targeted resource allocation to address disparities
(e.g., higher maternal mortality among Black women and
those in deprivation) as found in MBRRACE-UK, 2025).
Institutional levers need to include equity dashboards (a
system of tracking maternity service quality indicators)
at trust and Integrated Care Board level (NHSE Digital,
2026); equity-weighted commissioning (funding tied to
risk-adjusted need); routine inequality impact assess-
ments for service changes (NHSE, 2025).

Rawls difference principle

Rawls’s difference principle states that social and eco-
nomic inequalities are acceptable only if they benefit the
least advantaged. There continues to be disadvantage
and a lack of action in maternity policy and practice.
MBRRACE-UK (2025) identified inequalities due to ethnic
and socio-economic factors, such as higher body mass
index and hypertension, small for gestational birthweight
and higher still-births (NMPA, 2021). Recommendations
to address inequalities include a need for more research
to inform practice and targeting Black and Asian women
with a life-course approach to address the wider determi-
nants of health deprivation, as well as specific risk factors
such as smoking (NMPA, 2021). More recommendations
are to offer individualised preconception and antenatal
information tailored to individual needs e.g. smoking,
higher body mass index and pre-existing co-morbidities
(NMPA, 2021, p. xii).

Creating a learning organisation—one committed to
transparency, cross disciplinary training, and family in-
clusive review—can counteract the reputational defen-
siveness observed in multiple inquiries (Dyer, 2022).
MBRRACE-UK (2025) identified the need for mandatory
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high-quality post-mortems; family-inclusive reviews with
timelines for implementing recommendations and public
reporting of improvements. In multi-professional cultures,
stability comes from a shared moral purpose—safe,
compassionate care articulated in common training, joint
morbidity and mortality meetings, and cross-disciplinary
escalation norms. This provides a normative counter-
weight to reputation management and silo incentives
identified in Kirkup.

Conclusion

Across five decades of inquiries, many recommenda-
tions have not resulted in sustained cultural or organisa-
tional reform. Rawls’s framework highlights that justice
in healthcare depends on institutional arrangements that
ensure equal basic liberties, fair opportunities for safe
care, and priority for the least advantaged. To break cy-
cles of harm, reforms must (1) address cultural norms
that normalise poor care; (2) counteract objectification
through relational, compassionate practice; and (3) align
commissioning, regulation and accountability with prin-
ciples acceptable from behind a veil of ignorance. Only
then can the NHS move from lessons learned on paper
to a practice of justice that mothers and babies can trust.
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