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1. Introduction
Quality and patient safety are fundamental principles underpinning the delivery of healthcare services within the National Health Service (NHS). In maternity services, where both maternal and neonatal lives are at risk, ensuring high standards of care is particularly critical (NHS England, 2023). Despite national policies such as the Better Births Strategy and the Three-Year Delivery Plan for Maternity and Neonatal Services, serious safety failures continue to occur across the NHS (NHS England, 2023, NHS England 2025). One of the most severe examples of systemic failure emerged at East Kent Hospitals University NHS Foundation Trust (EKHUFT), where prolonged deficiencies in maternity care resulted in multiple avoidable maternal and neonatal deaths (BMJ, 2022; Patient safety learning, 2022).
The independent investigation led by Kirkup (2022) identified that between 2009 and 2020, at least 45 baby deaths and 14 maternal deaths at East Kent could have been avoided. The report exposed widespread unsafe clinical practice, poor leadership, ineffective governance, and a toxic organisational culture where staff concerns were ignored and families were repeatedly dismissed. These findings were not isolated incidents of professional error but instead reflected deep-rooted organisational failure across multiple levels of the health system. Similar patterns of failure have been observed in earlier NHS scandals, including Mid Staffordshire, where neglect, poor leadership, and a culture of fear contributed to widespread patient harm (Francis, 2013). These recurring failures raise critical questions about the resilience of NHS governance structures and the extent to which lessons from previous inquiries have truly been embedded into practice.
From a public health perspective, maternity safety is a major determinant of population health outcomes. Maternal and neonatal mortality not only cause profound individual and family suffering but also contribute to long-term social, psychological, and economic consequences for communities and healthcare systems (Knight et al., 2023). The UK already experiences persistent inequalities in maternity outcomes, particularly among women from deprived areas and ethnic minority backgrounds (Knight et al., 2023). The East Kent failures therefore represent not only a local service breakdown but also a significant public health protection failure, highlighting the urgent need for stronger oversight, improved workforce capability, and more equitable access to safe maternity care.
Healthcare quality is commonly evaluated using structured theoretical frameworks that enable systematic analysis of service failure. The Donabedian Model provides a foundation for assessing quality across three domains: structure, process, and outcomes (Donabedian, 1988, Donabedian model, 2023). Root cause analysis tools such as the Fishbone Diagram and the 5 Whys support deeper exploration of underlying organisational and human factors contributing to adverse events (Ishikawa, 1985; Mindtools, n.d.). Strategic organisational weaknesses can be examined using SWOT analysis, while quality improvement tools such as the Plan–Do–Study–Act (PDSA) cycle support the implementation and evaluation of service change (Taylor et al., 2014; institution for healthcare improvement, n.d.).
This report critically analyses the maternity safety failures at East Kent Hospitals NHS Trust using established quality improvement and governance frameworks. It explores the structural, procedural, and cultural causes of the crisis and applies systematic analytical tools to identify root causes. Evidence-based recommendations are then proposed to support sustainable service improvement, patient safety restoration, and public trust recovery.



2.Main Body – Critical Analysis
2.1 Application of the Donabedian Model
The Donabedian Model remains one of the most influential frameworks for evaluating healthcare quality, proposing that service effectiveness should be assessed through three interconnected components: structure, process, and outcomes (Donabedian, 1988). In the case of East Kent Hospitals NHS Trust, failures across all three domains were evident and mutually reinforcing.
[image: ]Structural deficiencies within East Kent played a central role in the deterioration of maternity safety. The Kirkup Report (2022) identified chronic workforce shortages, particularly in midwifery and obstetrics, alongside an over-reliance on temporary staff and insufficient senior clinical presence during high-risk periods. Research consistently shows that low staffing levels and high workforce turnover significantly increase the risk of adverse patient outcomes, including mortality (Griffiths et al., 2019; Aiken et al., 2021). Additionally, inadequate investment in clinical infrastructure and poorly maintained monitoring equipment further weakened the Trust’s ability to deliver safe maternity care. A lack of embedded training programmes, particularly in areas such as CTG interpretation and emergency obstetric response, compounded these structural weaknesses and created an environment where staff were ill-equipped to manage complex cases confidently.(Donabedian, 1988)

Process failures further compounded these structural weaknesses. Clinical processes such as fetal monitoring, escalation of deteriorating patients, multidisciplinary decision-making, and emergency response protocols were inconsistently followed at East Kent (Kirkup, 2022). There was widespread misinterpretation of cardiotocography (CTG) traces, delays in responding to fetal distress, and inappropriate vaginal deliveries where caesarean sections were clinically indicated. National maternity safety guidelines clearly outline escalation thresholds and response pathways, yet these were repeatedly ignored (NHS England, 2023). Furthermore, siloed working between midwives and obstetricians, combined with ineffective documentation practices, created fragmentation in care and contributed to unsafe clinical decisions. Weak internal audit mechanisms meant deviations from best practice were neither identified nor addressed in a timely manner.
The outcomes of these structural and process failures were catastrophic. Avoidable stillbirths, neonatal brain injuries, and maternal deaths occurred over an extended period without adequate organisational learning or corrective action (Kirkup, 2022). Beyond the immediate clinical consequences, the Trust experienced significant reputational damage, loss of public confidence, and increased regulatory scrutiny. These outcomes illustrate what Donabedian (1988) describes as the inevitable consequences of flawed structures and unsafe clinical processes. The East Kent case demonstrates how persistent quality failures across all three domains can lead to systemic collapse in patient safety, highlighting the need for integrated structural reform, process standardisation, and continuous quality assurance.
2.2 Fishbone (Cause-and-Effect) Analysis
The Fishbone Diagram, developed by Ishikawa (1985), is a widely used tool for identifying multifactorial causes of organisational failure ( Mindtools, n.d). When applied to East Kent’s maternity crisis, the model highlights that patient harm did not arise from a single factor but from interconnected failures across people, processes, leadership, environment, equipment, and policy.
Human factors played a significant role in the failures observed at East Kent. Staff competency gaps, inconsistent supervision of junior staff, and inadequate training in fetal monitoring were widely documented (Kirkup, 2022). These shortcomings were further intensified by excessive workload and fatigue, which are well-established contributors to clinical error (West et al., 2020). Additionally, fragmented teamwork and communication barriers between midwives, obstetricians, and neonatologists further undermined coordinated care and created opportunities for critical information to be missed. In addition, processes such as incident reporting, clinical audit, and risk escalation were either weak or actively discouraged, preventing early detection of unsafe practice. Crucially, the absence of regular multidisciplinary training and simulation exercises meant teams lacked shared mental models and struggled to function effectively in emergencies—an issue repeatedly highlighted in national maternity reviews. [image: Fishbone Diagram Cause And Effect Template Vector Illustration ...]
Leadership and culture emerge as some of the most damaging causal factors. The Kirkup Report (2022) identified a defensive, bullying leadership culture in which staff who raised concerns were silenced or marginalised. This mirrors findings from broader patient safety research, which consistently demonstrates that poor leadership and lack of psychological safety significantly increase the risk of patient harm (Edmondson, 2018; Dixon-Woods, 2019). At East Kent, a preference for normal vaginal birth at all costs created a culture of “professional tribalism,” where midwifery and obstetric teams operated in opposition rather than collaboration. This adversarial dynamic not only damaged communication but also shaped unsafe clinical decision-making.(MindTools, n.d.)

Environmental factors such as high bed occupancy, overcrowding, and resource constraints further increased operational pressure on maternity staff. Outdated monitoring equipment and insufficient access to emergency theatre facilities added further layers of risk. Poor physical layout, including inadequate triage spaces and limited neonatal resuscitation facilities, also impeded timely escalation and safe patient flow.
From a policy perspective, the failure to effectively implement national maternity safety standards represents a serious governance breakdown. Despite the availability of evidence-based national guidance, there was insufficient accountability for compliance at East Kent (NHS England, 2023). Weak oversight, poorly functioning risk committees, and limited external challenge meant unsafe practices became normalised over time. The Fishbone analysis therefore confirms that the East Kent crisis was the result of complex system-wide vulnerabilities rather than isolated professional misconduct.
2.3 5 Whys Root Cause Analysis
The 5 Whys technique enables deeper exploration of causation by repeatedly questioning why adverse events occur (Ishikawa, 1985). Applying this method to East  Kent’s avoidable maternity deaths reveals how surface-level clinical errors were symptoms of deeper organisational dysfunction.(MindTools, n.d.)

At the most immediate level, babies and mothers died because clinical deterioration was not recognised or escalated in a timely manner. When examined further, this failure to escalate was linked to staff fear of criticism and disciplinary action. This fear existed because a long-standing culture of blame and intimidation was embedded within maternity services at East Kent (Kirkup, 2022). Staff reported that raising concerns often resulted in hostility or professional repercussions, creating a situation where unsafe decisions went unchallenged. This  developed as a result of ineffective leadership, poor governance oversight, and failure of the Trust Board to act on repeated safety warnings. Ultimately, the root cause of the crisis lay in systemic governance failure that allowed unsafe cultures and practices to persist unchecked.[image: ](Ishikawa, 1985)

This root cause chain aligns strongly with international patient safety literature, which emphasises that unsafe care environments are produced through organisational failures rather than individual incompetence (Reason, 2000; Edmondson, 2018). The 5 Whys analysis therefore confirms that the East Kent disaster was primarily a failure of systems, leadership, and governance rather than frontline staff alone.

[image: ]2.4 SWOT Analysis of East Kent Hospitals NHS Trust
SWOT analysis provides a strategic overview of organisational strengths, weaknesses, opportunities, and threats( Mindtools, n.d; Sequence health, 2025; venngage, 2025), enabling targeted service improvement planning. Despite its severe failings, East Kent benefits from being part of a nationally funded NHS system with access to central maternity safety initiatives, workforce development funding, and digital transformation support (NHS England, 2023). These structural strengths provide a platform for potential recovery. In addition, the Trust retains a group of highly committed clinicians and midwives who, when supported appropriately, can contribute significantly to rebuilding safe and effective maternity services.
However, internal weaknesses remain profound. Persistent staffing shortages, poor staff morale, ineffective safety reporting mechanisms, and deeply damaged public trust represent significant organisational liabilities (Kirkup, 2022). The reputational damage experienced by the Trust has implications for recruitment, litigation costs, and regulatory scrutiny. Furthermore, fragmented teamworking and inconsistent leadership oversight continue to impede cohesive operational functioning, making it difficult to implement standardised clinical pathways or embed learning from audits and investigations.
Externally, East Kent faces both opportunities and threats. National maternity reform programmes, patient safety collaboratives, and digital escalation systems represent major opportunities for improvement. At the same time, the Trust faces threats including legal compensation claims, Care Quality Commission enforcement action, and ongoing public confidence erosion. Without effective service improvement intervention, these threats risk further undermining organisational stability and delaying long-term recovery.
2.5 Critical Evaluation of Organisational Culture and Leadership
Organisational culture has been recognised as one of the most powerful determinants of patient safety. Westrum (2004) categorises safety cultures into pathological, bureaucratic, and generative types. The culture at East Kent clearly reflected a pathological model, in which staff were discouraged from speaking up, mistakes were concealed, and organisational reputation was prioritised over patient safety (Kirkup, 2022). This culture fostered professional silos, defensive behaviours, and a reluctance to escalate concerns — all of which are incompatible with safe maternity care.
Patient safety research consistently demonstrates that psychological safety—the ability to raise concerns without fear of retribution—is essential for safe healthcare systems (Edmondson, 2018). At East Kent, the absence of psychological safety directly contributed to unreported errors, unresolved risks, and persistent unsafe practice. Leadership failure further compounded these risks, as senior managers repeatedly ignored warning signals from clinicians, families, and regulators. The Trust’s leadership also failed to model compassionate and inclusive behaviours, which are shown to strengthen team cohesion and improve safety outcomes (West et al., 2014).
Comparisons with the Mid Staffordshire scandal demonstrate that failure to embed open safety culture, transparent leadership, and responsive governance continues to pose one of the greatest threats to NHS quality improvement (Francis, 2013; Dixon-Woods, 2019). The East Kent case therefore reinforces national evidence that sustainable patient safety depends far more on leadership behaviour and organisational culture than on technical competence alone.

3. Recommendations and Implementation Strategy
The analysis of the East Kent maternity scandal clearly demonstrates that unsafe outcomes were driven by failures in leadership, governance, workforce capacity, safety culture, and quality monitoring systems. Therefore, service improvement must be comprehensive, system-wide, and sustained. The recommendations proposed in this section are based on national evidence, quality improvement theory, and patient safety research, and they are structured around governance reform, workforce development, cultural transformation, and robust implementation using recognised quality improvement tools.
A primary recommendation is the strengthening of clinical leadership and governance accountability at East Kent Hospitals NHS Trust. The Kirkup Report (2022) highlighted repeated failures of senior leadership to act upon serious safety warnings. To address this, the Trust must establish an independent maternity safety oversight board, reporting directly to NHS England and the Care Quality Commission. This board should include external obstetric experts, patient representatives, and governance specialists to ensure objective scrutiny and transparency. Evidence from high-performing NHS organisations demonstrates that strong, visible, and accountable leadership is directly associated with reduced patient mortality and improved care outcomes (West et al., 2014; Dixon-Woods, 2019). Regular public reporting of safety indicators such as stillbirth rates, emergency caesarean response times, and serious incident investigations should also be mandated to rebuild public trust. Ensuring that these indicators are benchmarked against national standards will support continuous monitoring and allow early detection of deterioration in safety performance.
A second critical recommendation involves long-term workforce stabilisation and clinical competency assurance. Chronic understaffing and high turnover at East Kent significantly increased operational pressure and error risk (Kirkup, 2022; Aiken et al., 2021). The Trust should implement minimum safe staffing ratios in line with Royal College of Midwives guidance and introduce targeted recruitment incentives for obstetricians and senior midwives. Additional measures such as protected training time, mentorship schemes for junior staff, and rotational specialist placements would help strengthen clinical capability and resilience. Mandatory annual competency revalidation in fetal monitoring, emergency obstetrics, and multidisciplinary emergency response must be embedded into governance systems. Research confirms that adequate nurse-to-patient ratios and clinical competence validation are directly associated with improved safety and reduced mortality (Griffiths et al., 2019; Aiken et al., 2021).
Transforming the organisation’s safety culture is essential for sustainable quality improvement. East Kent demonstrated a deep culture of fear and blame where staff concerns were suppressed (Kirkup, 2022). The Trust must formally adopt a Just Culture framework, where human error is distinguished from reckless behaviour and learning rather than punishment is prioritised (Dekker, 2016). Staff must have access to confidential whistleblowing systems, legal protections, and psychological safety programmes. Additionally, regular multidisciplinary safety huddles, open disclosure practices, and patient involvement in incident reviews can reinforce collective responsibility for safety. Evidence shows that psychologically safe environments improve error reporting, reduce harm, and increase workforce wellbeing (Edmondson, 2018; Weaver et al., 2013).

3.1Plan–Do–Study–Act (PDSA)[image: ]
The implementation of these reforms should be guided by the Plan–Do–Study–Act (PDSA) quality improvement cycle, ensuring continuous monitoring, refinement, and sustainability ( Taylor et al., 2014; institute for healthcare improvement, n.d).
· In the Plan phase, the Trust should conduct a full baseline audit of maternity safety processes, including escalation response times, CTG interpretation accuracy, and incident reporting compliance. (Institute for Healthcare Improvement, n.d.)

· During the Do phase, digital escalation tools and real-time monitoring dashboards should be piloted on selected wards.
·  In the Study phase, outcome metrics such as fetal compromise detection rates, emergency caesarean delays, and staff incident reporting frequency should be analysed. 
· Finally, during the Act phase, successful interventions should be scaled Trust-wide, while unsuccessful strategies are revised (Taylor et al., 2014).
3.2 Lean
In parallel, Lean quality improvement principles should be adopted to remove inefficiencies and improve workflow reliability. Lean methods focus on eliminating waste, improving flow, and reducing unnecessary delays in care delivery (Womack and Jones, 2003). At East Kent, Lean mapping can be applied to emergency maternity pathways to streamline patient movement from labour ward to theatre during obstetric emergencies. For instance, value-stream mapping could identify bottlenecks in triage, porter response times, theatre readiness, and documentation processes that currently slow escalation. Lean has also proven particularly effective in reducing duplication of tasks, clarifying staff roles, and improving visual communication through standardised boards and real-time dashboards. Within NHS maternity services, Lean implementation has been shown to significantly reduce treatment delays and improve patient experience by simplifying handovers, reducing unnecessary transfers, and ensuring that equipment and staffing resources are positioned where they are most needed (Radnor and Walley, 2008;care quality commission, 2024; department of health and social care 2025). By embedding Lean thinking into day-to-day practice, East Kent can create more predictable, safer clinical pathways and reduce the operational pressures that contribute to error.
3.3 Six Sigma methodology
Finally, elements of Six Sigma methodology should be used to reduce variation in clinical decision-making and improve standardisation across maternity teams. Six Sigma’s focus on reducing process defects aligns closely with reducing avoidable clinical harm (Antony et al., 2019; Galvan-perez et al.,2025). Its structured DMAIC (Define–Measure–Analyse–Improve–Control) framework allows for systematic examination of high-risk processes such as CTG interpretation, induction protocols, or emergency response activation times. For example, variation in CTG interpretation and escalation thresholds can be addressed through standardised digital decision-support tools supported by Six Sigma monitoring. Regular performance dashboards, statistical process control charts, and competency audits can provide real-time insight into whether improvements are being maintained. Six Sigma approaches can also strengthen multidisciplinary working by establishing shared standards and measurable expectations across obstetric, midwifery, and neonatal teams.
4 Conclusion 
The East Kent maternity failures demonstrate how weaknesses in leadership, culture, staffing, and governance combined to create unsafe conditions for mothers and babies. Analysis using the Donabedian Model, Fishbone, 5 Whys and SWOT shows that poor structures and inconsistent processes inevitably led to preventable harm. A culture of fear, lack of accountability, and failure to learn from incidents further entrenched unsafe practice. The recommended reforms—stronger governance, workforce development, cultural change, and the use of PDSA, Lean and Six Sigma—offer a pathway to sustainable improvement. Delivering these changes consistently is essential for restoring safe, high-quality maternity care and rebuilding public trust.
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