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[bookmark: _Toc234427194]1. Introduction
The East Kent Hospitals University NHS Foundation Trust maternity scandal is considered one of the most significant cases of failure of leadership, governance, patient safety and organisational culture in contemporary healthcare within the UK. As part of the independent investigation carried out by Kirkup, the problem of maternity and neonatal services provided at East Kent Hospitals was explored over the period from 2009 to 2020, and the findings revealed numerous failures in clinical care, communication, accountability and organisational learning that resulted in avoidable harm to mothers and babies, and the deaths of at least 45 babies and one mother (Kirkup, 2022). Such an investigation showed that the persistent failure of leadership, poor professional relationships, ineffective governance mechanisms and disregard to patients' concerns created a culture of practices that were not challenged for years (Dixon-Woods, 2022).
Leadership in health and social care may be defined as the process of influencing other people in order to attain organisational goals and ensure safe, effective and patient-centered care provision. Effective healthcare leadership encourages cooperation, accountability, innovations and quality improvement, while poor leadership leads to organisational dysfunction and adverse events (Jones, Latour and Endacott, 2024). Leadership plays an essential role in complex health care organisations because of the interactions of different professionals that take place in the highly-regulated environment and require joint decisions and effective communication.
Healthcare organisations usually work in either centralised or decentralised healthcare systems. The decision making process in centralised healthcare systems is conducted at the level of management and executive leadership, while decentralised systems involve decision making at the department, clinical team and local managers' level. Each of these models has its benefits and disadvantages that depend on the organisational context, resources and governance structures (Ham, 2022). The efficiency of the both models is greatly dependent on leadership capacity, organisational culture and communication.
There are several theories of leadership that may be used in order to better understand the organisation performance in times of crisis and changes. Transformational leadership involves vision, inspiration and organisational learning, while transactional leadership concentrates on performance management and compliance (Lewis, 2025). The third one – situational leadership encourages the adjustment of leadership style to the needs of the context and the workforce. It is very important to select the right model of leadership in healthcare due to the complexity of patient safety incidents.
This report aims to carry out the critical analysis of the East Kent maternity scandal using the frameworks of systems thinking, governance, leadership theory and organisational structure. The Rich Picture approach is used to reveal systemic failures, the impact of centralisation/decentralisation, the effectiveness of leadership practices and the lessons learned.
[bookmark: _Toc234426130][bookmark: _Toc234427195]2. Main Body and Analysis
[bookmark: _Toc234427196]2.1 Identifying the Problem and Setting the System Context: Applying Systems Thinking and the Rich Picture 
The maternity scandal of the East Kent Hospitals University NHS Foundation Trust is an example of severe systems failure in healthcare delivery, leadership, governance, and patient safety. According to the independent investigation Reading the Signals, there was a set of critical issues with the delivery of maternity and neonatal services during the period from 2009 until 2020 which resulted in the unnecessary harm to mothers and babies. As the result, at least 45 babies could survive under nationally recognized standard care, while one woman died due to the preventable clinical issues (Kirkup, 2022). Instead of being individual clinical errors, such incidents highlighted fundamental problems with the organisation, leadership, governance, ineffective communication practices, and non-learning environment (Dixon-Woods, 2022).
Overall, patient safety is a significant problem at the global level of public health. According to the WHO, millions of adverse events caused by unsafe care happen every year, making preventable harm the major cause of deaths and disabilities on the planet (World Health Organization, 2007). Maternity and neonatal services are especially vulnerable to such safety risks due to the complex, sensitive nature of the care delivered by multiple professionals in challenging conditions. Analyses of the maternity safety programmes across the English NHS revealed the existence of wide gaps in safety outcomes, caused by ineffective implementations, leadership issues, and limited organisational learning (McGowan et al., 2024). Therefore, the East Kent case may be seen as an example of global issues in patient safety governance and healthcare system's resilience.
In the national context, patient safety has become one of the major concerns in the NHS maternity. Care Quality Commission reported about the problems with staff shortages, workforce pressures, failures of communication, and safety issues in the NHS maternity services of England (Care Quality Commission, 2023). At the same time, NHS England identified persisting inequalities in services and outcomes, leading to the development of the Three-Year Delivery Plan for Maternity and Neonatal Services focused on improvements in safety, workforce, and patient experience (NHS England, 2023). O'Dowd (2025) believes that repetitive maternity scandals in England are connected with systemic problems rather than individual failures of the organisations and identifies the problems in East Kent as an example.
There are several interconnected organisational issues shown by the East Kent scandal. According to Kirkup (2022), the failures in fetal monitoring, delays in the escalation of concerns, problems with multidisciplinary teamwork, inefficient communication between the health professionals and unwillingness to listen to mothers and their families. Mothers repeatedly complained about their care, but their concerns were disregarded. Such evidence corresponds to the research results showing that the lack of communication and ineffective engagement of patients increases the risk of adverse events in maternity services (McLeish, Harvey and Redshaw, 2024). At the same time, communication barriers can be considered one of the most difficult issues for vulnerable populations such as women speaking another language (Baz et al., 2026; Rayment-Jones et al., 2021).
The Systems Thinking framework is appropriate for the analysis of the East Kent scandal because it considers the organisation as a complex system where the outcomes are created through the interaction of people, processes, structures, and environments, rather than separate activities (Checkland and Poulter, 2006). According to the WHO Health System Framework, the performance of the healthcare system is determined by a set of interacting elements which include leadership and governance, workforce, service delivery, information systems, and organisational culture (World Health Organization, 2007). In the East Kent case, the interaction of the mentioned elements created the conditions allowing for the persistency of the unsafe practices.
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Figure 1: Rich Picture of the Systemic Factors Contributing to the East Kent Hospitals Maternity Scandal
(Source: Self-developed)
A Rich Picture can help in mapping these complex relationships and identify the systemic patterns at play. At the center of the Rich Picture will be the mothers, babies, and families that suffered adverse outcomes. Around these actors will be midwives, obstetricians, neonatal staff, hospital managers, executives, regulators, and other stakeholders. The picture will show the lack of communication among the clinical teams, ineffective feedback loop between front-line workers and executive management, poor governance, and inadequate response to patients' complaints. Arrows of information flow will represent how concerns raised both by the families themselves and by healthcare workers were failing to trigger organizational learning and any sort of improvement (Kirkup, 2022).
Moreover, there have been significant governance failures in this case. Clinical governance is about ensuring that there is accountability for the maintenance and improvement of quality of healthcare through monitoring and risk management (Blanks and Wright, 2024). However, the investigations revealed the fact that organizational leadership has often failed to see the warning signals, to react adequately to safety problems, or even take any sort of correction steps (Kirkup, 2022). Research on maternity governance shows that inadequate incident reporting systems, poor risk management, and ineffective leadership contribute significantly to patient safety issues (Timothy, O'Connor and Murphy, 2025; Beecham et al., 2025). Furthermore, qualitative studies show that culture characterized by blaming and hierarchical behavior, poor psychological safety makes people afraid of reporting their concerns (Mackintosh et al., 2025; West and Coia, 2019).
[bookmark: _Toc234427197]2.2 Centralisation or Decentralisation within the East Kent Maternity Scandal 
Organisational structure greatly affects the way in which health systems deal with patient safety issues, risks, and quality improvements. In general, healthcare systems exist on a spectrum between centralisation and decentralisation; each organisational type influences decision-making, accountability, communication, and performance (Ham, 2022). The East Kent Hospitals University NHS Foundation Trust maternity scandal is a clear example of the effects of an overly centralised organisational structure, poor governance, and underempowered frontline staff that prevented proper organisational learning for years (Kirkup, 2022). Looking at the case in the context of organisational types helps understand the way in which organisational arrangement influenced leadership, accountability, and crisis management.
Centralisation is an organisational type in which most of the power is held by senior leaders and executives. Decisions related to policies, allocation of resources, governance, and organisational priorities are usually made by the small group of leaders located at the top of the organisational hierarchy (Ham, 2022). In terms of healthcare, the advantages of such system are consistent and regulated practice that is compliant with policies and procedures as they are implemented uniformly in all organisational units. NHS England maternity transformation programmes used centralised strategic oversight to ensure the establishment of national standards of safety and performance expected from maternity care providers (NHS England, 2023).
However, the case of East Kent Hospitals reveals a few disadvantages of centralisation of decisions. First, according to the investigation conducted by Kirkup (2022), patient safety concerns raised by frontline staff, mothers, and families could hardly have any effect on the decision-making process. Important information concerning the negative incidents and risks of patient harm could only be received by the executives after going through several managerial layers, thus causing delays in taking measures. It is one of the well-known flaws of centralised system because of elongation of communication lines and distancing of the decision-maker from the front line (Blanks and Wright, 2024).
Moreover, according to Kirkup (2022), there existed a culture of senior management that prioritized organisational reputation and external performance over patient safety and transparency. According to Dixon-Woods (2022), failures within healthcare occur when there is a discouragement of challenging and reflecting the leadership structures leading to normalising the warnings signs. In the context of East Kent case, this centralised organisational culture resulted in the suppression of concerns of patients and health professionals and missed opportunities for intervention.
In contrast to centralisation, the process of decentralisation implies distribution of power and decision-making responsibilities among various organisational levels, including participation of the frontline teams and local managers in service improvement and problem-solving activities (Ham, 2022). In addition to faster decision-making and greater involvement of staff, studies show that decentralisation of decision-making in healthcare systems promotes professional autonomy. Literature on patient safety cultures in maternity services demonstrates that organisations with distributed leadership have better communication, greater empowerment of staff and learning from the adverse events (Jones, Latour and Endacott, 2024). Moreover, according to Mackintosh et al. (2025), maternity units with collaborative leadership and local ownership of safety initiatives are more likely to develop sustainable culture of patient safety.
In the case of East Kent, it became obvious that the lack of decentralisation of decisions reduced the opportunities of the organisation to identify and respond to emerging risks. Clinicians who worked at the first line frequently observed the problems and risks but did not have enough authority to report them (Kirkup, 2022). According to studies of maternity incidents, empowering of the frontline staff to participate in governance processes is crucial for identification of the risks and organisational learning (Beecham et al., 2025). If the organisation would use the decentralised decision-making, then the clinical teams would have the opportunity to challenge the unsafe practices, introduce local changes, and engage in patient safety governance activities.
From the point of view of crisis management, the structure of the organisation negatively affected the efficiency of crisis response to patient safety issues. Rapid information exchange, collaboration of the staff and managers during the decision-making process, and accountability mechanisms are necessary for efficient crisis management (Reason, 1997). However, according to the investigation, the concerns were constantly fragmented between professional and managerial groups and thus no actions could be taken (Kirkup, 2022). Also, weak psychological safety discouraged staff to speak about the risks that emerged in the organisation (West and Coia, 2019).
A number of indicators prove that the governance system in the organisation did not provide adequate accountability. Repeated patterns of adverse outcomes, inadequate investigation of incidents, poor reaction to family concerns, and lack of implementation of lessons learned were the major points of concern identified during the investigation (Kirkup, 2022). As noted in the governance literature, the accountability is based on transparent reporting system, adequate oversight mechanisms, and active participation of the frontline and service users (Timothy, O'Connor and Murphy, 2025). These elements were missing in East Kent and thus allowed the systematic problems to continue to exist despite the opportunities for intervention. Similar results were obtained by Beecham et al. (2026) who found that health organisations usually concentrate on creating reports but not implementing the results.
[bookmark: _Toc234427198]2.3 Leadership Theories and Application to the East Kent Maternity Scandal 
Effective leadership plays a crucial role in the establishment of healthcare quality, patient safety, organisational culture, and performance. Successful leadership enables healthcare organisations to react proactively to challenges and facilitate continuous improvement in order to keep patient-centred care as an organisational priority. On the other hand, the ineffective leadership can be the cause of communication problems, poor governance, lack of accountability and poor patient outcomes. The East Kent Hospitals University NHS Foundation Trust maternity scandal is a great example of the influence of poor leadership on patient safety, organisational problems, and negative outcomes. It provides valuable insights on the relation between leadership behaviours, organisational culture, and patient safety outcomes from the perspective of leadership theories.
Transformational leadership is considered to be one of the most effective forms of leadership in healthcare. Transformational leaders inspire employees, create a vision, encourage innovation and organisational learning (Jones, Latour and Endacott, 2024). There is evidence that shows that transformational leadership is associated with patient safety culture, staff engagement, teamwork, and positive outcomes among maternity services (Lewis, 2025). However, the analysis of the East Kent case shows that the principles of transformational leadership were rarely used. According to Kirkup (2022), organisational leaders were unable to create a learning environment with the elements of openness and accountability. Concerns related to patient safety were ignored and opportunities for improvement were missed regularly. Instead of inspiring organisational change and improvement, leadership was the reason of creation of the defensive culture and unwillingness to change anything.
The lack of transformational leadership could be seen in the way the organisation reacted to complaints of patients and safety incidents. Patients and families raised concerns about the quality of care, communication issues and clinical errors; however, they were ignored and not used to improve the quality of services (Kirkup, 2022). McLeish, Harvey and Redshaw (2024) show that women who experienced adverse events in maternity services tend to feel ignored and excluded from decision-making processes. Transformational leaders would use patient feedback and engage with patients in order to improve quality of services. Failure to apply such practices led to the maintenance of unsafe care in East Kent.
Transactional leadership is focused on performance monitoring, compliance with the established procedures and policy, accountability, supervision and correction through reward and sanction systems. Even though this type of leadership can be effective in highly regulated environments, it can discourage innovation and employee engagement (Lewis, 2025). The analysis of the East Kent scandal shows that some elements of transactional leadership were used; however, they were ineffective. The organisation had governance systems, reporting system and performance monitoring mechanisms; however, the primary focus was on compliance rather than learning and improvement (Blanks and Wright, 2024). Kirkup (2022) found out that organisational leaders often prioritised organisational reputation and performance over patient safety.
Limitations of the transactional leadership are demonstrated by the way in which East Kent responded to patient safety incidents. As Lewis (2025) says, transactional leadership requires prompt corrective actions when standards are violated; however, the analysis of the East Kent case shows that this requirement was not satisfied (Kirkup, 2022). Literature review on patient safety incident reporting shows that healthcare organisations have difficulties in using reports on incidents to create sustainable changes when leadership focuses on compliance with procedures only (Beecham et al., 2025). Thus, transactional mechanisms were not enough to solve the challenges of maternity services in East Kent.
Situational leadership represents another theoretical framework that helps to analyse the East Kent case. According to the theory of situational leadership, effective leadership should include adaptation of leadership style to context. Healthcare environment is dynamic and requires balancing of directive and supporting behaviours depending on challenges that occur (Lewis, 2025). Investigation of the East Kent case shows that there were multiple warning signs, such as adverse outcomes, staff concerns, patient complaints and failures in governance, all of which required situational responses (Kirkup, 2022). However, organisational leaders were unable to recognise the severity of the situation and change their leadership styles.
The other theory that can be applied to the analysis of East Kent scandal is the theory of distributed leadership that is focused on sharing of responsibilities and decision-making. Distributed leadership recognises the idea that leadership is not just the role of executives but it can occur among frontline professionals with knowledge about challenges and risks of the work (Jones, Latour and Endacott, 2024). There is evidence that maternity services with distributed leadership demonstrate better patient safety culture, better communication and more engaged staff (Mackintosh et al., 2025). However, East Kent was characterised by the lack of power, support and psychological safety among frontline professionals (Kirkup, 2022).
The effectiveness of the leadership can be assessed based on patient safety outcomes and organisational culture. According to Reason (1997), adverse events often happen as a result of latent weaknesses of the organisation rather than individual errors. The same idea is supported by Vincent (2010) who argues that failures in patient safety occur due to interaction of leadership, governance, communication and organisational culture. The East Kent case is a good illustration of these theories, since the investigation has found out that the reasons for problems in patient safety were not individual errors but organisational weaknesses (Kirkup, 2022). Moreover, organisations with high psychological safety, compassionate leadership and open communication are better able to identify risks and learn from failures (West and Coia, 2019). East Kent lacked such characteristics, which resulted in patient safety risks.
[bookmark: _Toc234427199]2.4 Improvement and Lessons Learned from the East Kent Maternity Scandal 
The maternity scandal of the East Kent Hospitals University NHS Foundation Trust offers a powerful example of the way leadership failure, governance failure, organisational culture issues and system failure combined to generate severe patient safety problems. As indicated by the conclusions of the Reading the Signals investigation, many adverse outcomes experienced by mothers and their babies were preventable and reflected systemic issues rather than clinical failings (Kirkup, 2022). Therefore, the case provides valuable lessons for healthcare organisations about the ways to build up strong governance frameworks, leadership skills, organisational learning capacity and patient safety improvements.
The first crucial problem revealed in the case of East Kent is the inability to create organisational learning mechanisms. Despite multiple incidents, complaints and concerns communicated by the patients and the health workers, the organisation failed to translate existing information into service improvements (Kirkup, 2022). As explained by Vincent (2010), effective healthcare organisations have comprehensive continuous learning systems that include the identification of risks, investigation of adverse events, dissemination of lessons learnt and introduction of corrective actions. However, it seems evident that there are problems with reporting mechanisms used by East Kent; incident reporting processes were fragmented, not consistent and inadequately incorporated into governance. As indicated by research, many healthcare organisations have problems with turning safety data collected in large amounts into sustainable improvements due to lack of leadership engagement and poor organisational learning cultures (Beecham et al., 2025).
Therefore, the implementation of robust incident reporting and feedback mechanisms could be considered as an important change. Digital patient safety reporting platforms used across different departments of the clinical services could ensure better monitoring, transparency and accountability. According to Timothy, O'Connor and Murphy (2025), effective reporting helps to identify safety risks at early stages and encourages their proactive resolution. Moreover, Beecham et al. (2026) argue that in addition to producing investigation reports, healthcare organisations need to concentrate on the implementation of organisational learning. For this reason, regular feedback loops need to be established among frontline staff members, managers and executive leaders to make sure that lessons learned lead to service improvements.
Another major problem revealed in the East Kent case is the presence of dysfunctional organisational culture which is characterised by defensiveness, professional silos and poor communication (Kirkup, 2022). Organisational culture plays a pivotal role in the behaviour of employees, experience of patients and healthcare outcomes. West and Coia (2019) explain that a psychologically safe workplace and a culture of compassion encourage health workers to raise concerns, share mistakes and engage in organisational learning. However, if there is a culture based on blame and hierarchical relationships, it discourages transparency and increases the risk of patient safety failures. As revealed in the East Kent investigation, many health workers felt unable to question unsafe practices and communicate their concerns effectively, what led to the persisting of risks in the maternity service (Kirkup, 2022).
To deal with cultural weaknesses, it is necessary for healthcare leaders to create psychologically safe environment and develop multidisciplinary collaboration and open communication across all organisational levels. Mackintosh et al. (2025) indicate that maternity services that are characterised by collaborative leadership and supportive workplace culture show better safety performance and more efficient learning behaviour. Regular multidisciplinary safety meetings, staff engagement forums and reflective learning sessions could help to improve communication and decrease professional silos. This kind of activities would help to create an inclusive culture where the patients and staff become partners of safety improvement.
Governance failures were also one of the main causes of the East Kent scandal. The framework of clinical governance ensures accountability, quality assurance, risk management and continuous service improvement (Blanks and Wright, 2024). However, there are weaknesses in leadership oversight, board-level scrutiny and responses to new safety issues revealed in the investigation of the East Kent case (Kirkup, 2022). Similarly to other NHS maternity cases, governance weaknesses are systematic and organisation-independent (O'Dowd, 2025). Therefore, the strengthening of governance arrangements becomes a crucial step.
One of the evidence-based solutions includes the improvement of the engagement of the board with the information on the patients' safety. Executive leaders and non-executive directors should be provided with regular and detailed reports on the outcomes, incident trends, experience of the patients and workforce issues. The Department of Health and Social Care (2023) highlighted the importance of accountability mechanisms after the publication of the East Kent investigation. The improved governance structure should include independent reviews, regular safety audits and involvement of service users in quality assurance process. In such a way, the improved governance would enhance the responsiveness to emerging risks.
Workforce development is another aspect that needs to be improved. There were many concerns related to team working, communication and professional behaviour among health workers revealed in the East Kent investigation (Kirkup, 2022). Research shows that effective clinical leadership is positively correlated with patient safety culture and healthcare quality (Jones, Latour and Endacott, 2024). Therefore, the development of leadership skills in the maternity services should become a priority in order to enhance the leadership capacity of the organisation at all levels. Lewis (2025) states that modern maternity services need complex-oriented leaders who would be able to collaborate and improve continuously. Consequently, investment in leadership training, coaching and professional development would contribute to the enhanced performance and patient safety.
Finally, the East Kent case shows the importance of the patient-centred care and patient engagement. Many families indicated that they felt ignored, excluded from decision making and unsupported after experiencing negative events (Kirkup, 2022). Research studies dedicated to the women's experience of maternity care show that good communication and involvement in decision making are positively correlated with patients' perception of safety and quality (McLeish, Harvey and Redshaw, 2024). Therefore, the implementation of co-production approaches in healthcare organisations that include the active engagement of service users in service design, quality improvement and governance becomes necessary.
[bookmark: _Toc234427200]3. Recommendations 
The results obtained during the investigation into the maternity scandal at East Kent Hospitals University NHS Foundation Trust provide important insights into the factors that need to be addressed to ensure sustained improvements in patient safety in health care. The recommendations provided below are based on evidence and relate to the issues discussed in this analysis.
Use Transformational and Distributed Leadership
Transformational leadership should be the main leadership approach used in the organisation in order to achieve sustainability of improvement. Transformational leaders are those who build up common vision, encourage innovation, help their subordinates develop professionally, and promote environments that foster continuous learning and patient-centred care (Jones, Latour and Endacott, 2024). In the case of East Kent investigation, it became apparent that there was a defensive culture, poor accountability and low responsiveness to raised concerns. Therefore, it is necessary to have leadership approaches that would promote openness and collaboration. Moreover, distributed leadership should be encouraged within maternity services in order to allow frontline midwives, obstetricians, and neonatal staff participate in decision-making and quality improvement initiatives (Mackintosh et al., 2025).
Develop Governance and Accountability Systems
There is a need for better clinical governance in the investigated case because of poor reporting, insufficient management, and ineffective decision-making processes. Clinical governance system should be improved through better oversight at board level of maternity services. Executives should receive regular reports on patient safety indicators, adverse events, staffing, patients' experience and quality improvement outcomes (Blanks and Wright, 2024). External independent reviews and safety audits should be regularly conducted. The importance of robust governance has been emphasized by Department of Health and Social Care (2023) following the publication of East Kent investigation report, while Care Quality Commission (2023) noted the need for better organisational oversight in all NHS maternity services. Better governance and accountability will make the organisation more responsive and less vulnerable to future safety failures.
Develop Effective Communication and Organisational Learning Systems
The inability to communicate was one of the central issues of East Kent scandal (Kirkup, 2022). Therefore, it is crucial to introduce integrated electronic systems for reporting of patient safety events in order to provide real-time information about patient safety issues. Effectiveness of reporting systems provides many opportunities for learning and increases accountability. Moreover, multidisciplinary safety meetings should be organised to provide the possibility for communication between professionals and dissemination of the lessons learned. Beecham et al. (2026) state that in addition to the proper reporting, healthcare organisations should pay attention to embedding learning into everyday practice of professionals.
Enhance Technical and Allocative Efficiency
Efficiency can be enhanced through improvement of workforce capability, resources allocation and coordination of services. Three-Year Delivery Plan for Maternity and Neonatal Services published by NHS England notes the significance of solving workforce shortages problem and improving quality of services and reducing inequalities through strategic investment (NHS England, 2023). East Kent should ensure that staffing levels correspond to the needs of its patients and to safety standards. Continuity-of-care models should be promoted as well since research indicates that such models improve outcomes for mothers, patients' satisfaction, and coordination of care (Sandall et al., 2024). Investment in prevention measures and workforce development is likely to bring positive results in the long term.
Promote Learning, Patient/Family and Frontline Staff Engagement
Engagement of patients, families, and frontline professionals in service development and improvement efforts helps achieve success. As it became apparent from the East Kent scandal, women's concerns were frequently ignored despite multiple warnings about unsafe care (Kirkup, 2022). Therefore, maternity services should adopt the approach of co-production involving women and families in governance, policy making, and quality improvement initiatives. It has been shown that patients' engagement leads to better communication, trust and healthcare quality (McLeish, Harvey and Redshaw, 2024). Psychological safety should be promoted to ensure that employees raise concerns without fear of punishment (West and Coia, 2019).
[bookmark: _Toc234427201]4. Conclusion
As per the above discussion, it can be concluded that the East Kent Hospitals University NHS Foundation Trust maternity scandal is considered one of the largest patient safety failures in the NHS and clearly shows how much impact the leadership, governance, organisational culture, and system design have on healthcare outcomes. It turned out that many adverse outcomes associated with mothers and their babies could have been avoided because they were the result of the failure of the long-term systemic issues, not individual clinical mistakes (Kirkup, 2022). The poor practice was due to the failures of communication, teamwork, reporting incidents, and organisational learning.
Systems Thinking showed that the negative outcomes were the result of the complex interactions between many components such as ineffective leadership, ineffective governance structures, poor communication processes, and a culture that does not allow to raise challenges and learn (Checkland and Poulter, 2006; World Health Organization, 2007). The Rich Picture analysis showed that complaints from patients and healthcare professionals did not lead to any organisational actions. As a result, the risk of adverse events remained because there were reinforcing feedback loops. This finding supports the opinion that failures in healthcare are often due to the organisational and system issues and not just individual ones (Reason, 1997; Vincent, 2010).
The analysis of the organisational structure showed that too much centralisation hindered organisational learning by limiting the ability of healthcare workers to influence decision-making. Also, the assessment of leadership theories indicated the lack of transformational, distributed, and adaptive leadership, which are needed to promote learning and patient-centred care (Jones, Latour and Endacott, 2024; Lewis, 2025). In contrast, leadership failures led to the defensive culture and poor communication.
The main takeaway from the East Kent scandal is that any sustainable improvements in maternity care should include a wide range of elements that are needed to facilitate change: an effective leadership, good governance, organisational learning, workforce development, and patient engagement. Organisations should create psychological safety that would encourage collaboration, transparency, accountability, and risk and quality management (West and Coia, 2019; NHS England, 2023).
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