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[bookmark: _heading=h.m8txv7v7x0ku]Executive Summary
The report reflects on the gaps in Quality Assurance and Quality Improvement identified in the East Kent Maternity Services investigation (2022), while taking a critical approach. An investigation found that there were weaknesses across governance, leadership, communication and patient safety across the organisation, as well as avoidable neonatal and maternal harm. The report adopts a variety of recognised frameworks for quality improvement such as the Donabedian Model, Fishbone Analysis, Five Whys, SWOT Analysis, the Plan-Do-Study-Act (PDSA) Cycle and Kurt Lewin's Three-Stage Change Model to explore the reasons why services are failing and then presents evidence-based strategies for improvement.
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[bookmark: _heading=h.xxnqkg8ezd5]1. Introduction
[bookmark: _heading=h.djsug0838uqh]1.1 Definition of Quality Assurance
Quality assurance (QA) is a planned and systematic process of work that ensures healthcare services are consistently compliant with the requirements of the regulatory bodies and clinical standards/thresholds for the patient. QA in the NHS is comprised of governance, audits, performance monitoring and risk management to make sure safe and effective care is provided. Critics responded, though, that QA often takes too much of an adherence to standards and not enough education, development, and innovation. Organisations can fulfil inspection requirements and do not need to address fundamental issues of cultural and leadership issues. 
[bookmark: _heading=h.rnai43fq1fjj]1.2 Definition of Quality Improvement 
Quality improvement (QI) is an ongoing and systematic process of making improvements to healthcare processes, products and experiences, based on evidence and a learning process. Quality improvement is not a process to ensure a set of predetermined standards but rather a process that encourages continuing change and innovation to improve performance (Haggar et al., 2024). Good quality improvement requires identifying areas for improvement in services, making changes, tracking the impact of the change and sustaining the change. In this sense, the work of quality assurance and quality improvement go hand in hand and serve to promote excellence in health care systems in the modern world. Some criticise the over-inspection and regulation approach as being more likely to lead organisations to achieve the minimum standards rather than stimulate innovation and learning. 
[bookmark: _heading=h.dkv3673sgjuj]1.3 Aim of the Report
This report critically analyses the quality assurance system within East Kent Maternity Services (2022) and assesses the reasons for the failure of the system, using frameworks and theories of systems to improve the system, before making recommendations based on evidence to ensure safer delivery of maternity care.
[bookmark: _heading=h.pjxv5pwn2tm]1.4 Importance of Quality Assurance and Quality Improvement 
Both Quality assurance and Quality improvement are essential components of safe, effective and patient centred healthcare, and will be key to helping Healthcare organisations identify potential risks, measure clinical performance and put in place evidence-based improvements. In some cases, an abortions procedure and quality assurance process failed to prevent avoidable harm, as happened at East Kent Maternity Services, and they need to be improved. National guidance and regulatory checks and balances were in place, but these failed to function effectively due to the lack of strong leadership, checking and accountability, and poor organisational cultures. During the following years there was no evidence of learning organisation that followed unattractive clinical practices (Lethbridge, 2024).
Critics have replied that perhaps a quality assurance process could be set up to trace and certify to standards, but it is rather uncertain what this would mean to the quality of outcomes of the provision of care. This was evidenced in the EAST Kent case where it failed to be investigated and acted upon in a timely manner. So, it is important that the quality assurance process be coupled with practice of quality enhancement process. 
[bookmark: _heading=h.h1k62x4qs6i3]1.5 Brief Description of the East Kent Case
The East Kent Maternity Services investigation (2022) was in relation to the serious failure to safeguard mothers and babies at East Kent Hospitals NHS Trust resulting in a few avoidable deaths, stillbirths and serious birth injuries. The investigation revealed that there were continued leadership deficiencies, organisational culture, multi-disciplinary communication, clinical decision making and governance issues, and a lack of listening to women and families on repeat (Bennett-Weston et al., 2026). These deficiencies were indicative of important shortcomings in quality assurance systems and patient safety practices. This report therefore critically explores the reasons for these failures in the light of the quality improvement frameworks accepted and the evidence-based models of service improvement.
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Figure 1: East Kent Maternity Services investigation 2022 maternity care NHS 
(Source: Bennett-Weston et al., 2026)
In the East Kent case it is good to see how QA and QI are included. System level leadership, communication and poor culture despite governance and national quality standards preventing quality systems to protect mothers and babies. For this reason, preventable deaths and major injuries to babies went on for several years. This means in addition to compliance, the accountability, learning and continuous improvement circles need to be established within the healthcare organisations.
[bookmark: _heading=h.k1pv38h6iot2]2. Main Part
[bookmark: _heading=h.ck6pa3dpmq07]2.1 Case Study Analysis: East Kent Maternity Services Incident
In the East Kent Maternity investigation, the investigation revealed that quality assurance systems are not enough to guarantee the safety of patients. While there were some policies and regulatory requirements in place within the NHS, unsafe practices continued for several years for a variety of reasons relating to leadership, governance and organisational culture  (Bennett-Weston et al., 2025). This means that the quality assurance mechanisms were not effective, and compliance rather than learning from incidents was a focus. 
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Figure 2: East Kent Hospitals NHS Trust maternity ward healthcare staff
(Source: Oyugi et al., 2024)
In addition, there was a lack of a good learning culture among the organisational leaders, leading to reoccurring incidents with no meaningful service improvement. All the above issues are highlighted in the Ockenden Review which identified poor leadership, insufficient accountability and failure to learn from past maternity incidents in NHS organisations (Oyugi et al., 2024). The Care Quality Commission also found that governance, patient safety monitoring and regulatory compliance were all weaker and NHS England highlighted the need to improve safety culture, staff training and multidisciplinary working. 
[bookmark: _heading=h.3eli65rhxqhl]2.2 Application of Donabedian Model
The Donabedian Model is an evaluation of quality of healthcare that looks at three interrelated elements: Structure, Process, and Outcomes. It provides a framework to acknowledge the influence of organisational factors on patient safety and service quality. At East Kent Maternity Services structural weaknesses included lack of staff, lack of professional training, lack of leadership, lack of clinical resources and lack of governance systems (Felker et al., 2025). These limitations limited the number of workers, affected clinical supervision, and limited compliance with evidence-based standards of maternity. These process failures then became evident, such as delayed diagnosis, inadequate fetal monitoring, inadequate documentation, ineffective communication between multi-disciplinary teams and repeated inappropriate escalating of deterioration of the mother or foetus. Such weaknesses were evident in poor clinical judgements and poor patient-centred care. 
[image: ]
Figure 3: Donabedian Model Structure Process Outcome healthcare
(Source: Felker et al., 2025)

The negative consequences were unnecessary maternal mortality, neonatal mortality, unnecessary brain injury, psychological trauma for families, decreased patient satisfaction, and loss of trust in maternity services. The Donabedian Model is a great example of the relationship between the structure of an organisation, the nature of care offered and the outcomes of care and thus can be used to fully identify quality issues (Tompkins et al., 2025). The model, however, which did a systematic analysis of performance of the healthcare system, has relatively little focus on external factors such as organisational culture, behavioural factors and political pressures that also had a significant role in the failures of the East Kent maternity service. The Donabedian Model suggests that better organisation leads to better outcomes for patients, but there is not always a relationship between these in the complex healthcare system. Moreover, the model does not place adequate emphasis on the importance of organisational culture, the attitudes of employees, and the attitudes of management, all of which played an important part in the East Kent's failures. Therefore, the Donabedian framework can be used to measure the quality of healthcare, but it must be combined with other frameworks of organisational change to increase the quality of healthcare in the long term. In East Kent delayed clinical decision making and poor maternity outcomes were related to inadequate staffing, poor governance and ineffective leadership. The model assumes however that there is a linear relationship between structure, process and outcomes and concludes with a sparse focus on organisational culture and behaviours. Therefore, it needs to be backed with more wide-ranging organisational change frameworks.
[bookmark: _heading=h.os6lgckb2ejj]2.3 Fishbone (Cause-and-Effect) Diagram Analysis
The Fishbone Diagram revealed that there were multiple factors that led to the failure of quality assurance in East Kent Maternity Services and that the consequences of this failure were the result of a chain of interrelated organisational weaknesses.
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Figure 4: Fishbone diagram healthcare quality
(Source: Norman et al., 2022)


	Category
	Critical causes identified

	People
	Poor leadership, staff shortages, poor clinical training and limited supervision resulted in poor decision making for safety.

	Methods
	The lack of proper escalation procedures, risk assessment and inadequate governance meant timely interventions were not taking place (Lewis, 2025).

	Environment
	Poor workloads and pressures on the workforce, along with a culture that was ‘defensive’, were barriers to learning and reporting concerns.

	Equipment
	Fetal monitoring equipment was inadequate, and information technology systems were not efficient, resulting in delays in making accurate clinical assessments (Norman et al., 2022).

	Management
	Organisational learning was constrained by weak accountability, ineffective quality assurance systems and a lack of incident investigations.

	Policies
	Poor implementation of national maternity standards and not following NICE guidance led to inconsistent clinical practice (Saleh, 2024).


Table 1: Fishbone (Cause-and-Effect)
All these factors added to each other and led to unsafe care and repeated avoidable harms by midwifes. The Fishbone Diagram is useful because it enables identification of root causes of a problem in the health care system rather than finger pointing. However, the framework only provides an explanation of the possible causes and does not prioritise these nor look at causal relations over time. The Fishbone Diagram, however, does not reveal who the most important causes are that impact organisational performance. Furthermore, there is not always a clear explanation of the relationship between various causes. So, it should be used in conjunction with root cause analysis and continuous improvement approaches like PDSA. The Fishbone Diagram in turn list all the interconnections of service failures at the leadership, staffing, policies, management and clinical resources level. It does not show the significance of various causes, nor the time relationships between the causes themselves, however, and in particular does not show causation in detail. Similarly, by asking Why five times, the Five Whys technique discovers the root causes of failures, in an organisational setting. However, many times it can reduce potentially complex health issues with multiple contributing factors down to a single factor and can rely on investigator discretion.
[bookmark: _heading=h.3peeuojaxd13]2.4 Five Whys Analysis 
The Five Whys technique is used to uncover the root causes of preventable maternal and neonatal harm, rather than just the fault of the health care worker, by repeatedly asking the question 'why'.
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Figure 5: Five Whys root cause analysis
(Source: Cox et al., 2024)
	Problem
	Critical explanation

	Avoidable maternal and neonatal harm
	The investigation revealed preventable repeated deaths due to unsafe maternity care and serious birth injuries.

	Why 1: Poor clinical decision-making
	Clinicians did not identify maternal and foetal deterioration in time, and were not able to act appropriately (Dasgupta et al., 2026).

	Why 2: Poor communication
	Poor information sharing between health professionals caused delays and led to poor coordination of care.

	Why 3: Inadequate multidisciplinary teamwork
	Limited collaboration reduced coordinated decision-making and weakened continuity of care (Timothy et al., 2025).

	Why 4: Weak leadership
	Leaders failed to promote accountability, supervision, and effective governance across maternity services.

	Why 5: Poor organisational culture and ineffective quality assurance systems
	A defensive culture discouraged learning from incidents, allowing unsafe practices to continue without sustainable improvement initiatives repeatedly (Fleetwood-Smith, 2024).


[bookmark: _heading=h.pbzzzuajj8r9]
Table 2: Five Whys Analysis
While the Five Why technique may be useful, it can cause issues because there can be numerous root causes at the same time in situations involving health issues. In addition, outcome is dependent on the experience of the analyst. Therefore, it must be used in connection to the wider organisational analysis to help develop better improvement strategies.


[bookmark: _heading=h.v8mqq0h0kaup]2.5 SWOT Analysis
SWOT analysis is a system to analyse and evaluate an organisation's strengths, weaknesses, opportunities and threats. It is, however, subjective, it does not take strategic questions into consideration and only performs a one-off organisational evaluation. Thus, it should be related to continuous quality improvement and the performance monitoring system.
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Figure 6: SWOT analysis healthcare organisation
(Source: O'Carroll et al., 2022)
	Element
	Critical Analysis

	Strengths
	Safe care   was well supported by maternity strategies and good practice within the NHS, skilled healthcare practitioners and clinical guidance (O'Carroll et al., 2022). But they were not effective in their implementation due to weak leadership and governance, which reduced their positive impact.

	Weaknesses
	Unsafe clinical environments were caused by leadership failures, governance deficiencies, staff shortages, poor communication and a defensive organisational culture (Wilson et al., 2022). These weaknesses compounded, making it difficult to hold people to account and to learn from serious incidents within the organisation.

	Opportunities
	There are opportunities to improve quality assurance, multi-disciplinary working and evidence-based decision making across services through digital maternity records, improved staff education, improved governance, improved safety culture and national maternity reforms (Newman et al., 2026).

	Threats
	Sustainability is at risk from litigation, burnout, recruitment challenges, financial pressures and loss of public trust (Callander et al., 2026). These external pressures will continue to impact workforce resiliency, patient trust in the system and ongoing efforts to improve quality of care, unless organisational change is fully realised.



Table 3: SWOT Analysis

SWOT analysis, however, has its subjectivity as different stakeholders may see different strengths and weaknesses. Further, SWOT does not rank the items by significance, and this makes it more difficult to make strategic decisions. Besides that, SWOT is only a static assessment, not an explanation of the changes of the organizational factors through time. Hence, SWOT need to be supplemented with others quality improvement frameworks for evidence-based decision making.
[bookmark: _heading=h.3q6apzh1an7z]2.6 Kurt Lewin's Three-Stage Change Model 
This is a detailed model of sustainable improvement in East Kent Maternity Services using Kurt Lewin's Three Stage Change Model. Leaders need to identify issues with service, ensure that staff are aware of these issues and establish a commitment to change within the organisation in the Unfreeze stage (Callander et al., 2025). The Change stage should include training for staff, governance changes, better incident reporting processes and increased patient involvement to enhance the safety of maternity care. The Refreeze stage consists of ongoing audits, quality assurance procedures, performance monitoring and ongoing patient feedback and reinforcement of a positive safety culture. Easy and simple, but perhaps too simplistic for the modern health care organization, Lewin's model.
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Figure 7: Lewin Change Model Unfreeze Change Refreeze healthcare (Source: Callander et al., 2025)
[bookmark: _heading=h.hlij7y1yjsgb]3. Recommendations
[bookmark: _heading=h.xpovt1kys29s]Recommendation 1: Strengthen Clinical Governance
East Kent Hospitals NHS Trust should improve its clinical governance, with a reorganisation of clinical governance committees to monitor the safety of the maternity service, review adverse events and ensure that national standards are met by a multidisciplinary committee (Lewis, 2025). Compliance with NICE guidance should be assessed in regular clinical audits, gaps in performance identified and monitoring of implementation of corrective actions should take place (Mills et al., 2022). Good governance will facilitate the improvement and transparency of maternity services, will help reduce avoidable harm, improve patient safety and will ensure continuous quality improvement.
[bookmark: _heading=h.i6lloid2abtc]Recommendation 2: Benchmarking Against High-Performing NHS Trusts
The focus is that East Kent Maternity Services use high performing NHS maternity services with excellent patient safety outcomes as a benchmark. Measures of performance should reflect NHS Resolution Maternity Incentive Scheme, guidance from the NICE and the Better Births strategy. Comparisons of clinical outcomes, governance arrangements, workforce practices and patient experience helps find interventions that have been successful and will be appropriate for local implementation (van der Scheer et al., 2025). Benchmarking enables East Kent Hospitals NHS Trust to learn from high-performing NHS maternity services regarding levels of clinical performance, patient safety indicators and governance, through identification of areas for improvement (van der Scheer et al., 2025). There are reasons to believe that benchmarking prompts organisations to follow best practice, minimize unnecessary variation and enhance patient care outcomes through lifelong learning.
[bookmark: _heading=h.hdqe9727966r]Recommendation 3: Workforce Development
Enhancing patient safety and clinical competence of staff in the maternity service should be the priority for workforce development, across the services. Responsibility to keep all staff colleagues updated with national clinical practice guidelines, risk assessment and emergency obstetric care. Leadership development programs should improve senior professionals to make better decisions, take responsibility and become more efficient in the organization (Fula et al., 2025). Human factors training can improve team collaboration and communication, as well as situational awareness, in challenging clinical situations. Multi-disciplinary teams to be trained in obstetric emergencies regularly in simulated realistic scenarios. The recruitment and retention policy should work on dealing with staffing issues, the staff burden and continuity of safe quality maternity care.
[bookmark: _heading=h.4mjix3q768k9]Recommendation 4: Improve Patient Safety Culture 
A strategic priority must be set for East Kent Maternity Services to improve patient safety culture to help avoid future incidents and regain public trust. Tackling the systemic issue of healthcare professionals' fear of blame or action against them for reports of safety concerns would be a significant improvement to the Freedom to Speak Up initiative. Risks are identified as early as possible and transparency created within organisations by building psychological safety (Kent et al., 2024). Good communication decreases misunderstandings, ensures that concerns are escalated at a suitable time and enhances the continuity of maternity care. 
The organisation needs to promote a culture of learning, making incidents learning opportunities but not faulting a particular person. Feedback on learning, reflective practice and frequent incident reviews can improve organisation learning and minimise re-occurrence of failures. (Dixon et al., 2022). Together, they would create higher levels of trust, accountability, working in teams and continuous quality improvement, and help to make a maternity service safer and more responsive, just as the national expectations are for patients' safety and what is expected by regulators.
[bookmark: _heading=h.e15t9qodxhqe]Recommendation 5: Digital Quality Monitoring
Digital quality monitoring needs to be broadened to enhance quality assurance, through evidence-based decision making across East Kent Maternity Services. A holistic electronic patient record system should be available to all health care providers instantly, enabling them to access the clinical information they need, and eliminating disjointed documentation systems and any associated errors in information. Multidisciplinary communication and safer decisions in emergency situations are also enabled through digital records (Whybrow et al., 2026). A second early-warning system should also be integrated into the maternity services system so that it can alert the team that something has changed, either in the mother's or the baby's condition, at an early stage. These systems can help to ensure patient safety by enabling clinicians to respond in a timely manner and prevent unnecessary adverse events (Haggar et al., 2024). Finally, real-time audits should be continuous, not regular tests to make sure NICE guidance, governance principles and organisational policies are being followed. Combined, these technologies help to reinforce governance, improve patient safety and facilitate efficient data-informed maternity care throughout the organisation.
[bookmark: _heading=h.ckkr87dlfnu9]Recommendation 6: PDSA Cycle Implementation
Plan-Do-Study-Act (PDSA) is a systematic process of continuous quality improvement in the maternity services. In the Plan stage there are incident reporting, audit, patient feedback and clinical performance indicators that reveal areas of maternity safety issues to enable organisations to develop targeted plans for action that will improve the safety of mothers and their babies (Lethbridge, 2024). The Do or implementation phase involves implementation of staff training, Governance changes, communication changes and of evidence based clinical interventions, all implemented on a controlled scale. 
The model has, however, been criticized for its linear perspective of organisational change when in a healthcare improvement process, change is often continuous and dynamic. Also, the model does not seem to be so useful if it comes to resistance to change within large healthcare organizations. It should therefore be used in conjunction with other ongoing quality enhancement techniques such as the PDSA cycle.
[bookmark: _heading=h.m6wp1ilx9awl]Benchmarking
	Benchmark Area
	High-Performing NHS Trust Practice
	Current East Kent Issue
	Improvement for East Kent

	Clinical Governance
	Monthly governance reviews with multidisciplinary oversight (Norman, Stock and Harmer, 2022; Felker et al., 2025)
	Weak governance and poor accountability (Norman, Stock and Harmer, 2022)
	Introduce regular multidisciplinary governance meetings (Felker et al., 2025)

	Patient Safety
	Continuous incident reporting and learning culture (Felker et al., 2025)
	Under-reporting and poor organisational learning (Timothy, Lloyd and Bradshaw, 2025)
	Develop open reporting culture and learning systems (Felker et al., 2025)

	Staff Training
	Mandatory simulation training and competency assessments (Whybrow et al., 2026)
	Inconsistent clinical training. (Lewis, 2025)
	Regular competency-based maternity training. (Whybrow et al., 2026)

	Digital Monitoring
	Real-time electronic maternity dashboards. (van der Scheer et al., 2025)
	Limited performance monitoring. (Felker et al., 2025)
	Implement digital quality dashboards. (van der Scheer et al., 2025)

	Patient Engagement
	Family involvement in care planning and feedback. (Haggar et al., 2024)
	Women not consistently listened to. (Tompkins et al., 2025)
	Strengthen patient engagement programmes. (Haggar et al., 2024; Tompkins et al., 2025)

	Quality Audits
	Continuous benchmarking against NHS maternity standards. (Felker et al., 2025)
	Irregular quality monitoring. (Norman, Stock and Harmer, 2022)
	Quarterly benchmarking and external peer review. (Felker et al., 2025)


[bookmark: _heading=h.muxviz76i25y]4. Conclusion
This report considers how the failures in quality control in East Kent Maternity Services occurred as a critique and shows the crucial importance of quality assurance to safeguard patient safety and enhance outcomes of care. To conclude its investigation, the Commission concluded that avoidable damage to mothers and babies was caused by poor leadership, weak governance, lack of communication, poor organisational culture and failure to implement quality assurance. Using the Donabedian Model led to findings of connections between organizational structures, clinical processes and adverse outcomes; the Fishbone Diagram, Five Whys, and SWOT analysis identified interconnected root causes and their need for comprehensive intervention. 
The Change Model (Kurt Lewin) and the PDSA cycle provided a method for initiating service changes, and for sustaining service improvements through continuous testing and learning in the organisation. Overall, good governance, evidence-driven governance and workforce development are key in providing safer maternity services. The overall story of East Kent has been that there is no way to improve the quality sustainably by being compliant. Rather, it is crucial for delivering safer maternity services to have effective leadership, organisational learning, evidence-based practice and continuous monitoring.

[bookmark: _heading=h.5xzfmm9qddx]
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