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CASE OVERVIEW

1.

Neonatal nurse involved in 
deaths of 7 infants + 
attempted murders

Occurred at Countess 
of Chester Hospital 

(2015–2016)

Repeated warnings 
by consultants 
were ignored

2.

3. 4.
Delayed 

investigation and 
action



ROOT CAUSE ANALYSIS (RCA)

Multiple unexpected 
neonatal deaths 
within the unit

Failure to recognise abnormal clinical patterns
Delays in escalating concerns
Inadequate monitoring of incidents

Poor communication between staff and 
management
Lack of structured incident reporting 
systems
Leadership failure to act on warnings 

Continued patient harm and 
preventable deaths Loss of 
trust in healthcare services

Immediate 
Causes Outcome

Underlying 
CausesProblem



Donabedian Model Application

● Staffing shortages

● Weak governance

● Lack of oversight

Structure Process Outcome
● Poor reporting systems

● Ignored warnings

● Delayed investigation

● Infant deaths

● Patient harm

● Loss of trust



Policy Issues

Problems

1. 2. 3.
Ineffective 

whistleblowing 
policies

Lack of 
accountability 
frameworks

Failure to escalate 
to external bodies 

(e.g., NHS 
regulators)

Critical analysis:

Policies existed but 
were not 

implemented 
effectively



Impact on Service Delivery

Problems

1. 2. 3.
Quality: 

- Unsafe care 
environment

- Increased mortality

Efficiency:
- Delayed response 

increased harm
- Resource misuse

Equity:
 - Vulnerable neonatal 

patients 
disproportionately 

affected

Critical analysis:

Policies existed but 
were not 

implemented 
effectively



Perspective 1: System Failure

● Errors due to organisational 
weaknesses

● Supported by systems theory

Perspective 2: Individual 
Responsibility

● Focus on Letby’s actions
● Criminal accountability

Critical Perspectives

Conclusion:
Both factors important, but system failure 
enabled harm



Recommendations
● Strengthen incident reporting systems
● Promote open safety culture
● Mandatory escalation protocols
● Regular external audits
● Staff training in patient safety



Implications for Practice
● Importance of clinical governance frameworks
● Need for early intervention systems
● Role of leadership in patient safety
● Integration of quality improvement models



Structure of Report (Component 2)

1. Introduction

3. Theoretical Frameworks

2. Case Study Background

5. Policy Analysis

6. Impact on Service Delivery

7. Recommendations

 4. Root Cause Analysis 8. Conclusion
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