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Introduction 
Brief background of NHS, Countess of Chester Hospital and Lucy Letby Case 
The Countess of Chester Hospital is a major NHS provider, which is mainly known for offering emergency services, acute and neonatal care, and surgery across the UK (Countess of Chester Hospital, 2026). The hospital has around 5,964 staff, efficiently providing healthcare services to around 400,000+ people, who live in Chester and West Cheshire (Countess of Chester Hospital, 2026). However, the NHS hospital faced controversies due to a major patient safety scandal on Lucy Letby, where a neonatal nurse was convicted of murdering seven babies and tried to kill others (Lawrence and Conn, 2024). Exposing the Lucy Letby case reveals poor and ineffective clinical governance, poor safety concerns and leadership of the hospital, which triggered neonatal care standards and patient safety practices. Therefore, the case highlights the quick need for implementing robust quality assurance and effective healthcare frameworks for the hospital to mitigate the issue.             
Define the Core Problem by relating to public health issue 
The core problem in this case highlights significant public health concerns, which are related to quality of care, patient safety, and failure to provide systematic healthcare. As per the guidance of WHO (2023), maintaining patient safety is considered a core dimension of public healthcare services because it directly influences trust and morbidity in healthcare systems. In this regard, failure to address and respond to unusual neonatal deaths by the Countess of Chester Hospital signifies a critical breakdown for safeguarding newborn infants (Lawrence and Conn, 2024). Overall, the case showcases different interconnected issues, such as inadequate clinical supervision, a lack of communication, and chronic understaffing. These factors contributed to ineffective escalation of concerns and delayed harm recognition. Considering a public health perspective, such systemic weaknesses increase the risk of preventable deaths, which directly indicates a poor healthcare quality.
Furthermore, although the NHS (National Health Service) has a strong reputation because of providing effective healthcare services, the Lucy Letby case at the Chester Hospital undermined the confidence level of the public (BBC, 2026). Thus, it is essential for the organisation to ensure effective population health outcomes and healthcare utilisation. Moreover, decreasing trust among the public can lead to minimising their engagement with the healthcare organisation, which can ultimately contribute to damage its reputational image, along with financial losses (Griffith et al., 2021). Therefore, the core problem must be defined as a healthcare quality failure, which makes a critical public health issue that requires urgent improvement in providing services.            
Report Aim and Structure 
The following report aims to effectively and critically assess the patient safety and quality failures addressed in the Countess of Chester Hospital, with a focus on the Lucy Letby case. In this regard, the study will conduct a root cause analysis through the help of theoretical frameworks, such as Swiss Cheese Model and the Donabedian Model. Also, it will highlight strategic planning by the support of SWOT analysis. For better improvement, it will suggest evidence-based recommendations by using PDSA and Six Sigma.      
Main Body 
Theoretical Frameworks for Root Cause Analysis
The management of care quality and patient safety within the healthcare systems requires the application of structured theoretical frameworks, which help in preventing ongoing errors by identifying their root causes (Madine et al., 2025). In the context of the Countess of Chester hospital’s child murder cases, the integration of multiple academic frameworks such as the Swiss Cheese, Donabedian and the SWOT model will be useful. Applying these will help in identifying the root causes of the multifaceted problem and prevent it from further happening (Albreak et al., 2025). 
Swiss Cheese Model
James Reason’s Swiss Cheese model is being applied to pinpoint the weaknesses within the Countess of Chester Hospital’s organisational defence layers that led to the murders of innocent children (Wiegmann et al., 2022). 
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Figure 1: Swiss Cheese Model 
(Source: Wiegmann et al., 2022)
The model consists of four key layers, which will help indicate why failures have occurred by identifying the systematic weaknesses that jeopardised the patient safety at the NHS trust. 
Organisational Influences
This is where the top-level decisions are made at CoC Hospital, which created deep-rooted systematic weaknesses across the healthcare system. This includes weak management at CoC hospital, following a lack of resources and ineffective leadership, which created an overall toxic organisational culture. According to Moritz, Coffey and Buchanan (2023), the senior-level bosses of the hospital deliberately failed to act upon the repeated warnings coming from medical staff members about the murders by delaying taking action. This indicates a clear lack of accountability and poor management of hospital leadership. Moreover, the leaders also created a “fear of speaking up” culture at the hospital, which prevented many consultants and doctors from speaking up about the incidents, which resulted in further murder attempts by Letby (Knapton, 2024). 
Moreover, due to weak management, the hospital lacked critical resources such as an Electronic Patient Record system and safety assessment tools as confirmed by the Care Quality Commission (CQC, 2022). Thus, the inadequate resource infrastructure weakened the organisation’s ability to deliver safe care to infants, while increasing vulnerability.    
Supervisory Factors
This is the second layer of the Swiss Cheese model, suggesting failures in supervision at CoC hospital due to its insufficient medical oversight and workforce management, which worked as contributing factors to the murder cases. As per a news report, about 64% of neonatal units at the CoC hospital are significantly understaffed and nurses here lack proper training to offer care and safety to infants and premature babies (BBC, 2015). Consequently, a limited workforce support created pressure over existing workers, resulting in inadequate supervision, which further endangered the lives of infants. 
Preconditions for Unsafe Acts 
This layer indicates the conditions that affected and prevented the CoC hospital staff members from ensuring patient safety. Firstly, the nurse shortages and lack of training at the hospital increased workload, leading to workforce fatigue, which weakened care quality and created a high-risk environment (Lawrence and Conn, 2024). Secondly, the communication system among the hospital staff was chaotic during the murderous events, causing delays in safety risk assessment and overall coordination, which endangered infant safety (Bawden, 2023). These preconditions jointly weakened the system defences at CoC. 
Unsafe Acts (Active Failure)
Finally, this layer highlighted the active failures committed by the front-line operators and doctors at CoC hospital, which caused the murder of seven infants. The senior doctors and consultants, for example, failed to raise concerns about the murders and patient safety due to the hospital leaders’ warnings of maintaining reputation (Knapton, 2024). This directly contributed to the criminal acts of Lucy Letby for an extended period of time. 
Overall, the swiss cheese model helped in identifying the systematic root causes of the problem at the NHS trust, yet it oversimplified the complex accidents, which made it ineffective to point out active resilience (Shabani, Jerie, and Shabani, 2024). This can be addressed by improving adaptability instead of adding more defence layers. 
Donabedian Model
To conduct the root cause analysis of the Countess of Chester (CoC) Hospital, the application of the Donabedian Model is suitable, as this framework evaluates healthcare quality through the three dimensions (Tossaint-Schoenmakers et al., 2021).
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Figure 2: Donabedian Model 
(Source: Tossaint-Schoenmakers et al., 2021)
Structure of care
Despite having a strong human resources and organisational structure, the neonatal system of CoC is fragile due to poor organisational governance that failed to take immediate action against the Lucy Letby case (BBC, 2017). Thus, it reveals that the organisation has a poor structure of care, especially in its neonatal unit, which led to delays in recognition of crimes. Besides this, the Care Quality Commission confirmed that the hospital has a lack of  organisational management (CQC, 2022). Due to this, it suffers from a lack of critical resources, including an Electronic Patient Record (EPR) system and safety assessment tools, such as the Safety Attitudes Questionnaire (SAQ) (CQC, 2022). Therefore, the structural and governance shortcomings of the hospital significantly undermined the effectiveness and safety of care within the neonatal unit, which is one of the main reasons behind the case.            
Process of care
Initially, the organisation provides equal care to each patient. However, after facing the scandal on Lucy Letby, the organisation committed to empowering its overall process of healthcare to ensure better health outcomes (Countess of Chester Hospital, 2026). In this context, Halliday (2025) reflected that the CoC faces significant staff shortages, which negatively impact the healthcare services by creating excessive pressure on existing staff. Also, having understaffed and underskilled staff, along with poor infection control, and inadequate beds significantly highlights a poor process of care that ultimately decreases the quality of care (Lawrence and Conn, 2024). Therefore, the workforce limitation and systematic inefficiencies lead to hinder the effectiveness of care processes of the organisation, which compromises the safety and quality of healthcare service.      
Health outcomes 
As the structure and process of care of CoC is poor and ineffective, it drives weak health outcomes, as critical gaps in treatment still persist because of poor infection control and overcrowding, which ultimately compromised patient safety and dignity (Halliday, 2025). Hence, to improve the healthcare outcomes of CoC, the organisation should empower its organisational governance by focusing on both the clinical governance (quality and patient safety) and corporate governance (accountability and transparency). For example, considering the CQC report, Cambridge University Hospitals NHS Foundation Trust has a robust organisational governance, which helps it to maintain high quality of care by fostering effective leadership and strengthening the healthcare system (CQC, 2022a). Therefore, the evidence signifies that CoC needs improvement in its overall management to offer better health outcomes while ensuring patient safety.            
SWOT analysis
Here, the SWOT framework is being applied to further justify the organisational weaknesses at Countess of Chester Hospital in the UK. 
Strengths 
Despite the systematic weaknesses, the CoC hospital has a strong quality improvement infrastructure, which involves digital clinical audits, incident reporting systems and performance monitoring tools, through which the workers can effectively prioritise emergency care (NHS CoC, 2024). 
Additionally, the company has strong partnerships with the wider Cheshire and Merseyside Integrated Care System as well as Betsi Cadwaladr University Health Board, which can allow it to deliver safe and high-quality care services through adequate resource support (COCH NHS, 2024). 
Overall, under proper supervision, these strengths have the potential to provide a structured approach for strategic planning, which can prevent the infant safety issue from further happening. 
Weaknesses 
The murder of seven infants clearly highlights key weaknesses, including ineffective leadership, and poor governance, which created staffing shortages and a negative organisational culture. The leaders’ inability to respond early to the staff warnings and offering inefficient infant care knowledge is suggesting failed management (Moritz, Coffey and Buchanan (2023). Moreover, the communication breakdown created a chaotic situation, which made the clinical processes inconsistent, thereby increasing the risk of patient harm (Bawden, 2023). 
Opportunities 
As a healthcare giant, the NHS implemented multiple healthcare frameworks to improve the quality of care and overall health outcomes, such as the Mental Health Core Skills Education and the Training Framework and Competence Framework for Nurses (NHS, 2026). Thus, as a part of the NHS, the CoC has the opportunity to mitigate the issue and improve its overall healthcare services by implementing these frameworks, which can lead to enhanced patient care quality and operational efficiency.    
Threats  
Due to the excessive negative impact of the Lucy Letby scandal, CoC faces several threats, including reputational damage and financial losses, where the organisation reported a £9.6 million deficit at the end of 2024-25 (Countess of Chester Hospital, 2023). It leads to damage to its overall market position in the UK healthcare service industry.      
Lacking in Policy Integration
NHS and Care Quality Commission both have enforced different care standards, including the NHS long-term workforce plan, the Equality Act and national career structure to ensure quality care and patient safety through responsible workforce development (NHS England, 2023; HACW, 2026). Yet, CoC hospital failed to properly adhere to these standards, since it lacked skilled nurses and resource infrastructure, which created a gap between expected care quality and actual practices (Lawrence and Conn, 2024). Therefore, an unsafe care environment is being created, which compromises patient safety and led to neonatal deaths. 
Recommendation
Considering the root causes, there are some recommendations provided below, which are suggested by the support of quality improvement tools and can allow CoC to take practical steps for sustaining improvement. 
Recommendation 1
Strengthening the workforce competence by increasing staff skills through training and development. 
The above recommendation can be implemented systematically through the PDSA tool.  
	PDSA 
	Recommendation 1
Workforce improvement

	
	

	Plan 
	· Address staffing gaps in neonatal units through workforce audit and rotational analysis. 
· Establish structured recruitment and selection strategies such as training programmes and incentives (Rosales, León and León-Fuentes, 2023). 

	Do
	· Recruit skilled and qualified neonatal nurses and provide them training for upskilling and reskilling (Li, 2024). 
· Implementing regular staff training initiatives.  

	Study 
	· Leverage patient safety KPIs, such as neonatal mortality rates to monitor the progress. 
· Assess staff performance and retention rates through surveys (Zhenjing et al., 2022). 

	Act
	· Adjust the implementation of staffing models based on performance data and feedback. 
· Deploy continuous monitoring systems, such as Centralized & AI-Based Monitoring System for sustained workforce improvement (Cunha, Dinis-Carvalho and Sousa, 2023).   


Table 1: Recommendation 1 for CoC 
(Source: Self-created)
Recommendation 2
Developing an open and accountable organisational culture through Just Culture and DIE framework. 
This recommendation can also be implemented through the PDSA tool. 
	PDSA 
	Recommendation 2
Culture change

	
	

	Plan 
	· Recognise cultural issues, such as communication barriers and fear of speaking up. 
· Establish a “just culture” framework to promote accountability and openness (Glarcher and Vaismoradi, 2025). 

	Do
	· Implementing a staff feedback system to understand their cultural perspectives. 
· Encouraging multidisciplinary team meetings to empower collaboration (LaFrance et al., 2019). 

	Study 
	· Evaluate changes in staff engagement.
· Evaluate leadership effectiveness through staff feedback (Crans et al., 2022).   

	Act
	· Introducing a reward system to increase staff engagement and motivation. 
· Implement Diversity, Equity, and Inclusion (DEI) Theory to foster well-organised culture (Platania, Maggio and Boccadamo, 2025).   


Table 2: Recommendation 2 for CoC 
(Source: Self-created)
Considering the PDSA tool, the CoC hospital should focus on workforce improvement and cultural change. Planning to address gaps among staff within the neonatal units and providing them with training for upskilling and reskilling can help to provide better and engaged care to patients (Li, 2024). Similarly, implementing a just culture framework can also allow for the development of an accountable, transparent workplace, where staff can share their diverse perspectives, which can ensure high-quality healthcare services and patient safety by reducing medical error. However, implementing the PDSA tool sometimes underestimates complex problems, thus the CoC hospital needs to critically address its improvement areas and then implement the recommendations.        
Recommendation 3 
Improving clinical governance and care quality through Six Sigma methodology. 
Application of Six Sigma
To help the CoC hospital take necessary steps in preventing patient safety-related issues from further happening by improving quality management, the six sigma methodology is being applied in this section (Ilin and Bohlen, 2023). Primarily, there are two types of methods of Six Sigma, including DMAIC and DMADV, one of which is used to improve existing processes and the other one to design a new one (Ilin and Bohlen, 2023). In the case of CoC hospital, the DMAIC will be appropriate, judging by their quality improvement infrastructure and the strategic partnerships, which can help it to actively address the problem. 
Define 
In this phase, the key issues will be clearly recognised, such as the poor clinical governance, lack of nurses in neonatal units, delayed escalation, through incident reports and audits, which contributed to the failure of patient safety. This will help in defining the clear objective of enhancing safety, improving response systems and aligning with CQC and NHS standards (Monday, 2022).    
Measure
Measurable information will be collected in this phase by using key performance indicators (KPIs) such as neonatal mortality rates, incident reports, staffing ratios, and communication effectiveness, which will serve as a safety and quality indicator (Monday, 2022). These KPIs can be sustained through regular communication. Existing tools such as digital audit platforms and reporting systems will help in collecting that information that will help in identifying areas of defects.  
Analyse 
In this stage, the Swiss Cheese framework will be applied to examine the collected data and recognise if there are any root causes, such as systematic failures and remove those inefficiencies immediately (Ilin and Bohlen, 2023).  
Improve
After collecting and analysing critical organisational information, this stage will assist the CoC hospital to implement targeted interventions such as strengthening leadership accountability and staff allocation through the RACI matrix. Utilising the RACI (Responsible, Accountable, Consulted, Informed) matrix will help in aligning human resources to neonatal safety priorities, thereby ensuring leadership accountability (Wijaya et al., 2025). Moreover, the partnerships with integrated care systems such as Cheshire and Merseyside can be further strengthened to ensure better safety governance. 
However, the interventions might fail due to poor implementation through inadequate resources and staff engagement, which can be addressed through a phased implementation approach and a clear communication system (Ginsburg et al., 2020).  
Control   
Finally, to ensure continuous improvements using the targeted interventions, the CoC hospital should establish continuous monitoring through regular performance review, feedback collection and compliance checks (Eyinade, Amini-Philips and Ibrahim, 2023). These processes will assist in maintaining a long-term safe and high-quality care environment for patients. 
Yet, CoC hospital workers can resist to comply with these new protocols, creating inconsistent adherence, which can be mitigated through continuous training and feedback collection mechanisms (Asniwati and Ramadhan, 2025).  
Conclusion 
From the above discussion, it can be considered that the Countess of Chester Hospital NHS Trust encountered significant patient safety failures a few years back, which was not just a result of an individual act but multiple underlying systematic weaknesses. By applying academic frameworks, such as Swiss Cheese, Donabedian and SWOT Models highlighted the root causes such as poor clinical governance, ineffective leadership, staffing shortages and communication breakdown. Together, these weaknesses offer the upper hand to Lucy Letby in conducting the neonatal murders and its further attempts. The issue also indicates that the trust is failing to meet the care standards enforced by CQC and NHS UK, creating risks of regulatory threats. 
To address the systematic issues and the ultimate safety inefficiency, two strategic tools, such as PDSA and Six Sigma (DMAIC) are applied to help CoC hospitals take a structured quality improvement approach by taking necessary steps and implementing actionable interventions. In such a way, the trust can improve workforce management and resource allocation, which will enhance safety measures, and strengthen care quality in the long run, thereby preventing the recurrence of the failed safety problem.    
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