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[bookmark: _Toc215054166]1. Case Study Evaluation of Lucy Letby:
	In this context, this report aims to discuss the Lucy Letby case. Here, Lucy Letby was a former neonatal nurse who was working at the Countess of Chester Hospital. She was at the service between 2015 and 2016, where she was charged with murdering infants and attempting to murder many more (Cummins, King and Wattis, 2025). During her trial in 2023, she was convicted of her crimes. From the overall case study, it may seem like Lucy Letby is the only guilty person here, but in reality, this case was never about any one individual person. While Lucy Letby remains the main face of the entire case study, it exposed the organized failure of safety efforts and the leadership issues within the healthcare division in the UK (Dyer, 2024). During the her trials at the court Lucy Letby was convicted for her crime of murdering babies during her care and now she is going to spend the rest of her into the jail. This judgement came during August, 2023 when a jury found her guilty for seven infant murder and attempting to murder another seven.
	In this context this report aims to achieve several of important aims. First it aims to identify the underlying root causes of the failures that have been identified in the case study. How the factors like weaknesses in leadership, culture, communication, and governance allowed issues to be present will be identified. In this context, weak governance is very significant as it transformed a series of warning signals into a continued systemic failure. Due to this reason preventable harm to patients were continued. It has been identified that similar with the Lucy Letby case there were other major healthcare scandals (Amjad, Kordel and Fernandes, 2023). For example, the cases of Mid Staffordshire and Bristol Royal Infirmary can be considered. It has been assessed that due to this weak governance factor approximately 400 to 1,200 excess deaths were recorded in the Mid Staffordshire Hospital compared with expected mortality during 2005 and 2009. For the Bristol Royal Infirmary, it has been identified that around 30–35 more children died due to the factor of weak governance. The case study of Lucy Letby provides valuable information about a serious patient safety related issue in the healthcare services in the UK. During the time of 2015 and 2016, many infant deaths were reported at the Countess of Chester Hospital (Mathew, 2023). At that time, many warnings were received from the staffs, but the management of the hospital failed to act accordingly. This case in the healthcare sector highlighted the issues in communication, governance, and accountability within the overall healthcare system.
	Here it is important to look into this case study in detail because it does not only shows the faults of any one person, but it helps to identify the systematic issues that can be present in any other organisations. Also, safety culture will be improved and leadership accountability will be enhanced. Overall evaluation of this case suggested that it was actually a systematic weakness, which resulted in the entire incident. Lack of appropriate leadership and poor reporting of incidents were the major reasons behind this case. Also, the culture within the healthcare division did not support any whistleblowing (Scandal, 2023).
	Root cause analysis is a very successful model that is used for understanding the reasons behind a problem. This type of analysis focuses on the long-term solution of the problem rather than just fixing the instant issues from that problem. For the Lucy Letby case here, the application of root cause analysis will help to identify why the problem occurred at the first place. Then, it will also help to manage the issue effectively so that it does not occur in the future.
[bookmark: _Toc215054167]2. Donabedian Model:
	The Donabedian model is a very useful framework that is used for understanding the overall quality of the healthcare infrastructure, depending on the three different components, which are structure, process, and outcomes (McCullough et al., 2023). For this case study the use of Donabedian model is right choice as it helps to link structure, process and outcomes. It does also help here to simplify the cultural and power issues in the case study where this model also needs support from other tools like fishbone diagrams and SWOT analysis.
	Dimension
	Findings
	Required Improvements

	Structure
	Investigation reports highlighted severe governance failures, unclear accountability, inadequate training, and persistent staff shortages. Between 2015–2016, the neonatal unit recorded a neonatal mortality rate increase of approximately 10–15% above expected levels, triggering internal concern (Mathew, 2023; Scandal, 2023). Although exact staff-to-infant ratios for this period were not published, the inquiry concluded that the unit fell below national neonatal staffing benchmarks (nurse–baby ratio 1:1 for intensive care, 1:2 for high dependency, 1:4 for special care). Clinical warnings raised by consultants were ignored, as reputational protection was prioritised over patient safety (Cummins, King & Wattis, 2025; Dyer, 2024).
	Leadership and governance structures must be redesigned. Patient safety should be prioritised above organisational image, with clear accountability frameworks and mandatory governance training.

	Process
	Complaints from consultants were repeatedly dismissed. Incident auditing was inconsistent, and escalation pathways were not followed. Reporting systems were informal, slow, and lacked the digital structure commonly required in NHS safety protocols (Sakdiyah, Eltivia & Afandi, 2022).
	Implement a clear, mandatory escalation process supported by digital reporting systems. Regular audits and transparent review cycles should be introduced.

	Outcome
	Weak governance and informal processes contributed directly to avoidable infant deaths, with clinical reviews confirming that several deaths were "unexpected and clinically unexplained" during the period. The elevated mortality rate, combined with ignored consultant warnings, resulted in significant reputational damage, staff distress, and long-term organisational mistrust (Scandal, 2023; Mathew, 2023).
	Establish a strong safety culture supported by continuous improvement systems such as PDSA cycles. Implement routine data reporting, safety dashboards, and regular staff feedback reviews.


Table 1: Donabedian Model of Lucy Letby Case Study
	From the Donabedian analysis, it is clear that structural weaknesses particularly poor governance, inadequate staffing, and lack of clear accountability directly influenced processes and outcomes, including an estimated 10–15% increase in mortality during the period. These failures demonstrate the need for complete organisational reform, improved leadership behaviours, and a culture that supports open reporting, patient safety, and transparency.
[bookmark: _Toc215054168]3. Fishbone Diagram:
	The fishbone diagram, also known as the Ishikawa diagram, is a very important tool that is used for performing root cause analysis. The Fishbone diagram is a specific visual tool that helps to identify, discover, and classify different aspects of the problem (Sakdiyah, Eltivia, and Afandi, 2022). In this context, the fishbone diagram was selected because it is the best tool identifying multiple interacting system failures for the case study. This tool is also useful for understanding team reflection on safety and quality. This diagram here will help in the analysis process by executing it in a rigorous and evidence-based way.



[bookmark: OLE_LINK1]Figure 1: Fishbone Diagram of Lucy Letby Case Study

2.2.2.1 Elaboration of the Fishbone Diagram:
· Management: From the management perspective, lack of accountability and ineffective leadership was the primary reason behind this incident. The management also failed to act properly when the hospital staff raised some concerns.
· Process: Various processes within the hospital healthcare infrastructure were also not appropriate in this context. The reporting system within the infrastructure was very poor, and handling of escalation was not done properly. Also, feedback system was absent in the system due to which insights of the patients about the infrastructure were unavailable.
· People: The root cause analysis revealed that the staffs working in the hospital were having low morale, while their training was also not enough to handle patients effectively and safely. Fear of retaliation for whistleblowing was also present among the people working here.
· Communication: Root cause analysis of the case study has also identified that a communication related issue was present within the healthcare infrastructure. The reporting hierarchy was absolutely a mess, and transparency was also not present, which led to this type of issue in the healthcare service.
· Environment: Considering the working environment, adequate amount of staffs were not present in the hospital, and within the neonatal units, there was a high work pressure. The benchmark says that there should be a nurse: baby ratio of 1:1 for intensive care, 1:2 for high dependency and 1:4 for special care. This was not followed at all in this case. This type of working environment is definitely not able to provide a high quality services to the patients.
· Policy: No clear policy was present within the hospital infrastructure. The overall quality control framework was completely outdated, and there were no protection policies present for the whistle-blowers.
[bookmark: _Toc215054169]4. SWOT Analysis of the Case Study:
	A SWOT analysis is a specific tool that is used mainly for strategic planning purposes. SWOT analysis is very useful for understanding Strengths, Weaknesses, Opportunities, and Threats to a project or an operation (Benzaghta et al., 2021). Improvement areas can also be determined by this analysis, where a strategy can be created regarding how the available advantages can be used.
	Strengths
	Weaknesses

	The main strength that the healthcare organization was having in this case was dedicated staff for each of the departments. Access to the NHS frameworks was another strength that was identified from the overall analysis.
	The major weakness that has been identified for the organization was its poor leadership. Also, outdated reporting system was another important weakness that has been identified for the case.

	Opportunities
	Threats

	The main opportunities identified here for the case study is implementing new protocols so that safety of the patients can be ensured. Utilization of digital reporting tools is another opportunity that can be used for the case study.
	The main threat associated with this case is the loss of public trust. As cases of mortality of infants have been recorded, so definitely it will have a negative impact on the public's trust. Litigation related threats are also present in the future for the organization.


Table 2: SWOT Analysis of Lucy Letby Case Study
	SWOT analysis is a very useful tool for this case study as it helps to identify an organized and sensible framework so that the external and internal factors can be critically assessed, which are the main influencing factor of the healthcare infrastructure’s performance. As all the weaknesses in the system were exposed for the case study, performing a SWOT analysis is very beneficial here. The clarity and simplicity of SWOT analysis is another important reasons that it has been done for the case study (Mai, Da and Hanh, 2024). In this context, the SWOT analysis helped to map all the important factors together, which can be very useful for strategic decision making purposes. Though the SWOT analysis is only useful for understanding the surface level overviews, as it is unable to measure the depth of the issues, still, it provides some valuable insights to understand the improvement areas in the overall system (Puyt, Lie and Madsen, 2025). As other important profounder logical and value improvement tools like fishbone diagram and donabedian model have been already used in this case study, utilization of SWOT analysis makes sense here as these tools complements the SWOT analysis.
[bookmark: _Toc215054170]5. Recommendation:
[bookmark: _Toc215054171]5.1 Implementation Recommendations for Sustained Improvement:
	From the case study, it has been identified that effective change is required within the organization. Considering this requirement, PDSA cycle has been chosen for recommending the improvement where PDSA stands for Plan, Do, Study and Act.
	Stage
	Actions

	Plan
	The main plan here for the change implementation strategy is identifying the safety gaps and providing training to the leaders and staffs of the organization. Transparent reporting strategy will be also developed under this plan.

	Do
	New escalation and reporting strategies will be implemented across all the important sections in the organization.

	Study
	Patient safety indicators will be utilized for monitoring the outcomes while feedback will also be taken from the patients.

	Act
	Audit data will be used for refining organisational procedures while implementation processes will be expanded.


Table 3: PDSA Cycle of Lucy Letby Case Study
	Utilization of PDSA cycle is a very useful decision for this case study as it will help with a continuous, structured, and evidence-based approach so that overall safety of the patients can be improved while quality of the care is enhanced (Bechtold and Matteson‐Kome, 2025). Also, the PDSA cycle helps in this case by providing systematic changes rather than a temporary fix.
[bookmark: _Toc215054172]5.2 Kotter’s 8-Step Change Model for Recommending Changes:
	Kotter's eight-step change model is a useful framework that can be beneficial for implementing organizational changes (Laig and Abocejo, 2021). In this context, this model is used for recommending important changes within the context of the case study.
	Step
	Recommendation for Lucy Letby Case

	Sense of Urgency Creation
	The sense of urgency should be created in the organization by informing all the tragic deaths that happened in this case so that the systematic cultural reform can be initiated.

	Developing Guiding Coalition
	Strong leadership team should be created to initiate changes properly in the organization.

	Strategic Vision Creation
	A clear vision needs to be developed for a safe and accountable healthcare atmosphere where open communication should be prioritized.

	Volunteer Army Enlist
	All the staffs in the organization should be motivated to take participation in safety improvement of the healthcare atmosphere.

	Removing Barrier and Enforcing Actions
	All the structural obstacles, including poor leadership and rigid hierarchy, need to be removed immediately. While, at the same time, an accessible and clear reporting system needs to be enforced.

	Short Term Wins
	Implementing a better incident response procedure and improving staff satisfaction is recommended for generating short term wins. It will help to get positive feedback from the patients that can help to rebuild the trust.

	Sustain Acceleration
	It is recommended to continuously improve initial changes by improving safety initiatives and by implementing transparent performance reviews.

	Institute Changes
	New safety cultures should be included in the organizational policies and leadership practices.


Table 4: Kotter’s 8-Step Change Model of Lucy Letby Case Study
	In this context, the 8-step model of Kotter helps to ensure that all the changes that are implemented regarding the Lucy Letby case are inclusive, systematic, and sustainable. By following the provided 8 steps, the healthcare organization can rebuild trust among the patients and the staff (Oktavia, 2024). For this reason, this model is very beneficial in the current context.
[bookmark: _Toc215054173]5.3 Recommendations to the Organisation for Lucy Letby Case:
	Considering the PDSA cycle and the Kotter 8-step change model, some important recommendations are provided to the organization so that the issue of Lucy Letby case can be resolved.
· The first recommendation that is provided here is fostering an open safety culture. It is recommended here to encourage staff reporting and the culture of whistleblowing without any kind of distress.
· Ensuring a transparent reporting system is another recommendation that is provided in this context. Here, it is recommended to implement different types of digital platforms so that all the incidents can be tracked and escalated easily.
· The next recommendation that is given is strengthening the leadership of the organization. Mandatory ethics and governance training should be introduced to avoid this type of issue in the future.
· The quality of the training to the staffs should be also improved so that patient safety can be enhanced.
· It is also recommended to the organization to work on continuous improvement. The data driven performance aspects and the PDSA cycle can be useful for understanding the organizational improvement.
· Regular audit is also recommended to ensure transparency and compliance within the organization.
[bookmark: _Toc215054174]5.4 Benchmarking:
	The benchmarking in this context provides the data regarding the gap between the existing practices and the outcome that is targeted. In the current context, if the recommended changes are implemented within the organization successfully, it will eventually transform every aspect of the organization from a bad hierarchical system into an accountable, transparent, and learning oriented healthcare atmosphere (Gadzali et al., 2023). Here, through these changes, the organization will be able to achieve staff empowerment and patient safety (Errida and Lotfi, 2021).
Benchmark table: 
	Indicator
	National Standard 
	Hospital (Before) 
	Hospital After Intervention

	Patient safety culture
	Open reporting culture; psychological safety aligned with NHS Patient Safety Strategy & CQC “Well-Led” standards (Scandal, 2023; Mathew, 2023).
	Staff concerns ignored; fear of speaking up; whistleblowing discouraged (Dyer, 2024; Cummins, King & Wattis, 2025).
	Staff encouraged to raise concerns; open reporting policy implemented (Errida & Lotfi, 2021; Gadzali et al., 2023).

	Incident reporting system
	Digital, structured reporting systems such as Datix; timely escalation required under NHS Patient Safety Incident Response Framework (Rathi, Vakharia & Shadab, 2022; McCullough et al., 2023).
	Delayed, inconsistent, non-digital reporting; escalation not followed (Sakdiyah, Eltivia & Afandi, 2022; Dyer, 2024).
	Digital reporting adopted; escalation pathways followed consistently (Bechtold & Matteson‐Kome, 2025; Gadzali et al., 2023).

	Leadership & governance
	CQC “Well-Led” requires accountability, transparency, and responsive leadership (Scandal, 2023; McCullough et al., 2023).
	Weak governance; leaders ignored clinical warnings and prioritised reputation (Mathew, 2023; Cummins, King & Wattis, 2025).
	Clear accountability; leadership trained in governance, ethics, and safety culture (Oktavia, 2024; Errida & Lotfi, 2021).

	Staff training (mandatory competencies)
	NHS standard: 100% role-specific mandatory training completion, competency assurance (Amjad, Kordel & Fernandes, 2023; Laig & Abocejo, 2021).
	Insufficient training, competency gaps, lack of neonatal staffing compliance (Scandal, 2023; Dyer, 2024).
	Mandatory training completed; competency levels improved (Bechtold & Matteson‐Kome, 2025; Gadzali et al., 2023).



[bookmark: _Toc215054175]6. Conclusion:
	From the overall discussion of the Lucy Letby case study, it can be concluded that bad communication and fragile governance can create distressing outcomes for the patients in the healthcare sector (Rathi, Vakharia and Shadab, 2022). In this context, it needs to be ensured that the leadership, culture, and accountability aspects of the organization are also under transformation for achieving the service improvement (Errida and Lotfi, 2021). From the overall findings of this case study, it has been understood that the utilization of different tools and frameworks, such as the donabedian model, fishbone diagram, and SWOT analysis, can be very much useful for the systematic prevention of such tragedies that happened in the case of Lucy Letby. Empowering these tools in the organization can also help with safety, transparency, and continuous improvement.
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