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Executive Summary
The report sheds light on the neonatal case study by Lucy led by at Countess of Chester Hospital. The custody has significantly focused on the fishbone analysis to justify the root cause as well as five buys analysis to evaluate the root cause and possible areas of development. The overall study has focused on developing possible recommendation with the help of lean and Sigma Model. Also the PDSA and PDCA model has helped to define the possible areas of development that can be managed through effectiveness. 
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[bookmark: _Toc237398567]Background of the case study 
Lucy Letby case has focused on the severe failure in the care industry of premature and critically ill babies at the Countess of Chester Hospital Neonatal unit in England (Gov, 2023a). The custody has focused on the neonatal nurse employed by the hospital and convicted in 2023 that murdering seven babies and attempting to murder six others during the duty hours since June 2015 to June 2016. The custody has significantly focused on unusual neonatal deaths and define how the situation has collapsed the entire condition where doctors notice the pattern associated with Letby presence and raised concern with the hospital management ((Gov, 2023b). Whereas the concern has escalated the situation by acted up in the urgency where hospital has experienced several operational failures including the shortage of experienced and loyal nursing staff excessive workload and limited senior clinical presence which leads to difficulty in managing the babies beyond the unit capabilities. The entire case has focused on the quality perspective where it is showing the weakness of clinical governance in England and significantly identified the risk associated with patient safety (Theguardian, 2025). The critical situation has focused on Thirlwall Inquiry and examine how staff and management should handle the escalation concern and as well as define the governance structure in the hospitals to support effectiveness as per NHS guideline for protecting neonatal cases and babies. Therefore, the study focuses on the importance of defining failure and oversighting the organisational changes regarding patient safety in healthcare organisation which can lead to the serious concern
[bookmark: _Toc237398568]Identified problem as a concern
The identified problem of the case of Lucy defines how the failure of hospital can lead to clinical governance issue as well as patient safety concern. The escalation and related respondent process can create warning signs in the hospitals thus clinicians must focus on unusual pattern and deterioration (Theguardian, 2025). In this case scenario the senior clinician has already noticed the unusual presence of Lucy Letby in case they have identified in the initial stage this escalation may be controlled by the external authorities. Therefore, the case study specifically focuses on thrill world inquiry which can specifically examine the suspicious behaviour in the healthcare organisation in order to trace the activities of individuals like Lucy Letby so that they can suspend them sooner and the external bodies can maintain safety concern (Gov, 2026). The problem of the study has significantly identified the compounded weakness in staffing and leadership process which could indicate the neonatal unit was understaff and under skilled that has affected the substantial workload of the hospital. (Gov, 2026) Articulated the nursing staff can increasingly replace the less experienced staff in a hospital by reducing the organisational ability to manage the deteriorating patients in a comprehensive way to maintain the effectiveness of cleaning. Overall, the major concern of the study is to investigate the clinical oversight and organisational culture to effectively define the report concerns and managers should demonstrate openness as well as accountability within the staff. 
[bookmark: _Toc237398569]Main Body 
In order to critically analyse the cases of neonatal deaths at the Countess of Chester Hospital, which rose alarmingly, the application of different theoretical concepts and integration of the changed functional aspiration are effective in balancing the formal ways of case scenario determination most effectively. For example, 
[bookmark: _Toc237398570]Application of Fishbone Diagram 
Kumah et al. (2024) have shown that the diagram serves as a visualised tool for identifying the root cause of a specific case scenario by sorting potential reasons within a category-based grouping system analysis. The diagram-oriented structure and anticipation process of a fish also indicate a long, horizontal pointing, branching out from each spine-based determination and format process for effective change. However, man, machine, materials and methods are contemplated as the key components of the framework, which integrates the root cause analysis concepts of situational efficacy for a firm in a more accurate way (Sakdiyah et al. 2022). 
[image: ]
Figure 1: Fishbone diagram 
(Source: Self-developed)
According to the case study of nurse Lucy Letby, the specific identification of the problem related to issues resulting in 13 neonatal deaths can be outlined depending on the ongoing unstructured process followed by the hospital and their unchanged operational security. Specifically, failure of the hospital in their clinical governance management, lack of identification of the patients' safety and security systems, as well as response towards the effective ‘neonatal deterioration and concerns about Letby’ can also be outlined to understand the impact on the procedures on individuals. Such as, 
Man- The first concept of the model defines the human resources, leadership and the proper training gap within an organisation to manage their staff's coordination procedures in an effective way (Haq and Roesminingsih, 2024). However, in this case, the failure of the senior management to act in a concerned way, monitoring the overall hospital structure overnight and the main delay in taking any actions against Letby is an example of the likelihood of errors. According to the evidence, the '2016 CQC inspection' structure highlighted that the challenges developed due to the clinic's overreliance on nursing staff as well as the agency staff, even after understanding the non-sustainable process of the engagement where more than 5000 staff were employed (Cqc, 2023). 
Machine- The failures related to technological advancement, equipment, and tools are considered as the key mechanism process for an organisation while balancing their operational changes (Verga et al. 2023). As per the case structure, the clinical functions were already suffering from ageing neonatal facilities, contaminated tap water, and inadequate clinical surveillance; therefore, proactive patient support, safety and monitoring are also estimated to be affected. Even so, the trust's concern about their electronic information and patients' records and learning from the incidents and deaths has been evident as one of the major mechanism failures of the trust in their ways (Cqc, 2025). For that, developing an earlier analysis of clinical abnormalities, enabling the management of data and its outcomes, can be safer for the trust to emphasise their better operating conceptualisation. 
Materials- The concept of materials defines the human and physical resources-based delivery safety structure and process of the clinic to manage vulnerable special equipment balancing frames more accurately. According to the internal structure of the trust, inadequate staff, limited neonatal specialist workforce, insufficient safety and clinical government resources are critically defining the affected operational scalability by poor standard management in the 'neonatal unit and children's ward' (Cqc, 2023). Therefore, developing an identification team for the individualised criminal behaviour-based analysis within the trust would be effective and reliable for them to balance the repetitive situational practices. 
Methods- Maintaining the standardised rules, operational processes, and structures within an organisation mostly defines the key methods to amplify situational objectives (Weller et al. 2024). Whistleblowing procedures and a poor structure of root cause analysis by the hospital to understand their internal operational changes have been identified as the key challenging methods to evolve. In this segment, developing a complete incident management, involvement of the appropriate governance and learning from the previous major death-related issues to ensure individuals' safety would help to manage the sustainability of the trust further (Hibbert et al. 2023). 
[bookmark: _Toc237398571]Application of 5 Whys Model 
The model is discussed as a simplified problem-solving method which follows a structured approach to critically analyse the specific root cause and treat the surface issues effectively. Deeper organisational causes analysis, identification of the changed segmented practices and determination are mostly structured for defining further issues related to firm-based changes effectively (Mukti and Rochmoeljati, 2026). 
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Figure 2: 5 Whys Model
(Source: Mukti and Rochmoeljati, 2026)
Analysis of the key problems and their root cause may effectively help to connect with the failure identified in the clinic in differentiated ways. 
Key problem: Why were the unusual repeated neonatal incidents not properly addressed as a concern effectively? 
Why 1: Why was the patient's safety area not protected sufficiently? 
Because there was insufficient investigation into the neonatal deaths and collapse issues that were raised. 
Why 2: Why were the concerns not properly escalated? 
Because the clinical concerns were not translated properly into decisive management, such as external escalation and appropriate investigation. 
Why 3: Why did the clinical management action remain ineffective? 
Because escalation arrangements and governance were not sufficiently challenged due to integrated concerns developed by the different clinician processes. 
Why 4: Why was the overall governance system unable to completely identify the wider patterns? 
Because of the clinical review, reporting, and the changed organisational learning functions, poor integration of the patient safety system balances has been analysed as a challenge. 
Why 5: Why was the overall system insufficiently integrated? 
Because the organisational leadership, culture, external scrutiny and accountability were not shared adequately, despite repeated warnings and signals of challenges upon the independent acts. 
Thus, the key lessons have been identified that incident-oriented reporting is required to be recorded as actionable intelligence. Based on that, the repeated incident triggers and senior-based escalation with the independent external investigations would also be minimised as process-related changes. 
[bookmark: _Toc237398572]Application of Donabedian Model in the context of case 
The theoretical framework defines the conceptualised structure of evaluation of health and medical process-related services to outline the accurate issue behind the areas (McCullough et al. 2023). Measuring the quality of the situational factors and the functional changes, 'Structure, Process, and Outcome' are contemplated as the key components of the model to justify the functional ways of change. 
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Figure 3: Donabedian Model
(Source: McCullough et al. 2023)
Structure- The key concept of structure refers to the core condition of an organisation for delivering healthcare, including leadership, facilities, staffing, policies and governance for coordination (Chakraborty et al. 2023). In the current case analysis, a major structural weakness has been identified, including the lack of proper governance arrangements, access to experienced neonatal professionals, and concerns about the staffing goals of the trust. The overall reliance on agency-based staff and changes in the area of coordination have also been identified as the major challenging areas, which highlighted the concerns regarding the trust's structural alignments. For that, hospitals are required to have effective information systems, a competent structure of leadership and appropriate processes of staffing to understand the internal productivity functions accurately (Bhati et al. 2023). 
Process- In the clinical segment, processes recommending escalation about necessities, multidisciplinary review systems analysis, investigating the unexpected outcomes for the changes (Almughamisi et al. 2025). Similarly, on the central process-oriented failure, a measured gap between converting concerns rather than taking actions and recognising the factors related to concerns has highlighted the process failure area of trust (Theguardian, 2025). In this context, meeting the quality assurance and incident formation-based identification can be reliable and effective for the hospital to balance its further issues-related objectives in an effective way.  
Outcome- As per the case-related demonstration, insufficient structure of monitoring, unexpectedly late in the overall investigation process to balance the conventional operational quality, highlights the limitation of the hospital to balance their positive outcome-based areas engagement. For that, appearing on the structure of effective implications and acquisition could be reliable for the trust to emphasise their changed operational affiliations in a more concerned manner. 
[bookmark: _Toc237398573]Application of SWOT analysis
	Strength 
	Weakness 

	· Establishment of the NHS-based quality care framework (Nhs, 2026). 
· Assurance of multidisciplinary clinical expertise engagement 
· Existing data synthesis as per the changed information-based structure integration 
	· Weak escalation on the concerned and emergency process 
· Pressure of unmonitored area of staffing (Theguardian, 2025). 
· Leadership vulnerabilities and the poor organisational learning concepts for management 

	Opportunity 
	Threat 

	· Enable Artificial Intelligence-based incident surveillance to continue monitoring structure (Al-Fahadi et al. 2025). 
· Independent clinical review functions from patients' understanding 
· Stronger process of the whistleblowing mechanisms in clinical process advancement (Quon et al. 2025). 
	· Compliance related to policy-making without understanding the essential areas of changes 
· Losing a large range of public trust as per the previous structure 
· Continued suffering from staffing shortage issues in different ways 


Table 1: SWOT analysis on the Lucy Letby case study 
(Source: Self-developed)
In terms of Lucy Letby's criminal mindset analysis and the changed formation-oriented process outlining, insufficient leadership integration and inactive monitoring structure may impact the changed operational scalability of the trust. Therefore, focusing on their AI-driven incident surveillance and continuing the monitoring structure could be effective in transforming their real competitive goals in the UK again. 
[bookmark: _Toc237398574]Recommendation 
[bookmark: _Toc237398575]Recommend Plan-Do-Study-Act (PDSA) tool to develop root cause of quality issues 
Bechtold and Matteson‐Kome (2025) articulated PDSA means Plan-Do-Study-Act is one of the recommended quality improvement models that can address the root cause of the issue and identify the associated challenges and solution. Bradley et al. (2024) Stated Plan refers to the identification of possible failures and challenges in this escalated situation. The Lucy Letby case study could define the communication issues between clinicians and managers and the root cause analysis of not deporting the incident and lack of governance data. 
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Figure 4: Plan-Do-Study-Act (PDSA) Model
(Source: Elliott, 2024)
Sagun and Prudente (2023) stated Do defines the small and corrective actions that could be implemented in a system in order to balance the protocols and strengthen the reporting. In the case study with multidisciplinary safety meetings an independent review process clear routes to whistleblower towards freedom of speak up can be defined. Bechtold and Matteson‐Kome (2025) stated Study ensures the intervention through measurable indicators and define how the concern escalation could lead to completion of Investigation. The Lucy Letby case study can identify the Incident reporting quality and justify staff confidence and management responses through this model. Lastly, Elliott (2024) stated Act can take the formal actions on behalf of the hospital authority to improve the inadequate areas. Overall, The case study can define the support towards continuous learning and address systematic governance with cultural weakness in this model
[bookmark: _Toc237398576]Application of Plan-Do-Check-Act (PDCA) tool develop quality 
Khairi et al. (2025) asserted the PDSA means Plan-Do-Check-Act is a model to strengthen the quality assurance and structural procedure of an organisation. The model has specifically focused on the thrill world inquiry of the Lucy Letby case study by justifying governance structure and organisational cultural failure protecting the babies. Realyvásquez Vargas et al. (2024) asserted Plan focuses on identifying the quality system glitch and define the challenges which has affected the situation. In the case study ineffective incident escalation inadequate communication and delay in response has become the major weakness which needs clear procedure and defining unusual pattern of neonatal incidents. Zhong et al. (2023) evaluated Do defines the proposed improvements as per the incident and report the entire procedure. 
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Figure 5: Plan-Do-Check-Act (PDCA)
(Source: Zailani et al. 2023)
In this case scenario with multidisciplinary safety meetings and strong clinical leadership and independent review the concern of the staff shortage and the patient safety and neonatal safety would be managed. Khairi et al. (2025) asserted Check refers to the regular accessibility towards the intervention process and complete the investigation with effectiveness. In the Lucy Letby case study completing incident investigation and building staff confidence by reporting concern can lead to define the unsolved safety issue and undertake the objective assurance. Lastly, Realyvásquez Vargas et al. (2024) articulated Act defines the possible improvements and areas of taking action to ensure the deficiencies in a structured way. Overall, in the Lucy Letby case study by correcting the measurements and identifying the deficiencies could lead to improve clinical governance policies and staff training can manage the monitoring system thus NHS can focus on external security. 
[bookmark: _Toc237398577]Recommend Lean and Six Sigma to outline practical improvements 
[image: The Five Principles of Lean]
Figure 6: Lean Model
(Source: Costa et al. 2024)
The lean and Six Sigma can be recommended to the case study in order to justify the quality improvement and systematic quality assessment process. Bajjou and Chafi (2025) asserted the lean model significantly focuses on the activities without adding any value and improving the flow of essential process. Thus in the Lucy Letby case study by simplifying the standardised incident reporting and finding an escalation pathway could be the clear process to map the delay in reporting process by the clinicians and lack of management point of view in order to take instant actions in this scenario. Also, Quiroz-Flores and Vega-Alvites (2022) contradicted lean model could discard the unnecessary administrative stages and identify the immediate actions that need to be taken. Therefore in the Lucy Letby case the urgent new letter concern and unusual presence of Lucy Letby could have been identified with lean model and the better staffing coordination and regular multidisciplinary safety meetings could help the clinicians to identify the issue. 
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Figure 7: Six Sigma
(Source: Pongboonchai-Empl et al. 2024)
Antony et al. (2023) asserted Six Sigma is another model which could reduce the variation and identify the recurring quality failures through the DMAIC approach means define, measure, analyse, improve, and control. The Countess of Chester Hospital could utilise the Six Sigma Model in order to measure the time and define the investigation of the case study as well as evolve the unsolved concern like lack of staff response and reporting. Yadav et al. (2023) Stated the Six Sigma approach can identify the communication failures and accountability issues that could have created oversight chances in a scenario. Thus in the Lucy Letby case study the Six Sigma model could improve the standardised escalation criteria and mandatory define independent review of serious incidents. 
[bookmark: _Toc237398578]Conclusion 
After the analysis of the entire report it can be stated that the case study of Lucy Letby has focused on the significant weakness of clinical governance and quality assurance process as well as patient safety management at Countess of Chester Hospital. The overall findings are significantly focused on defining the limited individual incidents but associated with the wider organisation and systematic failure. The fishbone analysis has identified that staff management and leadership has become the major issue as well as the clinical equipment and information management system has affected the organisational development method. Moreover inadequate staffing and limited neonatal resources have affected the contribution of hospital towards the vulnerable situation and early death of the babies. The 5 Whys analysis Significantly focused on the repeated neonatal incidents which has significantly evaluated the clinical concerns which are not consistently converted into the decisive management action. However the overall weakness in governance has reported the organisational learning and accountability which has prevented wider pattern of risk and identified the Lucy Letby has recognised the loop holes in the hospital authority system. Besides this, the overall highlight has evaluated the treating incident as report has eventually defined the actionable intelligence and ensured that repeated warning signals has received the appropriate senior and independent investigation in an authentic way. The Donabedian model has significantly evaluated the quality failure and defined the dimensions of Healthcare Equality as well as structural weakness in the organised way so that the staffing capacity has eventually accessed the experienced neonatal professionals. Besides this, the study has identified the multidisciplinary review and investigated unexpected outcome that can define structural process and deficiencies ultimately which has affected the ability of Chester Hospital to achieve safe and effective patient outcome. The swat analysis has eventually defined how national health services must focus on quality care framework and evaluate the leadership as well as core organisational learning in order to evaluate the independent clinical reviews and whistleblowing the mechanism of technology supported incident surveillance. Also, the study has significantly recommended some of the models like PDSA and PDCA as well as Six Sigma and lean to evaluate the strong leadership and organisational learning with transparent reporting and adequate staffing. At last, the mechanism has improved the case study scenario and quality assurance process by evaluating the patients safety centre in healthcare quality management. 
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