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1. Introduction
The occurrence at the Countess of Chester Hospital, where there was an unusual death of neonates, is now seen across the literature as an example of how the negative impact of bad clinical governance and leadership can affect the safety of the patients. The case received widespread attention, and more revelations have shown that the occurrence goes beyond being the consequence of the action of an individual (Felicity and David, 2024; Dyer, 2025).
There was an increase in the number of neonate deaths at the Countess of Chester Hospital between 2015 and 2016. The unusual event was reported by the staff of the organisation, but the management did not heed the warnings (Dyer, 2024). The outcome of the Thirlwall Inquiry also shows that the health organisation was experiencing staff shortage, a deficit in their infrastructure and discouraging staff from raising concerns (Sellu, 2024; Bowiw, 2025). These failures lead to an environment where the risk keeps rising, and interventions were not implemented appropriately.
The Countess of Chester is a Level 2 local unit, and at such a level, the care facility was expected to care for the medical needs of newborns from 27 weeks. However, the health care facility keeps admitting babies that are more premature than this or have complex care problems (Felicity and David, 2024). This is a facility mismatch, and it placed pressure on the teams. Along with this, the neonatal units are experiencing challenges like poor infection control practices and plumbing problems as sewage goes back into the rooms (Sarah, 2024).
While the staff raised concerns, the organisation was not proactive enough in responding to the issues; they either defend or dismiss the issue. (Felicity and David, 2024). The failure of the leaders and managers allows the issue to continue for months. Thus, the Lucy Letby case is not just a tragedy; it also shows organisational issues within the health service.
Building on issues that were identified in component 1 of the assessment, this service improvement report evaluates the challenges that led to failure in providing quality care service at Countess of Chester Hospital. In this report, frameworks like Fishbone Analysis, the 5 Whys and the Donabedian model were used to assess the causes of failure at the organisation. This is then followed by using SWOT analysis to evaluate the strengths and weaknesses of the organisation and the application of PDSA and Kotter’s 8-step model. Furthermore, the report makes recommendations and concludes the analysis.
2. Root Cause Analysis
Root cause analysis is used to identify the causes of an event. The Fishbone Diagram and the 5 Whys technique were used in this case (Percapio et al., 2008). 
2.1. Fishbone Analysis
Fishbone analysis is a framework that takes the shape of a fish head and its frame. The head represents the main issue, while the bone components are the causes of the issue (Sakdiyah et al., 2022).
a. People
There was an issue related to human resources, and this played a key role in the deterioration of the quality of care at the neonatal unit. The Countess of Chester Hospital was operating without adequate and junior doctors were left with no choice but to manage the situations at the clinic without any senior seeing over them (Ella, 2025). The ratio of nurse to patient was also below the required standard, as the health facility keeps making use of nurses who are not well-experienced (Josh, 2025).
Additionally, the staff were not confident in raising a concern. The consultants who repeatedly raised concerns about the increasing neonate death were ignored, and this reduced the likelihood of mitigating the prevailing risks. The general impact of this was a workforce that could not function as it should, an inadequate skills mix and fear of repercussions from the organisation (BBC, 2022; Bowie, 2025).
b. Processes 
The Countess of Chester was not able to detect and respond to the risks in their facility effectively. There was no accurate incident reporting, and even where incidents were recorded, they were not acted upon (NHS Foundation Trust, no date). The hospital does not have a risk assessment and investigation despite the multiple concerns raised at the facility (Felicity and David, 2024; CQC, 2025).
Procedures like incident review, mortality and morbidity meetings, and incident escalation pathways were not present at Countess of Chester or were poorly implemented. This means that clinical incidents were not scrutinised. Also, the communication process in the team was not straightforward and poor handover practices led to poor situational awareness in the organisation (CQC, 2025).
The Countess of Chester Hospital does not have a strong process, meaning the concerns and warnings raised in the organisation were not recognised or addressed through an appropriate channel. These are all the risks to remain unaddressed (NHS Foundation Trust, no date; Nuffield Trust, 2024).
c. Environment
The risk identified at the Countess of Chester Hospital was further worsened by the environmental and infrastructural issues. In the neonatal unit, there was bacterial contamination in the water outlets, sewage was blocked, and the neonatal facilities did not meet the required standards (Felicity and David, 2024). These increased the risk of infection transmission and compromised the safety of neonates who are in a vulnerable state.
The neonatal unit at the Countess of Chester Hospital was a mismatch. The facility is classified as a Level 2 neonatal unit and was meant to care for neonates that are 27 weeks, but babies that need Level 3 care are being admitted (UK Parliament, 2023). This places a huge burden on the staff and reduces the ability of the hospital to deliver safe care. When the unit was downgraded, and very premature infants were not admitted, there was a decrease in mortality rate, meaning that the facility was not suitable for managing Level 3 cases (Felicity and David, 2024).
d. Leadership and Management
The failures in leadership were key to the challenges experienced at Countess of Chester Hospital. The culture at the hospital was defensive, as the hospital was keen on saving its reputation rather than keeping its patients safe. The concerns raised by the consultant were not just ignored but reframed as an alarm that is not justified. Thus, the issues were not addressed (Switalkis, 2024; Barrie, 2025).
This causes a disconnect between the staff and the management, affecting the level of transparency and accountability in the organisation. Communication with regulators like the Care Quality Commission (CQC) and the Royal College of Paediatrics and Child Health (RCPCH) was delayed, and this limited the chance for early intervention (Felicity and David, 2024).
The management also failed to ensure compliance with the guidelines for staffing, infection control and neonatal service. The leadership decision at the healthcare facility created an environment where risks kept being accumulated (Dyer, 2024).
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Figure 1 Fish Bone Analysis
2.2 5 Whys Analysis
To make the root cause analysis deeper, the 5 whys technique is applied to one of the core issues (Card, 2017): Why were serious neonatal safety concerns not acted upon?
1. Why were concerns not escalated?
Because the warning raised by the consultants was repeatedly ignored or dismissed
2. Why were these warnings dismissed?
Because leaders saw the warning as professional disagreements rather than seeing them as an indicator of systemic clinical risks.
3. Why did leadership interpret safety concerns defensively?
Because the organisation have a culture where the reputation of the organized is considered over patient safety.
4. Why was such a culture able to persist?
Because the governance structure at the hospital was weak, there was no accountability or clear process for serious clinical issues.
5. Why were governance mechanisms weak?
The organisation does not have a good safety culture and has not fully implemented national guidelines to manage incidents, nor does not conduct routine assessments or reviews.
2.3. Donabedian Model Analysis
The Donabedian Model is used to examine how the failures in the Countess of Chester's structure and care process contribute to the issues at the health care facility. The application of the model to the case of Lucy Letby and issues at the Countess of Chester Hospital shows the inefficiencies across the structure of the organisation led to the care facility being a high-risk environment. This model revealed that the failures and incidents at the Countess of Chester Hospital were a result of interconnected systemic failings (Tossaint-Schoenmakers et al., 2021).
a. Structural Failures
Structural issues at the Countess of Chester Hospital include the shortage of consultant neonatologists. The hospital relied on junior doctors to manage complex health situations. This is the same with the number of nursing staff, which was below the recommended standards. Also, new or inexperienced nurses were frequently deployed in situations where an advanced skill set is needed. Thus, they were not able to respond to emergencies efficiently (Felicity and David, 2024; Dyer, 2025).
There were also infrastructure issues; the neonatal unit is affected by environmental challenges like contaminated water outlets, sewage leaks and outdated clinical equipment. All these increase infection risks and affect the delivery of safe care. It can also be added that the neonatal unit at the Countess of Chester is a Level 2 facility, but admits very premature neonates that need Level 3 support. These hinder the delivery of quality care and serve as the foundation for many failures seen in the hospital (UK Parliament, 2023).
b. Process Failures
The process of incident reporting and escalation was not efficient. Although the clinicians documented their concerns about the increase in neonatal deaths and poor healthcare facilities, the reports were not properly addressed. There were no meetings to review the incidence at the facility, meaning the warning patterns remain unseen by the leaders (Josh, 2025).
Communication was not adequate and fragmented. There was no clear documentation process and handover process. This creates a knowledge gap when it comes to decision-making. This delay in recognising the infants at risk can be linked to poor monitoring and the lack of timely review (Ella, 2025).
There was also a breakdown in the health facility's infection-control process. Despite having issues like contaminated waste and sewage blockage, there was no proper audit of the issues. This compromised the ability of the hospital to have a safe clinical environment (Jenny, 2025).
c. Outcome Failures
Beyond the harm the event did to clinical safety, it also affected the organisation. The level of morale in the staff was affected because their concern was ignored, and some consultants experienced repercussions for raising safety issues. This created a culture of silence and discouraged open reporting. There was a decline in the trust the public had in the hospital, and this led to litigation and the establishment of the Thirlwall Inquiry (Felicity and David, 2024).
3. SWOT Analysis
SWOT is used over PESTEL because it addresses the strengths and weaknesses of an organisation, and this makes it suitable to analyse the failure of an organisation. PESTEL analysis external factors instead, and does not point out the internal strengths and weaknesses (Božić, 2023; Zaurez Afshar and Hussain Shah, 2025).
	Strengths
	Weaknesses

	· The presence of experienced consultant paediatricians who raised concerns about clinical challenges.
· The neonatal unit had access to NHS resources like staffing guidelines, infection control frameworks and patient-safety standards.
· The frontline staff were committed to providing quality care despite working under poor conditions.
	· Shortage of competent staff.
· Leadership and management downplayed the concerns raised by clinicians and were defensive in nature.
· There is a poor incident reporting process and no adequate review of challenges.
· Communication across the team was poor, and the staff were unable to speak due to fear of reprisal.
· Physical environment risks like water contamination, sewage blockage, outdated clinical facility and equipment posed risk.

	Opportunities
	Threats

	· Several opportunities emerged during and after the case, which offer the hospital opportunities to make reforms.
· The Thirlwall Inquiry offer a platform to examine issues in neonatal care and governance, leading to change in regulation and policy.
· Chance for the leaders to reset the organisation, improve accountability and care standards
	· Reputational damage and reduced public trust in the neonatal services.
· Regulatory sanctions from the CQC and NHS.




4. Plan-Do-Study- Act (PDSA Model)
While the PDSA and the PDCA are both cyclical and applicable for the improvement process, the PDSA is more ideal for health settings because it has the element “studying”, which is about studying the effect of an intervention (Brown, 2022; Johnson, 2016). The PDSA is also recommended by the NHS for clinical settings due to it allow testing at a small scale, rapid learning and adaptation before full implementation (Goulding et al., 2015; NHS England, 2021). This is why the model applies to the issue of neonatal safety at Countess of Chester Hospital, where interventions need to be evaluated before being introduced.
a. Plan
The very first step in the PDSA model is to plan. At the Countess of Chester Hospital, an incident management process should be implemented to ensure all events are documented, reviewed and addressed. The incident management process should include reviewing mortality and morbidity rates in the hospital and having a duty holder who will be in charge of creating a protocol for communication and reporting clinical incidents. Baseline data like the rate of reports in the past, the time it takes to address issues and the perception of staff about the culture of communication should be collated.
b. Do
This incident management should be pilot tested for three months. Staff should be trained on the new system of reporting, and there should be an interval where incidents or near-misses in the facility are reviewed. The duty holders should monitor how the staff are adhering to this new process and provide support for them during the phase of transitioning to the new process.
c. Study
The data that was gathered during the pilot phase should be analysed. From the analysis, the hospital will see if early-warning patterns are detected and if the process of communication among the team has improved.
d. Act
Based on the outcome, there can now be an adjustment to the new process of incident management. The successful elements of the process are taken up, while the areas that need to be improved should be refined. The cycle can then be revisited to ensure continuous learning, monitoring and improvement in the organisational process.
5. Kotter’s 8-Step Model
The change in a health organisation needs to be capable of addressing issues that are multifaceted (Squires et al., 2014). In this case, Lewin’s Three-Stage Model and Kotter’s 8-Step Change Model can be used. Both models are used to support the transformation process in an organisation (Pawar, 2017). However, Kotter’s model is best applicable to the case at Countess of Chester Hospital (Crain et al., 2021). The Lewin Model is best for small change, but not good for an environment that needs cultural reforms (Sarayeh et al., 2013). Kotter’s model, on the other hand, is more detailed and has frameworks that address leadership issues (Chappell et al., 2016).
a. Creating a Sense of Urgency
The hospital must first realise the extent to which the care organisation is failing and the impact it has on patient safety and public trust. Key data like mortality rate and findings from the Thirwall Inquiry should be used to show why there is a need for immediate action.
b. Building a guiding coalition
A leadership group should be established; these leaders should include senior clinicians, neonatal consultants, and managers. Their goal is to drive accountability across all levels of the organisation.

c. Form a strategic vision for change.
The vision of the organisation should be to create safe healthcare services. The part of the vision should include improving clinical governance, making the staff safe and heard, improving the workforce and ensuring there is adherence to national health standards.
d. Communicate the vision
There should be regular communication through platforms like staff forums, the hospital digital platform and during team briefings. This will help to reinforce the message that patient staff is important. The communication must allow the staff to raise concerns and ask questions without fear.
e. Empower staff
The obstacles that prevent the staff from raising concerns (e.g. hierarchical culture and fear of reprisal) should be eliminated completely. Staff should be trained on incident reporting, and whistleblowers should be properly protected.
f. Generate Short-term wins
Short-term goals could be increasing the rate of incident reports, improving response time and addressing challenges, as successful audits show better safety. These wins can be celebrated to improve employee morale.
g. Consolidate gains and produce more.
As there are improvements, the health organisation should expand its governance structure, improve infrastructure, enhance staffing levels and make safety part of its standard practice. Resistance should be addressed by using evidence to demonstrate progress.
h. Embed changes in organisational culture. 
In the long term, new behaviours such as open communication, continuous learning, and accountability should be incorporated into policies, performance evaluations, and leadership expectations. Over time, the cultural shift will make the neonatal service more safe.
6. Recommendations
Clinical process and governance should be improved by implementing an incident reporting and escalation process. The health organisation should make it mandatory for occurrences to be reviewed and assign a duty holder to oversee them. The organisation can adopt an electronic reporting system to make documentation and intervention easier.
The level of staffing and skills must be improved, and it should conform to standards. The health organisation could recruit more consultant neonatologists, increase the number of nurses and ensure they are available to deliver care services. There should be staff training on risk identification and mitigation.
The environment and infection control practices should be upgraded. All equipment that is outdated should be replaced, and there should be regular environmental audits. The health facility should invest in new structures that will ensure that they operate at Level 2.
Furthermore, there should be cultural reforms where staff are protected and allowed to raise concerns, and these recommendations should be implemented using the PDSA model, as it allows pilot evaluation and improvement before full implementation.
6.1. Benchmarking
	Area
	Current Position 
	Benchmark / Standard
	Desired Future State 

	Staffing Levels
	Insufficient consultant neonatologists
	BAPM & NHS neonatal staffing standards
	Full compliance with consultant presence and nurse-to-infant ratios

	Incident Reporting
	Poor reporting practices and risk interventions
	NHS Patient Safety Incident Framework
	Real-time reporting and prompt interventions

	Governance Processes
	Nor mortality and morbidity reviews, and there is no one overseeing the process.
	National Governance Standards
	Weekly reviews and duty holder oversight

	Safety Culture
	fear of speaking up
	Freedom to Speak Up & NHS Culture Standards
	Open communication 

	Infrastructure & Environment
	Contaminated water outlets and outdated equipment
	NHS Infection Prevention & Control
	An environment free of hazards and risks, and a regular audit



7. Conclusion
The failure of the Countess of Chester Hospital shows a weakness in structure and process, and this led to a compromise in the safety of service users. Through analysis like Fishbone Analysis, Donabedian framework, SWOT analysis, and the application of PDSA and Kotter’s models, this report was able to show that improvements can only be achieved through cultural and systemic reforms. Changing the governance process, increasing the number of workers, improving communication efficiency, and enabling staff to speak up without fear will help prevent current and future challenges.
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