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[bookmark: _Toc237368687]1. Introduction 
[bookmark: _19mj5jhjdsxo][bookmark: _Toc237368688]1.1 Background 
Management of the safety of patients is an important aspect in health along with social care services. However, the current case of Lucy Letby highlights a serious concern regarding the safety of patients. Lucy Letby was a nurse at the Countess of Chester Hospital. She was convicted of killing 7 babies as well as attempting to kill 6 more from 2015 to 2016 (Lawrence and Conn, 2024). This issue created concern among medical practitioners due to a sudden increase in neonatal deaths and the presence of Lucy during these situations. Management of the safety of babies in healthcare settings is essential to avoid mishaps (Pedreira and Belela-Anacleto, 2025). However, this issue is not properly investigated as well as presented to the authorities. It has been noted that neonatal deaths in the UK were 2.9 per 1000 (Sands, 2025). However sudden increase in neonatal deaths in a particular place has created concerns among the authorities. This case was beyond the responsibility of an individual criminal offence. This also highlights the inefficiency of healthcare management in the UK. In addition to that inadequacy of clinical governance, inefficiency in the management of risks along with a lack of communication between management along with medical professionals has created the challenges. This has ultimately led to failure to properly recognise the signs of warning in healthcare settings as well as management of safety of the patients (Alghrani, 2025). This issue is highly important for the care of newborn babies. They are highly vulnerable along with need a consistent monitoring process (Luhamaa et al., 2021). Therefore, management of effective teamwork along with proper communication is important. The study aims to analyse the root cause of this issue using different models as well as frameworks. This can help in understanding the reasons behind the failure of the management. Development of a proper understanding can aid in creating recommendations to overcome the challenges. 

[bookmark: _urwsonk16ra4][bookmark: _Toc237368689]1.2 Identified problem 
This issue is a failure of healthcare governance along with organisational learning. This has in turn compromised the safety of the patients. Information from the Thirlwall report highlighted that it was a noticeable concern for the healthcare organisation. In addition to that evidence highlighted that consultants at the Chester Hospital had raised concerns about the increase in the number of neonatal deaths (Green, 2016). Additionally, the report also highlighted an unusual pattern of neonatal mortality from 2015. 3 unexpected neonatal deaths were recorded in the healthcare setting. Furthermore, increase in stillbirths along with neonatal deaths was increased in November. However no proper investigation or reporting of the issue was noted during this time. However, some reports suggested that concern about Lucy was raised by the senior professionals three times between 2015 and 2016 (Halliday, 2023). This shows a noticeable issue in effective communication management. In addition to that CQC has noted some issues regarding the management staff. It has been noted that services to the children were noted for only improvement. This identified issue also highlights the significant weakness in the healthcare governance along with the process of monitoring.
 
[bookmark: _b3op8dll30bs][bookmark: _Toc237368690]2. Discussion 
[bookmark: _oxaziswhh3cw][bookmark: _Toc237368691]2.1 Root cause analysis of the issue 
Fishbone diagram 
The use of fishbone diagram helps in identification of the root issues behind this increase in neonatal deaths. This model plays an important role in identifying the main reasons behind the issue occurred (Kumah et al., 2024). It has been noted that failure of leadership, culture of the healthcare settings as well as governance are the main causes behind this issue. This has led to missing of the warning signs and the killing of babies. Thirlwall enquiry has also highlighted these facts that ultimately led to failure in the protection of babies in hospital settings (Nuffield Trust, 2025). It has been noted that the concerns of the senior clinicians were not escalated. This issue at the people level highlighted the failure in leadership as well as created a professional concern. In addition to that staff also experienced challenges in speaking. Management of communication in healthcare is important (Castiglia and Dettori, 2022). However, the lack of addressing this issue has created challenges in taking proper actions. 
[image: ] 
Figure 1: Fishbone diagram 
(Source: Influenced by Kumah et al., 2024)
NHS has stressed upon the fact that leaders need to listen to the concerns of the staff. Therefore, proper arrangements for communication as well as oversight need to be developed (NHS, 2023). Furthermore, inadequacy in investigation is noted at the process level. Improper reporting of the incident along with lack of effectiveness in understanding the patterns has also led to these killings. It is seen that there was a sudden increase in neonatal deaths from 2015 to 2016. Presence of Lucy in those instances was noted. However, lack of review of those situations creates issues in identifying the pattern. Additionally, failures of the leaders along with governance have also increased the weakness. This ultimately delayed decision-making along with a lack of accountability. Furthermore, the culture of healthcare along with governance also plays an important role in managing transparency (Van Baarle et al., 2022). However, failure of these aspects also created challenges in care. 

5 Whys 
The preventable harm to the newborn babies is the identified issue in this case. The 5 Whys model helps in solving the issue by evaluating the root cause of the identified challenge (Barsalou and Starzyńska, 2023). This model highlights that the failure of leadership, the culture of the organisation as well as governance were the main reasons behind this failure. 
1. Why did this killing continue? 
Different signs of warning like deaths of the babies in the neonatal stages along with the collapse of communication were not considered quickly. This has led to the repetition of neonatal deaths in this healthcare organisation (Lawrence and Conn, 2024) 
2. Why were different signs of warning not considered quickly? 
It has been noted that the concerns of the senior consultants were questioned along with dismissed. Additionally, the process of investigation was delayed 
3. Why were various concerns dismissed? 
The management of this healthcare setting along with leadership had less accountability along with oversight in the institution. This has in turn created a weak governance structure 
4. Why was the structure of governance ineffective? 
Lack of effective communication management along with reporting of the incident led to ineffective governance. Additionally, management of risks as well as learning has also led to the ineffectiveness of the structure. This in turn created concern regarding quality 
5. Why were these weaknesses consistent? 
It has been noted that the culture of the organisation as well as the approach of the leadership failed to manage the learning process along with the safety of the patients. This highlights that safeguards were not effective 

Donabedian model 
It has been noted that weakness in the management of patients' safety is the main cause behind this high number of neonatal deaths. The Donabedian model helps in evaluating the quality of healthcare through evaluations of different factors. Structure, process as well as outcome are the three aspects analysed under this model (Endeshaw, 2021). Effectiveness of the governance of the healthcare settings, inadequacy in management supervision along with the risk management process were some of the structural weaknesses. Lack of communication, pressure of staffing along with effectiveness of governance are some of the structural issues in Chester Hospital. These issues had created concerns among the staff. In addition to that the delay in the process of investigation of the neonatal deaths was also a noticeable failure of the process. Inefficiency in the reporting of the incident along with the lack of capabilities in recognition of the pattern has led to this failure. 
   
Figure 2: Donabedian model 
(Source: Endeshaw, 2021)
Lack of timely investigation as well as failure in communication had created challenges in the process. In addition to that Thirlwall also highlighted the concern regarding the effectiveness of governance along with process escalation (UK Government, 2023). This had ultimately led to an increase in neonatal deaths in Chester Hospital. It is seen that structural along with process failures mainly led to the repetition of preventable harm to the newborn babies. Additionally, it has negatively affected the safety of the patients. Furthermore, delays in the process of investigation have also reduced the confidence of the people (Benson and Benson, 2025). This has in turn reduced the image. 
   
[bookmark: _mmfssgj4unrk][bookmark: _Toc237368692]2.2 Strategic planning 
SWOT analysis 
	Strengths 
	Weaknesses 

	· 473 general as well as acute beds (COCH, 2026) 
· Frameworks for patient safety by the NHS (NHS, 2026) 
· Diverse expertise 
	· Weakness in governance along with communication 
· Lack of learning 

	Opportunities 
	Threats 

	· Better reporting of the incidents 
· Recruitment of new talents
· Development of the safety culture 
	· Pressure regarding staffing 
· Cultural as well as reputational damage 


Table 1: SWOT
(Source: Self-created)
The capability of this healthcare settings is one of the biggest strengths. This can provide a quality treatment facility to the patients. This process can work as an important strength for the strategic improvement of this operation. In addition to that the NHS framework for patient safety also gives an important foundation for governance, response to incidents along with learning about the organisational process (NHS, 2026). This can aid in the development of the culture along with a system. This development can in turn empower the staff to highlight the concerns regarding safety management. However, the Lucy Letby case has emerged as a significant weakness of this healthcare system. Concerns of the senior professionals were not highlighted timely. Additionally overall investigation was delayed along with failure of management harmed the process of neonatal care (Grierson, 2024). This highlights that developed policies were not implemented effectively within the institution. Furthermore, staffing issues, lack of effective communication as well as ineffective culture of the organisation were also noted. On the other hand competitiveness of sector is high (The Globaleconomy, 2026). Patients can choose other hospitals due to this service issues. These aspects also harmed the reputation along with competitiveness (Sharkiya, 2023). Therefore, strategic governance needs to be improved through consideration of an independent investigation of the neonatal deaths. Recent growth of the UK GDP can provide support (Brien, Harari and Ward, 2026). This financial growth can allow the government to increase funding for safety improvements for the patients. Furthermore, the creation of a transparent path for escalation reporting along with a culture of learning needs to be managed. This can improve the safety of the patients. Furthermore, the population of this nation is expected to grow (World Bank Group, 2026). This allows the institution to attract new talents to enhance neonatal care along with supervision of the care process. This can in turn reduce the governance issues.
[bookmark: _ne2gl4do62ug][bookmark: _Toc237368693]3. Recommendations 
Consideration of the root cause analysis highlighted different challenges that ultimately led to the killing of newborn babies in the healthcare institution. This has negatively impacted the reputation of that hospital as well as reduced the image of the NHS among the people of the UK. 
Recommendation 1: Development of a stronger staff escalation as well as communication system is recommended to the higher authorities 
The Chester Hospital is recommended to develop a standardised pathway for escalation. This can help the clinicians to share information regarding the causes of unexpected deaths along with deterioration of the process. Development of effective as well as quick communication can improve the safety of the patients. Additionally, development of a senior-member team for the management of patient safety can further improve the system. This can effectively address of the concern as well as allow the authorities to take immediate actions. The use of the PDSA cycle can play an important role in the implementation of these recommendations. This cycle can help in pilot testing before detailed implementation (IHI, 2026). In addition to that this method can aid in testing as well as adapting the changes to improve patient safety.   
	Plan (P)
	· A detailed escalation protocol needs to be developed in the plan stage. 
· Additionally, responsibilities along with targets should be defined in this stage.

	Do (D)
	· Targets as well as responsibilities can be implemented in the neonatal unit during the do stage.
· Training as well as appropriate reporting can help in improving this process (Giovanelli, Rotondo and Fadda, 2024).

	Study (S)
	· Measurement of the time of escalation along with numbers of concerns can be evaluated in the study stage.
· This will highlight the effectiveness of the new system.

	Act (A)
	· Further modification of the stages can be done in the act stage. 


Table 2: Application of PDSA cycle 
(Source: Self-created)

Recommendation 2: Improvement of the clinical governance as well as accountability is suggested to the hospital 
The healthcare setting is also recommended to develop an efficient structure for governance. Accountability for monitoring mortality as well as implementation of the safety rules can be considered in this recommendation. It has been noted that ineffective governance along with weakness in the management of risk has negatively impacted the whole system. Therefore, development of a multidisciplinary governance system for patient care can be developed (Al-Harbi et al., 2024). Senior leaders, clinicians of the neonatal department as well as the safety management team can work collaboratively to enhance governance. The PDSA cycle can help in the implementation of this recommendation. This cycle is mainly an iterative method for implementation of new strategies. It mainly follows 4 different steps to implement a new plan or strategy.
	Plan (P)
	· Development of the responsibilities regarding governance, requirements regarding the reporting process can be considered under the plan stage.

	Do (D)
	· In addition to that monthly meeting regarding the governance process, concerns of the staff along with safety actions can be considered under the do stage.
· This process is also highly consistent with the PSIRF.

	Study (S)
	· On the other hand, completion of the investigation along with actions of the owners can be considered in the study stage. 
· This needs healthcare institutions to effectively integrate responses regarding patient safety (NHS, 2025).

	Act (A)
	· Additionally, identification of gaps along with the report of the risk should be considered in the act stage. 
· Governance also needs to be measured by analysing the learning as well as improvement. This can in turn help in sustainable improvement. 


Table 3: PDSA cycle application
(Source: Self-created)
Recommendation 3: The healthcare system also suggested to improve the process of incident reporting along with the pathway for investigation 
The healthcare organisation is recommended to use the lean method to reduce the chances of unnecessary delays along with barriers for communication. This reduction of delays can improve the overall reporting process along with the process of investigation (Antonacci et al., 2021). It is seen that inadequacy in reporting along with delay in the process of investigation has led to an increasing number of killings of newborn children. 
Lean application 
VSM can be considered to develop the whole pathway to address the concern regarding the safety of the patients. Clinical revision, escalation of concern along with detailed investigation can be linked in the initial stage (Marin-Garcia, Vidal-Carreras and Garcia-Sabater, 2021). Furthermore, employees can properly identify unnecessary actions along with waiting times. This can increase the process of improvement. Furthermore, simplification of the reporting process along with standardisation of the investigation can also be considered by the authorities. This can further improve the safety of the patients along with the learning process. 

Recommendation 4: The healthcare organisation is suggested to introduce the process of information-oriented monitoring for the safety of the newborn babies 
Development of an information-oriented surveillance of neonatal safety is recommended. This can help in effectively highlighting the abnormalities in deaths along with clinical issues. It has been noted that the healthcare authorities failed to identify the trends. Additionally, inefficiency in risk management is one of the major factors in increasing neonatal mortality. 
Lean application 
Use of lean method is effective in this recommendation implementation. It can aid in reduction of variations as well as errors through proper measurements along with evaluation (Niñerola, Sanchez-Rebull and Hernandez-Lara, 2020). The use of this tool can effectively improve the quality along with safety of the patients. The utilisation of the model within the lean process can be used by the higher authorities. This can aid in the management of a structural review of the clinical information. As a result, a system-oriented process can be managed. This can in turn aid the higher management of the organisation to improve the safety of the newborn babies as well as enhance the care quality in this healthcare settings.  

[bookmark: _282eg7wlhi3d][bookmark: _Toc237368694]4. Conclusion 
From the study it can be concluded that failure of patient safety at Chester Hospital is not an attribution of individual action. It is also highly related to the weakness of the whole organisation. Repetition of neonatal deaths along with collapse of the whole system is noted in this case. Additionally, the higher authorities were unable to intervene after concerns were raised by the senior clinicians in a consistent manner. This highlights the weakness in escalation along with the process of investigation. It has been noted that different security barriers have failed consistently. This has led to the deaths of these newborn babies in this institution. In addition to that lack of effective leadership as well as delay in decision-making were also some of the biggest reasons behind the increase in neonatal deaths. Furthermore, ineffectiveness of communication along with weakness of the governance structure have also created challenges in management of operations. It is seen that the safety of the patients is highly dependent on effective communication, management of the process as well as leadership. However, lack of organisational culture along with governance issues has led to this issue. The Donabedian model shows the ways structure of the organisation as well as the process regarding care are directly contributing towards the outcome. Additionally, SWOT highlights the importance of the NHS framework along with the expertise of the professionals as strengths. However, governance along with concern escalation has created challenges for the authorities. Therefore, PDSA consideration can help in improving staff escalation along with speaking-up process. Additionally, PDCA can effectively improve governance along with accountability of the care. Furthermore, the lean method can remove delays along with duplications. Furthermore, Six Sigma can aid in developing an information-oriented monitoring system. 
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