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1. Introduction
The Judiciary of England and Wales (2024) states that Lucy Letby was found guilty of seven murders and eight attempted murders at the Countess of Chester Hospital from June 2015 to June 2016. These convictions set up individual responsibility. They fail to give reasons for organisational safeguards not to have identified, contained and referred the risk earlier. The Thirlwall Inquiry was set up to investigate the experience of families, hospital behaviour and overall governance of the NHS (Thirlwall Inquiry, 2024a; 2026). This report separates judicial facts from allegations and inquiry submissions, as the final report has not yet been published.
Leadership in health and social care is a relational and accountable process which affects collective action to achieve safe and ethical aims. While Northouse (2022) focuses on influence and shared goals, Yukl and Gardner (2020) highlight the nature of dialogue among leaders, followers and situations. Definitions, however, are purely verbal if not accompanied by measurable responsibilities. Leadership in a safety-critical hospital is shown by escalation, reasoned decision-making, safeguarding patients, challenging and learning appropriately. So, contemporary reviews seek to build the concept of leadership beyond simply the executive role to include clinical, organisational and system roles (Figueroa et al., 2019; Messenger and Pollard, 2022). Thus, leaders should not be assessed based on statements of values alone but on the movement of information, the protection of dissent, and the enactment of proportionate decisions in the face of uncertainty.
The English NHS is a system of centralisation and decentralisation. National law, NHS England policy and professional regulation set out shared expectations, and foundation-trust boards have more power over local staffing, governance, incident response and referral. Oikonomou et al. (2019) outline a highly entrenched system of rules governing patient safety. In practice, however, the regulatory density does not ensure integrated oversight due to the fact that each regulatory body could be provided with only a limited amount of information. 
This report utilises systems thinking and governance analysis, along with the existing literature on leadership. It employs a Rich Picture to focus on actors, structures, emotions, dependencies and feedback loops, and to evaluate the centralised versus decentralised decisions, along with perspectives from behavioural, contingency, Path-Goal, leadership-continuum, transformational and purpose-driven. But no theory is given full rein as an explanation. They are all challenged by case evidence and the methodological constraints of the case. The report then suggests a Neonatal Safety and Escalation Programme in order to enhance accountability, family involvement, efficiency and learning.
2. Main Body and Analysis
2.1 Identifying the Problem and Setting the System Context
The problem with the central system was that repeated neonatal deaths, collapses and professional concerns were not being converted in a timely manner into the central system and integrated into an independent safety response. The Trust's opening statement outlines the conversations around death and potential deliberate harm (Thirlwall Inquiry, 2024b). It was a statement of a participant, however, and not a finding, and former managers told a different story (Thirlwall Inquiry, 2024c). This disagreement is significant in its own right as a reliable system should have one auditable record which documents what was reported, to whom, when, and with what evidence, and what action was taken. 
Letby was pulled from clinical roles in July 2016, but in May 2017 police were called. Internal management, RCPCH review, case note review, legal advice and employment procedures were in place during this time. The Trust subsequently reported that these processes revealed communication, staffing, and incident-review problems (Thirlwall Inquiry, 2025a). But it is not a risk control process. The RCPCH admitted it failed to carry out a thorough investigation and that its review was rushed, and that it was unable to establish the cause of the rise in deaths (Thirlwall Inquiry, 2025b). Thus, the leaders were required to establish restrictions on the review process and to refer any unresolved suspicions to an authority that was empowered to do so. 
Table 1. Key chronology and critical leadership significance
	Period
	Documented development
	Critical significance

	2015-early 2016
	Unexpected deaths and collapses accumulated; clinician concern emerged.
	Weak signals required trend review, although chronology remained contested.

	Feb-Jun 2016
	CQC identified staffing risk; later meetings addressed mortality and possible harm.
	Broad assurance coexisted with local risk.

	July 2016
	Letby was removed, and reviews followed.
	Containment occurred, but review purposes remained fragmented.

	Feb 2017
	Employment processes continued while risk questions were unresolved.
	Fairness was necessary but should not determine safety referral.

	May 2017 onwards
	Police referral led to investigation and convictions.
	External investigation supplied powers unavailable to internal review.

	2023-2026
	The Thirlwall Inquiry examined hospital and system conduct.
	The awaited final report requires cautious use of submissions.



WHO (2023) found that 1 in 10 patients is harmed by the health care they receive; many of these harms are preventable. However, the global numbers are based on various settings and methods and cannot be directly translated to another neonatal unit. They create this awareness that the problem of patient harm is more of a public health and governance problem than just a single clinical mistake. Leaders, reliable systems, workforce competence, patient involvement and information for learning are the key principles of the Global Patient Safety Action Plan (WHO, 2021). There is a lot of relevance in the case as weaknesses were present across all these domains.
The ONS (2025) estimated that in England & Wales, there were 3.0 neonatal deaths for every 1,000 live births in 2023. But "crude" rates are affected by gestation, congenital conditions, case mix and referral patterns and cannot rule out a possible cluster of cases in the area. Vincent and Amalberti (2016) believe that surveillance should be quantitative and based on operational knowledge. Mortality charts should thus not be used instead of clinical judgement, but rather as a basis for a risk-adjusted review. What failed is not the initial uncertainty, but the lack of adequate independent and limited investigation where the uncertainty had catastrophic consequences. Conversely, any statistical relationship to a single staff member needs to be examined with caution as exposures may be correlated due to the exposures themselves and/or due to different case allocations or complexity.
The NHS Staff Survey 2025 shows that 71.10% would be comfortable making concerns about unsafe clinical practice known, while 60.29% would be comfortable in raising concerns in general. (NHS Staff Survey, 2026) But surveys are assessing perceptions, and any local context or pattern of responses will influence the outcome. They are unable to demonstrate how a specific concern was addressed. However, the gap is not for evaluation of the existence of policies but organisational response. Similarly, the National Guardian's Office (2024) believes that the speaking up process should lead to improvement, rather than being limited to whistleblowing. This assists in providing a dual culture test: the staff should be given the opportunity to raise concerns, and there should be evidence that the organisation has taken those concerns on board and responded fairly.
[image: ]
Figure 1. Rich Picture of actors, structures, emotions, dependencies and feedback loops
Figure 1 is a system of interconnected figures. The most vulnerable were babies and families; the nurse would make shift-level observations; the consultants would make clinical patterns; the executives would make decisions on workforce and referrals; and the board provided assurance. External organisations involved were RCPCH, CQC, the coroner, regulators and police. Greenhalgh and Papoutsi (2018) and Komashie et al. (2021) indicate that the source of harm is often an interaction between persons, processes, resources and organisational boundaries. But systems thinking does not mean abdicating responsibility. Here it says that if individual misconduct were to occur, would the governance be able to detect and contain it?
A reinforcing loop can be surmised: uncertainty and reputation concerns spurred defensive procedure; the latter eroded clinician-manager trust; antagonistic communication further extended uncertainty and created additional process. O'Donovan & McAuliffe 2020a state that inclusive leadership, clear roles and supportive relationships create psychological safety. They have, however, not presented their evidence as a homogenous body of evidence in order to prove that psychological safety prevents severe harm, and Grailey et al. (2021) reported large measurement variation. Communication is therefore essential for psychological safety, and must be linked to formal escalation, independent review and accountable action.
The Care Quality Commission (2016a) undertook an inspection in 2016, revealing that there was a longstanding staffing risk, the number of neonatal staff below BAPM standards and 11 staffing and acuity incidents in the previous year. Yet this evidence also shows the capacity of organisational assurance to be limited. But there were also positive results on other domains. Mannion and Davies (2018) suggest that one rating does not provide enough information to infer an organisation's culture. But it is not feasible to watch for all threats that arise from time to time. Leaders need to use the inspection in conjunction with, and in relation to, live mortality, staffing, incidents and concerns from the families and professional judgement. Fragmented information, unclear thresholds, hierarchy, limited challenge and confused safety and employment processes were all cited as root causes.
2.2 Centralisation and Decentralisation within the Case
The hospital was a foundation trust in a nationally regulated NHS but not purely decentralised. National and system duties are set out in the Health and Care Act 2022, but provider boards are accountable locally. Formal accountability is, however, diminished if the information provided to the board is 'filtered' through the interpretation of the executive. There was a spectrum in neonatal governance, with 120 trusts having different arrangements, and escalation, with 60 trusts having no specific escalation procedures (Nuffield Trust 2024). The evidence was valuable, but responses were self-reported and thus were not independently validated. Shows variation, not comparative performance.
Decentralisation allows the identification of weak signals close to care, where safety issues can be improved. In this instance, unusual collapses were linked to staffing patterns by means of consultants. Braithwaite et al., (2018) highlight the need for adaptation and local knowledge in complex systems. But local knowledge only serves to safeguard patients if they are heard and tested by formal leaders. In this case, intelligence would be spread out while reviewers and outside referrals would have authority. Decentralisation was thus replaced by local response as a function of the executive gatekeeping. In practice, there needs to be a counterweight to local autonomy: those closest to the care need to be able to overlook the same hierarchy that they are objecting to.
The primary local failure was when there was clinical concern and executive action. Two processes for employment grievance and patient-safety suspicion were parallel. For Dekker (2016), the key word in a just culture is arbitrary. Fairness does not mean, though, that proportional containment must be delayed until intent is undetermined. An individual's right to be treated lawfully is asked in employment procedure, and what independent and control measures ensure that patients are kept safe is asked in safety governance. Leaders could then limit access, keep a record and consult outside for help or assistance without admitting to being at fault. This separation also ensures that an independent safety assessment will not be as susceptible to informal conflict or organisational loyalty or reputational pressure as internal negotiation will be as far as protecting the accused employee is concerned.
Centralisation might have provided standard thresholds and outside expertise. NHS England (2022a) states that PSIRF learning responses must be proportionate and system-based. It is not, however, a criminal-investigation process, and should not take the criminal aspects of suspected deliberate harm into regular learning. Expectations for policy and oversight (NHS England, 2026) are reinforced in the 2026 response standards. National rules are not yet effective without the awareness of local staff of when normal incident review is not enough. There should be a reduction of discretion in the use of mandatory triggers while maintaining immediate local containment. There should also be clear national guidance on the difference between learning from adverse events and when there is credible evidence of intentional harm, with a focus on evidence gathering and investigative expertise from third parties.
But there are drawbacks to central control. Inspection is periodic, regulators rely on referrals, coroners rely on information provided and clinical reviews are limited. Oikonomou et al. (2019) report an “ill-structured safety-regulation environment.” This mapping, however, does not establish that fragmentation is a cause of the delay; it establishes the reason for this. Other weaknesses that have been identified in implementing recommendations over time are also highlighted by the Thirlwall review of the past recommendations (Thirlwall Inquiry, 2024d). If no body has the full signal, then multiple bodies are of little use. Many safeguards can thus be built into a system, but it can still be weak at interfaces between systems where one system passes on responsibility, evidence or interpretation to another system.
Table 2. Critical comparison of centralised and decentralised features
	Feature
	Benefit
	Risk exposed
	Design response

	National oversight
	Consistency and external challenge
	Partial information and reliance on referral
	Mandatory triggers and shared triage

	Trust autonomy
	Rapid local action
	Executive gatekeeping and variation
	Autonomy bounded by referral criteria

	Frontline judgement
	Early weak-signal detection
	Hierarchy may recast concern as conflict
	Protected escalation and independent review

	Board accountability
	Organisational ownership
	Assurance may be filtered
	Raw data and non-executive challenge


The preferred design is bounded decentralisation. Immediate safeguards should be implemented by front-line staff and defined red flags trigger a compulsory external triage response. These should consist of mortality clusters, recurring unexplained collapse, credible concerns of deliberate harm, and unusual person-time places with persistent clinician-executive disagreement. Thresholds should not, however, be interpreted as proof and estimates of rare events may be subject to change. The activation should not be a judgment but an independent assessment. Proportionate next steps to be determined by an external neonatologist, safeguarding specialist and relevant authority. The design is better than every incident with a statistical anomaly automatically being referred to the police, as it could lead to criminalisation of normal variation and clinical uncertainty.
In order for accountability to work, there needs to be vertical and horizontal integration. All worries about wards should be directed to the divisional leaders, executives, non-executives and external bodies, following a well-documented trail of events with a time-stamp. All medical, nursing & safeguarding, data, HR & legal staff should have one safety record, but have separate roles. NHS England's Fit and Proper Person Test Framework enhances accountability of individual boards (NHS England, 2023a). Appraisal can not, however, guarantee the completeness of board information. It is important for boards to test actual concern pathways, review raw trends and document other possible explanations for the trend. A shared record should also record questions not answered and conflicting professional opinions, so as not to obscure important minority concern.
The case does not lend itself to local autonomy or to a centralised solution. As part of the Hewitt Review (2023), subsidiarity with accountability is preferred. If a local decision can squelch a local challenge to catastrophic risk, however, subsidiarity is not safe. The necessary interface has to be local detection, reversible containment, independent verification and national learning. National policy to set triggers, local teams to trigger, boards to take unfiltered evidence, and regulators to cross-check local explanations against independent data. 
2.3 Leadership Theories and Application to the Case
Behavioural Theory identifies two forms of leadership: task-oriented and relationship-oriented. Workforce outcomes are superior with relational leadership styles than with passive and task-oriented styles, according to Cummings et al. (2018). Independent effects on patient outcomes, however, can only be demonstrated by primarily observational evidence. Executes reviews, meetings, mediation and legal consultation, which did not result in timely safety decisions. Relationships with consultants worsened as well. This failure was one of being unable to combine operational control with credible listening and shared interpretation.
There was a mixture of autocratic and laissez-faire characteristics to the response. Leaders set the agenda and timeframes for concerns, and critical, independent referral was not acted on immediately. In a study by Specchia et al., (2021), there is a relationship between passive-avoidant leadership and low nurse satisfaction. But satisfaction is not directly a safety criterion. The contextual inference is greater: it may be safe to allow a passive delay, but not when the risk is potentially catastrophic, and the patients are vulnerable, and it may be appropriate to use directive authority. A vote on criminal guilt would have been the sign of what was previously described as democratic leadership, but is now termed partisan politics. 
In modern literature, Theory X and Theory Y continue to be opposing notions regarding followers (Northouse, 2022; Yukl and Gardner, 2020). A persistent challenge is seen as resistance in a Theory X lens and as capable contributors in a Theory Y. But motives are not entirely binary; there can be mistakes in diagnosis and tests to be performed for claims. The real question is whose burden of proof is it? Leaders should never wait for certainty before safeguards; they should use expertise as intelligence and independently challenge, assess and critique clinical issues and managerial explanations. A true Theory Y perspective, then, would appreciate a professional voice without the romanticism and would rely on independent data to defend against managerial dismissal and groupthink.
Northouse (2022) has developed contingency theory, which explains how leadership effectiveness is related to the match-up between individual elements of leadership style, task, relationships and control. It was a high-consequence case because the issue had high impacts, unclear cause, poor relationships and distributed knowledge, and a lack of suitability in terms of process leadership. But traditional models can be stunted since it is not easy to replace leaders during a crisis. The important learning is that where internal relationships and the context of their decision-making were not supporting the leader's reliable judgement, it was necessary for the leader to recognise this, seek independent expert advice and change decision-making structures. 
According to Path-Goal Theory, behaviour types of Directive, Supportive, Participative and Achievement-oriented are possible. There was a need for direction to contain, a need for time limits, a need for involvement to bring together clinical and statistical evidence, a need for support for staff and families and a need for achievement to provide for strict review. But flexible styles can be retroactive labels if not sequenced prospectively. The behaviour chosen and the time of its use should have been decided based on patient protection and truth-seeking. 
The leadership continuum shifts from a leader-focused direction to a team's direction (Northouse, 2022). The level of risk control deemed acceptable was sufficient for direction, the level of complexity required sufficient for consultation, and the long-term redesign was delegated. But participation in consensus should not preclude referral. The hospital seems to have brought in a centralisation of decisions of the kind which need challenging, and an extension of discussion around decisions of the kind which need timely containment. Effective leadership thus involved using the right authority for the right decision, and established an escalation time limit. 
Transformational leadership links vision, ethical purpose and empowerment. It is linked by Boamah et al. (2018) to empowerment, satisfaction, and outcomes of patient safety; and by Sfantou et al. (2017) to quality measures. But when it comes to cross-sectional and heterogeneous evidence, it cannot establish causality. In this instance, transformational leadership needed a compelling purpose (to look after babies and to facilitate independent truth finding) that manifested itself as controls, milestones, and permissions to challenge. 
The values and responsibility are highlighted with purpose-driven and servant leadership (Gandolfi and Stone, 2018; Zu, 2019). The Four Ps explain the purpose, priorities, potential and progress. Purpose, however, should not be a moral certainty. One could not dispense with being fair to the employee. The defensible purpose was one which served to both protect patients and decide truth independently. Compassion needed support for the employee, clinicians and broader staff and family, but could not afford to ignore challenging safeguards (West et al., 2017). This means progress is not the number of meetings we have; it is the reduction in unresolved risk, better communication within the families and independent actions completed.
Trait explanations are less sound. Correct interpretations may be achieved by integrity, by courage and decisiveness, but no trait guarantees it. Sonnino (2016) points out some challenges with translating the concept of generic leadership development into healthcare practice. A strong executive can make decisions when they have an incorrect frame. The case indicates that decisions should be based on collective intelligence along the lines of explicit accountability: clinical, statistical, safeguarding and legal expertise should all contribute to decisions, but one named executive should be accountable for containment and referral. Knowledge needs to be shared, not spread, through collective leadership. 
The best combined explanation is in terms of systems and contingency perspectives. The uncertainty and non-linear interaction are part of complex problems (Greenhalgh and Papoutsi, 2018). Complexity, however, is no excuse for delay. Leaders can distinguish between reversible safeguards and irreversible attribution, for example by redeploying temporarily, maintaining evidence and seeking advice from others outside the school. The organisation reduced clinical, relationship, and employment risks. Better answers would be: pause and ask questions about reassuring explanations; defer to appropriate knowledge; maintain procedural fairness. 
2.4 Improvements and Lessons Learned
The Neonatal Safety Escalation Standard should include quantitative and qualitative triggers for independent triage. These should encompass recurring events, credible suspicion of deliberate harm, unaddressed clinician-executive disagreement and risk-adjusted mortality signals. Komashie et al. (2021) identified that effective systems approaches incorporate people, process and implementation. But interventions cannot be guaranteed to be successful when they are heterogeneous. This means that the standard should not only prescribe a dashboard, but an owner, a deadline, other parties and escalation consequences. 
The dashboard should include neonatal information, mortality review, staff, medicines access, pathology, incident, complaints, referrals and status. Nuffield Trust (2024) identified some differences among trusts regarding connecting such information. The self-reported compliance may not, however, mirror the quality of decision-making. If statistical alerts arise, they should draw in an investigation and not be used to assign blame. Every alert must be clinically interpreted, have alternative explanations and be reviewed by an analyst who is sufficiently independent from the service. 
Safety process should be separate but coordinated with the employment process. PSIRF encourages proportionate learning and caring engagement (NHS England, 2022a) but is not a replacement for safeguarding, coronial, regulatory or criminal investigation. It should be the dual-track protocol that no one should be treated unfairly because of a safety control and that no one should be disciplined because of a safety control. A named executive has the responsibility to keep track of and retain evidence to support referral decisions. Just culture should not seek to avoid accountability, but it should not be to the point of arbitrary blame (Dekker, 2016). When pathways overlap, patient protection will be used to guide temporary action and independent legal and HR advice will protect procedural rights.
Multiple routes with visible response should be combined for protected escalation. Line management, independent clinical, Freedom to Speak Up, non-executive and external options are all required for staff. There is limited research on the effectiveness of education for changing entrenched speaking up behaviour (O'Donovan & McAuliffe, 2020b). This requires training to be accompanied by acknowledgement, ownership, deadlines and feedback. Huddles and walkrounds should result in actions that can be tracked. Whether staff talk is the key question is whether they think that action follows. 
Board assurance should be based on weak signals and competing interpretations. Collapses, deaths, staffing, delayed reviews, complaints, medicine exceptions, referrals, speaking-up themes should be included in reports. NHS England (2023a) increases individual board accountability. But competence checks do not guarantee completeness of information. Non-executives are to be provided with raw trends, test alternatives and commission independent reviews where there is disagreement between clinicians and executives. Elements of a non-escalation decision should include the owner's name, evidence, residual risk, and review date. 
Families are to be safety partners. Openness and support are expected after a qualifying incident as per CQC guidance (Care Quality Commission, 2022), and compassionate involvement is required as per PSIRF guidance (NHS England, 2022b). However, procedural disclosure does not ensure meaningful participation. Families require a named person to communicate with, regular written reports and chances to make their observations. Their accounts should be neither definitive nor peripheral, but balanced with a sense of evidence and candour. 
Capacity to review and work needs to be increased. In 2016, CQC rated the staffing of neonatal services as below BAPM expectations and Nuffield Trust (2024) continued to report pressures relating to staffing and managerial capacity. The number of staff does not make the crimes. The question in the system is whether there is enough clinical, analytical and governance time to review deaths and close actions. Technical efficiency is enhanced through integrated data and standard workflows, and allocative efficiency is enhanced through resources for surveillance, pathology, safeguarding, independent review and family support. 
Process, culture and outcome indicators should be used in combination when evaluating. These are things like response times, reviews that have been completed, action closure, confidence that concerns are acted upon, reports of retaliation, staffing compliance and family experience. But a lack of a rare and catastrophic event does not constitute safety. The WHO (2021) recommends that health care systems embrace learning from harm and learning from risk management for the future. Along with outcome monitoring, leading indicators and simulation tests are crucial. 
The implementation risks are alert fatigue, unfair suspicion, delayed central review, confidentiality issues, and decreased reporting. NHS England's Being Fair Tool asks to consider system contribution, rather than individual judgement (NHS England, 2023c). This, however, does not apply where the intent to harm is a real possibility. Fairness and protection can be balanced through proportionate thresholds, independent triage, role-based data access and audit of missed and unnecessary escalations. 
Healthcare should not depend on heroic persistence. Kirkup (2022) and Ockenden (2022) found similar issues with listening but with a different focus, and issues with governance and a defensive culture, although it is important to note that their cases are not the same and should not be seen as representative. Their importance is repeated organisational mechanisms. Recommendations need to be made sustainable through learning in order to be owned, measured, and independently verified processes. The Thirlwall review also indicates that mere publication is not enough to ensure implementation, in line with the earlier recommendations (Thirlwall inquiry, 2024d). The purpose of cross-case learning is, therefore, to single out transferable governance mechanisms from which lessons can be drawn and not to make blanket statements of the causes of all failures to expect the birth of a child.
3. Recommendations
The Trust should develop a Neonatal Safety and Escalation Programme, sponsored by the board of the Trust, and linked to PSIRF, safeguarding, coronial and police and regulatory paths. An executive director should be accountable, and a non-executive lead should be challenging. Messenger and Pollard (2022) endorse leadership that is collaborative and has accountability. But another programme will create a bureaucracy unless it is given authority. It should have only one function: detection of signals early, proportional protection during uncertainty, help for families and staff, and independence free of employment or reputational interest.
First, introduce a real-time dashboard with mortality, collapses, staffing, medicines access, shift allocation, incidents, complaints, pathology and referral status. High-consequence triggers should result in immediate review and external neonatal and safeguarding advice within 72 hours. Alerts should never say that a person is "causal. They can attract attention or preserve evidence and test alternatives. 
Secondly, introduce a two-track strategy for safety and work. Temporary measures should be referred to as neutral controls rather than as findings of guilt, and the results of grievance should not preclude answering clinical-risk questions. Consultation with police, coroner, safeguarding bodies, CQC, NMC and GMC should be identified within the protocol. Staff are required to uphold patient safety, and to raise concerns, as outlined in professional codes (Nursing and Midwifery Council, 2018; General Medical Council, 2024). But organisations need routes that act non-retaliatorily. 
Third, apply simulation for leaders using contingencies. Threats must be dealt with by directive containment and evidence preservation; interpretation must involve participation and expert deferral, and recovery must be approached with compassion and distributed redesign. However, if a student is present at school, this does not prove that they have demonstrated competence. Simulations should focus on mortality clusters, deliberate-harm suspicion and conflict between clinicians and documentation and escalation, not on course completion. 
Fourth, establish safe pathways to the Freedom to Speak Up guardian, medical director, chief nurse, non-executive lead and regional neonatal network. Every concern must be recognised, taken responsibility for, have a timeframe and a positive response. However, information can be split up into several channels. Everyone should provide a protected concern record, maintaining confidentiality. If the teacher retaliates, pressures to pull out of concerns, or unexplained delay occurs, these are considered governance issues. 
Fifth, name a liaison for the family, communicate promptly and honestly with the family, update the investigation, and allow families to make observations. Co-ordinated bereavement and psychological support. But communication has to differentiate facts, hypotheses and questions that have not been answered. This prevents hasty assumptions and flaky comforting, and it is taking family experience as safety intelligence. Family representatives should also review the communication process annually (to support co-production) and ensure confidentiality of individual cases.
Table 3. Twelve-month implementation and assurance plan
	Time
	Priority
	Lead
	Evidence

	Months 1-3
	Approve triggers, protocol and data governance
	Chief Executive / Medical Director
	Policies, partners and baseline

	Months 4-6
	Pilot dashboard and simulations
	Chief Nurse / Clinical Lead
	Triggers logged and gaps corrected

	Months 7-9
	Independent audit of cases, staff and families
	Non-executive Safety Lead
	External report and action closure

	Months 10-12
	Publish learning and spread practice
	Trust Board / ICB
	Transparent sustained compliance


4. Conclusion
The case is an illustration of the potential for catastrophic harm to occur alongside formal governance and inspection. Judicial findings are a matter of individual responsibility and inquiry material a matter of separate organisational questions. Delayed conversion of repeated deaths, collapses and concerns was the central systems failure. The final report of the inquiry, however, was not published, meaning that final views on individual managers are preliminary. Despite this, there is reason for concern that information is not well integrated, that there is contestation of framing, and unclear interfaces for escalation. Available evidence, however, indicates cause for concern of fragmented information, contested framing, and unclear interfaces for escalation. The analysis is therefore not about bearing or reducing the responsibility of the perpetrator of the crime but the reliability of the healthcare system that surrounds him.
Excessive control over the definition of concerns, and insufficient control over the safety threat is identified by leadership analysis. Behavioural and contingency theories, and Path-Goal and continuum theories, shed light on some aspects of this pattern, but none does so entirely. Transformational and compassionate language would have been all but meaningless without directive containment, participative evidence review, family and staff support, and named accountability for referral. Sequenced leadership is the most defensible: Command to provide protection that can be reversed, Consultation to interpret, Support to those affected, Accountability to final escalation.
The systems thinking improvement framework supports the greatest integration of data, workforce, culture, governance, family experience and external scrutiny. Delay can be interrupted by mandatory triggers, independent triage, separate safety and employment processes, protected escalation and board-visible measures. Importantly, though, controls need to be proportionate to ensure that they do not become unfairly attributed and create alert fatigue. Patient safety should therefore be implemented locally, through detection of risks, reversible containment, independent checking and national learning and not be based on individual persistence or reputation. This design also gives staff a more equitable process for determining placement decisions because they are made with consistent standards and with independent evidence and not based on informally raised suspicions or executive whim.
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Appendix A: CATWOE Summary for the Proposed Transformation
	CATWOE element
	Application

	Customers
	Babies, families, neonatal staff, the wider public and future patients who depend on trustworthy services.

	Actors
	Neonatal clinicians, managers, executives, board members, data analysts, safeguarding teams, FTSU guardians, regulators, coroner and police.

	Transformation
	Convert fragmented, disputed weak signals into timely containment, independent review, external escalation and organisational learning.

	Worldview
	Patient safety and truth-seeking must take priority over reputation; uncertainty should trigger proportionate protection rather than delay.

	Owners
	Trust Board, Chief Executive, Medical Director and Chief Nurse, with external assurance from NHS England, ICB and CQC.

	Environmental constraints
	Legal fairness, confidentiality, workforce shortages, rare-event statistics, regulatory boundaries, limited pathology capacity and the risk of blame culture.





1
image1.png
Babies and families

Vulnerability
Grief and candour

Neonatal nurses

Observations
Staffing and medicines

Consultant
paediatricians

Pattern recognition
Escalation and expertise

Executives and
Trust Board

HR and reputation
Assurance and referral

7
BALANCING SAFETY LOOP

Triangulated data
+ independent review
+ protected escalation
— earlier containment

~

\

/

CENTRAL SYSTEM PROBLEM

Delayed recognition, containment and
external escalation of repeated neonatal
deaths, collapses and concerns

~
REINFORCING RISK LOOP

Defensive response
+ reputational concern
— reduced trust
— challenge and delay

~

/A

Clinical processes

Care and handover
Incident reports
Mortality review

Information systems

Datix and case notes
Staffing and mortality data

Parallel processes

Safety, HR and grievance
Mediation and legal advice

External safety net

RCPCH, CQC and coroner
Regulators and police

Actors, structures, processes, emotions and feedback loops are shown without assigning failure to one isolated component.




