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1. Introduction
Between January 2015 and June 2016, the neonatal unit at the Countess of Chester Hospital, part of the Countess of Chester Hospital (2026), recorded an unusual rise in infant deaths and unexplained collapses. Where the unit had typically recorded two to three deaths a year, the figure rose to eight in 2015 and five in 2016 (BBC News, 2017b). This pattern led, several years later, to the conviction of former neonatal nurse Lucy Letby for murdering seven infants and attempting to murder seven others, following a trial in August 2023 and a further retrial in June 2024 (NHS England, 2023; Pilgrim, 2024). This report does not revisit the criminal evidence itself. Instead, it treats the case as a study in organisational quality failure: a healthcare system in which experienced clinicians raised repeated concerns that went unactioned for over a year, and in which decisive management action came only after sustained internal pressure rather than proactive leadership.
The scale of concern is well documented independently of the criminal proceedings. Senior consultants began raising informal concerns from mid-2015 and formal concerns from early 2016, yet Letby was not removed from clinical duties until 30 June 2016 (BBC News, 2017a). The Trust subsequently commissioned an independent review from the Royal College of Paediatrics and Child Health, which found no single cause for the rise in deaths but identified inadequate staffing, gaps in rotas, poor decision-making, and a reluctance among some staff to seek senior advice (BBC News, 2017b). Cheshire Police launched a criminal investigation, Operation Hummingbird, only in May 2017, almost a year after Letby's removal from the ward (BBC News, 2017a). This gap between the first clinical concerns and any independent scrutiny is itself a quality and safety failure, regardless of the eventual criminal outcome.
The case has also prompted a wider public inquiry. The Thirlwall Inquiry was established to examine the response of the hospital and the wider NHS system, and it heard evidence throughout 2024 into early 2025 before closing submissions in March 2025 (The Thirlwall Inquiry, 2023). Its final report has been repeatedly delayed and remains unpublished at the time of writing, expected only after the 2026 parliamentary summer recess (The Thirlwall Inquiry, 2026). This report therefore draws on evidence from the Inquiry's hearings, the RCPCH review, and subsequent regulatory activity, rather than on conclusions the Inquiry has not yet formally reached.
Why does this matter as a wider quality concern? Because the failures identified so far, delayed escalation, weak incident investigation, defensive culture, and inadequate staffing, are not unique to one hospital. Similar patterns recur across major NHS safety failures, from Mid Staffordshire (Francis, 2013) to Morecambe Bay (Kirkup, 2015), suggesting a systemic vulnerability in how NHS organisations respond to internal warnings. Following Mid Staffordshire, the Berwick review argued that the NHS should abandon blame as a tool and instead recognise the need for wide, systemic learning (Berwick, 2013), a recommendation this report treats as a starting assumption rather than something still to be argued for. The Institute of Medicine's foundational assessment of patient safety argued that most harm results from failures in systems and processes rather than individually negligent staff (Institute of Medicine, 2000); the Countess of Chester case tests that argument under severe circumstances. This report uses established quality frameworks, including Root Cause Analysis, the Donabedian Model, and SWOT analysis, to examine why the organisation's defences failed, before proposing a structured, evidence-based improvement strategy.
2. Main Body
2.1 Root Cause Analysis: The Fishbone Diagram
Ishikawa's Fishbone Diagram organises the possible causes of a problem into categories branching from a central spine, making it easier to see how apparently separate issues combine to produce a single outcome (Ishikawa, 1986). Applied to the Countess of Chester case, the "effect" under investigation is the delayed recognition and escalation of harm on the neonatal unit, and six contributing categories can be identified from the evidence available so far: people, process, management, environment, policy, and governance.
Under People, consultants individually recognised a pattern linking staffing rotas to the unusual deaths, yet this recognition did not translate quickly into collective action, partly because raising concerns about a colleague's conduct is professionally and emotionally difficult, particularly within a small, close-knit clinical team (Gregory, 2023). Under Process, the RCPCH review found that no formal, timely investigation had followed several of the deaths, and that existing incident reporting mechanisms did not trigger the kind of independent scrutiny that might have identified a pattern earlier (BBC News, 2017b). Under Management, executive leaders were reportedly slow to accept and act on consultants' concerns, a dynamic later described, drawing on the NHS Ombudsman's own commentary, as "defensive leadership" (Gregory, 2023). Under Environment, the unit was operating under recognised staffing pressure; the RCPCH review specifically found medical and nursing staffing "inadequate" for the level of dependency being managed (BBC News, 2017b). Under Policy, the absence, at that time, of a framework equivalent to today's Patient Safety Incident Response Framework meant there was no standardised national expectation for how a cluster of unexplained deaths should be investigated (NHS England, 2024). Under Governance, oversight structures failed to escalate concerns from ward level to board level with any urgency, a gap consistent with the National Guardian's Office's wider finding that NHS staff frequently feel unable to speak up safely, or fear the consequences of doing so (National Guardian's Office, 2022).
The value of the Fishbone Diagram here is not that it proves any single cause, but that it demonstrates the opposite: harm of this severity rarely stems from one failing alone. This is consistent with established patient safety scholarship distinguishing between active failures, the immediate unsafe acts, and latent conditions, the underlying organisational weaknesses that make such acts more likely (Vincent, 2010). It also aligns with the wider patient safety literature, which has long argued that adverse events typically result from the alignment of multiple, smaller organisational weaknesses rather than one dramatic error, an idea captured visually in Reason's Swiss Cheese Model, in which each organisational defence layer contains latent "holes", and harm occurs only when those holes align across layers simultaneously (Reason, 2000; Wiegmann et al., 2022). Read alongside the Fishbone categories, the Swiss Cheese Model suggests that no single fix, better staffing alone, or better reporting alone, would have been sufficient; multiple layers needed to fail simultaneously for harm to continue for as long as it did. The main limitation of Fishbone analysis is that it is descriptive rather than explanatory: it organises known factors well but does not, by itself, indicate which cause carried the most weight, or in what sequence failures occurred. For that, a complementary model is needed.
[image: ]
Figure 1. Fishbone (Ishikawa) diagram showing root causes of repeated patient harm at the Countess of Chester Hospital. Source: Author's own illustration, based on Ishikawa (1986).
2.2 The Donabedian Model: Structure, Process, Outcome
Donabedian's model evaluates healthcare quality across three linked dimensions: structure (the resources and organisational arrangements in place), process (what is actually done in delivering care), and outcome (the results for patients) (Donabedian, 1988). The model is useful here because it connects everyday operational weaknesses directly to patient harm, rather than treating them as separate, unrelated issues, and because it allows the sequence of failure to be reconstructed rather than simply listed.
In terms of structure, the unit lacked sufficient senior medical cover and nursing capacity for the acuity of the babies it was caring for, a resourcing weakness confirmed independently by the RCPCH review (BBC News, 2017b). In terms of process, the absence of prompt, independent case reviews after unexplained deaths meant that early opportunities to identify a pattern were missed; each death appears to have been considered largely in isolation rather than as part of a developing cluster. In terms of outcome, the consequence was not only the direct harm suffered by infants and their families but also a prolonged period, roughly a year between the first informal concerns and Letby's eventual removal from clinical duties, during which the underlying structural and process weaknesses remained unaddressed and further harm occurred (BBC News, 2017a).
Donabedian's own argument was that structure shapes process, and process in turn shapes outcome (Donabedian, 1988); the case supports this directly. Inadequate structure, in staffing and in escalation routes, shaped weak process, in delayed, non-standardised investigation, which in turn permitted poor outcomes to continue for longer than they otherwise might have. This is a more useful diagnostic lens than simply asking "what went wrong", because it forces attention onto the resourcing and procedural conditions that made delayed recognition more, rather than less, likely. Its main limitation, acknowledged even in later applications of the model, is that it can understate the influence of organisational culture and power dynamics; a unit can have adequate structure and process on paper while still discouraging junior or even senior staff from challenging concerns upward, which appears to have been a contributing factor here alongside the more measurable structural gaps (Gregory, 2023).
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Figure 2. The Donabedian Model applied to the Countess of Chester Hospital case. Source: Author's own illustration, based on Donabedian (1988).
2.3 Strategic Analysis: SWOT
SWOT analysis is widely used in healthcare strategic planning because it structures an assessment of internal capability against external context, helping organisations understand not just what went wrong but what they can realistically build on going forward (van Wijngaarden, Scholten and van Wijk, 2012). Applied retrospectively to the Trust around 2015 to 2016, several strengths can be identified: the presence of clinically confident consultants willing, eventually, to escalate concerns strongly and persistently; and the Trust's own decision to commission an external RCPCH review rather than rely solely on internal assessment, which at least created an independent evidential record. Weaknesses include inadequate neonatal staffing relative to patient acuity, unclear escalation pathways between clinical and executive levels, and, per contemporaneous reporting, a culture in which raising concerns about a colleague was met with resistance rather than curiosity (Gregory, 2023).
Externally, opportunities include the subsequent development of NHS-wide frameworks such as PSIRF, which now provide standardised expectations for investigating incident clusters rather than treating each event in isolation (NHS England, 2024), and the National Guardian's Office's continuing programme of work to embed speaking-up cultures across NHS organisations (National Guardian's Office, 2022). Threats include continuing workforce shortages across neonatal and maternity services nationally, and the risk, highlighted by the Nuffield Trust's survey of 120 NHS trusts commissioned for the Thirlwall Inquiry, that similar governance gaps persist elsewhere in the system even after this case became public (Nuffield Trust, 2025). A further threat is reputational and financial: prolonged litigation, regulatory scrutiny and public inquiry activity place sustained pressure on Trust resources that might otherwise support frontline improvement (Care Quality Commission, 2026). These external factors mirror the logic of environmental scanning frameworks such as PESTLE, which trace back to early strategic management approaches emphasising that organisations must monitor conditions beyond their own walls, not only internal performance (Aguilar, 1967). It is also worth noting that safety culture within the NHS has repeatedly been found to be local rather than uniform, meaning strong practice in one unit can coexist with weak practice in another within the same Trust (Dixon-Woods et al., 2014), and that a persistent lack of organisational accountability for systemic, rather than individual, failure continues to limit progress across the health service more broadly (British Journal of Healthcare Assistants, 2023).
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Figure 3. SWOT analysis of the Countess of Chester Hospital, 2015–2016. Source: Author's own illustration, based on van Wijngaarden, Scholten and van Wijk (2012).
2.4 Critical Synthesis
Taken together, these frameworks tell a consistent story from different angles rather than a repetitive one. The Fishbone Diagram identifies multiple, interacting root causes rather than one; the Swiss Cheese Model shows why those causes needed to align, rather than merely coexist, to produce harm; the Donabedian Model shows how weak structure produced weak process and, eventually, poor outcomes over an extended period; and SWOT analysis shows that individual clinical vigilance existed but was not matched by organisational systems capable of acting on it quickly. No single framework fully explains the case: Fishbone risks flattening causes into an unweighted list, Donabedian can understate culture, and SWOT is inherently retrospective and easily shaped by hindsight. This connects to Senge's argument that organisations often fail to learn from recurring patterns because they focus on isolated events rather than building the systemic, "double-loop" learning structures needed to notice a pattern developing in the first place (Senge, 2006). Used together, however, these frameworks provide a rounded, evidence-based account that supports the recommendations developed in the following section.
It is also important to be transparent about the evidence base underpinning this analysis. The Thirlwall Inquiry's hearings, held throughout 2024 and into early 2025, examined leadership, governance, and safety culture at the Trust in far greater depth than is publicly available through media reporting alone, yet its final report and formal recommendations remain unpublished, having been repeatedly delayed and now expected only after the 2026 parliamentary summer recess (The Thirlwall Inquiry, 2026). This report has therefore relied on what is independently verifiable: the RCPCH review's findings, contemporaneous reporting on staffing and escalation failures, and established NHS policy responses such as PSIRF. Where the Inquiry's eventual findings differ in emphasis, the frameworks applied here remain valid as analytical tools, since they were developed to interpret exactly this type of organisational failure regardless of which specific evidence base is used to populate them.
3. Recommendations
The root causes identified above, weak incident escalation, inadequate staffing relative to acuity, and a culture resistant to challenge, point toward practical, sequenced improvements rather than a single organisational fix. Two complementary quality improvement approaches are proposed: an immediate Plan-Do-Study-Act (PDSA) cycle for incident escalation, and a longer-term Lean and Six Sigma programme addressing staffing and process variation.
3.1 PDSA for Incident Escalation
PDSA is well suited to testing a change in a controlled way before wider rollout, an approach with strong evidence in healthcare quality improvement (Taylor et al., 2013). In the Plan stage, a Trust would define a clear, time-bound trigger: for example, two or more unexplained deaths or collapses on a single unit within a defined period automatically initiates an independent case review, rather than relying on individual clinicians to informally connect events. This directly targets the Process weakness identified through the Donabedian analysis. In the Do stage, this trigger would be piloted on a single high-acuity unit, such as neonatal or paediatric intensive care, with a named executive responsible for acting on the outcome within 48 hours, addressing the Management and Governance root causes together. In the Study stage, the pilot would be evaluated against simple, measurable questions: how quickly was the trigger activated, how quickly did executive-level response follow, and did frontline staff report feeling confident using it? In the Act stage, the trigger and associated escalation pathway would be adjusted based on this feedback before extending it Trust-wide, consistent with NHS England's existing Patient Safety Incident Response Framework, which already expects a proportionate, learning-focused response to safety incidents rather than a purely punitive one (NHS England, 2024).
This is preferable to a single, large-scale policy announcement because PDSA's incremental structure allows problems with the trigger itself, false positives, unclear ownership, staff reluctance, to be identified and corrected while the stakes of getting it wrong are still low (Moen and Norman, 2009).
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Figure 4. PDSA cycle applied to incident escalation improvement. Source: Author's own illustration, based on Taylor et al. (2014).
3.2 Lean and Six Sigma for Staffing and Process Variation
Alongside faster escalation, the underlying staffing and process weaknesses identified by the RCPCH review require a more structural response. Lean thinking focuses on identifying and removing waste, delay, duplication, and unnecessary variation, from a process (Womack and Jones, 2003), while Six Sigma applies statistical analysis to reduce variation and defects to a measurable minimum (DelliFraine, Langabeer and Nembhard, 2010). Applied here, a Lean value-stream mapping exercise across the neonatal unit's staffing and shift-handover processes would make visible exactly where senior cover gaps occur, information the RCPCH review already suggests exists but which needs to be tracked continuously rather than identified only after harm has occurred. A Six Sigma approach would then set a measurable target, for example, a defined minimum ratio of senior clinician availability per shift, against which staffing rotas are audited monthly, with deviations treated as reportable incidents in their own right rather than accepted as routine.
Evidence on Lean and Six Sigma in healthcare is mixed regarding cost savings, but more consistently positive regarding process reliability and staff clarity about expected standards (DelliFraine, Langabeer and Nembhard, 2010), which is the more relevant benefit here: making unsafe staffing visible and actionable before, rather than after, harm occurs.
3.3 Governance and Culture
Neither PDSA nor Lean/Six Sigma will succeed without addressing the cultural weakness identified through SWOT and Fishbone analysis: a reluctance to challenge upward. This requires sustained leadership commitment rather than a single policy, consistent with Kotter's argument that lasting organisational change depends on visible senior leadership and reinforced habits, not one-off announcements (Kotter, 1996). Practically, this means board-level, named responsibility for reviewing every escalation within the new PDSA trigger, protected time for consultants to raise concerns formally without this being treated as exceptional, and closer alignment with the National Guardian's Office's speaking-up standards, including regular, anonymised reporting of how concerns raised were actually resolved (National Guardian's Office, 2022).
3.4 Implementation Sequence
In practice, these recommendations should be sequenced rather than launched simultaneously. The PDSA escalation trigger should be piloted within three to six months, since it is low-cost and directly addresses the most time-critical failure, delay between concern and action. The Lean staffing review should follow over six to twelve months, since it requires more extensive data collection. Six Sigma staffing targets and governance reforms should be embedded over twelve to twenty-four months, allowing the earlier pilots to generate the evidence needed to set realistic, locally calibrated standards rather than importing generic targets that may not fit neonatal care specifically. This sequencing itself reflects a core PDSA principle, that small, tested changes should precede large, permanent ones (Taylor et al., 2013), and it ensures the sustainability of these NHS-wide learning frameworks in the years following the Thirlwall Inquiry's eventual report. It would also position the Trust's local reforms within the wider direction set by the WHO's Global Patient Safety Action Plan 2021-2030, which similarly calls for health systems to build continuous, systems-level learning rather than relying on individual vigilance alone (World Health Organization, 2021).
4. Conclusion
The Countess of Chester Hospital case, considered here as an organisational quality failure rather than solely a criminal matter, demonstrates how delayed escalation, inadequate staffing, and a culture resistant to challenge can combine to prolong harm well beyond the point at which it might reasonably have been identified and stopped. Applying the Fishbone Diagram, the Swiss Cheese Model, the Donabedian Model, and SWOT analysis together shows that no single failure was responsible; rather, multiple weaknesses in people, process, management, environment, policy, and governance aligned over an extended period, consistent with the wider patient safety literature on how serious harm typically occurs (Reason, 2000; Institute of Medicine, 2000).
The recommendations proposed, a PDSA-based incident escalation trigger, a Lean and Six Sigma programme addressing staffing and process variation, and sustained governance and cultural reform, are deliberately sequenced to prioritise fast, low-cost changes to the most time-critical failure first, before building toward more structural, longer-term improvement. This mirrors lessons from comparable NHS safety failures, including Mid Staffordshire (Francis, 2013) and Morecambe Bay (Kirkup, 2015), where inquiries similarly found that technical fixes alone were insufficient without parallel changes to leadership behaviour and organisational culture.
It is worth restating that the Thirlwall Inquiry's final findings remain unpublished at the time of writing, and that parts of the case remain active as of 2026. Letby's legal team submitted an application to the Criminal Cases Review Commission in February 2025, still under review (Criminal Cases Review Commission, 2025; 2026), while the Crown Prosecution Service separately decided not to bring further charges over additional allegations, stating this does not affect the existing convictions (Evans, 2026). This report has therefore relied on independently verifiable evidence rather than pre-empting either outcome. Whatever the Inquiry ultimately finds, the underlying improvement task, faster escalation, staffing matched to acuity, and a culture that supports rather than discourages challenge, remains an urgent NHS-wide priority, not only at the Countess of Chester Hospital but across comparable services nationally (Nuffield Trust, 2025).
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SWOT Analysis: Countess of Chester Hospital (2015-2016)
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Root Causes: Fishbone Analysis

e Weak leadership and oversight. e Weak whistleblowing and speaking-up
e Ignored consultant concerns. e Delayed decision-making and procedures.
e Poor communication and escalations. response. e Ineffective patient safety policies.

PEOPLE MANAGEMENT POLICY

Repeated
Patient Harm

PROCESS ENVIRONMENT GOVERNANCE

e Delayed incident reporting. e Staffing shortages in the neonatal unit. e Poor clinical governance and oversight.
e Delayed escalation of concerns. e High workload and pressure. e Limited organisational learning from
incidents.

Root Cause Analysis identified multiple interconnected organisational failures that contributed to repeated patient harm in the Lucy Letby case.

Source: Author's own illustration, based on Ishikawa (1986). (Ishikawa, 1986; NHS England, 2023; Thirlwall Inquiry, 2024)
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The Donabedian Model: Structure, Process, Outcome
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