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[bookmark: _Toc235750332]1. Introduction
Healthcare organisations are functioning in ever-closer, more complex environments that demand effective, robust leadership, governance and integrated health systems in order to provide safe, quality patient care (Aveling et al., 2015). As a result, in addition to the clinical responsibilities of healthcare organisations, healthcare leaders should be able to shape the organisational culture, drive accountability and establish processes for continuous improvement to increase the quality of patient outcomes. The case of Lucy Letby at the Countess of Chester Hospital NHS Foundation Trust is one of the worst ever patient safety scandals in the National Health Service (NHS) in terms of the consequences for the patient, the family and the organisation. A number of unexplained collapses and neonatal deaths happened in the Countess of Chester Hospital's neonatal unit between June 2015 and June 2016. Senior managers did not respond promptly and appropriately following repeated concerns from consultant paediatricians about irregularities in deaths and their request for further investigation. This lack of leadership and governance enabled clinical risks to persist. It ultimately led to the death and harm of many babies, before Lucy Letby was dismissed from her clinical role and convicted of multiple murders and attempted murders. 
Leadership is the ability to influence people and multi-professional teams to attain a common purpose to deliver safe, effective and person-centred care, in line with West et al. (2022). Successful healthcare leaders foster teamwork, encourage creativity, and establish a psychologically safe place where employees can voice concerns without fear of repercussions. Governance is the way in which a healthcare organisation is directed, monitored and held to account for the quality and safety of the services it provides. Healthcare systems can have a centralised or decentralised governance structure. Strategic decisions are made largely by senior leaders or national organisations in a centralised system, where there is consistency, standardisation and regulatory oversight. In contrast, decentralised systems share authority to local teams and frontline clinicians, allowing for more responsiveness, flexibility and shared decision-making. While both approaches have their own merits, success will rely on the culture and leadership of the organisation as well as the processes through which decision-making is coordinated between levels in the system (Boamah et al., 2018).
There are a number of leadership theories that offer valuable insights into understanding the performance of an organisation in healthcare. Transformational leadership is about creating shared vision, innovation and employee engagement, while transactional leadership is about compliance, monitoring performance, and having a formal reward system. Situational leadership states that the way leadership is offered should also adapt to the situational demands, while Fiedler's Contingency Theory states that the effectiveness of leadership depends on the fit between the style of leadership and situational circumstances (Bolden, 2016). Similarly, House's Path–Goal Theory emphasises that the leader's role is to facilitate the removal of obstacles and to inspire their team to action, while the Tannenbaum and Schmidt Leadership Continuum shows how the leader's competencies can be matched to decision-making authority based on the team's skill level and organisational demands (Tannenbaum, R. and Schmidt, 1973). This report critically reviews the Lucy Letby case through the lens of interconnected leadership, governance and systems thinking. It looks at the impact that systemic weaknesses, governance arrangements, centralisation and decentralisation, leadership theories and organisational culture had on the decision-making and outcomes of patient safety. 
[bookmark: _Toc235750333]2: Main Body and Analysis
[bookmark: _Toc235750334]2.1 Application of Systems Thinking and the Rich Picture to Identify the Problem and Set the Context of the System
The case of Lucy Letby is a serious example of how the National Health Service (NHS) has failed to uphold standards of patient safety, organisation and clinical governance in the history of the NHS  (NHS England, 2022). In the Countess of Chester Hospital NHS Foundation Trust, there were a large number of neonatal deaths and unexplained collapses within the neonatal unit, between June 2015 and June 2016. Abnormal patterns connected to many of the incidents and the presence of a neonatal nurse, Lucy Letby, were repeatedly raised by consultant paediatricians to concerns of senior management. After extensive criminal investigations, Letby was found guilty of killing seven babies and attempting to kill seven others, which is one of the worst patient safety failures in the history of the NHS (Thirlwall Inquiry, 2024). 
Patient harm is recognised as a leading cause of death and disability worldwide by the World Health Organization (WHO, 2024). In every ten patients, a patient suffers preventable harm, while a patient's experience of unsafe care in LMIC contributes to an estimated 2.6 million deaths annually. Medication errors, poor communication between health care providers, inadequate timely diagnosis and governance issues continue to be some of the most preventable causes of harm to patients globally (World Health Organization, 2024). Although there have been continuous patient safety improvement programmes, patient safety incidents continue to be a concern in England. Each year, over 2 million incidents of patient safety are reported to NHS England via its Learn from Patient Safety Events (LFPSE) service, highlighting the complexity of healthcare delivery and the role effective reporting systems play in patient safety (NHS England, 2024). 
The significance of leadership in ensuring patient safety is also confirmed by experiences from around the world. An estimated 15% of the total hospital expenditure in OECD countries is related to the management of patient harm caused by preventable adverse events (OECD, 2023). Likewise, the Institute for Healthcare Improvement says that organisations need to create cultures that are not just transparent but are also built on the principles of psychological safety and continuous learning instead of blame and organisational defensiveness to achieve sustainable improvements in patient safety. The findings indicated that key aspects of leadership behaviours and governance systems that support staff to recognise and respond to risks before they cause harm are important to consider as a factor in the quality of healthcare. In the Lucy Letby case, several “flaws” in the system were at play at the same time. 
The second failing was accountability. Clinical governance needs to ensure that there is clear accountability for investigating any concerns that arise with safety and for ensuring that clinical outcomes and activities are monitored and corrected when risks become apparent. Responsibility was diffused in the Countess of Chester Hospital between committees of clinical leadership and governance, and executive management. The persistence of unsafe practice was also related to organisational culture. Conversely, cultures that fear, are hierarchical and defensive about the organisation discourage staff members from expressing concerns, which leads to delayed identification of patient safety risk (Braithwaite et al., 2018). The independent inquiry into the Countess of Chester Hospital revealed that the concerns of consultants were ignored, relationships between clinicians and senior managers became damaged, and the organisation's priorities had become so focused on protecting its reputation that it neglected to prioritise its patients' safety. 
Where governance was seen as failing in this case, it was predominantly at the organisational level, but was shaped by regional and national level governance arrangements. At a local level, there were substandard clinical governance arrangements, tardiness in raising concern with external regulators and a lack of response to consultant recommendations (Care Quality Commission, 2023). Regionally, opportunities for independent review were deferred and nationally the case resulted in a broad discussion of NHS governance arrangements, whistleblowing mechanisms and regulation of patient safety. The Thirlwall Inquiry has therefore gone beyond recognising the shortcomings of individual organisations to consider how the governance systems in the NHS as a whole can be improved. Organisational pressures exacerbated system vulnerability. Prior to the events, there were workforce shortages and a rise in clinical demand in many NHS organisations, as well as high financial pressures. NHS England estimates that there were more than a hundred thousand vacancies across the health service in recent years, resulting in higher levels of workload and reduced capacity to manage for proactive quality improvement (NHS England, 2023). These multiple organisational weaknesses were interlocked in reinforcing feedback loops, from a systems thinking perspective. 
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Early investigation did not occur due to limited reporting; further incidents occurred. Further incidents raised the level of organisational concern and led to a rise in organisational defensiveness with regard to reputational risk. Such defensive behaviour also stifled transparency and perpetuated organisational failure (Dixon-Woods et al., 2016).








Figure 1 Rich picture of the Lucy Letby case 
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The Rich Picture makes it clear that the tragedy was not just a result of individual criminal acts but a result of a series of failures being experienced through a combination of leadership, governance, organisational culture and poor communication at many points along the healthcare journey. Using systems thinking then reveals that change for the better is not just about individual vigilance but about organisational change as well.
[bookmark: _Toc235750335]2.2 Differentiate between Centralisation and Decentralisation within the Case Study
Organisational structure plays a key role in affecting the effectiveness of leadership, decision-making, accountability and patient safety within a healthcare system. The governance in the National Health Service (NHS) is a mix of central and local governance (OECD, 2021). For example, national bodies like NHS England, the Department of Health and Social Care (DHSC) and the Care Quality Commission (CQC) set policies and standards, determine regulatory requirements and define strategic priorities; and individual NHS Trusts are responsible for the day-to-day running of services, staffing plans and clinical governance (WHO, 2023). The Lucy Letby case has shown, however, that failures of governance systems in the interaction between centralised oversight and decentralised decision-making can compromise patient safety. Centralisation is the tendency of authority and decision-making to be held at the top of the organisation. Senior executives or national bodies set policies, allocate resources and monitor the performance of an organisation. 
The benefits of centralisation include consistency of clinical standards and enhanced accountability for organisations. NHS England's national patient safety programmes have led to a better culture of reporting adverse events, for example with the Learn from Patient Safety Events (LFPSE) service, which enables organisations to learn from events and share learning throughout the health system (NHS England, 2022). Likewise, national inspections carried out by the CQC offer an independent judgement on the quality of the services and help the organisation to continuously improve its services. Too much centralisation, however, can also result in delays before local decisions are made, and can demotivate frontline staff to respond rapidly if concerns are raised. Organisational responsiveness in fast-changing clinical situations is impaired as executive decisions may have to pass through a number of managerial tiers before they can be acted upon (Gandolfi, 2018). Front-line clinicians in highly hierarchical organisations may be less inclined to question managers or 'go around' the management chain, especially if they feel discouraged by the organisation's culture. In the case of the Countess of Chester Hospital, the hospital showed a number of traits of too much centralisation. Senior executives heard repeated concerns from consultant paediatricians about unexplained neonatal deaths and asked for these to be investigated immediately and for Letby to be removed from clinical duties. 
The decision-making process also revealed an organisational hierarchy with the executive managers having a high degree of influence over the governance process. Leaders were not taking an "alright boys, do not worry" approach but sought further evidence and challenged consultant observations and questioned the potential impact of reputational damage to the organisation (Mannion, 2018). These are examples of responses that show how climactically centralised decision-making can hamper the agility of an organisation when there is a clash between the executive agenda and the clinical sense of the frontline. One of the biggest governance shortcomings identified by the Thirlwall Inquiry was the lack of action taken when concerns were raised by consultants. Decentralisation, on the other hand, means decentralising decision-making and distributing authority and responsibility to various levels of the organisation, so that frontline staff and local teams are active decision-makers. In the health sector, decentralised governance helps to facilitate multidisciplinary teamwork, boost participation and allow efficient response to new clinical risks. Hospitals with a culture of shared governance and staff empowerment have demonstrated increased Employee Engagement, reduced staff turnover and better Patient Safety Outcomes (WHO, 2023).
Although decentralisation has these benefits, it also has its challenges. Too much delegation, if not managed well, could lead to decisions not being made consistently, differences in clinical practice and loss of organisational coordination. Local groups can have varied solutions to the same issues, which can lead to inequalities in the quality of the care provided or to less compliance with the national standards (Kempster et al., 2011). The Lucy Letby case has shown that there was still a lack of decentralisation within the Countess of Chester Hospital despite a number of times from frontline clinicians that there was evidence that this needed to be done. The consultant paediatricians identified abnormal mortality patterns, based on their clinical observations, and advised urgent precautionary action. If the system is looked at from the perspective of 'systems,' neither a fully centralised nor a fully decentralised system would have avoided the failures seen in this situation. Expert consultant services were underutilised, communication broke down, and joint decision-making was lacking. 
Governance structure and organisational culture also influenced outcomes. A hierarchical culture strengthened the centralisation of power; it did not allow for open challenge, and it restricted chances for multidisciplinary collaboration. Morale among clinical and managerial workers subsided as all their consultant-related worries were raised or postponed again and again. Morale of the clinical and managerial workers was declining as their doubts or concerns were raised or postponed repeatedly over consultant issues. Lack of trust affected communication and therefore the effectiveness of governance processes to safeguard patients (Megheirkouni, 2020).
[bookmark: _Toc235750336]2.3 Leadership Theories and How to Use Them in the Case Study
Leadership is one of the key determinants of quality in healthcare, patient safety and organisational effectiveness. Leaders should consider how to operate and collaborate, make ethical decisions and strive for continuous improvement in complex healthcare environments (Nembhard, 2015). The Lucy Letby case highlights the lack of effective leadership, which can lead to communication, governance and accountability failures. Leadership theories can be used to assess if leaders used the right type of behaviours in the face of a long patient safety crisis and what other types of behaviours might have been useful to help intervene earlier.





[bookmark: _Toc235750337]Table 1: Application of Leadership Theories to the Lucy Letby Case
	Leadership Theory
	Main Principle
	Application to the Lucy Letby Case
	Supporting Evidence and Critical Evaluation

	Transformational Leadership
	Leaders foster an agenda of shared vision, innovation and trust and motivate staff.
	There was not a culture where clinicians felt valued and supported when raising concerns about neonatal deaths, which was not developed by senior leaders. A transformational approach would have facilitated open dialogue and community problem-solving.
	Transformational leadership has been linked to an increase in staff engagement, teamwork and patient safety outcomes (West et al., 2022). NHS evidence reveals that such organisations with better leadership cultures have higher staff engagement and better perceptions of safety (NHS England, 2023).

	Transactional Leadership
	Makes compliance, procedures, monitoring and performance management the focus.
	Formal systems and hierarchical decision-making were very much relied upon by hospital leadership, and much less response was given to concerns expressed in the clinic.
	Transactional approaches may help to sustain standards, but they may not be appropriate in complex crises that require adaptation and collaboration (Gandolfi and Stone, 2018). Too much procedure focus led to a delay in action.

	Situational Leadership Theory
	Leaders should vary their approach to the situation and to the skill level of their staff and the nature of their organisation's needs.
	Rising neonatal mortality was a critical situation for decisive and transparent leadership. Leaders did not adapt their approach as risks increased.
	Situational leadership focuses on the need to be flexible in times of uncertainty. A more adaptive response that included immediate review and multidisciplinary investigation would have minimised harm (House, 1971).

	Fiedler’s Contingency Theory
	The effectiveness of leadership relies on a match between the leadership style and the situation.
	The organisation had problems with leadership–staff relationships, uncertainty and trust. Leaders were not good at adjusting to a crisis environment.
	To become effective, leaders need to act in a conducive environment, says Fiedler. The situation could be better because of stronger governance measures, which would have ensured that concerns are elevated accordingly, as per (Fiedler, 1967).

	Path–Goal Theory
	Leaders encourage employees by eliminating obstacles and by giving direction and guidance.
	The consultants who voiced concerns needed supportive and participative leadership and more input from their professional judgment into decision-making.
	Communication and risk awareness might have been enhanced with participative leadership. There is a strong association between psychological safety and better reporting and patient safety (Edmondson, 2019).

	Tannenbaum and Schmidt Leadership Continuum
	Leaders have different styles of decision-making, from autocratic to participative, depending on circumstances.
	Leadership was hierarchical in nature, despite important information from clinicians, during the safety crisis.
	A consultative approach would have drawn on clinical expertise and provided a balance of executive responsibility that would have enhanced the quality of decision-making and accountability.

	McGregor’s Theory X and Theory Y
	Theory X assumes that employees need control; Theory Y assumes that employees are responsible professionals.
	Management responses also indicated a relatively low level of trust of clinicians who raised concerns, implying Theory X thinking.
	Support for professional autonomy, collaboration and engagement would support a stronger safety culture as part of Theory Y leadership (McGregor, 1960).

	Purpose-Driven Leadership
	Leaders make decisions in line with the purpose and shared values of the organisation.
	Immediate concerns for patient safety seemed to be less prominent than organisational reputation.
	Rather than image, the basic purpose of healthcare is to enhance the outcomes of patients and to safeguard patients, which should be the leadership's priority (Kempster, Jackson and Conroy, 2011).


[bookmark: _Toc235750338]Critical Analysis of Leadership Application
One of the best explanations of the failures of leadership in the Countess of Chester Hospital is transformational leadership. Healthcare organisations need leaders who foster a psychologically safe climate for employees to question decisions and speak up about concerns. Edmondson (2019) suggests that psychological safety helps members of a team communicate risks with one another without fear that someone will blame them for their actions. Consultant paediatricians in this instance flagged unusual mortality patterns and raised concerns repeatedly, but there was a lack of openness and collaboration on the part of the leadership. Senior leaders did not establish a shared investigation process; instead, they were asking questions and waiting to take action.  
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Maybe it was not enough to be a transformational leader. There are also transactional leadership structures that must be in place in healthcare organisations to keep people accountable, to monitor performance and to ensure that they meet safety standards. Mortality review processes and escalation pathways, along with clear reporting procedures, are key transactional controls (Nembhard, 2015).
Other theories of leadership, such as situational and contingency, also illustrate the need for situational leadership. The neonatal unit was a very complex and unstable environment, characterised by several sudden deaths, uncertainty and disagreement among professionals. Fiedler's Contingency Theory of leadership is a theory that states the effectiveness of a manager or leader is related to the relationship between situational factors and leadership style. In very unfavourable circumstances, it might be necessary to take control and act quickly with strong task leadership, whilst in others, it might be necessary to build trust with strong relationship leadership (Fiedler, 1967). This balance has not been maintained in the leadership response at the Countess of Chester Hospital, as there was a delay in taking action as relationships broke down between clinicians and executives.
Path–Goal Theory offers additional information regarding how leaders could have enhanced results. House (1971) states that leaders need to get rid of obstacles to the employees reaching the organisational objectives and must be flexible regarding their behaviours in relation to the employees' needs. When trying to escalate patient safety concerns, in this instance, consultants encountered organisation-related challenges. 
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The Tannenbaum and Schmidt Leadership Continuum also emphasises the need for a balance between authority and participation. In routine healthcare management, the leaders may delegate responsibility; during serious safety concerns, in addition to taking decisive action, the leaders should get clinical advice from experts (Tannenbaum and Schmidt, 1973).
[bookmark: _Toc235750339]2.4 Improvement, Critique and Lessons Learned
The Lucy Letby case is an example of how the failure of patients is seldom caused by a single incident or cause within health care organisations. Rather, they are complex and are self-evident as a result of the interplay of different leadership behaviours, governance arrangements, communication systems, organisational culture and decision-making. Healthcare systems need to be aware of the need to improve the entire system, not just individual providers, in order to achieve sustainable improvements, as systems thinking has pointed out (Northouse, 2022). The lack of a safety culture was one of the main problems found at the Countess of Chester Hospital. Transparency is a key element of patient safety cultures, as are psychological safety and the opportunity for healthcare workers to voice concerns without adverse repercussions. The World Health Organization (WHO, 2021) identifies the development of a learning culture with staff reporting risks and incidents as a key element to minimising preventable patient harm. Whereas in the case of Lucy Letby, consultant paediatricians had raised concerns as a result of clinical evidence, but these concerns had not been most effectively acted upon. This led to a culture of devaluing frontline expertise and a lack of escalation processes to safeguard patients.
One of the most important areas for improvement would be to improve psychological safety by developing leaders and having effective measures in place to encourage people to speak up. The NHS Freedom to Speak Up framework has been put in place to ensure that staff members are free to speak up if they have concerns regarding patient safety, the working culture and standards of the profession without fear of retaliation against them (NHS England, 2022). But it takes more than policies to get it right: openness is a key element, an open response to concerns, and an observable change in the organisation driven by staff feedback. Organisations that do more to empower staff to speak up have better teamwork, higher morale and increased confidence in patient safety (NHS England, 2023), according to evidence from the NHS Staff Survey. Yet another serious mistake was the lack of governance and the failure to escalate promptly. Even though systems of clinical governance are in place to monitor quality, manage risks and be accountable for quality, the systems rely on the speed with which information is shared between frontline staff, management and external regulators. In this instance, governance processes failed to translate concerns about the clinical issues into action in the organisation (WHO, 2023).
Key lessons for learning could be international experience with integrated safety management systems to be taken by healthcare organisations. The WHO Global Patient Safety Action Plan calls for a shift from reaction to anticipation in patient safety, taking a data-driven approach to identifying risks, with the implementation of reporting systems and continual improvement techniques (World Health Organization, 2021). Another key area for development is leadership development. The case illustrated the negative aspects of hierarchical and defensive leadership styles. Healthcare leaders need to cultivate the ability to lead with a sense of change, distribute leadership, and emotionally intelligent leadership to foster cultures of trust and collaboration. According to WHO (2024), compassionate and inclusive leadership can enhance staff engagement and foster a culture of peace in the workplace, thereby boosting organisational performance in healthcare environments—another lesson concerns centralised and decentralised governance. The case exposed weaknesses due to a high concentration of power within the senior management team, and the ability of clinicians with first-hand knowledge of the risks in the neonatal unit was not given adequate space. But if it is fully decentralised and not accountable, it could result in differences in quality of care and inconsistency (Pronovost, 2019).
Digital transformation also helps to enhance healthcare safety systems. A number of electronic incident reporting systems, real-time clinical dashboards and data analysis can aid in identifying safety risks earlier. NHS England has emphasised the value of data-led approaches to learning from patient safety incidents and sharing learning across the country using the Learn from Patient Safety Events (LFPSE) system (NHS England, 2024). In the context of the case of Lucy Letby, improved monitoring of data would have been able to identify peculiar trends in mortality earlier and assisted in a more expedient investigation. Technology is not always the answer to cultural and leadership issues (Senge, 2006). Systems thinking shows that technology needs to complement effective leadership, communication and governance. Reporting systems may be implemented without tackling fear of speaking up and merely lead to under-reporting. In addition, learning organisations are emphasised in the case. As cited by the Institute for Healthcare Improvement (IHI, 2020), effective healthcare organisations create a culture of continuous improvement, in which leaders base their decisions on evidence, feedback and collaboration, redesigning systems.
[bookmark: _Toc235750340]3. Recommendations 
This study of the Lucy Letby case highlights the need for a multi-faceted approach that combines effective leadership, better governance, communication systems and a culture of learning within healthcare organisations for sustainable improvement. Therefore, prevention strategies should be reinforced by recommendations for organisational resilience, that is, taking steps to ensure that risks are identified, escalated and effectively managed. 
The Countess of Chester Hospital illustrated the nature of hierarchical leadership where the power to make decisions lay with the senior management team and the clinical skills of the front-line team were not recognised. Hence, transformational and distributed leadership models need to be enhanced in healthcare organisations. Transformational leaders establish common visions, inspire innovation and inspire employees to engage in improvement efforts (West et al., 2022). Leadership Development programmes must incorporate the following: training in Emotional Intelligence, Conflict Management, Psychological Safety and Ethical Decision-making. Leaders should also be trained in the identification of cognitive biases, and how to appropriately address concerns and navigate through complex healthcare crises. Compassionate and inclusive leadership has been shown to have a positive impact on staff engagement and on creating safer health care environments (The King’s Fund, 2020).
The case identifies poor clinical governance, with challenges in escalation and accountability. Healthcare organisations need to have statutory governance procedures that would automatically take into account repeated safety concerns for independent review. Neonatal care and other high-risk services should be subject to regular external audit and mortality review/multidisciplinary safety assessment. There should also be clear responsibilities for action regarding patient safety issues within governance structures. Boards' executive teams must have a direct responsibility for clinical risks and not solely rely on the reporting systems. It is important that these organisations have effective leadership, good governance and ongoing monitoring of safety outcomes, which is emphasised by the Care Quality Commission (2023).
One of the key take-away messages from the case is that it is critical that healthcare professionals feel comfortable in raising concerns. Organisations need to do more to implement the NHS Freedom to Speak up framework, with independent guardians to oversee it, and both identify concerns raised and share the results openly (NHS England, 2022). Daily safety huddles, multidisciplinary meetings and structured escalation procedures should be a regular occurrence. 
Digital systems should be used throughout healthcare organisations to help identify potential safety risks. Immediate tracking of deaths, incidents, staffing, clinical outcomes, etc. can help to facilitate prompt intervention. Patient safety events data is also collected and analysed nationally within an important system in the NHS called 'Learn from Patient Safety Events' (NHS England, 2024). But good leadership is essential to supporting data systems. Evidence does not translate into action, and evidence alone does not lead to improvement in safety, unless leaders take the right actions and establish processes to move evidence into action. 
The case illustrates the side effects of "going with the flow" of the reputation management line over transparency. Healthcare organisations need to create learning cultures, in which incidents are discussed, and measures are taken to improve them. WHO states that rather than placing blame on systems, they need to be aware of the system weaknesses that lead to harm. Patients and families need to be engaged in any safety improvement processes as well. By co-producing with patients, healthcare organisations can learn from the patient experience as part of service design, and the redesign of services will be informed by the needs of the patient receiving the service (WHO, 2019).
[bookmark: _Toc235750341]4. Conclusion 
The Lucy Letby case is a good example of how poor leadership, governance and organisational systems can lead to poor patient outcomes. The responsibility for the crime lies with the individual concerned, but there are systemic weaknesses that allowed the risks to persist without appropriate action. This case illustrates poor communication, accountability, escalation systems, and organisational culture, and that clinical competence is not the only factor needed to create a safe healthcare environment. This report has confirmed that leadership is a key factor in influencing health service organisations. Transformational, distributed and emotionally intelligent leadership styles are crucial for establishing a culture of concern and engagement for professionals in their improvement role. Conversely, hierarchical and defensive leadership can damage trust, impede communication and lead to a delay in timely responses to safety risks. It is seen that Fiedler's Contingency Theory, Path–Goal Theory and the Tannenbaum and Schmidt Continuum show that effective leadership in a healthcare organisation needs to be flexible and adaptable to the contingencies of the organisation.
The analysis of centralisation and decentralisation also reveals the need for a balance of robust governance control and empowerment at the frontline of clinical practice in the healthcare system. Centralised systems offer uniformity and responsibility, but too much centralisation can lead to a lack of responsiveness and less role for professionals. On the other hand, for decentralised methods to foster participation, they ought to be coordinated and monitored effectively. An analysis of healthcare failures suggests that systems thinking is an important framework to consider as it recognises that adverse outcomes are typically a consequence of complex interactions between multiple factors, rather than isolated failures. To enhance patient safety, healthcare organisations need to have learning cultures, improve governance arrangements, use data effectively and foster psychological safety. The main take-away from the Lucy Letby case is that safe healthcare relies on organisations that actively listen to concerns from staff, allow staff to challenge concerns without fear, and have governance systems that proactively identify concerns before they result in harm. Healthcare organisations can enhance their resilience and their ability to safeguard the health and wellbeing of their patients and enhance outcomes through the synergistic effect of evidence-based leadership, effective systems of accountability and continuous improvement processes.
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