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1. Identification of Grate Orland Street children hospital:
[bookmark: _Int_wpG7Gd6n][bookmark: _Int_N5H3T5uP][bookmark: _Int_dd3qjdhT]Grate Ormond Street hospital caused mass destruction in declining market shares, which affected staff retention, organizational reputation also negative customers experience due to trust on organizational usages with full vulnerability on the children’s innocence lead an emotional turnover on customers confidence in complying with the company. Inaccuracies the department’s analytics on dated statistics in Grate Ormond’s performance on surgeries as investigations found numerous amounts of inadequate reports on client’s documentations, inappropriate surgical examinations. The severity of the situation impacts business performance due to the innocent of the children’s partibility through parent's original trust from the hospital to take their time, be consistent with updates transmitted through the children’s catering needs. Garet Ormond street hospital performance after Jabber malpractice aftermath in increased institutional reformation through the hospital system levels being reconstructed drastically changed due to the occurrence of the incident. The ongoing effects on Grate Ormond reputation was extremely impacted form children and family members.
2.  Research Aims/Objectives and Questions:
AIM: The downfall of Grate Ormond children’s hospital psychological effects on the children’s wellbeing due to the aftereffects of malpractice on surgical procedures led by Yaser Jabbar. [image: ]


Objectives: 
	How did this situation get escalated to cause a major concern in business performance?

	What was the causality in Yaser Jabbar's malpractice in the children’s service. Who was mainly responsible for the physical impact on the children?

	What actions did the hospital take to reflect on their actions

	How are families being supported during this situation 



  Questions:  
	What actions are being undertaken on business responsibility

	What were the psychological effects on the children’s wellbeing

	What is the hospital doing to take further actions 

	How many children has been affected during this situation


3. Critical review/ analyze (framework)
Introduction to organization reported findings on the tragedy of surgical malpractice resulting in damages to multiple patients severely injured, the incident occurred in Grate Ormond street between 2017 to 2022 operating hundreds young patients, the main responsible partition was Mr Yaser Jabbar in total treated 789 children, the total amount of children who was harmed due to the injured caused by the Orthopedic was (12.4%) of patients the review discover that 98 young children experienced a level of bad circumstances, also 94 of these cases were directly targeted to Jabbar’s care leaving the children in severe pain and trauma after the downfall of traumatic events (McDonald, 2026). 
The children who was operated by him went through limb reconstruction surgery, which conspired in harmed outcomes, some patients were left with different size legs, inaccurate proportion found differentiated lengths as much as eight inches, injuries occur in muscle complications alongside with never system damages, problems were discovered in the implementation of strategic planning before surgery, providing instability to the risk analysis with no complying on stakeholders when managing infections adding on Mr Jabbar's inconsistency in medical approaches on children's surgical reports with “recurrent deficiencies in documentation, assessment and surgical decision making”, unclear notes on decision making processes in children's scans during pregnancy and misplacements of implants in the wrong places other issues regarded inaccuracies in surgical cuts in the bone through wrong levels or invalid methodology (Watts, 2026). 
Finding not only Jabbar’s contributions to be destructive, including stakeholder interactions such as departments in the NHS, and employees with the over-reliance of junior staff members. Each study suggests that concerns from staff members as staff members would describe the working environment as “toxic” worries were also noted about the working structure being done on children were “inappropriate” and “incorrect” (Watts, 2026). 
the Sunday Times News was quoting a complete “dysfunction” implying that “the NHS trust was run more like a political organization with consultants behaving in a outdates unacceptable way.” (Great Ormond Street apologizes for surgeon’s harm to children, 2026).

Actions undertaken by the hospital
[bookmark: _Int_dB6PRPq0]Matthew Shaw Ceo of Grate Ormond Street Hospital express their apologies conflicting actions on to the report, actions are being considered under major caution regarding the undergoing treatments, Jabbar's UK medical license has been dismissed in January 2024. The hospitals feedback towards the malpractice Mr Shaw has addressed a new theoretical framework on how to improve ongoing processes to prevent this situation from happening again but notices that this action “comes too late for the families affected by this issue”, Mr Shaw says (Sky News, 2026).
[bookmark: _Int_RqrTEghT]A confidential report from the Royal College of surgeons demanded an overview of previous work history reported reviews of 122 recommendations from the hospital has been collected, the Royal college of surgeon's recommendations were mainly targeted on having clear strategic management improvements in the Grate Ormond's hospitals service and Orthopedical department services. Actions being undertaken include regulating Grate Ormond Street services strategizing (MDT) multidisciplinary teams throughout stakeholder conducts through ethics on mortality and morbidity (M&M) on governance regulations, keeping updates on results measures on children’s person-centered care and measures on service delivery, investments in leaderships recruitments and training facilities through staff clinical leaders, surveys and questionnaires on external stakeholders point-a-views and opinions on supporting patients on any additional concerns, monitoring and controlling processes on training mentors. Actions being taken in the Orthopedic service are standardizing reviewing processes before and after surgical procedures, fortnight meeting with Royal national Orthopaedical Hospital to comply with engagements discuss risk analysis on specified client cases with involved stakeholders such as specialists, managing patients waiting lists, measures on outcomes processes after surgical procedure for young patients with limb conditions also neuromuscular issues that require orthopedic assistance (GOSH Hospital site, 2026).

Psychological effects:
psychological harm has been impacted by the children's wellbeing seeking psychological support after the failed operations, parents express the hospital in failing their children's completely in emotions of rage after inaccurate detail after Grate Ormond's reports noting the psychological support of the young patients were “none” or “mild” leaving parents outraged after most children after the incident has to go through psychological counselling for added support  (Kamile Banyte, 2024).

The standard has spoken to solicitors who’s representing amongst the impacted families discoursed appalling results which broken parents completely, reporting's found some children undergone unnecessary surgeries and one child had an avoidable amputation, one young female names Bunty had several operations multiple times by Jabbar, sadly due to difficult complications had to have her lower leg amputated in May 2020, unfortunately in Bunty's reports there was false accusations the report addressing the impact of her surgery was stated  “moderate” with the report saying Bunty went through six surgeries but she undergone 10 Bunty’s father said that it was “simply wrong” and how “none of her daughters surgeries were successful leaving no benefit to her whatsoever.” He responded to BBC News (Kamile Banyte, 2024). 

[bookmark: _Int_2UTSsbXP]Grate Ormond Street Hospital has recognized immensely that their actions being undertaken to improve regulations, stability, strength and trust in the hospital was too late for the families and patients already affect by these cases remaining deeply apologetic for any caused distress 
[bookmark: _Int_CXPucQlD](GOSH Hospital site, 2026).

[bookmark: _Int_Jxdtlkwe]Lizzie Roberts has experienced extreme pain with also psychological effects of concentrations by unfortunately dropping out of college due to frequent pain. Chief executive Matthew Shae says the findings of the report are identified as the “bleakest day in the hospital's history” (McDonald, 2026).

James wood was born with multiple pterygium syndrome in his right thigh, later after the surgery one of the pins used to secure the frame had stuck out into Wood’s thigh due to the aftereffects on surgery on a knee operation caused bleeding with damages to the femoral artery when removed, Sir woods was left in “horrifying” pain after Jabbar done the surgery (an Achilles tendon lengthening procedure). Another case regarding was carried out with Vivaan Sharma resulted in “incorrect and unsuitable” results by Jabbar using different frame to the one that’s usually used in procedure the surgery was originally initiated to fix a shortened bowed right leg, after this operation Vivaan expresses how the surgery causes him “nightmares” while still being in sever harm, parents reporting the operation has made him lose his independence for six months, the father of Vivaan expresses “it’s appalling. Our boy will be affected for life” (Sky News, 2026).

Grate Ormond Street Hospital reputation: (Sky News, 2026)
Laura Bundock, Health correspondent expresses how people are still caution in figuring out the negligence of the hospital’s interactions on how the inappropriate practices of Jabbar were left unhanded for such a long period of time, how is the hospitals value propositions in tailored to the safeguard and protection of children completely failed in system with the worst type of consequences with not only proclaiming Mr Jabbar as responsible but the entire organization involved to not spot inaccuracies on practices to prevent this for ever happening to the innocent children. The metropolitan police spokesperson replied that they're going to analyze the report commissioned by GOSH coming under review to see if further actions need to be undertaken with the police involvement (Sky News, 2026). 

4. [bookmark: _Int_qWDwciF8]Design / research methodology 

[bookmark: _Int_7jfUYNLS]Integrating the failure of patient safety, lack of strategic management and emotional impact of events due to the downfall of Jabbar’s malpractice occurred in GOSH.
Diagram: Organnizational failure (McDonald, 2026).
Emotional impact on families (Kamile Banyte, 2024), (Sky News, 2026).
Lack of strategic management (Watts, 2026).
Patients satety under Jabbar's care (GOSH Hospital site, 2026).

 
[bookmark: _Int_H0TZYnc1]Research methodology: 
	[bookmark: _Int_K3bkzeME]Research design: Phenomenology, children/family members emotional impact after harmful results from hospital. Ethnography on the organizational culture of the company's behavioral attributes. Narrative theory through focusing on customer experiences and grounded theory.

	Case study: Systematic literature review, scoping review on existing evidence, documentation author/ news reports.

	Time Horizon: Cross-sectional Time Horizon 

	Philosophical Paradigm: Interpretivism, constructivism, pragmatism and critical theory 

	Research approach: Inductive approach 



Research Design:
The public is speaking on their personal thoughts and opinions discussing the current situation of events providing quantitative research results on how they personally feel about the situation, this finding gives out a more personal response on how families, communities and individuals really encounter their thought processes on what happened this opens up trust, communication and collaboration that their being heard, noticed and their opinions matter even more. Data will be cultivated by secondary research practices reviewing the impact on emotional regulation of thoughts and opinions on the incident with the hospital and Jabbar. 
Qualitative research studies: research ethics from the Ormond Street hospital were extremely invalid though the protection, trust and reliability the customers have after the operations leaving family members, communities with a load of emotions after the cause of events. Causing a systematic failure to the company, this directly reflects behavior patterns, human experience, and psychological aspects of individuals through the organizational culture issues.

[bookmark: _Int_sqq8MYzO][bookmark: _Int_Vdfk7Tus][bookmark: _Int_o6P7gCTr]Family members experience: Family members comply with numerous amounts of deep emotional distress expressing feelings such as sadness, rage and frustration that these outcomes could possibly occur to their beloved children leaving long-term trauma. Families expressed feeling “guilty for not spotting hazards earlier or not speaking up sooner.” Grate Ormond Street hospital reported that they acknowledged this situation “has broken the trust that so many families place in us” elaborating the feeling of betrayal by physical damages (Sky News, 2026). Bunty's experience leave family members is complete dismire, her farther described the findings as “too little, too late” (McKee, 2026).

[bookmark: _Int_4cRo1zbY] Individuals experience: Carole Malone expressed that “its disgraceful that the company could consider an apology to be enough on the children Jabbar lives ruined” (Malone, 2026).

5.  business relevance and practical implications 
This research proposal can help strengthen awarenesses on occurring events 
[bookmark: _Int_HvX16tDw][bookmark: _Int_8gKcUqmC][bookmark: _Int_k6puWg53]Supporting the family members get justice on the malpractice through the collections and analyzation on clear coherent data such as the stakeholders feedback, customer experiences and the performance of the overall malpractice can aid better decision making processes through operational improvements through acknowledging root causes of issues, perspective awareness on hospitals downfall that will improve the service quality of customers satisfaction and strengthen communications barriers in the continuous improvements, company monitoring performance measures through responding to changes of the operation with the causality of events happening. Recommendations that can appear the findings on GOSH report supporting the actions being undertaken from GOSH to improve business legislatives through their new training and development incentives, monitoring processes of risk analysis before and after procedures and performances measures. Strategic recommendations by relocating new leadership and strategic approaches to strengthen customers trust and stakeholders decision making/ planning practices to analyze potential risks with constant feedback and requirements. 

Limitations Gosh has been rated “Requiring improvements” by the Care Quality Commission highlighting the gaps in safety measures in organizational practices increasing the use of Grate Ormond's administrative workloads. GOSH structuring weaknesses in operational functionality adapts limitations on implementation of innovations. GOSH supports qualitative through a system called ORCHID (Centre for outcomes and experience research in children's health, illness & disability) this committee mainly focuses on the psychological wellbeing of stakeholder's psychological needs, communication, family journeys on the impact of children’s health. Providing a distinct number of qualitative methods such as ethnographic observation, interviews, narrative analysis and focus groups, but research studies discover that there is no addition support on the ORCHID programmer doesn’t have qualitative data that reflects to Jabbar’s case to the children.

Reflections on contributions to the business proposal outlines the understandings on relevant research collections through problem-solving attributes through the ideology of collective data on understanding stakeholder perspectives through the consideration of multiple viewpoints such as the community and family members and the internal stakeholders and company, additional awarenesses of ethical and practical practices on data confidentiality.
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