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[bookmark: _gz1xkd5bhv2]INTRODUCTION
In November of 2000, the case of the similarly fit and healthy fifteen-year-old boy, Lewis Blackman, occurred when he died four days after having undergone a routine surgery to correct a chest wall deformity in a South Carolina hospital. His operation alone was not the cause of his death. His mother reported the signs of a serious problem his stomach just didn't feel right and nurses reported that, but the medical staff didn't follow up in time and he died from the perforated ulcer that resulted from taking a common pain medication (Acquaviva, Haskell and Johnson, 2013). His mother, Helen Haskell, went on to become one of the biggest voices calling for patient safety reform, and the case continues to be one of the most often studied instances of the interaction of communication, hierarchy, and inadequate systems oversight resulting in preventable harm (Patient Safety Movement Foundation, 2014).
The aim of this report is to bring the issue of leadership and governance in health and social care organisations into focus illustrated through the Lewis Blackman case. Leadership, as it relates here, is the capacity to influence others toward reaching a common objective, which in this case, is for patient safety (West et al., 2015). Health systems operate within a continuum with variations in the level of centralisation, which range from a small group of senior staff or managers who have the authority to make decisions, to the decentralisation of authority and responsibility to teams working at the frontline (Abimbola, Baatiema and Bigdeli, 2019). Leadership style is not a singular thing, either. Transformational leaders are leaders who spark commitment in their staff, leaders who motivate them to go the extra mile, transactional leaders are leaders who rely on active job descriptions, rewards and correction, situation leaders adjust their leadership style depending on the maturity level of the group and the situation of the moment (Ystaas et al., 2023; Galvão et al., 1997).
You have options when it comes to leadership styles, but it isn't a choice you can pick based on your tastes. The inappropriate style, such as a rigidly command oriented approach to a situation that requires open listening and quick escalation, in crisis could be fatal, but the appropriate style could save a patient whose condition is worsening (Cosby and Croskerry, 2004). The Lewis Blackman case will be presented in the context of the system using systems thinking and a rich picture. It will then examine if the structure would be centralised or decentralised and the implications on accountability for the hospital. It will assess their leadership response, identify what was learnt from their response and the improvement that was made using leadership theory. Another feature of the report is a set of recommendations and a summary conclusion.
[bookmark: _79oav3gqtm8t]MAIN BODY
[bookmark: _y214v3cl141x]a. Identifying the Problem and Setting the System Context
[bookmark: _zi2xin7erl8k]The central problem
On 30 October 2000, Lewis Blackman had a pectus excavatum corrective procedure for which he opted. He developed a progressively increasing heart rate over the next 4 days, a decrease in urine output, and distention/pain in the abdomen. His mother remained at his bed-side and continued to say to nurses "something is wrong with him. Concerns were raised by the nurses, but the resident over duty who was cross covering for the primary surgical team and did not escalate to the attending surgeon. The boy had also been given a strong anti inflammatory painkiller called toradol for more than recommended, before going to the doctor and not telling them he had stomach pain, how it was masking his symptoms and how this caused him to have a perforated ulcer. When his condition was identified as a surgical emergency he was in cardiovascular collapse and died 2 November 2000 (Acquaviva, Haskell and Johnson, 2013).
[bookmark: _dg889yclnu5]Global and national statistical context
Blackman's case is not the only one. It represents trends seen in global patient safety information. Communication failure and BD delay are a leading preventable cause of death in acute care, as highlighted by WHO (2024). As illustrated in Figure 1, WHO estimates that approximately one in ten patients in a high income country suffers harm while receiving care in hospital care settings, and that up to four in ten harms are suffered by patients in primary and outpatient care settings, with one half being preventable, and unsafe care responsible for more than three million deaths globally on an annual basis (World Health Organization, 2023). Both poor team working and unclear escalation are identified as system level drivers of harm—these are candidates for leadership by all levels in the Global Patient Safety Action Plan.(World Health Organization, 2021).
[image: ]
Figure 1. Key global patient safety statistics (World Health Organization, 2023; World Health Organization, 2019).
NHS data at National level shows similar patterns. Each year NHS England has reported so-called 'never events' as part of its own monitoring, where incidents should not have occurred even if existing safety advice is followed, and these have included incidents involving poor communication. A consistently improving picture would show a decline to 421 NE in 2024/25 following a 2020/21 low of 364 NE, but this is not what Figure 2 indicates for England.If it was a consistently improving picture, you would expect England to be at 421 NE in 2024/25, having seen its lowest point in 2020/21 at 364 NE.. A six year thematic analysis further reveals the focus of the risk  as seen in figure 3, most recorded never events are attributable to wrong site surgery and retained foreign objects, while in addition, another 198 events are directly attributed to medication errors the cause of Lewis Blackman's death (Abosheisha, Hafez and Omar, 2025).
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Figure 2. NHS England Never Events reported per year, 2018/19 to 2024/25 (NHS England, 2025).
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Figure 3. NHS Never Events by category, 2018-2024, England (Abosheisha, Hafez and Omar, 2025).
In its landmark report, To Err is Human, the United States estimated that tens of thousands of hospital deaths a year were due to medical errors, that they were not always the result of one wrong person, but in nearly every case to a wrong system (Kohn, Corrigan and Donaldson, 2000). The Institute for Healthcare Improvement builds directly on this evidence, and contends that the successful culture of safe and reliable care relies on the ability of any member of staff, no matter their status, to speak up (Frankel et al., 2017). This relates directly to the Blackman case, as there were nurses who did raise their concerns but these were not converted in a timely fashion into actions for senior review because of the culture and structure of the hospital. In the United Kingdom, the Mid Staffordshire inquiry reveals a culture of being target driven and centralised which allowed appalling standards of care to persist for years without escalation of concerns from ward level to trust level (Francis, 2013).
[bookmark: _7t9gwyaom04d]Systemic weaknesses and level of governance
The 'Blackman' case highlights systemic areas of weakness on multiple fronts. There was a gradient of authority, a perceived differential of status and power between the junior nurses and senior physicians which made it difficult for the covering resident and nurses to advocate for urgent assessment (Cosby and Croskerry, 2004; Sekar et al., 2022). In terms of organisational factors, like in many other hospitals with a functional organisation, the doctor on shift did not know the patient well outside of regular work hours, and was not keen to do everything the primary team decided. The hospital followed an escalation policy (also known as a chain of command policy) on the governance level but it was unclear to staff or the family how to invoke the escalation plan, and it had not been used during the four days Lewis was deteriorating (Acquaviva, Haskell and Johnson, 2013).
[bookmark: _5prvtui1zq4p]Underlying challenges
Such failure is more likely to happen when there are pressures on the underlying workforce, as is evidenced in the data below. Using huge hospital data from all over the US and Europe, Aiken and colleagues revealed a reliable statistical association between low nurse staffing levels and increased mortality, and they associated poor nurse staffing with burnout and with nurses' overall capacity to advocate for their patients (Aiken et al., 2002; Aiken et al., 2014). The dose response relationship illustrated on figure 4 suggests that the number of patients per nurse is not just a background issue but it's a measurable source of harm (Aiken et al., 2002). Subsequent research found that mandated staffing ratios were correlated with a reduction in deaths (McHugh et al., 2021) and that the more nurses a hospital unit had, the higher the survival rates following an in hospital cardiac arrest, the very type of event that killed Lewis Blackman (McHugh et al., 2016).
[image: ]
Figure 4. Relationship between nurse staffing ratio and relative increase in 30-day surgical mortality (Aiken et al., 2002).
[bookmark: _st1x7lbx5vl]The rich picture
Figure 5 is an example of a rich picture in the Blackman case study, generated using a soft systems technique to try to map out the actors, relationships and communication in a poorly-structured problem, prior to defining it formally (Checkland and Poulter, 2010; Checkland, 1981). In the picture, the patient and his mother raise escalating concern on the left side; the clinical signals, worsening vital signs, don't bother me, toradol dose and unused chain of command policy are on the middle left side; and the available structure and culture – absence of attending surgeon, authority gradient and a fractured hospital system – are on the middle right side. Note how the feedback loop (green) brings the disaster back into a redesign of the system, precisely the type of double loop learning systems thinking advocates, until the Lewis Blackman Hospital Patient Safety Act of South Carolina was enacted in 2005.
[image: ]
Figure 5. Rich picture of the Lewis Blackman case, showing actors, communication flows and the feedback loop to systemic reform (author's own construction, based on Acquaviva, Haskell and Johnson, 2013; Checkland and Poulter, 2010).
Table 1. Global, national and organisational statistics relevant to the Blackman case.
	Level
	Source and headline figure
	Relevance to this case

	Global
	WHO Global Patient Safety Report (2024): unsafe care remains a leading cause of avoidable harm in hospitals worldwide, with communication failure and diagnostic delay repeatedly identified as major contributors.
	Frames the Blackman case as part of a recognised worldwide pattern, not an isolated local failure.

	National (UK)
	NHS England (2025): never events, incidents that should not occur if existing national safety guidance is followed, continue to be reported annually, many linked to breakdowns in communication or failure to follow agreed procedure.
	Shows the same communication and escalation weaknesses recur within a well resourced, centrally regulated system.

	Organisational / IHI
	Institute for Healthcare Improvement (Frankel et al., 2017): safe, reliable care requires a culture in which any staff member, of any seniority, is expected and supported to speak up.
	Identifies the precise cultural gap present in the Blackman case, where concerns were raised but not acted upon.

	Underlying workforce data
	Aiken et al. (2014): lower nurse staffing ratios are statistically associated with higher inpatient mortality across nine European health systems.
	Explains a structural pressure, thin senior cover and cross-covering, that made timely escalation less likely.


[bookmark: _2v2ezh3doyyq]b. Centralisation or Decentralisation within the Case Study
[bookmark: _52yh0htrubf6]Centralised elements of the case
The case of the Blackman hospital had very strong centralised characteristics associated with the clinical decision making structure. A surgeon working off site held authority over the plans of care, and although the regional (off-site) surgeons were notified at the time, their call sign was not "compassionate touch" and their expertise was not sought at the critical hours when plans of care needed to be altered. This is an example of a centralised model of clinical governance, where the decision rights are centralized within a professional hierarchical structure, as opposed to those at the bottom of the hierarchy with closest access to the patient (Shishkin et al., 2025).
Such centralisation has some of its known benefits. It facilitates consistency of care standards, can establish lines of accountability in writing and may facilitate effective use of limited specialist skills (Scarffe et al., 2022) where every decision does not always have to be made by most senior staff member as a well designed structure raises issues in a timely manner to the appropriate specialist. The downsides of course came into the Blackman situation. Centralisation studies in health care systems reveal that consolidation of control from the point of care can hinder decision making at the very moment it is needed, while harming front staff's sense of responsibility for patient outcomes (Shishkin et al, 2025). The evidence from OECD shows that highly centralised systems can lead to bottlenecks in which local staff have to wait for approval instead of acting on what is in front of them.
[bookmark: _sh7l5ng3cmvt]Decentralised elements and what was missing
A true decentralised system is one in which the bedside nurse and the "covering" resident would have had clear and protected authority to require a senior to come and review the situation urgently when an agreed set of warning criteria was met without asking permission of a doctor not immediately present or a "calling" doctor. This is similar to the principle behind contemporary fast response and early warning systems that put the authority to escalate at the lowest staff member to spot the danger sign (Frankel et al., 2017). Research on decentralisation found evidence that a certain extent of devolution of authority and resources to frontline teams can enhance responsiveness as well as accountability, as this tends to increase the staff who have real decision making power to also feel more responsible for the results (Abimbola, Baatiema and Bigdeli, 2019). But, as the same research makes clear, decentralisation is not necessarily safer. It requires training, confidence and formally sanctioned authority for frontline workers to do so, all of which were lacking with the nurses involved with Lewis Blackman. Other studies find mixed, non linear impacts on system performance based on how the system is supported for decentralisation (Abimbola, Baatiema and Bigdeli, 2019).
[bookmark: _gu0avw6yiiqy]Critical analysis
Blackman case straddled a dismal "no man's land. It did not have the formally protected escalation rights which made the decentralisation work safely at the same time. The difference argument is backed by numeracy evidence. Poorly staffed, hierarchical hospital settings found by Aiken et al. (2002) were associated with significantly higher nurse burnout rates and less confidence in raising concernsa previous sign of burnout among staff caring for Lewis. That this is not just a local failure, data on never events within NHS services shows that a significant proportion of incidents recorded in NHS hospitals every year are due to communication breakdowns or relevant deviations from an agreed safety procedure (NHS England, 2025).
This decisive comparison is also relevant for Companies' crisis management in general. Information can be gathered and reacted to quickly if the information reaches the centre, because the resources may be mobilized by one person and decision-maker in the centre, without having to wait for a number of local teams. The time and trust they need to pass information up through a hierarchy is the first example of their weakness, as seen in the Blackman case. Similarly, when it comes to accountability, it is easier to assign, in theory, particular accountability to individuals when things are more centralised, but the flipside of that is that if things are decentralised, people closer to the action are more likely to feel more accountable provided they are trained and empowered to be. The key point is that which side of this continuum centralisation-decentralisation one chooses is less important than whether a system of clear rules, training and a culture allows the right person to do the right thing, at the right time (Scarffe et al., 2022.
Table 2. Centralised versus decentralised systems, applied to the case.
	Feature
	Centralised systems
	Decentralised systems

	Decision authority
	Concentrated with senior staff, e.g. the attending surgeon, often physically distant from the bedside.
	Distributed to frontline staff closest to the patient, e.g. bedside nurses and covering clinicians.

	Advantage in this case
	Consistent clinical standards; clear formal line of accountability (Scarffe et al., 2022).
	Faster recognition and response to deterioration; greater frontline ownership of outcomes (Abimbola, Baatiema and Bigdeli, 2019).

	Disadvantage in this case
	Slower escalation when the decision maker is unavailable; bottlenecks under pressure (Shishkin et al., 2025).
	Risk of inconsistency between teams if training, protocols and confidence are not equally strong (Abimbola, Baatiema and Bigdeli, 2019).

	Evidence of the gap
	Attending surgeon not directly consulted for four days despite worsening vital signs (Acquaviva, Haskell and Johnson, 2013).
	No protected, trained escalation right existed for nurses or family to bypass the hierarchy.


[bookmark: _jqp207hr5ct1]c. Leadership Theories and Application to the Case Study
[bookmark: _gbzsd0k02ehj]Relevant leadership theories
This article uses three leadership theories, transformational, situational, and psychological safety in teams, to analyze the Blackman case. Transformational leadership refers to leaders who allow and elicit decisions at lower levels to be challenged when something does not seem to be right, which are characterized by successful communication and establishing a trusting relationship with employees (Bass and Avolio, 1994; Burns, 1978). According to situational leadership, times call for different types of leadership behaviour, that is, sometimes leaders need to be very directive and supportive with their followers and other times step back and delegate (Hersey and Blanchard, 1969; Galvão et al., 1997). Psychological safety is one of the best predictors of action for frontline employees to report safety concerns and is the sense employees will not be punished or humiliated for raising concerns, questions or mistakes (Edmondson, 1999).
[bookmark: _w35olfmvp4z6]Application to the case
No one of these is present in the Blackman case to any extent complete. Although the attending surgeon was clinically responsible, he was not physically here and he didn't establish a relationship with the covering team – relationship is key in transformational leadership. Leadership within the unit seems to have been mostly command driven and reactive rather than proactive and purpose driven as they waited for the mother's concern to escalate and the vital signs to deteriorate prior to taking action (Acquaviva, Haskell and Johnson, 2013). This is consistent with the findings that command emphasis lacking in true-2-way communication is associated with lower patient safety culture scores in several health systems (Althobaiti, 2026). Using a situational leadership approach there was clearly a need for increased active support from the senior clinician and a more readily accepted action for review, and yet there was an exact opposite demand of that same clinician, namely the ability to work independently, in order to accommodate the needs of the less knowledgeable cross covering person on the health care team (Galvão et al., 1997).
The evidence from most systematic reviews has consistently associated the behaviours of transformational leadership; visible presence; coaching; and encouraging challenge with enhanced nursing work environment and better patient outcomes, whereas more distant, authoritarian leadership styles have associated with poorer safety culture and higher missed care (Ystaas et al., 2023; Rawas and Abou Hashish, 2023). When we are psychologically safe, we are also more likely to make more errors, as staff feel safe to present them, not to cover up (Edmondson, 1999). If that's the case for Blackman, this means you can assume the mother and nurses spotted the red flags, but that the wider culture and leadership did not make it easy to come to the conclusion that that warranted urgent action.
[bookmark: _df5nyy94d1w4]Was the leadership style appropriate, and what could have been done differently
Based on these theories, Blackman's leadership style was not a good fit for the circumstances. Situational leadership theory suggests that low familiar situations (Hersey and Blanchard, 1969), by definition a cross covering scenario is a low familiarity, high uncertainty scenario. Rather, it represented the request of the least informed clinician present to make more and more important judgements largely on his or her own. Leadership was reactive, or reliance on a member being sufficiently "alarmed" to prompt a contact with the operating surgeon - it failed to rely on a proactive system of checks, such as regular check in by senior members or automatic activation of reviews, etc., leading to greater senior input at the bedside more early on (Frankel et al., 2017).
There were some other things that might conceivably have made the difference to the outcome: a more distributed leadership model with the covering staff; the attending surgeon proactively building trust relations with the covering staff; the attending surgeon checking in rather than waiting to be called; the surgeon making it clear to the family and nursing staff that escalation was always welcome (Goleman, 1998; The King's Fund, 2014). The ability of a leader to detect and "read" the interpersonal and emotional cues, including a worrier parent's persistence, in the team has been associated in leadership research to staff and parent communication climate and greater overall open communication (Goleman, 1998). Structured communication methods like SBAR provide an assertive framework for staff, regardless of their seniority, for raising a concern, and their omission from the Blackman case is significant; such approaches have been shown in controlled studies to have a positive impact in reducing adverse events during handover (Li, Zhao and Fu, 2022).
Table 3. Leadership theories applied to the case.
	Theory
	Core idea
	Application to the Blackman case

	Transformational leadership (Burns, 1978; Bass and Avolio, 1994)
	Leaders build trust and a shared safety vision, and actively invite challenge from staff at every level.
	Absent: the attending surgeon had no visible, trust-based relationship with the covering team; challenge was not actively invited.

	Situational leadership (Hersey and Blanchard, 1969)
	Leadership behaviour should match the readiness of the people being led, more direction for less prepared teams.
	Mismatched: a covering resident unfamiliar with the patient needed more senior direction, but received less.

	Psychological safety (Edmondson, 1999)
	Teams that feel safe to speak up about concerns and mistakes catch problems earlier.
	Weak: nurses raised concerns but the surrounding culture did not convert these into urgent senior action.


[bookmark: _oeskshtv6wt0]d. Improvement, and Lessons Learned
[bookmark: _5gi928z80jkn]How leadership and governance interacted
A centralised governance model coupled with a leadership culture which did not actively encourage junior people to question senior people's views resulted in the Blackman case. Although the hospital had a chain of command policy, clinical governance, understood as a mechanism that provides the framework for the institution to be held accountable for continually improving the quality of care and protecting high standards (Scally and Donaldson, 1998), was not working and the family were never informed of its presence. In effect, a governance structure was created that has formal accountability in place but lacked practical, day-to-day, accountability – exactly what was pointed out in the national review of patient safety failures in England conducted by Berwick (2013), where he described the situation of a written policy that tolerated weak support as a culture of openness, and in his own experience as an orthopedic consultant surgeon, “a policy recorded in writing which is executed in practice without being acted upon and acted out” as a governance “facet”.
[bookmark: _7l2t07zgs6r]Missed opportunities and evidence based solutions
Three missed opportunities (with matching evidence-based solutions) emerge, summarised in Table 4. One was that nurse and family raised concern again and again, but it has never been brought to the attention of a higher decision maker. Since that time, similar investigations in the United Kingdom, including Mid Staffordshire, have revealed that when concerns were made about safety they were not necessarily acted on for long periods of time due to staff or workers potentially lacking the authority to raise the issue beyond the boundaries of their usual job roles (Francis, 2013).
The second being that a covering resident, who was not previously aware of the patient, was left to decide matters themselves with no direct help from a senior. The literature on staffing and staff mix in nursing and health service generally demonstrate a consistent association between insufficient staffing support and both adverse patient outcomes and reduced recognition of deterioration by nursing and junior doctors (Aiken et al, 2014; McHugh et al, 2016). To replace the improvement with obligation to involve senior staff as per structured senior review triggers based on objective vital signs parameters similar to Early Warning scores system, no matter whether or not the junior member of staff feels confident to ask for it.
Third, pain medication extending a poor condition of the abdomen was maintained, without reassessment. Time and again, patient safety investigations of cases of similar medication related harm reveal a lack of positive action to examine medicines based on a patient's evolving condition, with the continuation of medicines instead occurring by default (Kohn, Corrigan and Donaldson, 2000). This change is required Medication Review checkpoints based on specified time and dosage have been added, and continued to be reviewed after that time/dose will not occur automatically without active senior signoff.
[bookmark: _h7val638vbub]Linking the findings
The Blackman case is a good example of how the way a system is structured, leadership style and feedback loops combine to reveal certain outcomes. Nothing decentralised and unassisted by which serious issues could be circumvented a hierarchy that at that time was too slow. A facially reactive leadership culture meant that staff waited for an obvious crisis not acting on the whisps of crisis. It was only after Lewis's death and as a direct result of Helen Haskell's advocacy that this feedback loop closed in 2005 with the enactment of the South Carolina Lewis Blackman Hospital Patient Safety Act, which established a statutory duty for immediate clinical review (ICVR) for patients/families (Acquaviva, Haskell and Johnson, 2013). It is easy for other health organisations to learn this lesson without have to wait for the next disaster safety critical escalation rights should be designed up front rather than waiting for the disaster to happen, and data such as that in Figures 2, 3, and 4 should be used in advance to identify where the next disaster is most likely to occur (World Health Organization, 2021).
Table 4. Problem, evidence and improvement summary.
	Problem
	Supporting evidence
	Improvement

	Concerns raised repeatedly but not escalated
	Francis (2013): safety concerns often unacted upon where staff feel unsupported to escalate outside normal lines.
	Formal, trained, family-accessible escalation right for urgent senior review.

	Unfamiliar covering clinician left without senior support
	Aiken et al. (2014); McHugh et al. (2016): weak staffing and senior support linked to slower recognition of deterioration.
	Objective, mandatory senior review triggers based on vital sign criteria (early warning scores).

	Pain medication continued without reassessment
	Kohn, Corrigan and Donaldson (2000): medicines often continued by default rather than actively reviewed.
	Mandatory medication review checkpoints requiring active senior sign-off beyond set thresholds.



[bookmark: _sglgy1wra2qw]RECOMMENDATION
First its organisation should set out a distributed model of escalation which is formally embedded in its centrally organised clinical governance model. It involves providing defined, trained and empowered, protected right for nurses, junior doctors, patients and families to call for urgent senior clinical review if sign-up warning criteria are reached, which decrease deterioration in avoidable circumstances somewhere else, as an example of the rapid response (RR) and family initiated escalation (FIE) systems (Frankel et al., 2017). This will directly tackle the power dynamic in the case (Cosby and Croskerry, 2004; Sekar et al., 2022).
Secondly, there ought to be a conscious change of leadership style that combines transformational leadership with situational leadership. Senior Clinical Members should be actively visible at the bedside, proactively seek out patients in the care of the covering member of staff team and make it clear that they welcome challenge (Ystaas et al., 2023; Galvão et al., 1997). One way to do this is through leadership development programmes, as outlined by The King's Fund and the Faculty of Medical Leadership and Management (West et al., 2015; The King's Fund, 2014), which provide a practical journey to develop the skills across the workforce.
Thirdly, governance and communication need to be reinforced using standardized tools. Using a language of structured handover and escalation, takes every member of staff no matter their level of seniority out of their ‘range’ of raising a concern assertively and has evidence that it measurably decreases adverse events when in a ‘zone of risk. at a point of communication' (Li, Zhao and Fu, 2022) Which must be coupled with required medication review checkpoints and hard triggering points for early warning scores, rather than leaving the success of interventions to a single individual's sense of confidence to speak up (Kohn, Corrigan and Donaldson, 2000).
Fourth, the organisation should have psychological safety as a strategic measure that is measured. This involves regular and systematic surveying, using validated tools, publicly reporting and visibly acting on any findings, as psychological safety is one of the strongest known factors in documented concerns raised by frontline staff before harm occurs (Edmondson, 1999; Rawas and Abou Hashish, 2023). Fifth, to improve technical and allocative efficiency, staffing establishments need to be revisited: nursing staffing investments pay for themselves with reduced harm and shorter admissions and growing evidence from around the world shows a link between minimum nurse to patient ratios and reduced mortality, as well as fewer readmissions or detection of deterioration (Aiken et al., 2014; McHugh et al., 2021).
Finally, structures to support ongoing learning, with engagement and co-production with stakeholders should be created. This means working with patients and their relatives such as Helen Haskell directly with safety governance, identifying lessons from every serious incident and incorporating these into policy and training, and then establishing a feedback loop to ensure that lessons are learned; and identifying situations in which learning takes place on a defined and monitored timeframe (World Health Organization, 2021; Berwick, 2013).
[bookmark: _oj0z3kmio3v1]CONCLUSION
It isn't one person's fault that Lewis Blackman died, it's a failure in the healthcare system. Staff members did not respond promptly to repeated concerns raised by his mother or nurses due to poor communication, delayed decision making and weak leadership. This case demonstrates the need for leadership, good governance and a systems approach to enhance patient safety. Preventable harm can be minimised through improved escalation procedures, caring leadership, appropriate communication systems, enough staff, and patient and family engagement in care decisions. These practices must become a regular part of the routine in healthcare organizations to enhance patient safety and prevent similar incidents from occurring again.
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