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[bookmark: _Toc236070361]INTRODUCTION

Lewis Blackman was fifteen years old, a South Carolina schoolboy remembered by his family as academically gifted and broadly accomplished, with active interests in football, saxophone, writing and community theatre. Two months after his fifteenth birthday, he was admitted to a large United States teaching hospital for a routine, minimally invasive procedure to correct pectus excavatum, a chest wall defect, and the operation itself was reported to have gone uneventfully. On the third post-operative day, however, Lewis died. The cause was a perforated duodenal ulcer, a recognised adverse effect of the analgesic Toradol, which produced internal bleeding and peritonitis over roughly thirty hours. During this deterioration, a pulse oximeter alarm was twice adjusted and finally switched off, twelve blood pressure readings were taken with seven different instruments, the family's concerns were repeatedly dismissed as constipation, and no attending physician was ever called to review the patient (Patient Safety Movement Foundation, n.d.). His mother, Helen Haskell, subsequently became an internationally recognised patient-safety advocate, and the case is now widely used in healthcare leadership and governance education because it demonstrates how clinical hierarchy, diffusion of responsibility and weak escalation systems can override the competence of individual staff.
This report uses the Blackman case to examine leadership in health and social care, defined as the process of influencing individuals and teams towards shared goals of safe, effective and person-centred care (West and Dawson, 2012). Leadership operates within organisational structures that can be broadly centralised, where authority and decision-making sit with a small number of senior figures, or decentralised, where authority is distributed towards those closest to the patient. Each structure carries implications for how quickly information travels, how accountable staff feel, and how safely a deteriorating patient is escalated. Leadership theory offers several lenses through which to interpret these dynamics, including transformational leadership, which motivates staff through shared vision and psychological safety and encourages performance beyond formal expectations (Bass, 1985; Burns, 1978); transactional leadership, which relies on supervision, reward and correction to maintain an agreed standard of performance (Bass, 1985); and situational leadership, which adapts style to the competence and confidence of the team and the demands of the moment (Hersey and Blanchard, 1969).
Selecting the right leadership style matters most in change or crisis situations, where ambiguous or rapidly evolving information must be acted on quickly and where junior staff need explicit permission and support to challenge senior opinion or request help. Evidence indicates that unsafe care is far from an isolated problem: the World Health Organization estimates that unsafe care causes more than three million deaths globally each year, with around half of all harm considered preventable (WHO, 2024). In England, an estimated 237 million medication errors occur annually across the medication pathway (Elliott et al., 2020), and NHS England continues to record several hundred 'Never Events' each year, incidents so serious they are deemed entirely preventable (NHS England, 2026). These figures situate the Blackman case not as an isolated tragedy but as an illustration of failure patterns that recur across health systems internationally.
The report first applies systems thinking and a Rich Picture to establish the system context in which Lewis Blackman died, before analysing the case through the lens of centralisation and decentralisation, and then through relevant leadership theory. It goes on to identify missed opportunities and evidence-based improvements, before setting out recommendations for leadership style, governance and systems integration, and concluding with the broader implications for health and social care organisations.


[bookmark: _Toc236070362]ANALYSIS AND DISCUSSION
[bookmark: _Toc236070363]A. IDENTIFYING THE PROBLEM AND SETTING THE SYSTEM CONTEXT
In the Blackman case, the whole central problem really was that the staff failed to spot and then properly escalate a patient that was clearly worsening. After surgery, opioid pain control was started via epidural together with intravenous Toradol, but because the breathing was affected, oxygen levels were watched using a pulse oximeter. There was an alarm on it, that was lowered from 90% to 85% and then later switched off, so that sleep would not be disturbed or something like that. Then on the third post operative day, when severe abdominal pain showed up, it was treated like an ileus and it was just never looked at again, even though the belly started to become more distended and the temperature fell. Over that weekend, care was basically done by an intern who was only five months out of training, no attending physician was contacted, and a blood pressure was not obtainable for more than two hours even after twelve attempts using seven different devices (Patient Safety Movement Foundation, n.d.). After that, a cardiac arrest happened within the hour, and the underlying issue was not just one person, but a system that could not translate deteriorating vital signs into a timely senior review.
This pattern is not unique to just one hospital. A bit more globally, the World Health Organization estimates that unsafe care leads to over three million deaths every year, with more than one in ten patients seeing harm during care and around half of that harm judged preventable (WHO, 2024). Diagnostic error is specifically estimated to account for 16% of preventable patient harm across healthcare settings (WHO, 2024), and that category basically frames the diagnostic anchoring seen in the Blackman case, where the working diagnosis of constipation was never properly revisited, even as contradictory signs piled up. 
If you zoom in to the UK context, NHS England recorded 403 Never Events in 2025/26, covering medication-related incidents, wrong site procedures and retained items, and these figures have increased rather than decreased year on year (NHS England, 2026). Meanwhile, in England, an estimated 237 million medication errors occur across the medication pathway annually, with roughly 66 million being potentially clinically significant (Elliott et al., 2020). On an organisational scale, the Institute for Healthcare Improvement’s 100,000 Lives Campaign placed failure to rescue-the preventable death of a patient after an unrecognised complication-among six priority national safety targets, and it estimated that dependable rapid response systems could save 66,000 lives (IHI, 2005). Failure to rescue was first proposed as a hospital level quality metric by Silber et al. (1992). It still is the clearest view, or lens, through which to interpret the Blackman case: Lewis did not die merely because a complication occurred, because a perforated ulcer is generally recognised, and often survivable, but rather because the system around him did not spot it and then respond quickly enough. So overall, this supports that his death sits within a well-documented and persistent
The case, in a way, shows at least three underlying systemic weaknesses. First there’s a communication weakness, the vital sign trends weren’t charted in any meaningful way or reviewed as an actual trajectory, and the one alarm system that was meant to yank attention toward deterioration was basically silenced. Second, an accountability weakness: responsibility for Lewis’s care got spread out across a rotating set of junior staff, with no single senior clinician actually named as fully accountable for the whole admission, and that kind of setup, as the wider literature puts it, is linked to slower recognition of patient decline. Third, a leadership weakness, at no point did anyone-at any level-use the authority or clinical judgement to push past the working diagnosis, or override that reassurance seeking habit within the team, and instead call an attending physician even though an escalation route was available and clearly indicated.  
All these weaknesses seemed to sit in ward and hospital governance, not something you can pin on just one clinician. And UK evidence on the contested “weekend effect” points the same direction too, where lower senior medical presence plus a more junior staff mix on weekends goes along with worse outcomes, even if the whole causal story is still argued, and case-mix really does matter a lot (Freemantle et al., 2015; Han et al., 2019).
Underling challenges around staffing and oversight are kind of visible in the case, Lewis was cared for over a weekend by an intern only five months out of training, and that intern was covering resident duties, with senior specialist input there but only in a reactive way instead of being built into the usual routine review. It kind of feels like this matches a bigger, evidenced pattern where junior doctors take on more of the weekend cover and then they get less senior specialist input than on weekdays (Han et al., 2019), even though the NIHR-funded HISLAC [High-Intensity Specialist-Led Acute Care] evaluation said there wasn’t any clear connection between bigger weekend consultant staffing increases and a drop in weekend mortality risk. That basically underlines that staffing alone doesn’t explain outcomes, not unless you also look at how escalation decisions get made (NIHR, 2019). 
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Figure 1: Rich Picture of the system context surrounding Lewis Blackman's death
The Rich Picture above, a systems-thinking thing used to bring out the more informal connections, perspectives and clashes that a purely technical process map might just gloss over (Checkland, 1981), kind of maps the people, processes and structures around Lewis. It puts the patient right in the middle of a system where most of the nearby actors were, in practice, unable to escalate, either because they were structurally boxed in (the parents, who had no actual formal route) or because the organisation quietly discouraged that move (bedside nurses and junior residents, working inside a hierarchy were pushing back on the working diagnosis was hard, and kind of risky).  

The attending physician is basically outside the whole loop, connected only by a dashed line that stands for an escalation pathway, one that was technically on paper but never really got used. There are two feedback loops you can see here, in the systems-thinking sense, where the results of what happens end up shaping how the process behaves later (Senge, 1990): first, a negative, self-reinforcing loop where every new unusual observation got reframed so it still matched the existing ‘constipation’ diagnosis, instead of leading to a diagnostic rethink (so, confirmation bias but at the team level). Second, there’s a safety loop that’s broken, where the pulse oximeter, supposed to push for action when oxygen saturation dropped, got progressively disabled rather than acting like a trigger for escalation.  
This overall pattern lines up with Reason’s (2000) well known explanation of organisational accidents, where harm doesn’t usually come from one single mistake but from several weak safeguards, plus active failures and hidden, latent conditions that end up lining up at the same time. So, taken together, these dependencies suggest the problem was systemic and relational, not simply the fault of one person: the system’s setup made the outcome more likely, even if you assume the staff were competent and trying their best.
[bookmark: _Toc236070364]B. CENTRALISATION OR DECENTRALISATION WITHIN THE CASE STUDY
In a centralised system, the decision-making authority gets stuck in a small group of senior people, and staff down the line, in practice, need permission-rather than having real standing authority-to do anything. In the Blackman case the hospital ran a centralised model of clinical control: only an attending physician could formally confirm or undo a diagnosis and also trigger an escalation of care, but at the weekend, no attending physician was actually rostered to the ward, and none was contacted even as the observations worsened. So, the authority looked centralised on paper, but it was physically absent when it mattered, and that left interns and residents trying to manage a deteriorating patient without the sign-off they needed to act confidently or decisively.
The upside of centralisation is usually described as consistency: one senior decision-maker can, at least in theory, apply expert judgement in a uniform way and stop conflicting or risky decisions from being made by less experienced staff. The downside, which is shown sharply here, is how brittle it becomes when that key decision-maker is not around or cannot be reached; instead of adapting the system just stalls. UK-wide data on this pattern suggests that patients admitted at weekends, when senior consultant presence is often lower, have historically related to higher mortality. One commonly cited analysis puts the estimate at roughly 11,000 excess deaths per year linked to weekend admission (Freemantle et al., 2015). More recent work then supports the same general point, showing that postgraduate trainees take on a much larger share of weekend admissions than they do on weekdays (Han et al., 2019).
In a decentralised system, authority gets spread out toward the staff who are closest to the patient, they get standing permission-often through protocol- to act without really hunting for senior sign-off first. The clearest example, that’s relevant here, is the National Early Warning Score (NEWS2), used across NHS trusts, it takes routine vital sign observations and turns them into one combined aggregate score, then it gives a nurse standing authority to trigger escalation once a threshold is met, even if what a doctor is currently thinking (their working diagnosis) says something else. Because that authority is based on protocol rather than a particular person, it doesn’t hinge on whether a junior member of staff is brave enough to question a senior colleague’s take, or not.
The upside of decentralisation is basically speed and resilience: escalation can occur right when the trigger is hit, even when no senior doctor is immediately available. It has also shown measurable safety improvements; for instance, rolling out an electronic early warning system across one hospital was linked with lower mortality (Schmidt et al., 2015). And standardised early warning scoring is estimated to prevent more than 1,800 deaths per year in the NHS (NHS, cited in Eakins, 2022). But the downside is that protocols are only as solid as how they’re done. In one audit of NEWS2 adherence, only 42% of monitoring frequencies were fully appropriate, and there were cases where escalation to the medical team was simply skipped even though the trigger thresholds were met (Jacobs et al., 2025). 
Beyond single tools like NEWS2, decentralisation at the organisational level is often talked about as collective or distributed leadership, where responsibility for decisions and outcomes is shared, though it can blur at the edges when accountability isn’t tracked properly.
Comparing the two set ups against the Blackman case, it becomes clear that the hospital’s centralised, hierarchy dependent model got in the way of crisis handling. There wasn’t anything like a NEWS2 trigger, so nurses or junior doctors basically didn’t get independent permission to push for a senior review once vital signs had gone past an agreed, objective cut off. Instead, escalation sat on whether a junior clinician was confident enough to argue against the prevailing diagnosis, or whether the attending physician got contacted proactively, which never, ever happened. On top of that the staff ratio on the ward that weekend was thin, an intern only five months qualified supported by residents with no attending doctor physically there, so the decision-making bandwidth just didn’t fit the level of risk for Lewis’s crisis. 
If a decentralised, protocol led escalation system like NEWS2 or some comparable rapid response trigger had existed and been followed, then the twelve blood pressure readings, the dropping temperature, and that oximeter alarm that was effectively silenced would each have worked as objective, mandatory flags for senior review, and that would have been independent of any one person’s comfort speaking up. This comparison also hints that accountability suffered under the same centralised arrangement. When authority was concentrated in an absent role, no single present clinician felt fully responsible for the entire trajectory of Lewis’s deterioration. Whereas decentralised systems that assign explicit escalation authority to whoever is at the bedside tend to spread responsibility out, rather than letting it blur. 

[bookmark: _Toc236070365]C. LEADERSHIP THEORIES AND APPLICATION TO THE CASE STUDY
Three leadership theories are pretty much the ones that matter for the Blackman case. Transactional leadership works by supervision, correction and compliance with procedure, where authority is basically exercised by instructing others to stick to an agreed course of action. Transformational leadership instead tries to move staff through a shared purpose, role-modelling and psychological safety, so people feel able to go beyond the formal remit, including the odd but real expectation to keep quiet in front of a more senior colleague. Then there is situational leadership which adjusts style to the team’s skill and confidence and to what the moment is demanding… and it’s not always the same thing. For example, a highly directive approach can fit a new team dealing with a routine task, but when there’s a crisis with unclear and deteriorating information, then a more coaching or participative approach is needed, one that actively invites challenge.
If you map these theories onto what happened in the ward, you see a sort of default transactional approach that was, in practice, largely missing. Junior staff did follow the established plan of treating presumed constipation and they escalated mainly through the formal chain of command. However, because no attending physician was there to supervise, correct, or explicitly authorise any change of plan, the transactional “mechanism” kind of failed into inertia rather than any real direction, like everyone just… stopped moving.
Also, none of the staff who were present showed transformational leadership behaviours, and there was a clear measurable cost. National evidence on speaking-up culture in healthcare, collected not long before the period of this case, suggested that even though most clinicians had seen colleagues take risky shortcuts or show weak clinical judgement, fewer than 10% said they felt able to raise their concerns directly (Maxfield et al., 2005). That same research connected the ability to hold those “crucial conversations” face to face with patient safety, quality of care.
In practice the leadership style wasn’t well picked for what was going on, and it also wasn’t very proactively minded. The right situational call, especially with a patient whose vital signs were slipping while the diagnosis still wasn’t confirmed, really should have pushed toward something more directive and purpose driven actively looking for evidence that would not fit, lowering the point where a senior review is needed, and reading repeated abnormal results as an escalation cue rather than just a technical nuisance to dance around. But the team stayed reactive the whole time, dealing with every new alarming data point (like an unrecordable blood pressure or a temperature that kept falling) with little fixes, such as trying to find a blood pressure cuff that worked, instead of pausing to re-check the diagnosis itself. That reactive “default” command style, waiting for a senior person to turn up and validate the plan, rather than going out and chasing a plan early, matches the leadership vacuum that transformational thinking and situational theory would flag as most risky during a crisis: nobody truly owned the escalation decision, because ownership seemed to be assumed to live somewhere else.
What the available evidence shows about how well leaders perform on the ward; it really lines up with that wider research base that connects leadership style with patient outcomes. In the UK, the research tends to suggest that when leadership is compassionate and engaging, staff engagement goes up, external ratings of care quality look better, and mortality rates go down (West and Dawson, 2012). Meanwhile, when leaders are more directive, very target driven, the outcomes often end up weaker. So, if you look at the Blackman case through that lens, it seems possible that a more distributed approach along with emotionally intelligent leadership might have shifted what happened. For instance, if explicit authority to escalate was distributed, like empowering any nurse to independently request an attending review once objective criteria were satisfied, then nobody would have needed to find the confidence to challenge a superior. Also, an emotionally intelligent leader who stays attuned to the family’s visible distress and the repeated concerns might have treated those signals as something clinically meaningful, not just as “noise” around the edges. 
[bookmark: _Toc236070366]D. IMPROVEMENT, AND LESSONS LEARNED
Leadership and governance kind of met in the Blackman case, and somehow that took a surgical complication that could have been survived and flipped it into a preventable death, and then you get three specific problems, each one showing clear evidence, along with an evidence-based solution that fits.  
Problem 1: there wasn’t any objective trigger that forced a senior review even though the vital signs kept getting worse, and the constipation working diagnosis just stayed in place without ever really being formally revisited. Data wise: diagnostic error is estimated to account for around 16% of preventable patient harm across healthcare settings worldwide (WHO, 2024), and failure to rescue, meaning death after an unrecognised complication, is estimated to lead to roughly five potentially avoidable deaths per acute NHS trust in England every month (as cited in Subbe et al., 2025). Improvement: put in a mandatory, protocol-based deterioration trigger-something like NEWS2-so that care automatically escalates to a named senior clinician once the objective thresholds are crossed, and this reduces dependence on whoever is on shift being willing to push back against a diagnosis that’s already been assumed.
Problem 2: the family kept on saying they were worried about Lewis’s condition, but there was no real, formal mechanism to turn that worry into an actual change in the clinical plan, and in the end their observations got treated like background noise more than proper clinical data. Data: and this is exactly the gap that the NHS’s Martha’s Rule was brought into close, after 13-year-old Martha Mills died from sepsis. Her family had raised concerns about her getting worse, but nobody acted on them in time (NHS England, 2024). Between September 2024 and April 2026, more than 14,600 Martha’s Rule calls were recorded across participating hospitals in England, with the biggest share coming through the family and carer escalation route; about a third of calls were linked to acute deterioration , and over 2,700 actually resulted in a treatment change , including transfers to higher levels of care (NHS England, 2026). Improvement: so, the fix is introducing a structured, always-on family and patient escalation pathway, run by a team that’s independent of the clinicians who are currently treating the patient. That way, concerns like the ones Lewis’s parents kept raising can automatically kick off a review that is organised, rather than just relying on informal persuading of a junior doctor.
Problem 3: weekend care was kind of delivered by one intern and some changing residents, with no attending physician actually rostered on the ward, and nobody contacted, despite a clearly indicated need… Data: several national analyses link fewer senior staff on weekends to worse outcomes, with one well known UK paper estimating about 11,000 extra deaths a year tied to weekend admissions (Freemantle et al., 2015) even though newer evidence argues that it’s more about the case mix and the way patients get admitted, and not staffing only (Han et al., 2019; NIHR, 2019). Improvement: put in place one single named senior clinician, who can be contacted any time, and has plain accountability for each inpatient over the weekend, plus a 24/7 critical care outreach or rapid response team that is empowered to act when any staff member calls, instead of keeping responsibility kind of spread across a revolving junior group.
Bringing these findings together suggests that system structure, leadership style, and feedback loops were not separate, independent issues at all. It feels more like one reinforcing pattern, kind of all tied up. The centralised structure basically pinned formal authority to a role that was physically not there, so even if you wanted to, the only way to “make up” for that absence was with a very proactive transformational way of leading from whoever happened to be present; but the culture that actually prevailed was transactional and permission-seeking, and so nobody felt properly entitled to do anything without sign-off from that absent authority. That then kept going, sustaining the negative feedback loop noted in the Rich Picture, where each time something looked abnormal it got reinterpreted to match the existing diagnosis, instead of prompting a review, because there wasn’t a structural mechanism, and no person had the confidence to pull the cord and break the cycle.  

So, the takeaway for other health and social care organisations is that safety can’t rest on individual courage, or just on individual competence in isolation. It needs arrangements-like objective deterioration triggers, protected escalation pathways for families, and senior cover with clear accountability-so that the right response becomes the default option, no matter who is on duty, and even when people don’t feel fully confident in the moment.  

Evidence and data also have a defined part in keeping this sort of improvement moving. By using routinely gathered measures, like Never Event rates, NEWS2 escalation compliance, or Martha’s Rule call outcomes, an organisation can spot early whether the escalation system is really being used and followed in practice, not simply whether it exists on paper. That way, drift can be corrected before it ends up producing outcomes like the case being discussed.

[bookmark: _Toc236070367]RECOMMENDATION
So, the organisation at the centre of this case study should now move on four connected fronts, leadership style, governance structure, systems integration, and continuous learning, but all of it really needs to land directly on the analysis above. Not just in theory, but in day-to-day ward behaviour.
First, on leadership style, the organisation should deliberately cultivate transformational leadership alongside situational adaptability at ward level, rather than falling back on a purely transactional permission seeking model. In practice, this means training senior nurses and supervising residents, so they actively invite challenge, and so they treat a junior colleague, or even a family’s, disagreement with the working diagnosis as useful clinical knowledge. It also means using a more directive, purpose driven approach specifically when vital signs contradict the current plan. This isn’t a “nice to have”, it follows pretty straight from evidence that compassionate, engaging leadership is linked to better care quality and lower mortality (West and Dawson, 2012), and from the finding that a culture where fewer than one in ten staff felt able to speak up about safety concerns directly preceded this kind of failure (Maxfield et al., 2005). There’s also a wider evidence review that basically argues that sustained investment in leadership development, rather than one off training, is what separates the organisations that manage to embed safer behaviours (Maggs, Brooke and Morrison, 2015). Keeping this change intact over time will itself require active change leadership, because escalation behaviours must be embedded into ward routines and reinforced well after the initial training window, otherwise they tend to drift back under pressure (Kotter, 1996).
Second, on governance, the authority should be purposely decentralised for time critical escalation choices, while staying centralized for things like standard setting and oversight. Every inpatient really ought to have one named senior clinician, someone contactable, accountable for their care all the time, even on weekends, not just when it feels convenient. That role should be supported by a rapid response, or critical care outreach team, and any staff member, or the patient’s family, should be able to contact them directly without first spending time persuading a more junior clinician to agree. This is meant to fix the accountability gap that showed up in this case, and it also mirrors the structure that came in nationally via Martha’s Rule, which reportedly delivered measurable escalation outcomes in its first two years of rollout (NHS England, 2026).
To improve allocative efficiency, weekend and out of hours staffing should be checked against acuity data instead of sticking to fixed rosters. In practice that means senior cover scales with the actual complexity of the patients on the ward, not just whatever staffing template was used last month. This fits with evidence that junior doctors end up delivering a disproportionate share of weekend cover under the current model (Han et al., 2019).
Fourth, on continuous learning, stakeholder engagement and co-production, the organisation should kind of treat patients and families as active partners in monitoring deterioration, rather than passive recipients of care, and it should embed structured daily check-ins the way Martha’s Rule type processes do. Also, every time an escalation call happens, whether it comes from staff or a family member, it should be reviewed for learning, even if the outcome is good. For serious incident investigations, it needs to look at system factors and leadership issues too, not just individual clinical decisions. Then, findings should be fed back in a transparent way to the frontline staff so the feedback loop that was missing here can close. These recommendations are meant to be practical, and they are directly traceable to the evidence this report examined: each one targets a specific mechanism, the diagnostic anchoring, the lack of clear senior accountability, the unused escalation routes, or the unsupported junior workforce, all of which was shown above to have contributed to Lewis Blackman’s death.
[bookmark: _Toc236070368]CONCLUSION
This report has used the death of Lewis Blackman as a kind of lens, to look at how leadership governance and systems thinking bump into each other and end up shaping patient safety outcomes. The main point is not, that Lewis died because some single member of staff was “just” incompetent or anything like that. It’s more that the system around him, with its centralised structure plus missing senior authority, a transactional culture that quietly discouraged challenge, and a feedback loop that was broken between objective monitoring and clinical decision making, made his death more likely even if individual competence was present. And honestly, this isn’t a rare story, the global and national data back-up that unsafe care, diagnostic error and failure to rescue keep showing up as persistent measurable problems across health systems, including within the NHS (WHO, 2024; NHS England, 2026). That’s exactly why the World Health Organization has committed member states to a decade long Global Patient Safety Action Plan, meant to eliminate avoidable harm (WHO, 2021).
When looking at centralisation versus decentralisation it kind of becomes obvious that putting all formal authority into one position, that was physically not there, meant the whole system just couldn’t adjust in time, sort of. Meanwhile the data around decentralised protocol-based tools, like NEWS2, suggests there is a workable alternative, one you can measure rather than just assume. Then, using leadership theory it turned out that on the ward nobody really showed the transformational, situationally fitting kind of leadership that the crisis needed, and that matches broader findings that leadership style connects straight into patient outcomes, not in some vague way but directly. For the improvement analysis we turned the same message into practical, evidence-based actions, things like clear objective deterioration triggers, a named senior person for accountability, and family activated escalation pathways such as Martha’s Rule, and each of those has already shown a measurable safety gain in other parts of the NHS.
Ultimately, this case sort of underscores that leadership and governance are not this vague organisational kind of thing, but direct determinants of if a deteriorating patient is being seen, heard, and treated on time. Systems thinking is also helpful here because it makes visible what an individual case review can sometimes hide, kind of. Like, safety doesn’t just depend on the bravery or the competence of whoever happens to be on duty. Instead, it depends on the deliberate design of structures, where the authority sits, and how the feedback loops work, properly, in practice. For health and social care organisations in general, the lesson from Lewis Blackman’s death seems to be that evidence-based leadership and governance reform, held up by continuous monitoring of the sort now built into initiatives like Martha’s Rule and NEWS2, still remains one of the most straightforward levers available for preventing avoidable harm.
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Rich Picture: System Context of the Lewis Blackman Case
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