[image: UWTSD logo | Discover Dylan Thomas]
	Student name:
	Confidence Chinonyerem Agomuo Onuoha
	Student ID number:
	2244624

	Programme:
	MSc Public Health and Social Care in Practice

	Module:
	Health Care System Organisation and Leadership

	Module code:
	LCHS7002
	Contribution to Overall Module Assessment (%):
	100%

	Lecturer:
	Dr Pascal Navelle
	Internal Verifier:
	Dr Hamdi Hussain

	Assignment Title:
	Case Study Analysis Report
	Word count (or equivalent):
	5000 words (+/- 10%)

	Submission deadline:
	11th August 2026 
14:00 (2 pm)
	Return date of provisional marks & written feedback:
	2nd of September 2026









TABLE OF CONTENTS
INTRODUCTION	3
IDENTIFYING THE PROBLEM AND SETTING THE SYSTEM CONTEXT	4
CENTRALISATION AND DECENTRALISATION WITHIN THE LEWIS BLACKMAN CASE STUDY	7
LEADERSHIP THEORIES AND APPLICATION TO THE LEWIS BLACKMAN CASE	10
IMPROVEMENT AND LESSONS LEARNED	12
RECOMMENDATIONS	15
CONCLUSION	17
REFERENCES	19




















[bookmark: _Toc236855883]INTRODUCTION
The death of Lewis Blackman remains one of the most widely discussed patient safety cases in healthcare, as it demonstrates how failures in leadership, communication, and organizational systems can have devastating consequences on patients’ outcomes. Lewis was a healthy 15-year-old who was admitted to a teaching hospital for a minimally invasive surgery to correct pectus excavatum, which is a congenital chest wall deformity. Although the operation was expected to be routine, he died four days later after developing a perforated duodenal ulcer, severe internal bleeding, and progressive clinical deterioration that healthcare professionals failed to recognize and respond to appropriately (Patient Safety Movement Foundation, 2026). Rather than being represented as an unavoidable medical complication, the case has become an important example of preventable patient harm and has influenced patient safety policy and healthcare practice globally.

Leadership in health and social care can be understood as the process of influencing, guiding and supporting individuals and teams to achieve shared goals while delivering safe, effective and high-quality care (Singh et al., 2024). Effective healthcare leadership, therefore, extends beyond directing staff and includes responsibilities such as protecting patient safety, coordinating multidisciplinary teams, facilitating clear communication, and fostering collaboration to improve care outcomes (Singh et al., 2024).  

Furthermore, healthcare organizations commonly operate through a combination of centralization and decentralization. Centralization refers to a leadership approach in which important decisions and authority remain with senior leaders and experienced clinicians, while decentralization aims to distribute decision-making authority to frontline staff and local teams who are closest to patients and to daily clinical activities. Both approaches offer important advantages in healthcare; however, achieving the right balance between organizational control and frontline autonomy is essential for maintaining patient safety, accountability, and effective service delivery.

This report will examine the Lewis Blackman case through several recognised leadership perspectives. It will introduce transactional, transformational, and situational leadership as the principal theoretical frameworks, while also considering distributed leadership as a supporting approach. The report will also critically analyze the system failures surrounding Lewis Blackman's death by examining centralization and decentralization, leadership theories, clinical governance, systems thinking, and the use of a Rich Picture to understand the wider organizational context. It will also evaluate the changes introduced following his death and present recommendations for further improvement in healthcare leadership and patient safety. The report argues that Lewis Blackman's death resulted from interconnected clinical, leadership, communication and governance failures rather than a single isolated mistake.
[bookmark: _Toc236855884]IDENTIFYING THE PROBLEM AND SETTING THE SYSTEM CONTEXT
Lewis Blackman was a healthy and gifted 15-year-old boy who was admitted to an established teaching hospital for elective surgery to correct pectus excavatum, a congenital chest-wall deformity. The procedure, which was expected to be relatively straightforward, lasted approximately two and a half hours because the metal support bar required repeated repositioning (National Health Systems Resource Center, 2022). After surgery, Lewis was placed on a pediatric hematology and oncology ward because no surgical bed was available. Acquaviva et al. (2013) argue that this ward lacked the experience normally required to manage postoperative surgical patients. Therefore, bed allocation was not simply an administrative inconvenience; it created a mismatch between Lewis’s needs and the ward’s clinical expertise, weakening continuity, surveillance and accountability from the beginning.

Postoperatively, Lewis received opioid analgesia via an epidural, repeated doses of intravenous ketorolac, commonly known as Toradol, and continuous pulse oximetry monitoring. However, shortly after surgery, his poor oral intake and failure to produce urine were documented (National Health Systems Resource Center, 2022). In their report, Acquaviva et al. (2013) state that the absence of urine should have prompted analytical assessment before further ketorolac was administered. Mahmoodi et al. (2024) also emphasized that urine output and renal function should be strictly assessed before and during ketorolac treatment because the medicine can contribute to acute kidney injury. 

On the third postoperative day, Lewis developed sudden and extreme upper-abdominal pain shortly after another dose of Toradol. This pain differed in location, intensity, and character from the expected chest discomfort associated with his operation. Nurses initially attributed it to gas, while subsequent clinicians favoured constipation or postoperative ileus. Lewis was, however, instructed to walk, sit in a chair, and bathe despite becoming progressively weaker (National Health Systems Resource Center, 2022). Acquaviva et al. (2013) argue that the original assumption of an uncomplicated recovery became the interpretive framework through which later symptoms were viewed. Once the pain was labelled as gastrointestinal discomfort, contradictory evidence was accommodated within that explanation rather than used to reopen the diagnosis. 

Lewis subsequently developed abdominal distension, absent bowel sounds, extreme pallor, sweating, hypothermia, persistent tachycardia, weakness, reduced oxygen saturation and complete absence of urine. His blood pressure eventually became undetectable (National Health Systems Resource Centre, 2022). These findings were not subtle when considered together; they were consistent with severe haemodynamic deterioration, shock and an acute abdominal emergency (ULY Clinic, 2025). 

Medication management and technological monitoring created additional risks. Toradol continued despite poor fluid intake, absent urine and worsening physical signs. Mahmoodi et al. (2024) identified gastrointestinal ulceration, perforation, bleeding and renal injury as significant ketorolac risks, particularly where renal perfusion or fluid volume is compromised. However, Rowe et al. (2020) found that evidence regarding the safety and effectiveness of postoperative ketorolac in children remained of very low quality and insufficient to support firm conclusions. Likewise, reducing the pulse-oximeter alarm threshold and eventually switching off the alarm transformed a safety device into a source of false reassurance. 

Cognitive bias helps explain why worsening evidence did not produce diagnostic reconsideration. Acquaviva et al. (2013) describe anchoring as becoming fixed on an initial interpretation, while belief perseverance involves retaining that interpretation after contradictory information appears. Premature closure occurred when gas, constipation, or ileus was accepted without adequately excluding hemorrhage, perforation, or shock. The search for seven different blood-pressure cuffs reveals that staff repeatedly questioned the equipment rather than asking why Lewis’s circulation had failed. 

Communication and documentation failures prevented the development of a shared clinical picture.  The visual timeline developed by Johnson et al. (2009) illustrates how multiple staff members encountered parts of the deterioration without anyone assuming responsibility for integrating them. Also, Lewis’s surgeon left for the weekend, and he did not receive sustained assessment by an attending physician during the critical period of deterioration. Acquaviva et al. (2013) argue that authority gradients can prevent nurses, junior doctors and temporary staff from challenging an established medical view. Johnston et al. (2015) also support this interpretation, finding that delayed escalation occurs in approximately 20.7–47.1% of deteriorating surgical patients and that hierarchy and communication failures are recognized contributors. 

Lewis’s mother, who repeatedly noticed his condition was changing, requested an attending physician to secure more senior help. Her knowledge about Lewis was valuable because she understood his normal appearance, behaviour and pain tolerance; however, she had no independent route through which to activate an urgent clinical review. Acquaviva et al. (2013) describe the family as being placed at the lower end of an authority gradient, dependent on staff choosing to pass their concerns upwards. 

A Rich Picture can represent the case as an interconnected system involving Lewis, his family, nurses, temporary staff, interns, residents, attending physicians, the surgeon, ward management, pharmacy, laboratory services, hospital leadership and external regulators. 
The visual timeline reveals broken links between bedside observations, medical assessment, medication review and senior escalation. It also shows blocked communication between Lewis’s family and the attending level, as well as uncertainty about who was ultimately responsible. The Rich Picture, therefore, prevents the analysis from reducing the outcome to a single nurse, a single doctor, or a single medicine. 
[image: ]
Figure 1. A rich picture representing the Lewis Blackman case as an interconnected healthcare system, highlighting stakeholder relationships, communication pathways, clinical decision-making, leadership, and points of system failure. Source: Author’s own construction.

Overall, Lewis’s death resulted from the interaction of weak clinical leadership, cognitive bias, inadequate supervision, unclear accountability, unsafe medication management, ineffective monitoring, poor communication, professional hierarchy and exclusion of the family. The decisive failure was not that a complication occurred, but that the healthcare system repeatedly failed to recognise, communicate and rescue him from it.
[bookmark: _Toc236855885]CENTRALISATION AND DECENTRALISATION WITHIN THE LEWIS BLACKMAN CASE STUDY
Centralization is the concentration of decision-making authority at an organization’s upper levels. Marume and Jubenkanda (2016) associate it with control, uniform policies and clearer accountability, while McDermott et al. (2015) show that top-down healthcare governance can promote standards and monitoring. This explains why complex clinical decisions are commonly reserved for attending physicians and specialist surgeons: expertise and accountability are concentrated in the same role. In Lewis Blackman’s case, however, this arrangement created dependence on senior clinicians whose knowledge could protect him only if they remained accessible during his deterioration.

Decentralization transfers authority and responsibility towards lower organizational levels and those closer to service users. Sapkota et al. (2023) identify responsive local decision-making, frontline information and adaptation to immediate needs as expected benefits, although their systematic review found mixed and frequently negative effects. Although their evidence concerns health-system devolution rather than bedside delegation, its warning about transferring responsibilities without adequate capacity is directly relevant. Clinically, decentralization occurs when nurses and junior doctors assess patients, administer treatment, communicate changes, and initiate escalation. Nevertheless, Lewis’s experience shows that delegating tasks is not genuine decentralisation unless frontline staff also possess sufficient authority and support.

The teaching hospital operated under a hierarchy of attending physicians and surgeons, a chief resident, junior residents, interns, nurses, and technicians. Formal authority increased with seniority, while direct contact with Lewis decreased. The chief resident held intermediate authority but did not provide the attending-level review that Lewis’s mother requested. Daily responsibility was therefore dispersed, while authority to reinterpret the diagnosis, make substantial treatment changes or initiate specialist intervention remained concentrated (Lewis Blackman Case Study, 2022).

Clinical hierarchy can be functional without being excessively authoritarian. Senior physicians are better positioned to integrate complex information, accept responsibility for high-risk decisions and mobilise specialist resources. Soffan and Trisnadi (2022) similarly emphasise the professional, ethical and legal dimensions of medical decision-making. However, Sekar et al. (2022) warn that steep authority gradients discourage junior professionals from questioning decisions or seeking senior opinions. In Lewis’s case, experienced reassessment depended on reaching senior clinicians, yet the organizational chain repeatedly routed more residents than to an attending physician. Centralized expertise therefore became practically unavailable.

Centralisation itself was not the direct cause of Lewis’s death. Marume and Jubenkanda (2016) identify consistency, control and coordinated action as potential benefits, while McDermott et al. (2015) show that formal standards and accountability remain necessary in healthcare. Reserving major treatment changes for experienced clinicians can prevent unsafe improvisation by inadequately prepared staff. The failure was instead defective implementation: authority was centralised without dependable senior presence, clear activation thresholds or enforceable responsibility for responding. A safe centralised arrangement would have converted Lewis’s profound physiological changes into compulsory senior review rather than allowing the original constipation or ileus explanation to persist.

The disadvantages became evident as Lewis deteriorated. His oxygen saturation fell, severe abdominal pain developed, his abdomen became distended, urine output ceased, tachycardia intensified, and staff eventually could not obtain a blood-pressure reading. His mother repeatedly sought an attending physician, yet an intern, residents, and the chief resident continued to manage him (Lewis Blackman Case Study, 2022). Sekar et al. (2022) explain that hierarchical cultures can inhibit escalation and weaken the reception of concerns from junior staff and patients. When effective authority is concentrated among people who are absent, difficult to contact or insulated by hierarchy, centralisation produces delay precisely when reassessment is essential.

Substantial responsibility was nevertheless decentralised to frontline workers. Nurses monitored Lewis, documented vital signs, assessed pain, administered ketorolac, communicated observations and decided when further review was needed. Junior doctors interpreted his symptoms and determined whether to involve senior colleagues, while technicians generated information that should have intensified concern. Ede et al. (2024) demonstrate that escalation requires clinicians to synthesize multiple data points, assess whether deterioration is significant, and identify interim actions. These demanding tasks were placed on Lewis’s least experienced and least powerful caregivers without an effective route to authoritative support.

Frontline proximity can enhance safety because nurses and junior doctors observe changes before senior leaders do. However, Sapkota et al. (2023) find that decentralization may lead to poor coordination, unclear responsibilities, inadequate supervision, and accountability deficits when capabilities and resources do not accompany transferred duties. Ede et al. (2024) similarly show that prescribed escalation procedures can differ substantially from work as actually performed. Lewis’s observations were recorded but never integrated into a coherent picture of critical deterioration. 

The central organisational failure was therefore “responsibility without authority”. Nurses and junior doctors were accountable for monitoring and escalation but could not provide the experienced reassessment, surgical intervention or coordination Lewis required. Sekar et al. (2022) show how authority gradients reduce confidence to challenge senior assumptions, while Sapkota et al. (2023) identify unclear role boundaries and weak coordination as recurring decentralisation problems. In Lewis’s case, the result was fragmented communication, diagnostic fixation, hesitant escalation and blurred accountability: each professional level completed parts of care, but no sufficiently empowered clinician assumed timely ownership of the developing crisis.

A balanced hybrid structure is consequently more appropriate than an extreme one. Although McDermott et al. (2015) examine regulation rather than bedside practice, their model usefully combines top-down standards and accountability with bottom-up professional empowerment. Gheduzzi et al. (2026) similarly demonstrate that governance forms must be matched to context rather than treating one structure as universally superior. Senior clinicians should retain overall accountability, but frontline staff must be authorised to bypass hierarchy when warning signs appear; defined triggers should require immediate senior review; and families should have an independent escalation route. Bucknall et al. (2021) support family-activated rapid-response systems as additional safety mechanisms. The Lewis Blackman Hospital Patient Safety Act subsequently identified the attending physician as responsible for care, required nurses to help patients contact that physician and mandated an always-available mechanism for prompt assistance. The essential lesson is that safe care depends on reconnecting frontline responsibility with meaningful authority, senior support and accountability.
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Leadership effectiveness in the Lewis Blackman case can be assessed through transactional, transformational and situational leadership, supported by distributed leadership and psychological safety. No single model is sufficient because the failures involved weak compliance systems, hierarchy, communication and clinical judgement. Tedla and Hamid (2022) argue that healthcare complexity requires technical competence, collaboration and adaptability, while Gruessner (2023) treats transformational and transactional leadership as complementary rather than competing approaches. Accordingly, the analysis must consider both individual leaders and the organisational arrangements that shaped who could act, speak and escalate concerns.

Transactional leadership is based on clear duties, performance expectations, monitoring and corrective action. Al-Rjoub et al. (2024) distinguish contingent reward from active management-by-exception, through which leaders monitor performance and intervene when deviation threatens organisational goals. Dong (2023) adds that transactional leadership can be effective in high-pressure, short-term and task-focused environments. It is therefore relevant to acute healthcare, where medication rules, observation schedules and escalation thresholds require consistent application.

Applied to Lewis’s care, transactional leadership should have made accountability visible at every stage. Medication rules should have governed the use and monitoring of ketorolac; postoperative observations should have been recorded, interpreted and escalated; and documentation should have identified clinical responsibility. Supervision should also have ensured that junior practitioners identified themselves correctly and worked within their competence. Since Al-Rjoub et al. (2024) associate transactional leadership with stronger adherence to standardised procedures, repeated abnormal observations should have triggered mandatory senior review.

However, the case demonstrates failure to enact controls. Alarms were altered, escalation did not occur, responsibility was unclear, observations were not integrated, and no attending physician reviewed Lewis during the critical period. Transactional systems therefore existed without effective management-by-exception. Dong (2023) warns that excessive dependence on this style may restrict initiative and long-term learning. More importantly, rules cannot ensure that a nurse, junior doctor, patient or parent feels safe challenging senior authority. 

Transformational leadership addresses this cultural weakness by creating a shared vision, motivating staff and challenging established practice. Gabel (2013) identifies idealised influence, inspirational motivation, intellectual stimulation and individualised consideration as its central elements. In healthcare, these behaviours connect organisational values to bedside conduct by making safety a collective moral purpose rather than merely a checklist. Al-Rjoub et al. (2024) associate this style with empowerment, trust and innovation, although inspiration alone does not guarantee compliance with specific clinical standards. 

The system surrounding Lewis appeared to lack a shared safety purpose strong enough to overcome hierarchy and fragmented responsibility. Following his death, patient safety reportedly became more explicit in hospital strategy, his story was incorporated into staff orientation, and simulation-based education supported learning. These actions reflect transformational leadership because they use a patient narrative to reshape values and professional identity. Gabel (2013) notes that much healthcare leadership literature remains prescriptive, while Al-Rjoub et al. (2024) found limited differences in patient’s outcome between leadership settings. The evidence therefore indicates cultural change but provides limited numerical proof of sustained improvement.

Situational leadership proposes that leaders adjust direction and support according to staff ability, willingness, task demands and context. Wang et al. (2024) describe diagnosis, flexibility and matching leadership behaviour to follower readiness as its core requirements. Leadership suitable for a stable patient may become unsafe when acuity rises. However, Graeff (1983) criticises conceptual ambiguity in the theory, especially the difficulty of judging staff “maturity” and prescribing the correct response. It is therefore more useful as a flexible guide than as a precise formula.

Routine delegation may have been reasonable while Lewis was stable, provided staff were competent and supervised. Once his pain, urine output, observations and general condition worsened, leadership should have shifted towards direct senior assessment, tighter coordination, explicit task allocation and crisis decision-making. Instead, the response remained dispersed and routine until cardiac arrest forced senior involvement. This was a major situational leadership failure: the clinical context changed, but the leadership response did not. Wang et al. (2024) also caution that application depends on subjective judgment, and that supporting studies often use weak reporting and insufficiently validated tools.

Distributed leadership is also essential because patient-safety information is held across professional and personal boundaries. Günzel-Jensen, Jain and Kjeldsen (2018) describe leadership as influence shared among multiple actors, but stress that formal leaders must enable participation. Carstensen, Kjeldsen and Nielsen (2024) similarly found that frontline leadership requires managerial support and clear coordination. Nurses, junior doctors, senior clinicians, managers, Lewis and his mother all held relevant information. Distribution does not mean equal clinical authority; it means a recognized voice and accessible escalation route. This distinction matters because safe care requires both delegated initiative and visible accountability. Putra et al. (2025) link inclusive and transformational leadership with trust, open communication and psychological safety, although healthcare-specific evidence remains limited. Emotional intelligence and compassionate listening should therefore have treated Lewis’s mother’s concern as clinical intelligence rather than interference.

Overall, a hybrid model is most defensible. Transformational leadership is needed to establish a shared safety culture; transactional leadership must secure compliance with medication, monitoring and escalation standards; situational leadership must intensify direction during deterioration; and distributed leadership must legitimise frontline, patient and family voices. This supports Gruessner’s (2023) argument that healthcare complexity requires complementary styles. Leadership in Lewis’s care was passive, fragmented and reactive: it became decisive only after cardiac arrest and strategically reformative only after his death
[bookmark: _Toc236855887]IMPROVEMENT AND LESSONS LEARNED
Lewis Blackman’s death generated both organisational and legal transformation. Organisationally, it stimulated changes in education, communication, staff identification, and safety culture; legally, it prompted enforceable duties regarding transparency, senior medical access, and family escalation. This distinction matters because culture change depends on leadership, engagement and measurement, whereas legislation establishes minimum obligations. Clack, Smith, and Charns (2026) nevertheless caution that healthcare transformation is often evaluated only weakly, so reported change should not be mistaken for demonstrated improvement.

Helen Haskell converted personal loss into sustained advocacy through Mothers Against Medical Error and wider diagnostic-safety work. Haskell et al. (2025) position patients as partners in diagnosis, while Chien et al. (2025) show how lived accounts humanize policy failures and influence legislators. Her campaigning advanced transparency, informed consent and family escalation. However, relying on bereaved relatives is ethically problematic: healthcare systems should routinely identify hazards rather than depend on families to have the confidence and resources to campaign.

The Lewis Blackman Hospital Patient Safety Act became law in South Carolina on 8 June 2005 (South Carolina General Assembly, 2005). It aimed to clarify who was providing care, establish the attending physician's responsibility, and guarantee access to prompt assistance. The Act therefore converted failures exposed by one death into hospital-wide statutory duties. Yet legislation is only a foundation; Auraaen, Saar, and Klazinga (2020) argue that rules must align with monitoring, leadership, capacity building, and patient involvement to improve outcomes.

The Act requires visible badges stating staff members’ names, departments, and professional or trainee roles in language understandable to the public. This directly addressed the family’s difficulty distinguishing residents from attending physicians. Identification is not merely administrative: it supports informed consent, clarifies authority and accountability, and reduces information asymmetry. Its effect remains limited, however, when patients do not understand professional roles or feel unable to question clinicians.

Patients must be told that the attending physician holds primary responsibility, and nurses must contact the attending physician or authorised designee when requested. This sought to establish clinical ownership and prevent deterioration remaining within an inadequately supervised junior hierarchy. Kern, Bynum and Pincus (2024) distinguish continuity from coordination: multiple clinicians are not inherently unsafe when they follow a coherent plan. In Lewis’s case, responsibility was dispersed without effective coordination at the senior level.

Hospitals must also provide an always-available mechanism for prompt assistance with urgent care concerns. This creates an alternative route through authority gradients when staff dismiss family observations and recognises relatives as sources of clinical intelligence. Nevertheless, poor publicity, inconsistent design, limited health literacy and fear of damaging staff relationships may suppress its use. Hibbert et al. (2023) therefore argue that patient engagement must be embedded within organisational policy, education and practice.

Johnson, Haskell, and Barach (2012) describe a broader post-case safety agenda at MUSC and across South Carolina, including simulation-based team training, patient safety education, clearer staff identification, and greater attention to communication with families. These represent educational transformation through competence development and cultural transformation by challenging assumptions about hierarchy and patient voice. Training alone is insufficient, however. Clack, Smith and Charns (2026) identify distributed leadership, staff engagement and culture as recurring features of successful transformation, while highlighting weak evidence about whether change is sustained.

Lewis’s tachycardia, pallor, anuria, falling temperature, abdominal signs and unobtainable blood pressure required structured recognition and mandatory escalation. Bell (2025) supports electronic early-warning scores and proactive rapid-response review, while NSW Health (2025) combines observation charts, defined calling criteria, emergency responses, education and family escalation. These systems might have triggered earlier senior assessment. However, scores cannot protect patients when observations are inaccurate, trends are undocumented, staff are unavailable, or clinicians override escalation triggers.

Communication improvements should include structured handover, multidisciplinary safety huddles, shared care plans, named clinical ownership and review of vital-sign trends. Kern, Bynum and Pincus (2024) argue that coordination requires clinicians to work collectively around an overall plan. Singh, Connor and Dhaliwal (2022) similarly support interprofessional huddles that reduce hierarchy and combine information from professionals, patients and families. In Lewis’s case, these processes could have connected his changing observations, medication exposure, and family concerns, rather than allowing each clinician to interpret isolated fragments.

The persistent diagnosis of ileus illustrates anchoring, premature closure, and belief perseverance. Webster, Taylor, and Weller (2021) find mixed evidence for self-checking, as an imperfect cognitive system is asked to correct itself. Doherty and Carroll (2020) support guided reflection, consideration of alternatives and simulation, but acknowledge measurement limitations. Cognitive-unmooring questions should therefore be reinforced by second opinions, mandatory review triggers, team reasoning and clinical decision-support tools.

Psychological safety determines whether concern becomes action. Vu et al. (2025) found that combining e-learning and simulation improved speaking up, teamwork, and use of cognitive aids, although leadership commitment was essential and implementation faced cultural, financial, and logistical barriers. In Lewis’s case, nurses and junior clinicians needed confidence to challenge prevailing assumptions and seek senior review. Psychological safety should also include families, whose escalation must not be treated as disloyalty, criticism, or interference.

Sustainable improvement requires governance that connects incident reporting, board oversight, escalation audits, medication review, mortality review, and transparent safety indicators. Ahmed et al. (2025) found that governance influenced patient safety partly through teamwork and continuous improvement, while Hibbert et al. (2023) identified safety culture, implementation processes, staff support and patient engagement as interdependent

Neither the Act nor hospital initiatives automatically secured adequate staffing, medication surveillance, early-warning systems, weekend senior cover, timely escalation or psychological safety. Policies become symbolic when they are underfunded, poorly understood or unaudited. Lewis’s death therefore shows that patient safety depends on the interaction of law, accountable leadership, professional competence, reliable communication, family participation, organisational culture and measurable implementation. Reform is credible only when organisations demonstrate that these elements operate consistently during real clinical deterioration
[bookmark: _Toc236855888]RECOMMENDATIONS
The recommended strategy should integrate transformational, transactional, situational and distributed leadership because the failures in Lewis Blackman’s care involved culture, accountability, clinical judgment and fragmented responsibility. McCleskey (2014) cautions that no leadership style is universally effective. Transformational leadership should establish a shared safety vision; transactional leadership should enforce escalation standards; and situational leadership should adapt responses to clinical urgency. Although McCleskey (2014) does not examine distributed leadership, Ahmed et al. (2025) and Lin et al. (2022) support its application through teamwork, shared problem-solving and frontline participation in safety improvement. 

Hospitals should introduce clear deterioration criteria linked to automatic escalation, guaranteed attending-physician review and defined response times, with emergency triggers requiring immediate review and urgent deterioration reviewed within 30 minutes. The bedside nurse should initiate and record the escalation; the rapid-response or senior team should receive it; and the attending physician should document the assessment and treatment decision. McKinney et al. (2019) demonstrate that early-warning systems can still fail due to incorrect scoring, protocol non-adherence, workload pressures, and hierarchy. Compliance should therefore be measured through response-time dashboards, record audits and investigation of every delayed or missed escalation. 

Patients and relatives should have access to a clearly advertised rapid-response number, written and verbal instructions, visible staff identification and formal protection from dismissive treatment. McKinney et al. (2019) recognise families as important detectors of deterioration but also identify limited evidence, uneven awareness and calls concerning non-safety matters. Implementation should therefore include public education and appropriate triage rather than assuming every call requires the same response. Audits should examine call numbers, reasons, response times, clinical outcomes, complaints and staff conduct, distinguishing inappropriate activation from legitimate concerns overlooked by professionals. 

Each patient should have one named senior clinician accountable for overall coordination, supported by Situation, Background, Assessment, and Recommendation (SBAR) handovers, multidisciplinary safety huddles and shared review of abnormal observations, investigations and medication risks. Ghosh, Ramamoorthy and Pott Kat (2021) found improved handover quality and patient satisfaction after SBAR implementation, although their single-ward design limits generalisability. Lin et al. (2022) similarly found that huddles strengthened problem-solving and accountability, but low attendance and retrospective evaluation weaken causal conclusions. These interventions should therefore be piloted and audited rather than adopted uncritically. 

Medication safeguards should include admission and postoperative risk assessment, pharmacist review of high-risk medicines, electronic decision-support alerts and mandatory documentation before alarms are silenced or monitoring parameters altered. Unreadable or seriously abnormal vital signs should trigger reassessment and escalation. Otero et al. (2025) identify opioids as high-risk pediatric medicines and recommend multidisciplinary safeguards across prescribing, administration and monitoring, while NHS England (2025) supports prescribing leads, electronic systems, audit and incident learning. However, alert fatigue requires prioritized warnings and continued professional judgment rather than dependence on technology alone. 

Workforce improvement should address skill mix, senior cover during nights and weekends, simulation training, cognitive bias education, and assertive speaking-up skills. Edmondson (1999) demonstrates that psychological safety supports team learning by making interpersonal risk-taking safer, although findings from manufacturing teams cannot be transferred automatically to hospitals. The Department of Health and Social Care (2025) also indicates that confidence in organisational responses to concerns remains weaker than confidence in raising them. Training will therefore fail without adequate staffing, supportive leadership and protection from retaliation. 

The hospital board should monitor escalation times, senior-review compliance, failure-to-rescue rates, medication incidents, family-activated calls, complaints and psychological-safety results. Ahmed et al. (2025) associate governance with safety through teamwork and continuous improvement, but their cross-sectional, self-reported data cannot establish causality. Measures should therefore combine incident reports, clinical audits, patient feedback and staff surveys, with transparent reporting to clinical teams, families and governing bodies. Data should support learning and corrective action rather than punitive target management that may encourage concealment. 

Finally, the program should improve technical efficiency by using existing staff, monitors and clinical information more reliably, and allocative efficiency by directing senior expertise towards high-risk patients earlier (Cylus, Papanicolas and Smith, 2016). Patients and families should co-produce escalation materials, followed by phased pilots and regular evaluation. Staff resistance, training and technology costs, workload, false alarms and alert fatigue should be monitored as balancing measures. Effective implementation therefore requires adaptive leadership, enforceable accountability, professional collaboration, adequate resources and continuous organisational learning. 



[bookmark: _Toc236855889]CONCLUSION
Lewis Blackman's death was not the result of a single clinical error but of multiple interacting failures across the healthcare system. The report demonstrates that preventable harm arose from the failure to recognise progressive clinical deterioration, inappropriate medication management and monitoring, weak senior clinical supervision, cognitive bias in diagnostic decision-making, ineffective communication, fragmented coordination of care and the exclusion of his family from the escalation process. Individually, each weakness increased clinical risk; collectively, they created conditions in which warning signs were repeatedly documented but not appropriately interpreted or acted upon. The case therefore illustrates that patient safety failures often emerge from interconnected organisational and human factors rather than isolated professional mistakes.

The Rich Picture analysis further demonstrated that Lewis's care was shaped by a complex network of relationships, organisational processes and communication pathways. Although responsibility for day-to-day patient management was effectively decentralised to nurses, interns and junior doctors, meaningful decision-making authority remained centralised among senior physicians who were unavailable during the critical period of deterioration. This imbalance created responsibility without corresponding authority, weakened accountability, delayed escalation and prevented the integration of clinical information into a coordinated response. Consequently, the organisational structure itself contributed significantly to the failure to rescue a deteriorating patient.

The leadership analysis highlighted important weaknesses across transactional, transformational and situational leadership. Transactional leadership failed to ensure compliance with monitoring, medication review and escalation procedures; transformational leadership did not establish a sufficiently open culture that encouraged questioning and speaking up; and situational leadership failed to adapt as Lewis's condition rapidly worsened. In response to these failures, the introduction of the Lewis Blackman Hospital Patient Safety Act, simulation-based education, greater organisational transparency and formal family escalation pathways represented significant developments aimed at strengthening accountability, communication and patient-centred care while promoting a more responsive safety culture.

Overall, the report concludes that legislation, organisational policies and clinical guidelines are essential foundations for safe healthcare but are insufficient in isolation. Sustainable patient safety depends equally on strong leadership, psychological safety, effective governance, integrated healthcare systems, visible senior accountability and meaningful involvement of patients and families in care decisions. Ultimately, the most important lesson from Lewis Blackman's case is that patient safety is determined by how effectively the entire healthcare system recognises, communicates and responds to warning signs, rather than by the actions of any single healthcare professional.
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