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[bookmark: _Toc227678124]1. Introduction
[bookmark: _Toc227678125]1.1. Background and Purpose of the Case Study
The Lewis Blackman case study is the example of the tragedy of medical negligence in the framework of a healthcare system, when the 15-year-old patient was dead after a regular operation due to the failures of clinical judgement, communication, and organisational control. As the case demonstrates, the preventable harm can be caused by such systemic weaknesses as insufficient supervision, poor decision-making and fragmented care delivery (Ștefan, Popa and Breazu, 2025). It will seek to determine the role of leadership failures in causing poor patient outcomes and lessons that can lead to better safety and quality in health and social care systems.

[bookmark: _Toc227678126]1.2. Concept of Leadership in Health and Social Care
Health and social care leadership is the capacity to influence, guide and guide people or teams to accomplish common objectives especially in the provision of safe, effective, and patient-centred care. It entails decision making, communication, accountability and ability to react to a complex and dynamic situation (Malićanin et al., 2025). Healthcare leadership is the act of influencing, guiding, and coordinating teams to provide for consistent safe, effective, patient-centred care (Balogun et al. 2024). 

[bookmark: _Toc227678127]1.3. Centralisation, Decentralisation, and Leadership Theories
The healthcare systems may be centralised or decentralised. In centralised systems, the seat of decision-making power is located higher and this can guarantee consistency but will delay in responding during emergencies (Tsapnidou et al., 2024). Whereas, transformational leadership is characterized by the process of inspiring and motivating employees towards a common objective and aims, transactional leadership is characterized by structure, rules and performance awards. Situational leadership points out the necessity to adjust the leadership style according to the circumstances and requirements of a situation (Klarström et al. 2025).

[bookmark: _Toc227678128]1.4. Importance of Leadership in Change and Crisis Situations
The choice of leadership style is an important aspect of health care especially when change or crisis is involved. With good leadership, there will be ability to make timely decisions, communicate effectively and escalate care accordingly, which will guarantee a high degree of patient safety (Restivo et al., 2022). Poor leadership in high-pressure situations, where the case of Lewis Blackman was described, will lead to delayed interventions, misunderstandings and low outcomes (Goosby et al., 2025). Although in Section 1.3, the theoretical models of leadership have been described, Section 1.4 is more effective as it relates leadership styles to the crisis situation and patient safety.
[bookmark: _Toc227678129]1.5. Structure of the Report
In this report, the key problem of the case study will be identified and analysed through systems thinking and statistical data provided. It shall then discuss how the concept of centralisation and decentralisation contributes to decision making and accountability. Lastly, the report will offer evidence-based improvements and recommendations on how the leadership, governance, and the general system performance in health and social care can be improved.

[bookmark: _Toc227678130]2. Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture
[image: ]
Figure 1: Rich Picture
(Source: Author)

The visual picture of the rich picture (see figure 1) suggests systemic failures in cases of the Lewis Blackman case as it shows interactions of people, processes, and structures. It presents the case of a 15-year-old patient who developed excruciating pain and deteriorating vital signs during the 30-hour period, but no senior physicians (more than 1-year experience) were able to escalate the case. Gaps that could be critical were created by communication failure (inadequate handovers, switched off monitoring alarms). There is a lack of top management, which is an indicator of poor local governance. Feedback loops indicate that wrong diagnosis and actions promoted degradation. 

[bookmark: _Toc227678131]2.1. Central Problem in the Case Study.
Lewis Blackman case is a patient safety event, which is a major failure due to the failure to diagnose the patient, a failure in communication, and senior clinical oversight. After undergoing a common surgical practice, Lewis contracted a perforated duodenal ulcer that was associated with taking Toradol, but the patient was wrongly diagnosed with constipation in more than 30 hours (Diniz et al.,  2025). It has been indicated that the inability to identify and act upon patient deterioration is contributing to about 12 percent of the hospital deaths that are preventable in the world. Another similar real life scenario is the Mid Staffordshire NHS Foundation Trust scandal (2005-2009) in which 400-1200 of the excess deaths were credited to ineffective clinical monitoring procedures, absence of escalation and poor leadership. The main issue in both scenarios is not the occurrence of one clinical error but the combination of the various failures, such as communication breakdown, fixating on diagnosis, and ineffective governance at the hospital level (Hazwani et al.,  2024).

[bookmark: _Toc227678132]2.2. Global and National Statistical Evidence
Global Level of Governance (International Influence)
In the world, unsafe health behaviors are one of the major causes of morbidity and mortality. The World Health Organization (WHO) estimates that 2.6 million deaths are a result of unsafe care annually in low- and middle-income countries, and medication errors alone cost the country about 42 billion a year. In addition, research shows that almost half of the unwanted incidences in hospitals can be avoided, which are usually attributed to ineffective communication and absence of a timely clinical reaction (Katantha et al.,  2025).
[image: ]
Figure 2: Interrelated dynamics by which relational leadership is developed and enabled, stretching the outcomes.
(Source: Maritsa et al., 2022)

National Level of Governance (Country-Level Influence)
On a national scale, healthcare systems like the NHS of England record more than 2 million patient safety events every year, and about 11,000 deaths resulting from preventable injury are estimated annually. Among the most commonly reported causes are delays in diagnosis and treatment (Maritsa et al., 2022). Leader-Member exchange is reinforced through trust, organization support, time, and relationship influence that in the end improves the outcome of organizational citizenship behavior and job satisfaction (Maritsa et al., 2022). An example is the Bristol Royal Infirmary Inquiry (1990s), which reported 30–35 unnecessary deaths among children because of failures in leadership and delays in clinical decision-making.

Regional/Organizational Level of Governance (Hospital/System-Level Influence)
At the regional or organizational level, failures within hospital systems—such as poor leadership structures, lack of accountability, and ineffective communication among healthcare teams—significantly contribute to patient safety incidents. These governance gaps often result in delayed responses to clinical deterioration and inadequate coordination of care, reflecting systemic weaknesses within healthcare institutions (Maritsa et al., 2022).


Local Level of Governance (Clinical/Frontline Influence)
At the local level, the problem is influenced by frontline clinical practices, including breakdowns in communication between staff, failure to escalate patient concerns, and delayed clinical decision-making. In cases such as Lewis Blackman, these immediate care-level failures directly contributed to adverse outcomes, demonstrating how local governance and team dynamics play a critical role in patient safety (Stojmanovski Mercieca,).

[bookmark: _Toc227678133]2.3. Organisational Data, Governance, and Underlying Challenges
Organisational statistics provided by organisations like the Institute of Healthcare Improvement (IHI) suggest that close to 70 per cent of severe negative occurrences involve communication failures and that poor supervision of junior staff is linked to as high as 25 per cent rise in complications among patients (Alzghaibi and Hutchings, 2024). The case of Lewis Blackman shows that junior doctors who have not worked more than one year dealt with a patient who was in a critical state without involving an attending physician, and it is a governance failure on the local (hospital) level. Moreover, the inadequacy of documentation and monitoring systems also contribute to making the situation worse, and the researches have shown that up to 30 percent of the signs of worsening in patients remain unnoticed or improperly documented. The same can be observed in the Garling Report which reported going through more than 1,500 negative events per year associated with staffing and poor supervision. These characters demonstrate the failure of governance, which is coupled with the resource scarcity and inefficiencies of the system, in contributing to the possibility of avoidable 

[bookmark: _Toc227678134]2.4. Systemic Weaknesses and Global Relevance of the Problem
The case of the Lewis Blackman illustrates more systemic flaws in the healthcare systems especially on communication and leadership as well as accountability. The inability to resolve the wrong diagnosis is a cognitive bias, whereas the inability to report the issue to the higher authority reflects the hierarchical impediments of clinical teams. It is estimated that across the globe, poor communication has been a cause of over 60 percent of sentinel events as well as poor leadership has been a major contributor to preventable deaths in hospitals (30 percent) (Osmani and Ndoka, 2025). These problems are even compounded by the disjointed care systems, where the absence of coordination results in delays in treatment and putting the patients at risk. In terms of governance, the aspect of failure in the case is mainly at the local organisational level, in which the policies on supervision, escalation and monitoring of patients were either missing or not effectively applied. This data supports the idea that a greater sense of leadership, a better framework of governance, and the usage of systems thinking are necessary in order to make sure that the deterioration of patients is realized early enough and unnecessary deaths are avoided.
[bookmark: _Toc227678135]3. Centralisation or Decentralisation within the Case Study
[bookmark: _Toc227678136]3.1 Centralised System Analysis in the Case Study
Advantages of Centralised Governance in the Lewis Blackman Case
The Lewis Blackman case illustrates key attributes of a centralised healthcare system, where decision-making authority is concentrated at higher organisational levels, particularly among senior physicians (Patient Safety Movement, 2014). One major advantage of centralisation is that critical clinical decisions are made by highly experienced professionals, promoting consistency and reducing variation in care (Georgousopoulou et al., 2025). Standardised procedures and centralised control have been shown to reduce clinical errors by up to 25%, especially in high-risk settings such as surgery and intensive care (Patient Safety Movement, 2014). Additionally, hierarchical structures can enhance accountability when properly implemented, and escalation policies in such systems can improve response times to crises by up to 30% (Sfantou et al., 2017).
Disadvantages of Centralised Governance in the Lewis Blackman Case
However, the case also highlights significant disadvantages. Despite the patient’s deterioration over 30 hours, no senior doctor intervened, and care was managed by junior staff, including an inexperienced intern, without proper escalation. This demonstrates how over-reliance on senior authority can delay decision-making when communication and escalation fail. Centralised systems may discourage junior staff from speaking up, leading to inaction in critical situations. Research indicates that 20–30% of avoidable hospital deaths are linked to delayed escalation, showing the risks of rigid hierarchies.
[bookmark: _Toc227678137]3.2 Decentralised System Analysis in the Case Study
Advantages of Decentralisation in the Lewis Blackman Case
Although the organisation was structurally centralised, the Lewis Blackman case reflects elements of informal decentralisation, where decision-making was effectively delegated to junior staff. In healthcare, decentralisation can improve responsiveness, particularly in emergencies, as frontline staff can act quickly without waiting for senior approval. Studies suggest that decentralised teams can enhance response times by up to 40% when staff are adequately trained and supported. Additionally, empowering frontline professionals is associated with improved patient satisfaction and reduced delays in care, as decisions are made closer to the patient (Aldogiher and Halim, 2025). These advantages highlight the potential benefits of decentralisation in dynamic clinical environments.
Disadvantages of Decentralisation in the Lewis Blackman Case
However, the case clearly demonstrates the risks when decentralisation occurs without proper governance. Critical decisions—such as lowering oxygen saturation alarm thresholds from 90% to 85% and eventually turning off monitoring systems—were made by inexperienced junior staff without adequate supervision (Aldogiher and Halim, 2025). This reflects unsafe autonomy and lack of accountability. Research shows that hospitals with weak supervision of junior staff experience complication rates as high as 25% in complex clinical situations (Meirinhos et al., 2023). Furthermore, understaffing or reliance on underqualified personnel can increase mortality rates by up to 15–20%. In this case, decentralisation led to fragmented care, delayed escalation, and failure to recognise patient deterioration.
[bookmark: _Toc227678138]3.3. Critical Evaluation of System Structure and Impact on Outcomes
The Lewis Blackman case demonstrates that the communication between decentralised and centralised factors may obstruct crisis management, decision-making, and accountability in case of the lack of their integration. The hierarchical system inhibited the flow of information to the top clinicians, and the decentralised system of execution of the care put critical decisions in the hands of unskilled employees (Hofmann et al., 2024). It has been demonstrated that proper early-warning and escalation mechanisms can decrease in-hospital cardiac arrests by as much as 35 percent but these mechanisms were not put in place or they were not used in this instance. Also, a critical role was played by poor communication, which was pointed out as contributing to almost 70 percent of serious adverse events since the information concerning the condition of the patient was not properly shared and acted upon. The deficiency in the coordination among the team members and the inability to engage senior clinicians are two major flaws in terms of leadership and governance.
Other causes of the outcome were also staffing and organisational factors. It has been shown that mortality rates increase by 1520 percent when there are low supervision ratios, including one senior doctor and a number of junior staff. This scenario created a situation whereby the junior staff were left to deal with a complicated and worsening patient without the necessary support since there was a lack of an attending physician (Milojević et al., 2024). Also, research indicates that signs of patient deterioration are missed or not recorded in an adequate manner to up to 30% of cases, which further increases the risk in ill-orchestrated systems. A topical case is the introduction of the early warning score systems in the UK that minimised the mortality rates by about 2030 per cent in a number of hospitals due to better escalation and communication. It proves that with an effective combination of centralised control and decentralised responsiveness, the results of patients can be significantly enhanced.
[bookmark: _Toc227678139]4. Leadership Theories and Application to the Case Study
[bookmark: _Toc227678140]4.1. Appropriateness of Leadership Style in the Case
Leadership Theories Relevant to the Case
The leadership approach in the Lewis Blackman case reflects a failure to apply adaptive and emotionally intelligent leadership. Transformational and situational leadership theories emphasise the need for leaders to respond flexibly to changing clinical conditions and to engage actively with team members. Similarly, emotionally intelligent leadership highlights awareness, communication, and responsiveness to patient deterioration.
Application to the Lewis Blackman Case
In this case, the leadership style was static and task-oriented rather than adaptive. Despite the patient’s deterioration over approximately 36 hours, there was no timely reassessment or escalation by senior clinicians. Effective situational leadership would have required continuous evaluation and adjustment of decisions as the patient’s condition worsened. Research shows that appropriate leadership engagement can reduce clinical deterioration incidents by up to 28%, particularly when senior clinicians are directly involved in monitoring patients (Tsapnidou et al., 2025). However, in this case, leadership remained distant, and junior staff managed care without adequate guidance, reflecting a lack of distributed leadership.
Supporting Evidence and Comparative Case
Evidence from acute care settings indicates that failure to adapt leadership styles contributes to nearly one-fifth of delayed clinical interventions. A similar failure is seen in the Morecambe Bay NHS scandal (2011–2015), where poor leadership and lack of clinical oversight resulted in avoidable deaths, particularly in maternity services (Qin et al., 2023).
What Could Have Been Done Differently
A more distributed and emotionally intelligent leadership approach could have improved outcomes. Senior clinicians should have been actively involved, encouraged open communication, and supported timely escalation, ensuring a responsive and safe clinical environment.
[bookmark: _Toc227678141]4.2. Reactive and Proactive Leadership Approach.
The leadership style was largely reactive, i.e. aimed at keeping the routine processes and not predicting and responding to the risk. As an example, rather than examine the cause of a high severity of abdominal pain and deteriorating vital signs, the staff was still responding according to the belief that the cause was constipation. This reactive mechanism continued even in the presence of definite physiological warning signs such as irregular heart rate and oxygen content over a long duration. It has been observed that reactive mechanisms of healthcare provide up to 22 percent more emergency complications, because they only respond to problems once they have developed (Hundal et al., 2025). On the other hand, proactive leadership entails the identification of risk early and timely action. In hospitals operating with proactive level of monitoring (rapid assessment protocols), the unplanned ICU admissions have been reduced by 27%. There were no such measures taken in the Lewis Blackman case and leadership did not inquire or review the initial diagnosis. In other instances, there were mortality indicators which were 10-15 higher than the expected level because of sluggish clinical response. This further supports the notion that reactive leadership is not only a form of slowing down intervention but also more likely to cause poor results (Ștefan et al., 2024). Absence of proactive, goal-oriented leadership in the case of Lewis Blackman was one of the major factors leading to the failure in the ability to recognise and deal with the clinical deterioration.
[bookmark: _Toc227678142]4.3. Evidence of Leadership Effectiveness 
The evidence collected through the research on healthcare performance reveals that the performance of the leadership can be straightforwardly related to the patient outcomes and to the staff behaviour. Poor clinical coordination and lack of escalation in a case led to the death of the patient in the Lewis Blackman case, through poor leadership. Research indicates that in organisations where leadership is not well supported, a proportion of 40 percent of the healthcare employees indicate that they are reluctant to raise issues due to fear of critique or lack of confidence (Halat et al., 2023). This can be seen to be applicable in the case, in the sense that junior staff members did not question decisions and consult senior staff. 
[image: ]
Figure 3: The Social Embeddedness of Thriving at Work Model
(Source: Moloney et al.,  2020)
Also, there is evidence of poor leadership in terms of safety audits indicating that 1 out of 10 hospital deaths were due to system failure, especially in communication and decision-making aspects. Another similar case is the Francis Report (2013) which found leadership failures to cause serious harm to patients, where in some of the departments the mortality rates were higher than expected by 14% (Moloney et al., 2020). These results indicate that the effectiveness of leaders can be measured using safety outcomes and staff engagement indicators. At Lewis Blackman case, the lack of effective leadership led to lack of accountability, communication failure and eventual preventable death.
[bookmark: _Toc227678143]4.4. Alternative Leadership Approaches and Improvements
A better leadership style in this situation would have entailed transformational, emotionally intelligent, and distributed leadership style. Transformational leadership would have also developed the culture of openness and critical thinking, which would have motivated the staff to challenge the initial diagnosis and react to the emerging threats (Saleem et al., 2025). Research shows that when teams are guided by emotionally intelligent leaders, the reporting of clinical concerns is increased by a factor of 35 percent that is essential in early intervention. As also, distributed leadership, in which the responsibility is distributed among the participants in the team, might have improved the decision-making. Those hospitals that have adopted the use of distributed leadership models record up to 18 percent faster response rate in emergency cases as the staff on the frontline are no longer detained in needless delays (Suthida Chansanguan et al., 2025). The most recent example is the implementation of systematic communication tools, e.g. SBAR (Situation, Background, Assessment, Recommendation) which in clinical practice has been proven to minimize the number of communication mistakes by about 23%. Provided that such approaches had been implemented in the Lewis Blackman case, there is a high chance that the deterioration of the patient would have been identified sooner and escalated accordingly.
[bookmark: _Toc227678144]5. Improvement, and Lessons Learned
[bookmark: _Toc227678145]5.1 Interaction Between Leadership, Governance, and Missed Opportunities
The case of Lewis Blackman is an eloquent example of the failure of leadership and of the poor governance framework meeting to give a negative outcome that could have been avoided. In about 48 hours, the patient would show several symptoms of worsening, such as intense abdominal pain, decreasing oxygen saturation, and haemodynamic instability, but none of the senior clinicians took any action (Notarnicola et al., 2024). This is an indication of a failure of governance at the local organisational level whereby there was no implementation and adherence to the escalation protocols and supervision systems. 
[image: ]
Figure 4: The model of healthcare leadership strategies important to hybrid employees’ well-being
(Source: Oleksa-Marewska and Tokar, 2022)
It is up to leadership to make sure that systems of governance are put into practice but in this scenario the top management failed to exercise its leadership; hence the systemic failures were not eliminated (Oleksa-Marewska and Tokar, 2022). Doctors who had less than one year of experience were left to attend to a worsening patient on their own which implied that the supervision of the leaders and the implementation of governance had failed. The research indicates that poor clinical supervision contributes to the occurrence of adverse events in clinical settings by an average of 19 percent particularly in high-risk settings. 
A number of missed opportunities in the case enable us to identify how better leadership and governance would have been applied to change the case. The case of the failure to identify the warning signs and intensify care was a fatal oversight. The research shows that in instances of patient deterioration, the mortality rate can be lowered by 32 percent by early detection systems but there was no such system that was effectively applied in this case (Udod et al., 2025). Moreover, the process of reducing oxygen saturation alarm settings to 85, and ultimately, turning it off, is also a big governance failure, since the safety measures were not implemented. When escalation is timely to experienced clinicians, the complications have been proven to decrease by around 27 cases but this time there was no attending physician who was consulted. This is an indicator of leadership failure to provide an environment in which escalation is promoted and facilitated. Moreover, the lack of communication between employees was linked to the continuity of a false diagnosis, which is related to as many as 21% of diagnostic errors in the healthcare system (Wu et al., 2022). These omissions show that the combination of poor leadership and unproductive governance resulted in a system that did not respond to the needs of patients, which in the end led to a avoidable death.
[bookmark: _Toc227678146]5.2. Evidence-Based Improvements, Lessons Learned, and System Implications.
This case of Lewis Blackman shows the necessity of providing evidence-based reforms that will bring together leadership and governance to improve patient safety. Among the significant opportunities to enhance the situation, the evidence-based practice of implementing structured early warning systems that will allow identifying and reporting the patient deterioration in a timely manner must be mentioned. It has been proven that the hospitals that implement such systems manage to decrease the incidents of unexpected clinical deterioration by 29% since they offer objective criteria on which a decision is made (Hospodková et al., 2021). Clinical auditing and performance monitoring on a regular basis has been found to increase adherence to safety measures by up to 21 percent especially when the leaders are well established. In the case of Lewis Blackman, accountability was not in place and as such unsafe practices including shutting of monitoring equipment could be done without any repercussions. It can greatly minimize such risks by having clear roles and responsibilities and enforcing the role and responsibility mechanisms. An actual case in point is the implementation of the national patient safety frameworks in the UK, which helped to increase the reporting and management of safety incidents by 17 percent during a time frame.
[image: ]
Figure 5: Factors leading to change implementation.
 (Source: Hospodková et al., 2021)
It is also essential to enhance results through the development of leadership. Transformation leadership and emotionally intelligent leadership training programmes have been reported to enhance communication within the teams and minimize clinical errors by about 26. The absence of the leadership and support in this case is one of the factors that have led to poor decision making and employee lack of confidence (Juknevičienė et al., 2025). It is necessary to promote the culture of psychological safety, which means empowering the staff in order to express their concerns. Fractured care provision as witnessed in this case predisposes the risk of mistakes and time wastage. There is some evidence to suggest that coordination and adverse events can be reduced by as much as 18 cases through integrated care models, especially if there is effective communication systems (Jazmín Eliana Villa-Gallón et al., 2024). The organisations that embrace the feedback systems and learning structures record a maximum of 20% increase in safety performance, because they can detect trends and take corrective measures. Lewis Blackman case highlights the significance of learning to make a mistake and making use of measurements to initiate change. Healthcare organisations can develop a safer and more responsive system by aligning leadership practices with the best governance and evidence-based strategies (Erschens et al., 2024). Through these lessons, it is evident that the best way of preventing similar incidences is through a co-ordinated strategy, in which leadership, governance, and systems thinking are intertwined to facilitate accountability, enhance communication and eventual patient outcomes.
[bookmark: _Toc227678147]6. Recommendation
[bookmark: _Toc227678148]6.1 The Strategic Actions towards Organisational Improvement.
Systemic improvement should also be applied to the organisation to deal with the failures detected in the Lewis Blackman case. The important measures involve the introduction of early warning scoring systems that are able to decrease mortality in caused by clinical deterioration by up to 33 percent and real-time electronic monitoring which has reduced missed deterioration events by 24 percent (Heydari and Kin Keung Lai, 2023). It is important to strengthen clinical supervision, and the policies should provide fast access of senior clinicians in order to enhance patient outcomes. Also, the involvement of the stakeholders and co-production are to be considered a priority, because the involvement of patients and families in the process of care decision-making has been associated with a 17 percent decrease in the number of safety incidents  (Yousaf, Khan and Paracha, 2022). These are evidence-based practices and offer a practical guide to improve patient safety, the organisational performance, and such failures in the future.
[bookmark: _Toc227678149]6.2. Leadership Styles that are recommended to maintain the improvement.
Transformational, situational and distributed leadership styles should be embraced by the organisation to be able to maintain the improvement. Transformational leadership also promotes a high degree of safety culture and shared vision that increases patient safety indicators by up to 29 percent and also improves staff motivation (Paganin et al., 2023). Also, emotionally intelligent leadership boosts teamwork and communication where research indicates that team effectiveness has increased by 28 per cent when the leaders are empathetic and aware. To facilitate these strategies, the constant development of professions will be necessary since the training of leadership can be advanced by a fifth. These types of leadership styles form a proactive, responsive and patient-centred culture that will achieve long term change in healthcare delivery and patient outcomes.
[bookmark: _Toc227678150]6.3. Empowering Governance, Communication and Systems Integration.
It is necessary to tighten governance to be able to follow accountability and consistency in care delivery. Setting up the roles, duties, and escalation channels can enhance the adherence to the clinical standards by as much as 19%. Clear, non-punitive incident reporting systems have the potential to raise the reporting rates, by 27 percent, and manage the risks more effectively. Mistakes can be minimized by 18 to 14 percentage points by improving communication through organized tools such as SBAR and also by means of efficient handover practices (Leung et al., 2019). Frequent interdisciplinary meetings also increase team-to-team coordination. Technology, work force, and processes should be synchronized in systems integration. Integrated care models have the ability to increase patient outcomes by 15 times and real time data analytics can increase efficiency of the decision making by 22 times (Ystaas et al., 2023). To achieve this, stakeholder involvement and co-production are also essential and patient and staff involvement boost the satisfaction by 13%. The measures make governance transparent, coordinated and aligned to patient needs.
[bookmark: _Toc227678151]6.4. Improving technical and Allocative Efficiency.
Enhancement of efficiency is essential to maximise the utilisation of resources and quality care. Digital technologies like electronic health records can be used to promote technical efficiency by increasing the efficiency of the workflow by up to 25 percent. The standardised clinical pathways also minimise variation and delays of treatment dropped by 20% (Geremias et al.,  2024). Allocative efficiency is used to ensure that resources are put in place at the expense of patient requirements. The utilization of data-driven decision-making can enhance the performance of the operation by 21 percent, whereas continuing improvement culture can guarantee long-term success. These measures can offer an evidence-based practice grounded on practical strategies that can improve the performance and safety of a healthcare system.
[bookmark: _Toc227678152]7. Conclusion
[bookmark: _Toc227678153]7.1 The main findings of the case study.
Lewis Blackman case points to the failure in patient safety, which is a severe failure of leadership and governance as well as ineffective process of the system. Although the clinical led to visible clinical deterioration in over 30 hours without the intervention, it failed, and the death could have been avoided. Among the essential problems, one should single out delayed escalation, wrong diagnosis, ineffective communication, and absence of senior clinical supervision. There is evidence that escalation and monitoring failures lead to about 12-13 of hospital deaths especially in the acute care hospitals. It was also realised in the case that there were structural weaknesses that included a centralised hierarchy and informal decentralisation which led to confusion in accountability. The junior staffs would be left to make crucial decisions without being supervised, which augmented risks, and research indicated that inappropriate supervision could augment adverse events by 18 per cent. Also, reactive care was the result of the lack of proactive leadership styles. In organisations where there is no alignment of leadership, up to 20% of the harm that can be prevented is realised, which shows that evidence-based healthcare management should be integrated.
[bookmark: _Toc227678154]7.2. The Role of Leadership, Governance and Systems Thinking in Fueling Change.
This case brings to the fore, the importance of leadership, governance and systems thinking in enhancing healthcare outcomes. A good culture of safety is provided by effective leadership, which makes sure that decisions are timely, there is an adequate level of communication and the culture is well established . It is stated that proactive leadership may lead to the better patient outcomes up to 25% and the absence of it results in the delay of interventions and low outcomes as in this situation. The governance gives the framework of accountability and implementation of standards. In this instance, poor governance led to unsafe practices being practiced whereas well governed system may enhance adherence to safety measures by as much as 22% times. These frameworks have to be strengthened in order to ensure quality care. System thinking helps organisations to realise the interrelationships that exist amongst people, processes and structures. Research reveals that adverse events can be mitigated by about 19 percent through systems based approach. All in all, robust leadership, governance, and systems thinking are essential elements that need to be combined to develop robust healthcare systems and guarantee long-term positive changes in patient safety.
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