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Executive Summary
The case of Lewis Blackman shows that system failures, particularly in leadership and communication, have contributed to medical malpractice and preventable injuries to a patient. A case of Blackman (2003) was a 15-year-old male who exhibited post-surgery sepsis after a normal surgery. However, the employees were not able to intervene promptly, due to poor leadership, communication, and rigid hierarchical systems, which cost him his life (Acquaviva, Haskell and Johnson 2013). This case reflects the importance of effective healthcare leadership, and more so, good leadership in the context of advancing the culture of safety and responsiveness. The key benefit of the centralised leadership, as it was seen with the case of Blackman, is the tendency to slow down the decision-making process and reduce the autonomy of the frontline staff, which adversely impacts the response time to critical clinical scenarios (Anders, 2025). Decentralisation, on the one hand, can help the healthcare workers to react in time, but it requires good coordination and training to avoid fragmentation (Asif et al., 2019).It has also been suggested that the positive influence of compassionate and empowering leadership styles on patient safety is high (Ahmed et al., 2024). More precisely, the concept of transformational leadership has been strongly associated with the increased quality of care and team performance, and it can be applied particularly in the context of preventing such failures (Alanazi, Alshamlani and Baker 2022; Althobaiti, 2026). 
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[bookmark: _heading=h.523bwn4kbgqb]1. Introduction
The tragic case of Lewis Blackman, a 15-year-old patient who died in 2003 following complications from routine spinal surgery, exemplifies the significant impact of leadership and governance failures in healthcare. Despite Blackman had the symptoms of sepsis (including hypotension, tachycardia, and fever), the medical staff did not react to his situation in time, and he became the victim of a preventable death (Acquaviva, Haskell, & Johnson, 2013). This case shows that the absence of leadership, communication and accountability systems within the healthcare organisation can lead to disastrous outcomes. This report evaluates the failures, concentrating on leadership styles and organisation culture and governance, and provide evidence-based suggestions on how to improve healthcare outcomes and patient safety. Healthcare leadership may be characterised as the ability to influence others about their achievement of a shared goal, particularly, patient safety, quality services and efficiency within an organisation. Leadership extends past the work of administration and involves embracing a safety culture, advancing accountability, and enabling clinical teams to make decisions promptly (Ahmed et al., 2024; Anders, 2025). Lack of appropriate leadership in the case of Lewis Blackman meant that he did not appreciate his condition, which was deteriorating, because it caused a fatal delay. The report also focuses on the problems of centralisation and decentralisation in healthcare leadership. The centralisation also puts the power of making decisions at the uppermost level. Consequently, it may result in delays and may not allow frontline employees to make fast decisions in case of an emergency (Anders, 2025). Decentralisation, in its turn, has frontline personnel taking decisions but requires proper training and oversight to prevent variances in care delivery (Asif et al., 2019). The case of Blackman, a centralised system can lag behind in coming up with crucial decisions that result in delays in care. This report explores the key theories of leadership, which are transformational, transactional and situational theories of leadership. Transformational leadership is the motivational approach of teams based on shared vision, accountability, and patient care, which was lacking in the case of Blackman, and it was the factor of systemic inertia (Alanazi, Alshamlani and Baker 2022). A task-oriented and rule-oriented transactional leadership may be too rigid in crises to act quickly and make decisions. It would have been more fitting for the situation leadership, which varies dynamically in adapting the leadership style, based on the needs of a situation, to be used to solve the clinical degradation of Blackman. Particularly important is the leadership in the case of a crisis or change, as it determines the opportunity to make quick and informed decisions that can save patients. A higher culture of patient safety and reduced risk of clinical incidents has always been linked with good leadership (Althobaiti, 2026). The type of leadership style used in the healthcare context is crucial when it comes to making decisions on time that will save lives. Lastly, the importance of the proper selection of a leadership model that will allow delivering effective crisis management will be addressed in the present report, and the suggestions to create flexible and responsive healthcare systems with the priority of patient safety will be discussed.
[image: ]
Figure 1 Centralised vs Decentralised Leadership Structure in Healthcare       Organisations              Source: (Universal Academy 2022)


[bookmark: _heading=h.6pm1ki374cye]2. Main Part and Analysis 
[bookmark: _heading=h.3g1cmjrjjo0i]a. Identifying the Problem and Setting the System Context – Applying Systems Thinking and the Rich Picture 

[bookmark: _heading=h.lldpocewe2tl]Problem Identification

The organisational systemic failures, as demonstrated in the case of Lewis Blackman, can cause patient harm that can be avoided (Acquaviva, Haskell & Johnson, 2013). At the age of 15, he showed some obvious signs of sepsis, such as hypotension, tachycardia, and even fever, but this situation was not recognised and treated promptly. He did not die due to personal clinical malpractice but broader issues of leadership, communication, and safety culture (Ahmed et al., 2024). Employees were not able to raise issues because of hierarchies and poor reporting lines (Cummings et al., 2010). Lastly, the lack of accountability, weak leadership, and inadequate staff empowerment slowed the intervention and demonstrated the need to ensure that the approach to patient safety is systems-based (Althobaiti, 2026).
[image: ]
Figure 2  A background image of the problem
[bookmark: _heading=h.iq1uldo87ik3]Global and National Statistical Context
The World Health Organization (WHO) has pointed out worldwide that medical errors are some of the leading causes of death, resulting in morbidity and mortality of a large proportion of individuals across the world (Ahmed et al., 2024). WHO estimates that approximately 1 in 10 patients worldwide during their hospital stay have caused harm, and a large proportion of this figure is preventable (Anders, 2025). The underlying factors of such errors are typically ineffective communication systems, a lack of responsibility on the part of leaders, and a failure to consider safety measures (Asif et al., 2019). The Institute for Healthcare Improvement (IHI) in the United States reports that 1 in 10 patients is injured during a hospital stay (Ahmed et al., 2024; Anders, 2025). The given statistic underlines the fact that negative occurrences are common in healthcare systems and can be prevented (Asif et al., 2019). The same note is given by published national statistics by the NHS (National Health Service in the UK), which indicate an increasing concern of medical errors (especially medication errors), surgical complications, and hospital-acquired infection (Cummings et al., 2010). Such errors have been caused by poor leadership structures and a lack of communication among the health care providers (Cummings et al., 2010). In a study of malpractice, communication errors were found to be the cause of malpractice in 24 % of the cases. Other researchers have determined that malpractice is linked to communication errors, leading to bad clinical outcomes (such as delayed diagnosis, surgical complications, and inappropriate patient safety) (Cummings et al., 2010). As the statistics above indicate, the issues that occurred in the case involving Lewis Blackman are not isolated but, instead, they are the effects of a bigger problem that involves patient safety in medical establishments (Ahmed et al., 2024).
	Source
	Statistic
	Relevance

	WHO (2019)
	1 in 10 patients harmed in hospital
	Demonstrates the global impact of patient safety issues, including sepsis recognition failures

	NHS (2022)
	689,745 patient safety incidents in NHS hospitals (2020-2021)
	Highlights the prevalence of preventable incidents and emphasizes the need for leadership and communication improvements

	IHI (2020)
	Medical error - 3rd leading cause of death
	Emphasizes the urgent need for effective leadership and proactive decision-making in healthcare

	Ahmed et al. (2024)
	32% of patient safety incidents involve communication breakdowns
	Points to the role of poor communication in incidents like Blackman’s, where early signs of sepsis were not addressed

	Cummings et al. (2010)
	24% of malpractice cases due to communication failures
	Reinforces how communication breakdowns in the Lewis Blackman case contributed to his preventable death

	Alanazi, Alshamlani & Baker (2022)
	22% of incidents linked to leadership failures
	Demonstrates that leadership shortcomings, similar to those in the Blackman case, can hinder prompt medical intervention


Figure 3 Patient Safety and Leadership Failures: Statistics Relevant to the Lewis Blackman Case

[image: ]Figure 4 NHS Patient Safety Incidents

[bookmark: _heading=h.3ixux1jmajce]System and Governance Levels Weaknesses
The weaknesses in the systems that resulted in the failure of the Lewis Blackman case might be traced to the system functioning at the different levels of governance in the healthcare structure (Acquaviva, Haskell & Johnson, 2013). A challenge with effective communication was centralised decision-making at the local hospital level, which resulted in a delay in getting the deteriorating condition of Blackman escalated. Response to urgent clinical demands and frontline autonomy may be constrained by the hierarchical systems that have vested power in senior clinicians (Cummings et al., 2010). This case does not allow nurses and junior doctors to voice their concerns, and hence, the inability to find an efficient way to save the situation even when sepsis management guidelines are available (Ahmed et al., 2024). The absence of the standardised structures of escalation and a single system of control aggravated these risks at both regional and national levels (Alanazi, Alshamlani & Baker, 2022). Medicare and Medicaid Services and the Joint Commission documentation testify to the fact that the lack of compliance with patient safety measures remains an ongoing problem, which is one of the expressions of the overall regulatory weaknesses of governance that facilitate preventable injuries (Anders, 2025).


[image: ]Figure 5 A rich picture representing the Healthcare system
Rich Picture
An effort to illustrate the case of Lewis Blackman in a Rich Picture helps in explaining how human, organisational and structural factors were entangled enough to lead to the tragic occurrence (Acquaviva, Haskell &Johnson, 2013). Poor communication between lower-level employees and top management created a feedback loop, which further led to the delay in relaying the significant information on the deteriorating condition of Blackman, in such a manner that actions could not be taken in time (Cummings et al., 2010). There was also more leadership restricting the decision-making as frontline clinicians were not authorised to make decisions, which reinforced the dependency on senior leaders (Alanazi, Alshamlani and Baker, 2022). The dependence on a few decision-makers who operated in contradicting positions simultaneously contributed to the slow nature of the clinical response (Hamdan et al., 2024). The time delays in the intervention reflected a broader absence of active leadership intervention and situation awareness (Huang et al., 2024). Combined, these interdependencies, like communication failures, leadership issues and structural hindrances, allow the identification of the potential risk improvement by the organisational design by chance. The need to decentralise the decision-making process, strengthen communication pathways, and enhance leadership development to enhance patient safety is therefore underlined by Rich Picture (Khusheim, 2025).
[bookmark: _heading=h.wit7ozm1arx2]b. Centralization or Decentralization within the Case Study 
[bookmark: _heading=h.njyob18jdau]Healthcare Centralisation of Systems
In centralised healthcare systems, decision-making power is centralised, where authority is concentrated at the highest levels of the organisational structure and, in most cases, it is in the senior clinical or managerial executives (Cummings et al., 2010). Such an order was a significant hindrance to prompt clinical intervention into the deteriorating state of the patient in the Lewis Blackman case (Acquaviva, Haskell & Johnson, 2013). The senior staff still made critical decisions, but very little was delegated, and the communication channels were not open enough, so it took a long time to escalate. The operation of the centralised models is typically justified by the top-down authority structures, which restrict the autonomy of the frontline and reduce autonomous possibilities of nurses or junior physicians to take any urgent measures (Alanazi, Alshamlani & Baker, 2022). This leads to a communication bottleneck since crucial clinical information may not reach a decision-maker in time to prevent adverse effects (Hamdan et al., 2024). The insufficient knowledge of the symptoms of sepsis and the insufficient immediate response were indicators of the inappropriate decision-making based on the hierarchy in the case of Blackman. Despite the physiological damage being evident, it could not develop due to structural rigidity and later resulted in fatal consequences (Huang et al., 2024).The case, therefore, reveals the inability to respond swiftly in cases of urgent clinical action to be taken due to a lack of flexibility in hierarchical governance structures (Khusheim, 2025).
[image: ]Figure 6 Centralisation vs Decentralisation in Healthcare
[bookmark: _heading=h.8ssnu88673nd]Centralization vs Decentralization
[bookmark: _heading=h.7ilc8n5memi1]Centralisation
The healthcare systems are centralised; thus, the decision-making powers are centralised to the senior leadership and the specialised departments to achieve uniformity in the clinical governance and the control of organisations (Krenyacz & Revesz, 2025). In the case of Lewis Blackman, the centralised leadership strategy was more organised and could have ensured uniform supervision of senior physicians and adherence to the protocol of escalation when the state of the patient deteriorated. Centralised governance is generally associated with an increased level of strategic alignment and structured safety programmes that contribute to monitoring the conditions of patients more thoroughly and making the appropriate clinical choices in due time (Lee, Hyunjie, and Sang, 2022). Therefore, in the Lewis Blackman case, centralised oversight could have been productive in communication, appropriate control of junior doctors, and timely detection of sepsis, which would result in the reduction of the likelihood of medical negligence.
[bookmark: _heading=h.zbrehlr3o3yb]Centralisation: Advantages and Disadvantages
The responsibility and accountability are also defined very well, which can be regarded as one of the considerable advantages of centralisation because the clinical decisions and safety measures are made by the top management (Krenyacz & Revesz, 2025). This boosts patient safety monitoring, increases consistency in the policy, and the execution of safety programmes sponsored by the leaders, which can reduce adverse events by 28% (Lee, Hyunjie, and Sang, 2022). The leadership that is centrally located would have been able to offer early intervention by senior physicians of the Lewis Blackman case and reduce the delay in treatment by exposing physicians to strict supervision and well-structured escalation procedures. However, centralisation has its fair share of cons in the complex and time-consuming healthcare environments as well. The hierarchical attribute of authority, as depicted in the case, may lead to time-consuming decision-making and slow behavior of clinical reactions, as junior employees are required to depend extensively on senior physicians to consent to the decisions. Risks of strict hierarchies whereby decision making occurs at the frontline are also revealed by communication breakdowns, which are one of the causes of sentinel events in hospitals (Palweni, Malesela & Randa, 2023). Additionally, systemic problems such as staffing issues, overcrowding of nurses per patient, and the absence of effective communication channels also pose a mortality risk, and researchers have established that as the number of patients per nurse increased, mortality risks increased by 7% (Moisoglou et al., 2026). Therefore, centralisation increases accountability and standardisation, yet excessive application of the hierarchical control can lead to the formation of bottlenecks in the decision-making process, the inability to be flexible, and the lack of safety in the event of an emergency (Ratcharak, 2025).
[bookmark: _heading=h.it4zpikioutv]Decentralised Systems
Decentralised systems, on the other hand, decentralize the decision-making process at different organisational levels, which allows the frontline workers to perform more efficiently according to the clinical requirements (Lee, Hyunjie & Sang, 2022).The case of Lewis Blackman suggests that the decentralised system should have been properly designed to enable nurses and less experienced doctors to intensify care earlier or emergency treatment when the patient was displaying internal bleeding and sepsis. Decentralisation improves clinical judgement and makes situations in critical conditions more responsive by decentralising decisions (Palweni, Malesela & Randa, 2023). The decentralised leadership has also facilitated agility in crisis management, wherein teamwork, communication, and shared responsibility of healthcare professionals are embraced (Ratcharak,2025).The decentralised governance was also identified to improve responsiveness in critical care environments and patient outcomes as a result of timely response and decision-making (Moisoglou et al., 2026). In the Lewis Blackman case, Decentralisation would have improved communication among nurses, junior physicians, and senior physicians since it would have assisted in the elimination of delays and unnecessary clinics being left unattended (Krenyacz & Revesz, 2025).
[bookmark: _heading=h.ke7htx8b2me9]Advantages and disadvantages of Decentralisation
The example of Lewis Blackman provides a clear understanding of the advantages and disadvantages of the decentralised healthcare system. One of the main advantages of Decentralisation is that the ground-level medical workers acquire the permission to make localised and timely decisions, which are more responsive to the needs of patients and effective in clinical practice (Asif et al., 2019). The provided solution encourages an active follow-up of patients and the detection of complications at an early stage, which is highly demanded in preventing failure-to-rescue cases (Acquaviva, Haskell & Johnson, 2013). However, unless there are good leadership and governance systems, a lack of coordination and unclear authority can also be instituted by Decentralisation. One of the reasons why the case of Lewis Blackman did not receive timely clinical intervention, and there was no communication between the workers of the care team, is the absence of effective senior supervision and coordination. In effect, it was proven that poor leadership and coordination can negatively affect the safety of patients, and efficient supervision and well-organized leadership can lead to higher outcomes by 30% (Ahmed et al., 2024; Althobaiti, 2026). This indicates that a lack of proper supervision of Decentralisation would lead to a lack of accountability as well as decision-making, which can be the cause of medical errors and delayed treatment. A lack of organised supervision and governance of the case with the care pathway of Lewis Blackman can be an example of how the decentralised systems may pose risks to safety due to the lack of clearly defined roles or responsibilities (Anders, 2025). As a result, a middle-ground of decentralised decision-making and control can be proposed that would improve the safety of the patients and prevent such a scenario in the medical facilities.
[bookmark: _heading=h.zfpz4ihzo044]Theory of leadership and its applicability
[bookmark: _heading=h.5lsirqox0pll]Theory of Behaviour of Leadership 
The leadership behaviour theory deals with observable behaviours of leaders, particularly those based on tasks and relationships that influence the communication and collaboration dimensions and decision-making within a healthcare setting (Sfantou et al., 2017; Silva et al., 2022). Task-oriented leadership is aimed at paying attention to protocols, supervision, and efficiency, and the relationship-oriented leadership is concerned with communication, support, and collaboration between healthcare workers (Sfantou et al., 2017; Silva et al., 2022). In many senses, leadership behaviour within the Lewis Blackman scenario was task-oriented as the health care specialists followed standard procedures and vertical organisational figures rather than encouraging communication and patient-centred care (Acquaviva, Haskell & Johnson, 2013). Nurses and junior doctors observed the worsening of the patient but were not able to escalate it to the right level of concern because supportive leadership behaviour was not displayed in that context (Acquaviva, Haskell & Johnson, 2013). Therefore, it is possible to refer to the behavioural theory to explain how leadership behaviour also facilitated communication and lagging intervention in the case (Ahmed et al., 2024; Alanazi, Alshamlani, and Baker, 2022). 
However, the situational factors also play a vital role in leadership, and the rigid behavioural approaches cannot provide the outcomes in the complex healthcare environment (Sfantou et al., 2017; Althobaiti, 2026). Therefore, the case of Lewis Blackman cannot be described with the help of the leadership behaviour because the lack of organisational hierarchy also influenced the failure, the lack of clinical pressure, and the lack of supervision, which affected the decision-making (Anders, 2025; Cummings et al., 2010). Thus, the deficiency of leadership in the case of Lewis Blackman involved the deficit of supportive and directive leadership that would have made the situation escalate in the early stages and the coordination of the healthcare professionals to work more efficiently (Cerela-Boltunova & Millere, 2025; Althobaiti, 2026).
Emergency Leadership vs. Proactive Leadership
Lewis Blackman's case shows the example of reactive leadership when the management, as is typical of centralised hierarchies that require multi-level approvals, responded to issues only at the last stages (Palweni, Malesela & Randa, 2023; Ratcharak, 2025). Proactive leadership, on the other hand, is proactive and anticipates the risk. This would have involved the early detection of sepsis and treatment in the case of Blackman (Silva et al., 2022). Demanding leaders are vigilant, empower their staff, and develop controlled reports and response protocols, reducing negative events and improving patient care (Restivo et al., 2022; Sfantou et al., 2017; Rosen et al., 2018). Such a reactive approach delayed care, thereby creating a need for anticipatory, empowered, and well-coordinated leadership in healthcare (Palweni, Malesela & Randa, 2023).
Transformational Leadership in Practice
The case of Lewis Blackman shows how the transformational leadership was clearly lacking, and this fact compromised patient safety. The culture of collective responsibility and transparency could not be established by the leadership, which limited the potential of the frontline clinicians to express their issues (Silva et al., 2022). Transformational leaders are also proactive in encouraging risk awareness and acting in a timely fashion, which results in the timely detection of such crucial symptoms as sepsis and timely escalation without bureaucracy (Restivo et al., 2022; Rosen et al., 2018). 
[image: ]Figure 6 Transformational Leadership Impact on Patient Safety
[bookmark: _heading=h.h64gadwnj6pu]Tannenbaum Leadership Continuum and Schmidt Leadership Continuum
The Tannenbaum and Schmidt Leadership Continuum is an authoritarian and democratic leadership model that is founded on the level of power and the participation of employees in the decision-making process (Sfantou et al., 2017; Silva et al., 2022). The model says that as an organisation needs to be more effective and communicate, the leadership should be capable of balancing the correct ratio between control and participation (Althobaiti, 2026; Anders, 2025). The style of leadership within the Lewis Blackman case was predominantly authoritarian, with decision-making centralised and dominated by the senior physicians, so that the nurses and junior doctors could not contribute significantly to clinical decision-making (Acquaviva, Haskell & Johnson, 2013). Therefore, the leadership model decreased the flexibility and was characterized by a slow response rate to the worsening condition of the patient (Ahmed et al., 2024; Alanazi, Alshamlani, and Baker, 2022).
However, leadership success also depends on situational factors, and it depends on such factors as the structure of communication, supervision, and preparedness of the team (Sfantou et al., 2017; Cummings et al., 2010). Therefore, just the shift from authoritarian to participative leadership may not be likely to have more positive outcomes without enabling organisational aspects (Althobaiti, 2026; Anders, 2025). Similarly, leaders must have the capacity to mentor, explain, and eradicate performance and team-building obstacles (Ahmed et al., 2024; Hamdan et al., 2024). Thus, in the case of Lewis Blackman, the leadership provided no explicit guidance and instruction, which limited coordination and delayed the escalation of the clinical situation, even though there were warning signs (Cerela-Boltunova & Millere, 2025; Sfantou et al., 2017).
[image: ]Source:(Tannenbaum-SchmidtLeadership Continuum -Expert Program Management 2018)
[bookmark: _heading=h.9zjmfaa1ib6w]Theory X and Theory Y
Both Theory X and Theory Y explain the influence of leadership beliefs about employees on organisational behaviour, communication, and performance (Sfantou et al., 2017; Silva et al., 2022). Theory X assumes employees should be tightly controlled and monitored, which leads to hierarchical and centralised leadership, unlike Theory Y, which assumes employees are self-motivated and can make responsible decisions in the enabling conditions (Acquaviva, Haskell, and Johnson, 2013; Ahmed et al., 2024). In the Lewis Blackman case, theory X played out in the rigid hierarchy of command and the inability of nurses and junior doctors to make decisions on their own to follow the command issued by senior doctors (Acquaviva, Haskell, and Johnson, 2013). Therefore, the exchange of information was minimal, and the symptoms of sepsis were not reported promptly, causing the delay in responding and poor patient outcomes (Alanazi, Alshamlani, and Baker, 2022; Anders, 2025).
However, the efficiency of leadership also depends on the needs of the situation, and in some cases, supervision is very crucial in hazardous medical environments (Sfantou et al., 2017; Althobaiti, 2026). Therefore, Theory X practices might be adequate in cases when high pressure or high risk must be achieved, but must be accompanied by flexibility and participation (Ahmed et al., 2024; Cummings et al., 2010). Similarly, successful leaders are also supposed to support and empower employees who fit the style to the requirements of employees and remove barriers to performance (Hamdan et al., 2024; Cerela-Boltunova & Millere, 2025). Consequently, the decision-making process within the case involving Lewis Blackman would have been facilitated by a more lenient and participative approach to leadership, which would lead to efficient communication and appropriate decision-making on time and improved patient monitoring, thus improving patient safety (Althobaiti, 2026; Anders, 2025).
[image: ]
Figure 7 Understanding McGregor's Theory X and Theory Y: A Comprehensive Exploration         Source: (McGregor’s Theory X and Y: A Comprehensive Exploration 2026)
[bookmark: _heading=h.bqlau48k0rmd]Critical Analysis
In the case of Lewis Blackman, the Behavioural Theory, Tannenbaum and Schmidt Leadership Continuum, and Theory X and Theory Y can be used to explain the leadership behaviour and decision-making as they offer a clear understanding of the significance of communication, participation, and leadership assumptions in healthcare (Sfantou et al., 2017; Silva et al., 2022; Acquaviva, Haskell and Johnson, 2013). Nevertheless, these theories pay scarce attention to situational factors that produce an impact on clinical decisions and pay significant attention to leadership behaviour and authority (Althobaiti, 2026; Anders, 2025). The Contingency Theory proposed by Frieder suggests that the effectiveness of leadership is determined by the fit between the situation and the leadership style, the inflexibility of the behavioural patterns, and the authoritative decision-making in the Lewis Blackman case were not suitable in a complex clinical setting that demanded flexibility and coordination (Ahmed et al., 2024; Cummings et al., 2010). Similarly, Path-Goal Theory highlights that leaders are recommended to eliminate obstacles, give guidance, and assist the employees in attaining objectives (Hamdan et al., 2024; Cerela-Boltunova & Millere, 2025). As a result, there was no supportive and participative leadership that curtailed communication and delayed clinical escalation (Alanazi, Alshamlani, and Baker, 2022; Anders, 2025). Thus, the combination of situational awareness and supportive leadership techniques would have enhanced the teamwork and patient safety outcomes in the Lewis Blackman case (Acquaviva, Haskell & Johnson, 2013; Ahmed et al., 2024).

	Theory
	Application to the Lewis Blackman Case
	Supporting Evidence

	Behavioural Leadership Theory
	Task-oriented leadership and hierarchical communication limited teamwork and delayed escalation of Lewis Blackman’s deteriorating condition, while relationship-oriented leadership could have improved communication and coordination among healthcare professionals.
	Sfantou et al. (2017); Silva et al. (2022); Acquaviva, Haskell and Johnson (2013)

	Tannenbaum and Schmidt Leadership Continuum
	Authoritarian and centralised leadership reduced participation of nurses and junior doctors in decision-making, which delayed timely intervention and clinical escalation in Lewis Blackman’s case.
	Tannenbaum and Schmidt (1958); Acquaviva, Haskell and Johnson (2013); Althobaiti (2026)

	Theory X and Theory Y
	Theory X assumptions led to strict supervision and rigid hierarchy, limiting communication and autonomy, while Theory Y could have encouraged teamwork, open communication, and early clinical decision-making to improve patient safety.
	McGregor (1960); Ahmed et al. (2024); Alanazi, Alshamlani and Baker (2022); Acquaviva, Haskell and Johnson (2013)


Table: Leadership Theories, Application in Lewis Blackman Case, and Evidence

[bookmark: _heading=h.4hoq0e9e5gl]d. Improvement, and Lessons Learned
[bookmark: _heading=h.sc87av7wezs]Leadership and Governance Interaction
The Lewis Blackman case illustrates that the relationship between leadership and governance to influence the outcomes of patient safety is complicated (Singer et al., 2009). This failure by the leadership to act decisively and promptly also resulted in the same fatality that would have been avoided. One of the most valuable lessons is the responsibility and decision-making in healthcare organisations with a structure (Välimäki et al.,2024). The regime that was adopted was centralised, which created a concentration of power in the upper hierarchy, creating a bottleneck that slowed down the speed of solving the worsening condition of Blackman (Weaver, Lubomksi et al., 2013). Frontline clinicians were unable to make decisions in time so that they could build the flexibility and responsiveness. This did not allow local autonomy either, which stifled communication since employees felt inhibited by the hierarchy processes and were unable to bring their concerns up in a practical way (West et al., 2014). This type of delay is particularly hazardous in situations where time is of the essence. The decision-making process should have been decentralised to improve crisis management because frontline providers would be able to make concrete decisions without senior authorisation and become more responsive and agile (Weaver, Dy & Rosen, 2014).  Leadership training that would equip the senior and junior staff with the skills to handle a crisis effectively should have been offered to them; in this instance, leadership training with a focus on emotional intelligence, situational awareness, and distributed leadership would have been suitable (Stevenson, Spittal & Studdert, 2013; TA, 2024).
[bookmark: _heading=h.vtioqpqdf4ov]Missed Opportunities and Solutions
The missed opportunities were critical and included late reporting and rigid accountability structures (Weaver, Lubomski et al., 2013). The cumbersome reporting process delays escalation, and it has been established that 40% of clinical incidents are not reported even after 48 hours. Examples of digital tools that can reduce response times by up to 35% through early identification of deterioration include electronic health records (EHRs) and real-time warning systems (Välimäki et al., 2024). The rate of interventions was also lowered due to over-centralisation, whereas decentralised escalation increases response rates to arrests by 25% (West et al., 2014). Both crisis communication and preparedness can be enhanced by 30% through transformational and situational leadership development, which will help patients receive timely, patient-centred care and potentially avoid adverse outcomes (Singer et al., 2009).
[image: ]Figure 8 Missed Opportunities and Solutions in Healthcare Crisis Management
[bookmark: _heading=h.y4ub3sbgy9sw]Linking Findings
The Lewis Blackman case is one example that shows how organisational structure, organisational leadership, and organisational feedback interact and affect patient safety (Singer et al., 2009; Weaver, Dy, and Rosen, 2014). Centralised control obstructed the rate of decision-making, communication, and accountability, along with the possibility to escalate the deteriorating state of Blackman and avoid his preventable death (TA, 2024). Quite the contrary, decentralised, proactive, and distributed leadership is an approach that empowers frontline employees, enhances collaboration, and improves patient outcomes (West et al., 2014; Ystaas et al., 2023). 
[bookmark: _heading=h.lk1nqvmhwtsm]3. Recommendations
The Lewis Blackman's case shows that essential leadership and communication gaps, as well as gaps in crisis response, exist (Välimäki et al., 2024; Singer et al., 2009). Healthcare organisations should adopt transformational leadership, which is collaboration-focused, empowering, patient-centred, and fosters trust and improves safety outcomes (Palweni, Malesela, and Randa, 2023; Ystaas et al., 2023). It can be introduced through leadership development programmes grounded in emotional intelligence, teamwork, initiative, and accountability (Ratcharak, 2025; Weaver, Lubomski et al., 2013). The leaders will participate in a crisis simulation (sepsis recognition) training to equip them to handle emergencies. Frontline staffing should be able to respond to the system with structured feedback, digital reporting, and early-warning systems that minimize hierarchical delays (Välimäki et al., 2024; TA, 2024). The culture of the early intervention, which is founded on the anticipatory leadership culture, will also enhance the quality of care and patient safety (Singer et al., 2009; Weaver, Dy, and Rosen, 2014). 
[bookmark: _heading=h.mdhzb8esi7su]Improvement of Governance and Communication
The improvement of the governance structures is essential to the realisation of patient safety outcomes (Acquaviva, Haskell & Johnson, 2013; Ahmed et al., 2024). As the case of Lewis Blackman demonstrates, the top-down hierarchy influenced decision-making speed, potentially preventing unnecessary damage. Decentralised governance should be embraced, and frontline healthcare service providers should be empowered to make real-time clinical decisions. That would enhance responsiveness, accountability, and ownership, enabling staff to respond promptly when a patient's condition deteriorates, as was central to the case of Blackman. Improvements to communication channels should also be made. The rapid dissemination of key patient information across all levels of care can be achieved through state-of-the-art electronic health records (EHR) systems and real-time communication tools (Althobaiti, 2026; Anders, 2025). These systems may provide instant communication and escalation mechanisms, allowing nurses, junior physicians, and top management to act quickly and plan care. Organisations can reduce time and enhance situational awareness by establishing a concise, efficient communication procedure.
[bookmark: _heading=h.bi0w2jnjqlos]Productivity Improving Measures
To increase allocative efficiency, healthcare organisations are recommended to invest in digital reporting tools that document patient safety incidents in real time (Hamdan et al., 2024; Alanazi, Alshamlani, and Baker, 2022).Moreover, the regular staff feedback systems are central to lifelong learning and provide the frontline staff with an avenue to identify viable challenges and propose changes (Asif et al., 2019; Cummings et al., 2010).
Stakeholder Engagement and Life-long Learning
Finally, an imperative culture towards patient safety is continuous learning. The regular training programs will focus on clinical guidelines, patient safety and communication skills. The broad dissemination of best practices can foster a proactive safety culture by enabling cross-departmental knowledge sharing (Althobaiti, 2026). A patient-centred approach, improved satisfaction, and reduced risks are guaranteed through the co-production of care with patients and families. Patient feedback in safety programs allows medical personnel to anticipate potential risks and adjust care plans accordingly (Ahmed et al., 2024; Hamdan et al., 2024).
[image: ]Figure 9 recommendations to improve on leadership

[bookmark: _heading=h.b5cu72hmfavp]4.Conclusion
In conclusion, the Lewis Blackman case serves as a tragic and stark example of how the absence of leadership, good governance, and system thinking can catastrophically impact the healthcare industry (Acquaviva, Haskell & Johnson, 2013). The leadership framework that was implemented was centralised and could not provide the flexibility and responsiveness to respond to the crisis, and this failure to intervene and hold Blackman responsible in time directly led to his death, which could have been prevented (Ahmed et al., 2024; Alanazi, Alshamlani & Baker, 2022). With a more decentralised decision-making framework and a designed transformational leadership model, frontline employees would likely have been empowered to act swiftly in response to this person's worsening state (Hamdan et al., 2024; Althobaiti, 2026). To prevent a similar incident, healthcare organisations can build an environment that supports proactive decision-making and prevents such occurrences by promoting a culture of patient safety, evidence-based leadership practices, and improved governance mechanisms (Anders, 2025; Ystaas et al., 2023). This case demonstrates the need to equip healthcare teams with the skills, resources, and authority to make timely decisions and to achieve accountability, communication, and collaboration gains across all tiers of the organisation to enhance patient safety outcomes (Välimäki et al., 2024; Acquaviva, Haskell & Johnson, 2013). The lessons learned are critical to creating a healthcare system that is leadership-based, patient-centred, and with safety practices continuously improved (Ahmed et al., 2024).
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3. RECOMMENDATIONS

The Lewis Blackman's case reveals critical leadership, communication, and crisis response gaps that must be
addressed to prevent future faliures and strengthen patient safety (Vilimaki et al, 2024; Singer et al,, 2009).
The following evidence-based recommendations aim to build a safer, more responsive, and learning-oriented
healthcare system.

TRANSFORMATIONAL LEADERSHIP & CRISIS TRAINING

Adopt transformational leadership that is collaborative, empowering, and patient-centred to
build trust and improve safety outcomes (Palweni, Malesela, & Randa, 2023; Ystaas et al, 2023).

]4dad

(@ Implement leadership development programs focused on emotional inteligence,
teamwork, initiative, and accountability (Ratcharak. 2025; Weaver. Lubomski et al. 2013)

(@ Provide crisis simulation training (e.g. sepsis recognition) to equip leaders to
respond effectively in emergencies.

(@ Establish structured frontline feedback, Lreporting, and early-warning
systems to reduce hierarchical delays (vaiima et al. 2024; Ta, 2024)

> Fosters a culture of early intervention, anticipatory leadership, and safer care (Singer et al. 2008 Weaver, Dy, & Rosen, 2014)

N
IMPROVEMENT OF GOVERNANCE & COMMUNICATION
Strengthen governance and communication systems to enable faster, safer clinical decisions
(Acquaviva, Haskell & Johnson, 2013; Ahmed et al, 2024)
e\ 0 Shift to decentralised governance to empower frontline staff to make real-time
=] decisions, enhancing responsiveess and accountabiliy.
0 P - (@ Implement nteroperable Electronic Health Records (EHR) and real-time
m 2 communication tools to ensure fast, acurate information sharing (Athobait, 2026, Anders, 2025
— (@ Create clear, eficint communication protocols for rapid escalation and care
coordination across all levels.
> Reduces delays, improves situational awareness, and prevents deterioration of patient conditions.
N

PRODUCTIVITY-IMPROVING MEASURES

Use data and continuous oversight to drive efficiency, accountability, and system-level learning
(Hamdan et al, 2024; Alanazi, Alshamlan, & Baker, 2022).

Invesl in digital incident reporting tools to capture patient safety events in real time.
Use data analytics to identify trends, monitor performance, and guide evidence-

@ based improvements
Conduct regular audits of care processes to detect system weaknesses early.
( (@ Establish continuous staff feedback mechansims to promote frontiine engagement,
accoumabllvty‘ and ongoing learning (s et al. 2019; Cummings e a. 2010,
-> Reduces delays, improves situational awareness, and tearmisgj
STAKEHOLDER ENGAGEMENT & LIFE-LONG LEARNING
Build a culture of lifelong learning and patient partnership to sustain long-term safety and
quality (Althobaiti, 2026; Ahmed et al. 2024; Hamdan et al., 2024).

(@ Provide ongoing training in clinical guidelines, patients safety. and communication skils.
Promote cross-departmental knowledge sharing to spread best practices and

0 strengthen a proactive safety culture (Athobaiti, 2026).
Engage patients and families in co-producing care and safety initiatives.

@ Use patient feedback to identify risks early and improve care plans and patient
satisfaction.

0 By implementing these recommendations, healthcaare organisations can close critical gaps,

eenhance patient safety, and build a culture of accountability, responsievness, and continuous improvement.
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