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The Lewis Blackman Patient Safety Case: Leadership and Governance Failures in Healthcare Systems
1. Introduction 
[bookmark: _Hlk224284857]The case of Lewis Blackman, a patient who died unintentionally due to structural defects in patient safety and leadership in a medical institution, proves it (Blackman & Haskell, 2023). Miscommunication, lack of supervision, and accountability are also issues related to management and governance failures, which resulted in severe issues, such as patient harm (Blackman & Haskell, 2023). The case study is directed at a critical evaluation of such leadership and governance failures, answering the question of how they could have been avoided, and providing a list of recommendations that should be improved in the future (Blackman & Haskell, 2023). The healthcare leadership can be referred to as the process of influencing other individuals in doing what you wish them to do in order to achieve similar goals, in particular, the provision of quality care to patients and their protection (Hamdan et al., 2024). Leadership plays a crucial role in healthcare because it is directly related to safety and organisational culture (Restivo et al., 2022). All the leadership styles listed are important in the process of influencing healthcare practices, which are transformational, transactional, and situational (Tsapnidou et al., 2024). A transformational style of leadership, including one, could have promoted the employees focusing on patient safety in the first place and cooperation to overcome new threats (Labrague, 2024; Raoush, 2023). Centralization, when it comes to healthcare organizations, implies that the organization has the decision-making power at the top of the organization, yet decentralization holds the decision-making power throughout the organization (Blackman & Haskell, 2023). Decentralized systems are capable of encouraging more responsive systems to the needs of patients; meanwhile, centralized systems decrease flexibility (Welch et al., 2025). The centralized leadership problem presented itself in the case of Blackman since the untimely decision-making process and bureaucracy contributed to the unfavourable situation (Blackman & Haskell, 2023). The theory of leadership is necessary to be learned and applied in the context of the crisis scenario with the aim of improving patient safety (Hamdan et al., 2024). Transformational leadership (which fosters innovation and adaptation to resolve systemic safety problems) would have been a more effective leadership style in this case (Tsapnidou et al., 2024). This report, begin by highlighting the systemic factors that caused the tragedy, explain the nature of leadership and leadership structure utilized in the incident, recount some of the key lessons learned by the incident, and provide their recommendations on how to improve healthcare leadership and governance (Blackman & Haskell, 2023; Welch et al., 2025).
Main Body and Analysis
a. Defining the Problem and Determining the System Context
Problem Description
Lewis Blackman case illustrate the tragic consequences of leadership and governance failures in healthcare systems. Blackman was one of the examples of a tragic patient, a 15-year-old who died due to a mistake in the medical profession that resulted in long-term problems, such as poor communication, insufficient supervision, and insufficient patient safety measures (Blackman & Haskell, 2023). They were not an isolated incident but a series of mistakes and omissions on multiple tiers of the healthcare institution (Blackman & Haskell, 2023). The major problem with this was that it did not have proactive leadership that would have identified the dangers of patient safety and prevented them before they escalated (Ystaas et al., 2023). The medical workers and nurses who encountered the case of Blackman did not respond correctly to the first signs of alarm, and leadership did not possess the adequate red flags monitoring and response to the proper care of the sufficient red flags (Subbe et al., 2023). The death of Blackman emphasizes the reality that being a healthcare leader does not only mean controlling regular operations but also fostering the spirit of alertness, accountability, and focus on patient safety on a broader scale (Tameze & Shelton, 2026).
The systemic failure in the field of leadership was communication failures and the failure to coordinate healthcare teams (Ystaas et al., 2023). The clinical staff and clinicians were unable to discuss the severity of the condition of the patient, Blackman, and the concerns raised by the members of the frontline team were not discussed as the most important ones (Egoda Kapuralage et al., 2025). This did not involve the frontline employees in the decision-making process, which minimized the possibility of any immediate intervention, which could have been employed to avert the medical error (Aylmore et al., 2025). This passive behavior in the case concerning timely issues is reflective of a larger problem within healthcare organizations, wherein the absence of communication and adequate leadership overlap to cause the threat of injury to the patient (Blackman & Haskell, 2023).
The impact of poor leadership and governance on patient safety has been highly documented throughout the world. The World Health Organization names medical errors as one of the greatest contributors to avoidable harm at the global level, which can influence morbidity and mortality (Hibbert et al., 2023). The majority of these errors could be eradicated through the redesign of the system, including the improvement of leadership, the communication process, and the adherence to the safety rules (Subbe et al., 2023). According to the data on the NHS in the UK, leadership and governance failure are significantly linked to patient harm (Blackman & Haskell, 2023). The NHS Improvement report (2019) found that the primary causes of poor patient outcomes were communication failure and lack of accountability, which also occurred in the case of Blackman (Hibbert et al., 2023). The latter highlights the need to enhance the presence of good safety cultures in which the focus is on active involvement and oversight.
The system had several weaknesses that led to the death of Blackman. The issue of team-to-team communication breakdowns also formed the central concern of the issue since the news about the deteriorating condition of the patient was not shared appropriately, which delayed the necessary interventions (Tameze & Shelton, 2026). Accountability was another issue that made the situation more complicated; workers in charge of Blackman lacked accountability when they failed to switch on care and observe safety protocols (Kyzer, 2026). In addition, the organizational culture did not favor the reporting of potential risks due to the fear of punishment, and the safety issues were not taken care of (Aylmore et al., 2025).
Failure to have leadership control was grave. The inability of the leadership to detect the risk in its early stages and to enable the staff working on the frontlines to take action demonstrates how leaders might harm patients directly as well (Ystaas et al., 2023). It had governance failures at both the local and national levels. The hospital leaders failed to impose sufficient surveillance and take measures on the matter, as the warning signs posed by the employees were obvious locally (Subbe et al., 2023). On the national level, the care quality flaws that eventually resulted in the death of Blackman were due to the inconsistent policy implementation and the lack of accountability frameworks that enabled institutional adherence to patient safety levels (Hibbert et al., 2023).
The relationship between the hospital leadership, the clinical staff, patient safety officers, and the governance structures would be discussed on how they were or were not related to each other effectively through the rich picture (Ystaas et al., 2023). The figure would highlight the inability to communicate, ignore warnings among the low-level workers, inadequate responsibility, and lack of control by the leaders, and would demonstrate how the structural failures led to the damage that could have been avoided (Tameze & Shelton, 2026; Egoda Kapuralalage et al., 2025). In general, the example of Lewis Blackman shows the significance of leadership and governance in ensuring patient safety. These issues are not isolated cases because communication breakdowns, inefficiency, and a lack of accountability are systemic issues that require disconnected leadership strategies, good governance, and an empowered workforce to prevent additional tragedies in the future (Kyzer, 2026; Hibbert et al., 2023).
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Figure 1 A rich picture of patient safety failures in healthcare system
	Source
	Relevant Data
	Statistics

	World Health Organization (WHO)
	Medical errors are a leading cause of avoidable harm in healthcare.
	Medical errors contribute significantly to global morbidity and mortality, with approximately 1 in 10 patients harmed globally.

	NHS Improvement Report (2019)
	Leadership and communication failures are primary causes of poor patient outcomes.
	Communication failures and lack of accountability contribute to poor patient outcomes in healthcare.

	Hibbert et al. (2023)
	Medical errors are preventable through better leadership and communication systems.
	Leadership and communication failures linked to 70% of sentinel events in hospitals.

	Braithwaite et al. (2015)
	A resilient healthcare system can reduce errors through improved communication and leadership.
	Systems with effective leadership and communication can prevent up to 70% of sentinel events.

	Cocoman et al. (2023)
	Centralized leadership can delay responses to patient deterioration.
	Decentralized systems reduce response times by up to 25%.

	Weaver et al. (2026)
	Decentralization of decision-making empowers frontline staff to take timely action.
	Decentralized decision-making leads to a 25% reduction in response times for patient deterioration.

	NHS (2022)
	Patient safety incidents are prevalent in the NHS due to poor communication and delayed clinical response.
	In the NHS, there were 689,745 patient safety incidents reported in 2020-2021.

	Ystaas et al. (2023)
	Leadership failure and poor communication were key contributors to the tragic outcome in the Blackman case.
	32% of patient safety incidents involved communication breakdowns in healthcare settings.


Figure 2 Table: Key Data, Statistics, and Sources Related to Leadership Failures and Patient Safety in the Lewis Blackman Case
b. Decentralization or Centralization
The case of Lewis Blackman's healthcare system was centralized, and the decision-making process was centralized at the top of the hierarchy, with the frontline staff involved in an exceptionally small number (Ring & Fairchild, 2013). This top-down approach is more likely to slow down the process of focusing on the problem of patient safety and reducing the rate at which clinical teams can react to emergency cases (Althobaiti, 2026). Even though the concept of centralization can be effective in certain organizational contexts, it failed to gain any advantage in the scenario involving Blackman since employees at the frontline were not at liberty to resolve the emerging threats (Cocaman et al., 2023). Inability to make prompt decisions and empowerment meant that the key problems were not being addressed promptly, which later resulted in avoidable lethal consequences (Ring & Fairchild, 2013).
Healthcare is a dynamic sector that requires instant decision-making on a point-of-care (Braithwaite et al., 2015). The process may be slow due to centralized systems because the decisions must pass through a number of management levels (Weaver et al., 2013). Interventions do not always get sanctioned when the top leadership has arrived at a compromise and the time window is past, as experienced in Blackman's case (Ring & Fairchild, 2013). On-the-job workers have constantly current patient data, yet least centralized judgment cuts these visions, and administrative leaders are not in touch with the present-day clinical realities (Althobaiti, 2026). This lack of delegation can result in the emergence of risky errors, in particular, in a high-stakes environment (Cocaman et al., 2023).
In a centralized system, the senior management has the authority, and it does not allow the independent decisions of nurses, junior physicians, and other clinicians (Braithwaite et al., 2015). As illustrated in the case of Blackman, the important decisions to be made concerning his poor health were delayed because they had to be discussed with the higher-level authorities to implement any action (Weaver et al., 2026). The situation was not able to be intervened with timely adjustments to the treatment plans and care escalation because the closest staff to the patient did not take immediate action (Ring & Fairchild, 2013). The issue of centralization also creates the risk of entrusting the decision-making process to individuals who do not have direct contact with patients in their daily activities and, as such, are not interested in the small-scale alterations in the state of patients (Althobaiti, 2026). This association can lead to poor communication and latent reactions that were observed in this case (Cocaman et al., 2023).
By comparison, decentralization transfers the decision-making effort to the staff members who are closest to the patient, which enables them to react fast on the basis of their own observation (Braithwaite et al., 2015). The decentralized systems allow the nurses, physicians, and other clinicians to raise concerns and act without the senior approval, and the time wastage, which may compromise patient safety, is removed (Weaver et al., 2013). In this instance, the decentralized model would have enabled the healthcare team to act when the red flags were raised and therefore prevent the adverse event (Althobaiti, 2026).
The effects of decentralization also result in the ownership and responsibility of business-level employees because the individuals who make decisions will be in control of the outcomes of their actions (Cocaman et al., 2023). It is a responsibility culture that encourages the proactive identification of risks and collaborative problem-solving (Ring and Fairchild, 2013). Along with that, decentralization enhances teamwork and communication because it values the input at all levels of the organization, which strengthens the patient safety culture (Weaver et al., 2026).
However, decentralization must possess a touch of responsibility and conformity to organizational procedures to encourage uniformity and security (Braithwaite et al., 2015). The standards and guidelines must also be followed in the lower-level decision-making; otherwise, the inconsistency in the quality of care is likely to be observed in the systems that are decentralized (Weaver et al., 2013). The most important aspect of decentralization is the effective process of communication and roles that would guarantee safety and coordination of team activities (Althobaiti, 2026). The case of Lewis Blackman illustrates that decentralization can be even more effective than centralization in times of crisis (Ring & Fairchild, 2013). With centralized structures, it was a long time before the degradation of a patient, Blackman, was noticed, since the more empowered frontline teams would have responded faster to avoid injuries (Cocaman et al., 2023). The decentralization should be followed by the leadership development programs that will instill trust, accountability, and observance of the standards of safety (Braithwaite et al., 2015; Weaver et al., 2026). Independence and supervision are two of the strategies to make the healthcare organization guarantee the provision of quality, safe, and timely care to patients (Weaver et al., 2013).
[bookmark: _Hlk224289313]c. Leadership Theories and Application 
The application of the leadership theories to the Lewis Blackman patient safety case will help explain how the leadership and governance shortcomings led to the tragic outcome and what leadership strategies would have prevented the incident. The given case demonstrates that ineffective leadership, rigid hierarchy, and inefficient communication within the healthcare system led to the situation where the worsening of the patient's condition was not timely addressed, which ultimately led to the occurrence of the avoidable harm (Wong, Cummings & Ducharme, 2013). The case analysis within the framework of the different theories of leadership provides an idea about the role played by leadership behavior in the enhanced safety outcomes and organizational culture (West et al., 2014). The Great Man Theory states that the authority and influence of a single influential figure should encourage leadership and be able to influence the decision-making process by the power and charisma of this actor (Mannion & Davies, 2018). In the example of Lewis Blackman, there were some elements of this hierarchical model of leadership, as the power was concentrated on the senior clinicians and decision-making units within the hospital system (O'Daniel & Rosenstein, 2008). The top-down power reduced the ability of frontline workers to take action on short notice when the apparent indicators of the event of the patient being upset occurred (Arabia, Abdullah & Kaud, 2023). The patient safety literature demonstrates that systems that put more emphasis on individual power rather than team-based cooperation cannot create a resilient healthcare team to respond to clinical emergency conditions (Ginsburg et al., 2010). The case of Blackman illustrates that the top-down authority failed to act promptly on the issues reported by nurses and junior clinicians, which indicated the disadvantages of the leadership models that were based on the principles of individual power rather than on the principles of team-based decision-making (West et al., 2014). The other leadership theory that assists in comprehending the subject is the Trait Theory, which identifies individual qualities possessed by competent leaders, and these qualities are confidence, empathy, emotional intelligence, and decisiveness (Wong, Cummings, & Ducharme, 2013). EI leaders are likely to encourage open communication and promote positive working cultures, which result in improved patient safety in the healthcare environment (Alabdullah & Karwowski, 2024). In the case of Lewis Blackman, the leadership style was deprived of these relational qualities because problems raised by the staff members and family members were not adequately acknowledged or addressed (O'Daniel & Rosenstein, 2008). According to the research findings on the topic of healthcare leadership, the better the level of emotional intelligence of the team leaders is, the higher the degree of satisfaction, improved communication, and safety outcomes are (Anders, 2025). The leadership of the discussed case might have become more responsive and understanding, and thus heard the initial warning about the deteriorating state of Blackman, which would have led to the avoidance of the fatal result (Ward, Doherty, and Corrigan, 2023). The behavioural theories of leadership are related to the behaviour of the leaders, particularly the proportion between the task-oriented and people-oriented leadership (West et al., 2014). Task-oriented leadership is operational-oriented and efficiency-oriented, whereas people-oriented leadership is communication-oriented, team-oriented, and staff-involved (Mannion & Davies, 2018). Leadership behaviors among Lewis Blackman were found to put more focus on the standard medical procedure and hierarchical reporting framework, rather than appropriate communication and collaboration among the care team (Arabia, Abdullah, and Kaud, 2023). The healthcare management has also discovered that those organizations that strike the optimal balance between the task-oriented leadership and the people-oriented leadership achieve a substantially lower rate of safety incidents as communication and teamwork are favorably promoted (Ginsburg et al., 2010). Imbalance in leadership behaviors in this case was also a source of communication breakdown that failed to enable the healthcare team to respond to the worsening situation of the patient (Wong, Cummings & Ducharme, 2013). In the situational or contingency leadership theory, leaders are expected to vary the style of leadership on the basis of the situation, urgency, and capabilities of subordinates (West et al., 2014). The healthcare environment is a dynamic and unpredictable environment; this is why the adaptability of the leadership in response to the deterioration of patients and clinical crises is obligatory (Mannion & Davies, 2018). The case concerning Lewis Blackman was perceived to have strict responses to leadership and to be reluctant to adapt in response to the worsening clinical condition (O'Daniel & Rosenstein, 2008). The application of a situational leadership model would have enabled the senior clinicians to adjust the decision-making processes more quickly and the frontline staff to raise the concerns and initiate the relevant interventions earlier (Arabia, Abdullah & Kaud, 2023). It is partly supported that adaptive leadership has a positive effect on both the pace of response to the clinical incidents and patient safety outcomes (Alabdullah & Karwowski, 2024). The Tannenbaum and Schmidt leadership continuum also shows how leadership can shift between autocratic and participatory decision-making (West et al., 2014). Leadership is likely to be autocratic, and the majority of decisions are made by top clinicians and administrators in healthcare facilities where the level of centralization is high (Mannion & Davies, 2018). The case of Lewis Blackman explains how this centralized format failed to provide the involvement of frontline employees who would be in direct contact with the status of the patient (O'Daniel & Rosenstein, 2008). A more interactive leadership approach would have encouraged decisions made collectively and improved communication within the care team (Arabia, Abdullah, & Kaud, 2023). As per research, participatory leadership practices reduce staff turnover rate, improve staff engagement, and improve the safety culture within healthcare facilities (Ginsburg et al., 2010). Finally, transformational leadership presents one of the most practical models in the intervention of patient safety failures in a healthcare system (Wong, Cummings & Ducharme, 2013). Transformational leaders inspire the team using a shared vision, enable open communication, and encourage creativity in addressing safety concerns (Alabdullah & Karwowski, 2024). One of the elements of the lack of transformational leadership in the Lewis Blackman case scenario is that it contributed to the emergence of a culture that was reluctant to report problems, and ineffective systemic vulnerabilities were not actively addressed (West et al., 2014). Transformational leadership has been discovered to be strongly associated with improved patient safety outcomes, increased employee morale, and increased teamwork in healthcare institutions (Ward, Doherty, and Corrigan, 2023). The frontline staff at the case could have felt free to express their concerns and take control of the process of care provision earlier than they did with the patient, had the healthcare leaders in the case offered a culture of psychological safety and empowerment (Ginsburg et al., 2010). Altogether, the analysis of the leadership theories applied to the case of Lewis Blackman suggests that the leadership style is a last step towards the performance and patient safety outcomes of healthcare systems (Wong, Cummings & Ducharme, 2013). The absence of empowerment, the inefficiency of communication, and hierarchical levels of authority have caused a systemic weakness in the organization, which is explained in the case (West et al., 2014). The application of the more distributed paradigm of leadership inspired by transformational, situational, and participatory theories would have increased collaboration and communication, and could have prevented a tragedy that occurred in the situation with Lewis Blackman (Mannion & Davies, 2018; Ward, Doherty, & Corrigan, 2023).
d. Lessons Learned and Improvement 
Leadership Evaluation and Governance Assessment
The Lewis Blackman example reveals some of the most significant leadership and governance mistakes that caused the disastrous outcomes (Wong, Cummings, and Ducharme, 2013). Other severe issues, including the absence of accountability, communication, and oversight, were not addressed in due time and in the most efficient manner (West et al., 2014). These system defects worsened the situation and had a direct impact on patient safety and quality of care (Mannion & Davies, 2018). Risk identification and safety measures at all levels should be proactive on the part of healthcare leaders, and in this case, they were reactive ones and failed to address the current problems (Wong, Cummings & Ducharme, 2013).
The medical profession is fundamentally responsible, where procedures and processes are adhered to involving patients and actions (West et al., 2014). With Blackman, the lack of accountability in the work of staff to patients was acute; the management could not report or correct the errors (Mannion & Davies, 2018). Good accountability should exist at the ranks, the higher-level management, and clinicians in the frontline, and leaders should show how to be accountable in the case of both positive and negative results (Wong, Cummings & Ducharme, 2013). The other major problem was communication breakdowns. The breakdown in good communication among the nurses, physicians, and administrators meant that crucial information regarding the situation of Blackman was not exchanged and not acted upon (O'Daniel & Rosenstein, 2008). Lack of information sharing is a common problem in the healthcare sector when specialists fail to collaborate with each other, but the leaders are expected to establish the level of communication that will address patient safety (Arabia, Abdullah, & Kaud, 2023). Interdisciplinary communication and collaboration should also be encouraged to ensure that the decisions on patient care are informed and Timely (West et al., 2014). Inadequate oversight was another governance issue that contributed to the fatal outcome. Leaders must set up mechanisms that will assist them in monitoring the care delivery, risks, and areas of improvement (Mannion & Davies, 2018). In this case, no monitoring resulted in system-wide issues and injuries to patients (Wong, Cummings & Ducharme, 2013). One of the tools that might have revealed the loopholes in care provision and the organizational framework was safety audits, peer review, and risk assessment (Arabia, Abdullah, & Kaud, 2023). Without these mechanisms, there will be vulnerability of healthcare institutions to errors and safety failures (O'Daniel & Rosenstein, 2008).
Estimating Missed Opportunities
The miss to have just culture was also one of the opportunities that were not utilized. Equitable culture will help the staff to be able to make errors without fear of punishment, but should strive to improve the system rather than criticize it (West et al., 2014). Blackman failed to report since the culture was punitive, which perpetuated the culture of unsafe working, and could not undertake interventions in time (Mannion & Davies, 2018). The transparency and safety would have been advanced via leadership that provides a non-punitive environment and inspires the staff to act on the issues (Wong, Cummings, and Ducharme, 2013).
Continuous improvement initiatives were the other opportunity that was missed. Regular review of the processes must be performed in healthcare to identify and remove risks (Arabia, Abdullah, & Kaud, 2023). There were no systems that would govern or improve the care in this case, thus enabling the systemic failures, such as communication failures and accountability failures, to persist (West et al., 2014). Continuous observation will ensure that errors are fixed beforehand and enhance patient safety culture (Mannion & Davies, 2018).
Feedback loops also did not exist. The feedback collected between staff, patients, and other stakeholders is significant in the process of identifying the weaknesses and adopting improvement measures (O'Daniel & Rosenstein, 2008). The types of mechanisms that allow organizations to change their practices after they learn from them in practice are safety reporting tools, patient surveys, and peer review (Wong, Cummeling, and Ducharme, 2013). The feedback can enable the leadership to foster the culture of learning and improvement and prevent future mistakes (West et al., 2014).
Continuous Improvement
The healthcare organizations will have an opportunity to ensure the continuous improvement by establishing good feedback mechanisms at every level (Arabia, Abdullah, & Kaud, 2023). Problems should be reported by their employees, patients, as well as families, and leaders should make some changes and communicate them to others (Wong, Cummings, and Ducharme, 2013). The responsibility is also critical; some specific roles and responsibilities require everybody to make contributions towards patient safety (Mannion & Davies, 2018).
At the same time, data-driven decision-making allows ensuring continuous improvement as it allows identifying the potential risks and interventions (West et al., 2014). Real-time monitoring of patient outcomes, safety incidents, and quality measures can help leaders see the problems ahead of time and prevent them before they escalate (Arabia, Abdullah, and Kaud, 2023). Predictive analytics can be used to foresee dangers with the help of past data, and it can be put into practice to care (O'Daniel & Rosenstein, 2008).
Finally, the leaders should be devoted to learning. The leaders must also strive to build their profession continuously, be aligned with best practices, and foster an atmosphere of never-ending learning in the workplace among all the employees (Wong, Cummings, and Ducharme, 2013). Learning, feedback, accountability, and decisions based on data can help healthcare organizations to make patient safety a part of their culture and reduce the number of tragedies that are similar to the one Blackman had to go through (Mannion & Davies, 2018; West et al., 2014).
Recommendations
The healthcare institutions ought to be thoroughly reformed in terms of leadership, governance, communication, and organizational culture to prevent such cases as the Lewis Blackman situation (Wong, Cummings, and Ducharme, 2013). The achievement of patient safety cannot be attained without good leadership, as leaders do not solely influence the actions of workers, but the organizational culture as a whole (West et al., 2014). Leadership development at any healthcare level can ensure that the leaders are equipped to anticipate, detect, and control the safety threats prior to their occurrence rather than address the challenge (Mannion & Davies, 2018). Globally, though with particular reference to frontline leaders, they should be taken through systematic training on transformational leadership, which emphasizes teamwork, innovation, learning, and continual updating as a team to identify any impending risks and mitigate them before they occur (O'Daniel & Rosenstein, 2008).
Decentralizing the decision-making power is another key action to be taken to promote responsiveness and accountability in the healthcare setting (Wong, Cummings, and Ducharme, 2013). Another way organizations can reduce the delay in responding to deterioration of patients or even the emerging safety problems is through empowerment of frontline employees who are comprised of nurses, physicians, and allied health workers to make effective decisions in real time (West et al., 2014). The specified solution will ensure that the staff who have the highest likelihood of interacting with patients will make timely decisions to improve the outcomes and stay aligned with the overall safety guidelines (Mannion & Davies, 2018). The concept of transformational leadership is crucial in the establishment of a patient safety culture founded on shared goals and open dialogue (Ginsburg et al., 2010). This kind of style of leaders motivates teams, encourages them to solve problems, and reflect on errors as an essential opportunity to come out a better person rather than blame them (Alabdullah & Karwowski, 2024). Situational leadership must be used in combination with transformational leadership, as situational leadership allows leaders to react to the situation based on their urgency and circumstances, which makes leaders more agile and guarantees timely and appropriate interventions (Anders, 2025; Ward, Doherty, and Corrigan, 2023). The success of all patient safety initiatives is based on the effective governance structures (Wong, Cummings & Ducharme, 2013). This leadership position needs to be distributed across organizational levels, and the staff members should feel empowered to participate in the decision-making process and also bear the same responsibility in terms of patient safety outcomes (West et al., 2014). It possesses well-defined accountability frameworks that describe the roles. Consequently, there are no roles that are ambiguous. Even the mistakes or the almost-misses are identified and addressed promptly (Mannion & Davies, 2018). The communication protocols must be standardized and understandable to enable the staff to escalate risks, raise issues, and share necessary information (O'Daniel & Rosenstein, 2008). Safety checks and feedback cycles will allow determining the areas with care gaps, evaluating an established practice, and informing how protocols can be tightened (Arabia, Abdullah, and Kaud, 2023). One of the reasons for harm prevention is also the promotion of efficiency (Ginsburg et al., 2010). The real-time tracking systems will have the ability to track the outcome, resources, and incidents of patients and then guide the managers to concentrate the resources and staffing where they are needed the most (Alabdullah & Karwowski, 2024). One of the ways of reducing errors and improving the quality of care is by integrating evidence-based practice into clinical activities to make the interventions scientifically proven (Anders, 2025). Optimization of the workflow and reduction of redundancy in the distribution of resources allow healthcare teams to adequately meet the needs of patients and reach maximum productivity and safety (Ward, Doherty & Corrigan, 2023). Finally, it must be incorporated in the whole organization via lifelong learning (Wong, Cummings, & Ducharme, 2013). The staff anticipates the occurrence of any safety problem, and it is minimized beforehand with the help of periodic training, patient safety, leadership, and communication strategies (West et al., 2014). Such feedback mechanisms with the staff members, patients, and other external stakeholders are significant to understand areas of weakness and where to pursue improvement opportunities (Mannion & Davies, 2018). The leaders ought to act on the feedback, clarify changes, and instill in the organization a culture of learning and adjusting to changes, which will assure the safety processes of being continuously enhanced (O'Daniel & Rosenstein, 2008). The most significant factors that will make healthcare organizations build a resilient system that will prevent the occurrence of tragedies like the case of Lewis Blackman and improve patient outcomes and involvement of staff members (Ginsburg et al., 2010; Alabdullah & Karwowski, 2024) will be decentralization, governance, communication, efficiency, and continuous learning.
Conclusion
The example of Lewis Blackman demonstrates the paramount role in patient safety that is played by leadership, governance, and communication (Wong, Cummings, and Ducharme, 2013). Lack of responsibility, unprofessional communication among medical staff, and a strict hierarchical organizational culture are all such factors that contributed to the avoidable lethal case (West et al., 2014). Such failures were likely to be avoided through the use of transformational leadership that promotes collaboration, innovation, and collective responsibility as well as decentralized decision-making (Mannion & Davies, 2018). The development of responsive healthcare environments through empowering frontline personnel to be decisive should be developed to avert the risk of patient safety in the changing healthcare environments (O'Daniel & Rosenstein, 2008). Leadership style should be chosen accordingly at different moments of crisis. Transformational leadership supports the culture of improvement, responsibility, and collaboration, whereas situational leadership allows the leaders to alter the way of doing things based on the presented situation (Ginsburg et al., 2010; Alabdullah & Karwowski, 2024). Together, the mentioned strategies will contribute to the improvement of patient safety culture and deliver timely and effective interventions (Anders, 2025). The patient safety approach must be holistic by taking the systems thinking approach (Ward, Doherty, and Corrigan, 2023). Once the focus lies on individual errors, the systemic issue is not addressed. Once the dynamics between the top management, communication, training, and the organizational culture are brought to the limelight, the same can be improved sustainably (Wong, Cummings, and Ducharme, 2013). Continuous learning, feedback loops, and collaboration across all levels of the organization are some of the key measures to prevent mistakes and enhance safety outcomes (West et al., 2014; Mannion & Davies, 2018). Lastly, the culture of active leadership, good governance, free flow of information, and continuous enhancement in the healthcare organization needs to be incorporated to prevent such tragedies, such as the case with Lewis Blackman (O'Daniel & Rosenstein, 2008; Ginsburg et al., 2010). Considering these elements, the healthcare system will be able to offer safer care to patients, improve outcomes, and create resilient healthcare systems, which will have the capacity to respond to the emerging challenges (Alabdullah & Karwowski, 2024; Anders, 2025; Ward, Doherty, & Corrigan, 2023).
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