




THE LEWIS BLACKMAN CASE: LEADERSHIP, GOVERNANCE AND SYSTEMS THINKING IN FAILURE TO RESCUE



Student Name: Kesavapriya Vasamsetti 
Student Number: 2532751
Programme: MSC Public Health and Social Care in Practice
Module: Health Care System Organisation and Leadership
Module Code: Lchs7002
Word Count: 5005


TABLE OF CONTENTS
TABLE OF TABLES	2
TABLE OF FIGURES	2
1. INTRODUCTION	3
2. IDENTIFYING THE PROBLEM AND SETTING THE SYSTEM CONTEXT	4
3. CENTRALISATION OR DECENTRALISATION WITHIN THE CASE STUDY	8
4. LEADERSHIP THEORIES AND APPLICATION TO THE CASE STUDY	10
5. IMPROVEMENT AND LESSONS LEARNED	13
6. RECOMMENDATIONS	16
7. CONCLUSION	18
8. LIST OF REFERENCES	20

[bookmark: _Toc237333324]TABLE OF TABLES
Table 1: CATWOE-informed formulation of the Lewis Blackman case	7
Table 2: Improvement strategy, measures and risk mitigation	16
[bookmark: _Toc237333325]TABLE OF FIGURES
Figure 1: Rich Picture of the Lewis Blackman failure-to-rescue system (author-developed from the case evidence and systems literature).	6

[bookmark: _Toc237333326]
1. INTRODUCTION
Patient safety is determined by the interaction of leadership, governance and health-system design as demonstrated by the tragic story of Lewis Blackman. Lewis was a previously healthy 15-year-old boy admitted for elective repair of pectus excavatum at a large teaching hospital in South Carolina. The Patient Safety Movement Foundation (n.d.) offers the timeline from a family perspective detailing worsening abdominal pain, difficult blood pressure readings, changes in monitoring, and a lack of attending physician evaluation prior to cardiac arrest. Rather than blaming a single clinician for the error, the analysis considers how system leaders created an environment where expedient recognition, escalation, and rescue were untenable. This focus on safety systems aligns with the World Health Organization's (WHO, 2021) leadership priorities for eliminating preventable harm, including improvement science and partnering with patients and their families.
For present purposes, leadership is conceptualised as leading people, relationships and organisational conditions such that common purpose is manifested through coordinated action. This definition is consistent with recent reviews of safety leadership research that describe associations between discrete leader behaviours, teamwork, communication and learning behaviours, and other elements of patient-safety culture, even where support extends little beyond descriptive accounts (Althobaiti, 2026). Centralisation or concentration of decisional authority can offer opportunities for oversight and accountability but can suffer from slower response time if concerns need to traverse a long chain of command. Decentralisation can support faster response at the risk of fragmentation, and clarity of authority boundaries can reduce confusion (Sadegh Tabrizi, Azami Aghdash and Nouri, 2021; Francis- Auton et al., 2024). Transformational leaders focus on common purpose and follower empowerment, transactional leaders ensure standards and accountability are established, situational leaders provide direction and support depending on urgency and follower capability, and leaders employing a distributed leadership style defer most influence decisions to personnel who possess the relevant expertise (Fournier, Moisan and Lagacé, 2022; Restivo et al., 2022; Ystaas et al., 2023; Wang et al., 2024). The balance of these qualities is consequential when leading through crisis or change because there can be many unresolved tensions, such as when motivation and empowerment are exerted without sufficient oversight and coordination, or when authority is too tightly held at the cost of voice.
This report contextualises Lewis's death against world and United States patient-safety data, then models contributing factors and feedback loops using a Rich Picture and CATWOE. The review then analyses centralisation versus decentralisation, critically assesses leadership theory, identifies opportunities for improvement and learning lessons, before making recommendations regarding governance, communication, system integration, technical and allocative efficiency, continuous learning, stakeholder engagement and coproduction.
[bookmark: _Toc237333327]2. IDENTIFYING THE PROBLEM AND SETTING THE SYSTEM CONTEXT
Lewis’ death resulted from a failure to recognise and respond to postoperative deterioration despite having multiple opportunities to reassess his diagnosis and escalate care (Patient Safety Movement Foundation, n.d.). Acquaviva, Haskell and Johnson (2013) frame the case using cognitive and organisational processes including anchoring and authority biases. The family statement describes sudden onset of severe abdominal pain accompanied by worsening pallor, tachycardia, lack of urine production, increasingly disturbing oxygen saturation levels and multiple unsuccessful attempts to obtain a blood pressure; after a resident entered a normal blood pressure into the computer system Lewis went into cardiac arrest just over an hour later without having an attending physician paged (Patient Safety Movement Foundation, n.d.). Based on these events, it is possible to describe a systems problem: fluctuating clinical indicators were not adequately translated into prompts for senior review, reconsideration of diagnosis, and timely treatment.
The issue is locally meaningful and internationally important. WHO (2023) estimates that one in every ten patients is harmed during care, that care far below accepted standards is responsible for over three million deaths annually, and that more than half of patient harm is preventable. To provide a national benchmark, the U. S. Department of Health and Human Services Office of Inspector General sampled 770 Medicare patients randomly and estimated that 25% suffered harm during their hospitalization; 12% experienced adverse events, 13% experienced temporary harm, and physician-reviewers determined that 43% of the identified harm events were preventable (HHS OIG, 2022). These statistics should not be compared directly because they are different samples with different harm definitions and timeframes, but both highlight the continued magnitude of the issue. Diagnostic-specific studies further demonstrate that delays and organisational factors are prominent features of diagnostic harm: Dalal et al. (2025) found harmful diagnostic incidents in 7.2% of hospitalised general-internal medicine patients, with 61.9% of those harmful incidents due to delay, and Hooftman et al. (2024) found that organisational factors contributed to 63.3% of 109 serious diagnostic incidents reported from 31 hospitals in the Netherlands. While these cases differ in many ways from Lewis' situation, including setting and populations involved, their conclusions support the applicability of diagnostic delay and organisational failure to Lewis'.
Systems evidence describes why this case cannot be distilled to one missed observation. Beane et al. (2022) performed a qualitative acute- care inquiry and found vertical hierarchy, siloed working, continuation bias and unwillingness to accept responsibility were barriers that prevented deterioration recognition. Smith et al. (2022) used stakeholder consensus to develop a multicomponent intervention to improve deterioration recognition, demonstrating that cues, environmental re-structuring and other behavioural-change methods were necessary to complement knowledge. As applied to Lewis, this critical failure was a lack of a trusted process by which bedside observations, family worry and clinical doubt could each separately initiate review by seniors.
U.S. data also sheds light on organisational weaknesses related to governance. In the Agency for Healthcare Research and Quality (AHRQ) 2024 SOPS Hospital 2.0 dataset, 445 hospitals provided 284,036 responses: teamwork (81% positive), and supervisor/clinical- leader support (80%) outperformed response to error (64%) and staffing and work pace (55%); 68% felt their unit was excellent or very good at safety (Tyler et al., 2024). Separately, HHS OIG (2025) found that hospitals had failed to capture half of the harm events they identified in their national patient harm study and few captured events resulted in improvement. Neither source details historical staffing ratios, budgets or culture scores from Lewis’s hospital, so the cited staffing shortage cannot be directly claimed as causal. 
HHS OIG and AHRQ demonstrate that detection of harm, response to error and knowledge of staffing/work pace and organisational learning are still quantifiable areas for national-level governance improvement efforts in the United States (HHS OIG, 2025; Tyler et al., 2024). These sources do not establish that the same rates or causations existed at Lewis's hospital in 2000. At the case level, the publicly available information documents failures in escalation, communication, and ultimately responsible senior review; at the state level, escalation rights were later changed by legislation. The resulting problem thus spans bedside processes, unit-level governance and external regulation.
2.1 Rich Picture and CATWOE-Informed Analysis
[image: ]
[bookmark: _Toc237333386]Figure 1: Rich Picture of the Lewis Blackman failure-to-rescue system (author-developed from the case evidence and systems literature).
Figure 1 locates the case in the space of an interdependent system formed by family concern; bedside monitoring, junior appraisal; drug and monitoring; attending supervision; escalation; safety culture and governance. There is a risk-compounding loop when anchoring interpretation on an initial diagnosis, hierarchy silences questioning and tardy escalation permits further decline. Conte and Davidson (2020) describe Rich Pictures as ‘systems-thinking tools that enable nonlinear representation of a situation; their research study also demonstrates that it is the guided attribution of meaning that creates value, not analysing the image as if it were an objective dataset. Figure 1 is thus a synthesis based on the available evidence, not a reconstruction of undocumented events.
[bookmark: _Toc237333380]Table 1: CATWOE-informed formulation of the Lewis Blackman case
	CATWOE element
	Case interpretation
	Safety implication

	Customers
	Patient (Lewis Blackman) and family, 
	Avoid preventable harm and let concerns drive care. 

	Actors
	"On-Call" Physicians (Residents), Registered Nurses, 
	Each role needs to link monitoring, recognising, responding and escalating. 

	Transformation
	Change an inconsistent postop course where warning bells don't lead to rescue, into a reliable process that turns clinical and family concerns into swift escalation/action. 
	Provide diverse pathways from faint signals to action. 

	Worldview
	Patient safety is about interdependent system design, not just individual vigilance.
	Avoid attributing system failures to individual human error alone. 


	Owners
	Hospital executives
	They have authority over policy, staffing, training, accountability and escalation protocols. 

	Environmental constraints
	Uncertainty in the clinical setting, workload, resource constraints, hierarchy, technology, and personnel and regulations.
	Safeguards need to work even when times are tough and feel fair to patients/families.


The CATWOE described in Table 1 helps explain accountability and change. Worldview is safety is created by interdependent system components while hospital executive and clinical governance leaders are owners with the power to change policy, staffing, supervision and escalation. Constraints include uncertainty, workload, technology, training level, hierarchy and limited resources. More immediate governance failures were local organisational failures but ultimately state governance changed the rules. The Lewis Blackman Hospital Patient Safety Act mandates identification of trainees, notification of attending responsibility, nurse support to contact the attending, and assurance of a mechanism available at all times to get quick help with unresolved medical- care issues (South Carolina General Assembly, 2005). The law allows for structural interpretation but does not demonstrate that any particular intervention would have changed the outcome.
[bookmark: _Toc237333328]3. CENTRALISATION OR DECENTRALISATION WITHIN THE CASE STUDY
On its face, the Lewis Blackman case is most strongly argued as an example of clinically centralised hierarchy with decentralised execution of tasks. From a functional standpoint, though, the escalation path clearly documents that diagnosis and treatment decision-making power remained centralised in the medical hierarchy as nurses and junior trainees executed surveillance tasks without a reciprocal, reliable method to gain an alternative senior-level reaction (Acquaviva, Haskell and Johnson, 2013; Patient Safety Movement Foundation, n.d.). During a postoperative decline, for example, clearly defining attending physician accountability can help decrease ambiguity. Instead, the issue at hand was not the senior authority itself, but the lack of a reliable link between the concern at the bedside and that authority.
Over-reliance on escalation for permission can result in catastrophic delay. This case study highlighted ongoing family distress and decline with no effective pathway to an attending physician (Acquaviva, Haskell and Johnson, 2013; Patient Safety Movement Foundation, n.d.). Lainidi et al. (2023) systematically reviewed 76 healthcare studies, representing 122,009 participants and found significant conceptual and methodological inconsistency across voice and silence research, much of which was cross-sectional and self-reported; speaking up therefore should not be considered as merely an individual act independent of contextual factors. Weiss, Morrison and Szyld's (2023) experimental work showed that perceptions of psychological safety moderated reception to lower status clinicians' voice. Applied to Lewis, those closest to the patient may have had information of importance but lacked an accepted method to convert that to power-based decision-making.
Decentralisation can help limit this lag by devolving decision rights to where care is delivered. For example, South Carolina's post-case legislation shifts defined escalation rights: hospitals must inform about the role of trainees and who the attending is; nurses must initiate or help page the attending physician (or designee) when asked; and there must be some mechanism available at all times that can rapidly escalate to someone who can help if concerns are not resolved (South Carolina General Assembly, 2005). This is not unfettered treatment authority; it is bounded decentralisation. 
Hospital-governance literature shows mixed findings around decision authority. Whilst greater authority may improve responsiveness, impact is affected by mechanisms of accountability and contextual factors (Sadegh Tabrizi, Azami Aghdash and Nouri, 2021). Its benefit in this context is autonomy to review directly; its hazard is duplication of effort or role conflict in the absence of clearly delineated escalation and response responsibilities.
Total decentralisation comes with its own risks. Permitting autonomy at the micro- level for teams to make decisions about treatment protocols, monitoring thresholds, or medication classes may simply open the floodgates for additional variability and conflicting decisions. Research by Francis- Auton et al. (2024) employed mixed methods to realist evaluate conditions that enabled large- system change and discovered four main enablers: an authorising environment, actionable and timely data, dedicated and decentralised leadership/distributed decision-making, and a culture of learning. Further elaborating on distributed decision-making, Fournier, Moisan and Lagacé (2022) noted that performance management systems embraced shared leadership when both goals and coordination were decentralised. Both lines of literature suggest an ideal hybrid model for this case: Macro- level strategy, standards, and accountability could be centralised while ensuring that day- to- day problem solving and escalation are decentralised. Framing the problem this way leads us to the important design question of where to draw decision boundaries instead of which ideology is better. The governance challenge with that design would be to ensure a distributed trigger does not become a distributed responsibility gap; each activation of the trigger must have a named responder, a time-dependent response standard, and documented resolution.
Ideally, for crisis management centralised command should have been strong on assuring identifiable attending oversight but weak on allowing conventional chains of command to monopolise access to that oversight. Olsen et al. (2023) saw omission events drop from 40% pre implementation to 20% and then 11% after implementation and maturation of a rapid response system (p = 0.01) in a Norwegian gastrointestinal-surgery mortality review; complete vital sign documentation and intensivist consultation also improved. While their decade-long observational study design does not allow cause to be ascribed to the system alone, it provides evidence that escalation structures can be quantified by using process and outcome measures.
A hybrid design is therefore optimal. Centralisation should provide non-negotiable standards for staffing accountability, credentialling, training, data definitions and ownership of unknown risk. Decentralisation should ensure the right to question, request senior review, and activate rescue is never delegated to the authority which may be challenged. Positive percentages on the AHRQ tools like 55% staffing and work pace or 64% response to error capture organisational dimensions that can be measured (Tyler et al., 2024). Associations between selected human factors like management support, feedback, handoffs and comfort speaking up and adverse events were reported by Hafezi et al. (2022) in a cross-sectional survey of 338 nurses. However, causation should not be inferred from these observational studies. Review of oversight should therefore examine actual escalation patterns as well as formal authority delegations.
[bookmark: _Toc237333329]4. LEADERSHIP THEORIES AND APPLICATION TO THE CASE STUDY
Leadership theories are frameworks through which we can understand how structure becomes behaviour; the evidence we have does not suggest hospital leaders intentionally adopted a specific leadership theory. Transformational leadership articulates common purpose, role modelling, empowerment and challenging mindsets. Ystaas et al. (2023) reviewed 23 studies, finding broadly positive correlations with nursing work-environment outcomes (such as empowerment, commitment, job satisfaction). Althobaiti (2026) conducted a similar analysis on 12 quantitative studies and concluded that transformational, ethical or transactional leadership was positively correlated with safety-culture constructs like teamwork, communication and learning behaviours; most reviewed studies were cross-sectional, however, limiting conclusions about causation. In Lewis's case, transformational leadership could have acknowledged nurses' and family concerns and safety as a team value.
Transactional leadership institutes OS discipline. The problems experienced by Lewis demonstrate failures at each of these transactions: observations that were unusual/unavailable were not uniformly actionable for escalation, monitoring methods differed, and responsibility was distributed (Acquaviva, Haskell and Johnson, 2013; Patient Safety Movement Foundation, n.d.). Transactional cadences may require the nurse to escalate care after a number of failed attempts at obtaining a blood pressure, verify care is handed off to a senior colleague when defined deterioration criteria are reached, and build a compulsory action note when significant family concerns are expressed. Restivo et al. (2022) conducted a systematic review looking at healthcare leader interventions and their effect on clinician performance and compliance behaviors. They found some improvement but their evidence was mixed and largely from observational studies. 
Rules, therefore, need to be tested like other safety interventions, instead of being assumed to be effective; too much rigidity creates a checkbox mentality. The AHRQ (2023) report also linked psychological safety to talking about diagnostic error with organisational learning, so accountability will need to continue to be coupled with safe reporting and speaking up. Transactional control would have aligned best with minimum monitoring and escalation of responsibility in Lewis's case, but would be misguided if used to force staff to comply with a working diagnosis. Benefit comes from standardising safety-critical tasks and allowing flexibility.
Situational leadership dictates change in leadership direction and support based on the urgency of the situation and the capability of the staff. A recent review found situational leadership widely implemented in nursing management literature; however, reported poor quality of reporting and lacking robust validation (Wang et al., 2024). These aspects of critical illness should decrease the threshold for senior, directive intervention. As such, leadership skill includes knowing when a situation outpaces the capability of your team, and escalating the appropriate people and expertise. This case illustrates how that shift was not reliably recognised or acted upon.
Distributed leadership allows leadership action to happen closest to where the information/knowledge exists; it does not provide all members of the team equal clinical authority. Fournier, Moisan and Lagacé (2022) demonstrated shared leadership can occur when performance improvement systems create coherence around aligned goals, boundary-spanning coordination and visible information, and according to Francis-Auton et al. (2024), distributed decision making is vital for transformation. In Lewis's case, nurses provide surveillance leadership, pharmacists offer medication-risk leadership, residents synthesise diagnostic team leadership, attending provide command of the response for serious deterioration, and family members provide insight to change from baseline. According to Correia et al. (2023), families can serve as a safety barrier when giving and receiving information and providing continuity. Through distributed leadership, Helen Haskell's request would be seen as safety information rather than just a suggestion.
Psychological safety is the litmus test for whether distributed leadership is genuine or ceremonial. Lainidi et al. (2023) demonstrate healthcare voice and silence research is fraught with heterogeneous constructs and measures; therefore broad claims about the efficacy of one speaking-up intervention should be made with caution. Weiss, Morrison and Szyld (2023) found experimentally that the perceived value of a lower-ranking voice depended on psychological safety. AHRQ data explain why this variable should be assessed separately: communication openness items averaged 77% positive, while response to error items averaged 64% across hospitals that participated (Tyler et al., 2024). Note these are modern-day benchmarks, not from Lewis' hospitals. Leaders should thus be evaluated on whether concerns are heard, escalated, and remedied, not if policy merely tells staff to speak up.
According to the family account, Lewis's pulse-oximetry threshold was reduced, and later his monitoring was disabled in response to repeated alarms being perceived as nuisances (Patient Safety Movement Foundation, n.d.). Chromik et al. (20 22) performed a review of 69 studies and determined that the majority of interventions targeted technically false alarms, fewer targeted deterioration prediction or alarm presentation; no universally applicable solution to alarm fatigue was found. A proactive response would interrogate the signal, maintain safe escalation and draw upon the right expertise, rather than simply stopping nuisance alarms. 
Emotional intelligence plays a role in responding to challenge: Powell et al. (2024) identified improvement associated with emotional-intelligence training across 17 longitudinal studies of the healthcare workforce but noted that results may be exaggerated by methodological flaws. Leadership style, therefore, needs to be blended situationally: transformational for purpose, transactional for standards, situational leadership as risk increases, distributed for expertise and voice, and emotionally intelligent in how people respond to concerns. The limited available case evidence therefore suggests leadership responded reactively at the point of crisis: concerns were raised after patient deterioration became visible, rather than creating purposeful pathways in advance for escalation when trend data, family insight and senior expertise are connected.
[bookmark: _Toc237333330]5. IMPROVEMENT AND LESSONS LEARNED
Priority number one for improvement is a dependable escalation framework connecting governance to the bedside response. An integrated model should employ physiological parameters with input from clinicians and patient-family concern escalation because no pathway is ideal in terms of sensitivity. Smith et al. (2022) found several behaviour-change elements endorsed as acceptable and feasible by system leaders, senior clinical leaders and ward nurses to enhance recognition and responsiveness highlighting that education initiatives alone are not enough. Olsen et al. (2023) performed an observational mortality review and found omission rates dropped from 40% to 20% and finally 11% between study periods as an RRS was implemented and evolved. Although isolation of causality is not possible, the data encourages tracking of omission rates, documentation of vital signs and specialist response. Economic evidence is lacking at this time, note Subbe et al. (2023) therefore local adoption should track outcome and expense.
The second missed opportunity involved communication and continuity. Characterised by multiple clinicians, shifting interpretations and duplicated unresolved concerns, the case provided the conditions necessary for fragmentation of information (Acquaviva, Haskell and Johnson, 2013; Patient Safety Movement Foundation, n.d.). Evaluating a national Israeli programme, Toren et al. (2022) associated success with implementation of a defined process rather than reliance on the acronym alone, highlighting team adherence, monitoring, peer learning and real-time problem solving as important factors. Ghosh, Ramamoorthy and Pottakat (2021) demonstrated improved handover performance and patient satisfaction with SBAR implementation in one unit, but their uncontrolled design limits applicability. Guidance from AHRQ has similarly described transitions of care as events where diagnostic-safety risks occur, and require both structured transfer and feedback of information (Santhosh et al., 2023).
Thirdly, diagnostic debiasing within the workflow. Acquaviva, Haskell and Johnson (2013) take Lewis's case as a classic example of anchoring, belief perseverance and authority effects respectively. Hooftman et al. (2024) showed that serious diagnostic adverse events involved both reasoning failures and failures of communication, monitoring, task execution, and protocol compliance. Dalal et al. (2025) analysed failures across assessment, testing, and referral processes. Taken together these observations suggest that cognitive- bias training in isolation is unlikely to be effective. Diagnostic time-outs, alternative-diagnosis prompts, trend visualisation, automatic senior review after multiple abnormal observations, and forcing functions that elicit explicit use of family concern as disconfirming evidence can help break the reinforcing cycle seen in the Rich Picture.
Lesson four is that governance should build a closed-loop learning system. South Carolina law established a set of statutory requirements designed to improve transparency and access to senior escalation (South Carolina General Assembly, 2005). But frontline data are needed to know if these safeguards translate into practice. The dashboard should include escalation calls and response times, unplanned ICU transfers, omission events, medication injury, alarm silencing, handover scores and family issues/culture surveys. One HHS OIG (2025) study found hospitals did not report half of harm events identified in its national sample and few reported events led to corrective action. AHRQ's SOPS survey asks separate questions about organisational learning, communication about mistakes and reaction to error (Tyler et al., 2024). On a policy level, Pareja- Rossell et al. (2024) report that a Catalan event reporting system had logged or migrated over 127,000 incidents as of 2022 and was being used for risk mapping. The feedback loop should close with capture, analyse, act, communicate and reassess.
Finally, improvement needs to target working conditions and safety culture. Churruca et al. (2021) demonstrate that hospital safety culture is not captured by a single score but multiple dimensions. Similarly, Hafezi et al. (2022) demonstrates associations between adverse events and seven areas of safety culture: management support, teamwork and communication, handoffs and transitions, feedback and speaking up, but its cross-sectional design does not allow determination of causality. Leadership can therefore augment surveys with walk-rounds, debriefs, case reviews and staff stories. AHRQ's report of an 81% teamwork score concurrent with 55% positivity for staffing/work pace suggests that strong and poor dimensions can exist simultaneously (Tyler et al., 2024). If staffing levels or supervisor supervision are so poor that observation is inherently unreliable, asking nurses to be "more vigilant" is not a systems solution. Workforce planning and competence must be linked to actionable, measured safety risk.
Soft Systems Methodology (SSM) can accommodate these additions because it is concerned with interacting technical processes, stakeholder viewpoints and organisational limitations. Augustsson, Churruca and Braithwaite (2019) describe SSM as being applicable to complex healthcare improvement that is sensitive to context and multiple stakeholder perspectives that affect implementation; Drei et al. (2023) offer one example in hospital care. In that work, the desired conceptual transformation is from a reactive postoperative system that accepts observations to an interpretive rescue system that analyses trends, validates concerns and ensures the availability of appropriate personnel. Preventive measures: graded alerts, accessible alerts and communication, simulation training, workload monitoring, false-positive and false-negative rate tracking as illustrated in Table 2. Overall, only when evidence leads to change and subsequent data demonstrate whether or not risk actually decreased will we see continuous improvement.
[bookmark: _Toc237333381]Table 2: Improvement strategy, measures and risk mitigation
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[bookmark: _Toc237333331]6. RECOMMENDATIONS
A tiered escalation pathway should be governed by clear accountability. Escalation based on validated physiological triggers should prompt rapid-response reconsideration. Any clinician should be able to escalate undue concern even if thresholds are normal, and patients/families should have a publicly posted 24-hour mechanism for independent escalation. This will operationalise and reinforce the access principles outlined in the Lewis Blackman Hospital Patient Safety Act WHILST meeting requirements of the WHO Patient Safety Rights Charter to include patient and family voice (South Carolina General Assembly, 2005; WHO, 2024). Policy should outline response times, required responder level and closed-loop documentation requirements. A multidisciplinary deterioration governance committee with executive sponsorship should review monthly activation rates, response times, omission events, unplanned ICU transfers and missed activations.
A combination of leadership style is suggested. Transformational leadership should focus on establishing safety and speaking up as collective goals. Transactional controls should standardise non-negotiable components of observation, medications, escalation and handover. As risk increases, situational leadership should give progressively greater senior direction. Distributed leadership should empower frontline nurses, pharmacists and family members to share their expertise. Psychological safety metrics should be adopted with accountability assigned to leaders for how raised concerns are handled. Althobaiti (2026) identified positive correlations between multiple leadership styles and safety culture; however, we are unable to make causal claims due to the heterogeneous and predominantly cross-sectional nature of the evidence. This evidence supports aligning leadership style to the safety need at hand rather than decreeing one superior style for all situations.
Governance structures should strengthen the integration of these systems. One patient- safety dashboard that feeds into a formal learning cycle should be implemented. Included would be abnormal or unobtainable vital signs, monitored alarm overrides, escalation compliance/ timeliness, delayed senior review, handover quality, med admin events/high risk meds, family concern documentation, incident capture rates and omission events. Root cause should be multidisciplinary with system process interactions reviewed, action assigned and closed out describing what changed and if outcomes improved. Francis- Auton et al. (2024) also highlight key enablers of this transformation including an authorising environment, reliable and meaningful data, designated and distributed leadership and a learning culture. Governance arrangements should ensure these principles are implemented by connecting data to decision rights, frontline action and feedback rather than treating published policy as evidence of organisational change.
Technical efficiency and allocative efficiency should drive improvement efforts. Technical efficiency should decrease duplicated and non-actionable work while maintaining timely rescue with handovers and appropriately configured monitoring. (Toren et al., 2022; Chromik et al., 2022). Although some researchers have posited that rapid-response systems improve outcomes (Subbe et al. 2023), the economic evidence supporting these systems is methodologically sparse, necessitating local determinations of costs and cost-effectiveness. A recent review conducted by Chromik et al. (2022) of 69 studies focused on alarm-management interventions showed that the majority of studied interventions targeted technically false alarms rather than clinically non-actionable alarms or predicting deterioration. Due to the variability in both methods and outcomes measured, it was difficult to determine a superior method, leaving open the possibility that multidisciplinary alarm redesign should be specific to hospital contexts.
Stakeholder involvement in service delivery and policy implementation must be also be established. The patient-family advisory group should co-design escalation info and accessibility. Frontline staff should co-design workflow and identify workarounds. Quarterly SSM-informed reviews should revisit the Rich Picture as new data identify unintended consequences; Conte and Davidson (2020) note Rich Pictures are only valuable to the extent that they are used to facilitate sense-making. Monitoring at 3, 6 and 12 months should include process, outcome and balancing measures.
[bookmark: _Toc237333332]7. CONCLUSION
The Lewis Blackman story shows how a bad outcome can occur when a series of logical decisions interacts poorly within a system. There were multiple points for detection, reassessment of diagnosis, and escalation to senior clinicians during Lewis' postoperative deterioration. Cognitive fixation, care fragmentation, professional power dynamics, monitoring behaviours and restricted access to responsible experts all contributed to the inability to rescue Lewis. Unfortunately, these risks remain relevant to hospital safety, especially where delayed diagnosis, missed communication, resource constraints, weak safety culture and ineffective speaking up persist.
Focusing on systems takes the investigation away from finding who did something wrong and moves it toward finding how the organisation made successful rescue uncertain. The Rich Picture and CATWOE helped to see that patients, family members, bedside nurses, trainees, senior doctors, technology, institutional governance and escalation processes are part of a loosely coupled safety system. Rather than being highly centralised or decentralised, the optimal organisation strikes a balance between the two. Standardisation, accountability, and responsibility should be centralised; the ability to question, call for help, and provide input should be decentralised. Additionally, no single leadership style will meet all of the needs of such a complex system. Transformational leadership, transactional leadership, situational leadership, and distributed leadership each play important roles in managing a high-stakes clinical system.
The enduring legacy of the case, therefore, may be to shift patient safety from a professionalism problem to a problem of systems design and rights. Policy has given structure to access senior support, but leaders can do more to create rapid-response pathways, psychologically safe teams, robust handoffs/standardized communication, diagnostic debiasing and decision-making support, learning dashboards, and meaningful coproduction with patients and families. When leaders create feedback loops with data and see weak signals as learning opportunities, health systems can sense failure before crisis occurs.
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