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[bookmark: _Toc227318588]1. Introduction
The safety of patients is an ongoing international issue in the health and social care frameworks where leadership, governance and system coordination inefficiencies may lead to avoidable injury and fatalities (Anders, 2025). In the chosen case study, the death of a 15-year-old patient, Lewis Blackman, who died after a routine surgery, the disintegration of care delivery, hierarchical relationships of power and poor communication negatively affect patient safety together. The lack of an escalation and prompt failure to intervene even in the face of an evident clinical decline resulted in a fatal outcome, as well as this is a symptom of systemic and leadership failure, rather than a single clinical error. This report critically addresses the case to discuss how leadership and the structure of governance and the design of the system, contributed to the outcome, which is consistent with the module on leadership, systems thinking and healthcare performance improvement.
The concept of leadership in healthcare is widely described as the capacity to impact individuals and teams in solving common objectives like patient safety, quality care and organisational effectiveness. However, leadership is not limited to power in the hands of a single person in a complex system, but also governance systems, accountability systems and organisational culture. It has been proposed that bad leadership and communication may lead to a substantial %age of the bad events, for example, the World Health Organization has estimated that unsafe care causes more than 3 million deaths each year in low- and middle-income countries, which highlights the global applicability of failures (World Health Organization, 2023). In that regard, the case of Lewis Blackman demonstrates how poor leadership and the absence of psychological safety might make junior staff unable to raise concerns, further contributing to clinical risk.
One of the critical aspects that determines the effectiveness of leadership is the healthcare system structure, particularly the centralisation or decentralisation. Centralised systems put the decision-making power in one place and this aspect results in slowness when dealing with an acute situation, but decentralised systems bring responsiveness but decrease consistency. Transformational, transactional and situational leadership theories are all useful theories to assess crisis response by leaders (Pongpearchan and Rattanaborworn, 2023). For example, transformational leadership encourages open communication and empowerment whereas transactional leadership could strengthen strict hierarchies which can be seen in this case.
The significance of choosing a suitable leadership style is especially noticeable in cases of crisis, when it is necessary to make timely decisions and communicate effectively. This report will therefore evaluate the case through systems thinking, leadership approaches and determine governance structure and lessons learnt on how to enhance patient safety and organisational performance in healthcare systems.
[bookmark: _Toc227318589]
2. Main Body
[bookmark: _Toc227318590]2.1 Identifying the Problem and Setting the System Context
[bookmark: _Toc227318591]Central Problem in the Case Study
The case of Lewis Blackman shows a fundamental failure in patient deterioration identification and reaction in the hospital environment. After a normal surgery, Lewis showed evident clinical deterioration, such as intense pain, decreased oxygen saturation and a decrease in the amount of urine. Although his mother had raised an alarm on several occasions, these alarming signs were not promptly taken into action. The main issue, however, does not focus on clinical misjudgement but finds its solution in the inability to promptly escalate care, poor communication and lack of clinical accountability.
The case demonstrates how the frontline staff did not interpret and act on worsening physiological parameters and even the intervention of senior medical staff was not consulted until it was too late (Milkesky, et al., 2025). It is not just a question of one person making a mistake but rather a reflection of system processes intended to guarantee patient safety. Lack of organised upward communication channels and unwillingness of junior employees to question authority points out to more fundamental organisational vulnerability.
[bookmark: _Toc227318592]Global Context of Patient Safety Failures
The problems that were witnessed in the case are not unique but reflect a global challenge in the healthcare systems. The World Health Organization, (2023) estimates that unsafe medical care is the cause of more than 3 million deaths every year in low and middle-income countries. Also, it is estimated that one out of every ten patients globally suffers injuries during hospital services (World Health Organization, 2023). These statistics imply that malfunctions in patient deterioration recognition and inadequate timeliness of clinical intervention are issues on a systemic scale and not infrequent accidents.
Communication failures contribute significantly to negative events around the world. It has been claimed that in 60 % of severe incidents in healthcare facilities, ineffective communication is involved (Howick, et al., 2024). The Lewis Blackman case is no exception as the lack of effective communication among healthcare professionals and the rejection of patient-family issues helped directly cause the outcome.
[bookmark: _Toc227318593]National and Organisational Evidence
At the national level, the same has been reported in healthcare systems like the NHS. According to the NHS England reports, every year there are more than three million incidents of patient safety and a considerable part is attributed to the failure to ensure monitoring, communication and escalation of care (NHS England, 2025). Delayed recognition of deterioration has been previously recognised by the National Patient Safety Agency as one of the main causes of preventable deaths.
Additional research on the part of the Institute of Healthcare Improvement (IHI) notes that up to 30% of hospital deaths can be cut down through an early warning system and a quick response team (Maharaj, et al., 2015). The fact that such systematic interventions were not applied to the Lewis Blackman case confirms the opinion that the issue is in the design of the system but not in the negligence of specific people.
These statistics prove that the issue seen in this case is not isolated but is a part of the bigger national and international trends where gaps in monitoring systems, communication processes and leadership accountability remain to undermine the safety of patients.
[bookmark: _Toc227318594]Systemic Weaknesses and Governance Failures
The case failure indicates a number of systemic flaws in communication, leadership and governance systems. To begin with, communication within the healthcare professions was evidently broken with the most important data regarding the state of the patient not being properly shared or not being taken into action (Howick, et al., 2024). Second, the hierarchical nature of the hospital meant that junior employees could not bring up issues to senior leadership, which means that there was no psychological safety and supportive leadership.
Governance-wise, the issue can be traced back to the organisational (local) level. The hospital did not establish effective clinical governance structures which included monitoring systems, escalation procedures and accountability systems. Research points out that the lack of communication and ambiguity in the authority lines are not personal problems but systemic obstacles that are entrenched in the healthcare organisations (Leotin, 2025). Failing to identify the person in charge of making decisions led to the delay in the intervention and eventually patient injury.
[bookmark: _Toc227318595]Underlying Challenges and Contributing Factors
The issue was further intensified by a number of underlying factors. The challenges of the workforce such as shortages of staff and workload might have diminished the capacity of medical practitioners to follow up patients. Also, there were no standardised early warning systems which resulted in the absence of a systematic recognition of clinical deterioration.
Healthcare research may indicate that poor staffing is linked to patient mortality and negative outcomes. Here, the inability to identify and address the state of Lewis can be attributed to the resource limitations as well as organisational inefficiencies. Comprehensively, these difficulties indicate that the influence of individual clinical choices on the broader system conditions, such as staffing, policies and organisational culture, is evident.
[bookmark: _Toc227318596]Systems Thinking Perspective
A systems thinking view of the result of this case would be to see it not as the cause of error but as the culmination of a series of interrelated failures. This interplay of staff behaviour, organisational hierarchy and communication processes as well as governance structures resulted in a system where critical information was not converted into urgent action.
The loops of feedback did not work because the worsening of patients did not prompt a clinical response. The lack of communication between nurses, physicians and family members affected information dissemination and reliance on top-down decision-making slowed down the escalation. These interconnected variables underscore the complexity of healthcare systems whereby the outcome is influenced by the combination of various components and not individual actions.
[bookmark: _Toc227318597]Rich Picture Diagram
The rich picture points out communication breakdowns and sluggish escalation in the Lewis Blackman case through weak governance and hierarchical leadership. Although there are evident indicators of decline, the concerns of nurses and the mother of the patient were disregarded. Inaction was a result of limited authority of junior staff and absence of clear protocols. This led to a feedback loop failure in which the monitoring would go on without reply and eventually there would be a breakdown of the system and delayed action in a preventable death.
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Figure 1: Representing Rich Picture Diagram
(Source: By Author)
[bookmark: _Toc227318598]2.2 Centralisation and Decentralisation within the case study 
The organisation structure is a key factor in determining clinical decision-making, channels of communication and accountability in the healthcare systems (Winasti, et al., 2023). The acute care environment shows that the distribution of authority has a direct impact on the speed of patient deterioration recognition and control. The system as it is in the case of Lewis Blackman is in the form of a largely centralised structure where decision-making was confined to the senior medical ranks. Although these systems are meant to provide consistency and clinical control, they may considerably decrease the responsiveness in cases that involve time sensitivity. This part critically analyses how centralised and decentralised systems impacted upon escalation, decision-making and patient safety outcomes in the case.
[bookmark: _Toc227318599]Centralised system in the case study
A centralised system is one where the decision-making power is at the top levels and the frontline staff is not granted a lot of autonomy (Scarffe, et al., 2022). This usually leads to situations where the junior clinicians will be required to seek senior consent before undertaking the critical interventions in healthcare. In the case of Lewis Blackman, this structure is observed in that the nurses and junior staff members could not raise concerns even though it was evident that things were deteriorating, such as the pain was becoming more intense, oxygen saturation rates were dropping and the urine flow was declining. The authority that was held by senior physicians was still in clinical and there was still no timely consultation to intervene. This shows that hierarchical dependency inhibited quick clinical action in a situation that was quickly deteriorating.
Inconsistency in clinical decision making, protocol adherence and clear reporting structure are some of the benefits that centralised systems can offer. In this case, these advantages were shown by huge drawbacks. The centralisation of power slowed down the escalation process, fostered lower responsiveness in the frontline and discouraged breaking the top decisions. According to NHS England (2025), an annual number of more than 834,454 patient safety incidents were reported and a significant part of them can be associated with the inability to track and escalate the care. Moreover, communication breakdowns cause about 30-40% of negative health incidents. This is a direct indication of what happened in the case, as the issues raised by the mother of Lewis were not taken seriously and were disregarded on many occasions, a sign of poor communication that was strengthened by the hierarchy barriers.
[bookmark: _Toc227318600]Decentralised system in case study 
Decentralised systems are the authority to make decisions at various organisational levels where the frontline employees are given the ability to make decisions within defined clinical frameworks (Athuraliya, 2025). This would increase responsiveness when there is patient deterioration. Had a decentralised structure been in place in the situation, nurses and junior clinicians would have been able to escalate the situation of Lewis Blackman sooner or proceed with an immediate clinical assessment without senior approval. This might have resulted in a prompt diagnosis of internal complications and avoidance of a fatal outcome.
There are a number of benefits of decentralised systems. They enhance the response time, reinforce communication across professional lines and enhance accountability among team members. It has been proven that the benefits of the structured escalation systems, like early warning scores and rapid response teams, have a great impact on patient outcomes. According to Badr et al., (2021), this type of system can help decrease cardiac arrest rates and unexpected deaths in hospitals. 
Likewise, the study by Swami, et al., (2023) emphasises that the framework of early intervention integrated within decentralised systems results in quantifiable improvements in the deterioration-related mortality. The lack of such mechanisms in the case underscores the role of the absence of decentralised decision-making in escalation delays. The decentralised systems can bring inconsistencies in clinical decisions and possible inconsistencies in care. Lacking good governance, distributed authority may result in fragmented accountability. In spite of these constraints, the data indicate that these risks are less than the advantages of rapid response and better communication in an acute care setting.
[bookmark: _Toc227318601]Critical Comparative Analysis
Critical comparison of both system structures shows that the model of a largely centralised structure in this scenario acted as a barrier to crisis management instead of supporting it. The main vulnerability was inactivity. The power of clinical authority continued to be concentrated at a high level, but the condition of Lewis Blackman was not taken seriously to the point that it was deteriorating despite the obvious symptoms, such as intense pain, decreased oxygen saturation and decreased urine output. According to NHS England (2024), the number of safety incidents recorded in hospitals remains very high, which is why it is above 180,539 a month, which proves the magnitude of risk in healthcare systems and the necessity to address it fast.
Decentralised escalation systems are beneficial and this is reflected by comparative evidence. The study by Sessim-Filho, et al., (2025) demonstrated that the implementation of rapid response teams decreased in-hospital mortality rates to 22.7% and ICU mortality rates to 12.8%, which showed that prompt intervention can greatly impact the outcome. The case of Lewis Blackman was symbolised by a lack of timely senior review and plenty of escalation implying that a decentralised methodology where frontline employees could initiate emergency response.
The centralised model also undermined accountability. Even though authority might seem obvious, the problem with responsibility can be diffused when the staff sends decisions upwards. This was seen in the lack of action taken regardless of growing evidence of degeneration. The results of the Rule pilots of Martha demonstrate that organised escalation contributed to 57 high-urgency critical care admissions and more than 400 communication problems that were resolved, which supports the need to empower escalation pathways (NHS England, 2023). On the whole, the evidence shows that the centralised model hindered responsiveness and accountability which resulted in unnecessary harm.
[bookmark: _Toc227318602]2.3 Leadership Theories and Application to the Case Study
Leadership in healthcare is more than authority and power. The leaders shape the staff to enable them to speak up, which means they should be able to communicate about the situations of harm and whether accountability can be assumed at risk. The issue was not of simple deterioration after the strategy, but instead the warning signs were ignored. This shows the failure of leadership with the clinical judgment failure. According to WHO (2023), addressed that 1 in 10 patients is harmed in healthcare and more than 3 million deaths happen each year due to unclear care. 
[bookmark: _Toc227318603]Transformational Leadership 
Transformational leadership emphasises vision, empowerment, support and the establishment of psychological safety. Its worth in healthcare is that it allows the staff to question bad practice, raise concerns early and do what is in the best interests of patient safety, as opposed to hierarchy. The 2024 study of nurses established a significant, positive relationship between transformational leadership and patient safety culture, as well as nursing safety practices (Ystaas, et al., 2023). Patient safety culture had a strong relationship with safety practices with β = 0.631, T = 9.268, p < 0.001 and it was a mediator between transformational leadership and safer nursing practice (Hamdan, et al., 2024).
In this instance, the lack of transformational leadership can be applied. The mother of Lewis Blackman kept on complaining. Poor conditions were witnessed by frontline personnel. However, such apprehensions failed to cause a sense of collective urgency, open dialogue and aggressive escalation. A transformational leader would have established the culture of the junior staff, questioning the delay and engaging senior clinicians at the earliest. This considers family issues as a valuable piece of safety information instead of a disruption.
Leadership was inappropriate as the circumstances demanded patient-centred leadership that was purpose-driven. Rather, it seems that the challenge has been discouraged by the environment. This is important as the NHS Staff Survey 2024 discovered that only 61.82% of the staff felt safe to raise any issue or concern that worries them and only 49.52% were sure that their organisation would act upon the issue or concern (Hughes, et al., 2025). They demonstrate that in current health care systems, a significant portion of the staff continues not to believe that it will be taken up and action will be taken.
[bookmark: _Toc227318604]Transactional Leadership
Transactional leadership is founded on structure, supervision, compliance and reward or correction. Hospitals require procedures, position definition and risk management. Transactional leadership can aid in consistency in a stable environment. In a 2024 study of transactional leadership and psychological empowerment in Greek hospitals (N=608 nurses in five public general hospitals), the researchers concluded that leadership was still a significant driver of job satisfaction, despite the presence of a strong influence of empowerment (Ystaas, et al., 2023). Also, transactional leadership may facilitate the aspects of patient safety culture related to compliance, but its overall impact is more ambivalent and less powerful than transformational leadership.
The shortcoming of transactional leadership is more evident when it is associated with the data of staff. According to the NHS Staff Survey 2024, 71.53% of staff would feel safe to raise an issue about unsafe clinical practice, but only 56.83% were sure that their issue would be investigated using the clinical safety pathway and only 49.52% were sure their broader issue would be investigated (Hughes, et al., 2025). 
[bookmark: _Toc227318605]Situational Leadership
Situational leadership maintains that there is no one style that is always effective. During the process of deterioration or crisis, leadership needs to be quicker, more commanding in rescue and more attentive to frontline intelligence. This renders situational leadership very pertinent to the situation. In a recent healthcare study that implemented the situational leadership theory to crisis situations, it was identified that situational leadership had a direct significant impact on the quality of healthcare services with a beta of 0.52 and p under 0.001 under 319 healthcare professionals (Ghallab and Sallam, 2026). A review of situational leadership in nursing management of 2024 also outlined it as being a follower-centred style that demands that the leaders change style to get the best management outcomes (Wang, et al., 2024). It necessitated a change in normal postoperative care to emergency diagnosis and rescue.
[bookmark: _Toc227318606]Critical Evaluation of Leadership Performance
The style of leadership that was being utilised in this scenario was not suitable for the context. It was also more responsive than proactive, more of a command than a purpose-driven. There was a lack of transformational leadership. Transactional leadership seems to have had its way but could not stand the test of time. They needed situational leadership which they did not show. Though in 2024, 73.01% of NHS employees reported that their immediate manager motivates them in the workplace, only 61.82% said they felt safe enough to voice concerns and less than half, 49.52, were sure that their concerns would be addressed (NHS, 2025; Hughes, et al., 2025). Effective leadership occurs when employees believe that issues will be addressed. That trust does not seem to be practical in the case of Lewis Blackman. 
[bookmark: _Toc227318607]2.4 Improvements and Lessons Learned
[bookmark: _Toc227318608]Interaction between Leadership and Governance
The final decision in the Lewis Blackman case is the result of a breakdown in the relationship between leadership and governance and not one clinical error. The governance arrangements are supposed to deliver accountability, standardisation and safe escalation, in this situation, they were much procedural and were not translated into effective clinical action (Gbabo, et al., 2022). This gap was strengthened by leadership behaviour. Power was concentrated at the upper level and the frontline employees did not have the liberty and confidence to raise issues (Martin, et al., 2023). This led to the warning signs being noticed but not implemented which shows how governance without responsive leadership can prove ineffective.
This leadership can be seen as a system failure. Governance failed to impose escalation procedures and leadership failed to establish a platform on which the procedures would be implemented that result was lateness. It has been demonstrated that delays in the identification and action on deterioration are a significant factor in preventable damage. According to the World Health Organization (2023), 1 out of 10 patients is harmed while receiving healthcare services and more than 50 % is considered preventable and is usually related to system-level vulnerabilities, not necessarily an individual error. This trend is reflected in this case with the decline being apparent, yet the system did not act appropriately.
[bookmark: _Toc227318609]Missed Opportunities and Evidence-Based Improvements
Delayed Escalation of Care
Another failure case that was significant was a failure in escalation despite the obvious worsening of the patients. Clinical urgency was not acknowledged as it was evident that despite the worsening of the symptoms, no senior review was timely initiated. Among the studies, one reported that clinical deterioration happens up to 5 % of hospitalised patients and that a delay in intervention is associated with a higher mortality and length of stay (Chen, et al., 2025). Hierarchy and the need to seek approval before an intervention could occur seemed to be the primary factors in escalation in this case. To overcome this, a systematic instrument like the National Early Warning Scores (NEWS2) and rapid response teams must be enforced, which will assist in the timely and risk-informed decision-making.
Communication Failure and Suppressed Voice
The issues expressed by the mother of the patient and noticed by the staff were not addressed, which indicates poor communication and the absence of psychological safety. Communicational failure is one of the failures listed by the NHS England as a frequent causative agent of patient safety incidents and serious investigation into incidents, especially in handovers, escalation and multidisciplinary communication (NHS England, 2026). It was not that there was no communication here, but it was not responded to. Junior staff might be deterred from raising issues in a hierarchical culture. Implementing formalised instruments such as SBAR and inculcating an organisational culture that encourages employees to report are key to better communication and patient safety.
Weak Accountability within Governance Structures
Escalation had no clear ownership and thus diffused responsibility. In NHS England, the number of reported patient safety events is more than 3 million a year and many of them are attributed to the governance (NHS England, 2025). In this instance, several employees were aware of the decline, yet nobody did anything about it. To enhance governance, the roles of escalation and accountability should be well defined. The monitoring of response times and compliance with protocols can be helped by digital audit systems.
Absence of Real-Time Monitoring and Feedback Loops
The system did not have structures to initiate action in case of patient deterioration. In the absence of feedback loops, clinical information failed to make it into response which is a poor system thinking. Real-time monitoring systems have been indicated to minimise adverse events by as much as up to 50 % (Yin, et al., 2022). The implementation of escalation can be standardised with the help of a digital tracking system in which automated alerts can be used, which would also offer the same degree of intervention in a timely manner.
[bookmark: _Toc227318610]Linking Structure, Leadership and Feedback
This case can only be interpreted in the light of the interaction between the system structure, style of leadership and feedback mechanisms. A centralised type of organisation had power at the top of the organisation and this slowed the decision-making process. The leadership approach was more or less reactive and promoted hierarchy rather than promoting proactive intervention. At the same time, there was low feedback, such as the deterioration of the patients did not cause the intensification.
These aspects did not act in isolation they both made each other stronger. The clinical risk was increased by a hierarchy that inhibited communication, ineffective communication that delayed the escalation and increased clinical risk. This may be regarded as a failure of feedback loops in the systems perspective where information fails to translate into corrective action.
[bookmark: _Toc227318611]Lessons for Health Organisations
One, patient safety is designed and not individual ability. Second, the leadership must be active when it comes to creating a situation where the staff feels comfortable speaking up (Yuan and Li, 2022). Decentralised decision-making enhances responsiveness in emergencies. Lastly, real-time data and accountability systems should also be in place to enable governance.
[bookmark: _Toc227318612]Role of Evidence in Continuous Improvement
Sustainable improvement is founded on the frequent use of evidence. Governance frameworks should have patient safety data, incident reporting systems and performance measures to track the outcome and identify patient risks. Other structured communication techniques and early warning systems, rapid response teams will be evidence-based tools, which can lead to measurable patient safety outcomes.
In this instance, the lack of such mechanisms implied that learning could only take place when damage had been done. Good systems shift from reactive learning and to proactive prevention whereby data is continuously utilised to make choices and keep those in charge accountable.
[bookmark: _Toc227318613]

3. Recommendations
[bookmark: _Toc227318614]Strategic Direction for Improvements
Reorganisation of the escalation pathways and decision-making structures should be among the priorities of the organisation so that the deterioration of patients could provoke an immediate response rather than a hierarchical one (May, et al., 2020). The data of the previous analysis indicates that the delayed escalation and poor accountability were two factors leading directly to the outcome. A change to protocol-based escalation mechanisms should be made. They would need to standardise the use of early warning tools like NEWS2 across all wards and have clear action thresholds. The importance of early warning systems in minimising unnecessary deterioration in the case of timely and regular escalation.
[bookmark: _Toc227318615]Leadership Approach for Sustained Improvement
It is proposed to use a leadership style that is more transformational and distributed. The current system is indicative of reactive and hierarchical leadership that curtailed the escalation and communication. Transformational leadership is linked to a better patient safety culture and employee involvement whereas distributed leadership makes sure that decisions are not made at senior levels. Only 61.8% of employees feel free to speak up, which means that active encouragement of psychological safety by the leadership is required (Hughes, et al., 2025). Openness, responsiveness and accountability should thus be a priority among the leaders especially in high-risk clinical situations.
[bookmark: _Toc227318616]Strengthening Governance and Communication Systems
The systems of governance must be changed to move from policy to operational responsibility. This requires the use of real-time monitoring, escalation procedures and auditing. Deterioration, escalation and clinical response should be monitored with the use of digital reporting data. There is evidence by NHS England (2023) that reported incidents of patient safety are reported to be over 2 million annually, which confirms the need to have effective governance measures in place that can identify and respond proactively to risk.
Structured tools, such as SBAR, should be used in the standardisation of communication and the clinical handovers and escalation should be transparent (Soed, et al., 2025). This reduces change and assists with making comparable decisions between teams.
[bookmark: _Toc227318617]Enhancing Technical and Allocative Efficiency
The areas of increased efficiency should be resource allocation and clinical processes. In technical terms, the organisation is not supposed to use a manual observation but invest in digital monitoring systems that provide automatic notifications in case of patient deterioration. Staffing models should be revised allocatively to provide the right nurse-to-patient ratios in high-risk areas (Butler, et al., 2019). There is evidence that poor staffing levels correlate with more adverse events and mortality and more resources should be distributed. Moreover, it is necessary to establish or enhance rapid response teams such a measure can decrease adverse events by 30-50 percent.
[bookmark: _Toc227318618]Continuous Learning, Stakeholder Engagement and Co-production
It takes a sustainable development that involves the inculcation of learning into organisational practice. There should be a fortification of incident reporting systems so that data is not solely used to comply but to make improvements. Regular feedback loops and audit cycles should be implemented to check the performance and detect gaps.
The stakeholder involvement is also important such the patients and families need to be identified as key contributors to safety especially in the escalation processes. Both trust and outcomes can be improved by using co-production methods in which staff and patients are involved in designing the services.
All in all, change requires harmonisation of leadership, governance and system design. The data should not just be used to gauge performance but to act so that learnings about previous mistakes can lead to safer and more responsive healthcare systems.


[bookmark: _Toc227318619]4. Conclusion
As the case of Lewis Blackman demonstrates, the deadly result was caused by intertwining failures in leadership, governance and system design and not just a single clinical mistake. The system failed to transform clinical information into action despite the obvious deterioration. A centralised organisation made those in senior positions to consolidate power which impeded escalation and restricted the response capacity of the frontline employees. Leadership was very hierarchical and reactive and discouraged challenge and decreased psychological safety, even in the case of repeated concerns, both by the staff and the family.
There were arrangements of governance that were ineffective in practice. There were no clear escalation paths, diffused accountability and monitoring processes that were not activated to cause intervention. There were no feedback loops so that a deteriorating patient condition did not trigger corrective action and risk accumulated. These failures were not alone but they supported one another and created a system that was aware of deterioration but unable to react to it.
The discussion reveals that the key elements in enhancing patient safety are leadership, governance and systems thinking. The leadership should empower escalation and collective responsibility, governance should establish accountability and operational clarity and systems should be created to respond to risk in real-time. In the absence of this alignment, progress is improved and avoidable damage continues.
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