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Executive Summary
The case study analysis report has highlighted the benefits of system factors and leadership role in managing the issues of emergency medical care to the patient X case. The medication administration delay and errors have been found to be the key central issues and problems that led to the fatal stroke of Patient X in the given case study. The statistics on the national, local and global levels have been gathered and analysed. This has reflected that poor medication administration is linked with inefficient resource allocation, staff shortage, along with ineffective leadership for team coordination. A multidisciplinary team can provide benefits for proper collaboration and interaction to the case. Additionally, the inefficient interaction between leadership decisions and governance structure led to the outcome of Patient X's death. In order to address the identified issues, the trust is recommended to name clear leadership accountability and use system-level safeguards to prevent future harm.
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[bookmark: _Toc235890760]Introduction
[bookmark: _rima0967kgwd][bookmark: _Toc235890761]Background and purpose of the case study
The report discusses the case study of Patient X that experienced an emergency and was admitted to the hospital due to the shortness of breath and nose bleed, leading to fatal stroke. Patient X experienced a fatal stroke issue due to issues in managing his anticoagulant medication apixaban that was stopped because of his nose bleeds. The purpose of the report is to discuss the significant challenges of the case study including decision-making, communication, poor coordination and risk management between healthcare professionals.
[bookmark: _dlfqsbhv6bj9][bookmark: _Toc235890762]Explaining leadership in healthcare
The leadership in healthcare is a significant factor that is associated with the ability to motivate, influence and guide individuals and healthcare professional teams for achieving shared decision-making. Demeke et al. (2024) have outlined that leadership in healthcare encourages collaboration, supports evidence-based decision making and promotes accountability to create an environment of open communication and collaboration. In Patient X’s case study, effective leadership could have been effective for ensuring collaboration between different teams including doctors, nurses, and procedural teams for addressing the issues in time. 
[bookmark: _u15ejto4202m][bookmark: _Toc235890763]Describing centralization and decentralization and key leadership theories
Centralisation is defined as a leadership structure where decision-making capabilities are concentrated among senior manager and organizational leadership for offering clear policies, consistency and standardization. However, Shishkin et al. (2025) argued that the healthcare system has moved from centralized to decentralised structure for improving healthcare systems performance, moving from national government to its subnational government. The leadership theirs including transformational, transactional, situational leadership are effective and significant for healthcare cruises management by combining strategic to oversight with clinical flexibility. 
[bookmark: _c491wy7en8q1][bookmark: _Toc235890764]Importance of Leadership 
Choosing a right healthcare leadership is significant as it impacts healthcare systems performance by inducing key indicators including patient safety, financial sustainability and staff engagement (Ramdas et al., 2024). However, the case study of Patient X reflects the risks of uncertain leadership ownership that limited effective collaboration between teams that leads to treatment delays and fatal strokes to the patient. Thus, in case of Patient X, the decentralized structured and leadership approach could have been effective for enabling the medical teams to respond to the nosebleeds quickly and timely use of apixaban. 
[bookmark: _d4v84snrmj8n][bookmark: _Toc235890765]Report content
The report consists of analysing the leadership challenges in patient X’s case, evaluating relevant theories of leadership including transformational, transactional, situational leadership for outlining the implications. The centralized and decentralised leadership approaches are also discussed and strategic recommendations for improving leadership practice in healthcare is also provided for addressing the identified issues.
[bookmark: _Toc235890766]Main Body
[bookmark: _Toc235890767]a. Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture
· Describing Central problem of the issues 
The central issue in Patient X’s case was the failure to safely manage anticoagulation therapy (apixaban) caused by medication delays and poor communication reading regarding the accountability across multidisciplinary teams. The report of RCEM (Royal College of Emergency Medicine) has outlined that even 30 minutes of delay in medications such as apixaban, levodopa and insulin may lead to the fatal health implications (RCEM, 2025). In case of Patient X, although the medication was paused due to nose bleed, continuation of the process led to 10 days delays, demonstrating a breakdown in clinical decision-making. Thus, clinical breakdown was a central factor that was caused by poor communication and oversight of Patient’s X condition, leading to fatality.
· Global statistical information about the problem
Medication delays is one of the major concerns that is often experienced in the global healthcare setting due to poor collaboration and communication between teams and lack of accountability. The study of Chen et al. (2025) outlined that out of 11,429 patients, around 9.9% people experience medication delays and delays in order-to-administration (OTA) time in global healthcare. Moreover, as per the report of WHO, around 1 in 10 patients is harmed in healthcare settings and 3 million deaths occur due to unsafe care and delays (WHO, 2023). Thus, medication errors and delays in global healthcare are a major concern that is addressed through enhancing internal team engagement and communication from patient oversight and in medication administration. 
· National statistical information the problem
The delay in treatment and medication has become a significant concern that is causing significant fatal incidents among patients. As per the NHS reports, 23,000 excess patient deaths were recorded in England associated with 122 hours delays in A&Es (LISTER, 2023). The NHS and RCEM has outlined staff shortage and poor communication as a major concern affecting patient safety and causing medication delays. 
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Figure 1: Death of patient from treatable condition in UK 
(Source: Triggle, 2023)
· National organisations revelation on the problem in connection to worldwide presentation
The report of Institute for Healthcare Improvement (IHI) has outlined that patient harm is a major healthcare concern that is driven by negligence and poor governance approaches in healthcare settings. The IHI report outlined that 10% to 20% of errors and delays are reported and out of that 90% to 95% harm to patients are preventable (IHI, 2026). The IHI has developed an IHI Global Trigger Tool for monitoring adverse rolls and track safety rates in global healthcare settings for enhancing care outcomes. The IHI have also outlined that comparatively, poor communication across teams, lack of clear accountability and delay in care processes are the key risks associated with patient safety such as in the case of Patient X. 
· Explaining the systemic weaknesses due to the issues 
 The systematic weaknesses are being reflected by the increasing issues regarding medication delays and poor treatment administration among patients such as Patient X in the UK and global healthcare sector. Alenizi et al. (2024) also emphasized that failure in communication at any point of medication administration is at one of the major sources of preventable diagnostic errors and patient harms. Leadership limitations are found to be a major concern associated with treatment delays in healthcare due to lack of proactive measures to identify inefficiencies and improve care outcome such as in the case of Patient X. 
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Figure 2: Rich Diagram related to Close Loop Communication for patient safety 
(Source: Alenizi et al., 2024)
· Identifying the level of governance influencing the problem
The delay in patient medication and administration is associated with poor governance and leadership approaches that causes lack in governance, oversight and poor patient administration. On a national level, around 30,000 of people in the UK died due to delays in the medication and treatment caused by shortage in staff (Medlicott, 2023). Moreover, on the global level, the treatment and medication administration delays are caused by the insufficient resources, from the material to equipment and human resources along with shortage of staff (Malematja et al., 2025). Thus, the statistics have outlined that the medication delays on the global and national level in the UK are comparatively high due to poor resource management, staff shortage and poor systematic communication between multidisciplinary teams. 
· Data on underlying challenges to illustrate underlying challenges and providing the statistic to position the problem as both locally significant and globally relevant
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Figure 3: Long waiting time led death in UK 
(Source: Cumiskey, 2026)
On the national level in the UK, the rising death of patients due to the long-waiting time reflects the poor administrative and management approach that has impacted the efficiency of healthcare and patients' outcomes. The national reports in the UK outlined that 12,000 excess deaths were recorded in the UK and England that were linked with 12 hours plus waits among patients in the emergency department (LISTER, 2023). On the global level, WHO has outlined that around 50% deaths are due to medical trauma and delays are preventable and outlined that the harm is attributed to medication (WHO, 2023). It has been outlined by Adewale et al. (2023) that process inefficiencies represent the delays and non-value adding activities within the patient care pathways that includes inefficient routing, delays in medication and administration. Thus, the delay in patient medication and treatment are driven by inefficiencies in the processes, leadership approached along with poor coordination between teams. 
[bookmark: _Toc235890768]b. Centralisation or Decentralisation within the Case Study
[bookmark: _Toc235890769]Centralised Systems in Healthcare Governance
It has been recognised that in a centralised healthcare system, the decision-making authority, clinical policies, and electronic system configurations such as ePMA and EPR protocols are associated with a central leadership and governance (Smith et al. 2023). For instance, the executive clinical governance sets standardised hospital-wide guidelines for pausing high-risk anticoagulants before invasive procedures. Advantages of a centralised system include ensuring uniform clinical standards, standardised risk-assessment protocols, and also centralising digital safety alerts across all hospital wards. On the other hand, disadvantages include rigid central protocols failing to accommodate dynamic ward-level delays, and preventing frontline staff from being agile. Thus, the need for individualised clinical reassessments arises when procedure timelines slip.
[bookmark: _Toc235890770]Decentralised Systems Analysis
Centralised and decentralised systems 
A centralised system primarily concentrates on decision-making authority at senior management, where major operational and clinical decisions are controlled by a central body. In contrast, decentralised systems distribute authority among different healthcare professionals and departments, enabling frontline staff to make decisions within their areas of responsibility (NHS England, 2022). The chosen case study operates within a decentralised system. The decision to stop, continue withholding and restart patient X’s apixaban was shared between the medical ward, emergency department, pharmacy service and procedural team (HSSIB, 2024). No single clinician maintained continuous responsibility to review anticoagulation throughout admission of the patient. It demonstrates distributed decision-making across multiple teams.
Authority distribution in a decentralised system 
In a decentralised NHS hospital, the authority is shared among a multidisciplinary team rather than completely controlled by a senior decision maker. During the admission of patient X, the emergency clinician stopped apixaban because of an active nosebleed, and the ward clinician continued with holding the medicine while waiting for the procedure. The NHS workforce supports the decentralised approach. The NHS in England, as of September 2024, employed 1.52 million staff, including 195,000 doctors and 390,000 qualified nursing, health visiting staff and midwifery, requiring clinical authority to be distributed across numerous professionals rather than concentrated centrally (NHS England, 2024). The responsibility to restart the treatment after the procedure was expected to transfer back to the medical team (HSSIB, 2024). The transfer of responsibility, however, was not clear, resulting in apixaban remaining omitted for 10 consecutive days and ultimately contributing to fatal stroke of the patient. 
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Figure 4: NHS workforce distribution
(Source: NHS England, 2024)
Advantages and disadvantages of decentralised structure 
A significant advantage of decentralisation is fast clinical decision-making because the frontline clinician can immediately respond to the changing condition of the patient. This was also evidenced when the clinician promptly stopped apixaban after patient X developed nose bleeding, reducing the immediate bleeding risk without waiting for senior administrative approval (HSSIB, 2024). Thus, the flexibility in the provision of support and responsive patient-centred care (Healthcare Safety Investigation Branch, 2019). The decentralisation can reduce accountability when responsibility is not clearly assigned (HSSIB, 2024). In this case, repeated procedural delay meant several teams became involved in anticoagulation management, but none assumed overall responsibility to again analyse the prolonged interpretation or ensure treatment resumed after the procedure. 
National evidence demonstrates the scale of medication safety challenges. The NHS during 2023 and 2024 reported approximately 2.1 million patient safety events (NHS England, 2024). In these events, around 9% involved medication, which made medicine one of the largest categories of reported safety incidents (NHS England, 2024). Globally, it is estimated that medication errors cause 42 billion US dollars in health care costs every year (WHO, 2022). It highlights the importance of an effective medicine management system, as the figures demonstrate that decentralised clinical autonomy needs to be supported by communication processes and robust governance.
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Figure 5: Effective medicine management system
(Source: WHO, 2022)
Critical analysis: impact on crisis management, decision making and accountability
The decentralised system both hindered and supported the care of patient X. Initially, the clinical authority was distributed, which enabled rapid management of the bleeding in the patient by stopping anticoagulation (HSSIB, 2024). Repeated procedure postponement required ongoing reassessment of the bleeding risk and thromboembolic risk of the patient, yet no clinician retained clear ownership and accountability of the responsibility.
The investigation concluded that incidents result from interacting organisation and system factors rather than isolated prescribing mistakes. It demonstrates the ways in which a decentralised system can make accountability weak when communication between the departments is not effective (General Medical Council, 2024). Even though decentralisation improves responsiveness, it requires structured governance for ensuring continuity of care (Health Services Safety Investigations Body, 2023). The policy compliance data further supports the conclusion, as the staff survey of 2024 reported that only 68% of NHS staff felt safe to speak about the concern, while 61% believed that the organisation would address the concern appropriately (NHS England, 2024). Thus, while this centralisation enabled timely initial clinical decisions, weaknesses in accountability and coordination ultimately contributed to the fatal outcome in the case of Patient X.
[bookmark: _Toc235890771]c. Leadership Theories and Application to the Case Study
[bookmark: _Toc235890772]Transformational Leadership and Patient Safety 
Transformational leadership: The transformational leadership focuses upon vision, empowerment as well as systemic changes. These leaders inspire the staff so that they can go beyond the routine compliance, create a culture in which safety and continuous improvements are properly integrated in the day-to-day practices of the organisation (Tsapnidou et al. 2024). In healthcare, this leadership style is linked to the high engagement of the staff, strong safety of the patients and reduced risky events
Application to the case: In the case of patient X, apixaban was stopped for 10 days and not restarted after the procedure that led to the serious stroke. The HSSIB investigation demonstrated that there was no reassessment of the ongoing decision in order to pause the apixaban when the procedure did not happen as per the expectations. This was the clear indication of the absent transformational leadership.
The NHS staff survey 2025 indicated that only 67.3% of the staff reported that their organisation takes action after the errors are reported and just 61% said that they receive feedback on the changes that were made (NHS Staff Survey, 2026). These figures showcase a concerning gap in the Learning culture as well as responsiveness of the leadership. Moreover, the patient safety report by global WHO, 2024 showcased that the unsafe medication practices accounts for nearly 50% of the preventable harms in the healthcare system (World Health Organization, 2024). WHO showcases that the leadership vision and staff empowerment plays a very important role in reducing medication errors.
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Figure 6: Healthcare Errors Presented by NHS
(Source: Statista, 2024)
Critique: The leaders in this case were very reactive that showcased their command driven approach, and there was very limited focus on the immediate bleeding risk rather than the proactive purpose driven embedment of the vision into the continuous anticoagulation assessment. As per the view of Ystaas et al. (2023) the absence of transformational leadership was clearly evident because the staff also lacked psychological safety in order to question the decisions made by the higher authorities and the governor structures also failed to ensure overall accountability.
[bookmark: _Toc235890773]Transactional Leadership and Governance Failures
Transactional leadership: Transactional leadership is built upon the compliance, rules as well as completion of the tasks. It focuses upon the clear instructions, monitoring as well as following of the established protocols (Mekonnen and Bayissa, 2023). While this style can help in ensuring consistency, it generally lacks the flexibility that is needed in the complex healthcare situation in which the patient conditions can change quickly.
Application to the case: In the case of patient, X, the anticoagulation was paused because of the risk of bleeding and this decision was made as per the protocol. The staff continued to hold apixaban without questioning the longer pause that showcased a command driven and transactional approach at the hospital. This type of rigidity shows that the changing risk for the health of patients was not addressed, which ultimately led to the fatal stroke (Al-Rjoub et al. 2024).
The Department of Health and Social Care (DHSC) reveals that an estimated 237 million medication errors occur each year in England alone (BMJ, 2026). The OECD health system efficiency reports also showcase that the transactional leadership generally helps with procedural compliance, but it can be ineffective during the time when the adaptability is required. 
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Figure 7: Medical Errors Prevalence in England
(Source: Caring for Care, 2026)
Critique: The transaction leadership in this case created a very reactive environment. The staff followed the instructions, but somehow lacked the aspect of autonomy to reassess the risk associated with anticoagulation. Sott and Bender, (2025) states that without having a flexible and empowering approach, the governance can directly fail to prevent the harm and that is why, a more adaptive or distributed leadership style would have helped in timely review and would have led to better outcomes
[bookmark: _Toc235890774]Situational Leadership and Adaptive Decision‑Making
Situational leadership: The situational leadership focuses upon the aspect of flexibility, adapting the style as per the requirements (Wang et al. 2024). The leaders might adopt a directive approach in which the urgent actions are required, but can again shift to the supporting style when the circumstances get resolved. In healthcare, such adapt abilities very important because the conditions of the patients remain changes very rapidly
Application to the case: In the case of patient X, the leadership remained very static in which the initial directive decision to pause the apixaban was appropriate as per the risk of bleeding. However, when the procedure was delayed, the situation leadership would have required to shift the support accordingly. This would have been done by doing the daily risk reviews, multidisciplinary input as well as staff empowerment in order to assess the anticoagulants. Instead, the pause continued and remained unchanged for about 10 days, which led to a big stroke. 
Singh et al. (2024) reported that adaptive leadership practices are directly linked to the positive reduction in the adverse drug events. As the leaders encourage the staff to quickly escalate the concerns and adjust the decisions in the real time. Moreover, WHO system thinking framework focuses on the aspect that adaptive leadership is very important in the complex environment of hospitals. In this the dynamic feedback loops as well as ever-changing risk demand very, flexible responses play a vital role in overall operations (World Health Organization, 2026). Moreover, the investigation of HSSIB highlighted that “workforce challenges limited the resources to follow up on the medication status of the patient” showcasing how the leadership failed to manage responsibilities.
Critique: The leadership in this case was very reactive and rigid, and there was no distribution of decision-making or emotional intelligence that was properly applied. This left the staff without any guidance for the adaptation as per the delay. Jerab (2023) states that situational leadership in this situation could have helped in ensuring a timely reassessment that would have prevented harm through a proactive, and context, sensitive decision-making.
Ultimately, the Transformational, Transactional and Situational Leadership each highlight essential shortcomings within the context of Patient X. The leaders showcased reactiveness, rigidity as well as inability to adapt to changing risks. The use of proactivity, delegation and emotional intelligence would have led to re-assessment and thus avoided any possible fatality.
[bookmark: _Toc235890775]d. Improvement and Lessons Learned 
The inefficient interaction between leadership decisions and governance structure led to the outcome of Patient X's death. The outcome was not the result of a single clinical mistake; rather, it was caused by a series of disconnected decisions across the different teams, which caused a serious risk to remain unmanaged for ten days. 
How Leadership and Governance Interacted
The case scenario shows that the clinical responsibility for Patient X was across the emergency department, the acute medical unit, the acute general medical ward, and finally the respiratory services. However, not a single leader took ongoing responsibility and accountability for his anticoagulation. Each of the team functioned within its own span of responsibility. Even after the referral was accepted, the accepting facility had no formal duty to review the patient until the bed became available (HSSIB, 2025). From this, it can be said that the leadership between the pathways was mainly reactive rather than anticipatory, with decisions being reconsidered only after the patient suffered a stroke.  According to Negrini et al. (2024), effective healthcare leadership needed proactive risk identification and timely intervention to prevent avoidable patient harm. Governance processes also depended heavily on individual staff remembering to review medications instead of being supported by effective system controls. For instance, the electronic prescribing system at the focused NHS hospital did not provide reminders for reviewing the paused anticoagulant medication or prompts to consider restarting it after the procedure (HSSIB, 2025). Overall, it can be said that, in this case, leadership and governance interacted in a way where weak leadership failed to ensure clear accountability, while ineffective governance lacked system control for supporting safe medication management, which ultimately led to the outcome of Patient X's death.
Application of CATWOE to Leadership and Governance Failure
	CATOWE Element
	Application of Patient X’s Case

	Customer (C)
	· Patient X and his family 
· Other patients on anticoagulants across the trust 

	Actors (A)
	· Emergency department staff
· Acute Medical Unit doctors and nurses
· Acute general medical team
· Respiratory specialist 
· Pharmacy staff

	Transformation (T)
	· Input: An anticoagulated patient (Patient X) was admitted with bleeding and a pending procedure 
· Intended output: transformed into a patient safely paused, monitored, and treated. 
· The transformation failed 

	Worldwide (W)
	The implicit assumption among the staff is
· Anticoagulation review was someone else's responsibility once a patient moved to a new team 

	Owner (O)
	· No individual or team takes ownership and accountability
· Ownership was diffuse and never formally assigned to a named clinical lead. 

	Environmental Constraints
	· An anticoagulation guideline unreviewed for over seven years with contradictory entries
· Respiratory bed shortage
· An ePMA system with no automated prompt


Table 1: CATWOE Table
(Source: Self-developed)
The CATWOE table shows that no single person or team carried out the accountability required to restart Patient X’s apixaban after he had transferred from the emergency department to the acute medical unit, then to the general medicine ward and eventually to the respiratory department (HSSIB, 2025). In all cases where there was a transfer to another department, review was seen as somebody else’s job, which meant that the Transformation, restarting the anticoagulant therapy safely, could never happen. This is linked to the Weltanschauung column above. Staff felt that the process to restart Patient X’s apixaban should have been picked automatically by the other department. It could be assumed easily because of the environmental constraints outlined above. There is an outdated guideline from seven years ago and the ePMA with no prompts for review. 
Missed Opportunities and Evidence-Based Solutions
Identified Problem 1 (Owner and Environment Rows)
Problem: From the case scenario, it has been identified that the local anticoagulation was outdated, contradictory, and also hard to assess. The Health Service Safety Investigation Report revealed that the Apinaban was listed in the trust’s guidance table with different pause periods for each entry. Moreover, the specific interim guideline for apixaban had not been reviewed for over 7 years (HSSIB, 2025). Thus, the problem was the absence of clear, consistent, and up-to-date anticoagulation guidance, which led to confusion and unsafe clinical decision-making.
Data: A study conducted by Rowily et al. (2023) 15730 NHS incident reports associated with direct oral anticoagulants revealed that 25 deaths and 270 severe harms resulted from poor guidance and system failure.
Improvement: The anticoagulation guidance needs to be managed by a designated clinical governance lead. Along with that, it needs to be reviewed every year with the input from pharmacy and haematology teams (Silvari et al., 2024). Additionally, it needs to be stored in one easily accessible digital location to ensure easy access at the time of need. 
Identified Problem 2 (transformation row)
Problem: The ePMA system provided no active safeguard once the apixaban was paused. 
Data: As per the report of WHO, about 50% of the preventable harm in medical care arises due to poor medication systems rather than individual behaviour (WHO, 2026).
Improvement: The ePMA system needs to be improved, followed by the NHS England system-based approach to improve patient safety (NHS England, 2024). The ePMA should automatically alert staff to review any paused high-risk medication effectively. 
Identified Problem 3 (Actor and Environment rows)
Problem: The respiratory bed shortage indicates Patient X remained without the required respiratory oversight while waiting for the bed. In addition, the trust had removed its dedicated pleural nurse post due to financial constraints impacting the care quality (HSSIB, 2025).
Data: The study conducted by Stanton et al. (2025) found that 70% of hospitals in the UK have no pleural specialist nurses and 62% of the hospitals reported at least 1 patient safety incident. Moreover, the NHS vacancy rate increased to 8.4%, which is about 121,00 infilled posts (The Kings Fund, 2024).
Improvement: The trust needs to restore the specialist pleural nursing capacity and ensure both the receiving and referring teams share responsibility for patients waiting to transfer. 
Relationships Between Systems Structure, Leadership Style, and Feedback
The structure of this trust included a centrally defined legacy guide and single record process, but ward-based decision-making did not have corresponding structures in place (HSSIB, 2025). The structure mismatch is related to environmental factors that were centrally controlled and actor accountability that was locally fragmented. Leadership style was mainly transactional, with more concern about short-term pressures on wards than the risk to the Customer. There were no feedback loops, meaning the flawed transformation could not correct itself before the damage was done.
[bookmark: _Toc235890776]Lessons Learned
The other healthcare organisation can learn very important lessons from the case of patient X. The rigid adherence to the protocols without having any adaptive leadership can lead to very fatal oversights. The organisations must use a proactive system for the daily reassessment in order to ensure that the positive medications are reviewed constantly (Meyer-Massetti et al. 2025). The emotional intelligence along with the distributed leadership further be implemented to empower the staff so that the concerns can be escalated and the static decisions can be challenged (Powell et al. 2025). The clear governance structures supported by electronic prescribing prompts are very important so as to prevent the gaps in the communication. Creating a culture of accountability, adaptability, as well as staff engagement, the health system can strengthen the safety of patient, reduce medication errors and avoid preventable harm. This is especially useful in the complex, as well as dynamic care environments of the hospitals.
The Use of Evidence and Data to Ensure Continuous Improvement
Data on routine incidents, available through NHS England’s Learn from Patient Safety Events service, should be assessed at board level according to the NHS England guideline (NHS England, 2024). Non-punitive reporting will promote a just culture in which staff members are comfortable reporting issues (Kumah, 2025). Continued improvement needs both leadership and data to work together so the frontline evidence consistently informs governance rather than being collected without consequence. 
[bookmark: _kpjhw7jxhikf][bookmark: _Toc235890777]Recommendation 
Recommendation 1: Establishing Distributed Clinical Leadership with Named Accountability for High-Risk Medication 
The trust needs to shift from task-oriented transactional leadership style. Rather, it needs to embrace a distributed and shared leadership style. With this approach, accountability for high-stakes decisions will remain shared yet well-defined. The anticoagulation review process would require a dedicated clinical governance lead on whom it can be placed permanently (Kholmukhamedov et al., 2025). It will get pharmacy and haematology support at each point of transferring care. Thus, the lack found in the CATWOE analysis will be addressed. Namely, the Owner component of the CATWOE analysis was vague and never allocated. Distributed and shared leadership works best for maintaining change (Curșeu et al., 2025). This will ensure a responsive approach to urgent bleeding and a structured process for delayed ones. Also, it will address the transactional nature of the Patient X case. According to the Soft Systems Methodology (SSM), the root definition should be changed and explicitly identify which team transforms the "paused" treatment into the "reviewed" one (Goto and Miura, 2022). This will remove an unspoken expectation of another team performing this action. This accountability should be reinforced in departmental handover communications via the standardised SBAR approach to bring more governance integration within teams.
Recommendation 2: Reinforcing system integration in terms of technology, efficiency and co-production.
The trust should have an automated ePMA prompt for paused high-risk medication, built into the system. This prompts the medication and needs daily review of the same (NHS England, 2024). The obsolete anticoagulation guideline should be brought together in one digital document to be reviewed annually to avoid any conflicting information. Technical efficiency could be improved by consolidating duplicate guidance. Allocative efficiency could be improved by putting effort where it is most needed. The pleural specialist nurse post in the trust should be revived. Continuous learning will be fostered using NHS England's Learn from Patient Safety Events data (NHS England, 2026). This data should be analysed regularly by the board. The non-punitive culture will also facilitate frontline staff to raise their concerns. Patients, relatives, and ward staff should help co-produce the revised pathway. In this way, the new pathway will reflect what is really happening in practice and not what is expected. In SSM, this relates to the comparison stage where findings of the conceptual model of safe anticoagulation will be compared to practice (Goto and Miura, 2022). Thus, the recommendation will enhance the efficiency of trust to ensure effective care delivery. 
[bookmark: _Toc235890778]Conclusion
[bookmark: _Toc235890779]Summary of the main finding
The analysis of Patient X’s case demonstrates that the fatal outcome resulted from multiple interconnected system failures rather than a single clinical error. Even though withholding apixaban was initially the appropriate response to the nose bleed of the patient but, lack of adequate reassessment, repeated procedural delay, failure to restart antique coagulation after the procedure, and poor communication collectively resulted in the fatal stroke. The structure of the system promotes timely patient-centred decision-making and clinical autonomy, but the absence of coordinated communication and clear accountability hinders the continuity of care. Further, the application of transactional and transformational leadership theory highlighted deficiencies in staff empowerment, leadership oversight and governance processes that contributed to medication-related harm and fragmented decision-making. The findings also demonstrated that regular medication review, evidence-based governance and effective system feedback are essential to reduce preventable patient safety incidents.
[bookmark: _Toc235890780]Importance of leadership, governance and system thinking in driving change
The case highlights that improving patient safety requires integration of robust governance, effective leadership and system thinking rather than completely focusing on individual performance. Transformational leadership can encourage a culture of continuous learning, collaboration and proactive risk management, while governance frameworks establish standardised procedures, clear accountability and effective oversight of high-risk medication. Applying systems thinking enables healthcare organisations to recognise the ways in which leadership, communication and organisational structure, along with clinical processes, interact to influence overall patient outcomes. Continuous use of medication safety audits, performance data and patient safety reporting can support evidence-based improvement, promote organisational learning and improve accountability. Collectively, the approaches enable healthcare organisations to improve multidisciplinary coordination, a resilient health care system and minimise medication-related harm, which makes the organisation capable of preventing similar incidents and delivering high-quality safe patient care.
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