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Background and purpose of the chosen case study
The selected case study 1 focuses on the importance of management and leadership styles for developing organisational effectiveness. The NHS of the UK has about 1.5 million staff and aims to foster diagnosis by about 77% (NHS, 2026). This high workforce and commitment require an effective management approach and an appropriate leadership style. The purpose of choosing case study 1 is to analyse leadership styles and organisational approaches for the determination of their effect on health and social outcomes. 
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Figure 1: Faster diagnosis performance of the NHS
(Source: NHS, 2026)
The figure 1 shows that NHS has achieved improvement in performance in terms of faster diagnosis of a disease. The rate of faster diagnosis has improved by about 1.6% in 2025 from the previous year.

Meaning of leadership
Leadership means influencing, guiding, and motivating others to achieve organisational goals, however in health and social care promotes, supports, and sustains organisational goals and equality (Hawkes and Baru, 2024). Leadership has a positive effect on health outcomes and organisational performance. For example, effective leadership has enhanced patient satisfaction by about 80.1% in the UK, which has enhanced from 2023 (CQC, 2025). Lack of leadership approaches might reduce satisfaction level among patients. It has been identified that 45% of outpatients and 35% inpatients of the NHS were satisfied in 2023 (BBC, 2023). It has been identified that proper leadership can enhance patient satisfaction and health-related outcomes.  
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Figure 2: Patient satisfaction level at the NHS
(Source: BBC, 2023) 

Centralisation, decentralisation, and key leadership theories
Centralisation refers to leadership approaches that are associated with senior management levels for making effective decisions. Whereas, decentralisation is associated with various levels of a healthcare organisation, and this is effective for reducing inequity and developing financial performance (Sapkota et al. 2023). On the other hand, leadership theories such as transformational, transactional, and situational also have significance for an effective healthcare setting. Transformational leadership inspire a team through sharing vision, transactional leadership deals with reward-based performance and situational leadership is based on complexity of a task. For example, transformational leadership theory is useful for the development of a patient safety culture through motivation and inspiration (Hamdan et al. 2024). Transactional leadership is useful for providing performance-based rewards, and situational leadership is useful for meeting the needs of healthcare professionals. 
       
Selection of the right leadership style
Selection of the right leadership style is important for increasing patient satisfaction and mitigating crises. For instance, patient satisfaction is about 21% in the NHS, UK, due to waiting time and the shortage of employees (BBC, 2025). This statistical information indicates that healthcare organizations need to implement an appropriate leadership style to enhance patients’ satisfaction  
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Figure 3: Patient satisfaction level at the NHS, UK
(Source: BBC, 2025)

Specification of points of the report 
This report specifies case study 1 through the evaluation of management approaches and leadership styles. Problem related to drug overdose has also identified in that report. Centralisation and decentralisation might be useful for better patients’ service that is also highlighted in that report. This report also deals with improvement and lessons learned.
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[bookmark: _Toc225533600]a. Identifying the Problem and Setting the System Context
Description of the central problem and the local context
The main issue that has been highlighted in Case Study 1 is associated with medication administration and communication breakdown, as a problem of overdose morphine sulphate oral solution has happened, which is 20 times more than the normal dose (NHS, 2023). Drug overdose and medication errors like accidents usually happen when healthcare practitioners' coordination is low, and leadership is not good enough. Moreover, reduction of patients’ satisfaction can also happen due to poor communication. Patient safety incidents continue to be a significant point of concern within the UK NHS since the process of providing healthcare is intricate. The process of giving healthcare is intricate due to transformation of patient-provider communication and alteration of needs (Sarella and Mangam, 2024). For example, NHS England received 809,103 incidents of patient safety in which about 483,743 have no harm and 3,647 have severe harm in the period between July and September of 2025 (NHS, 2025). Moreover, medical-related problems comprise a high percentage of such events. Studies have shown that approximately 237 million medication errors are committed in the NHS in England annually, but even some have not led to serious injuries (NHS, 2025). These statistics explain the breakdowns in communication, excessive work, and lack of control in the complicated healthcare setting.
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Figure 4: Patient safety incidents at the NHS
(Source: NHS, 2025)

Statistical context in terms of global and national
The relationship between job stress and patient’s safety is linked as job stress can enhance pressure which might hamper effective service (Zabin et al. 2023). The NHS has approximately 1.55 million employees working in hospitals and community health services as of 2025 (Parliament, 2026). This might enhance the complexity of the healthcare services. Personnel pressures are high even with a high number of employees. Recent surveys show that 43.5% of NHS workers said that the number of staff in their organisation was insufficient to carry out their work well in 2024 (Statista, 2024). Lack of motivation can lead to poor communication and operation failure which make a negative effect on patient’s safety (Vanbelleghem et al. 2025) Thus, the problem in the case study represents more global concerns in health care systems in the UK and other countries.
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Figure 5: The NHS has a shortage of staff to provide services properly
(Source: Statista, 2024)

Influenced by the government and system weakness
The problem that is associated with the case study is part of the larger systemic deficiency in the healthcare system, especially in communication, leadership control, and organisational responsibility. Healthcare organisations operate under complex relations of various professionals, departments, and administrative systems. Critical processes, including medication administration, patient monitoring, and clinical decision-making, may suffer as a result of failure of the communication channels or the lack of leadership (Baxi et al. 2024). In the NHS, the problem is usually associated with the lack of and rising pressure. The NHS workforce, hospital and community health services are currently reported to employ around 1.38 million full-time equivalent employees (Parliament, 2026). With a high number of employees, the rate of vacancies in various healthcare positions, especially among nurses and medical staff, can seriously stress already employed people and decrease communication. Regarding the governance, it is possible to connect the problem with the local organisational governance, to implement safe clinical processes and efficient communication systems. The regional and national governance within the NHS also determines the operational performance by the policies and workforce planning, as well as the distribution of funds (NHS, 2025). As a result, the case study incident is not only a local operation failure but also a over-facing systemic pressure that takes its toll on the delivery of healthcare throughout the NHS.


Systems thinking and analysis of a rich picture 
The key to interpreting complicated healthcare occurrences lies in the application of systems thinking. Systems thinking emphasises the examination of the mechanisms occurring within an interaction among people, processes, and organisational structures (Khalil and Lakhani, 2022). Within the framework of the case study, medication administration and communication errors can be interpreted as the combination of various factors, which are interconnected, and not a one-time mistake. An example is the healthcare delivery in the NHS, where people have to work in large multidisciplinary teams which cut across various departments and organisational levels. By 2025, the NHS will have over 1.55 million employees, which means that coordinating, communicating, and leading the workforce is crucial to successful healthcare delivery (NHS, 2025).
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Figure 6: Systems thinking framework for healthcare
(Source: Foley and Vale, 2023)

A Rich Picture is a visual, graphical systems thinking tool which aids in depicting these complex associations. The stakeholders that would be incorporated in the Rich Picture in this case study would include patients, nurses, doctors, ward managers, and hospital administrators. It would also contain processes like administration of medication, communication channels, reporting, as well as clinical decision-making structures. With such a visualisation, one can distinguish multiple problems, such as the lack of communication among the staff, information delays, and interdepartmental interdependence. These interrelated factors go into a feedback loop either to promote safe care delivery or lead to system breakdowns. Thus, systems thinking and Rich Picture analysis may help healthcare leaders to gain more insight into the underlying causes of complex incidents in order to come up with more effective organisational improvements.
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Figure 7: Rich picture
(Source: Self-created)
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Centralised system
Decision-making
The decision-making process in the National Health Service (NHS) is mainly centralised either at upper organisational tiers, especially at the national level (National Health Service England and the Department of Health and Social Care). These institutions make policies, funds and priorities that govern healthcare services in the nation. These directives are executed by the local NHS Trusts and hospitals, but do not give them much freedom regarding major financial or policy choices (Gov, 2025). This centralised administration is useful for the coordination of healthcare standards, guidelines for the delivery of services, and distribution of resources across the UK. In Case Study 1, top management or national health authorities are the ones who make the strategic decisions on matters like resource allocation, staffing setups, or priorities of the service frontline healthcare workers and not the healthcare workers. Decision-making becomes more concentrated by taking two or more opinions and using the information (Masic, 2022). By the year 2025, the NHS will have a workforce of about 367, 300 nurses with an equivalent of 153,600 doctors in hospitals and community health services (Parliament, 2026). This centralisation of decision-making is also a symptom of the size of the NHS.
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Figure 8: Three levels for concentrated decision-making
(Source: Masic, 2022)
Advantage
Consistency and standardisation are key advantages of centralised decision-making. Patient care policies, staffing policies, and service priorities can be implemented. In Case Study 1, the standard procedures are used to ensure the consistency of the quality of the services offered by various units. There are better associated with centralised decisions, which enable the distribution of resources.
Disadvantage
Decisions could not always be based on local requirements or operational reality. In the background of Case Study 1, frontline staff may have delays in making changes since approvals have to pass through the hierarchical structures. It may lower flexibility and reduce responsiveness to local challenges, leading to a decrease in efficiency of the services.

Decentralised system
Distribution of authority
Decentralisation in healthcare is a model of governance that allocates power and decision-making for delivering primary healthcare services (Khatri et al. 2025). In the case of the NHS, an example of decentralisation is the NHS Trusts, clinical departments, and ward-level management. In Case Study 1, this may include the ward managers or senior nurses intervening to correct any medication administration problem or lack of communication without seeking the authority of the higher management. The decentralised decision-making is also necessary due to the size of the NHS service demand. England's hospitals alone have recorded about 17.2 million hospital admissions (Ukdataservice, 2021). This shows a large number of patients in need of timely care and operational flexibility.
Advantage
Decentralised systems have one advantage, which is faster decision-making and greater responses to patient needs. Decentralisation enhances employee engagement and opportunities (Rafi’i et al. 2025). Case Study 1 is especially the case when timely presentation of clinical action and effective communication of the same is paramount to avoid a negative outcome for the patient.
Disadvantage
Decentralisation also poses some problems with consistency and accountability. In case of widely spread authority, various departments or teams might understand the policies in various ways, and this can be the reason for ineffective decisions. The inconsistent communication processes or limitations in leadership approaches would be a contributing factor to the occurrence of operational mistakes in the context of Case Study 1. Although decentralised authority enhances flexibility, effective governance and coordination are still needed in order to guarantee the safety of patients.
Critical analysis 
Case Study 1 also demonstrates a hybrid form of both centralised governance and decentralised clinical decision-making. The centralised control in the NHS allows the coverage of the national policy, safety measures, and documentation to be followed in all healthcare organisations. Indicatively, NHS Trusts must disclose incidents of patient safety using the national monitoring systems. Recent NHS data has indicated that 768,682 patient safety incidents were reported by NHS Trusts alone in England, and 829,985 patient safety incidents were reported across the country between October and December 2025 (NHS, 2025). In Case Study 1, this kind of centralised monitoring assists in the provision of formal investigation of adverse events or communication failures, and organisational learning cannot be avoided.
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Figure 9: Patient safety incidents in the NHS
(Source: NHS, 2025)

Centralised decision-making might fast response to the crisis in complicated clinical conditions because decision-making is hierarchical. In cases where frontline staff have to follow a strict reporting and approval process, this can slow down instant decision-making approaches. These issues can be further enhanced by the healthcare activity in England. Governmental reviews show that the NHS manages around 600 million interactions with patients annually, whereas hospitals carry out approximately 3,000 official patient safety inquiries every year (Gov, 2025). This demand puts a lot of pressure on personnel and organisational systems.
These shortcomings are partially addressed by decentralised control at the clinical level, where nurses, along with ward administrators and multidisciplinary teams, can decide the urgent patient-care interventions. Such flexibility favours crisis management during instances of medication misjudgements, deterioration of a patient, or communication breakdown that was reported in Case Study 1. However, decentralisation will also introduce inequality in practice, where teams may have different understandings of policies. Enhancing the impact of centralised governance and appropriate measures is useful to assess the health and safety of patients and personnel. 
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Overview of leadership theories
Leadership is an important aspect of healthcare organisations since leaders determine the performance of the staff, patient safety, and the quality of the services offered. The three leadership theories that are applicable in the analysis of Case Study 1 are behavioural leadership, situational leadership, and transformational leadership. Behavioural leadership is concerned with the visible behaviour for increasing managerial and leadership effectiveness (Hamlin et al. 2023). Situational leadership adopted by leaders can be altered to manage a crisis situation. Transformational leadership, however, is useful for job satisfaction and building teamwork (Gebreheat et al. 2023). Proper leadership has been closely associated with workforce performance and patient outcomes. As an example, available data on the NHS workforce shows that approximately 363,226 nurses and health visitors have been employed in England in 2023 (ONS, 2024). This indicates that appropriate leadership has become essential to organise large multidisciplinary units and ensure the presence of safe healthcare delivery.

[image: ]
Figure 10: Full-time staff at the NHS
(Source: ONS, 2024)

Application of these theories to the case study
Case Study 1 provides the leadership situation that can be examined with the help of the behavioural, situational, and transformational leadership theories. The aspect of behavioural leadership focuses on the behaviour of the leaders, especially their functionalities to manage the staff, sustain communication, and accountability of the healthcare teams in the institutions. Leadership behaviour plays a significant role in improving culture and ethics (Ward et al. 2025). Effective behavioural leadership would involve proper supervision, effective communication habits and frequent monitoring of clinical procedures. 
Situational leadership applies as well since the healthcare setting often demands leaders to change their way based on the situation. Leaders use a supportive style, or collaborative style, whereas a crisis demands quick decisions and strict guidance (Abuoun et al. 2025). Case Study 1 may present a scenario whereby leaders were forced to change their minds within seconds from regular management to crisis management so as to handle the incident. 
Transformational leadership focuses on encouraging and psychologically empowering employees to enhance the quality of healthcare and organisational culture (Ibrahim et al. 2024). This type of leadership promotes teamwork and proactive problem-solving, which is critical towards avoiding operational failure. This fact is supported by the NHS workforce statistics, which revealed that more than 47,000 nursing roles were unoccupied in NHS England in 2023 (CQC, 2023). This might have added more stress to medical teams and demanded effective leaders.
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Figure 11: Vacancy at the NHS
(Source: CQC, 2023) 

Effectiveness of leadership
The analysis of leadership efficacy in healthcare needs to focus on patient safety rates, employee engagement ratings, and handling high-risk clinical procedures. Case Study 1 specifically features a red drug incident, as it is one of the critical or high-risk drugs that should be administered strictly and under the supervision of senior clinical personnel. The drugs are regularly administered to the patient during emergency or special treatment. The effectiveness of leadership is important to enhance patient safety and the elimination of medication errors (Clack et al. 2025). The danger of medical errors is great if effective protocols, supervision, and communication systems are not put in place. The severity of the medication-related incidents is indicated by the evidence provided in the NHS safety reports. Furthermore, NHS Patient Safety statistics claim that there are approximately 237 million medication errors in England each year (BMJ, 2025). These statistics emphasise the need to use proactive leadership and a strong safety culture in medical institutions. The engagement data of staff also gives an insight into the effectiveness of leadership. According to the NHS Staff Survey 2023, approximately 71% of employees indicated they could report unsafe clinical practice (BMJ, 2024). Leadership contributes significantly to promoting open communication and reporting. Applying this to the red drug incident, the leaders in the organisation can maintain high safety standards, promote reporting of any incident and facilitate the learning processes by the staff to avoid medication errors in future.

Critical analysis and alternative approaches 
Critical analysis of Case Study 1 indicates that the effectiveness of leadership lies in the capabilities of reacting proactively to the various problems. In case the leadership response was mainly reactive and dealing with issues once they arose, this may be a sign of inadequacy of organisational control and risk management. The pressure on healthcare systems like the NHS is very high, and in England, the volume of patients waiting in hospitals was about 7.6 million for treatments in 2024 (NHS, 2024). This demonstrates the overwhelming demands on the healthcare systems. The high demand for services also raises the significance of outstanding and effective leadership. Such situational scenarios might be ideal with alternative methods of leadership that would enhance organisational performance. As an example, a distributed leadership would enable frontline employees to make data-driven decisions for managing uncertainty (Colombari and Neirotti, 2023). whereas emotionally smart leadership would open the way to improved communication, support for the staff, and collaboration. These strategies are likely to make healthcare organisations more efficient in responding to crises, enhance cooperation among professionals and achieve better patient safety outcomes.
[image: ]
Figure 12: Missing trust among patients
(Source: NHS, 2024)
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Leadership and governance interaction
Leadership and governance systems have a significant impact on the patient safety outcomes in healthcare organisations. The interplay between the leadership style and governance mechanisms in the case study helped in bringing out the witnessed issues, such as the medication incident with the red drug. Leadership and governance systems provide a framework for increasing healthcare's ability to improve outcomes (Kapologwe et al. 2023). Governance mechanisms are meant to create accountability, transparency, and structured reporting of clinical incidents. Whether leadership fails to strengthen these mechanisms, there are risks which may increase. Centralised governance can slow down the process of decision-making and make frontline staff reluctant to submit safety-related concerns in time. NHS data on patient safety depicts what is happening in the healthcare systems in terms of the magnitude of safety issues. One of the examples is that according to NHS England, around 829,985 patient safety incidents were reported during the months between October and December, 2025 (NHS, 2025). This proves that the number of risks that healthcare organisations should monitor and control is quite high. 
Such cases involve errors in medication, lack of communication and problems in clinical processes which necessitate effective leadership management. The engagement of staff and reporting behaviour are also signs of leadership effectiveness. In line with the 2025 NHS Staff Survey, 33.71% of the staff had seen errors and missed incidents that might cause harm to either patients or staff (NHS Providers, 2026). It has been learned from such incidents that employees might think that there is poor accountability or poor feedback mechanisms. Leadership in the case study has been more reactionary than proactive. The leadership approach in the case study has not been aimed at preventing the occurrence of the medication incident, but has reacted to the incident by implementing effective governance systems. Poor channels of communication are also likely to have led to a similar incident. Heavy alignment of the leadership practices and governance structures might have enhanced the responsiveness of the organisation and reduced the risks to patient safety.     
                
Identify missed opportunities and evidence-based solutions
In the case study, there are several lost opportunities that need to be avoided by better leadership and governance mechanisms that would have managed the situation with the red drug. The area of incompetence in the leadership oversight and the clinical governance structures was the issue of the timely identification and escalation of medication risks. In healthcare organisations that are largely hierarchical in their decision-making process. This might be due to a lack of clarity in the channels of communication or organisational culture does not favour the reporting process. It has been indicated that this type of reporting gap is still a problem in healthcare systems. The 2025 NHS Staff Survey contends that 86.16% of the staff reported that their organisation supports error reporting, but 67.30% of the same staff reported that their organisation takes effective action to ensure that similar incidents will not happen again (NHS Providers, 2026). This gap means that reporting systems cannot work without leadership's endeavour in learning and improvement. 
These issues have several solutions that can be evidence-based. It is required to implement a digital reporting system for enhancing transparency and decreasing delays in reporting medication errors. These systems can provide a real-time display of occurrences, and these leaders are able to study trends and introduce preventive actions within a short time. Devolution of governance structures can enable the frontline clinical teams to react fast to the issue of medication safety without the need to wait for seniors. Transformational and emotionally intelligent leadership enhance positive leadership behaviour for achieving organisational goals (Vijai, 2025). The improvements can have tightened medication safety procedures and minimised the chances of a similar incident happening in the future in the context of the given case study.

Lessons learned 
The case study offers some valuable lessons regarding the interaction of leadership style, structure of governance and feedback mechanisms of an organisation on the healthcare outcomes. One important lesson is that patient safety cannot only be achieved through clinical competence, but also proper leadership and governance structures that encourage transparency, accountability and continuous improvement. In cases where the system of governance is too centralised, a delay in decision-making based on the realities on the frontline may occur. A lack of responsiveness to the emerging risks may arise among the staff. According to WHO, medication error can cause harm to healthcare system and also enhance costs. Cost of medication error is about $42 billion USD per year (WHO, 2025). Such data might not result in any valuable organisational learning unless there is robust involvement of leadership. 
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Figure 13: Strategic framework of WHO for patients’ safety
(Source: WHO, 2025)
The other important lesson is that of organisational culture. Personnel also need a sense of safety to report mistakes and engage in safety enhancement programs. The development of individual characteristics might be useful for increasing psychological safety and eliminating errors in healthcare services (Wawersik et al. 2023). Research on NHS organisations has revealed that leadership is a crucial factor that contributes to the culture, as the staff feel that there is no fear in raising concerns on matters concerning patient safety. In the case study, the requirements of the other healthcare organisations are efforts to have data-driven leadership and integrated governance systems. The leaders are also supposed to routinely examine data of incidents, survey findings, and safety audits to determine systemic risks. Also, it is possible to implement distributed models of leadership, which might allow empowering medical workers at various organisational levels to take action and promote safety enhancements. Finally, ongoing monitoring, reporting, and evidence-based leadership practices are also necessary to enhance accountability and other sustainable changes in patient safety outcomes.

[bookmark: _Toc225533604]Recommendation
Things should be done next
The organisation must focus on the short-term changes in patient safety governance, especially medication handling procedures that were identified as the priorities due to the red drug incident. A thorough safety audit, done by the leaders, should help to outline the missing links in the reporting system, clinical supervision, and channels of communication. The number of medication errors is about 34000 in the UK in 2024 (Cdn, 2024). It can be supported with evidence-based actions that should involve improving the system of incident reporting, the system of frequent monitoring of safety, and assessment of accountability forms. These evidence-based measures would enable the organisation to eliminate the systemic vulnerabilities, minimise the risk of medication mistakes and create a safer and less obscure healthcare setting.

Recommendation for the most effective leadership style(s) for sustaining improvement
The organisation ought to embrace transformational and distributed leadership styles in order to maintain long-term enhancement. Transformational leadership promotes motivation and cooperation among staff and innovation, which are needed to bolster patient safety culture (Rizkia et al. 2022). Distributed leadership will enable the frontline healthcare professionals in the decision-making process and fast response to the clinical risks. The results of evidence provided by the NHS Staff Survey 2023 indicate that, in teams where the leadership was encouraging of employees, employee involvement levels were elevated, and more or less three out of every five employees felt that they could play their part in enhancing their workplace. Incorporating transformational and distributed leadership approaches within the organisational framework, the organisation will be able to endorse proactive problem-solving, enhance accountability, and make the staff contribute to the safety initiatives to guarantee net gains in organisational performance.

Strengthening governance, communication, and systems integration
The restructuring of governance structures and communication should be improved so as to avoid similar cases in future. The integrated digital reporting systems should be implemented in the organisation to enable monitoring of medication errors and clinical incidents in real-time. It is also necessary to create regular multidisciplinary meetings of governance to address safety data and hold them accountable. There are indications that one of the primary causes of safety incidents is a communication breakdown. 1 in every 10 patients face health-related harm, and about 3 million deaths happen per year due to poor patient safety (WHO, 2023). Enhancing communication between the leadership teams, clinical staff, and departments will help make decisions more quickly and accurately coordinate their actions. The combination of governance, safety, and information systems will play a massive role in making the organisations more transparent and in improving patient safety.

Propose actions for technical and allocative efficiency
An increase in technical and allocative efficiency will aid the organisation in providing safer and more effective healthcare services. The technical efficiency may be improved through the implementation of electronic medication administration systems. It has also been indicated that digital medication systems could largely minimise errors in medication. The adoption of these technologies, together with enhanced workforce planning, will streamline the utilisation of the resources, enhance clinical performance, and enhance operational efficiency.

Include methods
The culture of constant learning and involvement of active stakeholders is necessary for continuous learning. Regular training programmes, safety workshops, and leadership development programmes can be introduced by the organisation. This might make sure that personnel are not ignorant of best practices in patient safety and governance. Along with this, patients, families, clinicians, and administrators should be informed about healthcare improvement by making decisions collaboratively. According to studies conducted by the Organisation for Economic Co-operation and Development (OECD), patient engagement programs have the potential to enhance satisfaction and the quality of healthcare by enhancing transparency and trust in the healthcare systems (OECD, 2025). The development of accountability fosters the spirit of innovation and ensures that the requirements of healthcare professionals are useful for continuous learning, co-production and stakeholder engagement.

[bookmark: _Toc225533605]Conclusion
Summarise the main findings
This discussion explored leadership behaviours and governance mechanisms that impacted the results provided in Case Study 1, specifically in reference to the red drug medication safety problem. The results imply that the problem growth was supported by the lack of strength in communication, slow reporting of the incidents, and the lack of leadership control. Leadership style and governance systems interaction was vital in determining the response organisations have towards safety risks. It is shown that reactive styles of leadership and the centralised decision-making style may restrain frontline staff involvement and reduce the process of detecting clinical risks. Statistics provided by patient safety monitoring systems also prove that medication errors are still a major problem in healthcare settings, and there is a need to enhance governance and safety culture. In general, the discussion highlights that leadership that is powered with clear governance structures and efficient reporting systems is instrumental to enhancing patient safety, organisational responsibility, and quality of healthcare services.




The importance of leadership, governance, and systems thinking
Leadership, governance and systems thinking are some of the key elements in effective healthcare management and patient safety enhancement. Effective leadership also implies that healthcare professionals work under a clear vision, accountability, and a supportive organisational culture. The governance structures are structures that offer the frameworks upon which risks are tracked, decisions are controlled, and the safety standards are ensured. Leadership and governance are, however, not enough in the absence of a systems thinking strategy which acknowledges the interdependence of healthcare processes, staff roles, and organisational structures. Systems thinking help leaders to understand and recognise how poor communication, reporting systems and hierarchies within organisational structure can react to cause undesirable results. A systems approach can make healthcare organisations stop engaging in reactive responses and pursue proactive measures to avert such incidents. Through combining leadership training, governance reformation, and outcomes-based decision-making, organisational resilience can be enhanced. This might also help to improve patient safety results.
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