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A Critical Reflection of Leadership, Governance, and Systems Thinking in Improving Medication Safety: The Case of Anticoagulation Failure Pre- and Post-Procedure
The healthcare organizations are complex adaptive systems where patient outcomes are influenced by the interactions between the clinical decision-making systems, leadership systems, and governance systems, along with communications systems and technology systems. The present report is a critical analysis of one of the patient safety change issues of anticoagulation management, both preoperative and postoperative, to a medical procedure in an acute hospital trust. Patient X, a man aged 87 years, who took apixaban to prevent strokes as a result of atrial fibrillation is involved in this case. Postponement of the planned operation resulted in 10 days of apixaban withholding, although there was an early clinical suitability of omission of anticoagulation due to nose bleeding. After the procedure, they did not resume the drug, making the patient have a stroke and later die.
Health and social care leadership makes it possible to influence people and teams to reach the shared goals by making effective decisions, collaborating, and making progressive improvements. Contemporary healthcare management needs not just an active control but also leaders who are capable of comprehending multi-layered systems, having the ability to navigate uncertainty, and fostering an environment where the safety risks can be detected and eliminated in advance (Aridi, 2025). The case shows the failure of leadership that can be brought about by the lack of coordination, accountability, and organizational learning as opposed to individual clinical errors.
The health systems can be centralized or decentralized. Centralization is where the decision-making and authority are centralized to a high level, and this promotes consistency and standardization but can also inhibit frontline responsiveness. Decentralization, as illustrated in this case, brings it significantly closer to service users and clinical teams that promote flexibility but necessitate a powerful governance system and responsibility.
Systems thinking and theories of leadership, like transformational leadership and transactional leadership, as well as situational leadership, have been applied in analyzing factors that contribute to the failure in medication safety in this report. Transformational leadership is characterized by a shared vision, organizational learning, and empowerment, unlike transactional leadership that is characterized by compliance, laid-down procedures, and monitoring. Situation leadership is concerned with how the leaders should change the styles of leadership in relation to the situations that occur (Nanjundeswaraswamy et al., 2024).
The report will critically examine the situation in the system in which the incident occurred, assess the effects of the decentralized structures, assess leadership performance, and suggest the evidence-based solution to enhance the governance, communication, medication safety, and lifelong learning in the organization.
a. Problem Identification and the System Context
Medication Safety Problem and Its Impact
The main problem identified in this case study is that the medication safety systems failed in ensuring that the patient was well anticoagulated before and after a clinical procedure. Patient X had suffered an injury after stopping the use of apixaban, an anticoagulant medication that is a high risk and is used to prevent the stroke with the atrial fibrillation, due to the risk of bleeding. The medication was not resumed during the delays in the procedures and was not resumed properly after the procedure. The clinical judgment of the first clinical encounter was a demonstration of a balance between bleeding and the thromboembolic risk, but the failure that followed was connected with the flaws in surveillance, responsibility, and collaboration between the medical groups. Therefore, the issue ought to be considered as a system failure and not an individual error in itself.
The topicality of the issue at the international level can be evidenced by the fact that the harm caused due to medication is still actively experienced at the international level. According to the estimates by the World Health Organization (WHO), more than $42 billion of preventable costs are incurred every year due to medication errors, and these errors happen at each step of the medication pathways, such as prescription, administration, monitoring, and transitions of care (WHO, 2026). Moreover, the damage in the medical care has become so widespread that it contributes to almost half (50%) of the preventable damage, showing that medication safety is one of the primary international patient safety priorities (WHO, 2023). These figures suggest that failures in medications are often caused by flaws in the functioning of the healthcare systems, including the inefficiency of information circulation, lack of attention to safety issues, and staffing pressure, instead of just the personal choices of clinicians. As compared to Patient X, the absence of patient anticoagulation for a long time is the bigger issue since the safety of medication intakes means well-working systems that identify the changing state of clinical conditions.
The issue of patients' safety is a concern at a national level and is reflected in the National Health Service (NHS), noting the need to make organizational learning and good governance a reality. The Aortic Dissection Charitable Trust (2026) reports that NHS England paid over £2.8 billion to cover the clinical mistakes made from 2023 to 2024. Besides, the patient safety data accounts for over 809,103 cases, highlighting the magnitude of the patient safety issue and its difficulty in ensuring patient safety throughout the entire healthcare industry (NHS England, 2026). The nature of reporting data should be treated with some caution; however, with higher reporting rates, this may be indicative of a more positive safety culture and a desire to reveal the issue but not necessarily indicative of poor performance. The fact that the number of reported events has not begun to go down, however, should indicate that there are effective systems in place to identify potential issues, analyze trends, and make the appropriate improvements in healthcare organizations. In the case of Patient X, the issue of the safety of medications is evident because it is a process that involves several parts of the healthcare team.
The Institute of Healthcare Improvement (IHI) also tends to provide evidence of the significance of the proactive measurement of safety. IHI Global Trigger Tool was created due to the fact that the traditional incident reporting systems might not identify all the adverse events, especially those events where harm is identified only after the initial mistake has been made (Pierdevara et al., 2025). The tool involves methodical analysis of patient records to reveal the symptoms of possible harm, including drug incidents. This is important since when the anticoagulation breakdown process has not been detected, then a severe complication may be experienced, like stroke or bleeding. This implies that the institutions that deal with risky medications should be well furnished with surveillance devices and not only on retro-posting. The manifestation of this weakness is that a credible system was lacking to check discontinued anticoagulation in Patient X.
Systems Thinking and the Relationship Between People, Processes, and Structures
Based on a systems thinking lens, the incident signifies people, process, and organizational structure interaction. Khalil and Lakhani (2022) report that systems thinking suggests that in most instances, healthcare failure is a consequence of the interaction between various elements of a system and not one specific element. The long duration of the process, switching of clinical teams, communication gaps, and lack of support in digital form influenced the medication decision made in this case. The electronic prescribing system record indicated that the medication was suspended, but it was still not adequate since the system did not take an active step towards reconsidering whether the decision made would still be the best one. This turns out to be one of the disadvantages of using technology: digital systems are only able to improve safety by providing support to clinical reasoning and workflow processes.
Underlying System Pressures, Governance, and Accountability
The organizational level is where the factors that influenced the governance issues resulting in the incident took place but were informed by the overall NHS pressures. It is the duty of healthcare organizations to make sure that policies, staffing patterns, and clinical systems facilitate safe practice. However, the pressure on the workforce is a hindrance to the achievement of such a practice. NHS England noticed high workforce gaps of over 112,000 vacancies, and the associated pressure has impacted the potential to serve more citizens, resulting in workload pressure in hospitals (NHS England, 2024). These stresses can reduce the effectiveness of multidisciplinary communication, clinical review, and active risk management. Mixed priorities and limited ability of experts augmented delays and reduced continuity of care in the case of Patient X.
Weaknesses in accountability structures are also exhibited in the incident. In a complex healthcare environment with more than one group of professionals, decentralization of responsibility can occur unless a properly developed system of governance exists, which explicitly identifies the one responsible for key decisions. Hejazi et al. (2026) note that the safety of a patient has to be a collective responsibility, with groups of professionals watching over possible risks instead of expecting another professional group to accomplish all the necessary tasks. The failure to validate the reassessment and re-initiation of anticoagulation at the right time represents how unclear ownership can result in loopholes in patient routes.
Figure 1
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b. Decentralization in the Case Study’s Organization
Signs of a decentralized healthcare system.
The key model in the case study organization is decentralized, where front-line clinicians, special teams, and professional groups take part in the decision-making process as opposed to centralizing it under one person. This model signifies an acute healthcare setting, where complex requirements of patients call for specialists with specific clinical knowledge to make the key decisions. The emergency clinicians, respiratory specialists, doctors from the medical ward, nurses, and the medicines professionals handled the anticoagulation in the case of Patient X. This shows how decentralization can aid in enhancing responsiveness and clinical flexibility, but when the systems of coordination are poor, Saenyi et al. (2025) explain that the decentralized authority can create ambiguity when it comes to who owns, who is accountable, and what the next intervention is.
A decentralized system is typified by the devolution of decision-making power nearer to the point of care such that the professionals would have the opportunity to make changes in interventions based on the patients’ condition. This structure of organization was mirrored in the case since there was no overall decision-maker in the anticoagulation pathway of the patient; X; instead, various groups addressed various domains of care: the immediate risk of bleeding was the responsibility of the emergency clinicians, the planned operation was the role of the respiratory clinicians, and the ongoing management was the role of the ward-based teams. Such division of power fits the present-day realities in the healthcare sector, where multidisciplinary decision-making is a prerequisite since the conditions of the patients rely on the relationships among the different professional groups (Ohrling, 2026).
Pros and Cons of Decentralized Decision-Making in Patient Safety
The key benefit of decentralization in this scenario was that it enabled speedy response of clinicians to the evolving clinical scenarios. The first move to stop apixaban demonstrated the relevance of front-line autonomy since the clinicians could decide about the risk of bleeding and the risk of stroke without relying on the central authority to give consent. Evidence by Motshweneng and Gilson (2026) on distributed leadership indicates that more engaged frontlines in healthcare organizations can be helpful in solving issues because more context-specific information is most likely to be accessible to those closest to patients. Thus, responsiveness is enhanced by decentralizing decisions, especially when the conditions of the patients change very rapidly.
However, decentralization was also very risky, as the responsibility was shared by different teams. Albeit that different specialists were able to contribute their expertise in the areas that they specialized in, no such ownership of the continuity anticoagulation selection was made after the postponed procedure for Patient X. Consequently, each group assumed the leadership of their immediate short-term responsibility without considering the responsibility of investigating the balance of the potential risks. According to Hedqvist et al. (2025), ineffective communication and a lack of accountability are key factors contributing to failures in care transition since critical activities might be assumed to be the responsibility of a different team. Thus, the decentralization of the case of Patient X reduced the continuum of care since the accountability line was not clear, which limited medication reassessment.
The success of decentralized healthcare systems relies on adequate workforce and communication structure capacities. However, as of September 2024, 31,773 of the registered nursing vacancies are found in the NHS England, which is a 7.5% vacancy rate (NHS England Digital, 2024). These workforce pressures are interesting since good teamwork, communication, and constant monitoring are elements that decentralization relies on. Staffing might be constrained, and, as a consequence, the clinicians may be preoccupied with high-urgency clinical demands with minimal attention to complex coordination tasks such as medication review and follow-up with other teams (Charan et al., 2025). In this way, the benefits of decentralization in terms of safety can be undermined by the labor constraints, which increase the probability of the responsibility being fragmented.
Lessons for Decentralized Systems, Governance, and Accountability
The magnitude of the issues in patient safety in the complex healthcare systems underlines the significance of powerful coordination in decentralized models. NHS England has reported over 809,103 incidents of patient safety, which is a sign of the complexity of the safe care provision in any large-scale, multidisciplinary healthcare organization (NHS England, 2026). Though reporting figures cannot be viewed merely as a manifestation of poor performance since better reporting cultures may raise detection, the volume shows why decentralized organizations must have effective learning, communication, and accountability mechanisms. In the absence of such mechanisms, the possibility of the dangers posed by the distributed authority may leave the safety issue unsolved.
There is also medication safety data, which ensures that decentralized systems are well coordinated. The World Health Organization estimates the world has to spend US $42 billion in preventable costs each year, which is mainly due to medication errors (WHO, 2026). These statistics indicate that administration of medications requires coherent processes that link personal clinical decisions with organizational controls. Decentralized clinical decisions in the case of Patient X lacked enough processes to ensure reconsideration of the decision to suspend anticoagulation based on the changed circumstances.
Altogether, the decentralized structure of the organization helped and impeded the issue of patient safety. It facilitated care provision, as professionals could use expert knowledge and make prompt clinical judgments. However, it came at the cost of crisis management since power was decentralized where there were weak accountability measures in place to instill continuity among teams. Consequently, decentralized healthcare organizations ought to be well-owned and have good feedback, human resources, and good communication channels. Their absence can unwittingly leave loopholes in the distributed decision-making process in terms of additional time spent on an essential patient safety practice or not being adopted.
c. Leadership Theories and Application to the Case Study
Transactional Leadership
The leadership concerns in the case indicate the misalignment between the complexity of the clinical scenario and the leadership style needed to control the risk. The organization had the features of transactional leadership since safety was provided through the processes, documentation system, and professional responsibilities. Nevertheless, the incident also indicates that such a solution was not enough since taking a proactive, collaborative, and adaptive leadership approach to address the risk of anticoagulation management was needed during a delayed procedure. According to Tessema (2025), effective leaders need to go beyond compliance with the current processes in complex healthcare settings to develop systems that promote learning, communication, and shared accountability.
Transactional leadership aims at ensuring that the performance of the organization is maintained by putting down clear expectations, oversight, and compliance with the procedures laid down. The benefit of such a kind of leadership in healthcare is that the high-risk practice of giving medication is moderated with the assistance of standardization (Ta et al., 2022). The anticoagulation guidance, electronic prescribing systems, and defined professional roles demonstrated a transactional leadership in this case. The mechanisms adopted a decision-making system where the clinicians base their decision on the issue of drug interruption and re-initiation. Nevertheless, the application of transactional leadership was ineffective since it was operating based on process completion instead of system safety in case of circumstantial change. The slow rate of administration is an indicator that the leaders had been banking on the processes that were in place instead of constantly reviewing the arising risk.
The drawback of the approach is backed by more solid evidence on drug safety. At the global level, medication errors are estimated to cost around US $42 billion annually (WHO, 2024), where more than 1.3 million people are harmed due to preventable issues (Naseralallah et al., 2023), proving the fact that compliance with the processes is not the only line of action that can be used to fight medication-related injuries. Thus, leadership strategies in healthcare settings should consider weak points in the processes, instead of presupposing that the written guidelines automatically translate into safe practice. The Patient X case leaders had a reactive reaction to the arising issues instead of proactively anticipating the risk of delaying the procedures and anticoagulation disruption.
Transformational Leadership
A transformational leadership model can also help to examine the current case. Besides ensuring that people adhere to rules, transformational leaders foster common cause, embrace innovation, empower employees, and promote continuous improvement rather than making sure that people adhere to rules like in transactional leadership (Ejaz et al., 2024). Ali et al. (2025) add that promotion of communication, psychological safety, and collective responsibility by the leader are linked to the role of transformational leaders in enhancing safety cultures in the healthcare sector. The transformational approach would have promoted the multidisciplinary teams to question themselves on whether the initial decision on anticoagulation was still applicable based on the changing conditions of Patient X. Rather, decision-making remained in a more professional territory, suggesting that there was no shared ownership of the risk pertaining to patient safety.
Evidence from staff engagement data supports the importance of transformational leadership in the healthcare organizations. The NHS Staff Survey of 2024 had almost 774,828 responses from NHS workers, which voiced workforce experiences and workplace culture (The NHS Alliance, 2025). Although there was positive news regarding staff on the experience of teamwork, there were issues of whether organizations responded well to the safety issues. Confidence in organizational action, when concerns are reported regarding patient safety, was only found among 56.8% of staff, which is indicative of a lack of alignment between motivating staff to report issues and taking leadership action (The NHS Alliance, 2025). This fact shows that reporting systems are important to the effectiveness of leadership, as well as responsiveness and accountability.
Situational Leadership
The situational type of leadership can also be utilized since the leaders working in healthcare should adapt their style depending on the current situation. According to situational leadership, an excellent leader will vary the degree of direction and support based on the complexity level and capability of people involved (Ghallab and Sallam, 2026). The delay in Patient X’s procedure transformed an ordinary medication decision into a risk-management crisis. A situational leadership response would have considered that the initial plan was no longer suitable, and a multidisciplinary review that included medical, respiratory, nursing, and pharmacy teams would have been started. Instead, leadership emphasized previous jobs and processes, which restricted proactive changes.
Distributed Leadership
Distributed leadership could have also been another potential leadership style that could have contributed to the outcome. In distributed leadership, Bass et al. (2022) state that sharing of responsibility between the teams as well as everyone’s accountability exists. The approach can be applied particularly in decentralized healthcare systems since patient safety is an outcome of the work performed by various professionals (Curșeu et al., 2025). Collaborative leadership, psychological safety, and everyday work learning are essential features of an effective safety culture. Based on Patient X's incident, distributed decision-making was there, but there was a lack of distributed accountability. There was a contribution to care by teams, but the ownership of the anticoagulation review process was not sufficiently clear.
In general, the leadership style in the organization was not adequately suitable to the situation. Transactional leadership offered the required framework that was not helpful in the adaptations process, whereas transformational and distributed styles of leadership might have enhanced communication, shared responsibility, and proactive risk avoidance. Thus, healthcare organizations should have leaders that not only respond to the incidents but also establish a culture where risks are identified, concerns are addressed, and teams collaborate at the initial stages to achieve better patient outcomes. 
d. Enhancement and Lessons Learned
Lack of Governance and Accountability in Anticoagulation
The result of the case study indicates that a lack of leadership and governance merged to form an environment of the system’s weakness, which led to a situation where a preventable medication safety event was experienced. Even though these decisions were made by the clinicians in their line of practice on their own, it was exactly these decisions that caused the overall failure of the entire issue, in which poor accountability systems, reactive behavior of leaders, and a decentralized care system contributed to the failure.
One of the key issues revealed was the lack of explicit ownership in reviewing and reinitiating anticoagulation in the face of procedural delays. The decentralized healthcare systems share decision-making authority across various categories of professionals who are highly close to the patient, but in such systems, an effective system of governance is essential to maintain clear responsibility of everyone. Patient safety literature highlights that failure in transition of care often occurs as a result of accountability failure between professional groups and is more likely to overlook actions and disrupt communication (Gurses et al., 2024).
In the case of Patient X, the anticoagulation decision for its stoppage was a correct clinical decision, but since the system lacked an effective way of reassessing the situation in the long term when the conditions changed, it turned out to be a wrong decision. This missed opportunity was not the initial decision but the lack of governance in ensuring that interruption of high-risk drugs was taken care of. An evidence-based intervention where the decision-making process would be strictly shared would be the implementation of mandatory use of multidisciplinary medicine reviews when withholding anticoagulation exceeds the agreed duration.
Embracing Proactive Safety Improvement rather than Reactive Leadership
The second issue was that the organizational leadership was seemingly quite reactive as opposed to proactive. The procedures, policies, and digital systems that were available provided the safety frameworks, but the leaders did not predict sufficiently how a delay in the procedures and fragmented care paths would lead to an increased risk of medication.
The shortcomings of compliance-driven leadership are manifested in the worldwide medication safety statistics. According to the World Health Organization, every year, the global count of preventable costs is about US$42 billion due to medication errors (WHO, 2026). This shows that the contribution made by the presence of policies and procedures does not assure a safe practice. Thus, healthcare organizations need leaders who are engaged in identifying areas of weakness, promoting escalations, and promoting a gradual improvement.
Therefore, an improvement should focus on shifting towards distributed and transformational leadership styles. The concept of shared responsibility, learning, and innovation across the professional boundaries is encouraged by transformational leadership, while distributed leadership drives the culture of shared ownership of safety (Mapani, 2023). The leaders, in this instance, would have developed a more solid multidisciplinary means of communication by encouraging the teams to consider whether the initial decision on anticoagulation was still good given the fact that the procedure was delayed.
Staff participation also implies that active leadership is needed. The 2024 NHS Staff Survey covered 774,828 employees in the NHS, and it contained data on the organizational culture and leaders’ performance (The NHS Alliance, 2025). Results show that despite teamwork still being a strength in the NHS, issues still exist over whether organizations are responsive to staff issues. This means that leaders should not merely encourage reporting but should also ensure that action is taken based on feedback.
Consolidating Digital Infrastructures and Feedback Systems
The other area of improvement is the improvement of digital system connectivity, governance, and clinical decision-making. In this case, electronic prescription rendered the data related to the medicine accessible; however, it failed to generate an efficient security reaction when anticoagulation was disrupted. It has been demonstrated that with an active decision support, alert, and clinical workflow integration, electronic prescribing systems enhance medication safety compared to when they are entirely used as documentation systems (Sheikh et al., 2022). Thus, the creation of electronic protection that can detect an extended disruption of high-risk drugs and immediate clinical reassessment would be the best evidence-based solution.
Technology will, however, not address all organizational weaknesses. Digital interventions should be supported by effective governance, accountability, and staff involvement. The Global Trigger Tool by IHI shows that active safety surveillance is important since it helps to identify negative events that could not be identified solely through voluntary reporting (Pierdevara et al., 2025). The management of anticoagulation within the organizations can be accomplished through indicators like delayed reinitiation of medications, increasing interruption, and missed review opportunities.
Implications of Structure, Leadership, and Learning in Healthcare Organizations
A broader implication of this case is that an organizational structure, leadership behavior, and feedback systems have an impact on patient safety. A decentralized structure allowed decisions based on the level of the specialists along with professional freedom, but the accountability measures in place were not adequate to maintain continuity in the teams. Leadership did not establish enough opportunities to be able to foresee risks, thus preserving the current processes. A weak feedback loop meant that red flags were not responded to.
To other health organizations, it is important to learn that decentralization is a problem that ought to be closely monitored. Distributed authority should be supported by open ownership, good communication, and effective risk identification mechanisms. This should be complemented through continuous improvement, where the input of the staff, patient safety rates, and formal review system can be utilized to denote areas of concern where patient harm could happen in advance.
Overall, the case of Patient X indicates that safer healthcare systems can be developed provided that the leaders cease their response to incidents and develop cultures of prevention, learning, and accountability. With evidence-based governance, good leadership, and a proper feedback system in place, organizations are able to mitigate the harm caused by medications to enhance patient safety.
Recommendations
Considering the discussion of the case of Patient X, the organization in question should undertake a system-wide medication safety improvement project that would reinforce the areas of accountability without disregarding the advantages of decentralized clinical decision-making. The case shows that giving power to professional teams may become a key to providing patient-centered care and that it needs sound governance frameworks so that the key decisions, like anticoagulation management, are regularly revised. Therefore, the organization should embark on a clearly defined anticoagulation safety pathway with ownership being assigned to medication interruption, reassessment, and resumption decision-making. A named responsible clinician or a team should be assigned to each patient with high-risk medication changes, with the help of obligatory multidisciplinary reviews.
A blend of transformational and distributed leadership is the best leadership style that can be applied to maintain the improvement in this case. Transformational leadership will allow leaders to formulate a common vision of patient safety, motivate employees to question the ineffective safety procedures, and stimulate their learning instead of being compliance-oriented (TP et al., 2025). Distributed leadership is particular because the organization operates in a decentralized manner of decision-making; therefore, to improve it, the entire responsibility needs to be shared by everyone (doctors, nurses, pharmacists, and teams of specialists). Leaders are to create psychologically safe working conditions in which employees can freely express themselves, challenge the decisions, and detect risks with no fear. Existing evidence shows that having a better safety culture gives the organizations more chances to detect risks sooner and to introduce changes in a sustainable manner (Finn et al., 2024).
Systematization of safety surveillance measures on high-risk medicines should be conducted in order to improve governance. The organization ought to come up with regular audits, which assess indicators like a long period of anticoagulation interruption, long-term delay in medication reconciliation, and missed decisions on restarting medications. Such measures should be revisited through multidisciplinary governance meetings, while safety data ought to be utilized to direct the improvement measures. Organizations should also enhance their digital facilities by introducing clinical decision-support facilities in electronic prescribing facilities. As an example, the system might give an alarm in the event that the anticoagulant treatment is still terminated beyond the accepted duration and hence trigger a clinical re-analysis, as opposed to just depending on personal recollection.
The multidisciplinary handover processes should be standardized to ensure that integration of the systems and communication is enhanced. The entity should also establish well-crafted communication devices that expressly relay medication decisions, who, and what to do next in interdepartmental transfers within the organization. This would help to minimize uncertainty and enhance continuity in the decentralized course of care. Moreover, interdisciplinary safety briefs should be conducted frequently with the clinicians, nurses, pharmacists, and managers to enhance sensitization of emerging risks.
The organization should maximize the digital infrastructure available to improve technical efficiency and reduce repetition of the medication review process. A combination of electronic prescribing systems, pharmacy reviews, and clinical documentation systems would enable transmission of information across the teams (Lundhaug et al., 2025). This can result in increasing allocative efficiency by reallocating resources to invest in preventative safety measures in terms of pharmacist-led anticoagulation monitoring and specific examination of the patients at risk as opposed to making investments in response to an injury after it has already occurred.
Lastly, stakeholder engagement and co-production should be incorporated in continuous learning. Patients and families should take part in medication safety improvement discussions because they can provide excellent input regarding communication, comprehension, and continuity of care. The learning forums, safety huddles, and feedback should be employed to help staff members engaged in improvement projects (Wahl et al., 2022). By integrating patient experiences and safety data with systems of clinical knowledge, the organization will be in a position to come up with more credible systems. The objective of these recommendations is to transform the thinking of the organization from being a reactive model where the organization responds to incidents to a proactive learning system that has accountability and ongoing improvement.
Conclusion
The case study analysis has demonstrated that the effort to avoid the disappointment in medication safety in the case of Patient X was not due to a single clinical error but interacting system factors. A decentralized organizational structure was common, where the decisions were arrived at by various professional team members. The enhancement of clinical flexibility and professional involvement came along with some weaknesses in the accountability, consultation, and feedback structure, which left a few gaps in the accountability of review and resumption of anticoagulation.
The report indicates that leadership and governance were critical in making a difference. Process-oriented and compliance-oriented transactional approaches did offer valuable backgrounds but could not be relied on to deal with a complex and dynamic clinical environment. Other adaptive leadership approaches like transformational and distributed leadership approaches are encouraged in order to promote shared responsibility, psychological safety, and continual advancement.
System thinking emphasized more on the relationship between people, processes, and structures and how they can result in patient safety. Other factors that were included in the incident were disjointed communication, weaknesses in the digital decision support, workforce stresses, and poorly functioning systems to warn about the looming dangers. 
Consequently, enhancing safety demands organizations be beyond personal responsibility and re-engineer frameworks that enable dependable decision-making.
The best practices in healthcare change are good governance, evidence-based leadership, and lifelong learning. Digitizing, expanding the accountability channels, involving stakeholders, and active use of safety data will help businesses to improve the level of technical and allocative efficiency, thus minimizing the amount of preventable harm. The learning principle here is that more fortified systems are built up by a blend of leadership, governance, and frontline practice to help identify the potential risks in the system at an early stage and in making sure the quality and reliability of care keep growing.
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