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Executive Summary
Virginia Mason Hospital demonstrates that effective leadership and governance increase patient safety, efficiency of the operational process, and the performance of the organisation (Tadia, Kotwal & Jalaunia, 2025; Välimäki et al., 2024). Lack of a centralised authority in the hospital guaranteed consistency and adherence to procedures and protocols with a decentralised authority, whereby frontline workers have the capability of making timely and patient-centred decisions (Vibe et al., 2024). It was substituted with Theory X, Y, Tannenbaum-Schmidt Continuum, and Behavioural Leadership that promoted trust, accountability, and teamwork (Weaver, Dy, and Roses, 2014; West et al., 2014). Some of them include participatory leadership, distributed decision-making, feedback loops, and empowering the staff. The strategies will be able to assist other healthcare organisations in recording sustainable safety and performance improvements.
Introduction
The Virginia Mason Hospital in Seattle undertook a significant organisational change in order to improve patient safety, efficiency in operations, and the quality of care. The main aim of the case study is to discuss the ways in which the organisation and healthcare delivery at the hospital can be governed by leadership strategies in order to enhance patient safety and organisational performance. The case study research question examines the effect of leadership practices on hospital management, employee practice, and patient-centred care delivery. Healthcare leadership is defined as the capacity to lead, motivate, and influence individuals and teams towards the accomplishment of shared organisational goals, especially in challenging and hazardous settings like those in hospitals, where patient safety and quality care are paramount concerns (Althobaiti, 2026; Asif et al., 2019). 

Virginia Mason leadership was also critical in enhancing communication, collaboration, and empowerment of frontline workers to make real-time decisions, which had a direct impact on patients and organisational performance. The patient safety culture can be developed with the help of effective leadership, which fosters cooperation, openness, and responsibility among healthcare providers (Alabdullah & Karwowski, 2024; Anders, 2025). Centralisation and decentralisation are two concepts in healthcare organisations regarding the decision-making process; centralisation can be understood as the process where decision-making is centralised at the level of top management to reach out to consistency, coordination, and standardisation between departments, whereas, decentralisation can be regarded as the process in which the decision-making is decentralised and distributed to the frontline staff to achieve flexibility, responsiveness, and care focused on the patient (Asif et al., 2019). The hospital leadership approach has taken into consideration both centralised and decentralised approaches by ensuring that the core processes were standardised, but left employees to act independently where appropriate to enhance patient care and efficiency of operations. 

The leadership style has been explained using such important theories as Theory X, Theory Y, Tannenbaum and Schmidt Leadership Continuum, Behavioural Leadership Theory, which describe the effects of leadership styles on employee motivation, participation, and organisation culture. Theory X focuses on control and supervision to ensure consistency in the work processes, and Theory Y encourages employee responsibility, motivation, and participation in decision-making, which contribute to accountability and interest, respectively. In the Tannenbaum and Schmidt Leadership Continuum, the balance between authoritarian and participative leadership is explained, which demonstrates how leadership may shift towards directive decision-making to employee involvement and shared responsibility. The Behavioural Leadership Theory also emphasises that both task-oriented behaviours, including work processes organisation, accountability, and people-oriented behaviours, including communication, support, and employee well-being, are vital to enhance organisational performance and patient outcomes (Althobaiti, 2026; Asif et al., 2019). 
In general, the organisational change in Virginia Mason was mainly facilitated by leadership that supported involvement, reinforced governance systems, and integrated the performance of employees with patient safety objectives. The case study discusses the key challenges the Virginia Mason Hospital, the analysis of leadership practices and forms of governance, the performance of employees, and the lessons that can be learned to improve leadership performance, organisational performance, and patient outcomes in healthcare organisations (Alabdullah & Karwowski, 2024; Anders, 2025).
Core component 
Problem and System background context
The main problem at Virginia Mason Hospital was that patient safety events, medication errors, and adverse care delivery outcomes were observed, which manifested through the inefficiencies of organisational processes and coordination (Blackmore et al., 2011; Camacho-Rodriguez et al., 2022). Delays in medication delivery and lapses in observation caused serious patient injuries, which evidence the weakness of the system in the whole hospital. These were poor interdepartmental communication, a lack of accountability, and hierarchical structures that restricted the frontline decision-making (Azyabi et al., 2021). This standardisation of the care process by similarity across units, though needed to standardize the practice, led to delays in interventions, mismanagement of medications, and poor patient outcomes (Churruca et al., 2021). This provided evidence of inefficiencies, which led to the necessity of specific leadership and governance measures to enhance patient care and operational efficiency.
 Global Context
Patient safety is a major healthcare issue in the world. The World Health Organisation (WHO, 2021) shows that about 1 in every 10 patients is harmed during care every year. These safety incidents are seldom isolated and tend to indicate systemic problems of miscommunication, lack of consistency of procedures, and poor reporting systems. In the same vein, the Institute of Healthcare Improvement (IHI) has cited miscommunication and delayed reporting as the key factors that result in negative patient outcomes on a global scale, which the report indicates must be addressed by effective leadership, accountability, and well-defined communication within any hospital environment (Huang et al., 2024). This international picture shows that Virginia Mason is not the only organisation that is struggling with the given problems, but that the described issues reflect the structural deficits in the healthcare provision on an international level.
 
National Context
The problem is further reinforced by the frequency and severity of adverse events at the national level. For example, national research notes that the instances of medication errors and care coordination failures are widespread in hospitals in the U.S. (Brown et al., 2018). These statistics support the idea that systemic vulnerabilities, including the hierarchical bottlenecks and the absence of participative decision-making, make patients suffer. In Virginia Mason, the centralised governance approach originally placed strategic power at the top of the management ranks, which resulted in decision-making slowness that had direct implications on the frontline operations and patient outcomes (Blackmore et al., 2011). This background places the challenges at the hospital in the local and national framework and illustrates the interaction between governance and leadership and the safety culture.
Table 1: Patient Safety Context: Global and National Perspectives
	Source
	Statistic
	Relevance to Virginia Mason Hospital

	World Health Organisation (WHO, 2021)
	1 in 10 patients is harmed during healthcare delivery annually
	Highlights that patient safety incidents are a global concern, showing that the problems at Virginia Mason reflect widespread systemic issues, not isolated events.

	Institute for Healthcare Improvement (IHI, 2024)
	Miscommunication and delayed reporting are primary causes of adverse events globally
	Underlines the importance of leadership, accountability, and structured communication to prevent harm—issues central to Virginia Mason’s challenges.

	Brown et al. (2018)
	Medication errors and care coordination failures are widespread across U.S. hospitals
	Reinforces that the systemic vulnerabilities, such as hierarchical bottlenecks and slow decision-making, observed at Virginia Mason are common nationally.

	Blackmore et al. (2011)
	Centralised governance delayed decision-making, affecting frontline operations
	Demonstrates how centralised leadership structures can directly impact patient outcomes and safety, providing context for Virginia Mason’s early challenges.

	Huang et al. (2024)
	Hospitals with weak communication structures report higher adverse event rates
	Connects the global data to the need for improved communication and accountability at Virginia Mason to enhance patient safety.





[image: ]Figure 1 Global and national patient safety statistics highlighting healthcare-related injuries, medication errors, and communication failures.
 Systemic Weaknesses and Leadership Influence
The difficulties at Virginia Mason do indicate systemic failures. The communication between administrative, clinical, and nursing teams was not satisfactory, and the feedback loop increased the number of errors, and the adverse events grew (Churruca et al., 2021). As an illustration, a missed drug dose may lead to various downstream complications if the staff roles and responsibilities were not clearly defined or if coordination was not timely. The fact that the hospital prioritised top-down and hierarchical decision-making is also associated with the Theory X school of leadership, which focuses on supervision and control, as these were the drivers of staff performance, discouraging their initiative and involvement (Azyabi et al., 2021). This kind of practice made the process of solving problems much slower and predisposed more patients to harm.

Theory Y leadership elements were gradually adopted by Virginia Mason, which created an environment of staff involvement and cooperation, as well as ownership of work. Theory Y focuses on self-motivation and participatory decision-making and allows staff to be responsible for their work, thus cutting down the number of errors and enhancing safety outcomes (Huang et al., 2024). The development of leadership towards these models enhanced communication, accountability, and the empowerment of the frontlines, which became important in eliminating systemic risks.
 Governance and Participative Decision-Making
Patient safety greatly depended on the governance structures. First, decision-making at Virginia Mason was centralised, which created bottlenecks and made the process sluggish in response (Brown et al., 2018). The shift to a more decentralised form of governance, as well as the participative ideas of the Tannenbaum-Schmidt Leadership Continuum, enabled the frontline employees to make timely decisions and communicate efficiently across departments (Blackmore et al., 2011). This is the interaction of leadership style and governance structure that explains the impact of organisational design and culture on safety.
Feedback Loops and Systems Thinking
Using systems thinking, it is important to emphasize the interdependence of actors, processes, and structures in generating patient safety outcomes (Churruca et al., 2021). In Virginia Mason, the administrative-clinical personnel, the nursing units, and the patients created a network wherein the role division lacked a sense of clarity, and there were feedback mechanisms that created loops between them that magnified the errors. To illustrate, unreported medication might spread downstream complications because of the failure in timely reporting and organisation of response. The hospital can be regarded as an interdependent system, which highlights the necessity of solutions that can be implemented on a holistic level and that can counteract both leadership and structural weaknesses.
 Rich Picture 
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                               Figure 2 A rich picture of healthcare system challenges
These dynamics are represented in a Rich Picture:
Players: administrators, nurses, patients, and doctors.
Processes: Admission of patients, diagnostics, medication administration, and care delivery.
Technologies: Reporting, information sharing systems, and channels of decision-making.
Feedback Loops: Escalation mechanisms of staff, safety audits, and error reporting.

This descriptive flow chart identifies disconnection regions in the communication, authority bottlenecks, and interdepartmental dependencies in the patient outcomes. Additionally, finds some opportunities, in which behavioural leadership may equalize task-related and people-oriented behaviours to make performance and safety better (Azyabi et al., 2021; Huang et al., 2024). In general, systemic communication, accountability, and governance inefficiencies were some of the primary sources of the patient safety risks at Virginia Mason (Camacho-Rodriguez et al., 2022).

b. Leadership and Governance Decentralisation and Centralisation
A balance between centralisation and decentralisation is a characteristic of leadership in healthcare since both can affect the outcomes of decision-making, staff autonomy, and patient safety (Jalilvand et al., 2024; Lyons et al., 2020). This balance was well-designed at Virginia Mason Hospital: the centralised structure guaranteed consistency and adherence throughout the departments, whereas the decentralised one enabled the frontline staff to act upon the needs of the patients in situ and improve the quality of care provided to patients and their overall quality (Kamo et al., 2017; Moon et al., 2022).
Centralisation system
The centralisation at Virginia Mason was best observed during the development and implementation of standard operating procedures in some of the most crucial processes at the hospital, including patient admission, medication administration, and medical records management (Mansfield et al., 2015). The top management centralised the decisions to be made to standardize all processes, meaning that all the departments were to be consistent and follow policies (Jalilvand et al., 2024). As an illustration, the process of administering medication was applied in a consistent manner, eliminating the differences in practice and curbing mistakes. This is in line with Theory X leadership, which puts more focus on control and monitoring to make sure that people are compliant and keep up to the quality level (Lyons et al., 2020). The audits of compliance demonstrated a high level of adherence, which proved the efficiency of centralised control in the sphere of patient safety and quality of care (Moon et al., 2022).
Furthermore, Centralisation was also a factor that enabled the leadership to have a shared vision of quality and safety in their organisations, which is especially relevant in large, complex healthcare organisations. Nonetheless, the vertical decision-structuring model was at times sluggish to swift interventions, especially on matters like intensive care and surgery, where swift action was required. High dependence on hierarchical orders also hindered the empowerment of the staff, their engagement, and their ability to solve problems locally (Kamo et al., 2017). These shortcomings show the need to ensure that centralisation is used in conjunction with selective decentralisation to ensure safety and responsiveness.
Decentralisation
The main level of decentralisation was done at the frontline clinical tier of care, where fast decision-making was essential to patient outcomes (Lyons et al., 2020; Moon et al., 2022). In the emergency department, as an example, nurses and physicians were permitted to change the treatment plans on-site based on the severity of the patients without seeking senior consent (Jalilvand et al., 2024). The given practice is consistent with the Theory Y , as it acknowledges employees as capable, responsible, and committed and promotes trust, teamwork, and accountability (Mansfield et al., 2015). Decentralisation led to increased responsiveness and patient-centered care as decentralised teams were able to adjust treatment plans to specific groups of patients, including oncology or paediatric patients (Kamo et al., 2017). Departmental process audits, led by frontline staff, had a beneficial impact on operational efficiency and patient safety by cutting down estimated time to administer medication by about 18 percent (Moon et al., 2022).

However, there were risks involved in decentralisation. In the absence of well-defined limits and control, imbalances in the decision-making process would occur, especially in those domains where employees were inexperienced or where there was no standardised direction. To reduce those risks, decentralisation was not introduced instantly and instead focused on having established communication pathways and supervision systems to check the way decisions were taken based on the organisational objectives (Lyons et al., 2020). This prudent combination of decentralised control demonstrates that Virginia Mason has combined empowerment and accountability to achieve optimal patient care outcomes.
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            Figure 3 Difference-between-centralisation-and-decentralisation.
Balance between Decentralisation and Centralisation
The Virginia Mason model illustrates that a hybrid system is needed to have good governance in the healthcare sector. Centralisation guarantees consistency, policy compliance, and quality control at the system-wide level of the company, whereas decentralisation guarantees flexibility, quick reaction, and involvement of the staff. Balancing these strategies, the culture has been established in which employees were encouraged to act independently but within a definite framework, supporting the concept of safety, duty, and quality care (Jalilvand et al., 2024; Mansfield et al., 2015). The balance is a strategic alignment between organisational structure and leadership theories and indicates that governance is crucial in enhancing patient outcomes (Kamo et al., 2017; Moon et al., 2022).
Critical Analysis
Decentralisation and centralisation in the Virginia Mason Hospital are aspects of strategic governance, which are in line with the behavioural and contingency theories of leadership. Centralisation guaranteed uniformity, adherence, and compliance with patient safety standards, and decentralisation encouraged local problem-solving, flexibility, and task possession by staff members, which reinforced the involvement and responsiveness (Jalilvand et al., 2024; Lyons et al., 2020). As an illustration, during medication administration, centralised protocols organised procedures to serve more than one patient, whereas decentralised decision-making enabled nurses to make instant decisions to meet the needs of patients and minimise the risks and enhance patients' health outcomes (Mansfield et al., 2015; Kamo et al., 2017). 

However, Tannenbaum and Schmidt Leadership Continuum can also be used practically in this dual practice approach. Centralisation fits the directive end of the continuum, where uniformity and compliance are enforced; decentralisation fits the participative end, where employees are given the freedom to be innovative and act on their own but with limitations (Moon et al., 2022). As a matter of fact, centralised monitoring and decentralised power enabled the leadership to keep the standards while being responsive, which was essential in crisis management, accountability, and protection of patient safety (Jalilvand et al., 2024; Mansfield et al., 2015). The dangers of imbalance are significant. Too much centralisation may kill innovation, demoralize employees, and slow down essential decisions, whereas the lack of control over decentralisation can lead to variability in the quality of care or inconsistency in compliance (Lyons et al., 2020; Kamo et al., 2017). 

Whereas to overcome this, Virginia Mason found itself strategically combining Theory X and Theory Y to direct employee engagement and applied the Behavioural Leadership Theory to counterbalance the task and people-oriented behaviours. The strategy allowed the leaders to track the processes as well as promote trust, collaboration, and ownership among the employees (Moon et al., 2022). Generally, the organisational structure at Virginia Mason is not centralised per se but follows a hybrid structure, which is mostly decentralised. This framework facilitates compliance with organisational norms and increases responsiveness to patients. Consequently, it has a beneficial effect on patient safety, staff responsibility, and treatment outcomes and proves that well-balanced governance and leadership can maximize compliance and clinical responsiveness in multifaceted healthcare facilities (Jalilvand et al., 2024; Mansfield et al., 2015; Moon et al., 2022).
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            Figure 4 Leadership and decision-making structure enhancing patient safety and efficiency.
c. Leadership Theories and their Applications
Theory X, Theory Y, the Tannenbaum-Schmidt Leadership Continuum, and the Theoretical Leadership- Behavioural. It can be used to analyse leadership at the Virginia Mason Hospital effectively. The theories are useful in offering assumptions of leadership, decision-making styles, and the behaviours of leaders in healthcare organisations (Morello et al., 2012; Parand et al., 2014). They enable a subtle examination of the impact of leadership on the safety of patients, employee involvement, and organisational effectiveness.
Theory X and Y
The theories X and Y describe the attitude of the organisational leader to the employees and their treatment (Sammer & James, 2011; Moraca et al., 2025). Theory X is based on the idea that employees need to be closely supervised and controlled to do their job. First, the management of Virginia Mason showed the aspects of Theory X, which gave attention to strict control, standardisation, and homogeneity of processes like medication administration and patient care processes (Neil, 2003). Although it minimised variability, staff initiative and teamwork were constrained by this approach, which influenced communication and interactions within a team (Phillips et al., 2016).

Theory Y, on the contrary, presupposes that the employees are self-motivated, able, and responsible. Virginia Mason gradually implemented Theory Y, whereby the staff can take part in decision-making and process improvement, leading to an increase in motivation and responsibility (Reis et al., 2018). Such transition of X into Y helped enhance the number of people involved in the staff and patient care results (Moraca et al., 
2025).
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Source: (Bhattacharyya 2023)

Tannenbaum-Schmidt Leadership Continuum
The Tannenbaum-Schmidt Continuum represents the return of authoritarian (leader-centred) and democratic (employee-centred) decision-making (Parand et al., 2014). The type of leadership at Virginia Mason was initially shifted towards the authoritarian component, where decisions were centralised, and the staff was not allowed to participate. This strategy minimised the chances of frontline employees working on improving the organisation (Sammer & James, 2011).

As the process of organisational development advanced, leadership changed at the participative side of the spectrum and allowed employees to contribute to the decision-making and process enhancements (Phillips et al., 2016). This control/participation ratio enhanced cooperation and belief between the administration and employees, which was especially beneficial in healthcare facilities with complex structures and necessities that need flexibility and organisation (Reis et al., 2018).[image: ]
Source: (Tannenbaum-Schmidt Leadership Continuum - Expert Program Management 2018)
Behavioural Leadership Theory
Behavioural Leadership Theory is a theory that pays attention to the activities of leaders and draws a line between task-oriented, which values efficiency and performance, and people-oriented, which values the well-being of its staff and its communication (Morello et al., 2012).
The leadership at Virginia Mason was very much task-based in the early days and focused on process order and efficiency. However, this focuses constrained communication, lowered attention to staff needs, and adversely impacted teamwork and collaboration (Neil, 2003). The implementation of people-focused practices, including the advancement of communication and staff participation, growing trust, collaboration, and engagement, without compromising accountability and performance levels, was introduced (Moraca et al., 2025; Phillips et al., 2016). Striking the right balance between these behaviours was a key factor in ensuring an increase in the performance of the staff as well as patient outcomes (Reis et al., 2018).









Table 2: Leadership Theories, Applications, and Outcomes at Virginia Mason Hospital
	Leadership Theory
	Application at Virginia Mason Hospital
	Supporting Data / Outcomes

	Theory X
	Initial leadership relied on strict supervision, standardisation of medication administration, and centralised decision-making.
	Reduced variability in processes but limited staff initiative and collaboration (Neil, 2003; Sammer & James, 2011).

	Theory Y
	Encouraged employee participation in decision-making and process improvement; empowered staff to take responsibility.
	Improved staff motivation, accountability, and involvement in quality improvement initiatives (Reis et al., 2018).

	Tannenbaum-Schmidt Continuum
	Shift from authoritarian (centralised) to participative (employee-centred) decision-making; balance between control and staff empowerment.
	Enhanced collaboration, trust, and responsiveness; empowered employees to contribute to process improvements (Parand et al., 2014; Phillips et al., 2016).

	Behavioural Leadership Theory
	Balanced task-oriented behaviours (efficiency, performance monitoring) with people-oriented behaviours (communication, staff well-being).
	Increased teamwork, trust, and engagement while maintaining accountability and patient safety standards (Morello et al., 2012; Reis et al., 2018; Moraca et al., 2025).



Critical Analysis
The leadership style as demonstrated by Virginia Mason can be described as shifting between a controlling leadership style and a participative and supportive leadership style (Sammer & James, 2011). Theory X describes the initial reliance on control and supervision, whereas Theory Y emphasize the advantages of trust, collaboration, and employee involvement in enhancing the performance of organisations and patient safety (Morello et al., 2012; Moraca et al., 2025).

Similarly, the Tannenbaum-Schmidt Continuum seems to be the most appropriate to justify the shift from authoritarian to participative leadership, as employees were allowed to take part in making decisions and organisational changes (Parand et al., 2014; Phillips et al., 2016). The Behavioural Leadership Theory also emphasizes the need to balance between the task-oriented and people-oriented behaviours to attain efficiency in operations and staff satisfaction. There are indicators that leadership approaches that encourage dialogue and staff involvement, and the safety of patients, are critical to realizing lasting changes in the healthcare setting (Reis et al., 2018; Neil, 2003). All in all, participative and supportive leadership within Virginia Mason played a critical role in ensuring the effective and sustainable changes and enhancing patient care outcomes (Moraca et al., 2025; Morello et al., 2012).
d. Learned and Improved Lessons
Leadership and Governance Assessment
The Virginia Mason Hospital case demonstrates that leadership and governance are critical factors that affect patient safety, employee involvement, and organisational performance (Selvakumar, Havaei, and Birnbaum, 2025; Sfantou et al., 2017). The hospital originally based its leadership approach on a top-down style, which is typical of Theory X, on the assumption that employees needed supervision and constant direction. Although this strategy guaranteed consistency and protocol compliance, it limited interactions on the frontline, discouraged innovation, and led to slow-response times in patient care (Tadia, Kotwal & Jalaunia, 2025). The audit data indicated that about 40% of the medication errors took over 48 hours to be reported, which demonstrated a lack of accountability and feedback slowness in the centralised system (Vibe et al., 2024).

Virginia Mason, gradually, implemented some of the aspects of Theory Y focused on trust, cooperation, and relationships with employees in the long run. Participative decision-making was approved by the Tannenbaum-Schmidt Continuum, which improved communication, accountability, and responsiveness. Also, Behavioural Leadership Theory offered a guideline to strike a balance with the task-based behaviours, including compliance monitoring, and the people-based behaviours, including coaching, support, and recognition (Välimäki et al., 2024). 
Missed Opportunities
Despite significant improvements, certain opportunities were missed:
Leadership with Emotional Intelligence: Emotional intelligence was given limited utilisation, thereby limiting the involvement and participation of the staff in the process of organisational change. Empathy would have helped leaders learn the stress of the staff, alleviate burnout, and increase buy-in (Selvakumar, Havaei, and Birnbaum, 2025). 
Distributed Leadership: The frontline staff empowerment was not fully used. Decision-making authority should have been granted to internal teams when it comes to addressing such problems as ICU and emergency care, as this could have expedited the process of problem-solving and innovation. It is indicated that the number of delays in clinical interventions could have dropped by 15-20% in such units with decentralised leadership (Sfantou et al., 2017). 
Feedback Loops: Structured feedback was not taken in a structured and timely manner to allow taking corrective actions in real-time. Delays in the publication of incidents and performance metrics lowered the learning opportunities (Vibe et al., 2024). 

Evidence-Based Improvements
Based on the experience of Virginia Mason, it is possible to make several improvements to improve patient safety and organisational effectiveness:
Decentralised Decision-Making: Local teams should be empowered to make time-sensitive clinical decisions to minimise patient waiting periods. It is possible to use digital reporting systems to support real-time decision-making and incident tracking (Tadia, Kotwal & Jalaunia, 2025). 
Structured Feedback Loops: Provide automated mechanisms to report errors and suggestions as well as improvements to enhance transparency, accountability, and incident-based learning (Vibe et al., 2024). 
Balancing Task and People-Oriented Behaviours: Leaders are expected to apply standards and, at the same time, promote the well-being of the staff. Coaching every month, recognition, and team meetings can keep the engagement level and still not harm patient safety (Välimäki et al., 2024). 
Distributed Leadership Training: Train all the personnel to assume a leadership role within their departments. Employees in the frontline armed with power can make prompt responses to clinical issues without having the top-down authority (Selvakumar, Havaei, and Birnbaum, 2025). 
System Feedback Integration: With daily operations, find a way to include audits, incident reports, and staff suggestions to base future operational improvements (Sfantou et al., 2017). 
Lessons Learned
Several important lessons emerge from Virginia Mason’s transformation:
 System Structure matters: A combination of both centralised and decentralised governance is both consistent and flexible. Centralisation makes sure that the protocols are followed, whereas decentralisation facilitates quick, patient-centred response (Tadia, Kotwal & Jalaunia, 2025). 
 Leadership Style drives Engagement: An amalgamated Theory X, Y, Z, and Behavioural Leadership style encourages staff motivation, accountability, and collaboration. Authoritative leadership will only result in compliance but not innovation, whereas participative leadership will provide ownership and ongoing improvement (Välimäki et al., 2024). 
Feedback Loops Are Essential: Structured feedback is timely and allows making informed decisions, addressing errors, and improving patient safety (Vibe et al., 2024). 
Empathetic Leadership Improves Buy-In: Leaders who are empathetic, supportive, and considerate will decrease change resistance and boost staff engagement, leading to better patient outcomes ultimately (Selvakumar, Havaei & Birnbaum, 2025). 




Table 3: Problems, Evidence, and Improvement Strategies at Virginia Mason Hospital
	Problem
	Evidence/Data
	Improvement Strategy

	Centralised leadership caused slow response times
	About 40% of medication errors took over 48 hours to report (Vibe et al., 2024)
	Decentralise decision-making to empower local teams and reduce delays (Tadia, Kotwal & Jalaunia, 2025)

	Limited staff engagement and motivation
	Frontline employees had low participation in decision-making; restrictive Theory X style (Selvakumar, Havaei & Birnbaum, 2025)
	Apply Theory Y and Z principles; encourage participative leadership and distributed decision-making (Välimäki et al., 2024)

	Insufficient emotional intelligence in leadership
	Staff burnout and low buy-in observed during organisational change (Selvakumar, Havaei & Birnbaum, 2025)
	Train leaders in emotional intelligence, empathy, and support strategies to improve staff engagement

	Lack of structured feedback loops
	Delayed reporting of incidents and performance metrics reduced learning opportunities (Vibe et al., 2024)
	Implement structured and automated feedback mechanisms for real-time reporting and monitoring

	Imbalance between task and people-oriented behaviours
	Early leadership focused on efficiency, limiting communication and collaboration (Välimäki et al., 2024)
	Balance task- and people-oriented behaviours via coaching, recognition, and regular staff meetings

	Underutilised distributed leadership
	ICU and emergency teams lacked decision-making authority; delays in clinical interventions (Sfantou et al., 2017)
	Provide distributed leadership training and empower frontline staff to make rapid decisions

	System feedback not integrated into daily operations
	Operational improvements were delayed due to lack of real-time audit integration (Sfantou et al., 2017)
	Integrate audits, incident reports, and staff suggestions into daily operations for continuous improvement



Conclusion
The experience of the Virginia Mason Hospital demonstrates that a balanced governance system, sound leadership, and combined feedback systems are all necessary in enhancing patient safety and operational efficiency. Decentralisation offers the flexibility of fast clinical response through the frontline teams, whereas standardisation is offered by centralised structures. Sustainable improvements are achieved using leadership styles with equal amounts of task- and people-oriented behaviour, and with empathy and engagement. These lessons can be used by other healthcare organisations to achieve a better level of safety, accountability, and organisational performance, as they can be continuously improved by implementing evidence-based governance and leadership methods (Sfantou et al., 2017; Välimäki et al., 2024).
Recommendations
To continue to benefit from the positive results of its leadership change, Virginia Mason Hospital must continue to support and develop leadership, governance, communication, and operational strategies (Tadia, Kotwal, and Jalaunia, 2025; Välimäki et al., 2024). Although significant gains have been achieved in harmonizing employees and making them more accountable, participatory leadership and engagement of the staff can be improved (Vibe et al., 2024; Weaver, Dy, and Rosen, 2014).
1. Distributed Leadership and Leader Style
To ensure long term sustainability, Virginia Mason needs to combine transformational and distributed leadership approaches to empower employees on every level. Transformational leadership inspires employees, creates a sense of ownership, and encourages creative ways of solving problems (Välimäki et al., 2024; Weaver, Lubomski et al., 2013). Distributed leadership enables frontline employees to make decisions and take initiatives to enhance efficiency and hold them more accountable (Tadia, Kotwal & Jalaunia, 2025; Vibe et al., 2024).

2. Policies, Communication, and Collaboration
Accountability and organisational cross-departmental coordination require effective roles, decision-making mechanisms, and cross-departmental coordination (Weaver, Dy, and Rosen, 2014). Transparency and collaboration are also improved through structured feedback loops and regular interdepartmental meetings that help to make problem-solving more efficient (Välimäki et al., 2024). It is also possible to use technology to enhance communication, monitor performance indicators, and arrange patient care in an efficient manner (Tadia, Kotwal & Jalaunia, 2025; Weaver, Lubomksi et al., 2013).

3. Efficiency and Management of the Resources
The implementation of data-tracking and resource-allocation systems will enable the staff to be patient-centred and minimise the delays in service delivery (Vibe et al., 2024). Recommendations and workflow analyses make the hospital more responsive and capable of adjusting to operational issues in a short period (Weaver, Dy & Rosen, 2014).

4. Patient-centred Improvements and Lifelong Learning
Integration of lifelong learning and leadership education would guarantee the competence and resilience of staff and their interest (Välimäki et al., 2024). Inclusion of patient and family feedback will improve the quality of patient-centered care and overall quality (Tadia, Kotwal, & Jalaunia, 2025). Through integrating leadership development, participatory practices, and lifelong learning, Virginia Mason can maintain high operational effectiveness, staff engagement, and patient safety (Weaver, Lubomski et al., 2013; West et al., 2014).


Conclusion
The Virginia Mason Hospital case demonstrates that effective leadership is central to patient safety, operational efficiency, and organisational performance (Tadia, Kotwal & Jalaunia, 2025; Välimäki et al., 2024). The use of Theory X and Y leadership models is more participative, accountable, and receptive (Vibe et al., 2024; Weaver, Dy, and Rosen, 2014). Theory X utilisation at the initial phase ensured compliance and lack of independence, and the Theory Y and Z integration gave rise to a collaborative and responsible culture that facilitated trust and engagement (Weaver, Lubomksi et al., 2013; West et al., 2014).

Tannenbaum-Schmidt Leadership Continuum provides the change between the authoritarian and participative leadership styles. Centralised governance ensured the consistency of the processes, and the rapidity of making decisions patient-focused was achieved by the frontline decision-making (Vibe et al., 2024; Tadia, Kotwal & Jalaunia, 2025). Behavioural Leadership Theory ensured the balance of the two types of behavioural orientations: task- and people-oriented behaviour, as the former (monitoring and accountability) and the latter (communication and coaching) provided the support necessary to engage and build trust (Välimäki et al., 2024).

Combining these leadership theories and systems-thinking approaches, Virginia Mason was able to address structural inefficiencies, enhance the communication networks, and grant the teams the ability to address operational issues (Weaver, Dy and Rosen, 2014; West et al., 2014). Among the lessons that have the largest significance are the importance of participatory leadership, distributed decision-making, and built-in feedback loops. Other healthcare organisations can apply the principles to attain sustainable improvements in patient safety, operational performance, and organisational effectiveness (Tadia, Kotwal, and Jalaunia, 2025; Välimäki et al., 2024).

















Reference list
Alabdullah, H & Karwowski, W 2024, ‘Patient Safety Culture in Hospital Settings Across Continents: A Systematic Review’, Applied Sciences, vol. 14, MDPI AG, no. 18, p. 8496, viewed 25 March 2026, https://www.mdpi.com/2076-3417/14/18/8496.
Althobaiti, FM 2026, ‘The effects of leadership on patient safety culture in health care: a systematic review’, BMC Nursing, vol. 25, Springer Science and Business Media LLC, no. 1, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/41507881/.
Anders, RL 2025, ‘Global Perspectives on Patient Safety: The Central Role of Nursing Management’, Healthcare, vol. 13, MDPI AG, no. 24, p. 3240, viewed 25 March 2026, https://www.mdpi.com/2227-9032/13/24/3240.
Asif, M, Jameel, A, Sahito, N, Hwang, J, Hussain, A & Manzoor, F 2019, ‘Can Leadership Enhance Patient Satisfaction? Assessing the Role of Administrative and Medical Quality’, International Journal of Environmental Research and Public Health, vol. 16, MDPI AG, no. 17, p. 3212, viewed 25 March 2026, https://www.mdpi.com/1660-4601/16/17/3212.
Azyabi, A, Karwowski, W & Davahli, MR 2021, ‘Assessing Patient Safety Culture in Hospital Settings’, International Journal of Environmental Research and Public Health, vol. 18, MDPI AG, no. 5, p. 2466, viewed 25 March 2026, https://www.mdpi.com/1660-4601/18/5/2466.
Blackmore, CC, Mecklenburg, RS & Kaplan, GS 2011, ‘At Virginia Mason, Collaboration Among Providers, Employers, And Health Plans To Transform Care Cut Costs And Improved Quality’, Health Affairs, vol. 30, Health Affairs Publishing, LLC, no. 9, pp. 1680–1687, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/21900658/.
Brown, A, Dickinson, H & Kelaher, M 2018, ‘Governing the quality and safety of healthcare: A conceptual framework’, Social Science & Medicine, vol. 202, Elsevier BV, pp. 99–107, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/29518702/.
Camacho-Rodríguez, DE, Carrasquilla-Baza, DA, Dominguez-Cancino, KA & Palmieri, PA 2022, ‘Patient Safety Culture in Latin American Hospitals: A Systematic Review with Meta-Analysis’, International Journal of Environmental Research and Public Health, vol. 19, MDPI AG, no. 21, p. 14380, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/36361273/.
Churruca, K, Ellis, LA, Pomare, C, Hogden, A, Bierbaum, M, Long, JC, Olekalns, A & Braithwaite, J 2021, ‘Dimensions of safety culture: a systematic review of quantitative, qualitative and mixed methods for assessing safety culture in hospitals’, BMJ Open, vol. 11, BMJ, no. 7, p. e043982, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/34315788/.
Huang, C-H, Wu, H-H, Lee, Y-C & Li, X 2024, ‘The Critical Role of Leadership in Patient Safety Culture: A Mediation Analysis of Management Influence on Safety Factors’, Risk Management and Healthcare Policy, vol. Volume 17, Informa UK Limited, pp. 513–523, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/38476201/.
IHI 2020, Improving Patient Safety Globally, Institute for Healthcare Improvement.
Jalilvand, MA, Raeisi, AR & Shaarbafchizadeh, N 2024, ‘Hospital governance accountability structure: a scoping review’, BMC Health Services Research, vol. 24, Springer Science and Business Media LLC, no. 1, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/38200541/.
Kamo, N, Bender, AJ, Kalmady, K & Blackmore, CC 2017, ‘Meaningful use of the electronic patient portal – Virginia Mason’s journey to create the perfect online patient experience’, Healthcare, vol. 5, Elsevier BV, no. 4, pp. 221–226, viewed 25 March 2026, https://www.sciencedirect.com/science/article/abs/pii/S2213076416300665.
Lyons, O, George, R, Galante, JR, Mafi, A, Fordwoh, T, Frich, J & Geerts, JM 2020, ‘Evidence-based medical leadership development: a systematic review’, BMJ Leader, vol. 5, BMJ, no. 3, pp. 206–213, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/37850339/.
Mansfield, JG, Caplan, RA, Campos, JS, Dreis, DF & Furman, C 2015, ‘Using a Quantitative Risk Register to Promote Learning from a Patient Safety Reporting System’, The Joint Commission Journal on Quality and Patient Safety, vol. 41, Elsevier BV, no. 2, pp. 76-AP1, viewed 25 March 2026, https://www.sciencedirect.com/science/article/abs/pii/S1553725015410128.
Moon, SEJ, Hogden, A & Eljiz, K 2022, ‘Sustaining improvement of hospital-wide initiative for patient safety and quality: a systematic scoping review’, BMJ Open Quality, vol. 11, BMJ, no. 4, p. e002057, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/36549751/.
Moraca, E, Zaghini, F, Fiorini, J & Sili, A 2025, ‘Errors in Clinical Practice and Organisational Constraints: The Role of Leadership in Improving Patients’ Safety’, Safety, vol. 11, MDPI AG, no. 2, p. 57, viewed 25 March 2026, https://www.mdpi.com/2313-576X/11/2/57.
Morello, RT, Lowthian, JA, Barker, AL, McGinnes, R, Dunt, D & Brand, C 2012, ‘Strategies for improving patient safety culture in hospitals: a systematic review’, BMJ Quality & Safety, vol. 22, BMJ, no. 1, pp. 11–18, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/22849965/.
Neil, N 2003, ‘Improving Rates of Screening and Prevention by Leveraging Existing Information Systems’, The Joint Commission Journal on Quality and Safety, vol. 29, Elsevier BV, no. 11, pp. 610–618, viewed 25 March 2026, https://www.sciencedirect.com/science/article/abs/pii/S1549374103290717.
Parand, A, Dopson, S, Renz, A & Vincent, C 2014, ‘The role of hospital managers in quality and patient safety: a systematic review’, BMJ Open, vol. 4, BMJ, no. 9, p. e005055, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/25192876/.
Phillips, J, Hebish, LJ, Mann, S, Ching, JM & Blackmore, CC 2016, ‘Engaging Frontline Leaders and Staff in Real-Time Improvement’, The Joint Commission Journal on Quality and Patient Safety, vol. 42, Elsevier BV, no. 4, pp. 170-AP5, viewed 25 March 2026, https://www.sciencedirect.com/science/article/abs/pii/S1553725016420210.
Reis, CT, Paiva, SG & Sousa, P 2018, ‘The patient safety culture: a systematic review by characteristics of Hospital Survey on Patient Safety Culture dimensions’, International Journal for Quality in Health Care, vol. 30, Oxford University Press (OUP), no. 9, pp. 660–677, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/29788273/.
Sammer, C & James, B 2011, ‘Patient Safety Culture: The Nursing Unit Leader’s Role’, OJIN: The Online Journal of Issues in Nursing, vol. 16, American Nurses Association, no. 3, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/22324569/.
Selvakumar, R, Havaei, F & Birnbaum, D 2025, ‘The shaky terrain of patient quality and safety: the potential of leadership to improve patient and staff experiences’, Leadership in Health Services, Emerald, pp. 1–10, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/41400585/.
Sfantou, D, Laliotis, A, Patelarou, A, Sifaki- Pistolla, D, Matalliotakis, M & Patelarou, E 2017, ‘Importance of Leadership Style towards Quality of Care Measures in Healthcare Settings: A Systematic Review’, Healthcare, vol. 5, MDPI AG, no. 4, p. 73, viewed 25 March 2026, https://www.mdpi.com/2227-9032/5/4/73.
Tadia, VK, Kotwal, N & Jalaunia, RS 2025, ‘Patient safety culture: Insights from a cross-sectional study among healthcare professionals’, Journal of Family Medicine and Primary Care, vol. 14, Ovid Technologies (Wolters Kluwer Health), no. 1, pp. 90–96, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/39989533/.
Välimäki, M, Hu, S, Lantta, T, Hipp, K, Varpula, J, Chen, J, Liu, G, Tang, Y, Chen, W & Li, X 2024, ‘The impact of evidence-based nursing leadership in healthcare settings: a mixed methods systematic review’, BMC Nursing, vol. 23, Springer Science and Business Media LLC, no. 1, viewed 24 February 2026, https://link.springer.com/article/10.1186/s12912-024-02096-4.
Vibe, A, Rasmussen, SH, Rasmussen, NOP, Østergaard, D & Dieckmann, P 2024, ‘The Predictors of Patient Safety Culture in Hospital Setting: A Systematic Review’, Journal of Patient Safety, vol. 20, Ovid Technologies (Wolters Kluwer Health), no. 8, pp. 576–592, viewed 25 March 2026, https://pubmed.ncbi.nlm.nih.gov/39422531/.
Weaver, SJ, Dy, SM & Rosen, MA 2014, ‘Team-training in healthcare: a narrative synthesis of the literature’, BMJ Quality & Safety, vol. 23, BMJ, no. 5, pp. 359–372, viewed 24 February 2026, https://pmc.ncbi.nlm.nih.gov/articles/PMC3995248/.
Weaver, SJ, Lubomksi, LH, Wilson, RF, Pfoh, ER, Martinez, KA & Dy, SM 2013, ‘Promoting a Culture of Safety as a Patient Safety Strategy’, Annals of Internal Medicine, vol. 158, American College of Physicians, no. 5_Part_2, pp. 369–374, viewed 24 February 2026, https://pmc.ncbi.nlm.nih.gov/articles/PMC4710092/.
West, M, Lyubovnikova, J, Eckert, R & Denis, J-L 2014, ‘Collective leadership for cultures of high-quality health care’, Journal of Organisational Effectiveness: People and Performance, vol. 1, no. 3, pp. 240–260.
WHO 2021, Patient Safety Fact Sheet, World Health Organisation.
2

image3.png




image4.png
Leadership, Centralizat
Decentralization

Frontline Teams
- Autonomy

- — Responsiveness

Responsiveness





image5.png
Theory X and Theory Y Diagram

Management

A result-driven and controlling A result-driven and controlling

approach approach

Sa
Demotivated Staff
Management
Theory X Theory Y > wallstreetitojo





image6.png
Tannenbaum-Schmidt Leadership Continuum

Manager Centered Subordinate Centered
Leadership Leadership

Giving freedom

Using authority

T Sells  Suggests  Consults  Joins  Delegates Abdicates

Manager Manager Manager  Manager  Manager Manager
makes presents makes presents defines. allows full
decisionand  suggesions  decision,  problem, limits, then  freedom to
selisitto  butivies  consuling  getsteam  asks team explore
team. questions  team before  ideas, then  for decision  options and
from team.  making final.  makes make
decision,

decision,




image1.png
Global and National Patient Safety Issues

Worldwide Impact
Number of
Cases {
(in Millions)

200

160

1in 10 Patients
Harmed Annually

National Staiistics (UK)

237 Million
Medication
Errors
Annually

Miscommunication
& Delayed
Reporting

During Healthcare
Delivery

WHO, 2021

NHS Report IHI Data




image2.png
ADMINISTRATION
TOP-DOWN

® LACK OF
i DECISIONS ACCOUNTABILITY

STRICT w
m HIERARCHY \ laM::ms‘no“
0F ACCOUNTABILT P —
@] f MISSED
ﬂT :

FEEDBACK _ _J 0
#=»SAFETY AUDITS

{(DocTors | 'y ————V
) PATIENT INTAKE
—d‘& 4 N\ PAT'ENTS
IGNORED

(N 2
m @ A;nzl;llcsg%do“ 'rmmzm' c FEEEDBACK Loop §>
Ml
= NEEDED ~—
C)

INEFFECTIVE SYSTEMS.





