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[bookmark: _heading=h.lg05cpvl7h7y][bookmark: _Toc237261925]1. Introduction
[bookmark: _heading=h.r50tgl9nkwz1][bookmark: _Toc237261926]1.1 Background of the Case
The case of patient X illustrates how a sub-optimal medicine-related treatment decision could have been reported as a preventable patient safety incident due to failures in medicine management, communication and organisational coordination. A patient was admitted with shortness of breath and recurrent epistaxis, so apixaban was discontinued for the short-term period to decrease the risk of bleeding. The Health Services Safety Investigations Body (2024) reported that despite the extended duration of the procedure, the Healthcare Trust committee failed to resume the anti-coagulation therapy following the pleural aspiration, which led to interruption of the therapy for 10 days, causing ischaemic stroke and death. 
[bookmark: _heading=h.vck4exr6lw9y][bookmark: _Toc237261927]1.2 Leadership in Health and Social Care
Strong leadership in health and social care is about leading healthcare staff and also about building the conditions of the organisation so that care and support are always safe and that staff work with other professionals and continually learn and improve their practice (HSSIB, 2024). According to West, Coia and Armit (2022), compassionate leadership underscores staff engagement, nurtures a sense of psychological safety and fosters timely reporting of clinical concerns to prevent harm from occurring. Leadership failures were identified in Patient X because there was no proactive oversight, poor inter-disciplinary team communication, or monitoring of anticoagulation therapies in an extended hospital stay, and procedural timeliness morphed into an adverse medication event.
[bookmark: _heading=h.x947m5ctt912][bookmark: _Toc237261928]1.3 Centralisation and Decentralisation
Debie, Khatri and Assefa (2022) note that centralisation leads to consistency of policies and accountability, whilst decentralisation allows for decisions made by frontline clinicians to be patient-centred and timely, depending on the clinical context. From the case of patient X, it is obvious that although there is a system in place for prescribing anticoagulants, poor communication within the local healthcare system and a lack of timely review by a specialist or multidisciplinary team prevented the timely and appropriate reassessment and recommencement for apixaban.
[bookmark: _heading=h.hh8bk1erua86][bookmark: _Toc237261929]1.4 Leadership Theories
Leadership theories are an organised viewpoint for comprehending the influence of organisational behaviours on patient safety and clinical performance. Transformational Leadership fosters a shared vision, staff empowerment and proactive cultures of safety that cultivate a continuous improvement approach to problem-solving rather than a reactive approach (West, Coia and Armit, 2022). Moreover, distributed Leadership also fosters a shared responsibility approach within multidisciplinary teams for collaboration within complex patient pathways and effective communication (The King's Fund, 2022). 
[bookmark: _heading=h.itf5esmc915][bookmark: _Toc237261930]1.5 Aim and Structure of the Report
This report consciously reflects on the harm caused to Patient X as a result of medicines using systems thinking to identify where the failing practices within the organisation, leadership and governance may have contributed to this unsolvable and avoidable healthcare incident. It examines the role of central and decentralised decision-making, draws on applicable theories of leadership as well as considers governance arrangements and makes evidence-based recommendations for improving medication safety, inter-professional working and patient-centred working in NHS organisations.
[bookmark: _heading=h.ho1jyabnqcqq]

[bookmark: _Toc237261931]Main Body 
[bookmark: _heading=h.vum5a6fq28y4][bookmark: _Toc237261932]Section A: Identifying the Problem Using Systems Thinking
[bookmark: _heading=h.l21ha0r04hbk][bookmark: _Toc237261933]2.1 Overview of the Incident

[image: ]
Figure 1: Timeline of Patient X’s care Journey
Source: Self-designed
Long-term apixaban use was prescribed to patient X for stroke prevention, who presented to the hospital with recurrent epistaxis and shortness of breath. The first clinical choice to temporarily discontinue antiplatelet drugs was made based on effective risks in line with National Institute for Health and Care Excellence (NICE) recommendations (2021), which stated that active bleeding risked haemorrhagic complications during future medical therapy. However, the investigation reveals that several delays were involved in the procedure, along with the lengthy inpatient waiting and unsuccessful attempts to reevaluate the anticoagulation, which ultimately led to rejection of apixaban for a total of 10 days. Organisational and clinical issues worked jointly to cause the fatal stroke that show resulting in preventable patient harm that was exposed as a result of the work (Health Services Safety Investigations Body, 2024).
[bookmark: _heading=h.7zmxsj9tj83y][bookmark: _Toc237261934]2.2 Global Context 
Medication-related harm is still one of the main patient safety issues worldwide and is especially prevalent among individuals who are being treated with high-risk medicines like direct oral anticoagulants (DOACs). Anticoagulants have been labelled by the World Health Organisation (2024) as high-alert medications because of the risks they pose of stroke, major bleeding and death that may result from brief interruptions or omissions in prescription. 
The evidence suggests that prescribing omissions are the most common cause of drug errors with DOACs, as are delayed treatment resumption and lack of treatment monitoring, all of which lead to avoidable harm to patients within health services (Al Rowily et al., 2022). Therefore, international patient care agendas are increasingly promoting system-wide solutions which improve medicine governance in the system, digital prescribing and inter-professional communication.


[image: ]
[bookmark: _heading=h.etv24f5glbcs][bookmark: _Toc237261935]2.3 National Context (UK) 
Use of anticoagulants is consistently identified as medicines that were associated with serious preventable incidents within the NHS, one of the most common classes of patient safety incidents reported within the NHS. Medication incidents remain a significant percentage of patient safety events, as reported by NHS England (2023), highlighting the importance of understanding the need for better medicines optimisation, prescription rationalisation and medicines surveillance within healthcare institutions. In the UK, DOACs are increasingly being used to supplant warfarin as a result of their well-known pharmacological profile; their safety relies on rapid prescribing of these and outstanding care continuity (Lip et al., 2023). Additionally, the Health Services Safety Investigations Body (2024) identified the following issues relating to interacting organisational failures as contributing to the death of Patient X: delays in discharging a Patient, poor multidisciplinary communication within the Health Services, poor documentation, poor medication review process. 
[bookmark: _heading=h.3yr9b3qyc1mf][bookmark: _Toc237261936]2.4 System Weaknesses
There were several system failures which pointed to an individual prescribing error in the case of Patient X, from a systems thinking view. Medication incidents related to direct oral anticoagulants (DOACs) frequently result from latent factors of the systems of error and involve more than just a single individual's fault (Haque et al., 2021). There was a poor collaborative effort among the admitting clinical team, procedural specialists, nursing staff and pharmacy to continually reassess the patient's thromboembolic risk as their clinical status changed. According to the National Institute for Health and Care Excellence (2023), systematic review and accountability for medicines prescribing is important for medicines optimisation and should take place on care transitions. Therefore, this represented a combination of failed areas, including clinical workflow, organisational communication, medication governance and monitoring of such, instead of merely individual poor performance.
[bookmark: _heading=h.n2cg0h1snzmi][bookmark: _Toc237261937]2.5 Governance Analysis
The value of clinical governance lies in ensuring that healthcare organisations are held to account for enhancing the quality of care on an ongoing basis and protecting patients. Back, Owens and Benneyworth (2024) state that the shift to safety management systems of the modern era should focus on proactively identifying systemic risks rather than conducting an investigation after adverse incidents. However, in patient X's case, after multiple opportunities to review and collaborate with a multidisciplinary team, it was not addressed, and an interruption to anticoagulants persisted for an extended period. The incident therefore highlights the need for better medicines management alongside medicines management and clinical management systems, and the importance of the need for continuous monitoring of medicines with risk potential from the moment a patient comes into hospital.
[bookmark: _heading=h.v0enugvuiq69][bookmark: _Toc237261938]2.6 Rich Picture Analysis
[image: ]
Figure 2: Rich Picture
Source: Self-designed
A rich picture analysis is an analysis that highlights Patient X's case as a relationship between a series of people, through organisational processes and clinical decisions, not as a linear error in medication that follows a sequence of steps. In complex care pathways, resilient healthcare systems are able to identify relationship issues between clinical teams, governance mechanisms and pressures on them to work (Ismail et al., 2022). Patient X stayed within a system of emergency clinicians and ward physicians, specialist procedural teams, nurses, pharmacists and hospital management. Documentation, verbal communication and clinical records were used to share information between these stakeholders, but multiple procedural delays disrupted effective information sharing and the opportunities for medication checking. Therefore, the rich picture shows that patient harm was caused by an interaction of failures of clinical, organisational and governance standards, not a single failing of one healthcare professional.
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[bookmark: _heading=h.gsehw2t3sasl][bookmark: _Toc237261939]Section B: Centralisation and Decentralisation Analysis
[bookmark: _heading=h.z8pm8jz4444w][bookmark: _Toc237261940]3.1 NHS Organisational Structure
The National Health Service (NHS) is a mixed model organisation, both centrally controlled and with clinical decision-making at the local level, while at the same time ensuring the quality of services and providing flexibility for clinical care at the local level. National organisations, such as NHS England, the National Institute for Health and Care Excellence (NICE) and the Health Services Safety Investigations Body (HSSIB) create policies and patient safety standards, and clinical governance frameworks, based on evidence, which all NHS organisations are expected to follow. Jajilan et al. (2024) indicate that in hospitals, a proper accountability system is necessary between strategic planning and clinical implementation. Such a level of organisation and autonomy becomes particularly important for medicines with a potential for risks (such as direct oral anticoagulants (DOACs)), where medicines choices need to be continually reviewed to reflect the changing clinical situation. 
[image: ]
Figure 3: NHS Governance Structure Chart
(Source: NHS, 2026) 
[bookmark: _heading=h.2ep767dzcs1f][bookmark: _Toc237261941]3.2 Centralisation in Case Study
Centralisation is an organisational structure where policies, standards for care and procedures are made by governing bodies at a higher tier to ensure consistency, accountability and safety for patients across the healthcare organisation. In a patient with Patient X, the subsequent withholding of apixaban represented compliance with national guidelines for management of these anticoagulated patients, as there was a substantial increase in the apparent immediate bleeding risk in these patients before the pleural intervention. Luca et al. (2023) describe how, in some cases, temporary boluses of DOACs before an invasive procedure, when personal bleeding risk is greater than the risk of thromboembolism, may be clinically appropriate. The use of apixaban discontinuation was therefore in keeping with sound clinical practice and evidence-based clinical protocols.
However, centralised governance alone was not enough to prevent patient harm, as the organisation's system did not guarantee that the reprocessing would be done regularly and that the interruption would not go beyond the expected duration due to delays in the procedures. National prescribing guidelines were available forming clear guidance on medicines optimisation and although their guidance was not always used in practice when lasting in hospital. Thus, in the context of the outcome of patient X, it can be concluded that centralised policies will only work if they can be effectively implemented, communicated and have regular clinical supervision.
[image: ]

[bookmark: _heading=h.oovcyce3i1vj]
[bookmark: _heading=h.c1rg7i29jpcx][bookmark: _Toc237261942]3.3 Decentralisation in Practice
Within the NHS, decentralisation allows frontline health care staff to make clinical decisions in line with local healthcare needs, within a national landscape of governance. This facilitates timely decision-making by all the multidisciplinary teams charged with making decisions around evolving clinical risks during a patient's hospital stay. Terrier et al. (2023) noted that the successful management of DOAs relies on ongoing, local reassessment since delays are often associated with adjustments to the perioperative anticoagulant treatment plan. In the case of Patient X, it would have been only appropriate for the ward clinician to have had some autonomy in clinical decisions, to have braved the wrath of their colleagues to review the prolonged withholding of apixaban because of the frequent delays in investigations and aspiration of the pleura. However, decentralisat decision making was ineffective due to lack of ownership of responsibility for the management of anticoagulation across several professional groups. Thus, there were several medical staff, specialist teams, nursing staff and pharmacists involved in the care of Patient X and none of these groups reviewed consistently whether the original prescribing decision was the most appropriate. 
[bookmark: _heading=h.lv2g7bzaq2zf][bookmark: _Toc237261943]3.4 Critical Comparison
The weaknesses between organisational governance and front-line clinical practice highlight that neither centralisation nor decentralisation alone guaranteed the safe management of anticoagulation, as identified with patient X. The use of successful, recurrent use of centralised systems to discontinue apixaban (oxy) upon the presence of active bleeding is an example of good compliance with recognised guidelines on anticoagulation. According to Back, Owens and Benneyworth (2024), while an investigation is sometimes warranted, contemporary healthcare organisations should implement safety management systems that will help identify changing risks ahead of adverse events, not retrospectively.
According to Li et al. (2024), better multidisciplinary teamwork and a more supportive clinical setting result in significant enhancements in patient safety outcomes, which include the prevention of preventable medication-related harm. Thus, while the clinical professionals had the flexibility to work in their profession, they lacked coordinated supervision, so timely intervention was not possible.
[image: ]
[bookmark: _heading=h.jgbhf22zaruu][bookmark: _Toc237261944]3.5 Supporting Data
Despite patient safety governance innovation, medication-related harm is shown to be a major problem internationally. Data from the Organisation for Economic Co-operation and Development (2024) suggests that avoidable adverse events are about 15% of the total cost of all OECD health systems, and one of the most prevalent causes of avoidable harm is the occurrence of medication error. In England, NHS England (2024) has also rated anticoagulants as a high priority for enhanced monitoring, medicines optimisation and incident learning, as the frequency of items being prescribed is known to be linked to serious patient outcomes. Therefore, these wider organisational issues must be emphasised, as seen in the case of Patient X, and that governance is integrated, digital prescribing support is in place, and complex medicine review and review of the MDC is an ongoing process.
[bookmark: _heading=h.w0a11gpv2mv9]

[bookmark: _Toc237261945]Section C: Leadership Theory Application 
[bookmark: _heading=h.cqx8o83fnvx3][bookmark: _Toc237261946]4.1 Transformational Leadership
Transformational leadership places a focus on persuading healthcare professionals to support a unified goal of adopting patient-centred care approaches through innovation, collaboration and constant quality improvement. Transformational leaders are more likely to challenge and break the norms of organisational practice rather than simply abiding by established procedures; they are more likely to facilitate teams that do this, and more likely to be talking about potential risks, issues and problems before any adverse events happen. West, Coia and Armit (2022) state that compassionate and transformational leadership enhances organisational learning by fostering psychologically safe cultures in which healthcare workers know that they are not at fault in bringing up concerns when they report issues. 
In Patient X's case, transformational leadership may have aided in communication within the multidisciplinary team during the extended period of disruption of apixaban treatment. Furthermore, Huang et al. (2024) identified that leadership has a significant impact on patient safety culture by enhancing communication, teamwork, and suitability of the organisation to manage clinical risks. In addition, NHS England reported that there were around 2.8 million patient safety incidents in England in 2022–2023, highlighting the need for leadership strategies as well as strategies to help identify risks at an early stage and work collaboratively to improve safety, rather than just reactively investigate an incident as it happens (NHS England, 2023).
[bookmark: _heading=h.sssz97d11cxc][bookmark: _Toc237261947]4.2 Situational Leadership 
The situational leadership theory proposes that the leader should adjust her leadership style based on the clinical scenario, staffing and the patient's situation. The leadership style will be personally beneficial in situations that are acute health care treatments, with a dynamic disease process where treatment needs are continually reviewed. It is important to remember that decisions on the interruption and resumption of Direct Oral Anticoagulants require 'dynamic clinical judgment' (Wolfes et al., 2022); hence, detail needs to also be paid to handling these drugs. Therefore, leadership needs to be flexible and flexible to the necessary changes in priorities for clinical activities, and not lock themselves into decisions made at the time of admission.
[image: ]
[bookmark: _heading=h.t8r0uvw85875]

[bookmark: _Toc237261948]4.3 Distributed Leadership
Blurring the lines of patient safety responsibility, typically allocated to different professionals/multidisciplinary groups. The leadership philosophy also embraces the idea of collaborative leadership with each other, with the patient and with clinical practice to ensure mutual accountability. The King's Fund (2022) highlights how effective NHS organisations embed distributed leadership to improve communication, boost staff team working and help to make decisions by bringing organisations together promptly. When drug regimen management is complex, by sharing leadership, health professionals can be able to present conflicting viewpoints, elevate concerns and reconsider drug treatment when this changes.
This is an example of a case of poor distributed leadership within patient X's care when dealing with anticoagulation. Responsibility for restarting apixaban was poorly shared across the long stay, with several members of the healthcare team engaged in the patient's care, from ward clinicians, through procedural specialists, pharmacists and nursing staff. Learning health systems is a process that involves shared responsibility, multiple disciplines communicating with each other and ongoing organisational learning to detect emerging risks for safety issues before they become adverse events (Giardina et al., 2022). Therefore, the combined leadership might have minimised the communication lapses, bolstered the management of medication and averted the series of errors leading to Patient X's deadly stroke.
[bookmark: _heading=h.3o6wnsdznvg9][bookmark: _Toc237261949]4.4 Transactional Leadership
Transactional leadership is concerned with compliance with organisational policy, standard operating procedures and clear professional responsibilities in its monitoring/accountability. This means that prescribed medicines are consistently being applied in accordance with agreed governance and prescribing guidelines, thus contributing to the safety of the patient. Moreover, Jalilvand, Raeisi and Shaarbafchizadeh (2024) present that the accountability structure must be clearly defined and existing organisational oversight must be continuous to lead the successful execution of hospital governance. In the patient whose situation was discussed, with a transactional leadership approach, the very first decision was to send the apixaban off, which adhered to clinical guidance before the procedure was planned. On the other hand, such a reliance on proper process was not enough, as new risks emerged within the clinical environment and needed an agile approach from leadership as well as a proactive reassessment of the clinical situation that went far beyond following procedure.
[bookmark: _heading=h.25xr7dwjserh][bookmark: _Toc237261950]4.5 Critical Leadership Evaluation
[image: ]
Figure 4: Leadership Framework Applied to Patient X 
(Source: Self-designed)
None of the patients of Patient X could have been prevented from dying if this single model of leadership had been present – multiple interacting organisational, communications, and clinical governance system failures were identified. The use of transformational leadership would have given a boost to safety culture and facilitated early escalation of concern about disruptive interruption of anticoagulation. Situational leadership would have allowed clinicians to adjust the choices they made in prescribing, based on new assessments of the patient's risk for thromboembolic complications and for bleeding complications, as procedural delays altered the risks. Healthcare professionals with enhanced systems thinking tend to demonstrate improved patient safety competencies, which rubrics include collaboration, risk awareness and coordinated decision-making. (Kakemam et al., 2025). Thus, the ideal leadership response for Patient X would be a mix of the three leadership styles within a system of governance: transformational, situational, distributed and transactional. 
[image: ]
Critical Link to the HSSIB Investigation
The HSSIB investigation found that multiple factors of interacting organisation and clinical factors caused the death of Patient X and not one single error of prescription. Communication, multidisciplinary coordination, adaptive decision-making and governance failures all played a role in this prolonged effect on apixaban interruptions and support this conclusion through the leadership analysis. Incorporating complementary leadership styles and approaches into a Systems thinking mindset would provide more robust organisational resiliency, better medicines optimisation and reduced likelihood of preventable medication-related harm.
[bookmark: _heading=h.ahl2m7zy4kj][bookmark: _Toc237261951]Section D: Improvements and Lessons Learned
[bookmark: _heading=h.gpeb3k3v669q][bookmark: _Toc237261952]5.1 Leadership Failures
The above case of patient X demonstrates many failures of individual leadership in managing a multi-speciality care plan, coordinating uncertainty in clinical management and ensuring patient safety during hospital admission, while under leadership. The initial decision to defer apixaban use was clinically appropriate and justified due to active epistaxis; however, leadership was lacking in continuously reassessing in the background of the ongoing delays in the procedure, leading to a significantly greater risk of thromboembolic complications. Leaders need to design systems to support timely communication, joint decision-making and escalation of all new clinical issues. According to the study by Wei et al. (2023), high-quality leadership will contribute to better teamwork, staff engagement, quality of care, and fewer preventable adverse events. In the case of Patient X, a lack of clinical leadership resulted in ineffective communication between the medical, nursing, pharmacy and procedural teams and no challenge to the fact that anticoagulation had been interrupted and thus kept going for a long time. In addition to this, opportunities were missed to be able to coordinate multi-disciplinary medication reviews, suggesting that there may be inadequate leadership oversight of high-risk medicines in a more complex clinical pathway. Thus, these deficits undermined the patient-centredness of health services and led to avoidable harm to the patient, partly through the use of medicines.
[bookmark: _heading=h.vdytpff6ki12][bookmark: _Toc237261953]5.2 Governance Failures
The investigation reveals that governance shortcomings were not limited to the provision of clinical care, but were also found in the shortcomings of the organisational systems where medications were kept safe, were accountable, and were managed. Healthcare organisations must ensure they have effective governance, including monitoring for adherence to medicines optimisation policies and recognising the potential risks within the system before that risk has a negative impact on patients. Organisational learning relies on the active review of safety incidents, plain reporting channels and a process of ongoing improvement rather than finding blame with individual healthcare workers (NHS Resolution, 2022). In Patient X's instance, governance systems did not identify that apixaban was still not taken, as she had not been prescribed it for 10 days following repeated governance review alerts. There was inadequate follow-up with documentation for recommencing medications, and the accountability for managing anticoagulation was not clear between professionals. As such, Patient X's condition will have been worsened directly by a lack of oversight, audit and medication governance. Therefore, the failure in relation to oversight, audit and medication governance contributed directly to the preventable deterioration in Patient X's condition.
[bookmark: _heading=h.vcsk7f2vo7j3][bookmark: _Toc237261954]5.3 Evidence-Based Improvements
A growing body of recent patient safety research is showing that integrated organisational interventions are needed to prevent medication-related harm, not just specific, stand-alone interventions. As highlighted by Al-Qahtani et al. (2022), structured medicines reconciliation, pharmacist-led medication review, and enhanced care transitions greatly minimised prescribing errors with high-risk medicines. If these same interventions were to be used in the case of Patient X, it would ensure system-driven review of counselling on anticoagulation only when there is a delay in the case and the treatment plan changes. Artificial Intelligence (AI) computerised clinical decision support systems (CDSS) have been shown to enhance medication safety by detecting prescription errors and providing clinical recommendations to guide drug choice in various clinical contexts (Kang, Ong, & Chan, 2024).
In addition to this, in digital innovations organisational resilience can also be established with the inclusion of across-the-board, standardised programmes of anticoagulation stewardship, in line with normal medication governance, incorporating clinicians, pharmacists and a specialist nurse. Burnett, Rudd and Triller (2022) state that continuous monitoring, multidisciplinary working, and systematic review of medication-related risk can lead to better quality of prescribing and anticoagulation stewardship. Dorsch et al. (2023) reported a positive impact on direct oral anticoagulants medication oversight and timely clinical action when the national DOAC monitoring system was implemented across the VA system. Therefore, if digital prescribing technology is used alongside a well-designed governance process and multi-disciplinary stewardship, this blend would significantly minimise the risk of similar medication omissions as a Communication Around the Medication (CARM) issue with Patient X.
[bookmark: _heading=h.vm2zp6b830a8][bookmark: _Toc237261955]5.4 Leadership Improvements
To improve the organisation's future performance by providing effective leadership to ensure co-operation and patient safety culture in all areas of the health care delivery system, including co-operation across the different disciplines/competencies needed to deliver services. Patients accessing high-risk medicines should have a regular multidisciplinary ‘huddle' organised by the leaders to track patients accessing medicines, particularly where delays in access to medicines and/or changes in clinical context result in changes in treatment plan. Supportive leadership also supports robust experiences and engagement for staff and colleagues, appropriate working in teams, and professional accountability, which are all relevant to raising concerns about patients' safety (Boamah et al. 2022). Important in X's case, perhaps, was the implementation of more proactive leadership so that physicians, pharmacists, nurses, and those involved in the procedures communicated in an appropriate manner, which led to a proper management plan for His case. Leaders should also cultivate psychological safety through an invitation to open up questions on prescribing that are asked by staff proactively rather than any presumed blame. Other examples might include embedding leadership development programmes into the organisation which integrate systems thinking, medication safety and collaborative decision making, and enhance organisational resilience; and ensuring patient-centred care remains a key strategy encompassing the clinical aspect of leadership.
[bookmark: _heading=h.rozgnpad0zd4][bookmark: _Toc237261956]5.5 Lessons for Healthcare Organisations 
Having explored the case of Patient X, this learning highlights the importance of systems, as opposed to individual, thinking when ensuring that healthcare organisations are as safe as possible about medicines. The investigation clearly shows that adverse events are often the result of several interconnected organisational weaknesses, such as lack of communication within organisations, weak governance, delayed decision making process and weak multidisciplinary coordination. To attain resilience in the health sector, healthcare organisations build resilience that allows teams to identify looming risks and act ahead of time to prevent people from being harmed (Lyng et al. 2022). Therefore, there is a need to enhance the resilience of organisations by applying leadership, governance and operational processes within a single patient safety framework.
Moreover, the case of patient X demonstrates that all delays of clinical procedures should result in routine and organised medication reviews, with special focus on patients taking medications with high levels of thromboembolic risk. Additionally, digital prescribing alerts, multi-disciplinary medication review procedures and regular medication safety audit should be implemented to prevent risks arising that could cause irreversible harm to patients. Thus, these lessons put together highlight the need to have resilient systems that are able to anticipate, monitor and respond to patient safety issues when providing hospital care as a whole.
[image: ]

[bookmark: _heading=h.egxvhwm67yfk][bookmark: _Toc237261957]6. Recommendations
[bookmark: _heading=h.bcf8gdtuu6au][bookmark: _Toc237261958]6.1 Leadership Recommendations
Healthcare organisations would benefit from bolstering leader-employee relationships through utilising systems thinking, multidisciplinary working and proactive patient safety management into normal working practice. Senior clinical leaders should help to set up required multidisciplinary medicines safety huddles for patients taking high-risk medicines (such as direct oral anticoagulants) when procedures are delayed or plans are altered. Huang et al. (2024) have shown that good leadership leads to a positive impact on patient safety culture through communication, teamwork and the responsiveness of organisations to clinical risks. In the instance of Patient X, medication review meetings by the CII responsible for this patient could have prevented Patient X from being on apixaban for too long before irreversible side effects could occur. Healthcare providers should also offer ongoing leadership development initiatives that include key areas of medication safety, clinical risk assessment and collaboration-based decision making to build accountability within multi-disciplinary healthcare teams.
[bookmark: _heading=h.2ix7wmq9u1at][bookmark: _Toc237261959]6.2 Governance Recommendations
The governance of healthcare organisations needs to be tight, with suitable systems in place to enable structured monitoring of high-risk medicines in hospitalised patients during the entire hospital episode. If medication culmination is delayed or changed/cancelled, the appropriate medication reconciliation process should be undertaken, and review of the patient's anticoagulant therapy should be undertaken as their clinical picture evolves. In their guidance, the National Institute for Health and Care Excellence (2022) suggest medicines optimisation be given more priority and suggests systematic review, clinical governance and clarity of prescribing accountability. A standardisation of electronic governance dashboards could help organisations to track the period of time for which direct oral anticoagulants are not directly administered, as well as enhance the accountability of organisations and patient safety performance.
[bookmark: _heading=h.yoq3fdec01ru][bookmark: _Toc237261960]6.3 Communication Improvements
Improved communications should be universal in all healthcare delivery workgroups involved in patient care, as part of a program of medication safety management. Standardised medication handover procedures, electronic prescribing documentation and multi-disciplinary medication review meetings should become routine as they will help minimise information loss during a care transition. Alrowily et al. (2021) reported that communication issues and inadequate or omitted prescribing information between healthcare teams are common causes of medication incidents with direct oral anticoagulants. In the case of Patient X, this accountability for restarting apixaban after pleural procedures would have lessened confusion surrounding apixaban management. Therefore, compulsory communication checklists and involving pharmacists in medication handover and transitions should be implemented to enhance continuity of medication management support throughout transition.
[bookmark: _heading=h.i23cdlwzgk8c][bookmark: _Toc237261961]6.4 Technical and Allocative Efficiency
Digital technologies can also help to improve the technical and allocative efficiency of healthcare organisations by facilitating the best use and safekeeping of their medication, and effective use of clinical resources. Clinical decision support via artificial intelligence should be able to thrive and let patients know about high-risk meds and remind them to take them for a prolonged number of days. Saidur and Dhanekula (2024) show that combining machine learning into eHR systems can immensely help patients' safety in identifying unusual prescription patterns and timely clinical interventions. Therefore, these interventions will contribute to the more efficient use of resources, reducing avoidable, unwarranted medication-related harms and unnecessary health care costs.
[bookmark: _heading=h.n5a0484fr4m1][bookmark: _Toc237261962]6.5 Continuous Learning
Client organisations have an obligation to continually create learning systems that enable patient safety incident investigations to be understood as a process that leads to an ongoing sustainable organisation development that benefits patients and the healthcare organisation. All medication incidents should be objectively reviewed for system weaknesses, not assigning blame to the individual healthcare worker using a systems thinking approach. Finally, Bierbaum et al. (2025) find that combining quality improvement with implementation science is a powerful addition to the toolbox of the healthcare organisation to support long-term maintenance of patient safety gains. Additionally, hospital education programmes should include patients after X's case, disciplinary simulation training and standard clinical governance meetings. 
[bookmark: _heading=h.9m03ot9m5c3n][bookmark: _Toc237261963][image: ]7. Conclusion
[bookmark: _heading=h.n5shfwe34n27][bookmark: _Toc237261964]7.1 Summary of Findings
This report identified and examined the interacting Organisational, Leadership and governance failures of the multi-faceted issue causing Patient X to die, utilising systems thinking to analyse the multi-generational issue that led to the fatality. The Health Services Safety Investigations Body (2024) found several latent system problems that were likely contributors to the incident, highlighting the need to study an organisation's processes rather than the performance of individuals. Therefore, the report showed that combining centralised governance with responsive decentralised decision-making would further enhance the safety of medicines and continuity of care for patients presumably taking high-risk anticoagulants.
[bookmark: _heading=h.4rllmexkyzec][bookmark: _Toc237261965]7.2 Overall Evaluation
The evaluation showed there is a need for resilient healthcare systems with the support of leaders, a multidisciplinary team and good governance for sustainable patient safety. However, organisational policies cannot be effective at preventing medication-related harm unless they are backed up by proactive communication, regular medication assessment and accountability. Integrating leadership, learning and system redesign throughout the continuum of healthcare delivery is essential to patient safety (Institute for Healthcare Improvement (IHI), 2023). In the case of Patient X, the need for an organisation to put evidence-informed governance, adaptive leadership, and digital medication safety technologies together in order to build organisational resilience and minimise preventable high-risk medicine-related adverse events was illustrated.
[bookmark: _heading=h.r076fpl2yubu][bookmark: _Toc237261966]7.3 Final Conclusion
The death of patient X is an important failure of the system, showing how difficult it is to manage anticoagulation care in a contemporary health care setting. According to the World Health Organisation (2021), strengthening patient safety should involve the healthcare organisation anticipating, identifying and mitigating any patient harm before it happens, through risk system mapping. Therefore, the adoption of these principles will help to improve medicines optimisation, good organisational practice and better delivery of safer, quality and patient-centred care across the NHS.
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Table 2.1: Global burden of Medication-Related harm with high risk medicines
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Table 3.1: Centralised Governance Applied to Patient X's Case
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Table 3.2: Comparison of centraisaion and Decentralisaion n Patient X's Case
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Table 4.1: Leadership Theory Application to Patient X's Case
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Table 4.2: Comparative Evaluation of Leadership Theories in Patient X situation
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Table 5.1: Evidence-based improvements after the HSSIB investigation

Improvement Area Evidence-Based Expected Impact on Patient Safety
Tntervention
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Table 6.1: Summary of Recommendations

Area Recommendation Expected Outcome
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