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[bookmark: _5mfo5kewt32y]1. Introduction 
[bookmark: _w2tjb4b5bjhi]1.1 Background 
Healthcare organisations operate in complex environments where effective leadership, governance and communications is essential for ensuring patient safety. This report is going to examine the "Health Services Safety Investigations Body case" related to Patient X, whose regular apixaban was withheld due to the nosebleeds and the anticipated medical procedure. Delay in procedure indicates that the medicine has not been administered for 10 days. After 2 days, Patient X experienced a stroke and died. 
[bookmark: _usrwnucdtx78]1.2 Leadership and Organisational Structure in Healthcare
Leadership is effective for ensuring safe and high-quality health care, along with social care, as clinical outcomes. This is related to active communication across professional boundaries.  In the case of health and social care, health equity, workforce well-being, are related to the safety of patients, accountability, teamwork, and person-centred care (IHI, 2025). The data shows that NHS England recorded data on 806,561 incidents in 2025-26, whereas most of the NHS staff, such as 33.71%, experienced an error or near miss (NHS England, 2025a). As per WHO, (2023), one in ten patients faces preventable harm during healthcare. Almost 50% of these incidents related with the medication related errors. 
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Figure 1: IHI Report highlights global work advancing patient safety
(Source: IHI, 2025)
[bookmark: _etapy78nbvi6]1.3 Leadership Theories and Systems Thinking
Different leadership theories seemed to be relevant to the case, such as the Great Man theory and Trait theory, which mostly focus on the individual leaders along with their personal qualities like confidence, integrity, and adequate decisiveness. Behavioural theories help to analyse what leaders actually do, and situational theories influence the leaders to change their leadership styles based on the situation. Transformational leadership mostly promotes the shared purpose, whereas the Tannenbaum & Schmidt Continuum ensures the transition from autocratic to participatory leadership. Adaptation of the HSPA can be effective for evaluating the health-system outcomes, equity, quality, and responsiveness to properly guide the evidence-based improvements (Week 9, slide 9). Use of the Mintzberg’s model can be effective here to showcase that healthcare leaders have to connect teams, distribute the information properly, and make accountable decisions.
[image: ]
Figure 2: The leadership and organisational structure in healthcare
(Source: Self-developed)
[bookmark: _qzask6wl33wj]1.4 Purpose and Structure of the Report
The purpose of the report is to critically evaluate Patient X's case by using the systems thinking, organisational structure and a leadership theory. The study will analyse the main cause of the events by examining the governance and organisational challenges. 
[bookmark: _2pu0yaun7cd0]2. Main Body 
[bookmark: _fabxpa1reezo]a. Identifying the Problem Using Systems Thinking 
[bookmark: _qslnuatvxksv]2. a.1 Defining the Central Problem 
Patient X's case shows a more complex failure in the medication management process rather than an isolated clinical issues. The patient was admitted with shortness of breath and epistaxis while getting apixaban for atrial fibrillation. However, discontinuing the apixaban was initially an effective clinical decision due to active bleeding. Repeated delays to the pleural aspirations resulted in anticoagulation therapy, and it remained suspended for almost ten days. During this time, no multidisciplinary reviews were taken. Also, Patient X suffered a fatal ischaemic stroke, which was considered preventable. Therefore, the incident reflects a failure in the healthcare system, not only the action of single healthcare provider professionals. As reported by NHS England (2025), over 806,000 patient safety incidents occurred in Q1 of 2025/2026. This indicates that the medication-related incidents are the most common patient safety events. 
[image: ]
Figure 3: Patient Safety Event Data Quarterly Publication
(Source: NHS England, 2025a)
[bookmark: _rhhbsocj0thl]2.a.2 National and International Significance of the Problem
	Source
	Latest Statistics 
	Relevance to Patient X Case

	WHO (2023) 
	Almost 1 in every 10 patient’s experiences preventable harm, and almost 50% of these incidents are medication-related and avoidable (WHO, 2023). 
	This shows that medication safety remains an effective global patient safety challenge that requires stronger organisational systems and leadership processes. 

	NHS England Patient Safety Incident Report (2025–2026) 
	More than 806,000 patient safety incidents were reported across NHS organisations (NHS England, 2025). 
	This shows that medication management continues to present major patient safety risks within the NHS (Hughes, 2026). 

	Health Services Safety Investigations Body (HSSIB, 2025) 
	The investigation shows medication-related harm results from communication failure, lack of clinical responsibilities and weak organisational learning (HSSIB, 2025). 
	This directly reflects Patient X's case, where delayed anticoagulation review contributes to a fatal outcome. 

	Institute for Healthcare Improvement (IHI, 2025) 
	The IHI shows medication safety is one of the highest patient safety priorities and promotes systems thinking, collaborations and continuous organisational learning to reduce the preventable events.  (IHI, 2025)
	It highlights the need for the integrated leadership process, governance and organisational learning to prevent medication-related incidents. 


Table 1: National and International Data Supporting Problem Analysis
(Source: WHO, 2023; NHS England, 2025–2026; HSSIB, 2025; IHI, 2025)
[bookmark: _7y9bn2abavcf]2.a.3 Applying Systems Thinking to the Case Study
The systems thinking shows Patient X's outcome as the consequences of the interactions of the organisational failure and not only one clinical mistake. However, withholding apixaban was mostly effective due to the active bleeding, procedural delays and the lack of multidisciplinary communications. The system is supported by CQC (2025); ineffective communications and inconsistent governance can remain one of the main factors contributing to patient safety within NHS services. Furthermore, NHS England (2025b) shows that medication management and communication failures can cause clinical negligence claims. It highlights the need for integrated governance, effective leadership and organisational learning to enhance patient safety. 
[image: ]
Figure 4: Count of incident records by service area in the NHS
(Source: NHS England, 2025b)
[bookmark: _fbeh2n32359c]2.a.4 Identification of System Weaknesses
The error in restarting apixaban draws attention to the infrastructural shortcomings involving poor governance oversight. It indicates systematic leadership and governance inefficiencies (Patel and Boster, 2025). The structural gap in patient safety management and care administration leads to the most unfortunate events, including deaths. In 2025, about 35% of doctors in the UK stated that fatigue and mental exhaustion affected their ability to properly diagnose and treat patients, indicating staff shortages in the NHS leading to decision fatigue (The Guardian, 2025). Similarly, during the 10-day delay, the patient failed to undergo a medication assessment and review their previous medication history. Moreover, the absence of structured medication evaluation during the transition period was one of the weaknesses. Absence of digital alerts during prescription writing about history affected emergency conditions.
[image: ]
Figure 5: Exhaustion affecting the treatment ability of doctors in the UK in 2025
(Source: The Guardian, 2025)
[bookmark: _rvxjld8orofx]2.a.5 Underlying Organisational Challenges
The omission of apixaban need not be shown as the simple failure to comply with clinical protocol. This causes the organisational weakness that affects medication safety. The violation of anticoagulation safety principles of continuous clinical review of medication, modifications of treatment plans, effective interdisciplinary coordination between doctors, nurses, and pharmacists, which in turn created a gap in risk assessment, document handover issues, and administering post-procedural medications (Al Rowily et al. 2023). In 2023, there were 103,000 deaths due to adverse effects of medical treatment in the UK, as the country ranked 21st out of 38 OECD countries (Imperial, 2026), which demonstrates the severity of the problem. In addition, as per CQC (2025), the workforce pressure, ineffective communications and care coordination remain effective barriers to patient safety across NHS organisations. 
[bookmark: _xt1fu4dfhiy7]2.a.6 Rich Picture 
[image: ]
Figure 6: Visual representations of a rich picture
(Source: Self-developed)
Figure 6 shows the complex interactions between the people, organisational processes, technological systems and the governance structure. This contributes to Patient X's outcome. The diagram shows the key actors involved, such as doctors, nurses, pharmacists and the respiratory teams. This further represents the clinical processes from the admission to the delayed restart of the anticoagulation therapy. The study also highlights the communication gaps, such as inadequate communication and unclear ownership of the medication decisions.
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Figure 7: Leadership processes to influence medication safety
(Source: Self-developed, Week 3)
Furthermore, the Rich picture shows how the organisational factors include the workforce pressure and limitations within the "electronic prescribing and medicines administration (ePMA) system" (Castellucci et al., 2026). Overall, the Rich picture supports the systematic thinking to show Patient X's preventable death. 
[bookmark: _uekxww85yvei]2.b. Centralisation vs. Decentralisation  
[bookmark: _hftu3by3vkz7]2.b.1 Centralised System within Patient X's Case 
Overview of Centralisation 
The centralised refers to the organisational structure which is linked with decision-making authority and the governance policy development process. Within the NHS, the development of clinical standards and medication safety helps to ensure consistency across the healthcare organisations. The centralised leadership promotes standardised clinical practices by developing regulatory oversight. As per CQC (2025), 73% of the NHS's core services were rated as "Outstanding" or "Good". This shows the national coordination’s related to the good governance process. 
[image: ]
Figure 8: The centralised systems in the healthcare
(Source: Alrowily et al., 2024)
Application to Patient X's Case
Patient X's cast shows that the influence of centralised healthcare systems can develop anticoagulation guidance. These decisions to withhold apixaban aligned with the national clinical guidance and reflected the central patient safety protocols. Moreover, repeated procedural delays need an ongoing clinical reassessment process (Alrowily et al., 2024). 
Advantages
Although there are certain advantages of centralised decision-making, for Patient X, adherence to standardised clinical measures, compliance with ethical dimensions, evidence-based healthcare policies, and control over economic resources are key.
Disadvantages
In this case, the top-down decision-making caused unnecessary delay, errors in writing prescriptions, bureaucratic inefficiency, and slow response time. As suggested by Raycheva et al., (2024), centralised decision-making caused the ischemic stroke in the patient and ultimately led to his death.  Centralised operational structures affect the autonomy of hospital managers, hindering spontaneous decision-making, as 70% of hospital managers in the UK suffer from leadership competency issues (NHS, 2024).
[bookmark: _vnsuk765tbc3]2.b.3 Decentralised System within Patient X's Case
Overview of Decentralisation
Decentralised refers to an organisational structure in the decision-making authority which is delegated from the healthcare professionals and the multidisciplinary teams.  Within the NHS, decentralisation helps doctors and nurses to make timely clinical decisions based on the individual needs of patients. As suggested by Förster and Strauss (2025), this approach promotes multidisciplinary collaborations and enhances the responsiveness, along with shared accountability of patient care. As per the NHS survey, 72.1% of staff stated they were able to work effectively with colleagues from other departments or teams (NHS, 2024). This shows the effectiveness of collaborative decision-making to enhance healthcare quality. 
[image: ]
Figure 9: The decentralised healthcare approach
(Source:  Förster and Strauss, 2025)
[bookmark: _wgm6mz5w9m6b]Application to Patient X's Case
Patient X's case shows both the strengths and limitations of the decentralised healthcare systems. The clinical responsibility for reviewing anticoagulation therapy was distributed among the emergency clinicians. This structure had the proper timely reassessment process along with the multidisciplinary collaborations. As per CQC (2025), ineffective communications and inconsistent leadership is the main barriers to safe patient care. 
Advantages 
In studying the cons of decentralisation linked to the current case, a communication gap and limited scope of frontline decision-making are identified as key concerns (Charles et al., 2025). Instances of poor or unplanned decentralisation attempts have been noticed as healthcare staff experienced a lack of clarity in addressing ongoing medication requirements for Patient X.
Disadvantages 
Apart from that, a communication gap in the ward medical team led to failure to restart the apixaban for 10 days, which can be identified as a decentralisation failure. No follow-up of post-procedure operations has been noticed in the mentioned case (HIPAA, 2026). Other factors worsening the professional outcomes of healthcare workers can be attributed to the combined impact of clinical complexity and organisational silos. The staff has been dealing with risks of clotting vs. bleeding while the decentralised system failed to provide necessary support, which led to critical inaction (Förster and Strauss, 2025).
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Figure 10: Comparison of Centralised and decentralised leadership process
(Source: Self-developed, Week 3)
[bookmark: _225yap42pcfk]2.b.4 Comparative Critical Analysis 
[bookmark: _72z6cfihzcol]Impact on Crisis Management. In studying appropriate examples of decentralisation, it has been observed that a 'decentralisation pharmacy' can offer medication reconciliation so that restocking can be automated to achieve 14% higher efficiency (Charles et al., 2025). Adhering to standardised protocol can lead to high-risk medication tracking so that no lapse in medical services occurs. In case of patient shifting between wards (e.g., shift from general ward to emergency department), the information is updated in real-time across each decentralised unit tagged with the patient’s treatment. It has led to the development of a ‘safety net’ which can prevent tragedies as occurred with Patient X.
[bookmark: _hezo124qm8ur]Impact on Decision-Making
· The combination of centralised governance and decentralised clinical decision-making negatively affected Patient X's case. The national policies provided the standardised anticoagulation guidance. This fragmented decision-making process can delay the restart of apixaban. These increase the patient's risk of preventable thromboembolic complications. 
Impact on Accountability 
· Accountability was a weakness as responsibility for restarting and reviewing anticoagulation therapy. Although the decentralised care can help to share the responsibilities, a defined clinical ownership process is absent. This contributes to the preventable adverse outcome experienced by Patient X. 
	Features
	Centralised System
	Decentralised System

	Decision making 
	Senior management, governance committees 
	MDT, ward clinicians 

	Advantages 
	Standardisation, consistency 
	Flexibility, rapid response 

	Disadvantages 
	Slower adaptation 
	Fragmented accountability 

	Overall impact 
	Higher governance with limited responsiveness. 
	Higher flexibility but weaker coordination.  

	Patient X Example 
	Delayed policy-driven review process. 
	Poor MDT communications 


Table 2: Comparison of Centralised and Decentralised Systems in Patient X's Case
(Source: Self-developed)
A critical discussion of the findings indicates that medical negligence and lack of accountability are key reasons behind the loss of life for Patient X. A systematic failure has been observed in tracking the care journey of a patient and offering real-time notifications about current medication standards. No scope for prompting healthcare staff to review the paused apixaban has been noticed in the given case study. 

[bookmark: _f60vf6unjhv9]2.c. Leadership Theory Application  
[bookmark: _7nwhgh5j9oba]2.c.1 Application of leadership theories 
	Theory/ Model
	Applications examples
	Supporting data and critique

	Great Man Theory
	The Great Theory was introduced by Thomas Carlyle,  and the purpose of the leadership theory is determined by the individuals. The leadership has qualities such as confidence, courage, intelligence, vision, and charisma. As per the theory, successful leaders are born with a natural ability to influence others and make decisions during times of crisis. 
	The behavioural leadership need to have reduced medication-related harm by balancing the risk of completion with the patient-centred communications. The recent data show that anticoagulants remain among the highest risk medicines related to patient safety within the NHS (Alrowily et al., 2025). This is mostly when communications and the medication review process fail. The WHO (2023) shows resilient health systems based on teamwork and effective communications. Moreover, hospitals applying great man leadership show almost 30% of fewer patient safety incidents (KingsFund, 2025). This shows that stronger behavioural leadership may have decreased the interruptions or the apixaban therapy.


	Trait Theory
	The Triat theory shows that effective leadership is influenced by the combinations of personal characteristics rather than authority and position. As suggested by Russ, et al., (2023), the core leadership traits include integrity, confidence, emotional intelligence, resilience, resileince and accountability. In healthcare, these traits help leaders to make informed decisions and manage risks. The theory shows that leadership qualities can be developed through education, reflective practice, and professional development.

	Patient X's case shows deficiencies in the leadership traits. Mostly, the leader lacked skills like accountability, decisiveness and clinical judgment. However, withholding apixaban was effective at first. The leaders fail to assess the patient's clinical conditions during the 10-day interruptions. The NHS Staff Survey of 2025 found that only 34% of NHS staff believed there were enough staff to perform their jobs effectively (NHS England, 2026). Whereas 47% reported meeting all conflicts in work demands. 


	Behavioural Theories
	The Behavioural Theory shows that effective leadership is determined by the leader’s observable behaviours rather than the leader's innate traits (Kludacz-Alessandri et al., 2025). In healthcare, successful leaders need to ensure that the clinical tasks are completely accurate. This also helps in fostering collaborations, trust and open communications among the multidisciplinary teams to enhance safety.

	Patient X's case highlights an imbalance between task-oriented and people-oriented leadership processes. However, the leaders faced almost 30% of lower patient safety. This highlights the effectiveness of operational management and effective teamwork. As per the HSSIB (2025), patient safety highly depends on the proactive leadership and continuous reassessments of clinical risks rather than the decision-making process. Moreover, the 2025 NHS Staff Survey shows 69.18% of NHS staff believed their organisations acted on concerns raised by the patients.


	Situational/Contingency Theories
	Situational or Contingency theory shows that there is no single leadership theory that is effective in every circumstance. The leaders need to adapt their approach related to the patient's changing clinical needs (Wang et al., 2024). 
	The leadership stayed focused on the initial bleeding risks. As per OECD (2022), the healthcare organisations' adaptive leadership achieve 15 to 20% faster recovery from the clinical incidents. This shows the value of flexible leadership to enhance patient outcomes. Furthermore, HSSIB (2025) shows that effective patient safety depends on the continuous risk assessment process.


	Tannenbaum & Schmidt Continuum
	Tannenbaum & Schmidt Continuum proposed that the leadership theory is based on the autocratic and democratic leadership processes for making decisions. The adoption of the single leadership style and effective leaders adjust the level of staff participation as per the needs of the organisation. This encourages the shared decision-making process and psychological safety process, which enable the healthcare professionals to contribute their expertise to improve patient outcomes.

	In the present case, applying the continuum approach of leadership could have prevented prolonged pausing of apixaban or failure to restart it as intended. Use of interdisciplinary policy meetings could have led to group decision-making, which could have prevented the case. A lack of participatory decision-making has been noticed due to poor prioritisation of team efforts, which contributed to medication hurdles (Bosch et al., 2025). 


	PurposeDriven/Transformational
	The transformational leadership focuses on motivating and inspiring employees to achieve the shared organisational goals. The goal can be achieved through vision, innovations, collaborations and continuous improvements. Directing the staff through the authority process, the transformational leaders encourage open communications by empowering the teams (Toth, 2025). 
	The leadership strategy is more applicable as the management aims to make potential changes in the organisational culture. It is also an effective strategy to reduce burnout among healthcare workers. 63% higher collaborative rates have been observed among multidisciplinary team members due to the adoption of transformational leadership strategies in healthcare institutions (Dib and Belrhiti, 2025).



Table 3: Leadership Theory Application with Examples and Supporting Data
(Source: Self-developed)
[bookmark: _tg60p7adyh31]2.c.3 Comparative Critical Analysis of Leadership Theories  
 Appropriateness of the Leadership Style 
The leadership approach showed in Patient X's case was insufficient to manage the complexity of medication safety. The clinical decisions were made to address the risks of bleeding and leadership failure to ensure the continuous anticoagulation therapy. Moreover, only 61.4% believed that they would be treated fairly if involved in the safety incident process (NHS England, 2025). 
[image: ]
Figure 11: Patient Safety Learning's response to the NHS Staff Survey
(Source: NHS England, 2025)
The strong leadership could have enhanced the communication between the emergency department, specialist teams, medical ward and nursing staff to reduce the uncertainty related to responsibility for the medication management. Higher perceived safety creates an intellectually stimulating environment, which could lead to 12% faster identification of medication errors (Kwiecień-Jaguś et al., 2025). 
[image: ]
Figure 12: Staff survey responses related to missed concerns
(Source: NHS England, 2025)
Reactive versus Proactive Leadership
The evidence suggests that leadership in Patient X's case was mostly reactive rather than proactive. In the present case, an application of a transformational leadership strategy could have cultivated psychological safety among healthcare workers (Singh et al., 2024). The Medication without Harm identified the anticoagulants as high-risk medicines that need the proper monitoring process (May et al., 2025; ABC News). A proactive leadership approach helps to develop the multidisciplinary education reviews.  This could have enhanced the medication management by developing the communications and preventing the outcome faced by Patient X. 
[image: ]
Figure 13: Healthcare staff burnout and the need for integrating transformational leadership
(Source: ABC News, 2025)
[bookmark: _mrln9w7uj5i7]2d. Critique, improvements and lessons learned
[bookmark: _g37ywoze1fbe]2.d.1 Strengthening Medication Safety and Clinical Governance
	Problem categories
	Evidence
	Improvement strategy

	Transition of care and handover failure
	Medication discrepancies during patient handover are evident from the instance of a 10-day delay in restarting apixaban
	~ Mandating structured internal transfer 
~ Focus on documentation to identify criticality of patient types and re-checking medication intervention needs
~ Sharing history of paused medication between departments to maximise patient safety

	Poor training of staff in high-risk medication (e.g., apixaban)
	Poor balance between handling the issue of clot formation and excessive bleeding can be noticed during the decision of pausing apixaban for Patient X
	~ Providing training to existing staff on medication reconciliation protocols
~ Implementation of clinical decision support system (CDSS) to create automated EHR alerts for clinicians to re-check high-risk medication schedules

	Process standardisation and documentation gaps
	Fragmented documentation process and poor visibility of short-term pausing of medication in the emergency department
	~ Developing a centralised medical list record
~ Creating common dashboards to specify active versus temporarily held medications

	Lack of holistic approach in addressing medical reconciliation
	Instances of siloed care between emergency and general wards, negatively impacting 45% of care continuum cases
	~ Integrating multidisciplinary safety rounds
~ Involvement of clinical pharmacists to generate recommendations on holistic medication reconciliations


Table 4: Problem-Data-Improvement analysis
(Source: Self-developed)
KPIs for improvement strategy
· Medication reconciliation accuracy rate: Percentage of patients provided with high-risk anticoagulants so that updated medication management can be ensured (Deo et al., 2025)
· Adherence to review prompts: Percentage rise in prompts based on documented clinical action 
· Median duration of medication suspension: Time-based metric on managing high-risk medication cases
· Adverse event incident rate: Identification of preventable patient harms linked to medication errors 
The lesson learned from the case is that apixaban was initially paused at the emergency department, which was necessary for the patient’s (Patient X’s) safety. However, instances of application of healthcare system appraisal (HSA) tools in safe anticoagulation medication have been observed, as past clinical information about anticoagulant risk assessment of patients was not available (Week 9, Slide 4). A lack of specialist nursing or limited information access for the administrative staff lowered the efficiency of the intervention process (MacIntyre et al., 2025). For instance, the process of referring the case to dedicated respiratory teams has been undermined. The case highlighted an absence of integrating‘electronic prescribing and medication administration’ (ePMA) systems with EHR portals, which led to a failure to restart apixaban for Patient X (Clifford, 2025). A delay of 10 days in restarting apixaban resulted in a stroke and the patient later died due to the impact. 
The performance of patient monitoring at the healthcare organisation can be improved by adopting an ‘Anticoagulant Stewardship’ checklist to effectively track interdepartmental transfers (May et al., 2025). Mandatory and time-bound decision prompts can be integrated with EHR systems so that high-risk medication (e.g., pausing of apixaban) can be notified across medical departments. Improvement in professional service can be achieved due to standardising operations of medical, nursing and pharmacy staff so that these stakeholders can be notified of high-risk medication triggers.
[bookmark: _2baoo47prjz3]2.d.2 Improving Leadership and Multidisciplinary Communication
	Problem categories
	Evidence
	Improvement strategy

	Gaps in policy frameworks
	~ Inconsistent implementation of clinical protocols and systemic oversight
~ System-led failures reveal siloed communication and poor follow-up of medication interventions for Patient X
	~ Development of medication safety committees
~ Standardising and enforcing governance policies based on audits of high-risk medication practices

	Inadequate safety culture
	~ Lack of critical treatment plans led to missing the process of restarting apixaban for 10 days
~ Restarting apixaban after a delay of 10 days led to a stroke, which caused the death of Patient X
~ Absence of multi-ward temporarily-held medication reviews
	~ Developing a proactive safety culture
~ Training on compulsory interprofessional handover
~ Reporting near-misses to improve professional learning

	Workforce support failures
	~ Understaffing and high work pressure for healthcare staff reduce employee performance
~ 15% higher vulnerability to medication omission errors
	~ Mandatory competency assessment in high-risk medication
~ Ensuring safe staffing ratio (e.g., ranging between 1:2 in critical care and 1:6 in general wards)

	Lack of automation oversight in healthcare governance
	~ Inadequate configurations of electronic medication management (eMM) systems
~ Digital divide and limited platform experience
	~ Integrating EHR with eMM governance
~ Use of mandatory status flags (e.g., ‘suspended medication’ to improve interdepartmental visiblity of medication interventions)


Table 5: Problem-Data-Improvement analysis
(Source: Self-developed)
KPIs for improvement strategy
· Review frequency: Number of times medication decisions are reviewed every day
· Clinical governance audit compliance rate: Percentage of wards that comply with quarterly audits (Boadu et al., 2025)
· Incident investigation turnaround time: Time taken to address medication errors to maintain project equilibrium (Week 8, Slide 12)
[bookmark: _lcqqv168jkyv]2.d.3 Lessons Learned from Patient X's Case
Mismatch between demand and capacity associated with respiratory service prevented patients from receiving regular speciality respiratory input. A lack of integration of anticoagulation medication with national healthcare guidance led to neglecting post-procedure duties of the healthcare staff (Bhatkal and Potton, 2025). A lack of local guidance on anticoagulation medication has negatively impacted the management of patients’ information (Castellucci et al., 2026).
Key areas of improvement included forming a clinical governance committee for medication safety so that insights from the committee can improve evidence-based practices. Implementation of accountability frameworks leads to the development of clinical leadership roles to make informed, critical decisions. In considering organisational risk-governance metrics, a governance dashboard can be developed to track system risks in the current healthcare settings (Tong et al., 2026).
[bookmark: _v14bnk2rrvh7]
3. Recommendations
[bookmark: _2k91t8fbje1k]Recommendation 1: Adoption of structured and standardised cross-speciality clinical handover in healthcare organisations
Based on the above discussion, structured multidisciplinary handover frameworks such as SBAR can be adopted in healthcare organisations. The recommendation can be justified as it offers an opportunity to ensure structured safety operations for each patient. It can directly address the issue of fragmented communication and contribute to 65%-70% better communication effectiveness (Ghannam et al., 2025). The recommendation is targeted to enhance effectiveness of clinical communication and continuity in patient care before and after interdepartmental transfer. As individual teams do not act in isolation, the risk of ‘decentralisation failure’ can be mitigated. 
In addition, the use of a structured handover process leads to higher accountability, as the present case revealed a concern of a lack of clear ownership of anticoagulant management. It has enhanced the scope of medication continuity by 44%. Structured handover reduces cases of ‘forgotten’ doses or poor implementation of anticoagulation measures (McCarthy et al., 2025). It forms the foundation of ethical governance in medical operations so that high-risk medication safety can be observed. A formalised handover of patients between departments leads to higher accountability and less ambiguous practices to enhance patient safety outcomes. 
[bookmark: _9bohkcyyd520]Recommendation 2: Integration of compulsory cross-disciplinary medication review at every care transition phase
An introduction of mandatory medication reconciliation is necessary to periodically review medication failures each day. Integrating mandatory verification checkpoints across multiple healthcare transition phases leads to greater transparency in patient record management and reduces 18%-20% chances of medication omissions. It directly addresses the issue of procedural delays as found in the case of Patient X, where the process of restarting apixaban was delayed by 10 days. Use of standard techniques such as ‘incident reviews’ and ‘executive oversight’ has been recommended to improve effectiveness by 36% in monitoring performance (Priscilla, 2025). Moreover, as weak governance has been identified as a key concern, the use of mandatory medication reconciliation techniques helped in integrating safety governance in day-to-day medical practices. 
Apart from that, documentation gaps have been observed in the given case, which negatively impacted the efficiency of the intervention technique. To address the issue, mandatory medication reconciliation leads to the development of an integrated electronic prescribing system to offer real-time notifications about patient follow-up to respective stakeholders. Also, 24% inefficiency in the decision support mechanism can be reduced with the help of the medical reconciliation technique while maximising overall outcomes of professional healthcare services (Almadani et al., 2025). 

Figure 14: Key recommendations
(Source: Self-developed)
[bookmark: _yawsvv233149]Recommendation 3: Providing comprehensive, multi-professional training to medical staff on anticoagulation safety guidelines
Multidisciplinary training sessions have been recommended to increase staff awareness of anticoagulation safety protocols. It is expected to develop the foundation of risk analysis in terms of clotting risks, bleeding risks and procedural delays. A shift from rigid training methods to high-alert anticoagulation management is necessary to enhance team efficiency in addressing critical procedural intervention cases. For instance, transformational leadership approaches are applied to train staff in situational awareness, where they can anticipate key gaps in patient management and double-check them to increase efficiency in patient safety by 43% (Chandanani et al., 2025). 
In addition, rapid correction of safety culture gaps can be achieved due to the adoption of providing multidisciplinary training to healthcare workers. Use of shared accountability has been standardised to make improvements in the organisational safety culture. In the training process, scenario-based simulation is recommended so that teams can develop 36% faster standardised response to paused medication protocols (as found in the case of Patient X) (Harrington et al., 2026). Clarification of roles and responsibilities prevents missing out on restarting apixaban or other key interventions in high-risk medications. Use of interactive decision support tools has also created a scope of holistic improvement in hospital safety governance.
[bookmark: _n8w6r078vwyx]4. Conclusion
In conclusion, it can be said that the case study analysis revealed a case of structural failures in hospital management, which can be linked to poor leadership design. As observed from Tannenbaum and Schmidt's continuum analysis, an over-reliance on hierarchical structure has been responsible for the 10-day medication pause. It directly impacted the patient’s death within 2 more days of restarting apixaban after the pause. An absence of shared vision for patient safety negatively affected transformational engagement in the mentioned case study. Other limitations of leadership included diffusion of responsibility, as a communication error led to decentralisation failure for Patient X. 
System weaknesses have been identified as a lack of systems thinking in the organisational design, which has led to fragmentation of care. Poor communication between the emergency department and the general ward negatively impacted patient safety. A lack of automated mechanisms leads to the development of safety nets, which can be expected as a standard practice in high-risk medication protocols. A clearly visible case of failure in interdepartmental integration indicated poor connection between disparate workflows, which reduced the efficiency of follow-up practices. 
In analysing the influence of governance and leadership on outcomes, it can be said that the report revealed a governance oversight gap. For instance, systemic risks have not been audited at the organisational design level, which indicated poor management of preventable deaths. Poor psychological safety and lack of multidisciplinary training in the healthcare organisation highlighted the need for structured patient handovers/transfers between departments.
The recommendations have been provided to fulfil the requirements of systems thinking to suggest better mitigation techniques than individual-focused interventions. For example, a mandatory medical reconciliation technique has been recommended so that the organisation/industry implements a holistic intervention technique to enhance the professional effectiveness of healthcare services. 
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