#

The Josie King Patient Safety Case at Johns Hopkins Hospital

 Name: Fahmidah faruk patel 
 Student id: 2519425
 Programme: MSc Public Health and Social Care in Practice
 Module: Health care system organization and leadership
 Module Code: LCHS7002
 Lecturer: Dr fahad khan






 The Josie King Patient Safety Case at Johns Hopkins Hospital

[bookmark: _wxd44po3fdir]1.Introduction
Josie King's patient safety case is a pioneering case in the healthcare transformation since it serves as a perfect example of the supremacy of patient safety and system-wide change in quality (Upadhyay & Chien, 2024). In 2001, a three-year-old Josie King passed away in Johns Hopkins Hospital as a result of the chain of preventable medical errors, highlighting the exact disastrous nature of the systems and procedures of hospitals (Shoja, Ventura Rodriguez, Avilova, and Rajput 2025). The case indicated a significant institutional issue, like a failure in communication, where the concerns of patients were brought up to be ignored and not acted on. The failure of the leadership to control them resulted in the lethal outcome (Chegini, Kakemam, Asghari Jafarabadi & Janati, 2020). The case study aims at reviewing the contribution of these failures to creating the essential transformations in the leadership practices, the governance, and the processes of patient safety in the Johns Hopkins Hospital, and consequently provides the insights that could be applied in the broader healthcare context (Rosenstein & O'Daniel, 2008). It is an analysis aimed at assessing the leadership dynamics, governance systems, and systemic vulnerability from the perspective of realizing resources for the improvement of performance and safety of the health care (Weaver, Lubomksi, Wilson, Pfoh, Martinez, and Dy 2013). The art of influencing individuals and groups to achieve shared objectives, particularly those that call for change, to resolve a problem, or to improve the status quo, can be defined as health and social care leadership (Pronovost et al., 2006). Hospital leaders can ensure quality care delivery to the patients, good organizational culture, and system changes that address errors, inefficiencies, or emerging safety risks (Singer, Lin, Falwell, Gaba, and Baker 2009). The leadership in multidisciplinary healthcare teams is mostly focused on patient safety, as well as enhancing communication, collaboration, and accountability (Leape et al., 2009). Centralization of power within the highest officials of a company is termed centralization, and decentralization is the distribution of it to units or departments to enable faster decision-making locally (Upadhyay & Chien, 2024). Health and social care, as a domain, could be centralized to enhance standardization and uniformity in processes and decentralize structures, allowing the frontline personnel to respond instantly to patient demand and new crises (Shoja et al., 2025). Both of these approaches have their advantages and problems concerning patient care, and in a high-stakes clinical environment, this matter is particularly important (Chegini et al., 2020). Transformational leadership, which motivates and encourages employees to achieve higher performance standards, and transactional leadership, which aims at completing tasks, rules, and rewards, are some of the leadership theories that would be applicable in the health care sector (Rosenstein & O'Daniel, 2008). This is also pertinent because situational leadership implies that leaders adjust their leadership styles to suit a situation in the context of being the most effective (Weaver et al., 2013). The decision to adopt an appropriate leadership strategy during the crises, like that with Josie King, will have a direct impact on the organization, addressing the systemic failures that will both prevent the damage and mitigate its impact (Pronovost et al., 2006). Lastly, the leadership style adopted influences the success of the change project in the healthcare setting since inappropriate leadership could exacerbate the existing circumstances, reduce the feeling of responsibility, and other systemic faults (Singer et al., 2009). The report further defines the problem and system situation, outlines the problems of centralization and decentralization, theories of leadership being applied, critically evaluates governance, and gives a final statement on how to improve and enhance system-wide safety (Leape et al., 2009).
Main Body and Analysis 
Identifying the Problem and Setting the System Context
Josie King's case illustrates Johns Hopkins Hospital has significant flaws in patient safety protocols, which resulted in a preventable death (Upadhyay & Chien, 2024). As an example, Josie, a woman who died in the hospital with severe burns, did not die because of her conditions but because of a series of medical errors which could have been avoided (Shoja, Ventura Rodriguez, Avilova & Rajput 2025). The most critical mistakes were that her deteriorating condition was not immediately identified, employees lacked the communication skills, and compliance with the established principles of patient safety was not achieved (Chegini, Kakemam, Asghari Jafarabadi, & Janati, 2020). Her death was an indication of the weak points within the System, which means that it was not the fault of a few employees but rather a systemic problem where the issue was linked to the hospital culture, the practice of leadership, and communication (Rosenstein & O'Daniel, 2008). Specifically, the staff was unable to recognize the signs of sepsis early enough, as well as timely escalate the problems, and did not oversee the compliance with the safety protocols, which confirms that the demise of Josie was the result of the overall institutional failures (Weaver, Lubomksi, Wilson, Pfoh, Martinez, and Dy 2013). Globally, patient safety remains a significant concern. According to the World Health Organization (WHO), one of the 4.5 million people worldwide has preventable medical errors every year, and the majority of them reside in developed countries (Pronovost et al., 2006). These errors may result in long-term disability or preventable death, and effective patient safety systems should be put in place (Singer, Lin, Falwell, Gaba, and Baker 2009). In the US, a 2000 report by the Institute of Medicine (IOM) declared that medical errors were the eighth leading cause of death, killing more than 100,000 people every year, meaning the scale of the challenge in highly funded healthcare systems (Leape et al., 2009). The problems of this type are similar to those of the Johns Hopkins hospital and the Josie King case, which provided an understanding of the general flaws of the System of communication, leadership, and accountability, which can directly result in the damage that can be avoided (Upadhyay & Chien, 2024). These errors occur frequently, and it proves that the failures of the safety culture are not an isolated case but rather the case that takes place on the international level, where systematic alterations in the patient safety practices are required (Shoja et al., 2025). The communication breakdown, lack of accountability, and weak leadership oversight are the major systemic vulnerabilities that can be observed in the case of Josie King (Chegini et al., 2020). In particular, communication breakdowns were particularly high as the essential information regarding the deteriorating state of Josie was not effectively transferred across shifts or between the nursing staff and the physicians attending to her (Rosenstein & O'Daniel, 2008). Reporting the concerns of the frontline staff was never timely, and the interventions were not implemented before damage (Weaver et al., 2013). This absence of unified communication systems and the low quality of the functioning of the feedback systems allowed the critical information about Josie's sepsis to be neglected, which is one of the symptoms of a systemic failure in communication (Pronovost et al., 2006). In addition, there was a lack of clear accountability within the hospital hierarchy, leaving essential task unmonitored and critical essentials of Josie’s care neglected (Singer et al., 2009). Without well-defined accountability, and thus the individual could not be directly accountable to ensure that timely interventions were performed, her condition was followed up, and that safety measures were adhered to (Leape et al., 2009). The absence of efficient accountability mechanisms allowed structural issues that were not resolved to persist, and those errors that could have been avoided to get out of control (Upadhyay & Chien, 2024).
Leadership control was also deficient in enforcing the standards of patient safety (Shoja et al., 2025). Despite the top managers did not commit a direct error, the fact that they failed to safely oversee the safety systems led to an environment where errors could occur (Chegini et al., 2020). The leadership did not have adequate supervision, real-time control, and follow-up procedures that would ensure the frontline staff complied with the protocols, which is a weakness in the System of governance and organizational control (Rosenstein & O'Daniel, 2008). It would have prevented some risks that have led to the death of Josie had an active leadership style been used, and vigilance, systematic monitoring, and prompt feedback been emphasized (Weaver et al., 2013). The local leadership within the hospital and the national regulatory standards also influence patient safety on the level of governance (Pronovost et al., 2006). At the local level, hospital administration is supposed to support a culture that works towards safety and accountability, where the employees are encouraged to express it without the threat of reprimand (Singer et al., 2009). Regulations of patient safety are implemented by the national agencies, including the Centers for Medicare and Medicaid Services (CMS) and the Joint Commission (JCAHO), which hold a hospital liable to follow these standards (Leape et al., 2009). The Josie King case also shows that firm local control and adherence to national norms lead to the prevention of such errors (Upadhyay & Chien, 2024).
[bookmark: _gil9itrfasqx]A Rich Picture diagram would provide a graphical representation of the complexity of all activities within the Johns Hopkins Hospital during the treatment of Josie King (Shoja et al., 2025). This type of diagram would indicate communication channels, or, quite simply, the lack of them between nurses, doctors, and administrators, at which the information was delayed or misunderstood (Chegini et al., 2020). It would also depict poor feedback loops whereby warnings about her deteriorating condition were not taken into account to respond immediately (Rosenstein & O'Daniel, 2008). Also, the control of leadership would be observed, and it would indicate that there is no active monitoring and implementation of safety culture (Weaver et al., 2013). Finally, the absence of a cohesive culture of safety would be displayed by the diagram, and the lack of cohesion between communication and inadequate collaboration would lead to an undeserved tragedy (Pronovost et al., 2006). These systemic failures can be explained with the help of the rich picture approach to the Problem that unidimensional approaches cannot address, hence requiring multifactorial solutions to improve communication, accountability, and leadership in hospital settings (Singer et al., 2009). These inefficiencies will enable medical institutions to prevent the act of such a tragedy and establish an atmosphere in which patient safety will be a high priority throughout the board (Leape et al., 
2009).
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Figure 1 A rich picture of Systemic failures in Josie King’s care
b. Decentralization or Centralization
The Johns Hopkins Hospital has a centralized framework where the ability to make decisions in the organization is located at the highest leadership tiers (Rawas & Abou Hashish, 2023). In the centralized models, the top decisions are made by a few administrators or top medical officials to guide organizational policies, protocols, and procedures of all the departments (Althobaiti, 2026). The patient care practices are uniform, consistent, and standardized with centralization, and, most importantly, in a large hospital system, this practice is crucial to offer quality and compliance to the standards in various units (Alabdullah & Karwowski, 2024). This cohesion may help align the projects of the hospitals to the national standards and internal regulations in order to make sure that the style of clinical governance remains the same (Collado-Gonzalez, Urtubia-Herrera, Navarta-Sanchez, Sanz-Garcia & Palmar-Santos 2025). However, as can be presented in the Josie King case, the centralization may introduce certain severe drawbacks into high-stakes medical environments where the conditions of patients may shift rapidly and require urgent response (Sammer, Lykens, Singh, Mains, and Lackan 2010). It is also possible that the frontline staff will be limited in making timely decisions, particularly when there are emergencies, with the power they have in high positions (Mujumdar & Santos, 2026). Additionally, the delay in identifying and deteriorating the situation with Josie King was caused by the use of the centralized structure, since the nurses and the treating physicians were not highly empowered to make major decisions without the approval of top-level administrators (Rawas & Abou Hashish, 2023). The delays in some of the critical interventions are caused by decision bottlenecks. They may result in situations where patients are delaying in significant clinical interventions, which directly influence patient outcomes (Althobaiti, 2026). Centralization can also be advantageous in terms of the day-to-day operations and the execution of the hospital-wide policies, though (Alabdullah & Karwowski, 2024). The standardization of the clinical procedure and reduced variability in care delivery due to the centralized control are the consequences of the fact that all institutional clinical procedures are kept constant (Collado-Gonzalez et al., 2025). One such field is infection control, medication administration processes, and reporting, which can be introduced periodically, where the decision-making process will be centralized (Sammer et al., 2010). These advantages mean that centralized control in the Josie King case did not enable the frontline staff to make their own clinical judgments in the cases of emergent situations that required a quick clinical decision, hence highlighting the futility of a completely centralized approach in the context of active patient management (Mujumdar & Santos, 2026).
Moreover, the centralized systems may not be capable of monitoring and controlling the operation in the daily running (Rawas & Abou Hashish, 2023). In the situation where policies exist, the operational level implementation may not follow the intended safety standard in the absence of the leaders in the daily clinical practice (Althobaiti, 2026). In Josie King, the safety of patients was designed at an administrative level, but realized at the bedside, was not fully followed, and the absence of communication gaps was not discussed in real-time (Alabdullah & Karwowski, 2024). Hence, systemic failures existed, which were not detected until a patient started getting critically ill (Collado-Gonzalez et al., 2025). In contrast decentralization, is the dispersion of decision-making authorities by different departments, units, or frontline staff, and therefore decisions can be made at a point of closer care (Sammer et al., 2010). Decentralized systems will allow nurses, physicians, and unit managers to make immediate decisions so as to please the patients without consulting the top administrators (Mujumdar & Santos, 2026). Decentralization could also help in the Josie King case because the frontline staff could act on the first instance to recognize the symptoms of sepsis and the absence of the necessary delays in her treatment (Rawas & Abou Hashish, 2023). Decentralized systems have the potential to enhance the responsiveness and situational flexibility of high-stress clinical areas by providing the staff with operational control (Althobaiti, 2026). However, there is also decentralization (Alabdullah & Karwowski, 2024). Some of the greatest risks involve the likelihood of unequal practices and communication breakdown between the units that can put patient safety at risk, in case the lack of coordination occurs (Collado-Gonzalez et al., 2025). Even given that the departments perhaps better regulated their work, the absence of a structured communication channel would still not have made the failure of the state of Josie King to be visible (Sammer et al., 2010). In decentralized decision making, there must be a high degree of cooperation, consistency of regulations, and lines of escalation to achieve consistency in providing care to patients (Mujumdar & Santos, 2026). Without those mechanisms, autonomy can only cause fragmented care and delayed interventions (Rawas & Abou Hashish, 2023). Josie King's case shows that neither pure centralization nor pure decentralization would work in a complex healthcare setting (Althobaiti, 2026). Centralization provides control at a strategic level, uniformity, and accountability, and can create congestion during emergencies (Alabdullah & Karwowski, 2024). Decentralization offers flexibility and responsiveness, but may result in inconsistencies and a lack of communication unless it is well organized (Collado-Gonzalez et al., 2025). Therefore, a centralized control and decentralized operational control solution is the most optimal (Sammer et al., 2010). A hybrid system implies retaining the highest management with the responsibility over the hospital-wide policy, safety standards, and strategic planning, and allowing the frontline workers to make decisions in real-time and based on their patients (Mujumdar & Santos, 2026). The approach will ensure that the necessary interventions are obtained on time, and the overall level of quality and safety is maintained (Rawas & Abou Hashish, 2023). It requires well-structured feedback systems, communication, and frequent safety huddles to ensure that operational autonomy does not compromise coordination and patient safety (Althobaiti, 2026).
In conclusion, the case of Josie King demonstrates that the middle ground between the centralized leadership and provision of strategic direction and accountability versus the decentralized operational authority with the provision of responsive and patient-centred care should be equal (Alabdullah & Karwowski, 2024). The integration of the two systems will assist the hospitals to become more efficient, improve their crisis management, improve patient safety outcomes, and prevent the delay and errors that resulted in the death of Josie King (Collado-Gonzalez et al., 2025).
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Figure 2 Global and US Patient Safety Concerns
Leadership Application and Theories
Josie King's case demonstrates how significant the leadership role in patient safety and organizational outcomes is (Alrasheeday et al., 2024). The failures of the Johns Hopkins Hospital can be explained particularly by transformational leadership that can inspire and motivate workers and encourage innovation and shared values (Al-Mandhari et al., 2014). Transformational leaders adhere to long-term goals, employee training, and empowerment that create a culture where the staff feels free to raise concerns regarding safety (Ammouri, Tailakh, Muliira, Geethakrishnan, & Al Kindi, 2014). Transformational leadership likely contributed to open communication, a focus on patient safety, and proactive efforts, which prevented the tragedy in the case of Josie King (Shafei et al., 2023). On the other hand, transactional leadership is founded on completing tasks and a reward-punishment model that will maintain the status quo in comparison with systemic problems (Tasbihi, Moghri, Ghavami, Raesi, Janghorban, and Tabatabaee 2025). Transactional leadership can be used to get through the day-to-day tasks. Still, the underlying cultural problems, such as the communication gaps and the lack of accountability, that stand out in this case, cannot be resolved with it (Rawas & Abou Hashish, 2023). The former history of the hospital's reliance on transactional approaches resulted in the gradual understanding of the deteriorating health of Josie and the wrongful proactive measures (Althobaiti, 2026).
Situational leadership is dynamic and designed to change the leadership style according to the requirements of a certain situation (Alrasheeday et al., 2024). In the Josie King case, situational leadership would have helped leaders to switch to directive styles in such situations when acute deterioration and supportive styles when stressing to motivate and empower staff (Al-Mandhari et al., 2014). This flexibility would have resulted in quicker responses and higher confidence of the staff in taking the necessary action to make the patient safe (Ammouri et al., 2014). The theories of great man and trait Leadership, in which inborn qualities prevail over development, are important yet lack the information to provide as to the potential leadership shortcomings at Johns Hopkins (Shafei et al., 2023). Reliance on inherent traits without inclusivity and developmental approaches towards care provision may have adversely affected active problem-solving and partnership activities, which were required in the case of Josie (Tasbihi et al., 2025). Using the leadership style analysis, what strategy was applied in one of the hospitals at the moment was reactive, which was aimed at the maintenance of the current processes rather than preparedness for the potential crisis (Rawas & Abou Hashish, 2023). There were no adequate communication channels, support, and empowerment of the employees to raise issues, which impeded the speed of response (Althobaiti, 2026). During the post-incident phase, the leadership began to shift towards a proactive model, introducing the safety protocols and the level of transparency, along with regular huddles, which were revealed rather late to prevent the negative outcome (Alrasheeday et al., 2024). The level of leadership foresight and emotional intelligence was low due to the inability of employees to voice their concerns and respond properly to the deterioration of patients (Al-Mandhari et al., 2014). The distributed leadership could have been employed to improve leadership components, where decision-making and responsibilities are distributed among nurses and physicians in the field (Ammouri et al., 2014). The plan will help develop teamwork, shared responsibility, and quicker responses during emergencies (Shafei et al., 2023). The emotion intelligence-based leadership would have enhanced the employees' support, empathy, and communication, enabled timely interventions to address safety concerns, and removed barriers to reporting safety issues (Tasbihi et al., 2025). An active leadership that puts high value on risk prediction, frequent checking of the state of patients, and the availability of clear safety principles would have made it possible to create a preventive rather than a responsive climate (Rawas & Abou Hashish, 2023). In conclusion, transformational, situational, and emotionally intelligent leadership principles should have been applied in the Josie King case, as this would have yielded significantly better outcomes (Althobaiti, 2026). The leadership style is distributed, proactive, and emotionally conscious, which allows creating a culture that facilitates safety, empowering employees, and enabling them to react promptly to emerging risks (Alrasheeday et al., 2024). The theories play a critical role in the leadership development to prevent such tragedies and provide quality patient care (Al-Mandhari et al., 2014).
d. Improvement and Lessons Learned
Following the unfortunate incident of the death of Josie King, Johns Hopkins Hospital knew that it was time to effect changes of overhaul in terms of leadership, governance, and patient safety (Moraca, Zaghini, Fiorini, and Sili 2025). Some of the most significant flaws in the hospital culture, including the role of leadership and the processes of communication, became known at the time of the incident (Kyriakeli, Georgiadou, Lithoxopoulou, Tsimtsiou & Kotsis 2025). To begin with, the leadership was not oriented towards the powerful safety culture that contributed to the occurrence of the avoidable outcome (Velez et al., 2026). The hospital reacted by accepting a patient-centered safety culture, transparency, accountability, and openness of communication policies (Schmiedhofer, Derksen, Dietl, Haeussler, Strametz, Huener, and Lippke 2022). It also established the safety huddles, during which cross-departmental dialogues about patient risks, progress, and safety would take place on a regular basis, which allowed making safety a concern of all staff members at all levels (Alrasheeday et al., 2024). Leadership also implemented mechanisms allowing staff to report near misses and safety hazards without fear of retaliation, fostering a psychologically safe environment for acknowledging and learning from errors (Al-Mandhari, Al-Zakwani, Al-Kindi, Tawilah, Dorvlo & Al-Adawi 2014). Employees owned patient safety programs because the inclusive leadership activities allowed employees to make decisions (Moraca et al., 2025). The hospital used the procedure of the Root Cause Analysis (RCA) to investigate the negative outcomes in a systematic way and to remove the systemic problems rather than focusing on the single mistakes (Kyriakeli et al., 2025). RCA helped to identify the failures in communication and the mismatch of the process, along with the areas of blindness in leadership, which serves the role in proactive safety (Velez et al., 2026). However, the improvement, the first tragedy was caused by the missed opportunities. Feedback was not given to the employees directly and in time, and no one could raise concerns regarding the condition of Josie (Schmiedhofer et al., 2022). The feedback systems were separated, and the top-down communication distracted the participation of the frontline, as well as reduced the level of autonomy in the staff in case of the emergence of urgent circumstances (Alrasheeday et al., 2024). Centralized leadership indicated a need to have distributed leadership because the bedside nurses and physicians were not able to take the requisite actions promptly (Al-Mandhari et al., 2014). The active leadership with emotional intelligence and situational awareness would have added to the well-being of the staff members, prevented burnout, and improved the patient safety-related focus (Moraca et al., 2025).
These data underscore the fact that reactive leadership and centralized governance could slow down turnaround time of response and risk the safety of patients (Kyriakeli et al., 2025). The deficiently developed communication systems and the absence of feedback were also contributing to the delayed intervention, which contributed to the fact that critical safety concerns were able to expand (Velez et al., 2026). Distributed leadership would assist the frontline employees to make immediate decisions based on their professional judgment and respond faster in high-pressure cases, with the assistance of emotional intelligence (Schmiedhofer et al., 2022).
The continuation of safety improvements is highly dependent on continuous improvement. The training on patient safety, communication, and leadership should be conducted on a regular basis at every level of staff (Alrasheeday et al., 2024). Anonymous reporting and digital platforms are integrated real-time feedback systems that can prevent the risks before crises arise (Al-Mandhari et al., 2014). The cross-departmental contact and safety huddles should become the new standard to give the staff the power and ensure the flow of information (Moraca et al., 2025). The transformational practice and emotional intelligence should be developed into leadership to provide a favorable and proactive working environment (Kyriakeli et al., 2025). In conclusion, a culture of safety, open communication, and distributed leadership will also be required to maintain positive changes at Johns Hopkins (Velez et al., 2026). The example of Josie King will help the hospital to prevent future tragedies by implementing systemic protection, promoting accountability, and providing high-quality patient care (Schmiedhofer et al., 2022).
3.Recommendations
Josie King's case highlights the need to reform the entire System at Johns Hopkins Hospital since it lacks patient safety, governance, and communication (Camacho-Rodriguez, Carrasquilla-Baza, Dominguez-Cancino, & Palmieri, 2022). A transformational and emotionally intelligent leader will be introduced instead because the former fosters collaboration, motivates workers, and enhances innovation (Azyabi, Karwowski, and Davahli 2021). The lack of communication and preventable errors during the case being solved through transformational leadership is the result of a lack of leadership involvement that was de-escalated, which can be addressed by focusing on empathy and staff empowerment (Fuseini, Teixeira da Costa, Matos, Merino-Godoy, & Nave, 2023). It is also possible to establish a shared responsibility toward patient safety through the selected leaders actively involving the staff in decision-making (Brittain & Carrington, 2024).
Management and compliance also have to improve operational efficiencies and safety by reinforcing governance and communication (Moraca, Zaghini, Fiorini, & Sili, 2025). This may be achievable through standardized reporting systems and procedures at the departmental level that may enable a timely circulation of information and safety huddles in the daily work, which may offer a platform upon which risks might be identified proactively (Kyriakeli, Georgiadou, Lithoxopoulou, Tsimtsiou & Kotsis 2025). Implementation of electronic medical record (EMR) systems with standard templates makes it possible to reduce errors and access valuable information about patients (Camacho-Rodriguez et al., 2022). It must have feedback tools like anonymous reporting and safety hotline where staff can report any concerns without any apprehension of being punished (Azyabi et al., 2021).
The reduction of efficiency is also necessary (Fuseini et al., 2023). The work processes can be streamlined and the number of bottlenecks reduced to avoid delays in handling the deteriorating conditions of patients (Brittain & Carrington, 2024). The errors in drug delivery can be eliminated through automation, such as barcode medication administration, and technical efficiency should be improved (Moraca et al., 2025). The allocation efficiency can be improved through staffing that is more patient-oriented and predictive analytics, and allocating resources to where they are needed the most (Kyriakeli et al., 2025).
Constant learning improves patient safety culture (Camacho-Rodriguez et al., 2022). Every employee is constantly able to make no mistakes due to the safety, communication, and leadership trainings (Azyabi et al., 2021). Co-production models promote patient and family-centered interactions as successful collaborators in the process of improving the results and satisfaction (Fuseini et al., 2023). The families will be empowered to monitor the recovery by educating them on safety precautions and discharge plans (Brittain & Carrington, 2024). Psychological safety can be achieved through the establishment of non-punitive reporting, which enables open communication and accountability, and corrects the mistakes and near-misses promptly (Moraca et al., 2025). By combining transformational leadership, effective systems, and continuous learning, Johns Hopkins Hospital will be capable of developing sustainably in the areas of patient safety and quality of care (Kyriakeli et al., 2025).
4.Conclusion
In the Josie King case, the Johns Hopkins Hospital has highlights significant leadership deficiencies, particularly in communication and accountability (Dietl, Derksen, Keller, Schmiedhofer, & Lippke, 2023). The inability of the leadership to address the systematic issues before the tragedy resulted in preventable errors that took the life of a young patient (Kim & Yu, 2021). Significant alterations took place in the post-event, in particular, in the sphere of patient safety guidelines (Camacho-Rodriguez, Carrasquilla-Baza, Dominguez-Cancino, & Palmieri, 2022). This demonstrates the necessity to introduce the proactive, emotional intelligence, and transformational leadership in healthcare institutions (Azyabi, Karwowski, and Davahli 2021). The managers must foster employee commitment in terms of safety, establish a trustworthy, communicative, and responsible culture (Fuseini, Teixeira da Costa, Matos, Merino-Godoy, & Nave, 2023). It is in the high-risk environment that a leader can provide a much-needed systemic change (Dietl et al., 2023), so the proper leadership framework is necessary to make the change that will result in continuous betterment (Kim & Yu, 2021). The key characteristics of transformational leadership that were required during the struggle with the crisis (Camacho-Rodriguez et al., 2022), the creation of a favorable and proactive working atmosphere (Azyabi et al., 2021), are collaboration-oriented leadership, focus on motivation, and ethical decision-making. The other useful thing about the case is that it demonstrates that people, processes, and structures are interdependent and should be focused on and not on individual errors (Fuseini et al., 2023; Dietl et al., 2023). Through such a holistic approach, the organization can identify the underlying factors and make comprehensive changes to make safety an organizational culture (Kim & Yu, 2021; Camacho-Rodriguez et al., 2022). Systems thinking and good leadership make it possible to initiate meaningful and sustainable changes in patient safety and healthcare delivery (Azyabi et al., 2021; Fuseini et al., 2023).
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