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                                                                                        Introduction
Healthcare organizations are complex systems in which leadership, governance and working together effectively is key to providing safe, high-quality care for patients. Although healthcare has improved over time, patient harm that is avoidable is still a major concern across the globe, frequently caused by miscommunications, lack of coordination, and organizational weakness. The World Health Organization (2024) has identified leadership and effective governance, along with continuous learning to enhance patient safety as elements of reducing avoidable harm. This report examines Case Study 2, a report by the Health Services Safety Investigations Body (HSSIB) into the death of a patient after not having their anticoagulation therapy restarted after a hospital procedure. To maintain confidentiality and improve readability, the patient X (Case study 2). Patient X was placed in hospital while on apixaban, but after several delays in the procedure, poor communication and the failure to resume the drug following surgery, he suffered a fatal stroke. The investigation found that there were several organizational and system failures that caused the incident, but not a single clinical error (HSSIB, 2024). The case also demonstrates that patient safety depends on how leadership, governance and frontline practice interact rather than on individual clinical decisions alone. Effective leaders must recognise emerging risks, encourage staff to raise concerns, and ensure that responsibility for critical decisions remains clear across professional boundaries. This is particularly important when care involves several teams, changing clinical circumstances and competing organizational priorities that may increase the possibility of preventable harm.
In health and social care, leadership means inspiring and motivating people and teams to work together to reach the same objectives whilst ensuring that patients are kept safe and that care is of high quality. Decisions can be made at a central level by senior management or distributed throughout the organization by the frontline staff. Both of these have their pros and cons, especially when changes are occurring in the organization or when there is a patient safety incident. Leadership theories such as transformational, transactional and situational leadership offer some useful frameworks for understanding the role of leaders in decision making and organizational performance (Northouse, 2022). This report uses systems thinking to explore why Patient X died, looks at leadership and governance in the organization, considers centralization and decentralization and makes evidence-based recommendations to improve patient safety and performance in the organization.
2.0 Main Body
a. Identifying the Problem and Setting the System Context: Applying Systems Thinking and the Rich Picture
The main issue in this case study is the failure to prescribe and give the patient's anticoagulant drug apixaban when he was admitted to the hospital, and the failure to restart it after a delayed medical procedure. The medication was temporarily withheld due to frequent nosebleeds and potential for medication-induced bleeding; multiple delays, poor collaboration between interdisciplinary teams, and inadequate medication monitoring led to a 10-day delay in which the patient was not receiving anticoagulation. Patient X had an ischemic stroke and died two days after the operation. The HSSIB (2024) investigation found that the adverse outcome was caused by a complex mix of organizational and system failures, not just a single clinical error. The case illustrates the potential impact of disjointed communication, insufficient governance, and lack of coordination between healthcare teams on patient safety.
Medication related harm is acknowledged as one of the major causes of preventable harm to patients around the world. According to the World Health Organization (2024), unsafe medication practices and medication errors result in an estimated 42 billion US dollars in preventable health care expenditures annually worldwide, and millions of patients are harmed during health care delivery. Medication omissions, medication errors, delayed medication, and errors in monitoring people taking anticoagulants remain important sources of preventable morbidity and mortality. Patient safety failures represent almost 15% of health care expenditure in OECD countries, highlighting just how much patient safety problems cost health systems in terms of both finance and clinical care (Auraaen et al. 2018). Such global results show that the case of Patient X is not a coincidence of poor performance at any particular organization but is part of a broader patient safety issue facing international healthcare organizations.
The national context also helps to illustrate the importance of medication safety in the NHS. The NHS England (2024) report found that medication incidents continue to be one of the most common patient safety incidents across all healthcare settings, and that problems with high-risk medicines, like anticoagulants, pose a significant risk of causing serious harm or death to patients. Anticoagulants are a type of medicine that is consistently identified by the National Institute for Health and Care Excellence (NICE, 2021) as a high alert medicine, where interruptions to treatment must require careful clinical judgement, must be continually reviewed and effective multidisciplinary communication. In Patient X’s case, the medication omissions were a result of poor care in medication reconciliation and clinical review and poor discharge planning, and quickly put him at risk of catastrophic consequences.
National patient safety organizations provide further evidence to underscore these concerns. The HSSIB (2024) reported that clinicians made difficult choices between potential bleeding risks and thromboembolic concerns. These clinical difficulties were exacerbated by the lack of effective systems of communication among medical teams, the lack of clarity about who was responsible for restarting anti-coagulants after a procedure, poor recording and the lack of effective systems for re-viewing medicines following procedural delays. The Patient Safety Commissioner (2024) also reports similar findings, highlighting that medicines safety is not just about clinical skills, but also about the strength and reliability of organisational systems to reduce the likelihood of human error.
A systems perspective implies that individual performance is not the sole cause of the incident. Systems thinking acknowledges that outcomes in healthcare happen as interactions among people, technology, organisational structures, governance processes and the broader healthcare system, and do not result from individual clinician actions. According to Senge (2006), complex organisations generate results from interconnected relationships and feedback loops, which are likely to yield undesirable events when a number of small failures coincide. In this instance, the planned procedure was delayed and this changed the patient's treatment plans, but the communication systems did not ensure that the patient's anticoagulation therapy was continually reassessed. The incident also highlights shortcomings in organisational governance. While decisions on the prescription were taken locally within each hospital department, governance was lacking at hospital level. Healthcare organisations need to have systems in place to ensure patient safety, monitoring, accountability and quality improvement, which is clinical governance.  
A number of factors were also contributing to the incident. Demand for NHS services is building up, patients are growing more complex, working hours are becoming a strain and hospital procedures are taking longer. By June 2024, the NHS nursing vacancy rate had fallen to 7.9%, although 31,049 substantive nursing vacancies remained, illustrating continuing workforce capacity pressures (NHS England, 2024). Turnover of staff, multiple clinical priorities and disparate electronic information systems can create a risk that key medication reviews will be missed, especially if a patient is admitted for an extended period or if their treatment regimen changes. These systemic pressures set the stage for the failure of the anticoagulation being omitted to be discovered, despite many opportunities for intervention. The Rich Picture (see below) shows how these organisational factors work together, and how complicated the healthcare system is, when considering Patient X’s care.[image: ]Figure 1: Patient X Medication Safety Rich Picture
The Rich Picture is not a sequence of events, but rather multiple interactions. There were also delays in procedure, which lead to the need for increased communications, and ineffective information sharing which meant that anticoagulation therapy was not being reassessed in time. Lack of good documentation led to uncertainty of professional responsibility, and organisational governance did not identify these emerging risks. This was reinforced by the HSSIB investigation which then forms a circle of learning from the incident to influence future policy development, governance and patient safety action. 
b). Centralization and Decentralization within the Case Study
Patient X’s case study that highlights the relationship between organizational structure and patient safety, decision making and accountability in healthcare. The National Health Service (NHS) is nationally coordinated with governance, but services to patients are provided by multidisciplinary teams, which have high degrees of clinical autonomy. National policies set the framework for the consistent delivery of services and are seen as a guide to uphold the national standards, which are then brought into the local clinical context by local organizations. According to OECD (2023), a successful balance between centralized governance and decentralized decision-making is crucial to improving the quality and outcomes of health care. The case of Patient X shows how weaknesses in the integration of these two approaches played a key role in the adverse event.
A centralized healthcare system brings strategic decisions to national or senior leaders. National standards for patient safety, medicines optimization and clinical governance in England are set by the Department of Health and Social Care, NHS England, the Care Quality Commission (CQC) and the National Institute for Health and Care Excellence (NICE). A clear plan for the management of anticoagulation therapy prior to invasive procedures to reduce the risk of bleeding and thromboembolism is recommended by NICE (2023). These national standards will help healthcare organizations to implement evidence based practice and minimize unnecessary variation in services provided. The initial management of Patient X’s anticoagulation demonstrated the benefits of centralization. Appropriately withheld apixaban due to current bleeding, as well as planned invasive procedure in line with nationally recognized clinical guidance. HSSIB (2024) determined the first prescribing decision was not a fallacy of judgement. Likewise, NHS England (2024) highlights the benefits of standardization of medicine practices in minimizing avoidable variation and enhancing patient safety across healthcare organizations. These benefits, however, diminished when repeated procedural delays caused changes in the patient's clinical condition without the systematic reassessment of the condition.
While centralization has its merits, it can negatively impact on the responsiveness of the organization when decision making is hierarchical. Frontline teams will also be needing to seek swift approval to change treatment plans without delay, as the clinical situation of patients continues to change. West et al. (2015) suggest that if organizations are very hierarchical, they can reduce the likelihood of proactive communication, as workers may choose not to speak out against decisions or communicate issues through professional lines. It was unclear who was responsible for restarting Patient X’s anticoagulation therapy as several clinical teams were involved in his care. In the absence of an effective mechanism that would allow for the re-evaluation of clinical risks after repeated delay of the intended procedure, national guidance was present.
Decentralization allocates power amongst the health care personnel who are most closely involved with the patient, giving opportunities for decisions to be made in response to varying clinical situations. Ward doctors, specialist clinicians, pharmacists, nurses and allied health professionals work together throughout the assessment process, drug review and discharge planning. The OECD (2023) claims that decentralization enhances organizational flexibility by enabling staff at the patient's level to react quickly to patient needs and fostering multidisciplinary working. Clinical autonomy consequently allows health care professionals to exercise evidence-based judgement in situations that are often complex and where the circumstances of each individual patient are likely to be dynamic.
Decentralized practice led to a number of opportunities to prevent harm within Patient X’s admission. Medicines reconciliation performed by a pharmacist may have revealed that the person had not been on anticoagulant for a considerable period of time. There was also a role for the nursing staff who had to give daily drugs, and for clinicians in the ward to have reviewed the problem again as the delays went on, considering the risks of bleeding versus the risks of thromboembolism. However, decentralization poses significant accountability challenges too. If multiple professionals are involved in patient management, there can be a lack of coordination and others may think they will take care of certain things. Communication failures and breakdowns are among the most important factors for the prevention of patient harm globally, as reported by WHO (2024). Similarly, The Institute for Healthcare Improvement (2023) identifies the lack of clarity around who is responsible for clinical decisions as a common source of medication-related adverse events in complex health care systems. The case of Patient X is a clear example of how fragmented leadership can fail to lead, resulting in critical omissions going under the radar.
The relationship between central authority and local practice did not improve the effectiveness of crisis management but rather diminished it. There were inadequate communication systems, coordination of care across disciplines, and leadership oversight of the implementation of components of the national policies on anticoagulation management. Medication-related incidents account for about 10% of reported patient safety incidents, demonstrating the continuing scale of medicines-related risk across healthcare services (NHS England, 2024). Moreover, HSSIB (2024) found that the incident was not a single event of clinical error, but a series of interconnected events that highlight the need to consider patient safety as a systems problem.
Organizational structure had a major impact on patient safety, either positively or negatively, depending on the leadership. Good leaders establish clear accountability, open communication, and are able to coordinate multidisciplinary teams in times of clinical uncertainty. West et al. (2015) found that compassionate and inclusive leadership fosters greater engagement, communication and patient outcomes within the workforce by encouraging collaboration amongst various professions. Conversely, there was no coordinated leadership in Patient X’s pathway of care, leading to disjointed decision making which meant that there was not enough opportunity for prompt interventions before any irreversible damage took place.
c. Leadership Theories and Application to the Case Study
Leadership is a crucial element of patient safety, communication and accountability in health care organizations. Failure to resume AA) has been linked to preventable patient harm as seen with the death of Patient X. The HSSIB (2024) found that the incident was not a failure of individual clinical care, but was a result of interacting organizational failures, therefore, increased focus on leadership to coordinate multidisciplinary care and strengthen governance.
Transformational leadership involves inspiring vision, empowering staff, spurring creativity and innovation and enabling a culture of continuous improvement. Northouse (2022) states that transformational leaders inspire employees to go beyond performing routine tasks, to collaborate and learn about their organizations. This type of leadership in healthcare has been linked with both better patients’ safety and increased levels of staff engagement and good multidisciplinary teamwork. Organizations with compassionate and transformational leadership have higher levels of staff wellbeing, communication and quality of care outcomes due to the psychological safety that employees feel when they can raise concerns, and be involved in decision making (West et al., 2015). The care provided to Patient X indicated that the leadership style was not transformational enough. There was poor communication between professionals during admission, with no one taking overall responsibility for reviewing and re-starting anticoagulation therapy due to delays during procedures. The organization was more focused on the normal practice, rather than collaborative problem solving, despite changes in the clinical condition of the patient. Staff members who acknowledged supportive leadership cultures were more likely to have concerns about safety, be able to work well together and feel that patient safety was being prioritized compared to those who experienced less supportive leadership cultures (NHS England, 2025). The results in this report indicate that increased transformational leadership might have helped to prompt earlier multidisciplinary review, better communication, and decreased the risk of the medication omission.
Transactional leadership is about keeping an organization stable by using clear roles, policies, monitoring of performance, and adherence to procedures. Bass and Avolio (1994) say that transactional leaders use structured supervision and follow the organization’s guidelines and procedures to get things done. This leadership style is particularly useful in healthcare settings with strict regulatory oversight, where adherence to guidelines, accountability, and uniformity are critical for patient safety. Leadership principles through medication prescribing, writing and governance systems are often transactional and are used to ensure unnecessary variation in clinical practice is minimized. Some aspects of transactional leadership were used in the first management of Patient X’s admission. Appropriately discontinued apixaban for the presence of active bleeding and planned invasive procedure, following established anticoagulation guidelines. HSSIB (2024) noted that the initial decision to prescribe was not "professional misconduct" but was "in accordance with accepted clinical practice. As the patient's situation changed, however, transactional leadership was less effective. There were repeated procedural delays that needed to be re-thought and re-prioritized with treatment, but leadership was still not focused on clinical review, but rather procedural review. The organization therefore fulfilled the initial policy but did not realize that the patient risked stroke by not taking his anticoagulants.
Situational leadership suggests that good leaders will adjust their approach to leadership based on the situation, organization, and abilities of their team. Hersey et al. (2013) believe that there is no one right or wrong leadership style because things always change and leaders need to adjust their direction and support level. Situational leadership is especially relevant in healthcare environments because of its inherent features of uncertainty, quick changes in patient conditions and the involvement of multiple disciplines in decision making, thereby impacting patient safety (Wang et al., 2024). In Patient X’s case, the leadership required was flexible as the numerous procedural delays made a substantive change in his clinical risk profile. Withholding anticoagulation was clinically appropriate at first, but it was necessary to keep re-evaluating this for the duration, and this involved several health care professionals (Wang et al., 2024). Leadership was largely reactive in the face of these changing situations and did not coordinate multidisciplinary review. Communication breakdowns and lack of effective teamwork are acknowledged by WHO (2024) as large contributors to preventable patient harm globally and the need for adaptive leadership to deal with complex clinical contexts. 
The study of the case shows that the leadership throughout the organization was mostly reactive instead of proactive. The organization reacted to issues that arose rather than to the possible clinical risks that might have occurred if the interruption of anticoagulants had been longer. HSSIB (2024) found there were numerous opportunities to detect the missed medication before the patient had a stroke, but these opportunities were not exploited due to communication failure and lack of accountability. Proactive leadership would have fostered regular multi-disciplinary medication reviews, improved escalation pathways and maintained clear accountability for the initiation of anticoagulation therapy in the face of delays (Shrestha et al., 2025).
Other indicators of the effectiveness of leadership include indicators of the workforce and indicators of patient safety. NHS Staff Survey 2024 showed that staff who felt supported by their leaders were more likely to feel confident in raising concerns, more likely to feel psychologically safe and more likely to feel they work well as a team, whereas lower levels of support by leaders were linked to lower levels of team working, psychological safety and confidence to raise concerns (NHS England, 2025). Moreover, NHS England (2024) still list communication and leadership issues as one of the top 10 safety incidents that are reported in NHS organizations, highlighting their continued role in contributing to avoidable harm. The data reinforces the finding that good leadership directly affects organizational performance and patient safety outcomes.
d. Improvement and Lessons Learned
The case of Patient X illustrates that patient safety incidents do not occur in isolation of any single clinical incident but are a consequence of multiple types of failure and interaction between leadership failure, weak governance, poor communication and lack of organizational systems. These findings, which are in line with the concept of systems thinking, reported by HSSIB (2024), suggest that the failure to prescribe anticoagulation therapy was a failure of the system and not caused by each doctor's negligence. Good leadership and governance would have worked together to have identified risks as they developed, coordinated multi-disciplinary decision making, and ensured accountability along the patient's pathway (Bhati et al., 2023). However, weaknesses in each of these overlapping systems enabled harm to be avoided.
Failure to have clear accountability for reviewing and reinitiating anticoagulation one of the biggest opportunities missed. While national guidance stated it was acceptable to withhold apixaban before the intended procedure, many delays in the procedure changed Patient X’s clinical risk profile without requiring him to be re-evaluated. NICE (2023) suggests that anticoagulant treatment needs to be reviewed when the clinical situation changes to help ensure benefits from the treatment outweigh any risks that may arise. The HSSIB (2024) identified that implementing mandatory medication review checkpoints, with electronic prescribing alerts, would thus reduce the risk of such medication omissions in the future.
The negative outcome was also due to leadership weaknesses. Communication was poor, leading to a reactive approach to leadership rather than a more proactive one that would encourage collaboration. Compassionate and inclusive leadership fosters patient safety by promoting teamwork, collaboration, and psychological safety within healthcare teams, as discussed by West et al. (2015). The 2024 NHS Staff Survey also shows that staff in organizations with supportive leadership are more likely to be engaged, have a strong safety culture and feel confident in raising concerns than those in organizations which have weaker leadership practices (NHS England, 2025). 
The outcome was also driven by governance systems. The principles of clinical governance are to provide effective risk management, audit, accountability, and organizational learning to drive continuous quality improvement. This case, however, missed a chance for good governance to identify the fact that the patient had had a duration of no anticoagulation despite numerous changes in treatment plan. Scally and Donaldson (1998) state that good clinical governance involves the process of incorporating leadership, evidence-based practice, education, audit, and accountability into the day-to-day delivery of health care. Recent NHS England guidance (2024) has highlighted the need to put in place good governance systems with real-time safety monitoring and multi-disciplinary look up to detect potential risks early and prevent harm to patients. 
Another area of improvement is the use of digital technologies which offer evidence-based opportunities. Multiple interactions with the patient went without notice that prolonged omission of anticoagulation therapy was occurring. World Health Organization (2024) states that digital health technologies such as electronic prescribing and clinical decision-support technologies are effective ways to decrease medication-related harm and enhance patient safety. Similarly, Cassidy et al. (2023) reported that electronic prescribing systems have been shown to be an important way to reduce medication errors by catching medication errors such as omitting medicines, inappropriate prescribing, and potential adverse drug events. 
There is also a significant need for improvement in interprofessional communication. Poor communication between physicians, pharmacists, nurses and specialists lead to confusion about who was responsible for recommencing the anticoagulant. Effective communication is one of the majority of causes for serious adverse events in healthcare organisations (Alder, 2025). Similarly, WHO (2024) identifies lack of collaboration and communication as a significant cause of preventable patient harm worldwide. Structured multidisciplinary handovers and the use of the SBAR communication protocol (Situation–Background–Assessment–Recommendation) have been consistently linked to better information sharing and fewer clinical errors (Müller et al., 2018). Incorporation of these communication strategies into day-to-day clinical practice would facilitate a more seamless service and reduce the risk of gaps in care across complex care pathways.
A second key learning is in relation to learning from negative events within an organization. High reliability healthcare organizations view patient safety incidents as a catalyst for ongoing improvements for the organization, not as an opportunity to apportion blame. To create sustainable safety improvements, we should be looking at latent organizational weaknesses not just at human error on the front line, argues Reason (2000). The Institute for Healthcare Improvement (2023) also agrees that learning systems should regularly audit and review safety incidents; identify lessons learnt and disseminate through organizations; and monitor the impact of the change implemented. Healthcare organizations should therefore augment incident reporting systems, undertake multidisciplinary learning reviews after Patient X’s death and follow up with action on the recommendations to tackle identified risks.
This case goes back to the interaction of organizational structure, leadership style and system feedback which ultimately determined the outcome. With a centralized governance system, national policies and clinical standards were established successfully, but there was a lack of coordination and leadership of the clinical teams in the decentralized system, so that clinical standards were not consistently met throughout the patient's admission (Sreeramareddy and Sathyanarayana, 2019). The implementation of the anticoagulation guidelines was achieved in the short term through transactional leadership but was not responsive to changes in clinical situations. Transformational, situational, and distributed leadership leadership models, however, could have bolstered communication, shared responsibility, and timely reconsideration of treatment decisions (Al-Rjoub et al., 2024). Feedback from clinical audits, electronic reporting systems, staff surveys and patient safety investigations would have allowed for system failures to be detected earlier, and supported organizational learning prior to the delivery of irreversible harm.
There are some key learnings for other health service organizations. First, the responsibility and accountability for medication management should be a shared organizational responsibility with clearly defined accountability. Second, leadership development needs not only technical skills but also the ability to communicate and work cooperatively across disciplines and ensure that everyone feels safe. Third, governance systems should incorporate the use of digital technologies, regular audits and real-time monitoring to detect potential safety risks. Patient safety information, staff engagement scores and independent investigations should be used to drive continuous quality improvement instead of compliance with current policies. 
Implementation of the proposed improvement strategy may introduce risks, including alert fatigue from excessive electronic prescribing notifications, staff resistance to revised medication-review responsibilities, increased workload during implementation and over-reliance on digital systems. These risks should be mitigated through phased implementation, staff training, regular review of alert thresholds, clearly assigned medication-review responsibilities and continued clinical oversight. Monthly audits should monitor compliance with medication-review checkpoints, missed medication reviews and unintended consequences, enabling senior leaders to modify the intervention where necessary. This approach ensures that the improvement strategy remains responsive to emerging risks while maintaining patient safety and accountability.
3.0 Recommendations
The organization should put a comprehensive improvement plan in place to minimize the risk of repetition of patient safety incidents including leadership development, improved governance, communication and learning (Hibbert et al., 2023). This case illustrates the need to improve the health care system, rather than individual care, to prevent failures in providing anticoagulation therapy, as the failure was due to a combination of interacting system failures. HSSIB (2024) recommends more robust medicines management by assigning clearer accountability and enhancing coordination across disciplines, and WHO (2024) suggests that sustainable improvement in patient safety is only possible through a system-wide approach with strong leadership and governance.
The organization needs to embrace a blend of 'transformational', 'situational', and 'distributed' leadership to sustain long-term improvement (Ystaas et al., 2023). Transformational leadership would foster a collaborative, innovative and patient-centered culture, and situational leadership would allow the leader to make decisions as clinical circumstances evolve. Distributed leadership would mean that the responsibility for ensuring the safety of the medications would be shared appropriately between the doctors, nurses, pharmacists and other healthcare professionals, rather than just left to individual clinicians. West et al. (2015) found that compassionate and inclusive leadership within organizations is associated with increased staff engagement, teamwork and improved patient outcomes. Communications, emotional intelligence and patient safety skills should also be incorporated into leadership development programmers along with clinical leadership skills.
Governance needs to be enhanced by improving accountability, regular multidisciplinary medicines reviews and greater use of information and communication technology to aid clinical decision making. Electronic prescribing systems, which alert the prescriber to the need to review the treatment of high-risk medicines if the treatment is not in line with the recommended duration, should be used to monitor these medicines (Bell et al., 2025). Cassidy et al (2023) demonstrated that electronic prescribing systems reduce prescription errors by more than 50% and enhance the safety of prescribing, and NHS England (2024) stated that digital systems for medicines safety can be used to help support medicines optimization and medicines safety continuous quality improvement. Regular clinical audits and incident reviews are also recommended to assess compliance with medication safety standards and to find out if there are new risks before the patient is harmed.
One further area of improvement is the need for the organization to further standardize handovers between multidisciplinary teams and enhance working across clinical teams to achieve a better degree of communication and systems integration. SBAR (Situation–Background–Assessment–Recommendation) should be adopted and consistently applied to facilitate the sharing of information during patient transfers and changes in treatment plans (Shahid and Thomas, 2020). Technical efficiency should also be increased by minimizing redundant documentation, increasing interoperability between EHRs, and streamlining medication review. Allocative efficiency can be achieved through investments in technologies for digital prescribing, workforce training and patient safety programs that have been shown to achieve measurable clinical outcomes. Finally, ongoing organizational learning should be encouraged by regular staff education, patient and family engagement in service improvement, stakeholder engagement, and systematic review of patient safety data to assess performance. Incorporating these evidence-based interventions into routine practice will enhance organizational resilience, accountability and minimize the risk of preventable medication related harm.
These recommendations should be implemented through a clear action plan with measurable responsibilities, timelines and outcome indicators. Senior leaders should assign named individuals to oversee each intervention and report progress through governance meetings. Staff should receive regular feedback on safety data so that improvements remain visible and meaningful. Patient and family perspectives should also inform changes, ensuring that service redesign reflects real experiences and supports shared accountability across the organization. This approach supports transparency, learning and sustained improvement across services.
4.0 Conclusion
This report critically reviewed the factors that led to the death of Patient X who died as a result of not being able to restart his anti-coagulant treatment after a planned procedure. It showed that the incident was not a single fault by one health worker but a series of errors by many. The lack of communication, accountability issues, the insufficient review of medicines and the poor interprofessional working were all contributing factors to patients not being safe, despite the presence of national guidance and established clinical protocols. The findings confirm that taking a systems approach to investigating adverse events is essential because patient harm can be a result of an unraveling of responsibilities by interconnected organizational processes, not necessarily from any one person's negligence.
The report also highlighted the importance of leadership and governance in the improvement of the quality of healthcare and the prevention of similar incidents. Centralized governance ensured evidence-based policy and regulation, but a lack of front-line support prevented this from being effective. The critical evaluation of transformational, transactional, situational and distributed leadership emphasized that in complex healthcare setting a single leadership style is not enough. Rather, collaborative leadership, clear accountability and continuous communication between professionals is necessary for effective patient safety. Systems thinking also demonstrated the interplay between leadership, governance, organizational structure and feedback within the system and its impact on clinical outcomes.
Therefore, the case demonstrates that sustainable patient safety improvement requires organizations to move beyond responding to incidents and develop proactive systems that identify risks before harm occurs. Strengthening multidisciplinary communication, digital medication monitoring, leadership capability and continuous learning can create stronger safeguards around high-risk medicines. These measures can also support greater staff engagement and accountability, enabling healthcare organizations to translate lessons from individual incidents into wider improvements in practice.
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