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Introduction 
In 2024, England recorded 113,404 avoidable deaths, while Wales reported 8,062, with males in the most deprived regions having a rate 3.7 times higher than those who resided in the least deprived areas (ONS, 2026). Patient safety remains a critical global challenge as over 3 million people die annually from preventable healthcare-related harm, half of these deaths are related to medications errors, and 10% are due to surgical neglect (WHO, 2023). The Office for National Statistics defines a preventable death as a mortality of an individual under 75 years of age resulting from causes deemed curable by prompt and adequate healthcare or prevented through public health measures (ONS, 2026). The annual expenditure for settling clinical negligence claims against the NHS in England for 2024-25 is £3.6 billion, while the total accumulated provision, reflecting the government's long-term liability for claims incurred but not yet fully disbursed, amounts to £60 billion (National Audit Office, 2025).

Despite comprehensive policy frameworks like the "NHS Patient Safety Strategy", systemic failures continue, frequently stemming not from individual ineptitude but from fragmented leadership and governance structures (NHS England, 2019). Leadership in healthcare is the ability to influence, encourage, and empower individuals to enhance the efficacy and success of the health system (Murray and Cope, 2021; Althobaiti, 2026). In big healthcare systems, leadership functions within centralised structures where decision-making is focused at a national or executive level, and decentralised structures, where autonomy is granted to local units (Ludvigsson et al., 2025). The balance between these models critically impacts how information flows and how rapidly systems respond to patient deterioration.

This research will rigorously examine leadership failure through the unfortunate case of Professor Amit Patel, a nationally acknowledged authority in Hemophagocytic Lymphohistiocytosis (HLH) and Consultant Respiratory Physician (Charsley and Vesty, 2024). Professor Patel was admitted to Wythenshawe Hospital in Manchester in August 2021, where he was denied critical treatment despite his worsening illness and proficient self-diagnosis (Vesty, 2024). Professor Patel was systematically ignored and despite self- advocating for himself and requested to get appropriate treatment with immunosuppressants, emphasising that 'time was of the essence’ doctors commenced instead treatment with steroids which merely alleviated the symptoms temporarily (Tozer, 2024). He passed away on 28 October 2021 after experiencing a succession of failures subsequently undergoing an Endobronchial Ultrasound (EBUS) procedure advised by a multidisciplinary team (MDT) that was deficient in essential clinical information (Vesty, 2024; Charsley and Vesty, 2024). The coroner eventually deemed Professor Patel's death preventable (Charsley and Vesty, 2024).
This study will utilise systems thinking approach to analyse this failure, employing a Rich Picture to illustrate the intricacy of this case study. This analysis will utilise fundamental leadership theories, such as Maslow’s Hierarchy of Needs, McGregor’s Theory X and Y, Ouchi’s Theory Z, and Transformational Leadership, to assess the cultural shortcomings of Wythenshawe Hospital. Additionally, it will contrast the UK's centralised NHS model with Sweden's decentralised healthcare system to extract insights for Universal Health Coverage (UHC). This research will also assess if Professor Patel's death should be perceived not merely as a clinical error, but as a possible outcome of a hierarchical, compliance-driven leadership culture that may stifle competence, disregard protocols, and compromise safety measures.
Leadership, Communication, and the Failure of Safety
Identifying the Problem Using Systems Thinking
Due to the interconnected nature of healthcare systems, patient safety incidents should not be perceived as random events caused by a few "bad apples," but rather as outcomes resulting from the interplay of various human, organisational, technological, and cultural factors (Bowditch et al., 2025). Zhelev et al. (2025) assert that systemic failures are inevitable in settings where latent factors occur, such as inadequate communication protocols or hierarchical power dynamics exist. 
In Professor Amit Patel’s case, he was afflicted with Hemophagocytic Lymphohistiocytosis (HLH), a rare condition which he was a medical specialist in (Charsley and Vesty, 2024; Vesty, 2024; Coffey, 2024). A linear view of Professor Patel's case might blame the doctor who performed the Endobronchial Ultrasound guided biopsy (EBUS); however, a systems view exposes the fractured information pathways that made that procedure's recommendation fatally flawed (Charsley and Vesty, 2024; Vesty, 2024). The coroner determined that the local physicians at Wythenshawe Hospital did not supply the National HLH multidisciplinary team (MDT) with pertinent and accessible information that could have impacted the decision-making regarding Professor Patel’s treatment (Coffey, 2024). Consequently, the National MDT, functioning with insufficient knowledge, advised that Professor Patel undergo an EBUS surgery, a consequence of which ultimately resulted in his death (Coffey, 2024).
Rich picture source: (Vesty, 2024; Charsley and Vesty, 2024; Coffey, 2024). 

	Source
	Statistics
	Relevance to Case

	
(Royal College of Emergency Medicine, 2025)
	Between 2023-2024 in 136 A&E in UK over 44% of patients failed to get a vital medicine dose while in the A&E, and over 67% were delayed for more than the required 30 minutes.
	This emphasises that intricate systems are susceptible to preventable harm.  

	
(Hussain et al., 2019)
	In 2,288 A&E diagnostic errors, 86% were due to delayed diagnosis, 52% resulted in mild harm, and 10% led to death.
	This is pertinent to the initial hesitation and postponement in recognising Prof. Patel's HLH diagnosis.

	
(WHO, 2023)
	Annually, about three million individuals worldwide succumb to preventable healthcare-related harm and surgical neglect.
	Places Professor Patel's death in the context of many preventable deaths.

	
(Ainsworth et al., 2023)
	The annual claims for "Fail to warn - Informed consent" in England rose from 2011–2012 to 2021–2022 rose 93%, costing NHS Resolution €91.7 million.
	This statistic relates to Professor Patel's case, as the failure to obtain informed consent reflects a national trend of rising litigation and leadership failures within the NHS.



Carroll, McKenzie and Collins (2024) assert that when medical boards exhibit ambiguous governance and a disconnection between executive management and clinical personnel, as observed prior to Professor Patel's treatment, the likelihood of systemic failure increases. Although Carroll, McKenzie and Collins (2024) identify authentic cooperation, patient-centred decision-making, transparent governance frameworks and efficient knowledge mobilisation as four interrelated factors fundamental to leadership efficacy, the lack of these elements in Professor Patel's case study resulted in a leadership void.

The death of Professor Patel critiques the existing investigative framework within the NHS (Ainsworth et al., 2023). The coroner's inquiry pinpointed certain deficiencies, including the "inexplicable" failure to disseminate DIC results; however, scholarly literature indicates that such findings frequently lack comprehensive systems analysis (Coffey, 2024; Zhelev et al., 2025). Zhelev et al. (2025) revealed that the implementation of Safety Management Systems (SMS) components in healthcare has been irregular and less methodical, indicating that a complete transition from linear blame models to integrated systems thinking remains unaccomplished. 
The mistake was not simply an individual neglecting to send an email or file, rather it was because the system allowed EBUS procedure to advance without a requisite completeness check of clinical data (Bowditch et al., 2025). 

Bowditch et al. (2025) assert that incident investigations frequently overlook upstream systemic determinants, with nearly fifty percent of contributing factors ascribed to individual actions, such as communication or decision-making, while over ten percent of investigations fail to acknowledge broader systemic factors, including organisational policies, equipment design, and safety practices. The fundamental defect in Professor Patel's case was structural: the MDT was intended to provide expert counsel but was effectively incapacitated by the local team's blood result oversight (Charsley and Vesty, 2024; Vesty, 2024; Coffey, 2024). Sixty-four percent of NHS patients have experienced lost test results or received inaccurate information in the past year (The King’s Fund, 2025). Furthermore, Watson et al. (2024) found in their research that among 1,176 individuals with abnormal test results, 30% exhibited no evidence of result communication.

Concerns of patients and their families are often overlooked, leading to sentiments of disregard and dissatisfaction (Martin, Chew and Dixon-Woods, 2021).The dismissal of an expert patient's insight underscores a profound cultural bias within the system, rejecting "patient knowledge" notwithstanding Professor Patel's reputation as a preeminent national specialist, although it was precisely his expertise diagnosed him and that should have made his insight invaluable (Martin, Chew and Dixon-Woods, 2021).
Centralisation vs Decentralisation
The governance of healthcare systems fluctuates between centralisation, when authority and standards are maintained at a higher level (national/regional), and decentralisation, where decision-making authority is delegated to local providers (Ludvigsson et al., 2025). In Sweden, governance is predominantly decentralised, with 21 regions and 290 municipalities possessing autonomous taxation authority and primary responsibility for financing, organising, and providing healthcare and senior care Ludvigsson et al., 2025). However, the United Kingdom exemplifies a more centralised arrangement (Ludvigsson et al., 2025). Furthermore, notwithstanding this structural variance, the analysis indicates that both nations encounter strikingly analogous challenges: workforce deficits in primary and specialised care, alongside enduring care fragmentation resulting from divided governance and isolated digital infrastructure (Ludvigsson et al., 2025). The study additionally observes that although Sweden attains superior life expectancy and reduced avoidable mortality, the United Kingdom excels in patient-reported engagement in care decisions (Ludvigsson et al., 2025). Nevertheless, both systems exhibit high public satisfaction due to courteous treatment, underscoring their mutual dedication to universal, tax-funded healthcare (Ludvigsson et al., 2025).  Ultimately, while decentralisation may make services more responsive to local needs, it also raises the danger of service quality variances, whereas centralisation ensures standardisation but can be slow and rigid (Ludvigsson et al., 2025). 
Centralisation Failure: The National HLH MDT serves as a centralised system intended to consolidate expertise for rare diseases. Nevertheless, this centralised entity proved unsuccessful due to its structural disconnection from the patient (Ainsworth et al., 2023; Zhelev et al., 2025). It issued a suggestion to undergo EBUS based on abstract data instead of the tangible clinical reality of the patient's coagulopathy DIC. Although, national guidance on informed consent and high-risk operations were established but lacked effective enforcement at the point of care (Ainsworth et al., 2023; Zhelev et al., 2025).
Decentralisation Failure: At the local level (Wythenshawe), decentralised autonomy permitted clinicians to disregard the expertise and recommendations of Professor Amir Patel regarding his care, as they only viewed him as a patient (Hussain et al., 2019; Charsley and Vesty, 2024; Vesty, 2024). The MDT failed to identify a critical coagulopathy evident in his blood results, and the absence of robust governance allowed this oversight to persist. The distrust that Wythenshawe hospital staff displayed toward Professor Patel further obstructed effective care (Hussain et al., 2019; Vesty, 2024).
The death of Professor Amit Patel reveals a critical paradox in modern patient safety governance: both centralisation and decentralisation failed to operate as intended, with both failures originating from the same root cause which is the absence of an integrated interface between policy and practice (Vesty, 2024; Kristensen et al., 2025). A more regulated system would have required a double-check of all tests, with local data such as DIC status needing to be confirmed before a central recommendation could be carried out (Kristensen et al., 2025).  Although the NHS had a national MDT structure, it lacked the integrated data governance required for assuring safety (UK Parliament Committees, 2026). In contrast, the Swedish system uses national quality registers (centralised data and standards) alongside significant regional autonomy (decentralised delivery), while enforcing rigorous data transparency mandates (Ludvigsson et al., 2025).
Leadership Theory Application
Maslow’s Hierarchy of Needs
Although Maslow's theory asserts that individuals cannot attain higher-level objectives, such as self-actualisation or intricate problem-solving, if fundamental safety requirements remain unfulfilled (Compton, 2018).  The staff's inability to successfully advocate for Professor Patel at Wythenshawe Hospital indicates a workforce experiencing psychological insecurity that impedes moral bravery and ethical behaviour.
71.5% of NHS personnel feel secure in voicing concerns regarding harmful clinical procedures, however merely 56.8% are confident that their organisation will address those concerns (Bereket and Lin, 2025). Moreover, less than 49.5% express confidence in their organisation to address any concerns overall (Bereket and Lin, 2025). Nonetheless, this action gap illustrates that psychological safety necessitates proof that voicing concerns results in significant change, a criterion the NHS routinely fails to meet (Bereket and Lin, 2025).
Employees who fear retaliation or suffer from burnout may thus neglect the ethical obligation to attend to a patient, opting instead for bureaucratic compliance (Compton, 2018). However, this retreat signifies not merely individual moral shortcomings but rather a systemic failing at the leadership level (Compton, 2018). Moreover, the most critical consequence is its direct effect on patient outcomes: the failure to escalate Professor Patel's worsening condition reflects a workforce whose fundamental need for psychological safety was consistently neglected by its management (Compton, 2018).. Therefore, although lower-level needs inhibit the higher-level functioning necessary for safe, patient-centred care, it is precisely this dynamic that explains how systemic leadership failures translate directly into avoidable patient harm (Compton, 2018).

McGregor’s Theory X and Y
Professor Patel's clinical management illustrates Theory X assumptions, which, as Ben-Hador (2023) indicates, serve as essential organisational principles legitimising administrative, top-down approaches that regard subordinates, and consequently patients, as needing direction and control, while their contributions are consistently disregarded. The medical team's rejection of Professor Patel's self-diagnosis "staff had never heard of HLH" and their unwillingness to give strong antibiotics despite his alerts and recommendations, show this authoritarian mentality (Charsley and Vesty, 2024; Vesty, 2024; Coffey, 2024). This trend is not solely theoretical but has tangible implications in healthcare. Murray and Cope (2021) discovered that enduring authority gradients in healthcare settings pose substantial obstacles to communication, since individuals lower in the hierarchy, including patients, are reluctant to contest senior judgements due to apprehensions of mockery or retaliation. Although McGregor's dichotomy represents a simplification, the specific behaviour of rheumatologists, characterised by scepticism without investigation, reflects Theory X authoritarianism (Ben-Hador, 2023; Charsley and Vesty, 2024; Vesty, 2024; Coffey, 2024). They assumed their hierarchical position overshadowed the patient's clear understanding, a fundamental leadership mistake that distorted their grasp of clinical reality (Ben-Hador, 2023).
Ouchi’s Theory Z
Theory Z promotes a culture of trust, long-term employment, and collaborative decision-making (Montgomery et al., 2025). If Wythenshawe Hospital had adhered to Theory Z principles, its culture would have emphasised collective accountability and comprehensive patient care, starkly opposing the dismissive, hierarchical approach experienced by Professor Patel (Montgomery et al., 2025).
Although psychological safety is frequently regarded as a crucial component of Theory Z, it lacks a definitive or regularly demonstrated relationship with objective patient safety outcomes (Montgomery et al., 2025). The evidence is ambiguous: increased reporting of safety concerns may indicate either high or low psychological safety, depending on the organisational context (Montgomery et al., 2025). In a Theory Z environment, for instance, identifying a DIC would ideally trigger a collective "stop" response, immediately alerting the MDT to the danger. 
However, such outcomes are heavily context-dependent and not assured by psychological safety alone (Montgomery et al., 2025). Furthermore, Theory Z also presupposes stability and adequate resources (Montgomery et al., 2025). 

The NHS is experiencing significant pressure, with over 41% of personnel indicating work-related stress, just 34% perceiving an adequate number of colleagues to fulfil their responsibilities successfully, and fewer than half capable of managing the conflicting demands of their positions (Nash, 2025). Nonetheless, the time and emotional investment necessary for genuine collaborative decision-making is often perceived as an unattainable luxury, which directly contributes to the frequent diagnostic inaccuracies observed (Nash, 2025).
Transformational Leadership Theory
Transformational leadership motivates teams to prioritise the organisation's or patient's interests over individual self-interest (Phillips et al., 2025). This leadership style has demonstrated a beneficial impact on teamwork, communication transparency, and organisational learning, all fundamental aspects of patient safety culture (Phillips et al., 2025). The relationships characterised by dismissiveness, absence of consent, and bureaucratic processing are antithetical to transformational leadership (Phillips et al., 2025). No sign of intellectual stimulation, engagement with the uncommon diagnosis or individualised regard attentiveness to the patient's personal concerns was shown in Professor Patels case. In many hospital environments, quantitative data consistently links transformative leadership to enhanced safety culture and outcomes (Althobaiti, 2026). The Patel case exemplifies the fatal consequences of transactional or bureaucratic leadership, which is linked to compliance-oriented safety practices but lacks the ability to foster profound cultural transformation (Althobaiti, 2026). Staff adhered to the procedural "transaction" of consulting a multidisciplinary team but neglected the "transformational" responsibility of attending to the individual before them (Althobaiti, 2026). 

The Top-Down Approach
According to Wood et al. (2022), the Patel case illustrates the top-down approach that has traditionally hindered patient safety inside the NHS. The report highlights leadership deficiencies in which hierarchical authority suppresses frontline knowledge, paralleling Professor Patel's experience where bureaucratic procedures supplanted responsive care. The enduring nature of "punishment myths," as noted by Wood et al. (2022), fosters environments in which both staff and patients are disregarded. Isolated systems impeded collaboration between haematology and respiratory specialists (Charsley and Vesty, 2024; Vesty, 2024; Coffey, 2024). No leader elucidated communication channels or eliminated impediments (Wood et al., 2022). Although the hierarchical system facilitated a downward flow of authority, essential information including the patient's own insights, was unable to ascend, resulting in a preventable death. As Mahajan et al. (2025) determined, without a continuous feedback loop or tangible evidence that reports result in change, staff contributions appear ineffective, vanishing into a "bureaucratic void”.
Laissez-Faire Leadership
The most critical theoretical stance may be the laissez-faire leadership, distinguished by a lack of leadership (Desgourdes et al., 2024). At pivotal moments when the DIC results were received, and the patient declared, "I am going to die," no leader intervened to stop the procedure (Charsley and Vesty, 2024). The permission process devolved into a "botched" formality (Desgourdes et al., 2024). Empirical research indicates that passive leadership, defined by avoidance and inaction during moments when subordinates want guidance, is significantly linked to negative outcome (Desgourdes et al., 2024). The system operated on autopilot, progressing towards a disastrous outcome due to the absence of a leader willing to disconnect the autopilot (Desgourdes et al., 2024).
 Importance of Leadership: Improvements and Lessons Learned 
The necessity for leadership reform is not solely academic but a critical issue of survival. Effective leadership is the principal catalyst of safety culture, the intangible environment that influences a nurse's decision to report a missing test result or remain silent (Murray and Cope, 2021; Montgomery et al., 2025). However, if a singular leader at Wythenshawe had cultivated a culture prioritising comprehensive clinical assessment over procedural expediency, the knowledge deficit concerning the DIC could have been mitigated. 
In England and Wales, 20% of fatalities are considered preventable through prompt healthcare and public health measures, whereas 14% can be prevented exclusively by public health interventions (The Health Foundation, 2023). Therefore, strong leadership is essential to enable systemic improvements in patient safety, preventative measures, and care quality, thus reducing avoidable death and the associated danger of legal action (Phillips et al., 2025).
The NHS allocates over £3.6 billion each year to resolve clinical negligence claims, a sum that has more than tripled in the last twenty years (National Audit Office, 2025). Nearly 70% of this expenditure is attributable to fewer than 2% of high-value cases (those with awards of £1 million or more), while claimant legal costs have escalated to £538 million, substantially surpassing the £159 million incurred by NHS legal expenses (National Audit Office, 2025). The data suggests a reactive system rather than a preventative one, reinforcing the claim that without critical leadership transformation, the loop of avoidable injuries and unsustainable financial liabilities will persist (Montgomery et al., 2025). This will result in a significant diversion of resources from frontline care that could be used to staffing wards or training leaders (Montgomery et al., 2025). Without a significant shift in leadership, the evidence points to a reactive system rather than a preventative one, lending credence to the argument that avoidable injuries will continue indefinitely (Montgomery et al., 2025). Research indicates that frontline care resources, which could be utilised to staff wards or train leaders, will be significantly diverted by this reactive approach, contributing to unsustainable financial burdens for the NHS (Murray and Cope, 2021; National Audit Office, 2025; Montgomery et al., 2025).

Critical Analysis 

According to the Committee of Public Accounts (2026) concluded that the Department of Health and Social Care lacks accurate, costed measures to prevent harm, while systemic inertia continues in the collection of fatality data without the implementation of appropriate solutions. The Patel instance illustrates this stagnation: the DIC data was accessible, yet the necessary action suspending the procedure was not undertaken (Montgomery et al., 2025). Moreover, rising clinical malpractice costs redirect essential resources away from direct patient treatment, sustaining a reactive cycle in which understaffing and insufficient training lead to additional preventable damage (Murray and Cope, 2021; Phillips et al., 2025). These data signify a disastrous failure of national leadership. 

Key Lessons for Health Organisations

Health organisations should interpret the Patel case as a demonstration that secure care cannot rely on extraordinary individuals compensating for deficient systems, as UK research indicates that significant harm arises when pathways are disjointed, follow-up is irregular, and staff are compelled to adapt to hazardous routines instead of depending on reliable processes (Payne et al., 2023). Although Payne et al. (2023) identified that safety incidents in UK primary care were linked to insufficient information gathering, delayed referrals, inadequate safety-netting, and convoluted processes involving multiple personnel, the findings closely mirror the risks associated with incomplete information transfer and delayed escalation in Patel's care. Furthermore, the principal organisational lesson is that systems should be structured to ensure vital information is consistently visible, verified, and addressed routinely, rather than relying on individual vigilance at the last minute (Payne et al., 2023). However, without systemic reinforcement, such organisational lessons remain vulnerable to repeated omission in routine practice (Payne et al., 2023). 

A second lesson is that explicit governance structures are crucial, since UK experience indicates that patient safety initiatives become unreliable when duties are confusing, forcing staff to independently traverse unclear systems (O'Hara et al., 2025; Ramsey et al., 2025). In the Learn Together evaluation involving English hospital trusts and a national investigatory body, investigators within the trusts frequently needed to conduct 'pre-investigations' to ascertain appropriate contacts and procedural steps, although a more robust infrastructure and clearer protocols facilitated participation in the independent body context (Ramsey et al., 2025). However, this contrast itself reveals a deeper problem: the very need for pre-investigations demonstrates that governance failures are already embedded within routine hospital settings, not merely in exceptional circumstances. Furthermore, this signifies that accountability gaps are not merely theoretical governance issues but tangible safety risks, as ambiguity over ownership of communication, escalation, and review impedes both learning and patient protection (Ramsey et al., 2025). In Patel's situation, it is implied that governance must have established designated accountability for delivering comprehensive results, verifying clinical completeness prior to invasive operations, and addressing dangerous developments as circumstances altered (O'Hara et al., 2025; Ramsey et al., 2025). 

The third lesson is that psychological safety is not a mere cultural enhancement but an essential safety mechanism, as research from UK hospitals indicates that teams exhibit superior performance when personnel can express concerns without apprehension and when learning frameworks are tailored to frontline realities (Lamming et al., 2021). In the HUSH project involving three UK NHS trusts, patient safety huddles correlated with favourable improvements in teamwork and safety culture, with the most consistently integrated aspect being the establishment of a fear-free environment rather than strict adherence to all initial criteria (Lamming et al., 2021). This is significant for Patel's case, as a psychologically safe environment would have increased the likelihood of staff challenging incomplete information, questioning the procedure's appropriateness, and recognising the patient's expertise as clinically pertinent rather than disruptive (Lamming et al., 2021; Ramsey et al., 2025). UK study indicates that defensive and opaque organisational responses to damage investigations exacerbate mistrust and may drive families toward lawsuit, suggesting that cultures that suppress concern are costly both morally and operationally (Ramsey et al., 2025).
Recommendations
Initially, the incidence of Wythenshawe type failures is likely to decrease if organisations transition from compliance-oriented leadership to collaborative safety leadership, wherein senior personnel actively encourage challenges, visibly address concerns, and regard voicing issues as a demonstration of professionalism rather than disloyalty (Lamming et al., 2021). This should be implemented through regular multidisciplinary safety huddles, as UK evidence indicates that concise, non-threatening discussions enhance situational awareness and reinforce safety culture when they are practical and managed by frontline teams rather than excessively structured from higher management (Lamming et al., 2021). 
Secondly, organisations need to institutionalise governance by implementing obligatory information-completeness verifications prior to the execution of high-risk procedures and multidisciplinary team recommendations, as UK research indicates that the likelihood of harm increases when pathways are convoluted, responsibilities are ambiguous, and essential follow-up tasks are relegated to informal workarounds (Payne et al., 2023; Ramsey et al., 2025). A designated clinician must verify that essential results, escalation decisions, and patient concerns have been assessed and recorded prior to the commencement of treatment, as explicit accountability diminishes the potential for unnoticed omissions and delayed action within intricate systems (Payne et al., 2023; Ramsey et al., 2025). 
Thirdly, organisations should implement a restorative investigation model that engages patients and families from early on, offers clear explanations, and considers apology, transparency, and equity as essential components of safety governance rather than mere public relations strategies (O'Hara et al., 2025; Ramsey et al., 2025). Evidence from the UK suggests that participation is more viable and acceptable when investigators receive training, support, and designated time, and when the organisation acknowledges that compassionate engagement constitutes skilled labour rather than an ancillary aspect of routine responsibilities (O'Hara et al., 2025; Ramsey et al., 2025). This approach is particularly pertinent to Patel’s situation, as prompt listening, significant acknowledgement, and open evaluation can enhance learning post-harm and diminish the distrust that frequently fuels complaints and litigation (Ramsey et al., 2025). 
Conclusions 
The situation involving Professor Amit Patel illustrates the emergence of preventable harm resulting from multiple failures in leadership, governance, and communication (Charsley and Vesty, 2024; Vesty, 2024). His death was not merely attributable to a singular erroneous clinical judgement, but rather the consequence of a system that failed to consistently convey information, inadequately recognised the significance of expert patient insights, and did not take decisive action when warning signs became evident (Coffey, 2024; Zhelev et al., 2025; Bowditch et al., 2025). A systems thinking perspective offers a more robust explanation than an individual blame model, as it illustrates how local autonomy, central expertise, organisational culture, and leadership practices collectively contribute to unsafe care (Zhelev et al., 2025; Bowditch et al., 2025; Kristensen et al., 2025). The primary lesson is that patient safety relies not solely on protocols and frameworks, but also on leadership that guarantees the effective implementation of such frameworks in practice (NHS England, 2019; Murray and Cope, 2021). In environments characterised by excessive hierarchy, passivity, or a focus on compliance, experts may be disregarded, concerns may remain unaddressed, and procedures may persist despite insufficient knowledge (Wood et al., 2022; Ben-Hador, 2023; Desgourdes et al., 2024). Organisations characterised by collaborative, psychologically secure, and responsible leadership are more adept at early risk recognition, effective knowledge integration, and harm prevention (Lamming et al., 2021; Montgomery et al., 2025; Althobaiti, 2026). This case also indicates that transformation must occur at all levels of the health system, from bedside escalation and consent practice to MDT governance, board monitoring, and national accountability mechanisms. Leadership cannot be reduced to strategy declarations; it must be obvious in how employees dispute risky decisions, how information is verified prior to invasive operations, and how organisations respond when warning signs appear. Without the operational translation of policy into everyday practice, formal safety frameworks risk becoming mere procedural rituals rather than true safeguards (NHS England, 2019; Murray and Cope, 2021; Wood et al., 2022). Professor Amit Patel's situation should be regarded as both a human tragedy and a cautionary tale regarding systemic failures: without enduring reforms in leadership, avoidable fatalities will persist, highlighting the disparity between patient safety policy and its implementation (NHS England, 2019; National Audit Office, 2025; Office for National Statistics, 2026). 
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Admitted in August 2021 to Wythenshawe Hospital, Manchester


Informed consent was not acquired


Dr. Patel suspected HLH, yet dismissed by Medics staff "had never heard of HLH". Hierarchical, dismissive of patient expertise.


Dr. Patel self-diagnosed Still's disease which induces immune reaction - hemophagocytic lymphohistiocytosis (HLH).


The Rich Picture of Professor Amit Patel (43) 
Consultant Respiratory Physician - Best National HLH Expert - Case Study


The staff informed him that his condition did not warrant admission to intensive care.


Rheumatologists were "sceptical" about the diagnosis of Still's disease (rare inflammatory condition). Rigid adherence to hierarchy.


Dr. Patel told his wife Dr. Shivani Tanna "I'm going to die here.” Failure to escalate, advocate ignored.


Blood test completed - Bleeding disorder identified - Disseminated Intravascular Coagulation (DIC), Information flow broken.


Operation Considered: assessed for splenectomy to manage HLH but deemed to be too risky.


DIC and its limited diagnostic yield have not been communicated to the multi-disciplinary panel (MTD): Broken feedback loop. 


MTD recommended Endobronchial ultrasound-guided biopsy (EBUS), to identify the HLH trigger.


Sep 2, 2021: EBUS operation performed.


Sept 2, 2021: Dr. Patels' lungs haemorrhage post-procedure, reducing his survival from 75% to 10%.


Sep 2, 2021: Admitted to Manchester Royal Infirmary for urgent medical intervention.


 Sep 2 -  Oct 28: 
 Dr. Patels Condition persists in declining despite urgent medical intervention.


Oct 28, 2021: Professor Amit Patel succumbed to complications arising from a severe haemorrhage.


May 6, 2024: Initial inquest hearing documented, and specifics of the catastrophic haemorrhage disclosed.


May 31, 2024, the coroner concluded that the EBUS advice was unjustified, and that Patel did not provide informed consent.


Professor Patel asserted the necessity for immediate treatment with immunosuppressants, emphasising that "time was of the essence”, However, physicians ignored him and commenced steroid treatment.
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