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1. Introduction
1.1 Background and Purpose of the Case
Sickle Cell Disease (SCD) is a hereditary haemoglobin disorder characterised by abnormal 
haemoglobin S, resulting in distorted red blood cells that impair oxygen transport and lead to complications such as vaso-occlusion, infection, and anaemia. Although widely recognised, early diagnosis in infancy remains a challenge, particularly in low-resource settings.

In this case, the infant was diagnosed at 10 weeks of age, which is earlier than the typical onset of symptoms following the decline of fetal haemoglobin. This highlights a critical gap in early detection systems, where reliance on expected disease timelines may delay diagnosis. Globally, the burden of SCD has increased significantly, with approximately 7.74 million people affected in 2021, representing a 41.4% rise since 2000 (Thomson et al., 2023). Furthermore, over 500,000 children are born annually with SCD, with the majority of cases occurring in sub-Saharan Africa (Thomson et al., 2023).

This case therefore provides an opportunity to examine not only clinical challenges but also systemic failures in leadership, governance, and healthcare design that contribute to delayed diagnosis and poor outcomes.

1.2 Leadership in Health and Social Care
Leadership in health and social care extends beyond traditional notions of authority and hierarchy. It encompasses the ability to influence individuals and teams, allocate resources effectively, foster collaboration, and ensure the delivery of safe, high-quality care. Effective leadership is particularly critical in complex healthcare environments, where uncertainty, resource constraints, and interprofessional dependencies are common.

In practice, leadership shapes organisational culture, staff motivation, communication patterns, and ultimately patient outcomes. Studies indicate that healthcare workers’ satisfaction and performance are strongly associated with leadership support. For example, (Zhao et al. 2024) research has shown that over 70% of healthcare workers report higher satisfaction levels when leadership is perceived as supportive and responsive. This has direct implications for patient care, as motivated and engaged staff are more likely to identify risks early, communicate effectively, and follow best practices.

In the context of this case, leadership is not merely about clinical decision-making at the tertiary level. Instead, it involves the capacity of the entire system—from community health workers to primary care providers—to recognise early signs of SCD, initiate appropriate referrals, and coordinate care seamlessly. Leadership must therefore be distributed across the system, enabling frontline staff to act confidently and decisively.

Furthermore, ineffective leadership can exacerbate system failures. Poor communication, lack of accountability, and inadequate support structures can result in delayed diagnosis, fragmented care, and repeated hospital admissions. In this case, the delayed recognition of SCD reflects not only clinical oversight but also leadership gaps in training, coordination, and system responsiveness.

[bookmark: _Toc226463998]1.4 Why leadership matters in change and crisis 
During the time of crisis, leadership is the most important aspect since personnel require guidance, trust and vision, and not orders. In a 2023 study among health professionals, the two leadership styles of transformational and transactional leadership had a significant impact on organisational readiness to change, where the two leadership styles found to influence the actual adoption of new practice by the teams (Mekonnen and Bayissa, 2023). In the context of SCD treatment, such distinction can be used to distinguish between reactive and proactive crisis management.
[bookmark: _Toc226463999]
2. Problem Identification and System Context 
[bookmark: _Toc226464000]2.1 Case problem and clinical significance 
It is not merely that the baby was sick, but that SCD developed very young, and there were frequent debilitating anaemia, the risk of infection, and frequent admissions, demonstrating how fast a child can get on a downward spiral in the face of poor early recognition. Considering Africa, SCD has an incidence of 1-3 percent of newborns and has an etiological burden of 7-16 percent of under-five mortality, implying that it has a clinical significance and not an exceptional occurrence (Amuzu et al. 2025). Importantly, the case demonstrates that even typical age of presentation is not a safe practice: a health system, which presupposes that SCD will always manifest itself later on, is already not taking care of its infants most at risk.
[bookmark: _Toc226464001]
2.2 Global, national, and local data on SCD 
In sub-Saharan Africa alone, between 400,000 and 500,000 babies are born with SCD annually and over 75 percent of all SCD births in the world are in that region and where health-system capacity is usually lowest (Okeke et al. 2024). According to the SHAZ registry, in Zambia, the size of the evidence gap and the effort to eliminate it is 1,796 participants, or 45 percent of 4,000 of the target population, which can be viewed as an indication that the production of knowledge in the nation is only partially covered and highly dependent on several specialist locations (Kuona et al. 2025). It is a governance issue, not any less of an epidemiological issue, since bad data constrains planning, budgetary and service design.
[bookmark: _Toc226464002]
2.3 System weaknesses, governance level, and underlying challenges 
As revealed in the case, there is a system where frontline care is supposed to identify a complex inherited disorder with inadequate diagnostic support. PEN-Plus initiation was assessed with a baseline of 2025 and conducted a confirmatory test of sickle cell disease and found that, in sickle-cell-prone areas, 5 of 13 hospitals, or 38 percent, could confirm the diagnosis where children first presented themselves, indicating that most lower-level facilities were unable to confirm the diagnosis where it first appears (Boudreaux et al. 2025) Such a weakness lies at the border between local and national governance: local personnel might be observing the symptoms, but in case policy, procurement, and referral channels are not in sync, they will not be able to intervene in time. This leads to foreseeable delay, frequent re-hospitalisation and excessive reliance on tertiary care.
[bookmark: _Toc226464003]
2.4 Rich picture and systems thinking analysis 
[image: ]
Figure 1: Rich Picture
(Source: Self-developed)
Figure-1 indicates that the baby did not get in the given state due to one clinical failure, but rather due to the weak connection of the systems. Delayed seeking care at the community level is coupled with low levels of suspicion of SCD during primary care thus resulting to late referral and tertiary hospitals. This trend is supported by governance lapses, especially, a poor newborn screening system and poor diagnostic capacity. The support services like laboratories and blood banks are able to allow survival but not prevent recurrence. The feedback loop illustrates that a repetitive number of admissions causes strain on the system but it does not tackle any root causes. Comprehensively, the system is reactive as opposed to preventive with lack of integration between levels of care contributing to unnecessary deterioration.

Systems Thinking Analysis
The systems thinking approaches this case as a complex adaptive system in which results are a product of interactions between a number of actors as opposed to singular events. The healthcare systems are complicated by their nature, with the interrelationship between the components that constantly determine the behaviour and performance of the system (Wright, 2024). The relationships between community awareness, the ability to provide primary care, the ability to diagnose, and policies governing the community have a dynamic nature, which determines the outcome in this case. It has been demonstrated that 69 percent of health stakeholders use systems thinking in research and 57 percent in implementation, which means that it is increasingly becoming relevant in solving such complexity (Rocio et al. 2023). Nonetheless, the disconnect on the levels in the system does not allow the concerted action and fortifies the cycles of reactive care over the lines of prevention. The recurrent admissions that can be observed in the case are a manifestation of the reinforcing feedback loops in which the failure to diagnose in a timely manner leads to an increase in the future demands to the tertiary services. An approach that focuses on systems would rather give priority to early screening, combined referral pathways and a continuous feedback mechanism that would break this cycle and enhance long term outcomes.
[bookmark: _Toc226464004]
3. Organisational Structure: Centralisation and Decentralisation 
[bookmark: _Toc226464005]3.1 Structure of the care system in the case 
The case indicates that the care structure is mainly centralised with poor local detection and high reliance on higher levels. The newborn screening programme in Zambia was implemented in April 2021 and was planned to operate at only three hospitals in the country, which already indicates a lack of geographical coverage and a highly focused concept of early the screening of SCD (Muzazu et al. 2022). The same narrow coverage is in line with the broader registry image: the sickle-haemoglobinopathy registry of Zambia and Zimbabwe has registered 1,796 individuals, which is only 45 percent of its 4,000 objective, indicating that the system is yet to increase national visibility, as opposed to providing extensive coverage of the population (Kuona et al. 2025). The case is not an exception as the infant was initially noted in a first-level hospital but was further sent upwards to have a definite diagnosis and specialist care, so the pathway relied on escalation, as opposed to local confirmation. It has a global impact owing to the fact that approximately 400,000 children are born with SCD annually and over three-quarters of these births are in sub-Saharan Africa where centralised specialist care is often insufficient in isolation (Okeke et al. 2024). In fact, the structure is not completely centralised in governance; it is centralised in expertise, diagnostics and survival resources and early recognition still takes place at the edges.
[bookmark: _Toc226464006]
3.2 Advantages and disadvantages of centralised decision-making 
Standardisation can be enhanced with the help of centralised decision-making, particularly in the case of a rare condition, when it is necessary to interpret it with some specificity, provide blood support, and monitor it by a specialist. In a comparative case study of the leaders of three Canadian provinces in the public health systems, 58 leaders were interviewed and it was revealed that centralised integration is frequently constructed with the help of a small and coordinated layer of leaders instead of a broad base of frontline autonomy (Smith et al. 2023). Similarly, a hub-and-spoke study involving 382 health systems with 3,022 hospitals concluded that hubs in a system conducted 63% of cases and this is an indicator that centralisation brings expertise and volume to where the outcomes may be more manageable (Broman et al. 2023). Another model that uses a digital command-centre mentioned four departments and four zones having 88 dashboards to demonstrate how central control can enhance real-time control and coordination (Alharbi et al. 2024). The weakness lies in the fact that centralisation can be sluggish, remote and overreliant on tertiary capacity; it may be effective in crisis management, but it is usually ineffective in prevention and early diagnosis and responsiveness to local problems. 
[bookmark: _Toc226464007]
3.3 Advantages and disadvantages of decentralised decision-making 
Decentralised decision-making is appealing in that it puts power nearer to the point of care where the symptoms are initially manifested, and where delays can incur the greatest costs. The proportion of routine data used to make decisions in intervention increased by 42 percentage points in intervention districts, which means that decentralised local authority can enhance problem-solving in situations where the staff can respond to data promptly (Avan et al. 2024). On policy level, 194 countries signed WHO resolution WHA77.2 to enhance engagement in health-related decisions, indicating that decentralisation has become a popular ideal of governance and not an eccentric reform (Cocoman et al. 2025). However, not all the forms of decentralisation prove to be effective: in Lao PDR, qualitative analysis conducted on the basis of 24 interviews revealed that the healthcare system was left mostly in the same condition of a significant pressure of the decentralisation process but without any change in the power balance (Viphonephom et al. 2024). This is the primary limitation that can be applied to the case. In the event that decentralisation is implemented without training, availability of tests, medicines and power to refer, then local facilities will be left with the role of detection but not action. 
[bookmark: _Toc226464008]
3.4 Critical evaluation using evidence and data 
The data indicate that neither pure centralisation nor pure decentralisation can be applied to this case, it is the lack of correspondence between the two. The current model is too small to reach a large number of infants early because the screening programme in Zambia only covers three hospitals in the country (Muzazu et al. 2022). Meanwhile, the fact that the Zambia-Zimbabwe registry had registered 1,796 individuals or 45 percent of its 4,000 target demonstrates that even special systems are not yet comprehensive and require constant growth (Kuona et al. 2025). To be more precise, its load is still huge since SCD continues to claim approximately 81,000 lives among African children under five in a year, which is an unmercifully crude measure of the fact that access, timing, and continuity are yet to be achieved on the population level (Emuli et al. 2025). It is the most powerful model under the current case, though, that it is a hybrid one: centralised screening, diagnosis, and treatment, but decentralised detection of the first contacts, a referral authority, and follow-up with the help of trained primary-care personnel. 
[bookmark: _Toc226464009]
4. Leadership Theories and Case Application 
[bookmark: _Toc226464010]4.1 Relevant leadership theories 
Transformational, distributed and systems leadership are the most appropriate perspectives of this case. Transformational leadership is helpful in that it focuses on motivation, common purpose, and service delivery; recent nursing leadership studies claim that it facilitates the personal mastery and greater involvement as opposed to rule-following focused (Notarnicola et al. 2024). The concept of distributed leadership is applicable as well since SCD care requires a set of actors to make coordinated decisions in community, primary care, lab, transfusion, and referral settings; a 2024 review in Health Care Management Review demonstrates that aligned distributed leadership facilitates work on quality improvement when responsibility is distributed instead of being concentrated at the top (Carstensen et al. 2024). The most important aspect of systems leadership in this case is that the issue is not a one-time phenomenon, but an interrelation of screening gaps, delayed referral, and weak continuity; an article by The Frontiers in Public Health (2024) suggests that leadership in healthcare should understand the complexity and interdependence and must work across boundaries under the conditions of crisis. 
[bookmark: _Toc226464011]
4.2 Application to the case and leadership response 
In the given case, however, the first reaction can be seen as rather reactive, rather than proactive. The baby was only treated using referral and specialist intervention when serious cases of anaemia and infection had already occurred, which is indicative of a leadership environment, which is reactive to crisis situations and not preventive. A 2024 disaster-resilience healthcare transformational leadership framework emphasizes the fact that competent leaders must be able to foresee risk, develop communication, and coordinate actions in advance before a crisis escalates (Ali et al. 2024). It was not entirely fulfilled in this case as initial infant SCD was to be anticipated initially rather than treated once it had worsened. The concept of authentic leadership can be applied as well: the study by the International Journal of Africa Nursing Sciences in 2024 concluded that authentic leadership correlates with reduced psychological distress, reduced turnover intention in nurses, which is significant due to the fact that staff that is stressed is less likely to escalate uncertain cases in a confident manner (Abousoliman and Hamed, 2024). Besides that, evidence-based leadership is also necessary in cases when one of the conditions is overlapping with pneumonia, sepsis, malaria, and anaemia; a 2024 mixed-methods systematic review in BMC Nursing suggests that evidence-based nursing leadership enhances the process of knowledge translation into routine care instead of letting practice rely on personal judgements (Välimäki et al. 2023) Intervention in the case was thus clinically competent on the tertiary level but structurally weak at the front line due to the lack of its transformation into earlier diagnosis, safer referral, or greater continuity.
[bookmark: _Toc226464012]
4.3 Critique of leadership effectiveness using evidence 
The leadership that was exhibited in the case was effective in rescue care but poor in system learning. A 2024 systematic review in Geriatric Nursing identified that research on healthcare leadership remains very focused on the transformational, authentic and ethical leadership styles, but strongest evidence evidences were found around job satisfaction and organisational behaviour as opposed to hard patient-outcome change (Wu et al. 2024). This is also significant in this case since the survival of the child does not indicate leadership effectiveness; it can equally mean that upstream failure was balanced by tertiary services. In the same way, an evidence base, published in BMC Health Services Research in 2022/2023, states that the contextual factors influence leadership effectiveness in the institutions of public health, including support, competence, and organisational conditions but not titles only (Teame et al. 2022). The criticism, therefore, is that there was clinical capability in the organisation, but they lacked sufficient adaptive leadership to prevent the occurrence of the same issue. Differently put, the system was capable of treating crisis, but not yet learning of crisis.
[bookmark: _Toc226464013]
4.4 Alternative leadership approaches 
Another model that would be more appropriate would be combining servant leadership and ethical leadership with a more distributed model. An approach to leadership that puts its staff at the forefront, trust, and patient-focused service has been defined as servant leadership by a 2024 systematic review in Journal of Healthcare Leadership and fits a situation such as SCD that relies on continuity and frontline confidence (Demeke et al. 2024). Ethical leadership also has a role to play, as it enhances accountability, fairness and transparent decision making in highly stressful environments; a 2024 scoping review in Leadership in Health Services has associated ethical leadership with more consistent norms and improved organisational climate (Singh and Vashist, 2025). In this instance, the implication in practice would be that the leaders must not merely direct care down the line, but also allow first contact staff, laboratory staff, and referral coordinators to be early, escalate sooner, and question the certainties. A realistic model is thus the blended and not the pure one, which is the servant leadership to serve people, ethical leadership to defend accountability and distributed leadership to make early detection work.
[bookmark: _Toc226464014]
5. Improvement and Lessons Learned
[bookmark: _Toc226464015]5.1 Main problems and missed opportunities 
The primary opportunity that was not grasped was the inability to realise the risk of SCD before the child could degenerate into frequent admissions. In the article The competent healthcare leadership should build the communication, collaboration, and adaptive capacity: A 2024 scoping review in BMC Medical Education, the authors suggest that complex systems need the people to work across boundaries and not just specialists to have knowledge (Spanos et al. 2024). It is specifically in that area that the case failed: the child traversed various services, but the pathway was not acting as a single system. The other opportunity that was missed was poor frontline confidence. The review in the Open Public Health Journal is in open access and mentions that self-leadership among healthcare workers is associated with emotional intelligence, engagement, and performance, although the evidence of training is not extensive and balanced (Almeharish and Bugis, 2023). The implication is crucial, the fact that the staff of primary-care is not trained or empowered to suspect SCD at the early stages, they are likely to normalise symptoms as normal infection. Lastly, the broader gap in governance can be seen in the discussion of the Eastern Mediterranean Health Journal about the workforce regulation and accreditation in which the existing standards and accountability mechanisms are shown to be the core of maintaining the quality of care in under-resourced systems (Who, 2024). Thus, the opportunity that was missed was not only one of delayed diagnosis but of a learning pathway which could have turned each an admission into system improvement.
[bookmark: _Toc226464016]
5.2 Evidence-based solutions and improvement actions 
The best improvement plan is to establish a learning channel as opposed to ad hoc rescue. An article in Journal of Nursing Care Quality (2024) introduces the Synergy for Change model and contends that the two approaches of quality improvement and implementation science should be implemented in tandem with each other so that the implementation of evidence can become more predictable (Dolansky et al. 2024). This is important to this context since SCD screening, referral, transfusion, antibiotics and follow-up needs to be standardised, audited and changed through the process of iteration. An open-access study (JMIR, 2024) confirms that open-source electronic health records can enhance the data collection, analysis, and policy planning in low- and lower-middle-income countries, but the adoption is impeded by the barriers of governance and implementation (Bostan et al. 2024). Digital monitoring of the suspected SCD infants, referral time and subsequent appointments, in this instance, would alleviate loss to follow-up and reveal the points of delays. Another solution that needs to be implemented is co-production: a 2024 systematic review in International Journal of Integrated Care demonstrates that meaningful co-production requires mutual insight and not token consultation and that implementation is enhanced when users are involved in shaping the pathway (META-ETHNOGRAPHY, 2025). Thus, newborn screening, referral procedures, employee training, and family involvement should be integrated into a single stream by the organisation.
[bookmark: _Toc226464017]
5.3 Interaction of leadership, governance, and system feedback 
There is a lapse in feedback in this case: the system perceived every admission as an independent event rather than as an indication that in fact the pathway was not working. In a 2024 review in BMJ Open on the topic of leadership, communication, and collaboration in distributed teams, the authors discovered that effective distributed work relies on effective interaction and shared understanding and coordination in teams involving people who are physically distant and are not hierarchically connected (Morian et al. 2024). That is quite applicable since the care of SCD is one that needs such form of distributed coordination between the home, primary care, laboratory services, and tertiary specialists. An article by Globalization and Health in 2024 on health information management in conflict-affected settings demonstrates that the concept of information systems is the focus of the continuity of service and weak data practices destroy planning, visibility, and response (Ladadwa et al. 2024). Similarly, an article published in Journal of Healthcare Management in 2024 claims that the use of digital leadership is growing more and more necessary to coordinate the executive strategy, data visibility, and operational coordination (Lemak et al. 2024). The most important lesson is that a blindly governed and a powerless feedbacked governance is blind and powerless respectively. 
[bookmark: _Toc226464018]
5.4 Lessons for other health organisations 
Other organisations are able to learn that even rare conditions would need to have ordinary systems to operate effectively. One of the more recent articles in Research Involvement and Engagement (2024) demonstrates that co-design and co-production can only be relevant when stakeholders are actually engaged in the process of service design, rather than invited to it once decisions have been made (Masterson et al. 2024). It is quite applicable to SCD since families, community workers, and frontline nurses tend to be in a better situation to identify the initial warning signs before the formal systems. An article of the Learning Health Systems published in 2024 states that learning systems rely on the cycles of data capture, data interpretation, and data action, and the patients and communities are not outside of this cycle (Panesar et al. 2025). This teaches that organisations must not be passive baiers awaiting specialty centres to take the entire responsibility upon themselves but must establish ways of learning each experience, make knowledge flow at all levels and must make prevention simpler than response to the crisis. Practically, that will involve training employees, simplifying referral, enhancing family education, and utilizing data to complete the loop instead of the failure being recorded.
[bookmark: _Toc226464019]
6. Recommendations 
[bookmark: _Toc226464020]6.1 Recommended actions for the organisation
Recommendation 1: Implement universal newborn screening and early detection pathways 
The organisation must focus on universal newborn screening that is part of primary care to help the organisation early detect the sickle cell disease before clinical decline. It has been proven that the enhancement of access pathways is possible only through the elimination of the bottlenecks in the initial diagnosis process and the coordination of the services at the various levels of care (Chen, 2025). Further, the research in healthcare leadership indicates that a good leader should be able to allocate resources and offer the services within the integrated systems in a timely manner and in a high-risk situation (Zarif et al. 2024). Clinical management cannot be proactive without systematic early detection as it happened in this case where it was diagnosed due to severe anaemia. The screening ought to be therefore associated with referral procedures whereby the suspected cases are hurriedly and uniformly upscaled along the care pathway.

Recommendation 2: Strengthen integrated referral and care coordination systems 
The organisation needs to formulate a well-organized referral practices between the community and primary and tertiary care in order to lessen fragmentation. The literature on leadership indicates that the healthcare of the modern era needs to be integrated with the models that coordinate the strategy, operations, and communication of the previously separated functions (Lemak et al. 2024). Moreover, the leadership theory states that coordination and collaboration are the key factors in enhancing patient outcomes in the complex system instead of depending on individual decision-making (Singh et al. 2024). In this instance, the poor continuity of care is observed in terms of repeated admissions, with each of the levels functioning rather as a separate system than as a unit. An established referral programme that has accountability, communication policies and follow-ups would minimise additional time wastage and continuity between diagnosis and long-term management.

Recommendation 3: Invest in workforce training and leadership development at primary care level
 The way forward is to enable the frontline staff to have clinical expertise and leadership skills to enhance their performance. It is demonstrated in the literature of leadership development that coaching and continuous training can improve decision-making, confidence and performance among healthcare professionals (Hunaiti, 2024). Along with this, the full-range leadership framework emphasizes the need to train resilient leaders with the ability to react freely to multifaceted health issues in the society. In this instance, it is the initial symptoms, which were poorly perceived at the initial contact because of low awareness and confidence. The training programmes should thus be based on early recognition of SCD, protocols of escalation, and clinical judgement where the frontline staff must not just be clinically competent but also the staffs are empowered to make decisions in the ambiguous circumstances.
[bookmark: _Toc226464021]6.2 Best leadership style for sustained improvement 
A combined leadership style integrating transformational, systems, and distributed leadership is the best leadership style that can be maintained in this case. Transformational leadership is needed due to the fact that it can inspire employees, create vision, and facilitate the process of change implementation, which is indispensable in the implementation of the screening and integrated care pathways (Wu et al. 2024). This is augmented with systems leadership, which acknowledges the interdependences of the healthcare pathway, meaning that a decision will take into account the whole care continuum and not individual services (Singh et al. 2024). Distributed leadership is also significant because it will give an opportunity to share decision-making authority with frontline employees who are the most appropriate to notice the initial symptoms and intensify care. The centralised expertise in this instance led to timely diagnosis being slowed and there is a requirement to have leadership that enables the local action and at the same time a coordination of the system. Blended leadership model guarantees an element of strategic direction and responsiveness in operations which is required in enhancing sustainability.
[bookmark: _Toc226464022]
6.3 Governance, communication, and integration improvements 
It must enhance governance by improving the policies, accountability and integration at the various levels of care. The successful healthcare systems are based on the leadership framework that correlates the strategy with the process of operations and disintegrates the services (Lemak et al. 2024). There should also be the enhancement of communication by the use of standardised referral procedures, common information systems and clear channels of escalation in order to provide continuity of care. The studies in the field of healthcare leadership point to the fact that the work with complex systems needs the organization of resources, policies, and channels of communications to provide efficient care (Zarif et al. 2024). In the given situation, the poor communication between the primary and tertiary care led to the loss of timely diagnosis and the recurring admissions. The integration should then aim at connecting the community awareness, primary care detecting, diagnostic services, and specialist treatment to one co-ordinated pathway. Effective governance should have the mandate of ensuring that these processes are always put into use and followed.
[bookmark: _Toc226464023]
6.4 Continuous learning and stakeholder engagement 
It should be a learning health system approach and the organisation should apply data, feedback and input of stakeholders constantly to improve. According to the literature on leadership, adaptive learning and teamwork are critical in addressing complicated healthcare issues (Singh et al. 2024). Involving patients, families, and frontline personnel will result in the provision of responsive, sustainable, and need-oriented services.
[bookmark: _Toc226464024]
7. Conclusion 
[bookmark: _Toc226464025]7.1 Summary of findings 
In this case study, it is established that the manifestation of sickle cell disease in infancy is not simply a clinical problem but an expression of systemic vulnerabilities in health care delivery. It was found that the poor coordination among the various levels of the health system, the lack of prompt screening and the fragmentary nature of the care paths led to the delay of diagnosis. Its organisational design was tending to be highly centralised and specialist services were focused in the tertiary level and the primary care did not have the ability and mandate to pick and intervene early. These outcomes were heavily affected by leadership, and it is indicated that the system was more reactive than proactive. The systems thinking also had shown that the repeated hospital admissions were not isolated incidences but a reinforcing feedback loop motivated by an ineffectiveness of integration, late detection and ineffective governance.
[bookmark: _Toc226464026]
7.2 Final conclusion on leadership, governance, and systems thinking 
On the whole, this case indicates that the best approach to improving health outcomes is not just clinical knowledge; it is also about leadership and good governance, as well as a systems-based approach. The leadership should stop with hierarchy-based control and transition to distributed and adaptive models of leadership that empower the frontline personnel and enable coordination within the system. Governance should see that there exist policies, resources, and accountability channels that can gird early detection and onward care as opposed to the dependent crisis management. So systems thinking is needed to comprehend how various parts relate to each other and to develop intervention that tackles root causes and never symptoms. In the absence of these alterations, in place of mitigating the crises, healthcare systems only reacted to them, resulting in collateral damages and wastage of resources.
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