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[bookmark: _Toc235204770]1.Introduction
Patient safety incidents remain a major challenge within health and social care systems worldwide, with many events resulting from a combination of human factors, communication failures, organisational weaknesses and ineffective leadership. The present report is based on the case of an 89-year-old man, Len, with Charcot-Marie-Tooth (CMT), who passed away due to accidental oral morphine solution overdoses after a misunderstanding about the instructions for taking medication. The event, which the Healthcare Safety Investigation Branch (HSSIB) reports on, explains the key issues of medication safety, communication, governance, and leadership in the healthcare system. The overdose could be reported as a case of personal misconception, and an inquiry carried out revealed that there were more systemic faults that had brought about the bad scenario of the outcome (World Health Organisation, 2021). 
Leadership in health and social care involves influencing individuals and multidisciplinary teams to achieve shared goals while promoting patient safety, high-quality care and continuous service improvement (Do, Harvey and Maniate, 2026). Effective leaders create a culture of learning, accountability and collaboration that supports safe clinical practice. The answer to the enhancement of patient safety, the attainment of quality, a focus on multidisciplinary collaboration and change in any organisational health and social care environment is the leadership concept. The leaders are extremely important when it comes to the fidelity of organisational culture and responsibility, as well as a proper response to any threat to patient safety. Therefore, the effects of leadership on clinical services and outcomes may be massive.
The form of governance of healthcare organisations can be centralised or decentralised. The top management/organisational level carries out decision-making in the centralised system, and this facilitates standardisation and uniformity. Instead, decentralised systems can be employed that can decentralise the power of the local teams and frontline professionals, which can make the system more responsive and flexible. Both strategies have their strengths and flaws, particularly in the process of managing more complex instances of patient safety. People must therefore learn the role played by the structures of governance in shaping the communication, accountability and determination in evaluating failures in healthcare (De Biase and Dougherty, 2021).
This report critically analyses the leadership and governance issues contributing to Len’s death. It examines the influence of centralised and decentralised healthcare structures, evaluates relevant leadership theories and styles, analyses communication and organisational failures, and discusses how effective leadership can improve patient safety, organisational learning and quality of care. Finally, recommendations are provided to strengthen leadership practice and reduce future medication-related incidents.
[bookmark: _Toc233119317][bookmark: _Toc235204119][bookmark: _Toc235204371][bookmark: _Toc235204771]2 Identifying the Problem and Setting the System Context
2.1 [bookmark: _Toc235204120][bookmark: _Toc235204372][bookmark: _Toc235204772]Problem Background
The main issue of the chosen case study is the accidental overdose of the morphine oral solution that happened to Len, an 89-year-old patient with Charcot-Marie-Tooth (CMT) disease. After a fall, Len suffered chest pain and dyspnoea and was given primary, followed by secondary health care and started taking morphine oral solution (Johnson et al., 2025). But the doses prescribed on the medication label were not understood properly by Len as well as his wife, leading to the patient taking a much higher dosage than the intended dosage. The next day, Len did not receive a response and came to the hospital with morphine toxicity, pneumonia and acute symptoms of CMT. His condition had improved at first, but he later got worse and perished. HSSIB has determined that the accident was not only the outcome of misperception by the patient, but also the outcome of an even greater mechanism breakdown that pertained to patient communication, medication safety process, and organisational leadership (Alshammari, 2026).
[bookmark: _Toc235204121][bookmark: _Toc235204373][bookmark: _Toc235204773]2.2 International Environment of Drug Prescription.
The importance of the Len case is not confined to a local event since medication errors constitute one of the biggest patient safety challenges in the world. On the prevalence of injuries that come about due to the provision of healthcare to the patient, it has been estimated by the World Health Organisation (WHO) as follows: 1 in 10 patients and half of the injuries are preventable. Notably, medication-related events are the cause of almost half of all preventable patient injuries worldwide. WHO also approximates that medication-related harm applies to one out of every thirty patients, with numerous outcomes resulting in severe injury, incapacity, or loss of life (World Health Organisation, 2024).
The Medication Without Harm chapter of WHO emphasises the fact that medication errors are committed at prescribing, dispensing, administration and monitoring phases and impose a yearly burden of about US $ 42 billion on healthcare systems (Elliott et al., 2021). Lapse of communication, absence of patient education, poor design of systems, workload problems among staff, and organisational flaws usually contribute to such mistakes. (World Health Organisation). 
[bookmark: _Toc235204122][bookmark: _Toc235204374][bookmark: _Toc235204774]2.3 National Context: Medication safety in the NHS.
Medication errors in the United Kingdom are also an issue. The literature of NHS patient safety surveys and research is filled with estimations of millions of medication errors every year in England, with percentages resulting in moderate or severe harm. One of the priority areas in the NHS strategies to address patient safety is medication safety because the rate of preventable hospital admissions, deterioration and even death of patients in preventable situations caused by medication errors is high (Sutherland et al., 2022).
The recent press reports about patient safety show that the NHS has been ploughing billions of pounds every year to compensate for the impact of harm to patients as a result of medical errors. Indirectly, the failure cost of patient safety in England, based on the additional treatment, additional patient stays and complications which may have been avoided, is estimated to cost the country about 14.7 billion pounds each year (Jerjes and Majeed, 2025).
HSSIB investigation into the death of Len revealed flaws in medicine labelling, flaws in communication, understanding and rules of patient medication administration. These findings represent the larger issues in the NHS about medication safety, particularly the case of older adults with multimorbidity, who could be more prone to the impact of medication adverse effects.
[bookmark: _Toc235204123][bookmark: _Toc235204375][bookmark: _Toc235204775]2.4 National and International Comparisons.
These problems of patient safety in the country are in accordance with international evidence. The statistics provided by the WHO show that drug prescription errors are still among the most common causes of preventable injuries in all parts of the world. On the same note, healthcare improvement organisations the world over have continually refocused their attention on medication management due to its ever-evolving nature. Communication breakdown, failure to educate patients, human factor, and disjointed care courses are likely to be the cause of medication errors in most parts of the world, as well as in specific countries (Hodkinson et al., 2020).
[bookmark: _Toc235204124][bookmark: _Toc235204376][bookmark: _Toc235204776]2.5 Systemic Case-Disclosed Weaknesses.
A systems thinking approach shifts the focus away from individual blame and examines how interactions between people, processes, organisational structures and leadership contribute to adverse events. There were a number of weaknesses within the system.
Initially, organisational policies, patient education, leadership oversight, human factors, and multidisciplinary communication failures were major contributing factors to the incident. In Len’s case, the error was made in reading the medication label, and this implies that the information was not offered in a format that would make the patient understand. Appropriate communication should be executed, and check-up procedures must be conducted so that the patients and carers are able to comprehend the dose prescriptions (Parker et al., 2021).
[bookmark: _Toc235204125][bookmark: _Toc235204377][bookmark: _Toc235204777]2.6 Governance Influences
Local and organisational governance played a central role in this incident because these structures were responsible for ensuring safe prescribing, effective communication, patient education and ongoing monitoring of medication use. The dispensing, communication, and prescribing of the drugs, and case monitoring in this case were performed by the local healthcare providers. But medical safety policies, prescribing standards and patient safety guidance also impacted the case, besides the regional and national governance structures.
The NHS has all this in place in its clinical governance structures in terms of quality, accountability and continuous improvement. The seriousness of the fact that the death caused by a drug overdose was observed, whether the policies were present or not, bears an indication that there are loopholes between the policy intentions and how the policies work in actual situations (Capano et al., 2020; Lee et al., 2021). Therefore, Len’s death illustrates how effective governance depends not only on the existence of national policies but also on their consistent implementation through strong local leadership, clear accountability and effective communication.
[bookmark: _Toc235204126][bookmark: _Toc235204378][bookmark: _Toc235204778]2.7 Underlying Challenges
There are some bigger healthcare issues that could have led to the incident. Increased complexity of patients, pressures on the workforce, and the scarcity of available resources and reduced demand for care are increasingly being felt by the world's healthcare systems. WHO lists a lack of staffing, workflow interruptions, communication lapses, and a lack of coordination as common causes of patient injury. (World Health Organisation).
[bookmark: _Toc233119318][bookmark: _Toc235204127][bookmark: _Toc235204379]

[bookmark: _Toc235204779]3.Centralisation or Decentralisation 
The Len case indicates the significance of structures of governance in affecting patient safety outcomes. Healthcare organisations can be either centralised or decentralised. Centralisation occurs when decision-making authority is centralised at the top organisational/national level in comparison to decentralisation, which de-concentrates authority in local teams and front-line healthcare providers (Ohrling, 2026).
[bookmark: _Toc235204128][bookmark: _Toc235204380][bookmark: _Toc235204780]3.1 The NHS has centralised Systems.
A centralised system centralises the power and decision-making to a more advanced level in an organisation. NHS national bodies, namely NHS England, the Department of Health and Social Care, the Care Quality Commission (CQC) and the Medicines and Healthcare products Regulatory Agency (MHRA), specify and set out policies, clinical standards, prescribing advice and models that should be used to enhance patient safety. These are national laws that help to promote standardisation, accountability and excellence in healthcare services (Ward et al., 2025).
There is a dominance of centralised national prescribing guideline interventions that are likely to produce adverse effects, such as morphine. The standards of prescription and medicine labelling, controlled drug legislation and warning of risks to patients are formulated at the central geographical location and put into action in the healthcare organisations (Kienle, 2006).  It was the national regulated system whereby, in the case of Len, morphine was being administered and dispensed in this country via prescription.
[bookmark: _Toc235204129][bookmark: _Toc235204381][bookmark: _Toc235204781]3.2 NHS Decentralised Systems
Decentralisation puts the functions and decisions on the frontline workers of healthcare. Pharmacists, multidisciplinary teams, ward managers and clinicians do most of the work in the NHS organisations in the delivery of patient care. This will allow the healthcare professionals to vary interventions based on the local needs as well as the needs of the individual patient (Storey, 2020).
Len's case shows a number of instances of decentralised practice. The choice to undergo medication counselling, the amount of dosage to be administered to the patients, educating the patients, and after-medication care were more of a local clinical issue. Frontline professionals had the right to expand further and confirm meanings and conduct patient- specific safety checks, which were based on patient demands.
Responsiveness produces a significant positive effect on decentralisation. The latter can be accomplished through frontline health care workers who are better placed to detect the risks that the patient is being exposed to and tailor care to the patient's needs. Even the decentralised systems promote professional autonomy, innovation and joint decision-making. Complex healthcare situations could be better addressed by the local teams than by highly centralised management structures (Marshall et al., 2021).
In England, NHS England has noted that approximately 237 million of the medication errors occur somewhere along the medication route each year, a point that has contributed to the estimated 1,700-22,300 deaths annually, and an annual cost to the NHS amounting to an estimated 98.5 million pounds in avoidable harm (Elliott et al., 2021). This illustrates why centralised governance structures, such as national prescribing rates, medication safety warnings, and regulatory measures by NHS England and the MHRA are needed to decrease practice variation and enhance patient safety. Existence of national medication safety standards, as was the case of Len, did provide a roadmap to containerized morphine prescribing yet the effectiveness of such standards later hinged on the ability of such standards to be implemented at a local level and the adherence to the guidelines by the frontline healthcare workers (Han et al., 2022).
[bookmark: _Toc235204130][bookmark: _Toc235204382][bookmark: _Toc235204782]3.3 Comparison of the Essence of Centralisation and Decentralisation
The example of Len exhibits the pros and cons of a centralised and decentralised type of government. Centralised systems maximised patient safety by regulating and controlling med governance systems and by prescribing the advice of a country. These were systems that provided a systemic approach to medication management and ownership. Centralisation was, however, not enough to ensure that information was effectively relayed to the patient and his family (Anderson et al., 2022).
The decentralised care delivery, on the other hand, allowed the healthcare professionals to adapt the communication and support to the needs of the patients. Nevertheless, the effectiveness of the decentralisation process still relies on individual skills, experience, and communication of individual practitioners (Kursite et al., 2021). Lack of verification of patient understanding eventually led to the overdose of medication.
Decentralisation might prove to be helpful when it comes to crisis management since it will allow the crisis to respond faster due to closer decisions that are made as far as the location of care/ area is concerned. Nevertheless, the lack of homogeneity in the practices among the regions might be counterproductive to accountability when there is a negative event. 
[bookmark: _Toc235204131][bookmark: _Toc235204383][bookmark: _Toc235204783]3.4 Actions and Results
The creation of clinical governance frameworks by the NHS compels organisations to observe incidents of medication safety, research adverse events and implement learning to prevent harm to patients. Nonetheless, the studies carried out by HSSIB are likely to produce a number of trends, such as oversight in terms of communication, medical errors, and the inability to adopt safety measures continuously. This illustrates the insufficiency of the connection between the governance expectations and frontline practice.
Medication errors recorded in patient safety reports are still reasons that can cause patient harm. These results imply that centralised and decentralised forms of clinical practice and oversight should be reinforced to enhance medication safety results. Some additional training on better communication, a focus on medication counselling with patients, and a more localised accountability process could help to decrease future cases (Barnes et al., 2020).
Furthermore, it can be observed that the occurrence of medical errors remains among the leading sources of patient safety issues within the NHS. Each year, NHS England receives several hundred thousand reports relating to patient safety incidents, where drug error is one of the leading sources of such incidents. 
[bookmark: _Toc233119319]

4 Leadership Theories and Application
Leadership is core to the healthcare system's quality, organisational performance, and patient safety. The case of Len demonstrates the role of leadership in the choice of communication, governance, medication safety and organisational learning. Leadership in particular is particularly important when it comes to responding to high-risk clinical situations, whereby leaders form the safety culture and assign resources, aid in the development of staff and hold them accountable (Aufegger et al., 2020). Transactional type of leadership, on the contrary, is connected with compliance with the policies, procedures, and performance standards, with monitoring and accountability checks. 
Examples of transactional leadership in the NHS are medication safety policies, clinical governance policies and mechanisms of incident reporting. The leadership style can also be applied to ensure that it is reliable and within the regulations but may not be effective in meeting the multi-faceted needs of human beings, such as communication breakdown and employee interaction.
In the example of Len, it is possible to show that there should be an intermediate leadership approach. Leaders must go beyond ensuring the compliance of the employees to certain pre-established medication safety standards and requirements, but also encourage reflection, learning and patient-centred communication (Dirik, Theiakouli and Efstathiou, 2026). After negative experiences, leaders are crucial in carrying out investigations, taking corrective measures, and handing over the acquired lessons to the teams. The combination of the transformational and transactional leadership practices will enable healthcare organisations to improve medication safety, organisational learning and reduce the chances of such events occurring in future.
[bookmark: _Toc235204132][bookmark: _Toc235204384][bookmark: _Toc235204784]4.1 Transformational Leadership
Transformational leadership is the ability to have a crowd and get them to the goal we all want to achieve by creating a vision and being inspirational, creative and constantly improving. Transformational leaders foster staff participation, staff empowerment, learning and a culture of caring for patients.
Transformational healthcare leadership has been associated with improved patient safety, greater employee satisfaction, amplified teamwork, and an augmented organisational commitment. The concept of transformational leadership could also have been useful in smoothing the safety culture of the Len case by upgrading the professionals in the healthcare sectors that must understand patients, communicate and guarantee medication safety first (Corner et al., 2022).
[bookmark: _Toc235204133][bookmark: _Toc235204385][bookmark: _Toc235204785]4.2 Transactional Leadership
Transactional leadership deals with performance control, adherence to rules and regulations, discipline and monitoring of a collection of operations. Managers who work with this model employ monitoring mechanisms, policies, rewards and corrective measures to make sure that organisational goals are met.
The application of clinical governance structures and regulations on patient safety makes it possible to implement transactional leadership in health organisations. Medication management procedures, controlled drug policies and prescribing guidelines reflect the concept of transactional leadership.
In the case of Len, the transactional element of leadership was reflected in the current medication safety process and the current prescribing policies. The healthcare professionals had an expected standard to abide by with regard to prescription, dispensing and educating the patients about medicine.
The key quality of transactional leadership is its stability. Open practices will diminish the degree of suspicion and allow accountability. Regular audits, incident reporting, and compliance monitoring help organisations to identify safety issues and implement remedial actions towards the same.
[bookmark: _Toc235204134][bookmark: _Toc235204386][bookmark: _Toc235204786]4.3 Situational Leadership
The assumptions of situational leadership include that a leader should change the style according to the situation's needs, the group and organisational climate. Leaders do not have the same leadership style; there is an emergence and change of behaviour by leaders in different circumstances.
This situation renders situational leadership especially pertinent to healthcare sectors due to their complexity, uncertainty, and swiftly evolving conditions. There is diversity in leaders' responses to different situations. Transactional leadership can also be exercised in normal governance practice, but when it comes to patient safety, the leadership might be required to integrate both transformative and supportive leadership (Hodgkinson et al., 2023).
Situational leadership, as applied to the case of Len, would have helped the healthcare professionals to initiate the situation of a high level of vulnerability of an aged patient who is using a high-risk medication. Instead of implementing a prescriptive process, a few of them, rather than implementing it, might have altered their communication patterns so that not only Len but also his wife could have received as much information about the dosage as they could.
The concepts of flexibility, adaptability and personalisation are encouraged by situational leadership. It also causes leaders to think of patient needs, staff ability and environmental setting and hence, reach the appropriate decision of intervention.
	Style
	Strength
	Weakness

	Transformational
	Innovation
	Time consuming

	Transactional
	Compliance
	Reactive

	Situational
	Flexible
	Inconsistent



[bookmark: _Toc235204135][bookmark: _Toc235204387][bookmark: _Toc235204787]4.4 Effectiveness Checklist in Leadership.
As in the case of Len, the healthcare system was found to be more responsive than proactive to problems. The governance systems that were in place reacted to the incident by investigating and learning, but there was no preventative system since there were no adequate systems that would be used to detect any threatening factor about communication prior to causing damage.
Patient-centred communication, medication safety education and risk assessment would have been prioritised using an active leadership style before the administration of the medication. Transformational leadership principles would have helped to uphold the safety culture, and situational leadership would have provided flexibility to address the vulnerabilities that are patient-specific (Ayre et al., 2024).
[bookmark: _Toc233119320]

5. Improvement and Lessons Learned
The case of a situation where Len accidentally overdosed on morphine directly to the point of adverse patient outcomes can help highlight how the impact of the failure of a system, or a cascading chain of system failures, is likely to be felt only as adverse effects on a patient. Communication, leadership, governance, medication safety processes and organisational learning weaknesses have been detected by the Healthcare Safety Investigation Branch (HSSIB) investigation. We can discuss the situation within the framework of systems thinking, in which system-wide failures of the healthcare system on multiple levels influenced each other, resulting in the outcome of the situation that could have been avoided. Thus, a critical assessment of these shortcomings offers good lessons to enhance patient safety in health and social care organisations (Ramsey et al., 2025).
[bookmark: _Toc235204136][bookmark: _Toc235204388][bookmark: _Toc235204788]5.1 Breakdown of Information and understandability by patients.
The misunderstanding of the dosage of morphine by Len and his wife was among the biggest causes that contributed to the incident. Health care providers administered them with some medication, but they failed to read the label's instructions and administered a much higher dosage than that prescribed. This testifies to the critical communication problem between the patient and healthcare providers.
It is a fact that there is at least one dead patient daily due to medication errors, and the number of injured patients is at least millions every year all over the globe, according to the estimates of the World Health Organisation (WHO, 2024). In addition, approximately US 42 billion of the world economy is the cost of the medicine-related injuries per year. Such statistics suggest that medication safety is an area of considerable concern in healthcare globally (Mak et al., 2024).
It can be termed as a disjunction between compliance and patient care outcomes. The organisation was operating with the procedures without a proper evaluation of whether it was fulfilling its intended purpose or not (Knowles et al., 2025).
Among the possible changes in terms of evidence-based modifications would be the Teach-Back technique, in which the patient paraphrases the instructions to ensure that he comprehends the instructions provided. The history shows that Teach-Back has the potential to increase health literacy, medication adherence and patient safety, especially when it comes to older adults with multifaceted prescriptions. There could be additional mandatory medication counselling for high-risk medicines, including opioids, that would reduce the risk of such an incident (Mak et al., 2024).
[bookmark: _Toc235204137][bookmark: _Toc235204389][bookmark: _Toc235204789]5.2 Unresponsive Leadership and Bad Safety Culture.
The weakness of the safety culture of the organisation was another crucial problem which was detected during the case. This query implies that intervention was predominantly done on the back end of the negative phenomenon, as opposed to being proactive. It includes a reaction to patient safety, as opposed to foreseeing it.
Findings of the NHS Staff Survey have continuously shown that organisations that have a high safety culture in their practices report more frequently, involve their employees and experience better patient outcomes. The organisations which encourage personnel to express their issues freely will have more chances to identify the dangers before it is too late for the patients to suffer damage (Martin et al., 2023).
To overcome this challenge, organisations can initiate regular medication safety audits, interdisciplinary learning rounds, and leadership rounds and concentrate on the issues related to patient safety. Improving communication, fostering long-term learning within the safety culture and developing an organisation can be achieved through these interventions (Bourne et al., 2023).
[bookmark: _Toc235204138][bookmark: _Toc235204390][bookmark: _Toc235204790]5.3 Responsibility and Lapses in Governance.
The other aspect that has been brought up in the incident is the failure in the systems of governance and accountability. Although there were medication safety policies and procedures in place, they were not adequate to stop the overdose. This proves that it is not the case that a panacea, which will enable implementation to go on smoothly, exists.
An improved governing approach will imply regular medication safety audits, monitoring patient understanding and habitual review of communication efficiency success. Some may also be digital monitoring devices and real-time safety dashboards that can aid in identifying risks earlier and provide leaders with the information in real-time to make decisions. More effective mechanisms of governance could be attained by altering the emphasis of the policy on the outcomes of the patient and simply decreasing the occurrence of the policy in future (Auraaen et al., 2020).
[bookmark: _Toc235204139][bookmark: _Toc235204391][bookmark: _Toc235204791]5.4 Lack of Transportable Digital Systems.
A second element of the case is that the lack of coherent communication among providers of healthcare can also contribute to increasing the risk to patient safety. Variations of professionals involved in the treatment of Len, including the primary care clinicians, hospital care and pharmacy, were involved. However, the system still had fewer limitations that could identify or prevent the medication error (Auraaen et al., 2020).
[bookmark: _Toc235204140][bookmark: _Toc235204392][bookmark: _Toc235204792]5.5 Connecting the Lessons Learned and Findings.
Overall, the case discloses the role of leadership, governance and structure of the system that helped to generate the negative outcome. Decentralised units that practised through the front-line workers under centralised governance and the policies of medication safety and prescribing standards were given to these organisations. However, there was a lack of good communication, responsibility and knowledge of the patients by the leadership (Marie,2022).
Transactional leadership served to adhere to the procedures, but it was not enough to attain an active prevention-oriented culture of safety with a learning posture. Thus, feedback regarding the system problems was not available to predict the outcomes that might have been rather negative, but to notice it with the help of HSSIB investigation (Annen, 2023).
[bookmark: _Toc233119321][bookmark: _Toc235204141][bookmark: _Toc235204393]

[bookmark: _Toc235204793]6. Recommendation 
The suggestions that have been given in this report can be summarised by the fact that the organisation should think of a comprehensive patient safety strategy which includes leadership, governance, communication and system integration. The most suitable form of leadership is Transformational Leadership, in combination with Situational Leadership. The culture of safety, involvement, innovation, and lifelong learning is supported by transformational leadership among the employees. In situational leadership, the leaders are able to alter their style of leadership depending on the clinical conditions and employee needs. The sustainability of the organisational change and patient-centred care are the results of a combination of these styles (Marie,2022).
Other ways in which the organisation can encourage good governance include the establishment of routine medication safety audits and performance monitoring, programs and review of medication occurrences at the board. Governance ought also to aim at achieving policy as well as patient outcomes and safety indicators. There should be an obvious responsibility framework in recognising risks and defining solutions. It is also necessary to enhance the communication processes. All staff should be provided with training on Teach-Back communication techniques and all health literacy principles. As an intervention to increase medication compliance with high-risk medications like opioids, it is essential to document assurance that patients and other carers involved are educated about the dose. The measures of medication counselling should be implemented in a standardised way within all care settings.
Systems integration facilitation should be utilised through the use of electronic prescribing systems, shared patient records and automated clinical decision-support tools in increased use. This set of technologies has the potential to decrease the incidence of prescribing error, enhance the interface between the services and assist in the creation of safer drug administration. The business must put funds into digital prescription systems, automated warning systems, and electronic reporting systems to make the organisation more productive technically. These will assist in reducing redundancy and enhancing efficiency and will also assist in reducing the risk associated with medication (Martin-Cook et al., 2021).
The investment in a vulnerable group will enhance allocative efficiency because it will afford them some resources to work on their long-term situations and complex prescriptions. Specialised treatments are more valuable and effective towards patient outcomes.
They should incorporate continuous learning by performing routine reviews of the incidents, through multidisciplinary learning, training and quality improvement simulation-based programs. Employees should be undergoing consistent patient safety, systems thinking, and human factors training, as well as medication administration training.
	Recommendation
	Expected Outcomes

	Teach-back method
	Better understanding

	Digital prescribing
	Fewer errors

	Leadership training
	Stronger culture

	Safety dashboards
	Real-time monitoring



[bookmark: _Toc233119322]In addition, there should be an effort to create performance indicators that will be used to assess the effects of this recommendation on the organisation. Key performance indicators may include a reduction in incidents involving medications, an increase in the number of patients receiving documentation of counselling about their medication use, higher patient satisfaction levels, and compliance with clinical governance guidelines. Assessment of these performance indicators will help management to know how to handle the risks and take the necessary corrective action.
[bookmark: _Toc235204013]Also, it is necessary to use a multidisciplinary approach to ensure the positive change related to patient safety issues. Pharmacists, nurses, physicians, managers, and patients should participate in planning, implementation, and evaluation of medication safety activities. The cooperation makes it possible to develop a feeling of common responsibility and improves communication between specialists. Furthermore, the inclusion of patients in the discussion on safety issues may make it possible to use a more individualised approach and improve adherence to medications. To conclude, the analysis of Len’s case demonstrates that the issue of medication safety is not only connected with the personal practice of healthcare specialists but also depends on other factors, such as the efficiency of leadership, governance, communication, etc. A comprehensive approach to patient safety can help in reducing patient harm and improving the quality of treatment provided within the NHS.

[bookmark: _Toc235204794]7. Conclusion
The case of an 89-year-old man, HSSIB of Len, who died due to an accidental overdose caused by morphine, was analysed in this report. Through the assessment, it has been identified that the event was due to several interacting factors and not as a result of one error. Several factors of the poor outcome were communication breakdowns, lapses in governance, inadequacies in leadership practice, and system design factors.
Using systems thinking, the report has identified the interrelationships between the policies and people, technologies and organisational processes and how they affect patient safety. The results indicated that centralised governance structures offered medication safety standards, but as long as there were gaps in the local implementation, these were not as effective. There were serious gaps between policy and practice, and safe communication of prescribing information to patient understanding due to frontline communication failures.
The discussion also revealed that leadership is crucial towards the establishment of safe healthcare systems. Transactional leadership promoted procedural compliance and did not provide adequate motivation for proactive risk management, learning and patient-centred communication. Transformational leadership, in turn, has a greater prospect of enhancing safety culture, staff interaction and enhancement of improvement.
From the above findings, it is clear that patient safety is not only dependent on policies and procedures, but also depends on other factors such as good leadership, governance, communication, and organisational learning. The case study about Len's death is a very good example of the importance of ensuring that all the involved parties know that medication safety is a team effort. For improvement in this field, the following areas should be considered: interprofessional collaboration, involvement of patients in decision-making, and application of IT solutions. Finally, the commitment to improving safety remains essential in ensuring that accidents do not happen in the future and creating the necessary trust in health care facilities.
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APPENDIX A – RICH PICTURE OF THE LEN CASE
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APPENDIX B – WHO MEDICATION ERROR STATISTICS
Table B1: Global Medication Safety Data
	Indicator
	Statistic

	Annual global cost of medication-related harm
	US$42 billion

	Preventable patient harm ranking
	One of the leading causes of avoidable harm globally

	Estimated deaths from medication errors
	At least one death every day globally

	Patients affected annually
	Millions worldwide


Source: World Health Organisation (WHO), Medication Without Harm Global Patient Safety Challenge.
APPENDIX C – NHS MEDICATION INCIDENT DATA
Table C1: NHS Medication Safety Indicators
	Indicator
	Findings

	Medication incidents
	Among the most frequently reported patient safety incidents

	High-risk groups
	Older adults and patients with multiple conditions

	Common causes
	Communication failures, prescribing errors, and administration errors

	Key concern
	Inadequate patient understanding of medicines


Source: NHS England Patient Safety Incident Reports.


APPENDIX D – NHS STAFF SURVEY DATA
Table D1: Patient Safety Culture Indicators
	Indicator
	Relevance

	Staff confidence in reporting incidents
	Measures safety culture

	Staff willingness to speak up
	Indicates organisational openness

	Patient safety perception
	Reflects leadership effectiveness

	Learning from incidents
	Supports continuous improvement


Source: NHS Staff Survey.
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