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1. Introduction
The safety of medicines is still one of the greatest concerns in modern healthcare, as medication errors, which could involve prescribing, dispensing and administering the wrong medicine, can cause a lot of harm and avoidable deaths. The present report critically examines the case of a patient, Len, aged 89 years, who took too much of the oral solution of morphine, due to a misunderstanding of the instructions for use, resulting in an unintentional overdose of the drug. The incident was a multi-organisational failure, with several healthcare providers involved, such as a GP, community pharmacy and NHS hospital, as patient safety failures can occur between more than one person. Vincent and Amalberti (2021) argue that healthcare organisations need to develop an understanding of how the combination of system design, communication and organisational processes affect clinical outcomes.
Leadership is known as the process of influencing others and teams to reach the common goals of the organisation and to foster collaboration, accountability and continuous improvement. Effective leadership in health and social care goes beyond the role of staff leader, and is about building effective systems that provide safe, effective, patient-centred care (Edmonstone, 2020). In complex healthcare environments, leaders are responsible for creating cultures that encourage learning, effective communication and proactive risk management.
Healthcare organisations have various governance models, which affect accountability and decision making. A centralised system has a focus on senior management or national bodies, fostering uniformity and consistency of policy, while a decentralised system is based on local teams, which are more likely to be responsive to individual patient needs. Shared leadership and distributed decision-making enhance collaboration within integrated healthcare services, while ensuring accountability (Aufegger et al., 2020).
There are a number of leadership theories that offer good insights into incident analysis related to healthcare. Transformational leadership leads to innovation, employee engagement and organisational learning, while transactional leadership emphasizes adherence to existing policies and procedures. Situational leadership encourages flexibility of leadership actions in response to changing situations, and distributed leadership encourages multidisciplinary professionals to make decisions together. Ree & Wiig (2020) noted that transformational leadership has a positive impact on patient safety culture and employee engagement in healthcare organisations.
This report is structured into seven sections. Section 2 identifies the medication safety problem, establishes the system context, and applies systems thinking to identify the root causes of the incident. Section 3 analyses the NHS governance structure by critically evaluating the influence of centralised and decentralised approaches on medication safety. Section 4 examines relevant leadership theories and applies them to the case study. Section 5 evaluates improvement opportunities and lessons learned from the incident. Section 6 presents evidence-based recommendations to strengthen leadership, governance, communication and systems integration, while Section 7 concludes the report by summarising the key findings and implications for safer healthcare practice.
2. Identifying the Problem and Setting the System Context 
2.1 Overview of the Case
The case study chosen is accidental overdose of morphine in Len, an 89 year old with Charcot-Marie-Tooth (CMT) disease. Len fell and complained of chest pain and shortness of breath and went to his GP who took him to hospital, where he was diagnosed with pneumonia and started on an oral solution of morphine for pain. After discharge, Len and his wife misread the dosage directions on the medicine label, and the dose given was much higher than the prescribed dose. On the next morning Len was found unresponsive and was taken back into hospital where he was believed to have overdosed on his morphine, and had developed pneumonia and complications from his original neurological condition. His condition temporarily improved, but later worsened, and he eventually passed away. The investigation that followed found that the incident was not a single professional mistake, but rather was caused by a number of failures throughout the health care system. Vincent and Amalberti (2021) suggested that to investigate patient safety incidents, blame should not be placed on individuals, but rather on the interaction between persons, processes and organisational systems.
2.2 Identifying the Main Problem
This case points to the failure of communication, lack of patient education and poor system coordination as the primary issue in medication safety. Morphine is a good medicine if used properly, but it can be a dangerous drug if it is given in the wrong dose, especially for older individuals with complex medical problems. Len's case was a case where the prescription was given correctly, but the patient and his wife did not understand the instructions for administration and this resulted in an unnecessary overdose. This illustrates that the safety of medicines is not just about the correct prescription, it's also about the correct understanding of how medicines are to be used. Hughes et al. (2022) noted that lack of communication in medication management is a significant cause of avoidable harm to patients, as medication orders frequently get misinterpreted when patients move between health care settings.
2.3 Global Context
Medication errors are one of the most significant patient safety issues and a significant burden on health systems around the world. Medication related harm is recognized as one of the main causes of preventable harm globally, and is especially problematic for older people due to polypharmacy and chronic conditions. Avoidable hospital admission and extended treatment also cost a great deal economically due to preventable medication errors. To improve the quality of healthcare, organisations must focus on the factors of the healthcare system that could lead to medication errors, rather than on individual performance (Drew and Pandit, 2020). As a result, many healthcare systems have adopted an integrated approach to patient safety that integrates effective leadership, organisational learning, and patient-centred communication to minimise harm from medications.
2.4 UK Context
In the UK, the National Health Service (NHS) is very much focused on medication safety as medication incidents continue to make up a substantial percentage of reported patient safety incidents. Medication management is becoming more complex within primary care, community pharmacies and hospitals due to increasing prevalence of chronic diseases, ageing population and the increased use of multiple medicines. Len's case is typical of the problems experienced with transitions of care, when patients are cared for by multiple health care organizations and must take responsibility for their medicines following their discharge. Organisations with a strong patient safety culture have improved communication, incident reporting, and organisational learning, which are all factors that help to minimise preventable harm, as outlined by Churruca et al. (2021).
2.5 National Governance
There is a national governance framework for medicine safety in England, which includes organisations including Health Services Safety Investigations Body (HSSIB), Care Quality Commission (CQC), Medicines and Healthcare products Regulatory Agency (MHRA) and NHS England. These organisations set clinical standards, oversee health services and investigate serious incidents affecting patient safety to facilitate learning across the healthcare system. This investigation by the HSSIB was not about apportioning blame to individual health care professionals, but about finding the organisational and communication failures that led to the overdose. It is a systems-based approach which promotes better governance within healthcare organisations, better medication safety processes and minimises the risk of further occurrences. Bowie et al. (2020) suggest that systems thinking in governance allows organisations to recognise fragilities in complex health care systems and to facilitate quality improvement that is sustainable.
2.6 Underlying System Challenges
There were a number of underlying issues that made this a negative outcome more likely. Older people often have several health problems that need many different medications, making it more complex for them to manage medications and more likely that they will take them the wrong way. The healthcare environment is also challenging, with growing workload and time pressure, which can limit the time for thorough patient counseling and understanding. In addition, there is lack of full integration of communication between General practitioners, Pharmacists and Hospital teams, which results in gaps in transition of care. Wei et al. (2020) found that supportive health care work environments allow health care professionals to communicate more effectively and achieve higher levels of patient safety despite the pressures of the organization. 
2.7 Systems Thinking
The basis for understanding the factors that led to Len's accidental overdose is provided by systems thinking, which acknowledges that healthcare is a network of organisations, professionals and processes. The care given to the patient was primary care, community pharmacy, ambulance services and hospital care, and failures or weaknesses in one care stage impacted on another. Systems thinking considers the overdose to be part of a wider system of human errors and communication failures, organisational processes and governance arrangements, rather than an individual error. Healthcare organisations are described by Braithwaite et al. (2020) as complex adaptive systems, with patient outcomes influenced by the interplay of a number of components rather than individual actions. This approach shows that coordinated leadership, integrated governance and effective communication throughout the entire NHS Integrated Care System is needed to help improve medication safety, ensuring that patients are receiving the same information and that potential risks are identified before they can cause harm.
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3. Centralisation and Decentralisation
3.1 NHS Governance Structure
The National Health Service (NHS) in England is governed by a combination of central and decentralised decision making to provide safe, effective and patient centred health care. NHS England has a national role in providing strategic leadership for NHS policy, funding, clinical standards and monitoring of NHS organisation. It additionally assists national regulators, such as the Medicines and Healthcare products Regulatory Agency (MHRA), the National Institute for Health and Care Excellence (NICE) and the Care Quality Commission (CQC) to ensure that healthcare organisations meet quality and safety standards. Edmonstone (2020) argues that national governance mechanisms and local service providers must be well coordinated to ensure that the service is of a consistent standard and that it meets the needs of patients as they evolve. Integrated Care Boards (ICBs) are responsible for coordinating the planning and allocation of health services and resources across local Integrated Care Systems (ICSs) and sit below NHS England. ICBs are a grouping of NHS organisations, local authorities and healthcare partners to help break down the silos between services and increase collaboration. Primary care providers, such as general practitioners (GPs), work under the guidance of ICBs, but have responsibility for day-to-day clinical decision making. Community pharmacies provide medicines; they counsel and educate patients and promote medication safety, which are all aspects of primary care. Secondary and specialist care, such as emergency services, inpatient treatment and clinical governance are provided by Hospital Trusts. The purpose of this multi-level governance system is to harmonize the national level of surveillance, with the operational flexibility of the local healthcare organisations, and to ensure that these organisations cooperate in a way that is still held accountable for patient outcomes.

3.2 Centralised Features
The NHS is a good example of the centralised nature of health care that has a profound impact on medication safety and governance. There are national organisations that set policies and regulatory standards, to which all healthcare providers should adhere. For instance, NICE produces evidence based clinical guidelines which help to standardise prescribing practices throughout England, and the MHRA regulates medicines and provides alerts about medicines risks. NHS England also has a role in putting national policies in place, such as the National Patient Safety Strategy, to drive improvements in patient safety by learning, incident reporting and continuous quality improvement. Mannion and Exworthy (2020) suggest that centralised governance has the potential to enhance healthcare systems by creating accountability within organisations, and delivering uniform clinical quality across healthcare providers. In the selected case study, there are a number of benefits to centralisation. Standardised prescribing guidance minimises the variation in clinical practice and helps healthcare professionals when making decisions about medication. National accountability frameworks also allow regulators to keep an eye on organisational performance and investigate serious patient safety incidents, such as the HSSIB. In addition, clinical governance systems incentivise health care providers to report adverse events, audit and take action on quality improvement initiatives to minimise medication-related harm. These mechanisms contribute to setting standards for the safety of medicines across the NHS. Consistent governance arrangements are necessary to ensure patient safety because NHS England employs approximately 1.3 million people in a highly complex healthcare system. A portion of NHS England's annual budget, which exceeds £190 billion, is used to support patient safety programs, initiatives to optimize medicines, and digital systems designed to reduce medication-related harm. According to the National Reporting and Learning System (NRLS), hundreds of thousands of incidents involving medication-related patient safety are reported annually across NHS services, demonstrating the significance of effective governance and organizational learning. In addition, core indicators of healthcare quality and regulatory compliance continue to be identified during Care Quality Commission (CQC) inspections as the management of medicines and the secure administration of medicines. These data show, taken as a whole, why national governance mechanisms are still necessary to improve medication safety throughout the NHS. However, with the advantages come some drawbacks of centralised governance. National policy changes can take a while to impact frontline practice as they can be a bureaucratic process, involving consultation, approval and implementation across a number of organisations. As a result, changes that are identified as a result of patient safety investigations may not be implemented right away. Further, policies can be very rigid, depriving healthcare providers of flexibility in tailoring procedures to the needs of individual patients or specific communities. When relying too heavily on a hierarchical decision-making process, there is a risk of decreased collaboration and limited opportunities for shared leadership in integrated healthcare organisations (Aufegger et al., 2020).
3.3 Decentralised Features
The NHS also includes a form of decentralised decision-making, with healthcare professionals making decisions based on the needs of the patients in their local area. GPs make their own decisions about the care of patients, their medicines and treatment plans. Community pharmacists offer medicine counselling, explain dosage instructions and identify potential medication related concerns prior to dispensing of medicines. Likewise, a clinician's role in a Hospital Trust is to decide on diagnosis, treatment and discharge planning based on the individual patient's situation. Distributed leadership fosters multidisciplinary professionals to collaborate and take responsibility for patient care, which enhances collaboration and facilitates more responsive clinical decision-making, according to Karam et al. (2021). There are a number of key benefits to decentralisation within healthcare delivery. Local decision-making allows for speedy, on-demand clinical decisions to be made, without needing to wait for national approval. It also promotes innovation as healthcare organisations can launch local quality improvement initiatives to tackle specific operational challenges. In addition, decentralised healthcare enables healthcare professionals to personalise communication and patient education, which is especially relevant for older people who are taking multiple medications. Decentralisation can, however, also lead to variation in clinical practice. Variations in communication, counselling techniques and organisational safety cultures can lead to patient experience variations between healthcare providers. For the selected case study, the medicine was prescribed and dispensed correctly, but the lack of checking the patient's understanding of the medication highlights how local practice varied to create an adverse outcome. O'Donovan, McAuliffe and De Brún (2021) found that healthcare teams with high levels of psychological safety tend to have greater communication and to be able to detect potential risks before patient harm is experienced.
3.4 Critical Analysis
The NHS had a structure of governance which supported and constrained the management of Len's case. Centralised governance allowed for national prescribing standards, medication regulations, patient safety policies to be made available to healthcare professionals across the patient's care pathway. The incident was a reminder, however, that compliance with national policies was not enough to avoid harm as communication gaps were identified in the local implementation. Prescribing was in line with guidance, but there was no effective process in place to ensure the patient's understanding, which reduced accountability at the point of medicine administration. Effective communication between organisations is vital to medication safety, especially when patients move between primary care and community pharmacy and hospital services. For Len, multiple healthcare providers were involved in treatment, but no system was in place to ensure that key information about medication administration was clearly understood by the patient and his wife. This was a communication breakdown that hampered the current governance systems and helped to lead to the overdosing. Communication, along with structured counselling, multidisciplinary teamwork and patient-centred verification methods, are essential for achieving safer medication practices in healthcare organisations (Hughes et al., 2022). In addition, the impact of the workforce pressures and growing demand from patients remain a factor in the effectiveness of governance across the NHS. Comprehensive medication counselling and follow-up may be limited by a heavy workload, especially in a busy primary care and/or pharmacy environment. These pressures reinforce the importance of leadership that encourages collaboration, learning and continuous quality improvement. Transformational leadership fosters a positive patient safety culture by encouraging staff involvement, communication, and collaboration in patient safety initiatives, thereby enhancing the quality of patient care, according to Ree and Wiig (2020). The governance structure for the NHS offers a good basis for accountability and clinical governance, but to ensure that medication safety is improved, national policies need to be supported by effective local leadership, communication and collaborative decision-making between all organisations involved in the care of patients.
4. Leadership Theories and Application
[bookmark: _Toc235191219]4.1 Introduction: Leadership Role in Medication Safety Transformation
Leadership plays a key role in medication safety because healthcare outcomes are influenced not only by clinical decisions but also by system design, communication processes and the safety culture developed within healthcare organisations (Dirik, Theiakouli and Efstathiou, 2026). Len's use of morphine shows how things can go wrong despite the best clinical decisions. His prescription was deemed to be medically suitable, but there were areas of weakness in medication understanding and coordination during the HSSIB investigation (HSSIB, 2022)
This section critically applies the theories of transformational, transactional, situational and distributed leadership to analyse the contribution of leadership in improving patient safety outcomes and identify approaches for future improvement.
[bookmark: _Toc235191220]4.2 Transformational Leadership: Creating a Patient Safety Culture
[bookmark: _Toc235191221]Transformational leadership is especially relevant with respect to medication safety, as it can be used to change the culture of healthcare institutions from following the procedures to building a learning culture and a culture of system improvement. It establishes a sense of responsibility, psychological safety, and transparency; staff members can identify risk without fear of blame (Lindert et al., 2022). A transformational leader would interpret Len's experience of an overdose of morphine as a sign that there is a problem with the system of medicines, not with Len. The investigation by the HSSIB (2022) confirmed that the incident was caused by interactions between people, processes and organisational factors, including the misunderstanding of 10mg in 5ml as the dose required, and not as a measure of the strength of the medication. As such, leaders had opportunities to put in place more transparent medication counselling, teach-back measures and enhanced interprofessional communication prior to harm developing (Ree and Wiig, 2020). In the case of Len, however, the reaction was more of a patch-up job, as safety measures were taken after the overdose occurred rather than identifying the risk earlier. One of the downfalls of transformational leadership is that even though the culture has changed, there are still no operational supports, accountability processes, or metrics to ensure outcomes are safer. Hence, the safety performance should be tracked using the following indicators: Medication incident, Adverse Drug event, Patient understanding score (Thiyagu 2010). Therefore, sustainable medication safety requires some sort of transactional controls and some kind of distributed responsibility to go along with transformational leadership.
4.3 Transactional Leadership: Maintaining Safety Standards and Compliance
In the context of medication safety, transactional leadership sets accountability parameters, with protocols, monitoring systems, and regulatory compliance playing a crucial role (Al-Rjoub et al., 2024). This has been effective in controlling the prescribing process for Len. The GP did the correct thing and took into account Len's reduced renal function, his health condition and his age before giving him the injections of morphine. The investigation by HSSIB (2022) confirmed the prescribed dose of 1.25–2.5 mL (2.5–5 mg) to be clinically appropriate. In the case of Len, however, procedural compliance was not enough as he misunderstood the instructions for the drugs he was taking, so he took 5ml doses of 10mg of morphine. This reflects a weakness of transactional leadership in that it can only influence professional behaviour and does not consider patient behaviour, communication and human factors (Agrawal, 2020). Therefore, the response to the overdose from the leader was partially reactive, reacting to the overdose when it happened, not anticipating those who were at risk. Medication errors continue to be a major patient safety issue around the world, especially for older adults who have multiple medications (WHO, 2023). For Len, then, transactional leadership was a must but not enough. Patient-centred communication, human-factor design, and adaptive leadership, in addition to safety standards, should be used to facilitate safe use of medicines beyond healthcare settings (Rashdan et al., 2025).



[bookmark: _Toc235191222]4.4 Situational Leadership and Distributed Leadership: Responding to Patient Complexity
Situational leadership empowers healthcare providers to tailor support based on patient vulnerability and complexity and personal capability instead of a standardised approach (Wang et al., 2024). This was very pertinent to Len, who was 89 years old, had Charcot-Marie-Tooth disease, respiratory problems and was starting opioid treatment. A situational leader would consider their capacity to teach back, engage families, and monitor for adherence. A downside to situational leadership is that it requires healthcare providers to accurately assess patient needs and that enough time and resources are available to provide individualised treatment. However, in Len's case, this evaluation was not done before harm, and therefore the response was reactive as opposed to preventative. In addition, fragmented accountability between the different elements in the healthcare system can only be addressed by situational leadership. When used in conjunction with distributed leadership, it could help achieve shared responsibility between GP teams, pharmacists and hospital teams, and decrease communication failures (Ghallab and Sallam, 2026). 
[bookmark: _Toc235191223]4.6 Distributed Leadership Application
As shown in Len's case, patient safety incidents are the result of failures that stem from the relationship and interactions between people, processes and systems rather than failure of the people. To implement consistent implementation of harmonised medication standards across healthcare boundaries, effective leadership at the local level is required. Leaders need to cultivate a psychologically safe workplace where employees can share concerns, investigate incidents and promote learning. Moreover, patients and families should be engaged in safety, educated and empowered to make decisions.
[bookmark: _Toc235191224]5. Improvement and Lessons Learned
[bookmark: _Toc235191225]5.1 Interaction Between Leadership and Governance
Len's case illustrates that governance of healthcare is not just about structure; it is also about the interactions among the system's parts that enable safe outcomes (Adam, Hsu and de Savigny, 2023). The NHS are a mix of national standards and local delivery (Camillo, 2018), resulting in a hybrid governance structure (NHS England, 2019). Despite safety systems in place, there was fragmented care between primary care, hospitals and pharmacies, resulting in accountability gaps (Dunleavy, 2021). Thus, coordination, communication, and shared responsibility between organisations need to be improved.
[bookmark: _Toc235191226]Problem 1: Failure of Medication Communication
In Len's case, the main mode of communication failure highlights the role of interpretation of the information by patients and carers, as well as accurate prescribing, to ensure that medication is safe. During the investigation, the HSSIB discovered that Len and his wife took the label meaning “how much”, when it actually meant “how many” mg in 5 mL ". The correct prescribing directions were given on the label, but were not recognised, and Len ended up taking doses of 5ml when the prescribed dose was 1.25–2.5ml. This exemplifies a limitation in the human factors sphere of healthcare systems' assumption that patients can read technical information regarding medication properly (Scanlon and Karsh, 2010). These errors are especially relevant for older adults because of multimorbidity and their decreased capacity to process new information, and the complexity of their treatment (Cho et al., 2025). Therefore, a high-risk medication communication pathway should be used, including pharmacist-led counselling, teach-back assessment, family involvement and follow-up within 24–48 hours (O’Mahony et al., 2023). This will move medicines safety from a passive message-giving to an active confirmation of understanding and will minimise preventable harm and improve patient-centred care. 
[bookmark: _Toc235191227]Problem 2: Fragmented Healthcare Communication
Len's care pathway had significant governance gaps, as there was no clear sharing of responsibility for understanding medicines, despite the fragmentation of communication between healthcare organisations. It was found that Len received care from primary care, hospital and community pharmacy, but no service identified that he and his wife understood what was needed for him to take his morphine. HSSIB (2022) investigation findings noted that risks to patients' safety tend to occur at the transitions between care services, which are known as interfaces, rather than in individual care tasks. This is consistent with broader data indicating that information silos create greater risks during transitions of care and especially for older adults with complex medication needs (Wagenaar et al., 2024). Implementing systems that allow the GP, the pharmacy and the hospital where the patient goes for care to share the patient's medication history can increase access to risk factors and facilitate proactive decision-making for their safety (Goundrey-Smith, 2018). However, distributed leadership and accountability are important for the effectiveness of digital systems (Hariyani, Hariyani and Mishra, 2025). Opioid alerts can be used to review and follow up on high-risk patients (Ashworth et al., 2025).
[bookmark: _Toc235191228]Problem 3: Insufficient Human-Factor Design
Humans need to interact with information systems prior to the use of medicines, which makes human-factor design central to medication safety (Awad et al., 2023). In Len's case, one of the prescriptions was technically correct, but the package and instructions were difficult to follow, causing harm. The investigation by the HSSIB disclosed that the bottle had written on it the strength of the medication, and the patient's bottle did not contain the dose information, which could confuse Len and his wife. This is an example of how human factors engineering principles are important in the design of healthcare, without assuming patients would understand the medical information (World Health Organisation, 2012). Enhancements may involve more distinct differentiation between medicine strength and prescribed dose, better label legibility and guidance to older adults with complex conditions (Leat et al., 2016). However, merely redesigning packages is not enough without proper counselling and patient-centred communication that can help minimise harm.
[bookmark: _Toc235191229]Problem 4: Limited Learning Systems
The ability to learn from medication incidents is a critical component in creating a proactive safety environment within a healthcare organisation as opposed to a system that is reactive and problem-solving (Fyhr, Ternov and Ek, 2015). The Lens’ case shows that detecting errors after damage is done is not adequate because organisations need to analyse patterns and redesign the process. Indicators such as medication error rates, adverse drug event rates, hospital admissions due to medicines, incident reporting trends and patient understanding scores are key indicators of effective learning systems (Tariq et al., 2024). Such measures allow the leaders to uncover communication and system faults. However, collecting data is not sufficient to help make places safer; leaders must foster a culture where staff feel at ease coming forward with suggestions or concerns. Thus, a blend of incident analysis and clear governance and continuous improvement procedures is required to ensure incidents do not recur.
[bookmark: _Toc235191230]Lessons Learned
Len's case illustrates that governance structures, leadership styles and effective feedback systems are key elements for ensuring the safety of medicines rather than individual performance. The NHS has established a centralised framework for safety standards, but the decentralised means of delivering services led to a lack of accountability and communication between primary care, hospital services and community pharmacy (NHS England, 2019). The case illustrates that transactional leadership is needed to ensure adherence to clinical procedures, whereas transformational and distributed leadership are needed to support and foster learning, collaboration and shared responsibility. Other health care delivery systems can learn that safety systems should engage patients, families and frontline personnel to identify risks. Medication errors, adverse drug events, and patient understanding and incident reporting trends should be monitored and used to support continuous improvement. This kind of information allows organisations to assess interventions, but also makes them more accountable and helps avoid similar failures.
[bookmark: _Toc235191231]Recommendation
NHS organisations need to adopt a system-wide improvement strategy following Len's case instead of individual error correction for improved medication safety. A combination of transformational and distributed leadership would be the best way to establish a proactive safety culture. Transformational leaders can foster psychological safety by allowing healthcare workers to discuss risks, gather insights from events, and devise alternative solutions to unsafe processes without fear of retribution (Ree and Wiig, 2020). However, that is not sufficient; distributed leadership is needed to make sure that there is shared responsibility between GPs, pharmacists, hospital clinicians and patients. This would ensure medication safety does not become a speciality of one profession and increase responsibility between different professions (Carstensen, Kjeldsen and Nielsen, 2023).
Multi-agency governance, between NHS IPCS, hospitals, GP practices and community pharmacies, is a priority. The case study of Len showed that safety standards were in place, yet there was inadequate communication between services. Organisations therefore need to develop a common medication safety governance structure that outlines the roles and responsibilities within the prescription, dispensing, patient education and follow-up process. Good working relationships between general practice and community pharmacy have been demonstrated to help coordinate services and enhance medication safety, especially when roles are clearly defined (Owen-Boukra et al., 2024). In older adults who are taking opioid medicines, both prescribers and pharmacists need to check for understanding of the dose instructions beyond the written label (Horn et al., 2022). This is especially significant since the elderly who suffer from chronic pain and complex medical issues are at greater risk when taking opioids (Schwan, Sclafani and Tawfik, 2019). This is because integrated governance can help to avoid avoidable medication-related harm and lower hospital admissions that can be prevented (Lalani, Wytrykowski and Hogan, 2023).
Patient communication should be an integral part of high-risk medication pathways. Healthcare providers should employ teach-back techniques, which involve patients repeating the instructions on dosage before departing care, with those who are vulnerable, like Len. This would help to detect misunderstandings early and allow for patient-centred decision-making (O'Mahony et al., 2023). Where appropriate, family members also should be engaged, especially for older adults with complex conditions. But, to improve communication, a commitment is needed to train personnel and allocate time for consultation to make safety enhancements sustainable.
The primary focus for digital integration must be the creation of connected medication records between primary care, community pharmacies and hospitals. These systems can enable healthcare professionals to access the details of medication history, patient risk factors, and communication requirements, facilitating the identification of vulnerable patients early on and aiding in proactive safety measures (Abimanyu, Satibi and Endarti, 2025). Digital solutions can, however, be used alongside, not in place of, good professional judgement, as technology is not a solution to fragmented accountability, ineffective communication or weak safety cultures. Thus, integration of digital systems and effective leadership, interprofessional working and ongoing evaluation are essential to successful implementation and help to ensure that technological advances lead to safer medication practices.
Finally, NHS organisations should establish continuous learning systems based on measurable outcomes and stakeholder involvement. Medication error rates, adverse drug events, hospital admissions, patient satisfaction and medication understanding scores should be regularly monitored to evaluate improvement (Despott, Vella Bonanno and Gauci, 2025). Using approaches such as Plan-Do-Study-Act cycles would allow organisations to test interventions, review evidence and modify practices. Patients and families should participate in designing medication safety strategies because their experiences reveal practical barriers that healthcare professionals may overlook (Tubic et al., 2022). Therefore, sustainable medication safety requires integrated governance, shared leadership, evidence-based monitoring and genuine patient co-production.
[bookmark: _Toc235191232]Conclusion
Apart from the right clinical decision making, patient safety relies on effective leadership, good governance and reliable communication systems, as evidenced by the case of Len and his overdose of Morphine. Healthcare professionals adhered to the correct prescriptions, but failed to communicate with one another and had human factor issues, and coordination between organisations was poor, creating an unsafe outcome. Based on the analysis, it is realised that there is no single leadership approach to solve complex healthcare problems. Compliance with medication standards was influenced by transactional leadership, but a learning culture based on change and improvement needed transformational leadership. Such a distribution of leadership and situational leadership was also essential as Len's care occurred across a variety of professionals and depended on personalised care in response to his vulnerability.
The case exemplifies the view that healthcare organisations work as complex adaptive systems where effects are created as a result of the interplay of people, processes, technology and organisational structures. Good health management, therefore, requires an integrated approach to good governance coupled with local flexibility so that accountability and patient-centred care are upheld. The incident showed that safety cannot be guaranteed by using strong national standards without implementing effective practices on the ground. Further enhancements should consider better integration between health care providers, better communication around medicines and better engagement of the patient and ongoing organisational learning. Leaders are to actively redesign systems to prevent avoidable harm based on evidence gathered in incidents. Finally, Len's story illustrates that sustainable medication safety relies on working together and learning collaboratively within a system as well as on effective leadership techniques. Implementing a system's perspective and shared responsibility, healthcare organisations can deliver better, safer, more reliable and equitable outcomes.
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