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[bookmark: _Toc224233849]1. Introduction
Patient safety is one of the central concerns of health and social care systems, especially when the patients are in the care home setting and are usually quite vulnerable to the risks associated with medications. The chosen case study analyses a critical event that involved one of the care home residents who had an opioid overdose because of misunderstanding medication after leaving hospital care. The resident was also given discontinued and replacement medication since the new prescription was not clearly documented in the electronic medication system and the staff never discussed the change with healthcare professionals. Despite the treatment of the overdose, the incident showed that the organisation had serious leadership, communication, and governance flaws. 
Health and social care leadership can be described as the capability to influence individuals and teams to cooperate and achieve the same objectives aimed at enhancing patient safety, service quality, and organisational performance (Vahedi et al., 2024). Good leadership entails trying to direct the behaviour of staff, promote team work, foster open communication, and promote the adherence to policies and procedures. Leaders in complex healthcare environments are driven to create organisational culture and make sure that employees feel at ease to voice their issues or escalate their risks (Vehvilainen et al., 2024). 
The structures of organisational decision making also affect the response of the healthcare systems to risks and challenges. Centralisation is where the decision making power is centralized to the high levels of management where the policies and the procedures are formulated and regulated by the top leaders. By contrast, decentralisation spreads power to frontline employees and enables them to be more flexible in dealing with operational issues. Each method possesses both the strengths and weaknesses. Centralised systems have the ability to offer consistency and control whereas decentralised offer quicker decision-making and solving of the problems on a local scale.
There are various leadership theories that can be used to explain the way leaders can influence organisational results. Transformational leadership is cantered on inspiring and encouraging employees to enhance systems as well as establishing a safety culture (Ystaas et al., 2023). Transactional leadership focuses on a systematic procedure, control and adherence to organisational regulations. Situational leadership emphasizes the need to change the leadership styles based on the situation and requirements of the team.
The present report will thus evaluate the case through a systems thinking approach in order to determine the weaknesses of the organisation. It will also look at the centralisation and decentralisation, leadership styles applied in the case, and lessons learned to enhance healthcare leadership, governance, and patient safety.
[bookmark: _Toc224233850]2. Main Body
[bookmark: _umi60eky5pqd][bookmark: _bbalabkg5w3j][bookmark: _Toc224233851]2.1 Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture(a) 
2.1.1 Defining the Central Problem 
The Sunderland care home opioid overdose incidence is one of the critical patient safety failures due to vulnerabilities in medicine administration and health care organisation communication systems. The case of an elderly patient who recently left a hospital after undergoing treatment against pain was witnessed (Bilalova, 2025). As the patient was admitted to the hospital, clinicians switched his opioid morphine to oxycodone due to the negative impact of morphine on kidney function. However, on the patient returning to the care home, the updated medication instructions on the issue, written by the hospital discharge letter, could not be found (Bilalova, 2025). As a result, staff members of care homes failed to understand whether the new prescription was a replacement for the former drug or whether they could use it concomitantly with the former one. The new drug received a wrong entry as a supplementary medication instead of a substitution therapy. This led to an unsafe overdose of both opioids given to the patient, which necessitated an emergency hospital admission (Macintyre, 2022). The patient passed away later after the complication related to the overdose, which is a key indicator of significant gaps in the medication safety systems.
2.1.2 Global and National Context of Medication Safety 
Medication errors are a significant issue in the public health of the modern world, having been identified as one of the main causes of avoidable patient injury in healthcare systems (Khatun et al., 2024). Medication safety is another priority area presented by the World Health Organisation (WHO), and the program in question is called Medication Without Harm, the purpose of which is to minimise severe medication-related harm on the global level. The medication errors may happen during different phases such as prescriptions, dispensing, administration and control (Chen et al., 2022). These errors are most prevalent with the elderly patients who tend to be on numerous medications in order to treat their complex chronic conditions.
In England, prescription errors have continued to be a major problem within the NHS and social care in general. According to research published in BMJ Quality and Safety, the annual rates of medication errors throughout the English healthcare system amount to some 237 million (BMJ, 2020). A study conducted in England demonstrated that 54% of errors occur during administration, and 21% at the time of prescribing (Pharmaceutical Press, 2024). 
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Figure 1: Common types of medication errors
(Source: Pharmaceutical Press, 2024)
The mistakes have high clinical and financial costs, with an estimated £98 million per annum to the NHS and a total of about 1,700 deaths annually. Care homes can be considered rather high-risk units for medication errors, as inhabitants are often on several drugs that need regular supervision. Research studies by Pepple and Boumechache (2022) suggested that about 42% of medication errors are found in care home facilities, despite the fact that the percentage of the population that receives care at home is smaller. These numbers must show that the Sunderland opioid overdose case indicates a problem in the wider system of issues relating to medication safety and highlight the need to prioritise the proper medication control in healthcare systems.
2.1.3 Systemic Weaknesses Revealed by the Case 
The systems thinking approach shows that the Sunderland opioid overdose incident was caused by multiple failures, which were interrelated, and not one individual failure (Bilalova, 2025). The operation of healthcare delivery implies the existence of complex interactions involving organisational processes, human factors and technological systems. It has been shown that when multiple weaknesses co-occur, there are high chance of the patient being harmed.
The initial systemic failure of this case was associated with the communication gap in the shift between the hospital and the care home (Sturmberget al., 2024). Hospital discharge records are also important in continuity of care, especially where a change of medication is involved. Nevertheless, due to the lack of a discharge letter that would allow confirming the medication change, the staff in the care home did not have credible information regarding the new treatment plan of the patient (Wallis et al., 2024).
Apart from that, a weakness in the system was identified as inaccurate medication entries into the care home system. The newly prescribed opioid was registered in the record of medication administration as another medication rather than a replacement treatment. This mistake formed a deceptive piece of information, which affected the decision-making associated with the administration of medications and led to the administration of two drugs (Sturmberget al., 2024). Another weakness was related to ineffective verification procedures. Although the change in medication was not clear, the staff still proceeded to administer medication without the successful confirmation of its prescription to hospital clinicians or the general practitioner of the patient; the possibility of causing harm increased (Smith et al., 2022).
2.1.4 Governance Context and System Responsibilities 
In the Sunderland case, another issue is the poor governance in health and social care systems. The care homes are known to be working in a network of hospitals, general practitioners, pharmacists and regulatory bodies like the Care Quality Commission (CQC) (Lewis, 2022). There are clinical governance structures and national medication safety policies, which are used to practice safe prescribing and administration. The success of these structures, however, is determined by proper communication and coordination among organisations. Clinical decisions can be made with incomplete information because discharge documentation is absent or medication records do not include accurate information (Ganzingeret al., 2025). This case thus illustrates how a poor governance structure, accountability systems and coordination of organisations can undermine patient safety within the integrated healthcare services.
2.1.5 Applying Systems Thinking and the Rich Picture 
Systems thinking focuses on the analysis of healthcare incidents in terms of interactions between people, processes and organisational structures as opposed to individual errors (Bowditch et al., 2025). These complex relationships are modelled through a Rich Picture, which is a systems thinking tool. The key actors that fall within the Rich Picture in the Sunderland case would involve the hospital clinicians, carers and nurses at the care home, pharmacists, general practitioners and regulatory agencies. The processes are communication of hospital discharge, medication documentation, prescription verification and routine medication administration are important. 
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Figure 2: Use Case Diagram of Care Home Medication Management System (Sunderland Opioid Overdose Case)
(Source: Self-developed)
The diagram would also indicate issues in healthcare organisations' communication, improper recording of medication by the electronic system and uncertainty experienced by staff who work with incomplete information, how information failure interconnected and even facilitated the overdose incident.
[bookmark: _ywlchunjad66][bookmark: _Toc224233852]2.2 Centralisation or Decentralisation within the Case Study(b)
2.2.1 Understanding centralisation and decentralisation in healthcare systems 
Centralisation and decentralisation forms of governance are issues in which the power of authority, decision-making and accountability is spread out in a healthcare system. In centralised medicine, policy formulation, allocation of funds and clinical policy control decisions are dominated by the national government or headquarters (Hu et al., 2025). Centralisation is focused on achieving similar standards of healthcare, uniformity of service provision and an effective level of control by the rules in the organisations. It also enables governments to introduce national safety models and performance monitoring systems that will enhance patient outcomes (Bowditch et al., 2025).
Decentralisation, on the other hand, is the process of transferring the regulating power and the working responsibility to the regional or local healthcare organisations like hospitals, community health services and care homes. The frontline managers and professionals have the autonomy of making decisions that are informed by the patient needs and service conditions on the ground because of decentralised governance (Åhlin, 2026). On the one hand, this model could introduce greater flexibility and responsiveness in it; on the other hand, it could also result in variability of the quality of care provided, when the local institutions do not have enough resources, leadership capacity or responsibility systems in place to execute national healthcare policies at the required level.
2.2.2 Centralised governance within the English healthcare system 
The English healthcare system exhibits a number of aspects of the centralised governance aiming at standardisation of healthcare and patient safety. The National Health Service (NHS) is a national system based on publicly-funded strategies that define strategic priorities, clinical guidelines and regulations frameworks within organisations involved in healthcare fields (Bhat et al., 2022). The NHS England and the Department of Health and Social Care, as national institutions, have the responsibility of establishing a healthcare policy, allocation of resources and monitoring performance throughout the system.
Control by the regulatory authorities is also a key component of centralised governance. Care Quality Commission (CQC) is a regulator of health and social care services in England, which operates independently (Ganzingeret al., 2025). It carries out the inspection and quality testing to verify that the healthcare organisations comply with the national safety and quality requirements. The need for centralisation can also be seen in the domain of national patient safety programs and medication safety policies, where prescribing and administration practices are standardised (Hu et al., 2025). These frameworks will minimise disparity in the provision of healthcare as well as enhance accountability among organisations that provide health and social care services.
2.2.3 Decentralised decision-making in care home services 
Even though national regulatory mechanisms exist, operational decision-making in the care homes is highly decentralised (Åhlin, 2026). The managers, nurses and carers of the care homes have the obligation of putting into practice policies related to healthcare choices at the national level, administration of medications, and daily provision of care to residents. This decentralised form enables organisations to vary care provision based on individual health requirements of the residents and to respond promptly to dynamic clinical conditions (Sapkota et al., 2023).
Nevertheless, decentralised governance also needs to have a leader, good communication channels and staff training so as to have safe care delivery. In care homes, individuals usually suffering several chronic illnesses and must undergo complex medication schedules, which can be prone to medication errors if procedures are not followed appropriately (Heydarikhayat, Ghanbarzehi and Sabagh, 2024).
The staff at the Sunderland opioid overdose case were to update medication records and give medication to the resident once he came back to the care home. As the documentation of discharge, which confirmed a change of medication was not provided, the staff needed to guess what was not fully provided, and this is what led to the overdosing incident (Sapkota et al., 2023).
2.2.4 Interaction between centralised policies and local implementation 
The Sunderland case has shown the interaction between centralised healthcare policies and decentralised service delivery in the healthcare system. Centralised administration establishes standards, health and safety stipulations and regulatory control that should assure the uniformity of quality of healthcare within organisations (Makrani, Goyal and Sayeed, 2025). However, the enactment of these policies at the local level by the healthcare providers, like hospitals, care homes and community health services, should be implemented effectively.
The centralised governance may be undermined when communication and information exchange between organisations is not successful (Hu et al., 2025). The key element of centralisation of healthcare by monitoring the process of securing discharge was the Sunderland incident, in which the discharge documentation that includes medication change was not provided, and thus the hospital discharge process failed. In the absence of this information, the care home staff who had the role of carrying out medication instructions were left with incomplete records (Sapkota et al., 2023).
[bookmark: _Toc224233853]2.3 Leadership Theories and Application to the Case Study(C) 
Introduction to Leadership in Healthcare Safety
Organisational accountability and patient safety is an important role of leadership in the healthcare system (Brittain and Carrington, 2021). The care home medication error, in which an elderly resident received discontinued and substitute opioid medication, shows that there were major leadership and governance failures. The incident shows that there were failures in decision making, communication, and procedural clarity between the care home staff and the management. Leadership in healthcare should not only be effective in its operational management but also in its proactive safety management, communication, and a culture that places the wellbeing of the patient, first and foremost (van Kraaij et al., 2020).
Great Man Theory and Leadership Authority
According to the Great Man Theory, leadership performance depends on the power, charisma, and persuasion of an individual who has the ability to lead the other people through a complex or crisis situation (Peters, 2023). This is a role taken by senior clinicians or managers in healthcare organisations in cases of emergencies. The case in the care home however has little evidence of a strong central leader coming in and offering a clear direction when there was a confusion on how to administer medication to the resident. Employees maintained medication when they were unsure whether the hospital had re-filled the same prescription or it had stopped.
[image: ]
Figure 3: Great Man Theory
(Source: collidu.com. 2026)
Trait Theory and Leadership Characteristics
Trait theory looks at personal attributes that contribute to individuals becoming good leaders including confidence, decisiveness, empathy, and communication (Sarun et al., 2026). Leaders who have high emotional intelligence and interpersonal skills are more likely to create a better teamwork and safe decision-making in a healthcare setting. The behaviour of employees and managers in the case indicates that the main leadership qualities can have been wanting at the operational level. Employees lacked decisiveness and accountability when it came to solving the confusion about the medication of the resident (Dinibutun, 2020). The medication was still given without confirmation as opposed to proactively reaching out to the GP or emergency advice services.
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Figure4: Trait Theory
(Source: LifeDev,. 2023)
Behavioural Leadership Theories and Management Priorities
The behavioural theories of leadership focus on the behaviour and actions of leaders and especially the level of balance between task-oriented and people-oriented leadership. Task-oriented leadership is a concept that gives priority to the efficiency, procedures, as well as the operational goals whereas people oriented leadership focuses on communication, staff support and joint decisions (Tortorella, van Dun and de Almeida, 2020). The actions of the management at the care home in the case involving opioid overdose seem to be task-oriented in nature. Indicatively, hospitals with combined task-based observation and people-based leadership behaviours have reported about 30 percent reduction in clinical safety incidents as opposed to organisations that have weaker communication.
Situational and Contingency Leadership
Contingency and situational theories of leadership presume that good leaders would change their leadership style based on the situation, team competency and the urgency of the situation (Ungar-Sargon, 2025). The healthcare settings often demand dynamic leadership styles since the circumstances to do with patient care evolve quickly. The leadership reaction to the confusion with medication in this instance did not seem to be adaptive and responsive to the severity of the scenario. Rather, the medication was still administered despite the fact that there was a lack of clarity in the clinical instructions. 
Tannenbaum and Schmidt Leadership Continuum
Tannenbaum and Schmidt leadership continuum emphasise the spectrum of the leadership styles, between the highly autocratic decision-making on the one hand, and completely participatory leadership, on the other hand (Endre, 2021). Best healthcare organisations tend to mix the two strategies with some circumstances. In such critical contexts as medication administration, participatory yet structured style of leadership can help to motivate the staff to speak up without losing its authoritative position. The leadership style used in the care home instance seems to have not been characterised by decisive power as well as participation (Kiwanuka et al., 2021). Employees were not certain about the right prescribed medication directions, but no evident team consultation between senior management, medical practitioners nor any outside consultants. Workforce research indicates that companies that shift to more participative leadership practises are less likely to have staff turnover and are more likely to have a well-established culture of communication.
[image: ]
Figure 5: Tannenbaum and Schmidt Leadership Continuum
(Source: Parsons, 2025)
Transformational and Purpose-Driven Leadership
Transformational leadership is aimed at motivating the organisational change, developing the shared vision and inspiring the staff to enhance the safety and quality outcomes. Transformational leaders in the healthcare environment focus on patient safety, continuous improvement and staff empowerment (Ystaas et al., 2023). After the incident, the care provider stated that he has introduced new medication procedures and staff education. Such actions demonstrate aspects of transformational leadership since it is a desire to make systems better but not merely pinpointing blame on people. Research of healthcare organisations has demonstrated that transformational leadership is connected with the better results in safety and a greater staff morale (Ree, 2020). In organisations where leaders are highly involved in encouraging learning and a system improvement, an almost 20 percent improvement in patient safety has been reported as compared to organisations that only use compliance-based management.
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Figure 6: Transformational and Purpose-Driven Leadership
(Source: Amelia, 2026)
Critical Evaluation of Leadership Effectiveness
On the one hand, the leadership reaction in the care home before the overdose seems to be inadequate to the intricacy of medication management in healthcare. The absence of clear guidelines, inability to obtain medical clarification in time, and persistence in taking medication regardless of their uncertainty are the weaknesses in leadership control and safety culture (Mcleod et al., 2024). Leaders were seen as reactive instead of proactive and responded to the incident when it happened instead of a clear guidance and communication system preventing the occurrence. 
[bookmark: _Toc224233854]2.4 Improvement, and Lessons Learned(d) 
Interaction Between Leadership and Governance in the Incident
The care facility overdose case involving opioids demonstrates a multifaceted correlation between leadership flaws and defective governance measures. Healthcare organisational leadership has a role of leading the staff behaviour, decision making and patient safety culture, whereas governance upholds that the policies, accountability structures and oversight mechanisms are operational (Huang et al., 2024). In the case, the leadership and governance did not offer clear direction upon confusion when it came to the medication of the resident upon discharge to hospital. The lack of an effective guideline to deal with such cases evidences the gaps in governance, whereas the inability of the staff and supervisors to address the matter shows poor leadership control.
Problem 1: Poor Escalation and Weak Psychological Safety
Among the key issues that could be observed in the case was the inability to report the medication uncertainty to the external healthcare professionals. Employees did not seek to communicate with the general doctor of the resident, emergency care services, and hospital staff as soon as they identified the difference in the medication order (Price et al., 2024). Rather, the drug was still used on the basis of partial information. Healthcare workforce research shows that a high percentage of frontline employees are reluctant to report safety concerns because they believe that the management will not accept them (Johnston et al., 2022). Polls through health systems have revealed that over fifty percent of the healthcare workers complain that they feel uncomfortable to raise concerns about a possible clinical error because they fear censure, or because they believe that the managers do not back them. The lack of psychological security leads to the fact that personnel can be reluctant to challenge decisions and raise concerns, exposing patients to greater risks.
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Figure 7: Poor escalation of care home bed types in the UK
(Source: gov.uk, 2025)
Problem 2: Delayed Clarification and Inadequate Reporting Systems
The next serious issue in the case was the lack of clear instructions on medication that was supposed to be provided to the residents. Though employees knew that the new medication was not appropriately included in the electronic medication administration record, they did not make an instant effort to confirm the order with medical staff. Rather, the medication was kept in a cupboard pending clarification with the former prescription being administered (Chance, Florence and Abdoul, 2024). This latency was ultimately a cause of time lag of the two drugs leading to the overdose of opioids. The data on healthcare incident reporting reveals that the delay in reporting medication errors or uncertainty leads to the growing chances of adverse incidents. The absence of a well-organised reporting/verification system in the case of the care home implied that employees had to make decisions informally instead of using the systematic approach to safety measures (Payne et al., 2024). Automatic alerts may be provided in electronic medication administration systems when a change of medication takes place after a hospital discharge. The risk of providing the wrong medication or duplicate medications could be minimised with the help of barcode scanning systems and integrated health records, too.
Problem 3: Confusing Medication Management Processes
The event also demonstrated that medication management procedures used in the care home were weak. The new drug was not registered as a replacement but rather as an extra prescription and therefore both drugs were taken at the same time (Dijkstra et al., 2022). This shows that the medication reconciliation process after hospital discharge was not well defined and monitored. One of the frequent patient safety events within the healthcare systems is medication errors. Long-term care research has discovered that a considerable amount of medication-related incidents take place at care transfer periods, including the discharge of patients leaving the hospital and the alteration of their treatment plan (Mulac, Hagesaether and Granas, 2022). The threat of wrong medication being given to a patient could also be minimised by the availability of barcode scanning technology in dispensing of medications.
[image: ]
Figure 8: Aspects of proper medication management
(Source: Winter, 2023)
Problem 4: Weak Governance and Accountability Structures
One last concern that has been found in the case is that there are no effective governance structures to oversee medication safety and accountability. According to the report of the coroner, the care home had no clear policy on how the staff should act in cases where instructions on the use of medication given by hospitals were ambiguous. This gap in governance enabled the lack of consistency in decision-making between the staff and supervisors (Teggi and Woodthorpe, 2024). Good healthcare governance is defined by a powerful oversight system, such as audit trial, incident monitoring systems, and well-spelled out medication management responsibilities. The healthcare safety studies have also indicated that organisations that have strong governance systems record a very minimal number of clinical errors due to well-defined and monitored responsibilities (Elliott, Williamson  and Endacott, 2024). Stronger governance in the care home environment would need the implementation of formal medication escalation procedures, periodic safety audits, and shared governance models, which would entail the clinicians, care home managers, and external healthcare providers.
Lessons for Healthcare Organisations
The case suggests a number of key lessons that can be learnt by healthcare organisations interested in enhancing patient safety and accountability. To begin with, healthcare systems cannot enlist the help of individual initiative or heroic leadership to avoid clinical errors (Adams, 2022). Rather, strong systems and well laid down procedures should be used to guide staff to make safe decisions. Second, accountability gaps must be prevented by having strong governance structures. Procedures of medication administration, escalation, and verification should be clearly defined, and the personnel should be guided in such complicated clinical cases. The data on incident reporting, the surveys of the staff feedback, and safety audits may be useful sources to gather information on the weaknesses of the system.
[bookmark: _Toc224233855]

3. Recommendation
1. Adopting Transformational Leadership to Strengthen Safety Culture
Among the recommendations that should be highly adopted in the organisation is the transformational leadership approach that can enhance the safety culture in the care home. Transformational leadership is based on the ability to inspire employees, foster open communication, and shared responsibility on patient safety (Petros Ouzounakis et al., 2025). The case study indicates that, the staff seems to have been reluctant to raise issues regarding ambiguous medication prescriptions, as it indicates that there was no sense of psychological safety and conducive leadership. The leaders in the care home should thus focus on establishing a culture that enables the employees to feel free to report possible risks without the fear of being blamed.
2. Strengthening Governance and Accountability Structures
To avoid future occurrence of such medication errors, it is important to improve the governance systems. The case has indicated the lack of clear policies that the staff should follow when instructions on medications given by hospitals are not clear. The organisation needs to implement formal governance structures, which would explicitly define roles, duties and procedures of escalation in the context of medication management (Dziruni et al., 2024). Effective medication reconciliation policy must be adopted towards all hospitalized residents returning to guarantee that any medication change request is confirmed prior to the provision of medicine. Internal audits should as well be carried out frequently to oversee the medication practices and in order to determine some possible risks. 
3. Enhancing Communication and Integrated Care Systems
The other major recommendation should be enhanced communication between the care home and hospitals and the primary care providers. One of the reasons why the medication error took place was the fact that hospital discharge information was not communicated and verified clearly. To mitigate this challenge, the organisation ought to come up with more integrated communication channels with external healthcare providers (Alrahbi et al., 2022). The digital health records that would enable real-time exchange of medication updates between hospitals, general practitioners and the care home would go a long way in minimizing the likelihood of misinterpretation. Moreover, the implementation of daily safety huddles in the care home should be proposed to the staff so that they could elaborate on the concerns about the care of the residents, updates on medications, and risk factors.
4. Improving Technical and Allocative Efficiency in Medication Management
The organisation should also invest in technology solutions that increase efficiency of the technical aspect and minimise chances of human error in administering medication. Barcode medication administration systems may be automated to help guarantee that the right medicine is administered to the right resident at the correct time. Barcode scanning could compare prescriptions with electronic records and help to avoid receipt of duplicate or counterfeit medication (Heikkinen, 2022). Alerts in cases of prescription change after discharge of the hospital should also be automated in the electronic medication administration records. Such systems have the ability to greatly minimize mistakes in documentation done manually and give a clear audit trail of medication administration controlled by them.
5. Promoting Continuous Learning, Stakeholder Engagement, and Co-production
Lastly, the organisation must introduce systems of lifelong learning and involvement of the stakeholders to make sure that the improvements are incorporated in the long run. Incident learning is an important component of healthcare safety management (Chan et al., 2023). A structured incident review method should be introduced to the care home in which the staff members are able to evaluate the safety incidences, discover the flaws of the systems, and create the enhancing plans. The families of residents and outsourced healthcare professionals should also join in safety discourses to facilitate transparency and collective accountability. 
[bookmark: _Toc224233856]4. Conclusion
The example of the opioid overdose in the care home reveals the problem of interaction among leadership, governance, and system design failures to form severe patient safety risks. A primary leadership weakness that was determined during the analysis was the lack of active decision-making and appropriate staff and supervisor escalation when there was confusion about the medication of the resident. The leadership was found to be very reactive and not proactive as the staff would keep administering medication even when they were not given clear directives by the hospital. The absence of mental comfort and a supportive management could have led to the staff not wanting to investigate the situation or consult external medical treatment in a timely manner either.
Under the systems thinking approach, a number of structural weaknesses were found in the organisation. They were the lack of transparent medication discrepancy management protocols after discharge, weak communication between the care home and external healthcare workers, and the ability of the electronic medication administration system to allow incorrect medication recording. The absence of unified digital mechanisms and medication checks procedures further aggravated the risk of the human error. Such weaknesses of the system prove that the incident was not merely caused by a single mistake made by an individual but it was a mix of organisational and procedural errors. The government systems were also instrumental in shaping the fate of things. The lack of strict supervision, poorly defined accountabilities, and no official procedures of escalation resulted in a setting in which there was inconsistent decision-making. In the absence of well-defined governance structures to guide the behaviour of staff, medication safety was a matter of personal choice. System thinking thus offers a more sustainable way of improvement since it examines the organisational processes as an element of the whole as opposed to individuals.
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