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[bookmark: _Toc224386976]Introduction
The case of Len entails accidental morphine sulphate oral solution overdose within the community. Len was an 89-year-old man with Charcot-Marie-Tooth disease and was prescribed morphine sulphate 10mg/5ml due to fall-related pain and breathlessness. It was 1.25ml to 2.5ml (2.5mg to 5mg) to a maximum of 4 hourly as needed. At home, Len and his wife gave three doses of 5ml (10mg) in a single day by misunderstanding the dosing direction on the bottle as the strength of the medicine. Len was taken to the hospital with the suspected opioid toxicity and deteriorating respiratory disease and passed away (HSSIB, 2022). 
This report is meant to explain the reasons as to why the incident took place and what it tells us about leadership and management in safety critical health systems. The concept of leadership in health and social care involves influencing others and managing resources in a way that the common outcomes such as safe, effective and person-centred care are realised (Edmondson, 1999). These involve prioritisation, clarification of accountability, facilitation of communication, and establishment of a learning culture that transforms risk indicators to improvement (Northouse, 2022). 
The broader context is provided by medication safety. WHO estimates that medication errors incur about US 42 billion in cost every year (WHO, 2017). In England, 237 million medication errors are made every year, and 66 million of them may be clinically significant (Elliott et al., 2021). These facts demonstrate that the case of Len is a predictable risk pattern and a system level reaction is warranted as opposed to individual responsibility.
 Governance structure is also taken into consideration in the report. Centralisation is the process where the power and setting the standards is concentrated either at the national level or in the regulatory level. Decentralisation devolves decision making to local organisations and frontline teams including GP practises and community pharmacies. The balance influences the standardisation, responsiveness and interface risk throughout the medication pathway (Vincent, 2010; Yukl, 2013). 
The leadership debate in this report is based on theories that describe the influence of assumptions on people, leader behaviour and situation to determine safety outcomes. It focuses on Theory X, Theory Y and Theory Z, behavioural theory and the contingency theory pioneered by Fiedler and also critically evaluating the trait theory, Great Man theory and Path-Goal theory as less appropriate or secondary theories to analyse the case of Len (McGregor, 1960; Ouchi, 1981; Northouse, 2022; Fiedler, 1967).
Leadership is hence the focus of organisational success in healthcare as it connects strategy to reliability in day-to-day operations, culture, staff engagement, quality and safety performance, and organisational learning capabilities (Wong et al., 2013). This report will discuss essential concepts in health leadership, such as governance, health systems, system thinking, service development, and efficiency measurement. It will analyse the role of leadership and lastly it will show how systems thinking and analysis can be utilised to enhance health and social care outcomes.
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Figure 1: Estimated distribution of medication errors by care setting in England (Elliott et al., 2021).
[bookmark: _Toc224386977]Part A: Identifying the Problem and Setting the System Context
This section determines the key issue in the case of Len through systems thinking and locates it in both international and national medication safety evidence. It is argued that the gist of the case is that the overdose was an expected system failure that was influenced by leadership and management choices regarding communication, verification, and learning along the prescribing- dispensing-home administration pathway. 
The main issue is the accidental overdose of opioids in the community, which was caused by a breakdown in communication and usability of the medication. Len (89) and his wife misunderstood the label of the medicine strength on the bottle to mean the dosing and gave his wife three doses of 5ml (10mg) of the medicine in a day. The suspected consequences were suspected opioid toxicity, hospital admission, deterioration, and death (HSSIB, 2022). Regarding leadership, the problem is not only in patient misunderstanding but in the inability to design the system in such a way that doing the right thing was apparent and knowing was confirmed in the case of a high-alert medicine taken at home. 
The global health agency, the World Health Organisation, defines medication errors as a significant source of preventable harm, estimating the cost in the US alone at US$42 billion each year (WHO, 2017; Donaldson et al., 2017). Elliott et al. (2021) in England estimate 237 million medication errors per year, with the risk being primary care focused. The case of Len is thus an indication of a systematic weakness in the system and not just a single incident.
Table 1: Selected national and international indicators relevant to medication safety
	Source
	Statistic
	Leadership relevance for Len’s case

	WHO (2017); Donaldson et al. (2017)
	Medication errors cost ~US$42B annually
	Justifies system-wide leadership focus on engineered controls and learning, not reliance on vigilance.

	Elliott et al. (2021)
	England: 237M errors/year
	Shows routine work generates high risk; leaders should standardise high-alert medicine pathways and monitor reliability.

	Elliott et al. (2021)
	66M potentially clinically significant errors/year
	Supports enhanced controls for opioids and vulnerable patients (verification, follow-up, escalation).

	Elliott et al. (2021)
	38.4% of errors occur in primary care
	Directly aligns with GP–pharmacy–home pathway in this case.

	Elliott et al. (2021)
	34% of clinically significant errors from primary care prescribing
	Signals a hotspot for leadership action on prescribing communication and safety netting.



Systems thinking describes why the overdose was not an isolated case. The model by James Reason highlights the fact that harm is caused when a combination of defenses is weak simultaneously (Reason, 2000). Safety in the pathway of Len was subject to the written information being observed and correctly interpreted at home. Based on the SEIPS lens, the result is an expression of the interactions between people (older patient and spouse), tasks (low-volume PRN dosing), tools (strength label and dosing label not co-located), the home environment (limited supervision), and organisational conditions (time and workload pressures that may reduce counselling and verification) (Carayon et al., 2006; Holden et al., 2013). A failure of leadership is evident in the system which uses passive controls as opposed to verification and design which lessen cognitive load. 
Four systemic weaknesses can be identified in terms of leadership and management. First, communication was considered as transmission and not confirmation: the system thought that a label was comprehending, but not a high-alert opioid required a teach-back cheque. Second, the interface responsibility was inadequate: no single role existed that would focus on the handover of GP-pharmacy-home, the risk controls were split between organisations (Carol Wong et al. 2013). Third, training was not visible or the standard work. So, unless the delivery of improved counselling on opioids is standardised and audited the delivery of improved counselling will be skewed between workload and practise. Fourth, the escalation and monitoring process was not strong enough: the at-risk patients who start using opioids at home should have noticeable warning signs and follow-ups, which are not typically implemented. All these weaknesses are connected, and it can be concluded that the incident shows the issue in the system design and leadership control, but not a single human error.
The incident is facilitated by both the national and the local governance. National decisions have an effect on the medicine’s regulation, packaging and labelling standards and safety priorities. The way in which dosing advice is communicated, whether high-vigilance drugs result in more counselling and teach-back tests, and whether vulnerable patients are to be contacted are all local governance in GP practises and community pharmacies (Elliott et al. 2021). The leadership challenge is to reconcile between national standards and regional practise by creating a sense of accountability and measurable controls. 
Structural pressures on community pathways are increased. In cases of time constraints in counselling, organisations are attracted towards minimal compliance (there is a label) as opposed to usability (the patient is capable of showing the right dosage). Amy Edmondson (1999) presented a case that psychological safety promotes speaking up and learning and a review by Wong et al., (2013) related relational leadership to improved patient outcomes. These findings have demonstrated that culture and leadership behaviours can strengthen weak signals such as dose confusion or near misses prior to their destruction.
Figure 2 is a Rich Picture system view that contains actors (GP, community pharmacy, patient and carer, national regulators and learning bodies), processes (prescribing, dispensing, counselling, measurement and home administration), structures (central regulation with local operational control), feedback loops (incident reporting and audits feeding redesign), as well as emotions (stress, anxiety and fear affecting information processing). The diagram identifies dependencies and gaps at the GP-pharmacy-home interface and indicates how weakened feedback loops postpone redesign. In general, communication deficiencies, task-tool incongruity and learning deficiencies are all related and ought to be treated as a system.
[image: ]
Figure 2: Data-driven Rich Picture style pathway showing national medication safety context and key failure points in Len’s case (Elliott et al., 2021; HSSIB, 2022).
[bookmark: _Toc224386978]Part B: Centralisation vs decentralisation within the case study
The case of Len is that of a mixed (hybrid) governance system in which some controls are centralised and service delivery is decentralised. National regulation, standard setting of medicines, incident reporting infrastructure and patient safety priorities are all means of centralisation. Decentralisation occurs in GP practises and community pharmacies, where local professionals understanding and counselling on prescriptions, and decision making on the implementation of safety cheques occurs. Practically, this form is a combination of central rules about what should be, and local discretion about the working of these rules at the point of care (HSSIB, 2022). 
This system has centralised power that is vested in regulatory and leadership bodies across the country like NHS England, which influence safety standards and reporting structures. System-level visibility and standardisation is one of the advantages. The transition between the National Reporting and Learning System (NRLS) to the Learn from Patient Safety Events (LFPSE) service could enable incidents to be pooled together to enable the identification of national trends. According to the transition report of the period between January 2021 and December 2024, the high frequency of NRLS incidents and LFPSE incidents, 96.5% and 93.7% respectively, were low or no harm, which supports a proactive learning model, which appreciates weak signals before serious harm is caused (NHS England, 2026). The case of Len however also demonstrates the shortcoming of centralisation: standards may exist and fail at the point of use. Local compensatory controls are relied upon unless the dosing instruction is made conspicuously clear by way of packaging and labelling. 
Decentralisation devolves day-to-day power to local clinicians and pharmacists. Its advantage is responsiveness and customisation: GPs prescribe based on clinical judgement, and pharmacists can tailor counselling to literacy, carer capability and immediate risk. Nevertheless, decentralisation also brings about inconsistency and unequal supervision. As of December 2024, 3,930 of 10,434 registered pharmacies were with LFPSE and 64.5% of the registered pharmacies had incident reports. In GP practises, 2,192 practises had been registered and 44.8 percent of practises registered had submitted incidents (NHS England, 2026). These statistics indicate disproportional involvement in central learning systems. There is also a minimum operational risk associated with community pharmacy where some 4 dispensing errors and 22 near misses per 10,000 items occurs and selection and labelling are identified as an area of weakness (Ashcroft et al., 2005). Len fits that profile quite well. 
The two structural aspects contributed. Central standards did not prevent confusion on the strength dose where decentralised implementation permitted the counselling and verification to differ. Having poor central clarity, unstable local controls, the patient and carer constituted the final line of defence, as a symptom of disjointed leadership and deficiencies between end-to-end accountability along the prescribing-dispensing-home pathway.



Table 2: Performance indicators relevant to centralised vs decentralised control
	Indicator
	Value
	What it indicates about structure
	Relevance to Len’s case

	NRLS vs LFPSE: low or no harm incidents (Jan 2021–Dec 2024)
	96.5% (NRLS) vs 93.7% (LFPSE)
	Centralised reporting enables learning from weak signals; coding and data quality vary during transition
	Supports proactive redesign for community opioid safety rather than waiting for severe harm

	LFPSE engagement: pharmacies (Dec 2024)
	10,434 open; 3,930 registered; incidents from 64.5% of registered
	Local participation in a central system is uneven; learning loops vary by organisation
	Uneven reporting can delay escalation of recurring confusion risks for system-wide action

	LFPSE engagement: GP practices (Dec 2024)
	6,267 open; 2,192 registered; incidents from 44.8% of registered
	Decentralised engagement differs by organisation type; oversight is challenging
	Interface risks across GP–pharmacy–home pathway require coordinated accountability

	Community pharmacy dispensing error frequency (UK)
	~4 dispensing errors and ~22 near misses per 10,000 items
	Baseline risk in decentralised dispensing work; selection and labelling are key vulnerabilities
	Strengthens need for standardised counselling, verification and label usability for high-alert medicines



Decentralised services can respond quickly with local response such as the multiplication of counselling or follow up at its early stages, but central bodies can provide the definite direction of the process with national alerts and standards. However, central redesign may be slowed down when the regulatory or manufacturer coordination is required. In the instance of Len, the absence of integrity in the possession of the GP-pharmacy-home interface compromised speed and accountability (Weick and Sutcliffe, 2007). 
The hybrid form formed risk as the local protection was not always sure to counteract the central usability limits. Centralisation promotes uniformity and visibility whereas decentralisation promotes customisation and responsiveness. The safety will be determined by the degree of integration of those levels. Boundary-spanning governance, including shared opioid initiation protocols, measurable teach-back confirmation, and systematic review of incident and near-miss data across GP practices and pharmacies, is thus necessary in case leadership can mitigate interface risk (NHS England, 2026).
 The case of Len exemplifies two failures: the primary standards have failed to protect the confusion of strengths and dose, and the execution, which was decentralised, did not allow the counselling and verification variability and the end-to-end pathway risk could not be properly managed. 
[bookmark: _Toc224386979]Part C: Leadership theories and application to the case study
The situation of Len should not be evaluated based on a single profession or a single incident in the pathway. The safer leadership question is whether the entire medication process, including the prescribing, dispensing and home use, was structured and operated in a way that the right dose was easy to comprehend and easy to take. With SEIPS, it was not an individual failure but rather an interaction of people, tasks, tools, environment, and organisational arrangements that led to the overdose (HSSIB, 2022; Carayon et al., 2006; Holden et al., 2013). 
The initial valuable lens is the Theory X and Theory Y by McGregor and Theory Z by Ouchi expands the argument. Theory X assumes that people primarily require direction and control, and Theory Y assumes that people can be responsible under the condition of support, involvement, and provision of the conditions to succeed (McGregor, 1960). Theory Z introduces trust, continuity and shared responsibility throughout the system (Ouchi, 1981). In the case of Len, a limited Theory X reasoning was on display since the pathway was based on the label, the written instruction, and the thought that compliance would occur automatically. The method was not sufficient as opioid safety at home needed more than instructions. A more vigorous Theory Y and Theory Z response would have involved Len and his wife as active partners whose understanding should have been checked rather than assumed. It would have also have encouraged collective responsibility between the GP, pharmacy and family so that counselling, demonstration of doses and early follow-up were not three distinct activities but one unified safety activity. That is why the case should be examined throughout the application process and not be a specialty of one profession (Campbell et al., 2018). 
The second lens is the behavioural theory. The behavioural theory emphasises what leaders do, in particular, the ratio between task-oriented and relationship-oriented behaviours (Northouse, 2022). In this scenario, task behaviour was present since the prescription was made, medicine dispensed and a syringe provided. The relationship-oriented behaviour was however too weak in the case of a high alert medicine. The leaders failed to provide teach-back, practical demonstration and assurance that the wife of Len could safely measure 1.25 ml to 2.5 ml at home. The behaviour pattern thus had a bias towards process completion as opposed to verified understanding (Quigley and Wheeler, 2021).
Trait theory has a narrow secondary contribution since traits like conscientiousness, clarity, and reliability are relevant in medicines governance. Nonetheless, trait theory is inadequate to explain the overdose of Len in isolation, as it is not through the lack of a certain right personal attribute of a leader or practitioner that the harm was created. The Great Man theory is even less applicable, as this case did not demand heroic individual authority; it needed ordinary teams to organise ordinary work safely across organisational boundaries (Northouse, 2022). That is why the trait theory and the Great Man theory should be discussed as the comparator theories rather than the primary analytical tool.
The third prominent lens is the contingency theory by Fiedler. According to contingency theory, the effectiveness of leaders is associated with the ability to match the leadership response to the situation (Fiedler, 1967; Northouse, 2022). Len had a combination of the following risk factors: older age, neurological disease, a decrease in renal activity, rib-fracture pain, dyspnea, a liquid opioid, and home administration by the family members. In such circumstances, leaders cannot afford a standard low-intensity reaction. They ought to add direction, support, supervision, and follow-up since the circumstance was more intricate and riskier than a typical repeat-medicine route (Saporta and Shy, 2013).
Path-Goal theory is also partially relevant as staff and carers required more straightforward directions, encouragement, and elimination of obstacles. Nevertheless, the contingency theory by Fiedler is more applicable in this case since it was not the motivation of the leader, but the necessity to align the entire leadership style with a high-risk combination of patient, medicine, task, and home environment. Similarly, transformational, transactional, and situational leadership are not central in the case, compared to a contingency perspective due to the same reason. A less risky drug can be handled by ordinary counselling, yet a new opioid in an extremely old patient needed even greater controls, more understandable device usage, and the owner of the GP-pharmacy-home interface (Wong et al., 2013; Hamdan et al., 2024; Wu et al., 2024).
In general, Theory X, Theory Y and Theory Z, behavioural theory, and contingency theory as put forward by Frieder are the most effective in organising Section C, with the secondary comparators being the theory of traits, Great Man theory, and Path-Goal theory. Theory X assists in understanding the boundaries of instructions-only, Theory Y and Theory Z emphasise collaboration and joint accountability, behavioural theory demonstrates the disparity between accomplishment of tasks and the established knowledge, and contingency theory clarifies why more risky patients should have greater protection. Combined, these theories are closer to the case study (World Health Organization, 2017; Donaldson et al., 2017; Elliott et al., 2021).
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Figure 3: Figure 3: Problem-data-improvement analysis mind map linking contributory factors, evidence and priority improvement actions (Makary and Daniel, 2016; Elliott et al., 2021; HSSIB, 2022).
[bookmark: _Toc224386980]Part D: Improvement and lessons learned
The first learning aspect of the case of Len is that the governance was not entirely translated into safe use at home. The local route was reliant on the patient and family correctly understanding a product whose most conspicuous writing was about strength, rather than dose, and national rules gave a starting point on which prescribing, packaging and labelling were based. HSSIB analysis revealed that the prescription was filled as per the prescription, but the dose label on the outer box was not observed and the syringe supplied was not optimal to take the lowest dose, which had been prescribed (HSSIB, 2022). This is a common systems problem: legal and professional compliance did not guarantee user-centred safety. Better design guidance is already encompassed by the MHRA packaging guidance, the Royal Pharmaceutical Society dispensing guidance, and the NPSA design-for-safety work, yet leadership has not applied those principles to a strong local defence of this situation of high risk (MHRA, 2020; Royal Pharmaceutical Society, 2021; National Patient Safety Agency and Helen Hamlyn Research Centre, 2007). 
The second learning is associated with the quality of communication. The pathway has apparently assumed that the information provided was comparable to knowledge attained. The facts in the case were in the contrary. Len and his wife read the bottle and the leaflet, and still took the wrong dose because the system was not taking the initiative to ensure what they had gotten the instruction to mean (HSSIB, 2022). Communication is not a sign of courtesy but a type of control to the vulnerable users of medicine, especially the older adults on opioid prescriptions. It is to confirm the exact amount that should be removed, to physically demonstrate the equipment and to clarify who will give the medication at home. It can also be coherent with a systems view of care as one of the work processes leading to safer results is communication (Carayon et al., 2006; Holden et al., 2013). 
The third lesson is organisational learning. HSSIB noted that the community pharmacy was not part of the enquiry, so it restricted the knowledge of the daily dispensing and counselling practise (HSSIB, 2022). PSIRF incident response is aimed at learning and improvement, and patients, families, and staff should be involved in the process in a compassionate and proportional manner (NHS England, 2022). The other element of the case, however, is that even though the scheme was useful in its purpose of identifying and reviewing potential safety concerns related to medicine, no Yellow Card report was provided (HSSIB, 2022; Medicines and Healthcare products Regulatory Agency, 2022). There is therefore a need to improve local reporting, involvement of participation and cross-sector feedback practises, so that community setting signals are not lost.
The fourth lesson is that safety culture in the community pathways ought to address barriers to reporting and workload reality. Evidence of community pharmacy shows that dispensing incidents occur in stressed environments, and reporting can be constrained by time pressure, anxiety, ambiguity and lack of feedback (Ashcroft et al., 2005; Verma and Allinson, 2012; Adie et al., 2021). In the current national primary care patient safety strategy, the concept of primary care safety has been clarified as a systems issue that requires just culture, patient involvement and learning in general practise and community pharmacy (NHS England, 2024). Such an agenda perfectly fits the case of Len. The decentralised route can be secure, yet it must be the case that the local teams ought to be supported through transparent standards, accessible tools and psychologically secure methods to escalate risk. 
The fifth lesson is that risk stratification is significant. It was not about simply a bottle label. It involved an aged person, neurological comorbidity, respiratory frailty, rib-fracture pains and opioid initiation. Even the failure was more educative as it shows that proper clinical decision-making can still be harmful when the controls surrounding it are weak (HSSIB, 2022; Joint Formulary Committee, 2021; National Institute for Health and Care Excellence, 2020). Organisations need to thus initiate increased protective mechanisms on a combination of risk factors rather than allow the staff to informally know that something is amiss. This is more viable than personal watchfulness and concurs with Reason who stated that the safety resides in improving system defences rather than blaming people after the hazards have already been matched (Reason, 2000).
Considering the case as a whole has a number of extended implications on health organisations. Firstly, the home needs to be accorded the same design discipline as hospitals as concerns patient safety. Second, the leadership competence should be measured on what the patients can safely do, not on whether there is a policy. Third, the improvement of medication safety needs both national norms and local modification, mostly in primary care interfaces. Fourth, it should be easy to report on, analyse and act on weak signs through the learning systems before it develops into tragedies. These lessons cannot be applied to one case because medication harm is a major and preventable burden on the international and national level, and thus even apparently minor usability shortcomings can have systems-wide effects when recurrent throughout thousands of care episodes (World Health Organisation, 2017; Donaldson et al., 2017; Elliott et al., 2021; Vincent, 2010).

	Problem Identified
	Evidence
	Improvement Strategy

	Confusing medication labelling
	Patient misunderstood bottle strength as dose (HSSIB, 2022)
	Clearer dosing labels and improved packaging design

	Communication failure
	Patient read instructions but misunderstood dosage
	Teach-back counselling and demonstration of measuring devices

	Weak incident reporting
	Yellow Card report not submitted
	Stronger reporting routines and feedback systems

	Fragmented governance
	GP–pharmacy–home pathway lacked coordination
	Shared protocols and cross-sector safety review



[bookmark: _Toc224386981]Recommendations

Standardised high-risk opioid dispensing and counselling bundle
 Older adults and other vulnerable patients in community pathways should be introduced to a standardised high-risk opioid dispensing and counselling bundle. This bundle must mandate that the prescribed dose must be presented orally and visually, the actual volume must be demonstrated using the device provided, the patient or carer must repeat the dose and timing in millilitres, and any barriers that might exist such as poor dexterity, poor sight, hearing impairment or disorientation about the packaging must be recorded and addressed. There should also be early follow-up prompted by the bundle following initiation in the presence of multiple risk factors (HSSIB, 2022; Royal Pharmaceutical Society, 2021; MHRA, 2020; Joint Formulary Committee, 2021; National Institute for Health and Care Excellence, 2020).
Communication capability 
Communication must be taken as a safety control, not just a common courtesy. The training ought to be more than generic counselling and to high- alert medicines, dose measurement, demonstration of devices, teach-back and adjusting explanations to sensory, cognitive, and family situations. Teams are also encouraged to express issues when safe communication is less assured by packaging, layout, workload, or interruptions (Edmondson, 1999; Institute for Healthcare Improvement, 2017; NHS Staff Survey, 2024).
Learning governance 
At the primary care and community pharmacy interfaces, PSIRF-type incident response and cross sector feedback should be used to strengthen learning governance. The incidents of high-risk medicine and the near misses must be easily reported, reviewed swiftly and learned. Review should be done respectfully through families and frontline staff, and organisations should give feedback as to what changed following reports. It is necessary to have a just culture approach to make learning disconnected with blame and participation encouraged (NHS England, 2022; NHS England, 2024; Marx, 2001; Dekker, 2012; Murray et al., 2023). 
Blended leadership model 
The improvements must be maintained through a blended leadership model. Non-negotiable controls require transactional discipline amongst senior leaders, but they must also have collaborative leadership, which creates shared ownership among GP practises, community pharmacies, and urgent care interfaces. This would in practice entail the compulsory requirements of counselling, documentation, escalation and follow-up along with an explicit message that medication safety is a shared patient-centred duty (Wong et al., 2013; Hamdan et al., 2024; Wu et al., 2024; NHS England, 2019).
Usability of packaging and dose-measurement
 When any local team finds a risk to be recurring, the issue of packaging and dose-measurement usability must go to regional and national systems. In the case of Len, HSSIB specifically observed that any dose-quantifying aid provided should be in a position to quantify the entire range of the prescribed doses safely (HSSIB, 2022). Local leaders must then make sure that issues pertaining to the presentation of medicines, medicine measurement aids, and suspected adverse reactions are directed into formal learning systems, like Yellow Card reporting, and that commissioners, regulators, and manufacturers consider whether community medicines should have designs altered (MHRA, 2020; Medicines and Healthcare products Regulatory Agency, 2022).
 Overall, the recommendations present an effective model of great leadership in health and social care: explain the major controls, provide the environment where the staff and families can be aware of them, learn quickly on weak signals, and make safety at home a priority of design and governance, rather than a secondary one. 
[bookmark: _Toc224386982]Conclusion
The accidental overdose of morphine sulphate oral solution that Len accidentally took was not a mere family misconception or a one-time dispensing error. It was a system failure, which was caused by the interaction of prescribing, packaging, counselling, home administration, reporting and learning. As per the case study, the dose was reasonable clinically, and the pathway was unsafe because the controls were weak at the point of use. It is viewed through systems thinking that shows how people, tasks, tools, environment and organisation interact to create the conditions of harm (HSSIB, 2022; Carayon et al., 2006; Holden et al., 2013).
Theory X, Theory Y and Theory Z, behavioural theory and the contingency theory of Fiedler are the most viable causes of this case whereas the trait theory, Great Man theory and Path-Goal theory serve as secondary comparators as illustrated in the revised leadership analysis. Sole instructions were not enough, confirmed knowledge was lacking, and the reaction of the leadership was not in correspondence with the risk of clinical and usability. A hybrid between explicit controls, communication, shared responsibility, and proportional safeguard throughout the entire pathway is thus the most sustainable solution. In that respect, the primary insight of the case is that safer care in health and social care cannot be based on requesting people to be more cautious after they have suffered some harm; it must be grounded in leading systems so that common people could do the correct thing in common circumstances (Reason, 2000; Vincent, 2010; NHS England, 2019; NHS England, 2022).
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Figure 2. Rich Picture of Len’s morphine overdose: system, governance and leadership controls
Sources: WHO (2017) Medication Without Harm; Eiliott et al. (2021) BMJ Quality & Safety; HSSSIB (2022) case investigation.
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