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Len was an 89-year-old male suffering from Charcot Marie Tooth Disease and having mild renal impairment and was given a lower dose of morphine sulfate oral solution (1.25ml – 2.5ml) after a teleconsultation with his GP in December 2020. Because of ambiguous labeling by the manufacturer (“10mg in 5ml” on the bottle in bold letters), the fact that the dispensing label was written on the outside of the box which was thrown away, and inadequate verbal safety netting, Len and his wife (with hearing and memory problems) misunderstood the dose. He took three 5ml doses (10mg each) – two to four times what he was supposed to – causing respiratory depression, admittance to the hospital, developing pneumonia, exacerbation of his pre-existing condition, and ultimately dying because of respiratory failure (HSSIB, 2022).
The term leadership within healthcare can be described as a socially constructed phenomenon where one person is assigned or decides to take up more responsibility or accountability for empowering others to solve common issues in accordance with the objectives and values of the respective organization or team (Northouse, 2021). The effective leaders have to possess such qualities as self-awareness and flexibility and be able to combine their task-oriented nature with people-orientation. In the complex healthcare systems such as the NHS, leadership should also take into consideration the interaction between the centrally planned framework and the decentralized service delivery through the GP surgeries and pharmacies.
Centralisation in the NHS consists of making decisions at the national level regarding policy, funding, regulatory requirements, and strategic planning (such as NICE guidelines, NHS England strategy and MHRA guidance on drug packaging). On the other hand, decentralisation entails delegating responsibilities for service delivery, clinical decision-making and management to local entities like general practitioner surgeries, pharmacies and Integrated Care Systems (ICSs). Although this approach attempts to integrate both national uniformity and local flexibility, there arises a possibility of accountability issues when national policy is not adequately converted into local implementation or when local discretion lacks any form of supervision, support and feedback system (NHS England, 2024; Hughes, 2023). This balance between centralisation and decentralisation will provide an essential framework through which the case study of Len will be examined.
This report is going to present a critical analysis of the discussed case from the perspective of systems thinking and rich pictures, examine the dynamics of the relationship between the two elements of the system, and apply leadership theories including such behavioral theories as Ohio State and Michigan, as well as Theory X, Y and Z. This analysis will be based on the recently published literature and reports such as the HSSIB investigation into Len’s death and NHS Patient Safety Strategy (2026).
[bookmark: _Toc235833213]Analysis of Leadership, Governance and Systems Thinking Failures
[bookmark: _Toc235833214]a. Identifying the Problem and Setting the System Context – Applying Systems Thinking and the Rich Picture
First of all, Len’s situation is an example of a systems failure rather than an individual mistake. The core issue was an unintended overdose of morphine sulfate oral solution because of the misunderstanding of the manufacturer’s bottle labelling (“10mg in 5ml”), the dispensing label located only on the outer box (which was disposed of) and insufficient verbal safety netting from the GP and pharmacy (Healthcare Safety Investigation Branch (HSSIB), 2022). Len was an 89-year-old man with Charcot-Marie-Tooth (CMT) disease and mild renal impairment, who had taken three doses of 5ml (10mg) on the day of collection – two to four times the prescribed maximum of 1.25ml to 2.5ml. It has resulted in Len’s suffering from respiratory depression, hospitalization due to the suspected morphine overdose, development of pneumonia and exacerbation of CMT, which led to death from respiratory failure (HSSIB, 2022).
At the national level, oral morphine sulfate liquid is the drug responsible for 13 coroners’ “prevention of future death” reports since 2013 – mostly associated with chronic pain management but the common problems are concentration misunderstanding between different strength solutions (such as 10mg/5ml vs 20mg/1ml), high volume supply for acute pain treatment and patient or carer misunderstanding of the dosing instructions (HSSIB, 2022). Such events indicate system vulnerabilities in high-risk medication management in primary care. At the international level, the World Health Organization (2023) states that the safety of medications is the key problem of global importance and the data shows that 1 in 10 patients experiences harm when receiving hospital care and the substantial number of these harms is associated with medications and is preventable. From the point of view of the United Kingdom, according to NHS England (2023), about 237 million medication errors happen annually in the National Health Service, with many of them occurring in transitions of care and in community settings when patients manage medications themselves. All these facts show that Len’s death can be considered not as a one-time tragedy but rather as an indicator of systemic problem with high-risk medications management for vulnerable patients in the NHS.
There are several interconnected vulnerabilities within the problem. First of all, there was a significant failure in the communication between healthcare professionals and patient-carer dyad – Len’s wife had hearing loss and memory problems, but there was no indication of additional verbal counselling, teach-back methods and assessment of her ability to safely administer Len’s medications (HSSIB, 2022). Secondly, there were design failures of packaging and labelling – the manufacturer’s bottle had the inscription “10mg in 5ml” in large and bold letters and Len and his wife could interpret it correctly, while the right instructions for use (1.25ml-2.5ml) were only written on the label of the outer box which was discarded. Such packaging directly contradicts the guidelines on how to make a safe medication labelling especially for patients with visual or cognitive impairments (World Health Organization, 2023). Thirdly, healthcare professionals had several erroneous assumptions – the fact that the patient information leaflet is enough, that patients and carers have adequate health literacy, and that remote triaging and standard procedures are sufficient for complex and vulnerable individuals (Louch et al., 2025). Finally, there were the breaks of feedback loops – no Yellow Card report was sent despite of the seriousness of adverse reaction and pharmacy did not fully collaborate with the HSSIB investigation (HSSIB, 2022; HSSIB, 2025).
The governance of the problem happened at several levels – nationally, NICE guidance and BNF recommendations for reduced dosing in elderly patients and with renal impairment existed, while MHRA regulations controlled the packaging and labelling standards. However, these central frameworks did not have any strong mechanisms for implementation of local adaptations or patient-centred design of high-risk medications (Hughes, 2023). Locally, it was the responsibility of GP practice and community pharmacy to prescribe, dispense and counsel safely, but they had a great autonomy and no sufficient means to detect and reduce risks for vulnerable patients (NHS England, 2024).
As stated in the NHS Patient Safety Strategy and the Patient Safety Incident Response Framework (PSIRF), the system thinking, which is promoted in these documents, suggests shifting from person-focused reasons of incidents to understanding them as emergent effects of complex interactions of people, processes, technologies and organisational culture (NHS England, 2024; Hibbert et al., 2024). The rich picture can serve as a valuable qualitative approach to visualise such interactions, relationships, emotions and feedback loops which cannot be captured using linear text (Challinor et al., 2025; Fell et al., 2024).
[image: ]
Figure 1: Rich Picture Illustrating the Systemic Factors Contributing to the Unintentional Overdose of Morphine Sulfate Oral Solution in the Case of Len
(Self-Developed)
Len’s rich picture has been improved to demonstrate better the relationship between leadership assumptions, governance failure, and broken feedback loops. In the middle of the rich picture, Len is represented by an image of an old, weak man using a walking stick and suffering from CMT disease with a confused face, slouching position, and lying down in bed. His wife standing next to him is wearing a hearing aid and looks concerned while holding a big bottle of morphine ‘10mg in 5ml’ and a 5 ml syringe. On the left, the GP is represented as talking on the phone that is connected to the patient’s house by a dashed line. The text in the bubble shows the following words: ‘Take ibuprofen and read the leaflet’, which depicts the rushed task-based communication. On the left, the hospital emergency department and ambulance represent Len’s deterioration and subsequent admission into the hospital. On the right, the pharmacy counter represents the large bottle of morphine with a label in red color as the biggest source of confusion, and the small dispensing label is shown on the discarded packaging with a crossed-out question mark. Above, NICE, BNF, and MHRA guidelines are presented with faded arrows that link to the GP and indicate poor implementation of the policies. Beneath, the broken feedback loops connect ‘No Yellow Card Submitted’ to ‘No Systemic Learning’, thus causing an increase in future risks. Emotional symbols, time pressures, defensive culture, Theory X assumptions, absence of Theory Y and reinforcing red feedback loops are used to describe how leadership assumptions, communication issues, and governance weaknesses have led to preventable harm (Challinor et al., 2025; Fell et al., 2024; HSSIB, 2022).
[bookmark: _Toc235833215]b. Centralisation or Decentralisation within the Case Study
The English NHS utilizes a hybrid governance model that balances a degree of centralization in the policy, funding, and regulation with a notable amount of decentralization in service provision. There are significant consequences to this system for patient safety, especially within the scope of primary care and high-risk medications. Len’s case is a striking example of how interaction between the centralized policy and decentralization could lead to serious dangers in terms of accountability, communication, and risk mitigation if the model was not deliberately built to address the issues of vulnerable patients (NHS England, 2024).
There are several central components within the NHS, such as national clinical guidance, regulations, and priorities. In Len’s case, these central aspects include NICE and British National Formulary (BNF) guidelines concerning reduced opioid doses in old adults and people with renal impairment and Human Medicines Regulations 2012 regarding medication labeling and packaging. These frameworks are an attempt of creating standardized ways of ensuring the safe treatment. Still, these central policies alone were not enough to prevent the harm since the regulations allowed the instructions to be written only on the outer box (“Take 1.25ml to 2.5ml”), while the manufacturer labeled the bottle with “10mg in 5ml” written in big bold letters — this was what Len and his wife understood to be the dose (Healthcare Safety Investigation Branch (HSSIB), 2022). Moreover, the national guidance was not transformed into standards, and the process of implementation did not have any monitoring or adaptation guidance for the primary care for vulnerable patients (Hughes, 2023).
Limitations of the centralization in the given case were also due to the lack of efficient feedback and learning system. Though there were multiple coroners’ “prevention of future deaths” reports regarding the problems associated with oral morphine, there was still no systematic action to redesign the packaging, establish better safety-netting, and improve primary care procedures for the high-risk population (HSSIB, 2022). Centralized policies existed in the rather static form and could not learn from real-life situation since there was no connection to the frontline of the work. This problem is typical for centralized systems since they tend to create inflexible policies that do not consider local circumstances and vulnerable groups but cannot change to adapt to the new situations (Hibbert et al., 2024).
Decentralized parts of the NHS also contributed to the death of Len. GP practices and community pharmacies worked autonomously in terms of their consultations, information delivery, and risk management. While decentralization allows delivering patient-centered care considering individual needs of the patients, in the given case, there was the inappropriate decentralization that led to excessive variations and the responsibility being put on individual professionals without any support or accountability. In particular, the GP conducted the consultation by phone, assuming that the patient information leaflet will be enough and did not perform any documentation of the safety-netting and carer involvement despite known Len’s vulnerability (HSSIB, 2022). The pharmacy provided the accurate dispensing according to the prescription but did not verify the knowledge of the patient-carer dyad that had difficulties with communications and health literacy (Louch et al., 2025). All these decentralized actions were performed without any guidance, training in patient-centered communication, or safety measures.
The fatal problem in the given case was not in the existence of the centralization or decentralization in isolation but in the dysfunctional interaction between them. The central policies provided the framework that was technically right but flawed and badly implemented. There were no guidance, resources, or training in the decentralization part to translate these policies into the local practice. The result was the “gap” typical for the hybrid governance model, where the responsibilities are blurred and accountability is vague — such issues were identified in multiple inquiries regarding the problems in the NHS (Hughes, 2023).
It is possible to see that the successful NHS organizations are able to build the proper hybrid governance model. In particular, the Salford Royal NHS Foundation Trust under Sir David Dalton succeeded in creating a balanced combination of clear central standards and accountability frameworks and empowered frontline teams with the psychological safety and local improvement processes (NHS England, 2023). The framework like Patient Safety Incident Response Framework (PSIRF) shows the attempts of NHS to shift to the integrated model that focuses on the learning in the system and engagement rather than on the blame (NHS England, 2024). Though, the implementation of this framework requires additional resources, trained employees, and active participation of all providers which is not guaranteed (HSSIB, 2025; Newman et al., 2025).
The data obtained from the analysis of Len’s case and the additional research show the consequences of this imbalance within the hybrid model. In the given case, Len received a 300ml bottle of morphine, which was more suitable for pain management and required additional support to measure the low dosage and was not documented the patient’s and his wife’s ability to use this medication properly. The national cases showed the repetition of such events, which means that central policy was unable to solve the underlying problems regarding packaging, process of dispensing the high-risk medication in the primary care, and support for vulnerable patients (HSSIB, 2022). Thus, the hybrid governance model without any deliberate mechanism to bridge the central intention and local reality failed to protect the vulnerable older patient with sensory and neurological issues.
[bookmark: _Toc235833216]c. Leadership Theories and Application to the Case Study
As for the classical leadership theories, including the Great Man theory and Trait theory, they concentrate on natural features and traits of a particular leader (Northouse, 2021). However, these theories cannot be considered to be the most appropriate in terms of explaining the problems that led to the overdose of Len. This is because both the Great Man theory and the Trait theory are based on the assumption that leadership abilities are based on some inherent traits (Zaccaro, 2007). Among other theories, the behavioural leadership theory is exceptionally well suited for exploring the issues that arise in Len’s case. According to the Ohio State University studies, there are two main dimensions of leader behavior: Initiating Structure (focused on such task-oriented behaviors as role clarification, procedure definition, expectation clarification, and performance monitoring) and Consideration (focussed on people-oriented behaviors aimed at building relationships, being concerned with people’s wellbeing, encouraging involvement and participation, and establishing mutual trust) (Northouse, 2021). In a similar manner, the University of Michigan studies distinguish between Job-centered leadership (concerned with such task-oriented behaviors as completion of job tasks, increased production, and supervision) and Employee-centered leadership (concerned with such people-oriented behaviors as meeting employees’ needs, their growth, and wellbeing) (Boot et al., 2023). Thus, effective leadership is achieved through appropriate balance of these dimensions in relation to the context.
Importantly, Behavioural Theory establishes an immediate connection between the well-established Autocratic and Democratic styles of leadership. Specifically, Autocratic leadership is characterized by high levels of Task-oriented / Job-centred behaviour (high Initiating Structure, low Consideration), with the leader making decisions unilaterally and concentrating on the tasks, procedures, and control. On the other hand, Democratic leadership is defined by high levels of Employee-centred / Relations-oriented behaviour (high Consideration): in such a case, the leader engages team members, seeks their input, develops relationships, and maintains a balance between tasks and people (Northouse, 2021). As far as Len is concerned, the leadership shown by the GP and pharmacy staff could be described as Autocratic/Task-oriented: the GP concentrated solely on completing tasks quickly (prescribing the ‘correct’ reduced dose using telephone consultation) but did not display any Consideration behaviors in order to accommodate for the problems with the carer’s hearing and memory and involve her in patient safety planning.
In Len’s case, the leadership behavior at both the GP practice and pharmacy levels is characterized by very pronounced tendencies towards Job-centeredness/High Initiating Structure but Low Consideration. The GP concentrates on completing the necessary clinical task – assessing the patient’s symptoms by phone, exclusion of the infectious nature of the problem, and the prescription of the proper amount of morphine that would be safe for the patient (in accordance with the current national guidance). Still, there are no manifestations of Consideration behaviors: the doctor fails to adapt his or her communication to the patient’s specific condition (hearing and memory impairments), to assess the ability of the patient-carer dyad to give medicine to the patient safely, and does not use any safety-netting or teach-back techniques (HSSIB, 2022). Thus, the pharmacy also pays more attention to the task of dispensing the drug correctly while neglecting Consideration. It means that although the clinical task is executed correctly from the technical perspective, the critical human dimension needed for safe medication use is not considered, leading to a fatal outcome.
This pattern of behavioral leadership stands in striking contrast to the patterns of balanced leadership observed in the NHS. Thus, Sir David Dalton, the Chief Executive of Salford Royal NHS Foundation Trust, demonstrated the leadership based on high Initiating Structure and high Consideration. It was reflected in the introduction of strict systems of quality improvement, accountability, and the implementation of data-based targets (Initiating Structure) while also creating an atmosphere of openness and psychological safety, empowering staff members, and establishing a compassionate culture (Consideration). As a result, this combination of leadership behaviors resulted in a significant decrease in the rate of hospital acquired infections and mortality along with high staff engagement rates (NHS England, 2023). Len’s case reveals the negative outcomes of imbalanced leadership – the excessive task focus without sufficient attention to people in the high-risk primary care environment with vulnerable patients.
Fiedler’s Contingency Theory provides further insights as to why the leadership style chosen in Len’s example was ineffective. According to Fiedler, the effectiveness of leadership depends on how well the natural style of a leader (whether the person is task-oriented or relation-oriented) matches the favourability of the situation, which is evaluated by three aspects – leader-member relations (cohesion and mutual trust), task structure (the clarity of procedures), and position power (Fiedler, 2021; Northouse, 2021). The effectiveness of task-oriented leadership styles tends to be higher in highly favourable or highly unfavourable situations whereas relation-oriented leaders work better in moderately favourable situations. The situation that Len faced was unfavourable since there was poor leader-member relations (remote consultation with the patient-carer dyad that has limited communication capabilities), poor task structure (a complex medication schedule for an elderly patient that has sensory and cognitive impairments and no clear safety-netting protocols), and even though there was some formal position power at the disposal of the GP, it was not applied to change the process. The task-oriented (Autocratic) approach was mismatched to the complex and unfavourable situation.
Tannenbaum and Schmidt (1958) describe leadership as a continuum with various levels ranging from autocratic to democratic decision-making (Northouse, 2021). In Len's case, health care professionals were very much boss orientated in terms of the dosage of the morphine used and who to communicate with, leaving out the patient himself and carer. They did not assess whether they understood and if there were a risk associated with being hard of hearing and forgetful (HSSIB, 2022). Discussions with the carer about what happens and collaborative efforts with the pharmacy to address concerns about medication labelling would have led to better communication, safer medication handling and a less likely overdose.
Moreover, the leadership assumptions in this case can be explored in terms of McGregor’s Theory X and Theory Y as well as Ouchi’s Theory Z. Theory X suggests that people are naturally lazy and unmotivated to work and thus should be supervised carefully in these also people take decision by their own called as autocratic. Theory Y assumes that people are self-motivated and strive to take responsibilities and perform better if they are empowered and trusted also, they give changes other people to take decision like democratic styler. Theory Z emphasizes the need for long-term relations, collective responsibility, and concern about the person’s overall wellbeing and like teamwork (Northouse, 2021). Unlike Trait theory and Great Man Theory that focus on individual personal traits, these theories consider certain beliefs regarding individuals and the leadership relations, and thus they can be more applicable when explaining the mistakes of Len.
Importantly, in Len’s case, the Theory X beliefs existed not just about the patient and caregiver but about interactions between healthcare professionals and managers themselves and their relationship with systems. The GP and the pharmacy staff worked under the Theory X belief about patients/carers (that they couldn’t be trusted to grasp complicated instructions if there is no tight control over them), while failing to provide those supportive systems that would ensure safe self-care for patients. This resulted in contradictory and potentially harmful situation: neither appropriate control nor real empowerment. Additionally, from the management perspective, the Theory X beliefs might have been the reason why staff members didn’t feel comfortable questioning confusing labelling and didn’t report on patients in need because of fear to be blamed. A Theory Y approach to working with patients, caregivers, and frontline workers (understanding that patients, carers, and frontline staff are able to do their jobs if appropriate systems and relational environment are in place) would have resulted in totally different actions: face-to-face review if the situation is complicated, teach-back, insisting on better packaging, and encouraging people to raise any safety concerns (Challinor et al., 2025; Hamdan et al., 2024).
The effect of Theory X orientation is aggravated by deficiencies in the implementation of other leadership dimensions. Thus, Mintzberg (1973) in the list of managerial roles mentions such roles as Disseminator (distributing important information), Spokesperson (representing the organization externally), and Disturbance Handler (dealing with unexpected disturbances). In Len’s case, these roles have been not properly performed. The patient-carer dyad has not been informed about the safe dosage of the drug. When there is complexity in the situation (presence of vulnerable patient and potential misunderstanding), there is not enough disturbance handling and escalation (Althobaiti, 2026). There are also no signs of transformational leadership behaviors: inspirational motivation, intellectual stimulation, and individualized consideration of the staff members (Hamdan et al., 2024).
There is a good example of balanced leadership in the NHS that can help to draw conclusions about what has been wrong in the case discussed. Thus, the balanced behavioral leadership, the leadership based on Theory Y assumptions of people’s capability and trust and the proper performing of all managerial roles creates the conditions for safety. Contrary to the Trait or Great Man theories that would emphasize the search for the ‘right’ leader with appropriate traits, this theory emphasizes the importance of developing behaviors and systems that are effective in protecting vulnerable patients. Len’s case demonstrates the human cost of lack of these leadership behaviors and assumptions. It is necessary to work on this issue in the field of primary care leadership development.
[bookmark: _Toc235833217]d. Improvement, and Lessons Learned
Summary of Systemic Failures
The devastating outcome in Len’s case was caused by the complex interplay between inappropriate leadership assumptions, a defective hybrid governance system, and the lack of proper feedback system loops. Micro-level leadership displayed high task focus (Job-centred / Initiating Structure) and low people focus (low Consideration), making assumptions based on Theory X where patients and their carers needed to be controlled, but not supported and empowered (Northouse, 2021; Challinor et al., 2025). To make things even worse, there was a centralised-decentralised governance approach, where national policy on prescribing and labelling existed, but lacked proper local support, monitoring and adaptation to the needs of vulnerable patients (HSSIB, 2022; Hughes, 2023). Moreover, the feedback system was missing: no Yellow Card report was submitted, and the pharmacy did not fully cooperate in the investigation process (HSSIB, 2025; Louch et al., 2025).
Reinforcing Risk Loops
All of these factors have formed reinforcing loops that increased risks. High time pressure and assumptions of Theory X caused poor communication and safety-netting, while the lack of feedback system means that similar risks are present nationally and were proved by multiple coroners’ reports on oral morphine incidents (HSSIB, 2022). A rich picture of the case reveals how all these dynamics worked to result in the vulnerable patient receiving a substandard healthcare service (Fell et al., 2024; Challinor et al., 2026).
Missed Opportunities for Improvement
There were several critical opportunities for improvement that were missed. First, early national realisation that such labelling related incidents occurred recurrently could prompt for the redesign of high alert medications packaging and mandatory enhanced safety-netting protocols in the primary care. Local services could adopt a teach-back approach with the involvement of carers as a standard practice for high-risk medications. A Theory Y assumption about capability when it is supported by systems means that the face-to-face reviews of the issue, the verification of understanding and the escalation of the problem in case of complexity would occur (Hibbert et al., 2024). However, instead of this, there were assumptions based on defence and paternalism that silenced potential learning and caused further harm.
Evidence-Based Solutions
Fortunately, evidence-based solutions are available and have been successfully used elsewhere in the NHS. A balanced behavioural leadership approach combining high initiating structure and high consideration has been proven to increase the safety culture, reduce the number of errors and improve staff engagement (Althobaiti, 2026; Hamdan et al., 2024). Organisations like Salford Royal have shown that clear central standards along with local teams' empowerment, psychological safety and local procedures can produce tremendous results (NHS England, 2023). There are digital solutions like barcodes that can help decrease the chance of human mistakes during medication dispensing and administration. National packaging of high alert medications that ensures that critical dosage information is present on the bottle with appropriate measuring tools directly solves the design issue in Len’s case (World Health Organization, 2023). Mandatory teach-back and enhanced safety-netting and carer involvement is a cheap, but high-impact solution shifting the approach from control (Theory X) to empowerment (Theory Y) through well-designed systems (NHS England, 2024).
Strengthening Feedback and Learning Systems
Reinforcing of feedback loops is crucial. The PSIRF encourages learning and improvement instead of blaming, but its successful implementation requires special resources, skilled investigators and engagement of all providers including community pharmacies (HSSIB, 2025; Newman et al., 2025). Mandatory Yellow Card reporting for any serious adverse drug events with timely feedback to the frontline teams will close the loop where the learning does not take place, allowing for the recurrence of similar cases. Participation in external investigation should become a contractual requirement, not an optional activity.
Key Lessons for Healthcare Organisations
The main lessons that can be learned by other healthcare organisations include the following:
1. Systems designed for the most vulnerable: Systems have to be designed for the most vulnerable users, not the average ones. Packaging, processes and communication have to take into account the sensory, cognitive and physical issues typical for elderly patients.
2. Balanced behavioural leadership: Balanced behavioural leadership approaches perform better than unbalanced ones. High task focus without people focus creates deadly blind spots in risky situations.
3. Theory Y over Theory X: Theory Y approaches that assume capability when supported by clear systems and relationships are necessary for safety and learning; Theory X approaches of untrustworthiness lead to the opposite (Challinor et al., 2025).
4. Bridging central policy and local practice: Central policy without local leadership accountability, resources and patient involvement creates systemic flaws that put patients in danger.
5. Closed-loop feedback systems: Robust and closed-loop feedback systems including reporting, investigation participation and timely learning dissemination are essential (Hibbert et al., 2024; Louch et al., 2025).
Len’s death was avoidable and was the consequence of the combination of the design flaws, unbalanced leadership, paternalism and broken learning systems. All the solutions are known, evidence-based and feasible. Now what is needed is the leadership courage to implement them.
[bookmark: _Toc235833218]Recommendations
Following the critique of the case involving Len, below is a set of evidence-based and practical recommendations to address the issues of medication safety and good leadership practice in primary care.
1. Balanced Behavioural Leadership Training
The first recommendation is the adoption of balanced behavioural leadership training for primary care leaders. Specifically, leaders need to develop the ability to balance high Initiating Structure (structure, clarity, responsibility, and control) with high Consideration (open communication, consideration of the employees’ feelings and needs, interpersonal relations). The training will take advantage of the insights from the Ohio State and Michigan researches as well as from the NHS experience of Salford Royal (where the balanced leadership led to the safety culture changes) (Northouse, 2021; NHS England, 2023; Althobaiti, 2026).
2. Mandatory Enhanced Safety-Netting and Teach-Back Protocols
The second recommendation is the establishment of mandatory enhanced safety-netting and teach-back protocols concerning high-risk medications issued to the older and frail patients. This includes verbal counselling, involvement of the carers, confirmation of the understanding by the patients and their relatives, and provision of the corresponding written information. These measures help to move from the Theory X to the Theory Y by making practice more systematic and based on strong mechanisms (HSSIB, 2022; Hibbert et al., 2024).
3. Redesign of High-Alert Medication Packaging
The third recommendation is the advocacy for the change of the manufacturers’ practices by forcing them to redesign packaging of oral morphine and other high-alert medications. The relevant information about the dosage and use of the medications should be available on the bottle itself and low-dose measuring devices should be included in the packaging (World Health Organization, 2023; HSSIB, 2022). This measure will help to address the packaging-related issue which lead to Len’s death.
4. Strengthening Feedback and Learning Loops
The fourth recommendation is to create the mechanisms of the feedback and learning loops. The yellow card report should be obligatory for all serious adverse events and should be promptly fed back to the frontline teams. The community pharmacies should become obligated to join in the process of investigation. Implementation of the Patient Safety Incident Response Framework (PSIRF) in primary care will require certain investments and training (HSSIB, 2025; Louch et al., 2025; Newman et al., 2025).
5. Developing Local Leadership Capability in Psychological Safety and Systems Thinking
The fifth recommendation is the development of local leadership capability in the area of psychological safety and systems thinking. Leaders need to develop their ability to create cultures where it is psychologically safe to speak out the concerns, as well as the ability to use the tools of systems thinking such as rich picture and root cause analysis (Challinor et al., 2025; Fell et al., 2024).
The above-mentioned recommendations are interrelated and supportive to each other. The balanced behavioural leadership creates the right environment for the safety-netting and teach-back measures. Clear packaging minimizes the dependency on the perfect human performance. And, finally, the feedback loops allow for the necessary learning.
[bookmark: _Toc235833219]Conclusion
As per the above discussion, it can be concluded that Len’s death could have been prevented. In his case, it occurred because of the interaction of factors including the confusing packaging design, low-consideration behaviour of the healthcare professionals, Theory X assumptions of patient capabilities, and the absence of effective feedback between the centralized and local level.
The use of systems thinking through rich pictures revealed how the interaction of various elements created a situation where harm occurred and which can be used to understand the nature of risks in the hybrid governance model where either of the elements does not protect the vulnerable patients. The critical comparison of the two types of leadership showed the contrast between the problems associated with ineffective leadership in Len’s case and successful application of behavioural leadership in Salford Royal NHS Foundation Trust where both high task focus and high people focus were present.
From the analysis presented above, it is possible to conclude that the sustainable improvement of situations requires the leaders who balance the structural and caring dimensions of leadership, operate on the basis of Theory Y assumptions, and develop effective feedback between elements of the system. Only in such a way will the NHS be able to fulfill its promises and provide its patients, especially the vulnerable ones, with a high level of safety and care. Len’s death must become a trigger for this change in the realm of primary care medication safety and leadership.
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