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Introductions 
Effective leadership, governance, and communication are crucial for guaranteeing patient safety and high-quality care in the complex, high-risk healthcare systems. (NMC, 2026)
This report by the NHS (2023) looks at a major patient safety incident in which an 89-year-old man named Len overdosed on morphine oral solution and succumbed to his death as a result of misreading prescription instructions. The case study illustrates the serious shortcomings in the system design, patient education, pharmaceutical procedures, and communication. Medication errors remain a major global concern, causing serious harm and fatal complications in healthcare systems, indicating that such case studies are not uncommon (WHO, 2026). 

 In the Healthcare sector, leadership is defined as the capacity to influence individuals and guide organisations to accomplish common goals such as achieving safe, effective, and patient-centred care (BMJ Leader, 2019). In the context of this case study, effective leadership was essential to maintaining clear communication, patient understanding, and accountability throughout Len’s care (NHS, 2023). The fatal prescription error was ultimately caused by a lack of strong leadership, since no healthcare professional took responsibility for ensuring that Len completely understood the morphine dosage instructions. Transformational leadership style, for instance, encourages clear communication, teamwork, and patient engagement, which may have decreased the danger of misinterpretation. Multiple theories of leadership can have a substantial impact on patient outcomes. However, a more task-oriented or transactional strategy can ignore patient comprehension, raising (PMC,2022) 

Additionally, healthcare systems may function through centralised or decentralised structures that encourage standardisation and control by concentrating decision-making authority at higher organisational levels. (PMC, 2019). 
On the other hand, decentralisation allows flexibility and responsiveness to patients’ needs by distributing authority among local levels. (Saltman et al., 2019). In Len’s case study, local healthcare providers are in charge of putting national prescribing protocols into practice, while national recommendations reflect centralised control (NHS, 2023). However, there are some significant dangers to patient safety in situations where there are gaps between policy and practice (NIH, 2020). 



In situations involving risk, change, or crisis, choosing the right organisational structure and leadership style is crucial. While great leadership can foster a culture of safety, learning, and continuous improvement, poor management and poor system integration can lead to unnecessary fatalities. (APSF, 2020). Len’s case (NHS, 2023) is going to be critically examined in this report using governance frameworks, leadership theories, and systems thinking. It will look into the incident’s underlying causes, analyse the impact of centralisation and decentralisation, evaluate the efficacy of the leadership, and make evidence-based suggestions to enhance patient safety and the efficiency of the healthcare system. 

a. Identifying the Problem and Setting the System Context: Applying Systems Thinking and the Rich Picture. 
This case study’s primary challenge is a fatal accidental oral morphine solution overdose that was caused by an occurrence of inadequate patient education, poor communication, and greater systemic flaws in the healthcare system.  According to the case study by the NHS (2023), Len is an 89-year-old man with complicated medical needs, who took much more medication than was recommended due to a misreading of the dosage instructions on the label. This particular incident highlights serious shortcomings in patient safety, especially when it comes to the administration of high-risk drugs and the transfer of care from medical professionals to the patients who reside in their homes. (NIH, 2022). 

Medication errors continue to be a major global public health concern (BJM Group, 2020). This is because they are a major contributor to avoidable injury, disability, and mortality in global healthcare systems. According to estimates made by the World Health Organisation (WHO), medication-related damage causes significant morbidity and mortality globally and costs about $42 billion annually (WHO, 2026). Over 237 million pharmaceutical errors are thought to occur annually in the UK, among which about 66 million are considered to be potentially clinically significant. (Elliot et al., 2020). Due to factors like polypharmacy, cognitive decline, and complicated treatment regimens, older adults are disproportionately affected, especially those who are 75 years of age and older. (BGS, 2026). Len’s Case illustrates this wider trend, showing how systems that do not sufficiently promote safe medicine usage put vulnerable populations at a higher risk of serious harm (NHS, 2023). 

To properly comprehend this incident, a systems-thinking approach must be used. Instead of condemning errors on individual shortcomings, systems thinking highlights the link between many elements of healthcare systems. (PubMed Central, 2020). Len’s case study already shows that the overdose was caused by a failure at several system levels, including prescription, distribution, communication, and follow-up treatment, as opposed to just a patient miscommunication. (NHS, 2023) For instance, the dispensing procedure might not have included enough counselling or understanding verification, and the prescribing clinician might not comprehend complicated pharmaceutical instructions. These interrelated failures show how systemic flaws can come together to cause negative effects. (Science Direct, 2016). 

The general practitioner, hospital staff, pharmacists, Len and his family, and the larger NHS system would all be included in a ‘rich picture’ examination of the case. Every stakeholder has a part to play in guaranteeing the safety of medications. However, it seems that these individuals’ communication falls apart in this instance. Up to 60% of medication errors, according to research, happen during care transitions, especially when patients go from hospital to community settings. (The Pharmaceutical Journal, 2025). Len’s transition from medical supervision to at-home self-management is a high-risk situation where more assistance and communication needed to have been given priority. The danger of medication errors is greatly increased when opioid like morphine is used because they have the potential to bring about serious side effects, such as respiratory depression and even death if administered improperly. Opioids are categorised as high-risk drugs. (WHO, 2026). National patient safety alerts have frequently emphasised the risks associated with prescription opioids, especially to vulnerable groups like the elderly. Len’s case shows that the current safety precautions were not adequately applied at the point of care in spite of these warnings. (NIH, 2025). 

This case demonstrates shortcomings in organisational and clinical supervision from a governance standpoint. Making sure that mechanisms are in place to reduce risk, track performance, and encourage accountability is essential to better governance in the healthcare system. (NHS England, 2023). In Len’s case study (NHS, 2023), there doesn’t seem to have been a strong structure in place to guarantee that the prescription instructions were understood and relayed. Furthermore, there was no indication that follow-up procedures were in place to confirm that the patient was taking the medication as prescribed, which represents a lost opportunity for early intervention. The case highlights a crucial gap between practice and policy. Although there are national guidelines and safety strategies to reduce drug errors, their effectiveness depends on local governments implementing them consistently. (NHS England, 2025). In order to prevent recurrence, the NHS Patient Safety Strategy highlights the significance of improving systems and learning from occurrences. (NHS England, 2025). But the recurrence of similar instances indicates that systemic problems are still unresolved. 



In summary, the issue found in this case study is a systemic failure encompassing several interconnected components rather than a single pharmaceutical error. Applying systems thinking makes it evident that enhancing patient safety requires a comprehensive strategy that addresses governance, education, communication, and system integration. Len’s case is a crucial illustration of how shortcomings at all levels of the healthcare system can come together to cause avoidable hardship. 


b. Centralisation vs Decentralisation. 
Whether a healthcare system is centralised or decentralised, its structure greatly influences decision-making, accountability, and patient safety outcomes. Within the framework of the National Health Service (NHS), a hybrid model is in place whereby policies and guidelines at the national level are set centrally, while service delivery is primarily decentralised across local organisations and healthcare personnel. (GOV.UK, 2016). Len’s situation serves as an excellent illustration of how this hybrid structure may both facilitate and obstruct quality care (NHS, 2023). 
 
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]The development of national laws, clinical guidelines, and patient safety protocols all demonstrate the NHS’s centralisation (NHS England, 2024). Standards for prescription, medicinal products safety, and labelling are set by organisations like NHS England and the Medicines and Healthcare Products Regulatory Agency (MHRA). National opioid safety recommendations, which are intended to lower the risk of harm, would have guided the prescription of morphine in Len’s Case (NHS, 2023). Standardisation, consistency, and the capacity to carry out extensive safety programs are just a few benefits of centralised systems (PMC, 2016). For instance, it has been shown that national patient safety guidelines and alerts increase knowledge of medication-related dangers and decrease practice variation (NHS England, 2024). 

However, centralisation does have multiple disadvantages. Policies may be in place at the national or state level, but how well they are carried out locally determines how effective they are (NIH, 2020). For example, in Len’s case study (NHS, 2023), the system was unable to stop a fatal dose, even though there were some clear guidelines regarding high-risk medications. This actually indicates that the policy and practice are not in sync. In complex cases involving older adult patients with many health conditions, the healthcare providers may find it challenging to personalise advice to the specific needs of each patient due to the lack of flexibility in centralised systems (PMC, 2025). 

The local distribution of healthcare services is a clear example of decentralisation (PMC, 2023). Decisions about prescription, dispensing, and patient communication are made individually by general practitioners like the GPs, pharmacists, and hospital clinicians (Pharmacy Times, 2025). 
Looking back at Len’s case study (NHS, 2023), decision-making was decentralised. This is because the frontline professionals were in charge of making sure that he had the knowledge on how to take his medications. This method’s benefit is that it enables quick decision-making based on the patient’s unique condition and individualised care. However, there are some downsides to decentralisation as well, especially when it comes to responsibility and coordination. In Len’s case (NHS, 2023), it appears that several experts shared no accountability for ensuring safe use of medications. Making certain that the patient comprehended the dosage guidelines recommended to him. 
This illustrates that there is a prevalent issue in decentralised systems, where mistakes can actually result from unclear roles and poor communication (PMC, 2022). Research indicates that local practice variation has a major role in medication errors, especially in primary care settings (Elliot et al., 2018). 

Decentralised systems are made more difficult by workforce pressures (Statista, 2022). Particularly in primary care and pharmacy services, NHS data shows ongoing personnel shortages and rising task demands (Digital Health, 2025). Healthcare professionals may be less able to give complete patient education and follow-up due to the heavy workloads and time constraints, which raises the risks of misunderstandings. Time constraints may have limited the amount of counselling offered in Len’s case at the time of prescription. 
From a critical standpoint, the NHS’s hybrid structure helped and prevented reacting to this major incident. Although decentralised implementation failed to guarantee that the principles were successfully implemented in practice, centralised standards provide a framework for safe prescribing. This emphasises how crucial effective governance and leadership are in reducing the gap between practice and policy (Royal College of Pharmacy, 2021). 

Decentralisation can make it challenging to determine accountability when mistakes are made. Len’s care involved a number of professionals, including the pharmacy, hospital staff, and general practitioner. However, no one made sure that the patient understood the prescription instructions because there were no clear accountability protocols in place. One of the main flaws in decentralised systems is this lack of ownership (Shardeum, 2022). 



In conclusion, both approaches have disadvantages when they are not properly integrated.  While decentralisation enables flexibility and personalised care, centralisation offers structure and standardisation (WebHR, 2025). Len’s case study (NHS, 2023) illustrates how, regardless of the presence of effective centralised policies, shortcomings in responsibility, coordination, and communication within a decentralised system can result in major harm. Improving patient safety and ensuring that the national guidelines are successfully applied locally requires strengthening the connection between these two methods. 

c. Leadership Theories and Application.
In complicated settings, involving high-risk medications like morphine, leadership is crucial in determining patient safety results (The Pharmaceutical Journal, 2025). The fatal overdose in the case study of Len (NHS, 2023) reveals major flaws in leadership at several levels of the healthcare system, in addition to clinical and communication shortcomings. A foundation for understanding how leadership strategies might have impacted the result is provided by applying leadership theories. Including situational, transactional, and transformational leadership (PMC, 2023). The goal of transformational leadership is to encourage and motivate employees to put continuous improvement and high-quality, patient-centred care (Sheila et al., 2017). In Len’s case, an increasingly thorough culture of safety could have been promoted through a transformational leadership style, whereby medical staff actively made sure that the patients understood their prescription instructions. Research shows that organisations with higher levels of transformational leadership have lower rates of adverse events and better patient safety outcomes (Vicki et al., 2021). 
The situation in this case study (NHS, 2023), however, points to a lack of such leadership. Staff may or may not have been working in a task-focused rather than patient-centred culture, as there was no clear indication of proactive communication or patient engagement methods. This indicates an unsuccessful opportunity for leaders to encourage honest discussions, shared accountability, and patient empowerment. 

On the other hand, transactional leadership places a high value on structure, defined responsibilities, and observing rules and regulations (PMC, 2024). This kind of leadership is crucial in healthcare settings to guarantee adherence to safety procedures, especially when it comes to prescribing and dispensing medications. In Len’s case (NHS, 2023), transactional leadership needed to ensure that standard procedures, including patient counselling, dosage verification, and clear labelling, were consistently followed. In order to minimise injury, the NHS safety protocols highlight the significance of clear communication and double-checking high-risk medications (NHS England, 2025). However, the failure to ensure that Len understood the dosage instructions suggests that these processes were either not followed or not effectively enforced. Given that transactional processes were unable to avoid an expected and avoidable error, this suggests shortcomings in leadership monitoring and accountability. 

Situational leadership modifies a leader’s approach according to the needs of the situation, and the patient, Len, who is involved in this case study, is especially relevant (The Centre for Leadership Studies, 2025). Because of his senior status and complex medical needs, Len was more vulnerable to medication errors (NHS, 2023). Healthcare professionals should recognise the risk and improve their communication in accordance with a situational leadership strategy, such as using simpler language, delivering clearer explanations, or implementing teach-back techniques to ensure understanding (PMC, 2025). Based on study findings, patient-centred communication techniques significantly reduce medication errors, especially among older adults (Fazila et al., 2024). In this case, the lack of such adaptive strategies implies that the patient’s particular needs were not taken into consideration by the leadership, which resulted in insufficient assistance and elevated risk. 

Furthermore, it seems that the leadership’s response in this case was more reactive than proactive. Instead of reacting after harm has been done, effective leadership in the healthcare sector is foreseeing dangers and putting preventative measures in place (Skills for Health, 2025). For example, the World Health Organisation (WHO) emphasises better systems, training, and leadership commitment to safety, which can prevent a lot of medication-related errors (Patient Safety Learning, 2022). The lack of safety, such as clear labelling, follow-up correspondence, or patient comprehension verification in Len’s case (NHS, 2023), demonstrates the lack of proactive leadership. This illustrates a larger problem in healthcare systems, where safety is sometimes considered as a formal necessity rather than a fundamental organisational principle. 

A more thorough analysis of the case indicates that the leadership strategies were incorrect for the circumstances. A balance between transactional and transformative leadership is needed for the administration of high-risk medications like morphine. Transformational leadership is required to grow patient-centred communication and a culture of safety, whereas transactional leadership provides adherence to safety procedures (Taylor & Francis Online, 2024).  Len’s lack of effective demonstration of either strategy suggests a leadership gap. 
In conclusion, different leadership strategies might have produced better results. Multiple checks might have been in place under a more distributed leadership model, where all the healthcare providers share accountability for patient safety. Additionally, Len’s connection with the medical staff may have been enhanced through emotionally intelligent leadership. This emphasises empathy, communication, and skills in meeting patient needs. This would have made sure that Len completely understood how to take his own medications properly (James et al., 2020). These methods highlight how serious it is to modify leadership techniques to meet the requirements of patients who are at risk in complicated care settings. 

d. Improvement and Lessons Learned. 
Len’s case study (NHS, 2023) reveals critical shortcomings in governance and leadership, showing how these errors can cause major patient suffering. The fatal overdose was the outcome of multiple missed opportunities throughout the healthcare system rather than a single error. Analysing these mistakes critically offers crucial information on how stronger governance, greater system integration, and enhanced leadership could prevent such occurrences in the future. The absence of efficient patient education and communication is one of the main issues found in this case. There is no proof that Len or his partner received sufficient assistance in learning how to take the prescription safely, even though they were prescribed a high-risk medication. This indicates a breakdown in both governance and leadership. From a governance point of view, systems should be in place to guarantee that patients taking high-risk medications receive understandable information and that their comprehension is confirmed (ScienceDirect, 2023). 

By ensuring that patients can accurately describe how to administer their medication, structured communication methods like the `teach-back’ method have been demonstrated to considerably reduce medication errors (Alqenae et al, 2020). In this case, the lack of such strategies amounts to a lost chance to stop harm from occurring. 
Effective communication is also greatly aided by leadership. It is the responsibility of leaders to establish a culture that prioritises patient safety and holds healthcare workers accountable for assuring patient awareness. The lack of clear communication in Len’s case raises the possibility that this culture was not deeply established. According to research, organisations with solid safety cultures and strong leadership experienced better patient outcomes and lower adverse event rates (NIH, 2024). Therefore, enhancing communication and reducing risks requires stronger leadership at all levels. 


Lack of coordination and continuity of care is another major issue. Several medical professionals, including GP practitioners, hospital employees, and pharmacists, were involved in Len’s care, but there doesn’t seem to have been much cooperation or communication among these professionals. Healthcare systems constantly struggle with this fragmentation, which is particularly troublesome during care transitions. Research indicates that a large percentage of medication errors happen when patients transition between different care settings all the time, resulting in inadequate information transmission (Tom et al., 2018). 

In this case, the risk of mistakes increases because the transition from clinical supervision to self-management at home was not actually fully supported. Stronger governance mechanisms are required to solve this issue and guarantee improved system integration. This could involve enhanced communication procedures, more transparent accountability frameworks, and the use of shared electronic health information. The significance of integrated care systems in enhancing coordination and reducing fragmentation has been discussed by the NHS England (NHS England, 2019). By acknowledging these strategies in practice, it may be possible to guarantee that all medical professionals involved in a patient’s care have consistent access to information and can cooperate to promote safe medication usage. 

Additionally, the case highlights flaws in proactive safety measures and risk management. Additional precautions should be taken when morphine, a high-risk medication, is prescribed, especially for vulnerable patients like elderly adults. Nevertheless, there is no evidence to indicate that these precautions were taken. Identification of high-risk circumstances and the application of focused initiatives to lower these risks are required for effective governance (WHO, 2026). For instance, encouraging patients who are prescribed opioids to have follow-up examinations could help detect such problems early and stop harm. 

The case highlights the necessity for more proactive and flexible leadership strategies. Leaders should prepare for possible risks and ensure that the right procedures are in place to stop mistakes before they happen. This is in accordance with the fundamental principles of high-reliability organisations, which emphasise risk management and anticipation in complex environments (Kai Nexus, 2025). A more proactive leadership strategy in Len’s case might have included recognising the dangers of opioid usage in senior citizens and putting in place extra support systems. 


Furthermore, the case also emphasises the significance of ownership and accountability. Due to the decentralised structure of healthcare delivery, several professionals shared accountability for guaranteeing safe pharmaceutical use. But this also led to a lack of clear ownership, since no one was in charge of making sure Len understood the instructions of his own prescription. This problem might have been solved by strengthening accountability systems. Such as appointing a specific expert to handle medication education. The necessity of incorporating patient-centred approaches into system design is another crucial lesson to be learned from this case. Patients should be seen as active participants in their care rather than as passive recipients. Improving safety outcomes requires making sure patients are aware of their medications, feel comfortable taking them, and receive assistance when necessary. Research indicates that patient engagement techniques can enhance adherence and drastically decrease medication-related harm (WHO, 2017). 

In summary, Len’s case demonstrated the complex connection between governance and leadership in determining patient safety outcomes. Numerous system flaws, such as poor coordination, poor communication, insufficient risk management, and unclear accountability, led to the incident. Stronger leadership, enhanced governance frameworks, and increased system integration are all necessary to address these problems. Healthcare organisations can lower the possibilities of such cases and enhance patient safety by applying evidence-based solutions and learning from this case. 

Recommendations.
It is evident from the analysis of Len’s case that in order to stop future occurrences of this kind, enhancements in leadership, governance, communication, and system integration are required. Healthcare organisations need to embrace a more well-rounded leadership strategy that incorporates situational, transactional, and transformational leadership approaches. To establish a culture of safety, transparency, and patient-centred care where the healthcare workers feel accountable for guaranteeing patient comprehension, transformational leadership is important. To guarantee full adherence to safety procedures, transactional leadership should be reinforced immediately, especially when handling high-risk medications like opioids. Additionally, situational leadership should be promoted since it enables medical professionals to tailor their methods and communication according to the needs of patients, particularly vulnerable patients like senior adults (NMC, 2026).


Enhancing teamwork and communication throughout the healthcare system is also important. To guarantee that all medical professionals involved in a patient’s care have access to current and consistent information, the implementation of integrated electronic health records should be increased. To reduce fragmentation and enhance continuity of treatment, there should be clear forms of communication between general practitioners (GPs), hospital staff members, and pharmacists. Additionally, designating a specific healthcare practitioner to handle medication instructions and follow-ups could enhance accountability and guarantee that no important measures are neglected (NIH, 2024). 

To guarantee that patient perspectives are integrated into service design, stakeholder involvement and co-production should be practised. Particularly when it comes to medication management, patients and their families should actively participate in choices regarding their care. This can enhance comprehension, compliance, and general safety. Clear and accessible information can also be ensured by involving patients in the development of educational resources and communication strategies (PMC Central, 2023). 

Conclusion. 
Applying systems thinking made it clear that factors from several healthcare system levels influenced the incident. While national policies offered a foundation for safe practice, an analysis of centralisation and decentralisation revealed local implementations and coordination issues. Contributed to the poor result. Similarly, the assessment of leadership theories showed that the leadership in this case was mainly inefficient and lacked proactive, patient-centred, and adaptable strategies. The risk of harm was further enhanced by the lack of a strong safety culture and clear accountability. 

In the end, Len’s case is a crucial reminder of how important it is to coordinate communications, processes, and leadership in order to stop preventable harm. Healthcare organisations can establish safer workplaces and reduce the possibility of such cases happening in the future by implementing more effective leadership styles. strengthening governance procedures and enhancing system integration. To provide high-quality healthcare, this emphasises the significance of ongoing education, teamwork, and patient-centred methods. 
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