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Medication-related harm is a significant patient safety concern which continues to impact the healthcare system around the world with older adults being especially vulnerable because of the complicated health conditions, polypharmacy and reduced physiological resilience. This report determines a case study that concerns the death of Len, an 89-year-old man with Charcot-Marie-Tooth (CMT) disease, following an unintentional overdose of morphine sulfate oral solution. After dealing a fall accompanied by chest pain and breathlessness, Len received treatment from his general practitioner (GP) and hospital clinicians before being prescribed oral morphine for the pain management. Therefore, a misunderstanding of the medication label by Len and his wife has resulted in the administration of a higher dose than the prescribed. The investigation by the Healthcare Services Safety Investigations Body (HSSIB) summarized the incident arose from various interacting failures such as ineffective communication, inadequate patient education, weaknesses in medication safety processes and governance deficiencies instead of the actions of a single healthcare professional (Mitchell, 2024). 
Leadership in health and social care refers to the capability to influence individuals and multidisciplinary teams across achieving the shared goals to deliver safe, effective and patient-centred care (Michielsen et al. 2023). Efficient leaders develop a culture of collaboration, accountability and constant learning while ensuring that the healthcare services mostly respond effectively to changing patient requirements along with the organizational challenges. Healthcare organizations mostly operate both the decentralized and centralized system. Centralisation promotes consistency through the national policies, standardised clinical guidelines and regulatory oversight, whereas the decentralization empowers frontline professionals as well as local organizations in order to make decisions which respond to particular patient circumstances. In this context, choosing a proper leadership approach such as transformational, transactional and situational leadership is especially significant during the organizational change period or the patient safety crises as leadership influences communication, decision-making, staff engagement and organisational resilience. 
This report mainly analyses Len’s case through implementing leadership theories, governance principles and systems thinking for determining the main causes of the incident. In addition, it determines the influence of decentralized and centralized healthcare structures, determines the way leadership impacts patient safety outcomes and finds out opportunities for organizational enhancement. Finally, the report shows evidence-based suggestions to improve medication safety, governance, communication and continuous learning within the health and social care organizations by supporting safer and high-quality patient care. 
[bookmark: _Toc236752155]2. Main Analysis 
[bookmark: _Toc236752156]2.1 Identifying the Problem and Setting the System Context 
The main problem in this case study is the occurrence of an unwanted morphine overdose that resulted in the death of Len, an 89-year-old man with Charcot-Marie-Tooth (CMT) disease. Following a fall that was associated with chest pain and breathlessness, Len was assessed through his general practitioner (GP) and later attended hospital, where he was prescribed morphine sulfate oral solution to manage pain. Therefore, both Len and wife misunderstood the instruction of the dosage on the medication label and also administered a higher dose as compared to prescribed. The following morning, Len was found unresponsive and admitted to hospital with a suspected morphine overdose, pneumonia and worsening CMT. Therefore, his situation primarily improved but he subsequently deteriorated and died. The Healthcare Services Safety Investigations Body (HSSIB) has concluded that the incident was not attributable to a particular clinical error thus resulting from various iterating failures including medication labelling, communication, patient education, prescribing practices and organisational governance. 
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Figure 1: Summary timeline of Len’s care in 2021
(Source: Unintentional overdose of morphine sulfate oral solution, 2022)
This is an example of a larger patient safety problem with medication errors internationally. The World Health Organization (WHO) reported that on average 1.3 million people are injured and at least one person dies every year due to medication-related harm globally (World Health Organization, 2023). Moreover, worldwide costs of medication errors are projected to be more than US$42 billion annually and more than 1% of the global health expenditure. Physiological changes related to aging, recurrent chronic health conditions, cognitive deficit and medication use, such as polypharmacy increase the risk of occurrence of adverse drug events in older adults. In order to address these concerns, WHO started the Medication Without Harm Global Patient Safety Challenge to cut in half severe preventable harm in the context of medicines, largely by improving medicine prescribing safety, dispensing safety, admin safety and patient engagement. Len's case is a good example of the ongoing importance of this worldwide patient safety priority, bringing into sharper focus the dangers of not communicating with patients after discharge, or not communicating with them after discharge sufficiently.
At the national level, medication safety keeps one of the most important patient safety concerns within the National Health Service (NHS). NHS England determines medication-related incidents as one of the reported categories of patient safety events towards the healthcare settings such as hospitals, community pharmacies and primary care (Alqenae et al. 2023). Research commissioned through the Department of Health estimates that the NHS experiences hundreds of millions of medication errors yearly towards the medicine’s pathway. However, thousands of patients deal with avoidable moderate or serious harm per year that resulted in prolonged hospital admissions, higher healthcare costs and protectable mortality. Thus, medication errors including opioids including the morphine are especially concerning as incorrect dosing may cause respiratory depression, unconsciousness and death, especially among frail older patients. On the other hand, organizations such as Medicines and Healthcare products Regulatory Agency (MHRA) and NHS England have been issued repeated safety alerts that emphasize clearer prescribing, enhanced labelling as well as proper patient counselling for the high-risk medicines. 
There is additional support from international organisations which further underscores the problem's value. Medication safety is a simple part of healthcare delivery that IHI has understood has consistently been a part of quality care and is focused on going to a systems-based solution to blaming individual clinicians. Similarly, the Organisation for Economic Co-operation and Development (OECD) recognized that unsafe care that includes harm from medication is a large component of preventable morbidity in developed health care systems (The economics of patient safety, 2024). The results crosscut the issue of medication errors as they show that errors result from system weaknesses instead of just lapses on the part of health professionals. The case of Len also highlights a larger patient safety issue on an international scale that draws upon coordinated leadership, governance and patient quality improvement, extending the urban clinical incident to a broader issue. In addition, Len's case also illustrates a patient safety problem on an international level necessitating coordinated leadership, governance and quality improvement, expanding the urban clinical incident to a larger issue.
Implementing a system thinking perspective allows a detailed understanding of the reason that the incident happened. System thinking views healthcare as a complicated adaptive system in that patient outcomes are influenced through the interactions among the people, technology, organisational processes, policies and environmental factors instead of the individual actions. In Len's case, various components of the healthcare system interacted improperly. The GP has also prescribed morphine, and the pharmacy dispensed the medication, written dosage instructions have been provided on the label, healthcare professionals offered verbal explanations, and Len and his wife interpreted the instructions independently at home. Len’s morphine overdose mostly resulted from the interconnected failures towards the national, regional and local healthcare governance. However, NHS England, the MHRA and NICE provided medication-safety guidance, weaknesses in local implementation, patient counselling and communication minimized its overall effectiveness (Bhatti et al. 2022). In addition, workforce shortages, higher service needs, complicated medicines management as well as financial pressure also gained the risk or error. In this context, a Rich Picture places Len and his wife at the centre and maps their relationships with the hospital clinicians, regulators and pharmacy. Broken communication pathways and improper feedback loops described that the overdose, hospitalisation and death arose from system-wide failures instead of one healthcare professional mistake.  
[image: ]
Figure 1: RICH Picture
(Source: Self-developed)
[bookmark: _Toc236752157]2.2 Centralisation versus Decentralisation 
The National Health Service (NHS) in England mostly operates through a hybrid governance model which includes centralized strategic leadership with decentralized service delivery (Thapa et al. 2026). Centralized organizations such as NHS England, the Medicines and Healthcare products Regulatory Agency (MHRA) and the National Institute for Health and Care Excellence (NICE) develop national prescribing policies, medication safety standards and clinical governance frameworks. Therefore, responsibility to apply these standards is decentralized to the Integrated Care Boards (ICBs), hospital trusts, GP practices and community pharmacies that allows healthcare professionals to make better and clinical decisions as per the individual patient needs. In this context, Len’s case describes that although centralized governance develops proper medication safety guidance, failures in the decentralized application that contributes to communication breakdowns, medication misunderstanding and a fatal morphine overdose.
Medication-related harm keeps a massive global patient safety issue that emphasizes the significance of proper governance towards the healthcare system. The World Health Organization (WHO) estimates that some medication errors also cause at least one death each day and also harm nearly 1.3 million people yearly in the year, while generating an estimated economic burden of US$42 billion every year (WHO, 2022). In this response, the WHO has launched the Medication Without Harm Global Patient Safety Challenge that aims to minimize various avoidable medication-related harm nearly 50 percent through safer prescribing, dispensing and patient engagement. These statistics show that Len’s case shows a larger international healthcare challenge instead of isolated local incidents. 
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Figure 2: Summary timeline of how HSIB processed Len’s referral
(Source: Unintentional overdose of morphine sulfate oral solution, 2022)
 The Department of Health and Social Care calculated that around 237 million medication errors occur each year, with around 66 million of these having the potential for clinical harm (Elliott et al. 2022). Medication incidents are one of the most common patient safety incidents reported across NHS service, including in respect of high-risk medicines like opioids. Therefore, NHS England, NICE and the MHRA have established detailed prescribing advice, medicines safety warnings and medicines optimisation policies to guide decision making to ensure patient safety. The findings from the countries are consistent with the WHO evidence and confirm the continued concerns about medication safety at both the national and international levels. The Institute for Healthcare Improvement (IHI) also believes that an individual careless worker is unlikely to be responsible for medication errors, but that it more likely originated from errors or flaws in the complex healthcare delivery system. 
The system's approach is in accordance with the HSSIB investigation into Len's death, which determined that this was the result of a series of overlapping failures within a system. In this context, for the last 30 or 40 years, international organisations have encouraged improvements in communication, organisational learning and governance, rather than faulting individual clinicians. Nationally established clinical guidelines assure that the healthcare organizations follow continuous evidence-based prescribing practices. While regulatory bodies monitor the compliance through the safety alerts, clinical audits and incident reporting systems. Standardisation minimises unnecessary variation in care and accountability in health care organisations (Benning et al. 2022). There was no doubt that in the case of Len, there existed a regulatory framework at the national level in advance, both in relation to prescribing practices and in relation to medication safety.
De-centralisation sits alongside central governance and empowers local organisations with the ability to offer patient care that is flexible and adaptable to the unique needs of each patient (Mold et al. 2023). GPs, pharmacists and hospital clinicians have professional independence to prescribe medications, offer counselling and engage family caregivers in decision making about treatment. This is adaptable to patient-centred care, especially for older people with multiple chronic conditions. However, as illustrated in Len's case, decentralisation can lead to variations in practice also. There was no standardised procedure to ensure that Len and his wife had been given the correct dose, which also allowed for an error in giving him the drug. The incident also focuses on some of the underlying flaws in the healthcare delivery system. Communication failures also occurred throughout the prescribing and dispensing pathway with ineffective attempts to ensure patient understanding using structured methods such as teach-back. 
Accountable responsibility was split between GP practice, community pharmacy and hospital services, with none of these taking responsibility for ensuring the patient was understood when discharged. Poor leadership was reflected, for example, in the discrepancy between not having comprehensive systems in place to identify medication misunderstandings prior to harm. Organisation stresses also affected the quality of the decentralised care. RHWS data indicates that over a number of years there have been over 100,000 vacancies in the nursing, medical and pharmacist professions within the NHS along with increased workload and decreased consultation time (NHS England, 2024). Increasing numbers of older people with multiple chronic conditions and financial pressures, combined with an increase in demand for services also restrict opportunities for comprehensive medication counselling. 
[bookmark: _Toc236752158]2.3 Leadership Theories and Application 
Leadership is an integral part of patient safety as it affects the priorities of the organisation, staff behaviour, communication and learning from error. The accidental overdose of morphine is not a simple mistake by the person giving the dose to Len. It showed areas of weakness in prescribing, dispensing, communication and patient education and organisational oversight. Thus, the role of leadership should be considered as one approach to linkage to safety in the context of the professional and organisational boundaries (Lyubykh et al., 2022). In particular, transformational, transactional and distributed leadership as well as emotionally intelligent leadership are relevant.
Transformational leadership is geared toward developing a vision and inspiring employees and change in the organization. Transformational leaders in healthcare can help to enhance patient safety by fostering a culture of shared responsibility and enabling employees to recognize safety hazards (Hamdan et al., 2024). If applied to Len's case it could have led to professionals in primary care, pharmacy and hospital services to see medication safety as an individual task rather than a shared responsibility. Leaders might have identified the oral morphine as a high-risk medication and have focused on good communication about dosage, concentration and administration. But with vision and motivation, transformational leadership is not enough to ensure safety as effective procedures and clinical controls need to be in place. Hence, it is most effective if used in conjunction with transactional mechanisms.
Transactional leadership focuses on rules, standards, monitoring and accountability (Dong, 2023). This is important to medication safety as medication administration procedures can be standardized to limit variation and the potential for medication error. Len's problems could have been solved by using transactional leadership that would have enabled them to require verification of doses, provide clear instructions for dispensing and have documented evidence that the patient had understood the instructions and had an appropriate plan in case of uncertainty. These controls offer a measurable accountability. But overuse of transactional leadership can lead to compliance that does not allow for due consideration of whether the procedures are suitable for individual patients (Gruessner, 2023). Len's case illustrates that having a prescription or written label is not necessarily enough. So, without patient-centred communication a command-driven approach would have been inadequate.
Distributed leadership is relevant as Len's care entailed a number of interconnected actors, GP, hospital, pharmacy services, Len and his wife. This way of thinking sees leadership as multi-faceted, spread amongst the professions and not limited to top management. In this case, distributed leadership might have enabled professionals to question unclear instructions and communicate risks and share responsibility for medication safety. It would also acknowledge that Len and his wife are active members of safe care. However, distributed leadership can be problematic in the sense that responsibilities are not clearly defined, causing uncertainty of accountability. Effective governance is therefore necessary to determine who should be responsible for checking the understanding of the medication, record counselling and ensure the continuity between services (Ojo et al., 2024).
Additionally, the case illustrates the importance of "emotional intelligence" and "compassionate leadership. Leaders and professionals need to be able to recognise patients' individual needs and respond to them appropriately which is emotional intelligence. In Len's case this would be checking to see if he and his wife really knew how to take the medicine and not taking it for granted they had read them. Compassionate leadership involves being attuned to others, listening and involving others in decision making (Ramachandran et al., 2023). One application that I can think of would be using a teach-back approach such as using Len or his wife to explain how much morphine they intended to give. This may have led to a miscommunication before damage was done. Safety information once again emphasizes the need for good leadership. Medication-related harm is a major contributor to avoidable harm in the world, in fact it is estimated that annual medication error-related harm costs the world around US$42 billion (WHO, 2022). 
Similarly, Alrowily et al (2024) shows that the scale of incidents relating to medicines remains high in the UK and communication, human factors and system weaknesses are persistent issues. The results indicate that the ability of leaders to be effective in improving safety is being judged not only by policies but also in terms of resulting safety outcomes. Employees' commitment is also a factor. Evidence from staff surveys conducted within the NHS (2026) has been robustly consistent in showing the relationship between leadership, team working, psychological safety and perception of quality of care. In situations where staff do not feel confident to speak up or challenge unsafe practices, risks can be overlooked and only come to light when significant harm has already happened.
In Len's case leadership is more reactive than proactive. The system responded when there were suspected overdose and clinical deterioration and not in anticipation of risks with complex medication instructions for an older patient. These risks would have been identified, and measures undertaken to prevent their occurrence, in a purpose-driven approach. Hence, there is no single leadership theory that can be used. This would be more appropriate with a mixture of transformational, distributed and emotionally intelligent leadership and transactional controls. 
Transformational leadership could create a shared goal for medication safety, distributed leadership could enhance cross-organisational responsibility, emotionally intelligent leadership could help capture patient and family needs and transactional mechanisms could offer a consistent way to perform medication safety checks. This hybrid method might help to foster a proactive learning culture in which risk data from safety and staff feedback, along with incident reporting, are leveraged to discover risks and prevent unnecessary patient harm (Jiang et al., 2024).
[bookmark: _Toc236752159]2.4 Improvement and Lessons Learned 
Len's case illustrates that patient safety mistakes can be the result of interaction between leadership and governance, or the design of systems, not just because of one person's error. The HSSIB investigation uncovered a number of areas in which additional leadership and governance could have prevented the over-dosing of morphine.
Problem: The problem was collaboration between primary care, hospital and pharmacy services. The care provided by Len involved a number of agencies and professionals, which meant there was a potential for the responsibility for managing medicines to be spread out. There was not enough coordination to ensure that Len and his wife grasped the prescribed dose of the morphine prescription, though this was deemed appropriate. Thus, leadership was reactive rather than proactive, taking steps after the harm of an overdose rather than steps to reduce the risks to an older person taking a high-risk medicine. 
Data: The dispensing label attached to the outer packaging clearly showed the correct dose. However, Len and his wife were not able to see this. Instead, they used information provided by the manufacturer on the bottle, which indicated the strength of the medicine and was misinterpreted to be the required dose.
Improvement: Embed distributed leadership and has clearly established cross organisation accountability. The roles of prescribers and pharmacists must be shared in confirming patient understanding and local multidisciplinary teams must have the ability to recognise and escalate medication risks. This would bring together the central governance standards and the decentralised professional decision making.     
Problem: Information about medicines was available but it was not accessible or understood. The case illustrates that giving written information does not ensure safe medication usage. There were discrepancies between information provision and comprehension. Len and his wife had a misunderstanding about the differences between the medicine’s concentration and the prescribed dose. 
Data: The HSSIB investigation found that there was a prescribed dose on the outer dispensing label, but Len and his wife did not see it. Thai suggests that the safety system was relying on the patient's ability to detect and interpret written information. 
Improvement: Implement a compulsory patient-centred counselling for high-risk medicines. The teach-back approach should be used to help the healthcare professionals who should ask the caregiver to check how they will be taking the dose. Labels should be clearly differentiated between medicine strength and prescribed dose and measuring devices should cover the full range of prescribed doses. 
Problem: Limited proactively learning and weak system feedback. The case of Len emphasises the need to consider medication incidents as an indicator of the broader system risk. Isolated professional accountability will not ensure safety, as medication errors may happen when prescribing, dispensing, administration and monitoring.
Data: WHO estimates that about US$42 billion of money is lost in the world annually as a result of preventable medication-related harm due to medication errors. Continued incidents show that the focus on individual vigilance is not enough, healthcare organisations need to bolster learning systems.
Improvement: Create integrated medication-safety dashboards that integrate incident reports with prescribing errors, pharmacy feedback, and patient complaints and staff concerns. Leaders need to analyse these data in multidisciplinary governance meetings and apply PDSA cycles to challenge interventions. This would let organisations know what risks keep recurring and also determine if any improvements are really decreasing harm.
Problem: The need for centralised governance is a key problem in achieving uniform medication-safety requirements, but a standardised approach to policy may not satisfy the needs of all patients. Len's case illustrates that an older patient or carer might need more than just standard written directions.
Data: The findings of HSSIB (2023) indicate that the medication and the prescribed dosage was suitable. However, the process of communication and understanding was not effective. This indicates that, if there are patient-specific circumstances that are not taken into account by the processes of a system, then clinical correctness is not enough.
Improvement: Implementing a hybrid governance would be effective. National and organisational leaders should set minimum standards for prescribing, labelling and counselling and local teams should be granted autonomy in providing extra support as needed by patients. For instance, these medicines might be given extra counselling, carer involvement and follow-up contact to older or vulnerable patients. 
There are two key points to be learned from Len’s case. Both distributed and emotionally intelligent leadership combined with centralised governance can ensure that standards are tailored to the needs of individual patients while also being standardised and accountable. The leadership response in this instance was reactive, and their response could have been more proactive and purposeful to predict the potential for medicine strength to be confused with the prescribed dose. Thus, other healthcare organisations can learn that safe prescribing does not equal safe outcomes. Medication safety needs to be coordinated throughout the whole pathway, from prescribing, through dispensing to patient knowledge and monitoring.
Evidence and data should be the basis for continuous improvement and accountability. Medication incidents and feedback from patients, staff concerns, compliance with counselling and audit results should be monitored routinely. These data should be used by multi-disciplinary governance groups and responsibilities should be set for implementing and evaluating improvement. This establishes a cycle of incident, analysis, intervention, measurement and learning, which is integrated into the organization's practices. The key take-home message from Len's case is that healthcare organisations need to embed central standards within local flexibility, leadership with shared accountability and incident reporting with ongoing learning to shift the focus from reacting to harm to proactively preventing avoidable patient safety incidents.
[bookmark: _Toc236752160]3. Recommendations 
The organisation needs to have a proactive approach and recognise that medication safety should be patient-centred and treat risks at prescribing, dispensing, communication and medicine use levels based on the analysis of Len's case. There is a need to integrate transformational, distributed and emotionally intelligent leadership into the most effective leadership approach. Transformational leaders should set the agenda for safe medication use within the organisation, and distributed leadership should ensure that the responsibilities for recognising and escalating medication risks is shared between GPs, pharmacists and nurses (Alharbi et al., 2025). Leaders of emotionally intelligent care should ensure that there is a focus on the needs, capabilities and concerns of older patients and older carers. This mix would shift the organisation from a reactive, command and control to a purpose-driven, proactive approach to improvement.
Governance must be enhanced by clarity of accountability in the case of medicines that present risks. A standardized pathway for the administration of medication should involve dose verification, accurate labelling, counselling and confirmation of the patient's understanding of the medication (Russell et al., 2023). But national and organisational standards must be tempered by local flexibility and allow multidisciplinary teams to tailor interventions to the needs of the individual patient. There should be medicine safety audits and dashboards on a regular basis to track medicine prescribing errors, medicine incidents that are high risk, counselling completion, repeat medicine incidents, and patient feedback. Senior clinical and governance leaders to be clear about ownership as any risks identified need to lead to measurable action.
Communication and systems integration must be enhanced by ensuring that information is shared electronically and transferred effectively between primary care, community pharmacy and hospital services. In cases where technically possible, electronic prescribing and clinical decision-support systems should include warnings on high-risk medicines and enable to communicate accurately prescribed dose and concentration. Clear verbal and written instructions must be given to the patient or carer, and the teach-back method should be employed to help ensure understanding (Mahmoodi, 2025). Contact should be considered for vulnerable patients after dispensing as a follow-up.
Avoidable medication errors, duplication and rework can be minimized, or a standardised digital process, proper measuring instruments and medication reconciliation can help to improve technical efficiency. Allocative efficiency involves allocating resources to interventions that provide the best possible safety outcomes and includes increased counselling and follow-up for older and clinically vulnerable people using high-risk medicines (Wagner et al., 2025). Lastly, the organisation needs to incorporate continuous learning and co-production. The principles of PSIRF should be applied to incident reviews and system learning should be the emphasis over individual blame. Patients, carers, pharmacists and frontline staff should be involved in safety reviews and improvement projects. Staff surveys, patient feedback, incident data and audit results should be reviewed regularly, and interventions can be tested using the PDSA cycles before they are implemented on a wider scale (AHRQ, 2024). Progress to be monitored via governance structures, thus holding individuals accountable for progress. Together, these recommendations would create a strong governance and distributed leadership environment, with patient engagement and learning from data as integral components, to shift the organisation from responding to harm related to medication use to proactively preventing it and continually improving.
[bookmark: _Toc236752161]4. Conclusion 
It is clear from the analysis of Len’s case that the accidental morphine overdose was due to a series of failures in communication, labelling of medicines, care coordination and governance rather than a single person's mistake. The medicine and dose given were clinically appropriate but the many gaps along the medication pathway meant that Len and his wife were not as well informed as they could be about the right dose, which resulted in avoidable harm. Also, lack of co-ordinated leadership due to fragmented responsibilities was identified as a limitation, suggesting better co-ordinated working between primary care and pharmacy and hospital services.
Good leadership and governance and systems thinking are therefore crucial to ensuring sustainable improvement of patient safety. Shared responsibility and patient-centred care can be encouraged through transformational, distributed and emotionally intelligent leadership, and strong governance can foster standardisation and over-sight. Systems thinking helps organisations to look at how people, systems and processes are working together, and helps them recognise proactively risks based on evidence, feedback and learning. However, for healthcare organisations to go beyond simply reacting to incidents and enable them to anticipate risks and actively drive improvements in patient safety, they will need to implement systems integration.
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