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Introduction
This report focuses on a transformation which took place within a health and social care organisation following a patient safety incident. The basis for this transformation is based on an investigation report by the Health Services Safety Investigations Body (HSSIB) (2026), which is the independent body responsible for investigating patient safety concerns in England’s healthcare system, following a fatal accidental overdose of morphine sulfate oral solution by an 89-year-old man prescribed for his pain. While a preliminary scoping investigation into the incident did not meet the threshold for a full national probe, the HSSIB (2022) recognised a critical opportunity to improve its performance and contribution to patient safety. The organisation chose to transform its approach by publishing a shorter, albeit targeted investigation report.
In this context, leadership is defined as the ability to influence, motivate, and enable others to contribute toward the effectiveness and success of the organisations of which they are members (Perez, 2021). In health and social care, this translates to guiding professionals, teams, and entire systems towards the shared and unequivocal goal of delivering safe, compassionate, and high-quality patient care. It involves creating a vision, building commitment, and navigating the complex interplay of professional hierarchies, resource constraints, and deeply ingrained cultural norms to achieve improvements that directly impact patient outcomes and public trust (Perez, 2021).
The initially rigid approach to investigation by HSSIB (2022) represents a degree of centralisation, where decisions about what constitutes a national-level issue are made at a central point (Sreeramareddy and Sathyanarayana, 2019). The decision to publish a shorter report signifies a move towards decentralisation, which should empower the organisation to create flexible and value-driven outputs that are not strictly dictated by a centralised approach (Sreeramareddy and Sathyanarayana, 2019). This strategic shift aligns with key leadership theories. The vision to improve patient safety by broadening the organisation's impact resonates with transformational leadership, which seeks to inspire and implement change by elevating the interests of the greater good (Ystaas et al., 2023). The careful assessment of the incident’s details to determine the most effective response reflects situational leadership, where the chosen action is adapted to the specific context (Singh et al., 2024). The day-to-day management of the investigation process also involves elements of transactional leadership, which ensures that tasks are completed correctly and to standard (Singh et al., 2024).
This report will subsequently analyse the specific drivers for this transformation, evaluate the leadership approaches employed to implement it, assess its impact on the organisation's performance and stakeholder relationships, and finally, synthesise key lessons and recommendations for other health and social care organisations navigating similar challenges.
Problem Identification
A critical review of the investigation report by HSSIB (2022) shows that the central problem in this case study is a fatal medication error resulting from a catastrophic failure in the communication of critical safety information across the primary care system. Len was accidentally administered a morphine overdose by his wife, who misinterpreted the manufacturer's stated strength of 10mg in 5ml as the prescribed dose, rather than the dispensing label's instruction for 1.25ml to 2.5ml which remained unseen on the outer packaging (HSSIB, 2022). The World Health Organization (WHO) estimates that medication errors harm approximately one in every 20 patients worldwide, which highlights the pervasive and significant nature of this issue across all healthcare systems (Khan 2025). This issue of opioid-related harm is also pronounced in the UK, as NHS England (2021) identified that over one million people were being prescribed opioids for longer than three months despite limited evidence supporting their efficacy for chronic, non-cancer pain.
Examining this problem through the lens of internationally recognised patient safety organisations reveals consistent patterns of systemic vulnerability. The Institute for Healthcare Improvement (IHI) has long classified narcotics and opiates as "high-alert medications", which are drugs that bear a heightened risk of causing significant patient harm when used in error (Holland et al., 2022). This classification acknowledges that the potential for harm is inherent in the pharmacological properties of the drug, the complex interplay of human behaviour, system design, and organisational processes surrounding its use. The international consistency in identifying opioids as high-risk underscores that Len's case reflects a universally recognised challenge. For instance, the New Zealand Health Quality and Safety Commission (2021) similarly identifies opioids as a leading contributor to healthcare-associated harm and notes that they can cause serious consequences including opioid-induced ventilatory impairment and arrest when given in high doses or to individuals at higher risk.
The fundamental nature of this problem reflects deep systemic weaknesses in addition to simple individual error. The most prominent weakness is in communication across multiple interfaces. This includes between the prescriber and the patient regarding how to interpret medication labelling, between the pharmacy's dispensing label and the patient's understanding of which information to follow, and between the manufacturer's mandated strength declaration and the patient's assumption that this constituted dosing instructions (HSSIB, 2022). The Care Quality Commission's (2025) annual update on controlled drugs identifies communication failures as a recurrent theme in Prevention of Future Death Reports. The report explicitly cites cases where deaths were attributed to "not sharing or adequately communicating information in a timely way" about changes in medicines, patient histories, and risks associated with specific drugs (Care Quality Commission, 2025). This systemic communication gap is compounded by weaknesses in accountability, as no single professional or organisation holds explicit responsibility for ensuring that the patient understands how to translate a prescription into safe administration (Holland et al., 2022). The GP in the case study prescribed appropriately, the pharmacist dispensed correctly, and the manufacturer labelled per regulation (HSSIB, 2022). However, the patient remained unprotected because the system lacked an integrated mechanism to verify comprehension.
This problem was influenced at multiple levels of governance, although it was most significantly at the national level through regulatory frameworks governing medicine labelling and the structures for safety investigation and learning. The Human Medicines Regulations 2012 set the legislative requirements for packaging and labelling, which requires manufacturers to display the drug strength (Care Quality Commission, 2025). However, Holland et al. (2022) note that these regulations do not adequately address how this information interacts with dispensing labels in the patient's interpretation. The investigation by HSSIB (2022) also revealed governance gaps at the regional level. This is because the NHS England Controlled Drugs Accountable Officer function, which provides crucial oversight of controlled drug safety across organisational boundaries, faces uncertainty due to structural reorganisation (Care Quality Commission, 2025). This dilution of oversight function mirrors previous arrangements where the national controlled drugs function was spread across primary care trusts and proved less effective in identifying, sharing, or acting on incidents (Care Quality Commission, 2025).
Several underlying challenges also facilitated the conditions for this error. Patient safety outcomes data from coronial investigations reveal that oral morphine sulfate liquid has been directly linked to the cause of death in 13 Prevention of Future Death Reports since 2013 (Care Quality Commission, 2025). These reports consistently identify themes including poor pain management leading patients to double doses without clinical guidance, lack of fail-safes in prescribing and dispensing allowing duplicate prescriptions or oversupply to go undetected, and polypharmacy risks from combining central nervous system depressants (Care Quality Commission, 2025). Workforce pressures further compound these safety risks as Griffiths et al. (2025) suggest that approximately 10% of nursing posts in acute settings were vacant as of March 2022, which represented 38,972 vacancies. While Len's care occurred in primary care, the systemic strain across the health service creates conditions where communication and patient education become compressed and compromised. Budget constraints further limit investment in safety infrastructure, despite evidence that each additional hour of registered nurse care per patient day could significantly reduce mortality (Griffiths et al., 2025). 
The complexity of this problem can be visualised through a Rich Picture, which demonstrates that Len's death was not the result of a single point of failure but emerged from the interaction of multiple system elements. These include the physical design of packaging, cognitive interpretation of information, communication across professional boundaries, and governance structures that create accountability gaps (HSSIB, 2022). Each actor acted reasonably within their own context, albeit the system as a whole failed to protect a vulnerable patient. 
Centralisation and Decentralisation
Sreeramareddy and Sathyanarayana (2019) elucidate that in a centralised system, decision-making authority concentrates at the national level, with local organisations implementing policies and priorities determined centrally. An example of this model is the English NHS through several mechanisms. Since the Health and Social Care Act 2012, overall responsibility for running the NHS was transferred to NHS England, which Dayan (2025) points out is an arm's-length body operating under mandate from the Department of Health and Social Care. This arrangement created a hierarchical chain of command where national bodies set strategy, allocate resources, and define performance targets for local providers (Dayan, 2025). The concentration of decision-making is evident in the NHS Long Term Plan, which was developed nationally and implemented locally, as well as in the system of national targets against which local performance is measured (Pearson, Watson and Witcher, 2024). A clear example of centralised decision-making affecting patient safety is the National Patient Safety Alerting System that is operated centrally through NHS England, which issues mandatory alerts that all providers must implement (UK Health Security Agency, 2021). The HSSIB (2026) itself represents a centralised approach to extracting learning from local incidents and disseminating it across the entire system.
A centralised system provides several advantages in the context of medication safety. Centralised bodies can establish uniform standards, coordinate national improvement programmes, and ensure that lessons from incidents like Len's case are shared systematically (Omnicell, 2024). Duggal (2022) elucidates that the NHS England National Medicines Safety Improvement Programme, which operated from 2021 to 2025, successfully reduced monthly opioid prescribing by over 54,000 patients and was estimated to have saved 884 lives through centrally coordinated interventions. This demonstrates how concentrated authority can drive population-level safety improvements that might be unachievable through local action alone. Dayan (2025) also opines that centralisation enables standardisation of safety guidance, professional training requirements, and regulatory frameworks. This consequently reduces unwarranted variation in practice. The concentration of data collection through the National Reporting and Learning System, which recorded over 1.3 million medication incidents between 2017 and 2022, provides central bodies with intelligence to identify emerging risks and develop targeted responses (Department of Health and Social Care, 2022).
However, centralisation presents significant disadvantages that were evident in Len's case. Although national policies and regulations are undoubtedly necessary, Pearson, Watson and Witcher (2024) warn that they cannot anticipate every local context or patient circumstance. The Human Medicines Regulations 2012 mandate manufacturer labelling requirements but do not address how patients interact with multiple sources of information during medication administration (Care Quality Commission, 2025). The centralised approach to safety investigation also operates on thresholds that may exclude incidents with significant local learning potential. Although the HSSIB's (2022) decision to publish only a shorter report rather than a full national investigation demonstrates flexibility, it also reveals how centralised criteria can limit the amplification of safety lessons from incidents that do not meet national significance thresholds. Furthermore, Dayan (2025) highlights that centralised systems can become bureaucratic and slow to respond to emerging local concerns, as multiple layers of management create distance between decision-makers and frontline reality. 
Decentralised systems contrastingly distribute authority to regional or local levels, which enables responsiveness to local population needs and context (Britteon et al., 2024). In the UK, the creation of 42 Integrated Care Systems (ICSs) brings together local commissioners, providers, and local authorities to plan services for populations (Anderson et al. 2022). At a more local level, Primary Care Networks serve populations of 30,000 to 50,000 and coordinate community services as well as enable multidisciplinary collaboration (Britteon et al., 2024). A clear example of decentralisation is the variation in how different ICSs have organised medication safety review processes, as some have developed local systems for post-discharge medicines reconciliation while others focus on GP practice-level safety audits (Anderson et al., 2022).
An advantage of decentralisation is that local systems can adapt national guidance to reflect community demographics, local health priorities, and specific service configurations (Britteon et al., 2024). In Len's case, a more locally responsive system might have developed tailored mechanisms for verifying patient comprehension of complex medication instructions. Dayan (2025) opines that decentralisation enables innovation and testing of different approaches as successful local initiatives potentially spread through professional networks rather than top-down mandate. Local decision-making can also reduce the distance between those setting priorities and those delivering care, which could potentially improve responsiveness to emerging safety concerns (Britteon et al., 2024).
However, decentralisation carries disadvantages that were relevant to Len's case. Variation in local approaches can lead to inequitable patient experiences and outcomes, with safety depending on where patients happen to live (Pearson, Watson and Witcher, 2024). National oversight of medication safety becomes more challenging when data collection, analysis, and response mechanisms are fragmented. Dayan (2025) highlights that decentralisation without adequate coordination risks losing the population-level learning that national bodies can facilitate. Furthermore, local bodies may lack the resources, analytical capacity, or political influence to address systemic safety issues that require national action (Anderson et al., 2022). The smaller size of Scotland, Wales, and Northern Ireland facilitates closer working between central and local levels in ways that are more challenging for England's larger population.
In Len’s case, the system provided centralised safety infrastructure including national prescribing guidance, regulated product labelling, and professional standards (HSSIB, 2022). The GP appropriately prescribed a reduced morphine dose in line with national recommendations for older adults and those with kidney dysfunction (Duggal, 2022). In addition, the pharmacist applied the dispensing label to the outer box as legally required. However, these centralised safeguards failed to protect Len because they did not address the cognitive and behavioural realities of medication administration in the home setting. The system lacked a mechanism to verify that patients and carers could correctly interpret and apply the information provided.
Leadership Theories and Application to the Case Study
According to Ystaas et al. (2023), transformational leadership is concerned with inspiring and motivating followers to achieve extraordinary outcomes by appealing to their values and sense of purpose. This theory is centrally relevant to the HSSIB's (2022) decision to publish a shorter investigation report on Len's case despite it not meeting the criteria for a full national investigation. By prioritising the dissemination of learning, HSSIB (2022) leadership sought to elevate the organisation's impact and engage stakeholders who might otherwise feel excluded from the safety investigation process. The transformational element lay in reframing the organisation's identity from a purely investigative body to a broader learning and safety promotion entity.
However, while the decision to publish the shorter report was visionary, it remained a reactive response to an incident that had already caused harm. A more consistently transformational approach might have anticipated the systemic vulnerabilities in opioid prescribing and medication administration long before Len's case occurred (Anderson et al., 2022). The NHS Business Services Authority's development of opioid prescribing comparators dashboards represents a proactive, data-driven initiative that enables prescribers to identify patients at risk and review their medications before harm occurs (Pharmacy Magazine, 2022). This tool demonstrates how leadership can create systems that prevent errors rather than merely learning from them after the fact, which exemplifies transformational leadership applied to system design rather than incident response.
Distributed leadership theory posits that influence and decision-making should be spread across multiple individuals and levels within an organisation rather than concentrated at the top (Carstensen, Kjeldsen and Nielsen, 2023). The evidence from Len's case reveals the critical importance of distributed leadership, as the failure involved the interactions between GP, pharmacist, manufacturer, and family caregivers. The Care Quality Commission (2025) explicitly recommends that improvement in the safer management of controlled drugs requires "working collaboratively in local systems," noting that "better collaboration and partnership working can result in better outcomes for people". This recommendation reflects an understanding that safety emerges from distributed responsibility and coordinated action across professional and organisational boundaries. The data on medication errors supports this approach, as Holland et al. (2022) note that 54% of errors occur during administration where patients and carers are most directly involved.  In Len's case, his wife was effectively the final link in the medication safety chain, although the system provided her with insufficient support to fulfil this role safely (HSSIB, 2022). A more robust distributed leadership model would have recognised her as a critical safety partner and equipped her with the tools, training, and support needed to administer morphine correctly.
Finally, the structured processes of prescribing, dispensing, and labelling that were correctly followed by Len's GP and pharmacist represent the successful application of transactional leadership within their respective domains (HSSIB, 2022). These actions demonstrate that transactional leadership, which entails following rules, meeting standards, completing tasks correctly, was functioning as designed (Al-Rjoub et al., 2024). However, the tragic outcome reveals that transactional leadership alone is insufficient when system-level interactions create unanticipated risks. The national data on medication errors contextualises the scale of this challenge. Between 2017 and June 2022, over 1.3 million medication-related incidents were reported to the National Reporting and Learning System (Camacho et al., 2024). This suggests that while transactional processes prevent many errors, the sheer volume of medication transactions means that even a small percentage of severe errors represents a substantial burden of avoidable harm. Camacho et al. (2024) further highlight that the cost of opioid drugs alone decreased by 26.7% between 2015 and 2022, yet prescribing volumes remained relatively stable. This indicates that safety improvements have focused on cost efficiency rather than fundamentally reducing exposure to high-risk medications.
Different leadership approaches could have averted Len’s unfortunate case. A more distributed leadership approach might have ensured that the pharmacist, as the final professional contact before medication reached the patient, had both the authority and responsibility to verify patient comprehension (HSSIB, 2022). This would require moving beyond the transactional completion of labelling requirements toward a more relational engagement with patients and carers. Similarly, more emotionally intelligent leadership at the system level might have anticipated the cognitive challenges faced by elderly carers managing complex medication regimens (Al-Rjoub et al., 2024). The simple intervention of ensuring that dose measurement aids can measure the full range of prescribed doses, as recommended in Safety Observation O/2022/165, reflects this kind of anticipatory, patient-centred thinking (HSSIB, 2022). More fundamentally, the systemic weakness revealed by this case requires leadership that is willing to challenge the assumption that correctly following individual professional duties equates to system safety. This demands what Pereira, Hill and Jones (2025) describe as "management systems to support local accountability" where responsibility for quality rests with front-line providers and commissioners, who are consequently supported by coherent and operationally embedded approaches to quality planning, control, and improvement. Such systems would create the feedback loops and accountability mechanisms that were absent in Len's journey through the healthcare system.
Improvement and Lessons Learned
The fundamental governance failure in Len's case was the absence of any mechanism to oversee the entire medication pathway from prescription to administration. The centralised governance structure exacerbated this problem by creating what Nzinga et al. (2021) term "responsibility without autonomy". The unequal distribution of decision-making power, which Britteon et al. (2024) note is embedded within bureaucratic and professional hierarchies, limited the emergence of the distributed leadership that might have bridged these gaps. Existing data on the scale of unreported learning from medication incidents is substantial. For instance, the Care Quality Commission (2025) reveals that sulfate liquid has been directly linked to the cause of death in 13 Prevention of Future Death Reports since 2013, which suggests that critical lessons were not translated into preventive action despite functional incident reporting systems.
The introduction of the Patient Safety Incident Response Framework (PSIRF) in 2022 represents a fundamental shift in governance that directly addresses the weaknesses exposed in Len's case (Health Innovation East, 2022). PSIRF replaces the previous Serious Incident Framework with a system-based approach focused on compassionate engagement, proportionate responses, and supportive oversight (Health Innovation East, 2022). Crucially, PSIRF enables organisations to use a variety of tools beyond formal investigation, including multidisciplinary team huddles and After-Action Reviews, to identify learning by understanding the multiple factors leading to an incident (Health Innovation East, 2022). This decentralisation of response mechanisms empowers local teams to extract learning from incidents like Len's without requiring them to meet national investigation thresholds.
Another problem identified in the case study is reactive safety management as interventions only occurred after harm. No mechanism existed to identify Len's vulnerability as an older adult with CMT-related respiratory weakness being prescribed opioids, and to trigger preventive intervention before harm occurred. This reactive orientation reflects what the NHS England Medicines Optimisation Dashboard (2015) identified as a persistent challenge, which is that about 17% of all unplanned hospital admissions in people over 65 years are due to medication issues. This is worsened by the realisation that about £300 million is wasted in primary care alone through medication issues, about half of which is avoidable (NHS England, 2015). To address this issue, the NHS Business Services Authority (2025) opioid prescribing comparators dashboard represents a technological solution to proactive surveillance. The dashboard enables prescribers and commissioners to identify patients at risk and review medications before harm occurs (NHS Business Services Authority, 2025). 
Len's wife, as the medication administrator, was effectively the final link in the safety chain yet received no support to fulfil this role. She was not asked to demonstrate understanding before leaving the pharmacy, given no follow-up contact to verify correct administration, and provided with no mechanism to ask questions when uncertainty arose (HSSIB, 2022). This reflects what PSIRF identifies as a failure of "compassionate engagement and involvement of those affected by patient safety incidents" (Health Innovation East, 2022). PSIRF requires that organisations deploy the most appropriate and proportionate responses to incidents. However, Jury (2025) identifies that organisations are unsure of how or where they can do more for families. Dedicated family mediation support offers one solution, though Jury (2025) asserts that careful design is needed to avoid creating additional barriers between families and the system. 
The interaction between centralised governance structures, distributed leadership deficits, and inadequate feedback mechanisms produced the conditions for Len's death. Although the centralised system provided essential infrastructure, it also created distance between rule-makers and the reality of medication administration in patients' homes (Britteon et al., 2024). The leadership styles evident in the system were also predominantly transactional, as professionals focused on correctly completing their specific tasks rather than owning the collective outcome (HSSIB, 2022). Finally, the feedback mechanisms failed at multiple levels, as incident reporting systems captured data but did not translate it into preventive action. This interaction of key factors infers that learning remains siloed within individual organisations when there is a lack of cross-system thematic analysis.
This realisation provides several lessons for other health organisations. First, safety requires system-level accountability, as Len's case demonstrates that correctly following professional duties can coexist with catastrophic patient harm (HSSIB, 2022). This means that organisations must establish mechanisms to oversee entire care pathways. Second, proactive surveillance using digital tools should enable prevention rather than reaction. Tools such as the opioid prescribing comparators dashboard and medicines optimisation dashboards provide real-time intelligence that allows intervention before harm occurs (Pharmacy Magazine, 2022). Therefore, organisations should invest in data infrastructure that identifies vulnerable patients and triggers proactive review. Third, meaningful patient and carer engagement must be embedded, as the failure to verify that Len's wife understood how to administer morphine represents a systemic blind spot. PSIRF's emphasis on compassionate engagement provides the framework, but organisations must operationalise this through routine verification of comprehension, follow-up contact for high-risk medications, and accessible mechanisms for asking questions (Health Innovation East, 2022). Finally, distributed leadership must be actively cultivated. This means that organisations should identify and nurture this style by empowering frontline staff to identify and mitigate cross-boundary risks. Ultimately, implementing these lessons requires moving beyond the assumption that correctly following rules equates to system safety. Instead, organisations should embrace the reality that safety must be actively created through continuous learning, collaboration, and accountability across boundaries (Carstensen, Kjeldsen and Nielsen, 2023).
Recommendations
A key recommendation is that the HSSIB should build upon its demonstrated flexibility by formally establishing a category of targeted safety briefings for incidents that do not meet full national investigation criteria but contain significant learning potential (Holland et al., 2022). This would institutionalise the approach taken in Len's case and ensure that similar opportunities to disseminate safety intelligence are not dependent on non-routine decisions. The organisation should develop clear criteria for these briefings. An example is focusing on incidents that reveal systemic vulnerabilities applicable across multiple care settings, such as the interaction between manufacturer labelling and patient comprehension. Additionally, HSSIB should establish a formal mechanism to share thematic findings from these targeted briefings with national regulatory agencies and professional regulatory bodies. This should help create a direct feedback loop from local incidents to national policy and guidance (Barrow et al., 2024). 
Another recommendation entails moving beyond the predominantly transactional approaches that characterised the current system towards a deliberate blend of distributed and transformational leadership. Carstensen, Kjeldsen and Nielsen (2023) suggest that distributed leadership must be actively cultivated across primary care networks, integrated care systems, and community pharmacy networks to address the cross-boundary nature of medication safety. This means empowering frontline pharmacists, GPs, and community nurses to form local medication safety collaboratives with the authority to implement changes tailored to their populations (Carstensen, Kjeldsen and Nielsen, 2023). Simultaneously, transformational leadership is required at system level to articulate a compelling vision of medication safety that encompasses the entire pathway from prescription to administration (Ystaas et al., 2023). This vision must elevate the goal beyond compliance with individual professional duties toward collective ownership of patient outcomes, which could inspire the cultural shift necessary to sustain improvement beyond initial interventions.
Governance reforms should also focus on establishing clear accountability for the complete medication pathway. Integrated care systems should designate a named clinical lead for medication safety with responsibility for overseeing the entire journey from prescribing through to home administration within their geography. This role would have authority to convene representatives from general practice, community pharmacy, secondary care, and patient groups to identify and address cross-boundary risks. Communication improvements must address the fundamental design flaw exposed in Len's case, which is the predictable misinterpretation of manufacturer strength declarations as dosing instructions (HSSIB, 2022). The Human Medicines Regulations should be updated to require integrated labelling designs where manufacturer information and dispensing instructions are presented in a unified format that cannot be physically separated (Duggal, 2022). Until regulatory change is achieved, NHS England (2021) should issue national guidance requiring community pharmacists to verify patient or carer comprehension of morphine dosing before dispensing, including demonstration of accurate measurement using the supplied oral syringe. This directly addresses the communication gap that left Len's wife without support at the critical moment of administration.
According to Camacho et al. (2024), systems integration requires investment in digital infrastructure that connects prescribing data across primary and secondary care. The opioid prescribing comparators dashboard provides a model that should be expanded to include all high-alert medications, with real-time data accessible to GPs, pharmacists, and integrated care system medication safety leads (NHS Business Services Authority, 2025). This would enable proactive identification of patients like Len and trigger automatic review before dispensing occurs. Finally, continuous learning should move towards systematic analysis of aggregated safety intelligence. A central function within HSSIB or NHS England should conduct and publish regular thematic analyses of medication-related incidents, coroners' reports, and safety investigations. This should create the feedback loop that was absent in Len's case. In this regard, stakeholder engagement must become routine (Britteon et al., 2024). Patient and carer representatives should be embedded in medication safety committees at national, integrated care system, and local levels. For medication safety, this means involving patients and carers in designing labelling, developing patient information, and testing administration devices before widespread deployment (Duggal, 2022).
Conclusion
In conclusion, this case study set out to examine a significant organisational transformation following an investigation report by HSSIB (2022) after the death of a patient after an accidental overdose of morphine sulfate oral solution. A Rich Picture demonstrated that Len's death was not the result of a single point of failure but emerged from the interaction of multiple system elements. These included the physical design of packaging, cognitive interpretation of information, communication across professional boundaries, and governance structures that created accountability gaps. The report also analysed whether the case study organisation operated in a centralised or decentralised system. Len's death illustrates that safety emerges not from correctly following centralised rules alone, but from systems designed to anticipate and prevent the interactions between multiple correctly executed processes that can combine to produce adverse outcomes. The hybrid structure of the English NHS, which consists of a strong centralised framework overlaid with decentralised implementation, creates conditions where such interactions can occur without clear mechanisms for detection, intervention, or accountability. 
A critical review of leadership styles and their relevance to the case study emphasised a consideration of whether leaders acted reactively or proactively. This perspective facilitated the identification of several key lessons for other organisations. Finally, this report provided practical recommendations addressing the multiple failures that contributed to Len’s death. Governance reforms should establish accountability for complete pathways; leadership development cultivates the distributed responsibility necessary to make those accountabilities meaningful; system integration creates the digital infrastructure for proactive surveillance; efficiency measures ensure resources target greatest risk; and continuous learning embeds the feedback loops that translate experience into improvement (Barrow et al. 2024). Each recommendation is grounded in evidence from this case and the broader literature on medication safety, and each is designed to be practical and achievable within existing structures while pointing toward necessary long-term reform.
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