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Introduction.
Healthcare organisations operate within increasingly complex systems where effective leadership, governance and collaborative decision-making are essential to ensuring safe, high-quality patient care (Rosen et al. 2018). Health care harms approximately 1 in 10 patients, resulting in over 3 million deaths annually (World Health Organization, 2023). In low- to middle-income countries, up to four in every hundred individuals die from inadequate care. Notably, more than half of these injuries are preventable, with medications being responsible for half of the cases (WHO, 2023). The ageing population and the rise in long-term conditions have intensified challenges in healthcare, necessitating that leaders adopt systems-based approaches focused on learning, accountability, and continuous quality improvement (NHS England, 2022).
This report critically analyses the Healthcare Safety Investigation Branch (HSSIB) investigation into the death of Len, an 89-year-old man with Charcot–Marie–Tooth (CMT) disease, who died following an unintentional overdose of morphine oral solution after he and his wife misunderstood the prescribed dosage (HSSIB, 2024). Despite initially appearing to be a medication administration error, the HSSIB investigation revealed broader issues, including organizational failures, communication gaps, inadequate medication optimization, insufficient patient education, and governance problems. The emphasis was placed on systemic learning and organizational transformation to improve medication safety in health and social care, avoiding individual blame. Leadership plays a crucial role in influencing teams to achieve common goals while ensuring safe, effective, and person-centred care (Northouse, 2022). Effective leadership in health and social care involves not only staff direction but also fostering collaboration, creating a positive safety culture, supporting innovation, and ensuring continuous learning from adverse events (West et al., 2017). Leadership is crucial during organisational change or crises, requiring quick decisions that prioritize patient safety and staff engagement. Various leadership styles transformational, transactional, situational, and distributed offer distinct strengths depending on the context and complexity of the challenges faced (Wilder, Austin, and Casella, 2009; Ghasabeh, Soosay, and Reaiche, 2015). 
The structure of healthcare organizations affects leadership effectiveness: centralized systems promote consistency by concentrating authority in senior management, whereas decentralized systems foster flexibility and local innovation by distributing authority among frontline teams (OECD, 2023). Achieving an appropriate balance between these approaches is particularly important for patient safety, where national governance frameworks must be effectively integrated with local clinical decision-making. The report applies systems thinking, leadership theory and governance principles to critically and analytically evaluate Len's case. 
Identifying the Problem and Setting the System Context: Applying Systems Thinking.
The World Health Organization (2023) identifies that more than 3 million people die each year due to unsafe healthcare, while around half of all preventable patient harm is associated with medication errors. It is estimated that unsafe medication costs approximately US$42 billion globally each year (Manias et al., 2020), prompting the launch of the global Medication without harm. Medication-related harm also represents a major patient safety challenge in England. Research estimates that approximately 237 million medication errors occur annually, with around 66 million considered potentially clinically significant (Bolwell, 2025). These errors are estimated to cause or contribute to approximately 1,708 deaths each year, highlighting the substantial burden of unsafe medication practices on patients and the NHS (NHS Resolution, 2024; Office for National Statistics, 2025). The figure of 1,708 deaths annually is particularly relevant to Len's case because it pertains specifically to medication errors within healthcare. These figures demonstrate that medication errors represent a major organisational issue requiring strategic leadership, robust governance and continuous quality improvement rather than isolated corrective actions after incidents occur (NHS England, 2019). 
The HSSIB investigation involving Mr. Len, an 89-year-old man with Charcot–Marie–Tooth (CMT) disease, provides a valuable example of how multiple organisational and system failures can combine to produce disastrous outcomes (NHS, 2019). After a fall, Mr.  Len experienced chest pain and breathlessness and was prescribed oral morphine solution for pain management. Mr. Len and his wife misunderstood the manufacturer's bottle label, believing that the medicine strength (10 mg in 5 ml) represented the prescribed dose. Consequently, Len took repeated doses that were two to four times greater than expected. He was admitted to the hospital with a suspected accidental morphine overdose, pneumonia, and worsening neurological disease, and later died. Following his death, the family discovered that the dispensing label on the outer packaging instructed him to take only 1.25–2.5 ml, a label they had not seen.
Although the overdose appeared to result from a patient misunderstanding, the HSSIB investigation concluded that the incident reflected interacting system factors rather than a single human error (Crompton et al., 2025). These included medicine packaging and labelling, communication during prescribing and dispensing, limited verification of patient understanding, and weaknesses in the wider medicines safety system. This systems perspective is fundamental to present patient safety science because it shifts attention from blaming individuals towards understanding how organisational conditions create opportunities for error (Martin et al., 2025).
Len's advanced age, progressive neurological disease and dependence on his wife for medication administration placed him at high risk of medication-related harm (Christopher et al., 2022). Healthcare professionals should therefore have implemented additional safeguards, including structured medicines counselling, dose demonstration and the Teach-Back method to confirm understanding (Shersher et al., 2021). Governance functions at various levels, with local entities like GPs, hospitals, and communities involved in prescribing, dispensing, and patient education. Nationally, organizations such as NHS England, MHRA, and HSSIB provide policies and safety guidance (Macrae, 2025). Len's case highlights that national guidance must be consistently applied in clinical practice to prevent harms. 
A comparable example can be found in the Mid Staffordshire NHS Foundation Trust Public Inquiry, which concluded that poor leadership, weak governance and ineffective organisational culture contributed to avoidable patient harm (Newdick and Danbury, 2015). Although the circumstances differed from Len's case, both investigations demonstrate that patient safety failures rarely result from individual incompetence alone. Instead, they emerge when organisations fail to integrate effective leadership, communication, governance and continuous learning into everyday practice. The principal lesson from Len's case is therefore not simply that medicine labels should be clearer. 
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The Rich Picture demonstrates that Len's fatal morphine overdose resulted from interconnected failures across the healthcare system rather than a single clinical error. At the centre of the system, Len's advanced age, Charcot–Marie–Tooth disease, frailty and dependence on his wife for medication administration increased his vulnerability to medication-related harm. Insufficient patient and carer education, together with the absence of communication strategies such as the Teach-Back method, contributed to the misunderstanding of the prescribed dose (HSSIB, 2024). The Rich Picture also highlights the interdependence of GPs, hospital clinicians and community pharmacists, illustrating how communication failures and fragmented care compromised medication safety. National governance by NHS England, NICE, MHRA, and HSSIB can enhance patient safety if implemented effectively in frontline practice.
Finally, the feedback loop reflects the principles of the Patient Safety Incident Response Framework (PSIRF), which promotes organisational learning, transparency and continuous improvement rather than individual blame (NHS England, 2022). 
Centralisation and Decentralisation within the Case Study.
Healthcare organisations rely on governance structures that determine where authority, accountability and decision-making are located. These structures generally operate along a continuum between centralisation and decentralisation:
Centralised System.
A centralised healthcare system places the responsibility for funding, policy, regulation, and strategic planning under the national government or a central authority (Beazley et al., 2019). This approach promotes consistent standards, equitable resource allocation and national accountability. Examples include the United Kingdom (NHS), New Zealand, Greece, Chile and Iceland. In a centralised healthcare system, strategic decisions are made by national authorities. For example, NHS England develops national patient safety policies, while local NHS organisations are responsible for implementing these standards consistently across healthcare services (NHS England, 2022; OECD, 2023). Len's case demonstrates that both approaches are necessary but must be balanced effectively to improve patient safety.
According to NHS England (2024), NHS medication safety is largely governed by a centralised framework. National organisations, including NHS England, NICE, the Medicines and Healthcare products Regulatory Agency (MHRA) and HSSIB, establish clinical standards, prescribing guidance, medicines optimisation policies and patient safety recommendations. For example, following investigations into medication-related harm, NHS England has introduced national initiatives for the Patient Safety Strategy and PSIRF to standardise incident learning across organisations (NHS England, 2026; NHS England, 2022). According to Smith et al. (2004), the primary benefit of centralization in healthcare is the reduction of variation in clinical practices, promoting equitable care and facilitating organizational learning through standardized guidelines. The investigation into Len's case underscores the importance of centralized learning in enhancing medication safety. Nevertheless, excessive centralization can overlook individual patient needs, particularly for older adults with complex health issues. In Len's situation, dependence solely on national guidelines leads to inadequate patient understanding, highlighting the necessity of combining standardisation with professional judgement and effective communication. 
Decentralised systems.
A decentralised healthcare system distributes decision-making authority to regional or local organisations. Countries such as Germany, Switzerland, Spain, Pakistan and India use this model, allowing local providers to plan, manage and deliver services according to population needs (OECD, 2023). For example, a community pharmacist could have recognised Len's vulnerability by observing his age, neurological condition and reliance on his wife for medicine administration, prompting additional counselling or demonstration of dose measurement. 
The benefits of decentralisation include faster decision-making, greater staff engagement and enhanced responsiveness to patient needs. Evidence suggests that organisations encouraging frontline staff to identify safety concerns and contribute to service improvement demonstrate stronger patient safety cultures than highly hierarchical organisations (West et al., 2015). Decentralised systems require strong leadership, shared standards and effective communication to ensure that local autonomy remains aligned with national patient safety objectives (Abimbola, Baatiema and Bigdeli, 2019). 

Critical analysis

Len's case demonstrates that the NHS operates through a hybrid system combining centralised national oversight with decentralised clinical decision-making. National organisations, including NHS England, NICE and the MHRA, establish patient safety standards and prescribing guidance, while local healthcare professionals retain autonomy to adapt care to individual patient needs (NHS England, 2022; NICE, 2022). This structure promotes consistency across the NHS while allowing flexibility in managing complex clinical situations. However, the case also exposes the limitations of a hybrid system when communication and coordination between organisations are ineffective. Responsibility for prescribing, dispensing, counselling and monitoring was distributed across the GP, hospital clinicians and community pharmacy. Yet, no single professional ensured that Len and his wife understood the prescribed morphine dose. Consequently, fragmented accountability weakened crisis management and prevented national safety standards from being translated into safe frontline practice (HSSIB, 2024).

National evidence highlights the scale of this systems challenge. Approximately 237 million medication errors occur annually in England, of which 66 million are potentially clinically significant, contributing to an estimated 1,708 avoidable deaths each year (Elliott et al., 2021). Similar systems failures were identified in the East Kent Maternity Investigation, where fragmented communication, poor organizational culture, and weak multidisciplinary coordination contributed to avoidable patient harm (Kirkup, 2022). These findings indicate that patient safety depends not only on healthy national standards but also on effective integration across organizations, clear accountability, and coordinated multidisciplinary working. From a systems perspective, centralization provides consistent national standards, whereas decentralization enables clinicians to respond to complex patient needs (Underwood, 2024). Sustainable improvement, therefore, requires these elements to operate as an integrated system rather than as separate organizational functions (Souza and Alves, J.M., 2018). In Len's case, stronger coordination among prescribers, pharmacists, and family carers, supported by effective communication and shared accountability, would have strengthened the system's resilience and reduced the risk of medication-related harm.

Leadership Theories and Application to Len's Case Study.
3 leadership theories are widely recognised as effectively applied to Len's case study as critical determinants of healthcare quality, patient safety, and organisational performance (Northouse, 2022). In healthcare, effective leadership extends beyond directing clinical activities to promoting patient-centred care, improving multidisciplinary collaboration and ensuring that governance systems support safe practice. 

Transformational Leadership.

Transformational leadership, first proposed by Burns (1978) and further developed by Bass (1985), focuses on inspiring a shared vision, motivating employees, encouraging innovation and empowering staff to improve organisational performance (Chitiga, 2018). Within healthcare, transformational leaders foster psychologically safe environments where staff are encouraged to question practice, report patient safety concerns and learn from mistakes without fear of blame. Evidence indicates that transformational leadership is associated with stronger patient safety cultures, higher staff engagement and improved quality of care because it promotes collaboration, organisational learning and continuous service improvement (Alqurashi et al., 2025).

Applying transformational leadership to Len's case suggests that organisational culture significantly influenced the events leading to the fatal morphine overdose. Although morphine was prescribed appropriately for symptom management, insufficient emphasis was placed on multidisciplinary communication and confirming that Len and his wife understood the prescribed dosage. A transformational leader would have encouraged collaboration between prescribers, pharmacists and other healthcare professionals while promoting patient education as a collective responsibility rather than an isolated clinical task (Shah, 2021). Furthermore, transformational leadership supports reflective practice and continuous organisational learning, principles that closely align with HSSIB's systems-based investigation methodology, which seeks to identify underlying system weaknesses rather than attribute blame to individuals (HSSIB, 2024; Rainey, 2025). Nevertheless, transformational leadership has limitations. Critics argue that its emphasis on long-term cultural change may be less effective during rapidly evolving clinical situations that require immediate operational decisions, clear protocols and direct supervision (Northouse, 2022). Therefore, transformational leadership alone would not have prevented Len's overdose; it must be complemented by effective clinical governance, medicines optimisation, robust communication processes and clearly defined accountability. Similar conclusions were reached in the Independent Investigation into East Kent Maternity Services, which found that poor leadership, fragmented communication and a weak organisational culture contributed to avoidable patient harm despite existing national standards (Kirkup, 2022). Consequently, transformational leadership provides a strong foundation for improving patient safety, but its effectiveness depends on integration with robust systems, multidisciplinary collaboration and evidence-based governance.

Transactional Leadership.
Bass (1985) developed the theory of transformational and transactional leadership, proposing that effective leaders influence performance through both inspiring change and managing structured expectations. Transactional leadership focuses on supervision, performance monitoring, and compliance with established procedures through systems of compensation and corrective actions (Mendoza et al. 2023). Within healthcare organisations, transactional leadership contributes to governance by ensuring adherence to prescribing guidelines, medicines policies and regulatory standards. Standard operating procedures, medication audits and mandatory training programmes all reflect transactional leadership principles. Aarons (2006) found that transformational and transactional leadership were positively associated with healthcare professionals' attitudes towards adopting evidence-based practice.
In Len's case, transactional leadership was evident through national prescribing guidance and medicines governance frameworks established by NHS England and NICE (Shah, 2021). These policies provided clear instructions regarding opioid prescribing and medicines optimisation. Compliance with policy is not enough to ensure patient safety when the incident procedural adherence failed to address the patient's misunderstanding due to inadequate communication and verification processes (Javadnia et al., 2025).
The principal strength of transactional leadership lies in maintaining consistency and accountability across complex healthcare organisations. The NHS Patient Safety Strategy promotes standardised approaches to incident reporting and organisational learning (NHS England, 2019). However, Liddle (2018) argues that effective leadership, particularly transformational leadership supported by emotional intelligence, enhances patient-centred care, staff engagement and service quality. Transactional leadership may inadvertently encourage a culture focused on procedural compliance rather than critical thinking and patient-centred decision-making. If leaders prioritise performance indicators without encouraging reflection or innovation, latent risks may remain hidden until adverse events occur. Consequently, Len's case demonstrates that transactional leadership must be approached with approaches that encourage professional judgement and adaptive learning.
Situational Leadership.
Situational Leadership, developed by Hersey and Blanchard (1969), proposes that no single leadership style is universally effective. Instead, leaders should adapt their behaviour according to the competence, confidence and support needs of individuals, as well as the demands of the situation. This flexible approach is particularly relevant to healthcare, where patient conditions, multidisciplinary team dynamics and clinical priorities frequently change (Northouse, 2022).
The theory is highly applicable to Len's case because his care involved multiple transitions between primary care, hospital services and community pharmacy. In addition, his advanced age, Charcot–Marie–Tooth disease, frailty and reliance on his wife for medication administration increased his vulnerability to medication-related harm. A situational leader would have recognised these individual risk factors and adapted communication accordingly by demonstrating the correct use of the oral syringe, using the Teach-Back method to confirm understanding, and actively involving Len's wife in medicines counselling. Such an adaptive approach could have strengthened patient-centred care and reduced the likelihood of misunderstanding the prescribed morphine dose (HSSIB, 2024).
However, the effectiveness of situational leadership depends on leaders accurately assessing both the clinical context and the capabilities of patients, carers and staff. Incorrect judgement or inconsistent adaptation may result in unclear expectations, variable practice and fragmented accountability (Del Pino-Marchito, Galán-García and Plaza-Mejía, 2025). Furthermore, while situational leadership supports personalised decision-making, it does not by itself address wider organisational issues such as communication failures between healthcare providers, standardisation of medicines optimisation or system-wide governance. Consequently, although situational leadership provides an appropriate framework for responding to the complexity of Len's care, it should be integrated with transformational leadership and systems-based approaches to strengthen multidisciplinary collaboration, organisational learning and medication safety across the healthcare pathway.
Critical Evaluation.
No single leadership theory adequately addresses the complexity of Len's case. Transformational leadership provides the cultural foundation for patient safety; transactional leadership ensures regulatory compliance; situational leadership enables personalised decision-making; and distributed systems leadership strengthens multidisciplinary collaboration. The most effective organisational response, therefore, involves integrating these complementary approaches rather than relying exclusively on a single leadership model. Overall, the evidence suggests that Len's death resulted not from an absence of leadership but from insufficient integration of leadership, governance and systems thinking across organisational boundaries. Future organisational transformation should therefore prioritise compassionate, systems-oriented leadership that empowers staff, actively involves patients and carers in medication safety, and continuously learns from adverse events through collaboration rather than blame.

Improvement and Lessons Learned. 

The death of Len following an unintentional morphine overdose highlights the need for organisational transformation through effective leadership, governance and systems thinking. Although the immediate cause of harm was incorrect administration of morphine, the Healthcare Safety Investigation Branch (HSSIB) concluded that the incident resulted from multiple interacting system failures rather than individual negligence (HSSIB, 2024). These failures included weaknesses in communication, medicines optimisation, patient education and coordination across primary care, hospital services and community pharmacy. Consequently, sustainable improvement requires healthcare organisations to move beyond reactive responses and develop proactive learning systems that continuously identify, analyse and reduce patient safety risks. A major lesson from Len's case is that leadership and governance must work together to ensure that national patient safety standards are consistently implemented in frontline practice. National organisations, including NHS England, NICE and the MHRA, provide evidence-based guidance on medicines optimisation and safe prescribing. However, governance alone could not prevent harm because local teams did not verify that Len and his wife understood the prescribed morphine dose. This demonstrates that effective governance depends on leadership behaviours that promote multidisciplinary collaboration, shared accountability and patient-centred communication (NICE, 2022; HSSIB, 2024).

Another important lesson concerns medicines optimisation for vulnerable older adults. Older people living with multimorbidity, frailty and functional impairment are at greater risk of medication-related harm because they frequently rely on carers to administer medicines (NICE, 2022). In Len's case, both he and his wife misunderstood the morphine concentration, illustrating that providing written information alone was insufficient. A practical evidence-based improvement would be routine use of the Teach-Back method for high-risk medicines. Teach-Back enables healthcare professionals to confirm patient and carer understanding before discharge and has been shown to improve health literacy, medication adherence and safe medicine use, particularly among older adults. Embedding Teach-Back into medicines optimisation policies and staff training would strengthen patient-centred care and reduce preventable medication errors.

The case also demonstrates the importance of organisational learning through the Patient Safety Incident Response Framework (PSIRF). Unlike traditional investigations focused on individual error, PSIRF encourages organisations to examine interactions between human factors, communication, technology and organisational processes (NHS England, 2022). The HSSIB investigation reflected this systems approach by examining medicine packaging, prescribing practices, communication pathways and governance arrangements rather than attributing blame to a single clinician. Such learning promotes transparency, psychological safety and continuous quality improvement. Leadership style also influenced the outcome. Transformational and compassionate leadership encourages multidisciplinary collaboration, reflective practice and a culture in which staff actively share responsibility for patient safety (West et al., 2015; Alqurashi et al., 2025). In Len's case, stronger leadership could have promoted joint responsibility among prescribers, pharmacists and nursing staff for confirming understanding of medicines rather than assuming that another professional had completed patient counselling. This collaborative approach aligns with HSSIB's recommendation that patient safety depends on coordinated systems rather than isolated professional performance

	Problem identified
	Evidence/Data
	Evidence-based improvement

	Medication dosage misunderstanding due to ineffective patient education
	HSSIB (2024) found that Len and his wife misunderstood the morphine dosage. Approximately 237 million medication errors occur annually in England, contributing to around 1,708 avoidable deaths (Elliott et al., 2021).
	Introduce Teach-Back, demonstrate medicine administration using oral syringes and provide standardised counselling for high-risk medicines.

	Weak shared accountability for medicines optimisation
	NICE (2022) recommends involving patients and carers in shared decision-making, yet this was not consistently achieved.
	Define shared accountability between prescribers, pharmacists and nurses, with documented confirmation of patient and carer understanding.

	Limited organisational learning
	PSIRF promotes systems-based learning and continuous improvement rather than blame (NHS England, 2022).
	Expand digital incident reporting, multidisciplinary safety reviews and routine monitoring of implementation outcomes.

	Fragmented communication between organisations
	HSSIB (2024) identified communication gaps between primary care, hospital services and community pharmacy.
	Strengthen multidisciplinary communication through shared electronic medication records, medicines reconciliation and structured discharge planning.



Overall, Len's case demonstrates that patient safety depends on the interaction between system structure, leadership and organisational feedback. Centralised governance provided national standards and regulatory oversight, whereas decentralised clinical practice enabled professionals to tailor care to individual needs. However, fragmented communication and weak coordination prevented these elements from functioning as an integrated system. HSSIB's investigation provided the feedback mechanism required to identify latent system weaknesses and inform national learning. Other healthcare organisations can learn that preventable harm is reduced when evidence-based leadership, integrated governance and multidisciplinary collaboration are combined with continuous monitoring, patient involvement and data-driven quality improvement. Such an approach strengthens accountability while supporting a resilient healthcare system capable of delivering safer, person-centred care.

Recommendations.

To reduce the likelihood of similar medication-related incidents, the organisation should implement a comprehensive patient safety improvement programme that integrates effective leadership, robust governance, systems thinking and patient-centred care. The findings from Len's case demonstrate that sustainable improvement cannot be achieved through isolated interventions; instead, coordinated changes are required across the entire medication management pathway.

First, the organisation should adopt a transformational and systems leadership approach to sustain long-term improvement. Transformational leadership promotes a culture of openness, collaboration and continuous learning (Carr et al., 2024); systems leadership strengthens coordination across organisational boundaries, ensuring that primary care, hospital services and community pharmacy work as an integrated network rather than independent providers (West et al., 2015; Rainey, 2025). Leaders should establish clear multidisciplinary accountability for medicines optimisation and ensure that patient education is recognised as a shared professional responsibility.

Second, governance arrangements should be strengthened through consistent implementation of the Patient Safety Incident Response Framework (PSIRF) and the Medicines Safety Improvement Programme. Patient safety investigations should focus on identifying system weaknesses, monitoring implementation of recommendations, and evaluating outcomes through regular clinical audits and quality improvement cycles rather than attributing blame to individuals (NHS England, 2022; HSSIB, 2024). Routine review of medication incidents should inform organisational learning and support continuous improvement.

Third, communication processes should be redesigned to improve medicines optimisation for vulnerable patients. Healthcare professionals should routinely use the Teach-Back method when prescribing or dispensing high-risk medicines, particularly for older adults, people with multimorbidity and those supported by family carers. Standardised medicines counselling, written information in accessible formats and demonstration of medicine administration using appropriate devices should become mandatory before discharge. Family carers should be actively involved in shared decision-making and medication education to strengthen patient safety and promote co-production (NICE, 2022).

The organisation should also improve technical and allocative efficiency by expanding electronic prescribing and medicines administration (ePMA), shared electronic medication records and clinical decision-support systems. These technologies can reduce prescribing errors, improve medicines reconciliation and support timely communication between healthcare providers. However, digital innovation should complement, rather than replace, effective clinical judgement and patient-centred communication. Resources should be prioritised towards high-risk patients, enabling targeted medication reviews, pharmacist-led counselling and structured follow-up after discharge to maximise patient outcomes while using healthcare resources efficiently (OECD, 2023).

Finally, continuous organisational learning should become an integral component of patient safety improvement. Regular multidisciplinary simulation training, medication safety audits, patient feedback, staff engagement surveys and incident reporting should be used to evaluate performance and monitor implementation of safety recommendations. Patients and carers should be recognised as equal partners in service improvement through co-production initiatives, ensuring that organisational policies reflect lived experience as well as professional expertise. By integrating transformational leadership, systems thinking, evidence-based governance and continuous quality improvement, healthcare organisations can strengthen resilience, enhance accountability and deliver safer, more person-centred care for vulnerable older adults.

Conclusion.

This case study has demonstrated that Len's death following an unintentional morphine overdose was not the result of a single clinical error but rather the consequence of multiple interacting failures within a complex healthcare system. Applying systems thinking showed how communication breakdowns, fragmented accountability, medicine optimisation, organisational culture and leadership collectively influenced the outcome. The Rich Picture and SEIPS framework illustrated that patient safety is shaped by the interaction of people, tasks, technology, organisational processes and governance, highlighting the importance of understanding healthcare as an interconnected system rather than focusing solely on individual performance. The analysis further demonstrated that the NHS operates through a hybrid system that combines centralised national oversight with decentralised clinical decision-making. While national organisations such as NHS England, NICE and the MHRA provide evidence-based standards and regulatory guidance, effective implementation depends on strong local leadership, multidisciplinary collaboration and consistent communication across organisational boundaries. The evaluation of transformational, situational and systems leadership showed that no single leadership approach is sufficient to address complex patient safety challenges. Instead, effective organisational improvement requires complementary leadership styles that promote innovation, adaptability, shared accountability and continuous organisational learning.

The report also highlighted that sustainable improvement depends on integrating robust governance with patient-centred communication, medicines optimisation and evidence-based quality improvement. Embedding the Patient Safety Incident Response Framework (PSIRF), strengthening multidisciplinary collaboration, implementing the Teach-Back method and involving patients and carers as partners in care would enhance both patient safety and organisational resilience. Ultimately, Len's case reinforces that high-quality healthcare is achieved when leadership, governance and systems thinking operate together to support continuous learning, transparency and accountability. By implementing these evidence-based recommendations, healthcare organisations can reduce preventable medication-related harm, strengthen public confidence and deliver safer, more integrated and person-centred care for vulnerable older adults.
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National Institute for Health and Care Excellence (NICE) (2022) Medicines optimisation: The safe and effective use of medicines to enable the best possible outcomes (NG5). Available at: https://www.nice.org.uk/guidance/ng5 (Accessed: 2 August 2026).
Newdick, C. and Danbury, C. (2015) “Culture, compassion and clinical neglect: probity in the NHS after Mid Staffordshire.,” Journal of medical ethics : the journal of the Society for the Study of Medical Ethics [periodical], 41(12), pp. 956–962. Available at: https://doi.org/10.1136/medethics-2012-101048. (Accessed: 20 July 2026).
NHS (2019). “Overview - Charcot-Marie-Tooth disease.” Nhs. Available at: https://www.nhs.uk/conditions/charcot-marie-tooth-disease/. (Accessed: 31 July 2026).
NHS England (2019). “The NHS Patient Safety Strategy Safer culture, Safer systems, Safer Patients NHS England and NHS Improvement.” In: NHS England. Available at: https://www.england.nhs.uk/wp-content/uploads/2020/08/190708_Patient_Safety_Strategy_for_website_v4.pdf.  (Accessed 31 July 2026).
NHS England (2022) “Patient safety learning response toolkit.” London: NHS England. Available at: https://www.england.nhs.uk/publication/patient-safety-learning-response-toolkit/. (Accessed: 20 July 2026).
NHS England (2022) Patient Safety Incident Response Framework. London: NHS England. Available at: https://www.england.nhs.uk/patient-safety/patient-safety-incident-response-framework/. (Accessed: 27 July 2026). 
NHS England (2022) Patient Safety Incident Response Framework. London: NHS England. Available at: https://www.england.nhs.uk/patient-safety/patient-safety-incident-response-framework/ (Accessed: 2 August 2026).
NHS England (2024) Medication safety. Available at: https://www.england.nhs.uk/patient-safety/patient-safety-insight/patient-safety-alerts/enduring-standards/standards-that-remain-valid/medication-safety/ (Accessed: 20 July 2026).
NHS England (2026) NHS patient safety strategy – progress update – July 2026. Available at: https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/nhs-patient-safety-strategy-progress-so-far/ (Accessed: 20 July 2026).
NHS Resolution (2024) Taking action to improve patient safety in primary care. Available at: https://resolution.nhs.uk/wp-content/uploads/2024/09/%40-NHSR-virtual-forum-Taking-actions-to-improve-patient-safety-in-primary-care-slidedeck.pdf (Accessed: 20 July 2026). 
Northouse, P.G. (2022) Leadership: Theory and Practice. 9th edn. Thousand Oaks, CA: SAGE. Available at: https://sk.sagepub.com/books/leadership-theory-and-practice-9e.  (Accessed: 27 July 2026).
Office for National Statistics (2025) Deaths related to drug poisoning in England and Wales: 2024 registrations. Available at: https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/deathsrelatedtodrugpoisoninginenglandandwales/latest. (Accessed: 20 July 2026). 
Organisation for Economic Co-operation and Development (2023) Health at a Glance 2023: OECD indicators. Paris: OECD Publishing. Available at: OECD – Health at a Glance 2023. (Accessed: 20 July 2026).
Organisation for Economic Co-operation and Development (OECD) (2023) Health at a Glance 2023: OECD indicators. Paris: OECD Publishing. Available at: https://www.oecd.org/en/publications/health-at-a-glance-2023_7a7afb35-en.html (Accessed: 1 August 2026).
Rainey, I.L. (2025) “Multiple case study evaluation of system leadership theory influence upon US chemical facility safety outcomes.” DProf thesis. South College. Available at: ProQuest Dissertations & Theses Global. (Document ID: 31843913). (Accessed: 3 August 2026). 
Rosen, M.A. et al. (2018) “Teamwork in healthcare: Key discoveries enabling safer, high-quality care.,” American psychologist., 73(4), pp. 433–450. Available at: https://doi.org/10.1037/amp0000298. (Accessed: 25 July 2026).
Shah, C.A. (2021) Delivering medicines optimisation through strategic leadership. PhD thesis. Kingston University. Available at: https://ethos.bl.uk/OrderDetails.do?uin=uk.bl.ethos.877936 (Accessed: 3 August 2026). 
Shersher, V. et al. (2021) “Definitions and use of the teach-back method in healthcare consultations with patients: A systematic review and thematic synthesis,” Patient education and counseling., 104(1), pp. 118–129. Available at: https://doi.org/10.1016/j.pec.2020.07.026. (Accessed: 20 July 2026). 
Smith, J., Mays, N., Dixon, J., Goodwin, N., Lewis, R., McClelland, S., McLeod, H. and Wyke, S. (2004) “A review of the effectiveness of primary care-led commissioning and its place in the UK NHS.” London: The Health Foundation. Available at: ResearchGate PDF (Accessed: 28 July 2026). 
Souza, J.P.E. and Alves, J.M. (2018) “Lean-integrated management system: A model for sustainability improvement,” Journal of cleaner production., 172, pp. 2667–2682. Available at: https://doi.org/10.1016/j.jclepro.2017.11.144. (Accessed: 2 August 2026).
Underwood, S. (2024) “Redefining leadership within the NHS’ complex adaptive system”, Future Healthcare Journal, 11(1), p. 100015. Available at: https://doi.org/10.1016/j.fhj.2024.100015. (Accessed: 31 July 2026).
West, M., Eckert, R., Collins, B. and Chowla, R. (2015) Caring to Change: How Compassionate Leadership Can Stimulate Innovation in Health Care. London: The King's Fund
West, M., Eckert, R., Collins, B. and Chowla, R. (2017) “Caring to change: How compassionate leadership can stimulate innovation in health care.” London: The King's Fund. Available at: caring_to_change_2017.pdf. Accessed: 24 July 2026.
Wilder, D.A., Austin, J. and Casella, S. (2009) “Applying behavior analysis in organizations: Organizational behavior management.,” Psychological services., 6(3), pp. 202–211. Available at: https://doi.org/10.1037/a0015393. (Accessed: 27 July 2026).
World Health Organization (2023) “Patient Safety.” World Health Organization. Available at: https://www.who.int/news-room/fact-sheets/detail/patient-safety.  (Accessed: 20 July 2026).
World Health Organization (2024) “Global patient safety report 2024.” Geneva: World Health Organization. Available at: https://www.who.int/publications/i/item/9789240095458 w(Accessed: 27 July 2026). 
2

image1.jpeg




image2.jpeg
Morphine Sulfate

Oral Solution

For oral use





image3.jpeg
Trinity Saint David
LONDON

\‘ University of Wales




