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[bookmark: _Toc227098138]1. Introduction
The case study chosen is the accidental overdose of morphine sulfate oral solution. It was comprised of Len, a 89-year-old male who had contact points with general practice, community pharmacy, ambulance services, emergency department, and a respiratory ward (HSSIB, 2024). Len was also afflicted by Charcot-Marie-Tooth (CMT) disease, which predisposed him clinically in terms of the development of pain, dyspnea and further degeneration. Len was prescribed low-dose morphine to keep on treating pain after falling, but he and his wife realized the power of bottle and overdosed. The report will help to improve patient safety related to oral morphine solution and explain how systems-based investigation can be used to learn about patient harm.
Leadership in health and social care refers to the ability in promoting a culture of patient safety within healthcare organizations, safe use of medicines, quality enhancement, accountability and caring (Enahoro et al., 2024). It applies in the case of Len since the incident was related to interacting factors, such as prescribing, dispensing, labelling, communication, safety-netting and organisational learning identified by a systems approach. In this respect, the centralised arrangements impacted the regulation of medicines, packaging requirements, and the governance and decentralised practice impacted prescribing decisions, pharmacy practice and patient counselling. Transformational leadership, transactional leadership and situational leadership will be the points of interest in the report. 
[bookmark: _54gd51rkuet0][bookmark: _fa3ft0kqsxox][bookmark: _Toc227098139]2. Identifying the Problem and Setting the System Context 
[bookmark: _Toc227098140]2.1. Define the core problem analytically 
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Figure 1: Case timeline
The main issue in this case study was the accidental overdose of morphine sulfate oral solution in the case of an 89-year-old patient, Len, had Charcot-Marie-Tooth (CMT) disease and was more susceptible to the disease, which heightened the severity of the incident, whose patient journey revealed significant safety lapses within health services (HSSIB, 2024). It was a sign of interacting ineffectiveness in prescribing communicating, dispensing and packaging planning, patient and family interpretation of dose directions, safety-netting, and cross-sector follow-up among the general practice, pharmacy, and hospital care. The core problem therefore involved unsafe medication use in a clinically vulnerable patient, not only incorrect interpretation of a label. Len was later taken to hospital with suspected morphine overdose, pneumonia and worsening CMT, showing how the consequences of the error extended beyond a single dosing mistake.
[bookmark: _Toc227098141][bookmark: _Hlk226852216]2.2. Why This Is a Medication Safety and Systems Issue
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Figure 2: Rich Picture of the System Failures Contributing to Len’s Unintentional Morphine Sulfate Oral Solution Overdose
The overdose by Len must not be diminished to misconception since morphine oral solution is a risky drug whose safety is linked to communication, surveillance and review. Methaset and Jedsadayanmata (2025) demonstrated that polypharmacy greatly enhanced interaction burden at the discharge that medication risk accumulates which does not happen because of the single error. Ravi et al. (2022) posited that collaborative medication review is a preventive measure against adverse events and therefore, this case is indicative of the structural weakness in the communication, accountability, and barriers. This was also a high-risk medication event in a patient with neurological vulnerability and breathlessness, which increased the consequences of poor communication and weak safety checks. In such a patient, verification of understanding, counselling and follow-up were especially important because Charcot-Marie-Tooth (CMT) and respiratory deterioration reduced resilience to medication-related harm.
[bookmark: _Toc227098142][bookmark: _Hlk226853089]2.3. Global context 
WHO cites medication errors as a significant source of preventable harm internationally and the global cost associated with medication errors has been estimated at US$42 billion annually, revealing medicines continue to be a risk at the system level (WHO, 2026). That risk is magnified by ageing, by the presence of other comorbidities, and the inability to monitor properly, as the risks of interactions, lack of adherence, and cognitive load compound with each other (WHO, 2019a). Elliott et al. (2024) claim that transitions of care continue to be particularly dangerous since discharges summaries, medication provision, and intersectoral responsibility tend to collapse when there is the most need to coordinate. 
[bookmark: _Toc227098143][bookmark: _Hlk226853892]2.4. National context 
Medication incidents continue to be a major health and safety issue in the country, since errors continue to occur in prescribing, administration, dispensing, and monitoring, indicating that risk is inherent in the routine NHS medication procedures (Alrowily et al., 2024). Medications are the mainstay of treatment for a range of conditions, yet it is widely recognised that medication errors are one of the leading causes of patient harm, with 1 in 20 patients exposed to preventable harm. This implies that high-risk medicines should be better-protected, as insulin, anticoagulants, and opioids cause disproportionate damage when checking fails, workloads increase and communication between professionals and patients fails (NHS England, 2025). Post-discharge transitions are particularly prone to problems because in the analyzed incidents of national incidents, 1121 medication-related incident reports underwent analysis, and More than one in 10 (12.6%, n = 142/1121) incidents were associated with patient harm and 55% affected patients aged over 65 (Alqenae et al., 2023). 
[bookmark: _Toc227098144][bookmark: _Hlk226854711]2.5. Governance level and organisational context 
There were 3 levels of governance failure. Unsafe prescribing, dispensing, counselling and dose-checking practices locally resulted in ambiguity being left to persist regarding use of morphine. At the organisational level, poor medicines oversight, route of escalation, and documentation channels ensured that risk was not translated into actions aimed at safety. Crisp et al. (2026) suggest that effective medicines governance needs structures, communication, and resourcing, and Krause et al. (2019) demonstrates the multidisciplinary coordination is the key to medication safety. Governance has also failed to ensure the safety of a patient with known history of Charcot-Marie-Tooth (CMT) and respiratory susceptibility, in the prescribing and communication processes. Therefore, it was not only the case with medicine instructions, but also lack of managing risk in a high-risk patient profile.
[bookmark: _Toc227098145][bookmark: _Hlk226855178]2.6. Underlying system pressures 
There were underlying forces that contributed to this failure. Chen et al. (2025) demonstrates that the work with medications is unsafe in the case when workflows are discontinuous, records are inconsistent, and distractions are ongoing, since the employees are forced to build up medication histories during time constraints. More to the point, a poor design of human factors in electronics systems, coupled with interface issues among services, converts prescribing and checking processes into cognitive loads that beckon error that can be mitigated. In Len’s case, age, CMT, breathlessness and decreased resilience heightened the necessity of safer systems, more explicit counselling and follow-up. Other patients can also experience Charcot-Marie-Tooth (CMT), which leads to breathing problems, which made the clinical situation more critical and escalated the role of anticipatory safety measures.
[bookmark: _Toc227098146]3. Centralisation or Decentralisation within the Case Study 
[bookmark: _Toc227098147][bookmark: _Hlk226855978]3.1. Define centralisation and decentralisation 
Centralisation means the decision-making, specialisation, and control in fewer larger volume units to enhance uniformity, results, and performance along a service pathway (Ramsay et al., 2025). In comparison, decentralisation shifts political, administrative, or fiscal power to be nearer to local actors so that decisions can be made that consider local needs, capacities, and implementation contexts (Oliveira et al., 2023). 
[bookmark: _Toc227098148]3.2. Identify the dominant pattern in this case 
The case reports an amalgamation type of governance as opposed to a centralised or a decentralised type of governance. Formal guidance, organisational regulations and standardised controls were the key conceptualisation of medication safety that was aimed at fostering consistency and monitoring (Ramsay et al., 2025). Practical responsibility, however, was shared amongst the GP, the hospital staff, pharmacy and family/local responsibility, implying that safety was to be interpreted and coordinated locally. This combination created a structurally ambiguous system where no one actor was always involved in translating the formal policy into safe use of medication as the case of Len.
[bookmark: _Toc227098149][bookmark: _Hlk226856496]3.3. Where centralisation appeared 
Institutionalised drug regulation, such as licensing medicines, prescribing practices and the system of reviewing these practices, was a form of centralisation, where decisions were to be homogenised and unsafe variation across environments reduced (Evangelin et al., 2026). Similar results are demonstrated by Abi (2026) with safety structures being reliant on well-organised escalation paths, standardised procedures and interoperable decision supports that transform routine signals into actionable accountability. In the case of Len, centralisation led to procedural consistency and there was no control over the entire process and the standard controls were not connected to the real understanding of the patient.
[bookmark: _Toc227098150][bookmark: _Hlk226856912]3.4. Where decentralisation appeared 
Decentralisation was manifested in that medication safety was shared among the GP, hospital team, pharmacy, patient and carer instead of residing in a single pathway that was continuously monitored. The key to remote and dispersed prescribing, as illustrated by Lewington et al. (2025) is the need to have appropriate assessment, record access, safety-netting, and well-defined organisational processes, which implies that local judgement would be hazardous in case of inadequate records and follow-up. Practical responsibility in the case of Len was decentralised to frontline actors and family which could have added flexibility but introduced confusion as to who was in final responsibility to ensure safe medication use at the point of care across different settings.
[bookmark: _Toc227098151]3.5. Advantages and disadvantages in this case
	Advantage
	Disadvantage

	· Central rules, prescribing controls, and wider medication safety expectations can promote consistency across services, which matters because high-risk medicines require standard safeguards rather than ad hoc judgement.
· Distributed care across GP, hospital, pharmacy, patient, and carer can create several points where risk might be detected, corrected, or escalated before harm occurs (HSSIB, 2024).
	· Formal controls did not secure safe use at home, showing that standardisation fails when organisations do not translate policy into clear patient understanding and verification (NHS England, 2025).
· Responsibility was spread, but assurance was weak, so no single actor reliably confirmed that the morphine instructions were understood safely at the point of use (Mitchell, 2024).


Table 1: Critical Comparison of the Advantages and Disadvantages of Hybrid Medication Safety Governance in Len’s Case
[bookmark: _Toc227098152][bookmark: _Hlk226857891][bookmark: _Hlk226857900]3.6. Crisis management, decision-making, and accountability 
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Table 2: System structure and leadership comparison
The hybrid structure weakened crisis management since the recognition of risks was based on the local response in bits instead of having one accountable channel that could bridge the communication cracks across settings. In the study by Manias et al. (2021), There were 11,540 medication errors reported to the online facility of both health services, and potential or likely harm was more likely in the presence of a lack of counselling, handover issues, interruption, and care transition, which means that the quality of communication was not a fringe matter but a direct safety determinant. The significance of this evidence in this case is that the instructions that were given on morphine traveled through the prescribing, dispensing and home administration without an acceptable checkpoint to ensure comprehension. Equally, Haque et al. (2021) discovered that active failures comprised 89.5% of anticoagulant incidents, with 26.6% of the events being omissions, meaning that crisis prevention fails when frontline decisions are casually arranged and under-scrutinized. More to the point, spreading responsibility across the services might spread the risk within the settings without being addressed, making accountability formal, but not protective. This was a more severe weakness as Len was not a typical patient, but an elderly person with Charcot-Marie-Tooth (CMT) and respiratory risk whose progression had to be identified earlier and be subjected to more active responsibility.
Central control might have provided formal consistency, decentralised responsibility might have helped to support local responsiveness but neither of them turned out into effective protection of Len. The key weakness was that there was no integrated governance along the medication pathway. Consequently, accountability was scattered but none of the actors was consistently accountable to ensure formal prescribing and dispensing procedures turned into safe patient comprehension at the point of use.
[bookmark: _Toc227098153]4. Leadership Theories and Application to the Case Study 
[bookmark: _Toc227098154][bookmark: _Hlk226859039]4.1. Situational leadership 
The situational leadership style presupposes that leaders should adjust their behaviour to the requirements of work and the readiness of followers as well as the risk of the situation and thus is applicable where medication safety is based on judgement control and not routine control (Hall et al., 2024). The lens is helpful in the case of Len, since an 89-year-old man with complicated illness and at-risk opioid needed a unique explanation, frequent rechecks, and escalation to comprehend in case his understanding was in doubt. This need for adaptation was even greater because Len had CMT, breathlessness and increased vulnerability to harm, meaning that communication and safety responses should have been tailored to age, neurological complexity and opioid risk. The results of Dirik et al. (2026) revealed that there was a relationship between situational leadership and medication error self-reporting change, which shapes adaptive leaders capable of reinforcing safety reactions as staff identify the emergent risk and reformulate communication in line with the situation. Nevertheless, the theory is not comprehensive since it provides a better explanation of weak tailoring at the interpersonal level when compared to fragmented governance between services and cross-boundary medication accountability failures. 
[bookmark: _Toc227098155][bookmark: _Hlk226859306]4.2. Transformational leadership 
Transformational leadership positions safety as a universal cultural accountability with leaders developing trust, purpose, and aligning day-to-day practice with learning, openness, and patient protection (Ystaas et al., 2023). This was not the case with Len since the proactive safety culture would have promoted challenging of the ambiguous morphine directions, patient education, and cross-service checking. Ree and Wiig (2019) have discovered that the transformational leadership model explained 35.7% of the different in patient safety culture, implying that leadership is a determinant of whether communication, participation, and engagement is a support of safety. Seljemo et al. (2020) also revealed that Transformational leadership explained 47.2% and 25.4% of overall perception of patient safety of the variance in patient safety culture, which shows that leadership can have a much more effective influence on climate than workload pressures. Nevertheless, transformational leadership cannot be a panacea, as the cultural aspiration can be a feeble protection, unless it is reinforced by surveillance, enforcement, and obvious safety measures, unless it is correlated with safeguards, monitoring and enforcement. 
[bookmark: _Toc227098156][bookmark: _Hlk226859580]4.3. Distributed leadership 
Distributed leadership considers leadership as collaborative work amongst individuals, roles, and contexts as opposed to one position holding authority, which is appropriate in complex care pathways where judgement needs to be coordinated (Braut et al., 2022). The safe morphine uses in the case of Len required prescribers, dispensers, nurses, carers, and systems of governance to form a single safety network and not as individual actors performing independent functions. Braut et al. (2023) demonstrated that patients receive worse integrated care with poor access, fragmented organisations, and unconnected patient needs to collective care processes. It means that the care pathway of Len was a broken one due to the decentralisation of safety leadership with no roles assigned, no proper feedback loop and no reliable cross-service and home-care escalation. According to Oates et al. (2022), Over 85% reported ongoing improvement in medication safety knowledge, graded assertiveness, and interprofessional communication, suggesting the need to implement distributed safety work intentionally by building capabilities. Nevertheless, distributed leadership can only be protective in cases where there is explicitness in the responsibilities, boundaries, and speaking-up routes. 
[bookmark: _Toc227098158][bookmark: _Hlk226860645]4.4. Leadership effectiveness and evidence 
The effectiveness of leadership can be assessed by its ability to reinforce safety culture, engagement and reporting behaviour. In Chegini et al. (2020), improved safety culture and leader coaching enhanced the intention to report error among nurses, indicating that Len’s pathway did not have the learning environment that should be facilitated by an effective leader.
[bookmark: _Toc227098159]4.5. Leadership Improvements Required 
The leadership must have been more situationally risk responsive, better coordinated, and safety oriented all through the medication pathway. Instead of using informal assumptions of what another professional or the family would consider the risk, leaders need to have made sure that there was a clear ownership of roles, better communication, repetition in clarification and active verification of understanding. More risk-sensitive communication and escalation also should have been ensured by the leadership since Len was not an ordinary patient, but an older adult with Charcot-Marie-Tooth (CMT) and deteriorating respiratory frailty. 
[bookmark: _Toc227098160]5. Improvement and Lessons Learned 
[bookmark: _Toc227098161][bookmark: _Hlk226861280]5.1. Missed opportunities across the pathway 
The opportunities missed started at prescribing where avoidable harm is most frequently generated, and it was revealed that high-risk drugs need to be challenged earlier, have their dose checked, and their anticipatory protection made more explicit (Hodkinson et al., 2020). This was important since a single unsafe order can propagate an error chain, and Kuitunen et al. (2024) demonstrate that chains that propagate an error often occur at subsequent medication steps. The next line of defence was dispensing and counselling but here the safety relied on the understanding of the local application, as opposed to standardised interpretation, dose monitoring, and the verbal confirmation of numerical comprehension. Russ-Jara et al. (2021) discovered that medication incidents become even more problematic when the coordination is based on the role assumptions, lack of timely communication, and follow-through between professionals. A further missed opportunity was the failure to treat Len as a high-risk vulnerable patient given his age, ongoing breathlessness, CMT, and need for opioid counselling. Against this, knowledge of patients and carers ought to have proven to be a safety check point as opposed to a burden of the invalid older couple at home with no backup. Follow-up, escalation and reporting also did not work as unresolved ambiguity was not an issue formally tracked, debated and transformed into organisational learning prior to damage being inflicted. Meulenbroeks et al. (2025) demonstrate that medication interventions can enhance services by standardising practice and reviewing outcomes and revising processes at each stage of the use pathway.
[bookmark: _Toc227098162][bookmark: _Hlk226861915]5.2. Evidence-based improvement 1: safer medication communication 
The avoidable ambiguity in dosing was still there due to unsafe medication communication, which is significant since older or frail patients usually follow the instructions, support, and reinforcement by a career. Tran et al. (2022) discovered that pediatric opioid labels did not include the indications, tapering information, disposal directions, and discontinuation, indicating how labels can shift risk to the family. An improved answer would be to integrate teach-back, standardised counselling on high-risk drugs plus plain-language written numeral and explicit dosing and confirmation of patient or carer comprehension. The results of Russell et al. (2025) demonstrated the better outcomes in the case of prescription information when it was based on the health literacy principles such as actionable wording, typing indicators, white space, large font, and paired pictograms and text. The importance is that communication must be an active safety barrier, rather than a passive label as vulnerable patients require the understanding to be confirmed before high-risk medicines come into home practice.
[bookmark: _Toc227098163][bookmark: _Hlk226862068]5.3. Evidence-based improvement 2: governance and reporting 
It was not only a poor communication that led to the failure but also weak governance, as a medicine transferred between different settings without a reporting system that could identify and escalate the risk. According to Hibbert et al. (2023), effective governance of patient safety requires a safety culture, obvious policies, staff support, and data systems to enable learning loops to be closed after an incident. This implies that high-risk medicine protocols must have digital recording, audit review, escalation criteria and named cross-setting accountability, such that emerging risk can be acted upon before it can cause harm to patients. Facey et al. (2024) reveal that checklists may become ritualised when paperwork indicates the adherence but the practice does not align with the safety objectives and results in the creation of reassurance and unreliable protection. Therefore, more intense governance needs audited reporting that results in multidisciplinary review and feedback, since health systems get better when reporting is a behavioural change, rather than when forms merely attest to being filled in.
[bookmark: _Toc227098164][bookmark: _Hlk226862362]5.4. Evidence-based improvement 3: system integration and multidisciplinary safety leadership 
It was not a single handoff that was a failure but rather a lack of strong integration of the medication pathway, and thus, the risk was transferred through the prescribers, pharmacists and community care without proper responsibility transfer. The 5-step interdisciplinary model created by Johansen et al. (2022) that connects medication reconciliation, review, counselling, discharge information and post-discharge communication during primary care demonstrates why transitions should be structured contact and not a passive transfer. Their experiment failed to meaningfully decrease emergency visits, yet the intervention posits that safer care can be facilitated with the help of multiple cross-boundary processes, as opposed to individual professional interventions with the help of coordinated cross-boundary processes, rather than individual professional acts. Canales-Siguero et al. (2025) reinforce this line of argument by demonstrating that multidisciplinary high-risk medicine programs are effective when there is clarity in regard to the responsibilities, indicators, alerts, and review systems. Safer system integration is especially important where patients have complex comorbidity, such as Charcot-Marie-Tooth (CMT) together with pain, breathlessness, and opioid use. Thus, named safety ownership, multidisciplinary review of incidents, and distributing accountability across transitions were needed in the case of Len since only integrated and traceable leadership can make distributed care safe.
[bookmark: _Toc227098165]5.5. Lessons for other organisations 
The case of Len is to be taken as a caution that when there is a break in prescribing, dispensing, explanation, monitoring and learning, the high-risk medicines are particularly dangerous when such systems are fragmented. The investigation conducted by HSSIB demonstrates that the harm appeared in the form of multiple poorly-designed interfaces instead of a single error (HSSIB, 2024), and high-risk situations and transitions of care are the prioritized medication safety risks identified by WHO (WHO, 2026). Guidance on medication safety by NHS England also presents the issue of medication safety as a system issue where organisations are expected to reduce risk, learn, and safeguard patients by using processes that are reliable (NHS England, 2025). The moral of the story to other organisations is evident: leadership style, system of governance and feedback systems need to collaborate. Harm must not just be recorded, using audits, incident reports and outcome data, but it must result in redesign, accountability, and continuous improvement, before it gets to patients. it must initiate redesign, accountability and constant improvement before it finds its way to the patient there.
In general, the case demonstrates that the solution to the problem of medication error can be seen in the connection between leadership, governance, and systems thinking instead of medication error being viewed as a single frontline failure. Risk anticipative leaders, governance that establishes accountability and systems that interlink communication, checking and learning across care boundaries are needed to achieve safer outcomes. This way, a lasting improvement is realized by having to redesign the entire pathway and not blaming a single actor once the damage is already done, rather than assigning blame to one actor as damage has been done.
5.6 Proposed transformation strategy for safer high-risk medicine use
An appropriate transformation plan is a combined high-risk medicines route to oral morphine utilisation in prescribing, dispensing, counselling, follow-up and organisational learning. According to the HSSIB report, Len had to deal with such interacting weaknesses throughout the pathway and that the reference event concerned Len, who took an accidental overdose of morphine sulfate oral liquid (HSSIB, 2024). It also demonstrates that Len had Charcot-Marie-Tooth (CMT) and presented subsequently with breathing difficulties, thought to be caused by a suspected accidental overdose of morphine, pneumonia and worsening of his CMT. These characteristics signify that it was not a typical medicines episode, but a high-risk case that demanded that weakness should have been identified sooner, clearer dosage communication, and coordination of the cross-setting.
This redesign must thus integrate safer opioid prescribing, orderly dispensing, ensuring the understanding of doses, explicit handover, and responsibility of named follow-up. The NHS Discharge Medicines Service toolkit says that Discharge from hospital is associated with increased risk of avoidable medication-related harm and that Medicines-related communication systems should be in place when patients move from one care setting to another. Also addressed in the toolkit is an integrated cross-sector model wherein it is stated that An integrated approach to supporting patients with medicines reconciliation and optimisation following discharge is taken across healthcare sectors.
In reality, the route must insist that high-risk patients are diagnosed early, the dose to be used is verified and clarified, the knowledge of the patient or carer is verified, and service-to-service reconciliation of medicines changes is ensured. This is in line with the goal of the toolkit; reduce harm to patients caused by medication changes and give patients an improved understanding of their medicines post discharge. In the case of Len, the organisation must shift towards coordinated responsibility as opposed to fragmentation where there is traceable accountability of the GP, community pharmacy, as well as hospital care (NHS England, 2021).
[bookmark: _Toc227098166]6. Recommendations 
[bookmark: _Toc227098167][bookmark: _Hlk226863559]6.1. Introduce a high-risk medicines safety protocol 
Pharmacy and clinical governance teams should implement a high-risk medicines safety protocol due to vulnerable patients being more susceptible to risk than usual dispensing. The protocol must necessitate increased counselling, a clear demonstration of dose knowledge and documentation of the explanation of safety provided prior to provision. The protocol should apply particularly to older adults and clinically vulnerable patients, including those with neurological or respiratory complexity like Len. According to Rowily et al. (2023), the risk of errors with high- alert medicines is minimized with pharmacist education, counselling, multidisciplinary working, and stronger guidelines. Coppes et al. (2026) also propose face-to-face counselling, team education, and help to older patients to enhance knowledge. Measures of success should be counselling compliance, teach-back completion, documentation rates and decrease in medication-related incidents.
[bookmark: _Toc227098168][bookmark: _Hlk226864029]6.2. Adopt a distributed but accountable medication safety leadership model 
The model of medication safety leadership should be a distributed but responsible model, with the leadership being locally led by the prescribing, pharmacy and follow-up leads, with the executive leadership being provided by the safety committee at the board level. According to Anders (2025), patient safety is enhanced when leadership enhances cross-organisational communication, learning and accountability. Demeke et al. (2025) also points out that a supportive and empowering leadership can establish a stronger safety culture, which is why a hybrid distributed and situational model should be used when dealing with high-risk medicines. The use of incident trends, counselling compliance, timeliness of escalation, and documented ownership across transitions among older patients and carers should be used to monitor success.
[bookmark: _Toc227098169][bookmark: _Hlk226864167]6.3. Strengthen governance and learning systems 
Governance and learning systems, which are led by the medication safety committee and executive board, should be strengthened by the organisation since reporting without review seldom changes practice. Hibbert et al. (2023) illustrate that a safety culture is a prerequisite of good governance, which allows policy, staff education and meaningful feedback loops as opposed to compliance itself. Shin et al. (2026), also state that Among the 9495 medication-related patient safety incidents included in the final analysis, 7484 cases (78.8%) were classified as near-miss incidents sentinel events and this is a reason to strengthen surveillance. Hence, board-level oversight should be fed by incident reporting, audit dashboards and cross-organisational review meetings. Monitoring of success should be done by timeliness of reporting, completion of audits, action-closure rate, and decreasing the recurring incidents.
[bookmark: _Toc227098170][bookmark: _Hlk226864352]6.4. Improve communication and systems integration 
Shared medication communication protocols should be in place and run by the medical, pharmacy, and nursing leads as transition safety requires the coordinated exchange of information and not parallel discipline-specific handovers. Bourne et al. (2022) also show that the most dangerous transfer steps are characterized by communication failures and are particularly prevalent in terms of medication plans, medication reviews, and follow-up actions. Thus, high-risk medication templates and patient-friendly explanations of high-risk medications should be employed in handovers. Monitoring of success should be based on the completeness of handover, the participation of pharmacists, discrepancy rates, and the reported patient understanding in the long run.
[bookmark: _Toc227098171][bookmark: _Hlk226864419]6.5. Build continuous learning, stakeholder engagement, and co-production 
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Table 3: Recommendations implementation table
Continuous learning and co-production should be part of the organisation, with the medication safety committee, patient representatives and education leads, taking the lead since sustainable improvement involves patients and carers to influence safety systems instead of receiving them. DelDot et al. (2024) demonstrate that consumer engagement in the process of designing medication safety is heterogeneous, indicating that it is up to organisations to formalise participation in the creation of information materials and the revision of services. The monitoring of success should be in terms of incident review, patient-reported understanding, co-produced material uptake, and allocative efficiency audits.
6.6 Risk mitigation and implementation monitoring
This should be followed by a formal risk-reduction and tracking system in order to ensure that the new strategy is not narrowed down to a policy. According to the NHS toolkit, implementation will require cross-system collaboration between key stakeholders such as NHS trusts, community pharmacy contractors and PCNs and that it will require active involvement from NHS trusts and primary care teams to maximise the impact on patient safety and quality of care. This implies that there must be defined duties, referral routes, training and reviewing processes along the entire pathway.
The key threats are the lack of consistency in staff uptake, incomplete reconciliation of medications, low inter-sector communication, poor patient counselling, and the inability to recognize vulnerable patients who need more attention. These risks can be minimized through the creation of a cross-system stakeholder group, agreeing of the referral process, aiding cross-sector collaboration and data reviewing. According to the toolkit, local systems are supposed to nominate a cross-sector stakeholder group to lead on the implementation and develop a system of long-term and regular, cross-system review. It also states that NHS trusts must make sure that they have a robust process for identifying patients who may benefit from a review by community pharmacy.
High-risk patient identification, timeliness of referral, medicines reconciliation, quality of documentation, patient understanding, resolution of discrepancies, and closure of improvement actions should be monitored. This aligns with the toolkit requirement that within 24-48 hours following discharge the correct patients are sent to the service and that information is shared throughout the system to enable the service to run safely. In high-risk patients such as Len, this should also be monitored by whether counselling was tailored to older opioid patients with breathlessness and neurological disease, or with complex comorbidity, and whether any further specialist or multidisciplinary assistance was put in place should it be required (NHS England, 2021).
[bookmark: _Toc227098172]7. Conclusion  
The death of Len can thus be viewed as a breakdown of the medication safety system and not an act of a single dosing error. The overdose cropped up due to disjointed governance, poor communication controls, and lack of leadership across organisational boundaries, that leave ambiguity in morphine usage to go undeterred between prescribing and dispensing, home administration and subsequent clinical deterioration.
It has been revealed that the issue was structural, since various safeguards did not break at one point, but rather in a chain. The decentralised front-line responsibility and the mixed system, which entailed a centralised body of rules, diffused accountability. and, therefore, there were formal controls but no agent to provide safe interpretation at the point of application. There was also poor leadership since it was either too passive or not distributed, as well as the known risks relating to high-alert medicines were not considered by means of clear explanation, verification, escalation, and learning. The death of Len was also in the light of the vulnerability beforehand due to CMT that led to the need of safer communication, monitoring, and organized care. Thus, this necessitates a quality governance, safer communication and better organisational learning along the entire medication pathway in order to make a difference.
Overall, this case highlights the critical importance of integrating leadership, governance, and systems thinking to reduce medication-related harm globally. The coordinated approach to high-risk medicines, shared responsibility, and effective feedback mechanisms, across poorly linked services, are critical to patient safety to ensure that formal processes are translated into safe practice. 
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