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1. Introduction

1.1 Background�

Medication-related harm is an important issue of patient harm and avoidable morbidity and 
mortality in healthcare systems. With errors happening with prescribing, dispensing and 
labelling medicines, and administering them, posing a serious threat to the well-being of 
thousands of patients every year, there is a need for improved safety governance and safety 
leadership. Penalties were not imposed on individuals as the Health Services Safety 
Investigations Body (HSSIB) focused on finding systemic weaknesses because it felt that 
the incident of Len being administered an unintended dose of morphine was not about 
toppling anyone's individual failures (Health Services Safety Investigations Body, 2022).

1.2 Leadership in Health Care

Healthcare leadership isn't just about leadership it's about enabling a safe, effective and 
patient-centred environment. The NHS sees leadership as a way of driving continuous 
improvement through compassionate behaviours and working collaboratively. According to 
Northouse (2022), leadership is a process of influencing a group to reach a common goal, 
and the World Health Organisation (WHO) considers leadership to be a tool that helps build 
strong health systems and attain optimal health. These views combined indicate that good 
leadership practice is characterised by influence, working together and continuous system 
improvement for the purpose of generating high-quality, safe patient care (Weaver et al., 
2021).�

1.3 Centralisation vs Decentralisation

There are two main kinds of leadership in healthcare organisations, the centralised and the 
decentralised. Centralisation brings decision-making power and decision-making to the 
higher tier of the organisation in an effort to standardise clinical governance, create 
consistency and ensure regulations are adhered to.
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Figure 1: Centralisation vs Decentralisation in Healthcare

(Source: AIHR, 2024)�

Greer et al. (2021) stated, unlike centralisation, decentralisation ensures that everyone at 
the front line of services has the power to respond quickly to patients and has the autonomy 
and freedom to innovate in their clinical practice. Both approaches can impact 
communication, accountability and decision making in health care organisations. Later, their 
merit and weaknesses with regard to the HSSIB investigation will be critically examined.�

1.4 Leadership Theories�

Several theories of leadership offer insight into the nature of patient safety incidents and 
organisational improvement. The key thrust of transformational leadership is on motivating 
employees to adopt common objectives and ongoing enhancement. Collaborative decision-
making on multidisciplinary teams emerges from distributed leadership, and systems 
leadership recognises the interconnectedness of healthcare systems (Lindert et al., 2022). 
The focus with adaptive leadership is to flexibly respond to complex and dynamic 
challenges. They will be considered in further detail later to assess the impact of leadership 
practices on governance, communication, medication safety and organisational learning in 
the explored case.�

1.5 Purpose of the Report

This report aims to reflect critically on the leadership, governance, systems thinking, 
communication and organisational learning from the investigation of the HSSIB. Unlike a 
focus on individual errors, the report "takes a systems thinking approach.�

2. Identifying the Problem & System Context�

2.1 Identifying the Problem and Setting the System Context- Applying Systems�

Thinking and the Rich Picture

Len, a man aged 89 years who has had Charcot-Marie-Tooth (CMT) disease for some time, 
suffered from chest pain and shortness of breath after a fall and was prescribed morphine 
oral solution for their pain. Unfortunately, Len accidentally gave his patient a much larger 
dose than necessary because of an incorrect reading on the medicine label.
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Figure 2: Overview of the Case study

(Source: Self-Created)

He went to hospital with a possible overdose of morphine, pneumonia and further 
aggravation of his underlying disease condition (Baker, 2023). The incident started to affect 
Len's health; despite some improvement in clinical signs, the investigation by HSSIB 
revealed systemic factors central to the incident, and eventually brought Len's life to an early 
end.�

Len's age is 89, and he has Charcot-Marie-Tooth (CMT) disease; he fell at home and became 
breathless and complained of chest pain. After GP and hospital review, he was prescribed 
10mg/5ml Morphine Sulphate Oral Solution and a dose of 0.625–1.25 mg was determined 
to be a reduced geriatric dose (Quintanilla et al., 2023). What's most important is that the 
dosing directions were only printed on the exterior box and not on the bottle. Len and his 
wife had thrown away the box or didn't read the bottle's concentration as the dose, which led 
him to take 2-4 times the dose. The next morning, he was found unresponsive and was 
rushed into the hospital with suspected morphine overdose, pneumonia and a worsening 
CMT. His condition briefly improved, but he started to deteriorate, after which he passed 
away, with only the family then realising that they had never been provided with the correct 
dosage (HSSIB, 2022).�

This isn't just a clinical error, it's the sign of a patient-safety problem that’s not confined to 
just a single country or region, but is systemic and global. The World Health Organisation 
estimates that medication-related harm (MRH) represents about 50% of preventable harm in 
health care and costs $42 billion USD each year globally; an estimated one in twenty 
patients globally experience preventable MRH, and about one quarter of MRH is considered 
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severe or life-threatening (WHO, 2024). Nationally, the scale of the problem for opioids is 
confirmed: Opiates and opioids were responsible for 46.8% of all drug-poisoning deaths in 
England and Wales in 2023, reflecting a 12.8% increase over 2022, with the drug specifically 
being identified as heroin/morphine involved in 1,453 deaths, equating to 25.0 deaths per 
million people (ONS, 2024). In fact, these numbers are themselves an underestimate by up 
to 34% as they do not capture the true scale of deaths efficiently enough due to a 
systematic failure in reporting to policymakers, according to independent academic analysis 
using coronial toxicology data (King's College London, 2025). It is no longer recognised that 
such issues represent unpredictable circumstances that happen just once by a particular 
clinician or carer, but rather predictable and recurring issues related to the design and 
performance of the entire system – poor labelling, poor handovers and lack of 'forcing 
functions' to stop error from occurring (IHI cited in Clarkson et al., 2018).�

Figure 3: Optimising Medicine Information

(Source: Hattingh et al., 2024)�

Len's case is an example of a combination of issues across a number of the WHO health 
system "building blocks": leadership/governance (no organisational oversight of the 
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standards for labelling high-risk medicines), health workforce (a Yellow Card adverse drug 
reaction (ADR) report was never made possibly due to the staff 'under great pressure'), and 
health information systems (fragmented communication between GP, pharmacy and 
hospital) (HSSIB, 2022; WHO, 2007). The governance failure mostly took place at the local/
organisational level (the design of the label on the pharmacist side and the counselling 
process in the GP practice); was exacerbated by a national level deficiency (no national 
definition of minimum standards for dose instructions on the medicine container itself); and 
provides an example of how national policy gaps can have their effect downstream.�

Level� Statistic� Source�

Global� Medication errors are estimated to cost $42 billion 
USD per year; responsible for ~50% of preventable 
harm in health care.�

WHO (2024)�

Global� Preventable medication-related harms affecting 1 in 20 
patients, with ~25% being severe/life-threatening.�

WHO Global Patient 
Safety Action Plan 

2021–2030 
(GPSSAP).�

National 
(England & 
Wales)�

2,551 opioid-involved drug-poisoning deaths registered 
in 2023 (46.8% of all drug deaths), up 12.8% on 2022�

ONS (2024)�

National 
(England & 
Wales)�

1,453 deaths specifically involving heroin/morphine in 
2023 (25.0 per million population)�

ONS (2024)�

National 
(independent 
audit)�

Official ONS opioid-death data are underestimates of 
between 7% and 34% because of gaps in coronial 
reporting.�

King's College 
London/NPSUM 

(2025)�

Organisational� Approx. 1 error occurs every 23 hours on average in 
hospitals (1/20 hospital admissions)�

WFSA (2022), citing 
WHO�

Table 1: Statistics on Medication- related harm - Global, National and Organisational levels�

(Source: Self-Created)�

A sophisticated picture emerges from the case of Len: an under-resourced GP consultation, 
incomplete counselling about a high-risk drug, a label design fault, no independent ‘double 
check’ from GP to be able to report it, an isolated elderly couple managing a complex drug 
regime alone and a fatal outcome that only becomes known to the system after the fact, 
through a family complaint not proactively (Fraser‐Hurt et al., 2022). This is an example of 
how the institutional memory of the system was not updated due to the fact that the Yellow 
Card was not filed and the same labelling risk stayed alive for future patients. This makes 
Len's death a case study in the everyday nature of preventable and continuing morbidity and 
mortality from medicines on a global level, and a local tragedy.�

2.2 Centralisation or Decentralisation within the Case Study�

NHS is a hybrid system, with planning of services being decentralised through GP practices, 
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community pharmacies, and, since the Health and Care Act 2022, 42 Integrated Care 
Systems (ICSs) which are regionally constrained, but with funding and regulation being 
centralised (NHS structure, lecture notes Week 1–2). Len's care pathway lay at the end of 
this spectrum that was decentralised, primary-care based, with a single GP making an 
autonomous prescribing decision and a community pharmacy dispensing the medicine, 
with limited centralised control of labelling practice (Abimbola et al., 2019).�

Elements of centralisation and their failure in this case: Centralisation of decision-making 
reflected in national prescribing advice (correctly use morphine and consider geriatric dose 
reduction) and national labelling regulation overseen by the Medicines and Healthcare 
products Regulatory Agency (MHRA) (Manfrin et al., 2025). The benefit of centralisation is 
standardisation – the same, well-reasoned dosage advice is given and applied in the same 
way. Its problem is here rather cripplingly salient: the pitfalls of rigidity, and of the distance 
between the point of dispensing and the point of use - the national labelling requirements 
meant that instructions as to dosing were on an outer box rather than the bottle, a clever but 
flawed use of packaging that might or might not have been comprehensible to a national 
regulator far housed from a dot aging couple using a medicine (World Health Organization. 
Regional Office for South-East Asia, 2010). Centralised systems can also have single-point 
failures, such as those in the national pharmacovigilance safety-signal detection system in 
the MHRA's Yellow Card database, which relies on "front line" reporting, including that of 
individual patients; pharmacovigilance for the company's morphine sulphate solution was 
thus 'silently disabled' for this case.�

Figure 4: Decentralisation Healthcare

(Source: Vaidya, 2025)�

Good aspects of decentralisation and what went wrong in this example: Decentralising 
service segments and their failure in this example: Decentralisation gives local staff (GPs, 
pharmacists and district nurses) flexibility in the way they deliver care, which was good in 
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Len's case, because his GP responded quickly to his deteriorating symptoms (McNab et al., 
2020). But lateral communication is lacking when decentralising, and sent messages, e.g., 
by GP to patient, and by pharmacist to GP and practice nurses, were not synchronised – 
there was no shared, real-time communication system to ensure that the patient knew he or 
she had understood the dose. Decentralisation of health systems has been found to 
increase the responsiveness of the health system and engagement with the community 
while introducing challenges of coordination between health-system decentralisation and 
central government, and fragmentation in technical expertise and accountability (Mahmood 
et al., 2024). The failure leading to Len's case is this: medicines safety was shared between 
the GP, the pharmacy, and the family carer, but no one was responsible for the risk of getting 
the reading of the label wrong, which is a textbook example of a failure mode for 
decentralisation.�

Dimension� Centralised Feature� Decentralised Feature� How This relates to 
Len's Case�

Decision-
making�

National prescribing/
dosing guidance (NICE, 
BNF)�

GP clinical judgement at 
point of care, during or 
within 72 hours of the 
onset of SIRS symptoms.�

Guidance was 
adhered to but not 
modified as per 
household risk�

Regulation� MHRA labelling 
guidelines, national 
pharmacovigilance 
(Yellow Card)�

The local dispensing and 
counselling practice of a 
community pharmacy 
service�

Label regulation gap 
(box vs bottle) was a 
national systems 
failure�

Accountability� Oversight by 
Department of Health / 
NHS England�

Individual GP practice/
community pharmacy no 
levy or only a small 
amount of levy�

Diffused 
accountability led to 
no one being able to 
confirm that patients 
understood�

International 
comparator 
(hospital 
ownership, 
illustrating 
centralisation 
spectrum)�

93.6% (Denmark) and 
94.5% (Finland) of 
hospitals are publicly 
owned�

100% private not-for-
profit hospitals are 
located in the 
Netherlands�

Emphasises the 
position within the 
continuum of NHS 
primary care was 
trine towards local 
autonomy�

Reporting 
infrastructure�

Centralised national 
databases of incidents 
(e.g. NRLS/LFPSE)�

Local incident 
recognition and 
escalation of the 
incident(s)�

Breaking the loop to 
the centre, from the 
Yellow Card�

Table 2: Comparative features related to Len's case for centralisation and decentralisation�

(Source: Self-Created)�

Critically, neither pure centralisation nor pure decentralisation would have been able to save 
Len's life, but there was the problem on the level of the interface between the two. A 
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centralised safety requirement–mandatory bottle labelling, which was backed up by more 
personalised counselling a pharmacist verbally confirming the dose with elderly, vulnerable 
person in the house then there was redundancy. This helps with a critique in the BMJ 
literature which states that in the field of health care, "centralised versus decentralised" is 
often a "false dichotomy" because safety "depends on well-designed connections between 
the two, rather than on a structural decision" (Week 7 lecture notes, quoting BMJ literature).�

Figure 5: Centralisation or Decentralisation System in healthcare

(Source: Harrison et al., 2018)�

As per study of Harrison et al. (2018), levels of directionality and complexity in the logistical 
chain of a DCM network illustrating the potential movements between facilities. Not every 
DCM scenario will have every path. Depending on the product's manufacturing approach, 
materials can move from the clinic to the node to the central facility in a variety of ways. It is 
crucial to remember that each direction of travel may occur more than once. Centralisation 
of health care services means that the actual quality of the services is uniformly high, there 
is optimal use of resources, economies of scale and equitable access (Ramsay et al., 2025). 
Decentralised care enhances responsiveness, flexibility, accountability, participation in the 
care, innovation, effective matching of services to the area needs.�

2.3 Leadership Theories and Application to the Case Study�

In this case, the culture that showed itself within the organisation was one of transactional 
leadership , marked by devotion to rules, adherence to standard operating procedure, and 
corrective action when things go wrong (Al-Rjoub et al., 2024). Pharmacy and GP did not 
challenge system redesign GP and Pharmacy prescribing records showed good compliance 
with guidelines, so transactional leadership just did the "same as the other guys" with "all 
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the appropriate steps" - no one challenged the leadership of the system had authority or 
motivation to ask "why is the label design itself unsafe? This is also consistent with 
evidence that hierarchical structures promote accountability but can stifle contextual issues 
and an impetus to proactively escalate (Week 1 lecture notes: healthcare hierarchy) (Relias, 
2023). Lack of reporting of Yellow Card is a direct consequence of transactional and 
reactive leadership , as staff admitted that they were "under great pressure" not to report 
and that pharmacovigilance reporting was not a key duty that needed to be done and 
enforced by leadership (HSSIB, 2022).�

Figure 6: UK Ranks Second Best in Affordable Healthcare Services

(Source: Wagner, 2018)

Wagner (2018) report illustrate that 67% of Greek populations suggest UK healthcare 
services for best care services and well leadership approach due to the leaders of health 
organisations.

What was missing can be more understandably seen through the lens of complexity 
leadership theory, which views organisations as adaptive systems that need to be led in 
ways that foster emergent, networked problem solving, as opposed to command-and-
control (Pacific College, 2022). An effective complexity leadership would have ensured that 
GP, pharmacist, district nursing and family were all involved in effective feedback loops that 
formed an adaptive unit for a high-risk elderly individual. Instead, leadership behaviour was 
siloed, administrative no one was in the “boundary-spanning” role to deliver “integration” 
between the primary care, pharmacy and social support functions as later Integrated Care 
Systems were designed to (Southern New Hampshire University, 2025).�
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However, arguably, at the time when the Trust conceded that a Yellow Card should have 
been raised, but wasn't, because of workload pressure, there was no compassionate, 
emotionally intelligent leadership, no psychological safety and no empowerment of staff to 
raise concerns. This is in line with broader evidence of the NHS workforce: with more than 
1.3 million full-time employees and ongoing resource pressure and demands on the delivery 
of services (NHS structure, week 1 lecture notes), employees under chronic stress adopt a 
'no discretion only transaction' approach with an immediate focus on 'compliance' rather 
than 'safety', in the case of incident reporting, that is the immediate focus of voluntary 
incident reporting becomes ‘compliance’ (NHS Confederation, 2022).�

Figure 7: Spiked of UK Healthcare expenditure in 2020

(Source: Armstrong, 2021)�

According to Armstrong (2021), due to COVID pandemic the government expenditure in 
healthcare increasing from 10.2% to 12.8% from 2019 to 2020, estimated £269 billion in 
costs as a a share of GDP. The healthcare features and quality of services satisfied most of 
consumers.

Len's situation required proactive, purposeful leadership that considers the human factor 
(an elderly couple's ability to understand the pharmaceutical labelling) and one which avoids 
the 'doing what is in the protocol' approach that assumes ‘close to the rules' is enough to 
ensure against errors with medicine. It is a chronic, recurrent problem archetype as 
demonstrated by data on the frequency of medication errors one error approximately every 
23 hours per hospital (WFSA, 2022), and estimates by the WHO that 5% of hospital 
admissions result in a medication error (Week 2 lecture notes, "When Should We Use 
Systems Thinking"). This might have included a greater focus on distributed leadership ; 
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giving community pharmacists and district nurses clear authority (and protected time) to 
check that the patient knows how to take their high-risk medicines well and having cultures 
that encourage the reporting of near misses and adverse events as a leadership-mandated, 
non-discretionary activity rather than an optional extra that gets pushed by workload 
(Oklahoma City University, 2024).�

Complex cases such as Len's with increased risk for safety demands democratic 
leadership , the clear benefits of which are important for NHS practice. Participative, 
empowering, emotionally intelligent managers mean better relationships and less stress for 
staff, thus increasing patient confidence and self‑efficacy essential for safe medication 
administration (Carlton et al., 2015). In an NHS context democratic leadership is linked to 
impact on patient care quality and staff motivation, with higher motivation associated with 
recognizing the voice of frontline staff and an increase in concern about labelling, dosing 
and packaging issues. This style is especially strong in terms of the focus within the NHS 
People Plan on inclusive and compassionate leadership where decisions made with staff 
and patients are not imposed (Gruessner, 2023). A small number of NHS trusts are now 
actively implementing a democratic approach to leadership by setting up NHS staff forums, 
interdisciplinary safety committees and system of decision-making at the ward level, 
allowing nurses, pharmacists and doctors to have a voice in shaping safer opioid processes.�

In healthcare, transactional leadership utilizes specific roles, clear goals, monitoring and 
feedback, and consequences or sanctions. It can support hospitals in promoting adherence 
with protocols, infection control, accountability, productivity, resource utilization, and 
immediate patient safety. These practices result in improved product outcomes such as 
fewer mistakes, timely treatment, regular and accurate documentation, improved staff 
performance and reliable service delivery in ordinary and high risk situations as appropriate.�

2.4 Improvement, and Lessons Learned

Leadership and governance were not very accommodating with one another: rules 
(prescribing guidance) were laid down by governance (national labelling regulation), but at 
the local organisation level, leadership was unable to convert that into a system resistant to 
human factors (Len's situation) (Fulop and Ramsay, 2023). It wasn't clinical knowledge; the 
right drug was used morphine was due, and calculation of dosage was correct it was the 
communication design and accountability for reporting.�

Problem� Supporting Data� Improvement�

Doses that are 
outside of the 
medication bottle 
and written on the 
box package�

As the dispensing label was on 
packaging discarded before use, 
family had not seen the 
dispensing label (HSSIB, 2022).�

Ensure dosing requirements are 
written on bottle/container for 
high-risk oral liquid opioids, and 
outer packaging.�

Adverse drug 
reactions (Yellow 
Card) under-reported�

A report had to be made but was 
not made due to staff pressure; 
Trust confirmed�

Embed compulsory, low-burden, 
digital Yellow Card prompts 
within e-prescribing systems, 
eliminating reliance on 
discretionary staff time�
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National magnitude 
of opioid-related 
harm is under-
documented�

Independent Academic analysis 
revealed that the opioid-death 
data from the ONS was under-
estimated by up to 34% (KCL/
NPSUM, 2025)�

Implement a continuous, 
accurate national surveillance 
system based on improvements 
in coronial toxicology reporting 
to enhance the development of 
local prescribing alerts�

Complex medicines 
are sent to elderly/
isolated households 
without a verification 
process�

Preventable medication harm 
affects 1 in 20 patients 
worldwide, and older adults are 
disproportionately exposed to the 
risk of preventable medication 
harm due to polypharmacy (WHO, 
2024)�

Implement a mandatory "Teach-
back" verification phone call 
between the pharmacist/district 
nurse and the patient for new 
high-risk opioid prescriptions 
that are not enrolled in 
residential settings for patients 
> 75�

Table 3: Supporting data and improvements based on data retrieved Table�

(Source: Self-Created)�

Linking these findings: system structure, leadership style and feedback loops interacted to 
convert a manageable clinical decision into a fatal outcome. No 'Yellow Card' was raised 
(although a cabin order was issued); the failure to write one created a failure of feedback, 
and the decentralised nature meant that frontline autonomy was not accompanied by 
centralised safeguards (bottle labelling standards) and the transactional leadership to 
notice and escalate the labelling risk was also absent (Åhlin et al., 2026). What is crucial to 
take away from this for other health organisations is that none of these factor’s rules, 
hierarchy, or individual alertness can take over the other when it comes to safety, but must 
instead complement and rest upon one another, an idea reflected in WHO's "building blocks 
of a health system" approach in which health workforce, information systems, and 
leadership and governance are inextricably linked rather than divisible factors (WHO, 2007). 
Evidence and data that are used should not be 'reactive' (as here, on the back of a family 
complaint); it must be mandatory, inbuilt and rigorously monitored via technology when 
shortage times are defaulted on, so that individual discretion can be removed and reduced 
during shortage times for certain professions.�
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Figure 8: The Research on Cardiology and Therapy

(Source: Heemelaar et al., 2021)�

A study of Heemelaar et al. (2021) showing that After STEMI, the 5-year cumulative 
incidence of death by all causes, including unknown cause of death (N = 6), is 38.1% (N = 
60). Malignancy-related causes accounted for over half of all deaths (N = 29, 48.3%), 
followed by deaths from other causes (N = 16, 26.7%) and cardiac deaths (N = 9, 15.0%).

The innovative improvement to be sought in the case of Len needs to be human-centred and 
data-enabled, to create safety at source. The smartest change would be a big colour-coded 
label on the wallow of the bottle or the outer label including a QR code added on to the label 
that, when scanned, sends a short, audio-visual description of the dose & frequency which 
would be more appropriate for older adults & carers (Ohrling, 2026). This could be 
connected to a mobile app or landline call-back system that reminds the patient that they 
are about to take a prescribed dose and looks out for any mismatches and alerts the GP or 
pharmacist. Community pharmacies could also have a short digital checklist, which would 
be displayed on their terminal and the staff member would mark off the correct dose 
instructions when the patient re-entered them (Parekh et al., 2023). These innovations 
would combine to make packaging and counselling more than passive delivery of 
information to active protective measures to greatly diminish the risk of opioid 
misinterpretation in vulnerable patients.�
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Figure 9: The Artificial Intelligence enable well patients care in an emergency

(Source: Yu et al., 2024)�

A research on artificial intelligence to enable and estimated of health based on emergency 
showing that from the bar chart, one can observe that heart failure due to dyspnea 
increases significantly from AIECG estimated diastolic dysfunction. It is 16.2 % in the 
“Normal” patients, and reaches 25 % for the Grade 1. This is followed by a noticeably graded 
function between severity of the disruption and dyspnea, in the grades 2 and 3 respectively 
at 63.4% and 78.4%. Changes and lessons learnt about healthcare systems help identify 
issues, recognise root causes, avoid reoccurrence of errors and enhance patient safety (Ahn 
et al., 2025). They champion improved clinical performance, effective resource utilization, 
staff development, team working, and service quality by implementing change in an 
evidence-based way; monitor, review, act on, and share their practice with others within 
departments.�

3. Recommendations

When NHS primary and community care organisations are dealing with high-risk drugs and 
elderly and isolated patients, three priority points should be considered for immediate 
action.

First is the leadership style; it requires a move away from transactional, protocol-only 

type of leadership and toward a much more distributed/compassionate one that 

involves community pharmacists and district nurses having time and authority to 

conduct verification checks (teach-back) when new highly risky prescriptions are 

issued. This focuses directly on Len's human-factors gap.

Second, governance strengthening: NHS England and the MHRA need to issue 

requirements that dosage instructions are included on the immediate container and 

not just the outer packaging for high-risk oral liquid medicines and that the adverse 

event reporting system prompts are compulsory rather than optional in e-prescribing 

and/or dispensing software for pharmacists.
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Third, systems integration: Integrating Care systems should create shared, real-time 

communicating systems between GP and pharmacy to community nurses for opioid 

users over 75 years, to overcome the 'silo effect' that was found in the case and in 

the broader literature on bed blocking and fragmented care decision-making in the 

NHS (Week 2 lecture notes).�

Investing in low-cost, high-impact measures (standardised labelling and “digital reporting 
prompts”) should be prioritised over high-cost but non-resource-intensive infrastructural 
change to improve technical and allocative efficiency, given indications that the problem is 
not necessarily just one of lack of resources (Lei, 2025). Continuous learning needs to be 
integrated via the IT systems and regular, anonymous sharing of near miss and adverse 
event data from ICS to ICS, along the lines of what WHO's Global Patient Safety Action Plan 
recommends to have a 50% reduction in severe avoidable medication-related harm. It is 
crucial that patients and family carers can co-create and be involved, for example, as in 
Len's case, they might be the first to spot the systemic issues, but often this understanding 
is only gathered after an incident. This has arisen co-production and stakeholder 
engagement in safety governance particularly in primary care and pharmacy places these 
as a proactive early-warning mechanism rather than a reactive complaint route (World 
Health Organization, 2024).�

Further recommendations for Case Study 3 should focus on innovative, technologyenabled 
safeguards at the point of prescribing, dispensing and use. NHS England may be able to add 
smart packaging to liquid morphine, with large label boxes with a similar colour coding and 
‘QR/barcode' on the outer box, which could be scanned to provide simple spoken 
instructions in the patients preferred language, reducing misreading risk for older people 
and carers (World Health Organization, 2023).

The second part focused on the needs to be a digital team-back process build into both 
community pharmacies and GP practices so that a record of whether the patient has 
repeated the dose as intended will be provided by the staff member/technician, with AI 
supported prompts and follow up small message service texts (SMS) or telephone calls to 
identify potential misunderstandings at an early stage. Third, if the level of smart packaging 
could be linked to secure apps and calls back or automated voice systems, dose-time 
reminders and alerts could be sent to doctors when usage trends indicate overdose or poor 
adherence, based on the information the systems gather (Astier-Peña et al., 2021). 
Composed of these innovations, health literacy in practice turns Len's potentially fatal 
misunderstanding on its head, into a preventable risk seen through data.�

Healthcare recommendations for the future will need to be planned for in relation to 
evidence; have measurable targets; be resourced appropriately; be held to account; be 
regularly assessed and adapted; support increased access to, quality of and outcomes 
from, healthcare processes and services; and enhance efficiency and long-term system 
resilience within various communities, in equitable ways.�

4. Conclusion

Len's death demonstrates that patient harm arising from such circumstances is seldom 
caused by one sole culprit, but a series of interacting systems where none of the systems 
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involved in the care of the patient maintains good communication, where none of the 
systems is proactive in raising critical issues, and where none of the systems has a 
meaningful feedback mechanism to better understand the risk at hand.

The fact that this is not an isolated tragedy is acknowledged by global and national 
statistics that indicate that such medication-related harms are not uncommon, but in fact 
part of a significant and probably under-recognised burden of preventable harm, 
disproportionately affecting older, vulnerable patients. Its solution does not depend on a 
complete centralisation or a complete decentralisation but on a conscious and deliberate 
engineering of redundancy over governance, leadership and information that represent the 
pragmatic application of systems thinking, distributed compassionate leadership and 
systematic use of data as essential tools to avoid patients like Len from dying again.�



Page | 19�

References

Abimbola, S., Baatiema, L., Bigdeli, M. (2019). The impacts of decentralization on health 
system equity, efficiency and resilience: a realist synthesis of the evidence, Health Policy 
and Planning, Volume 34, Issue 8, Pages 605–617. https://doi.org/10.1093/heapol/czz055

Åhlin, P., Almström, P. and Wänström, C. (2026). Decisionmaking in hospitalwide patient 
flow: a multiplecase study of leading academic hospitals. Production Planning & Control, 
pp.1-19. https://www.tandfonline.com/doi/full/10.1080/09537287.2026.2655748�

Ahn, J.Y., Sim, M.W.C., Foo, Z.S.T. and Tan, K.H. (2025). Patient safety leaders’ perception of 
patient safety practices in eight Asia-Pacific Countries: Survey based on the global patient 
safety action plan framework. Risk management and healthcare policy, pp.2217-2231. 
https://www.tandfonline.com/doi/full/10.2147/RMHP.S487580

AIHR (2024). Decentralized organizational structure. [online] AIHR. Available at: https://
www.aihr.com/hr-glossary/decentralized-organizational-structure/ [Accessed 4 Aug. 2026].�

Al-Rjoub, S., Alsharawneh, A., Alhawajreh, M.J. and Othman, E.H. (2024). Exploring the 
impact of transformational and transactional style of leadership on nursing care 
performance and patient outcomes. Journal of Healthcare Leadership, pp.557-568. https://
www.tandfonline.com/doi/full/10.2147/JHL.S496266�

Armstrong, M. (2021). UK healthcare expenditure spiked in 2020. [online] Statista Daily 
Data. Available at: https://www.statista.com/chart/24994/uk-health-expenditure-annual-
growth/?srsltid=AfmBOoqVnONgNr6j4LLlRfunC8fDFiTF5xqM58JGfuiCkI7ST4uXLFYY 
[Accessed 11 Aug. 2026].�

Astier-Peña, M.P., Martínez-Bianchi, V., Torijano-Casalengua, M.L., Ares-Blanco, S., Bueno-
Ortiz, J.M. and Férnandez-García, M. (2021). The Global Patient Safety Action Plan 2021–
2030: identifying actions for safer primary health care. Atencion primaria, 53(Suppl 1), 
p.102224. https://pmc.ncbi.nlm.nih.gov/articles/PMC8721340/

Baker, T. (2023). A changing view on patient safety: How the Healthcare Safety Investigation 
Branch has brought system-focused investigations to the fore. Future Health J, [online] 
10(1), pp.10–13. doi:10.7861/fhj.2023-FR101.

Carlton, E. L., Holsinger, J. W. Jr, Riddell, M. C., Bush, H. (2015). Full-Range Public Health 
Leadership, Part 2: Qualitative Analysis and Synthesis. Front Public Health.8;3:174. doi: 
10.3389/fpubh.2015.00174.�

Fraser‐Hurt, N., Naseri, L.T., Thomsen, R., Matalavea, A., Ieremia‐Faasili, V., Reupena, M.S., 
Hawley, N.L., Pomer, A., Rivara, A.C., Obure, D.C. and Zhang, S. (2022). Improving services 
for chronic non‐communicable diseases in Samoa: an implementation research study using 
the care cascade framework. Australian and New Zealand Journal of Public Health, 46(1), 
pp.36-45. https://onlinelibrary.wiley.com/doi/full/10.1111/1753-6405.13113�

Fulop, N.J. and Ramsay, A.I. (2023). Governance and leadership. Cambridge university 
press. https://www.cambridge.org/core/elements/governance-and-leadership/
9FBFA3C48A57CCB5B97F5899895D011D�

Greer, S.L., Falkenbach, M., Jarman, H., Löblová, O., Rozenblum, S., Williams, N. and Wismar, 



Page | 20�

M. (2021). Centralisation and decentralisation in a crisis: How credit and blame shape 
governance. Eurohealth, 27(1), pp.36-40.�

Gruessner, R.W. (2023). The modified democratic management model: an ideal leadership 
model for healthcare?. British Journal of Healthcare Management, 29(11), pp.302-307. 
https://www.magonlinelibrary.com/doi/abs/10.12968/bjhc.2023.0035�

Harrison, R.P., Rafiq, Q.A. and Medcalf, N. (2018). Centralised versus decentralised 
manufacturing and the delivery of healthcare products: A United Kingdom exemplar. 
Cytotherapy, 20(6), pp.873–890. doi:10.1016/j.jcyt.2018.05.003.�

Hattingh, L., Baysari, M.T., Foot, H., Sim, T.F., Keijzers, G., Morgan, M., Scott, I., Norman, R., 
Yong, F., Mullan, B., Jackson, C., Oldfield, L.E. and Manias, E. (2024). OPTimising MEDicine 
information handover after discharge (OPTMED-D): Protocol for development of a 
multifaceted intervention and stepped wedge cluster randomised controlled trial. Trials, 
25(1). doi:10.1186/s13063-024-08496-w.�

Health Services Safety Investigations Body (2022). Unintentional overdose of morphine 
sulfate oral solution. [online] HSSIB. Available at: https://www.hssib.org.uk/patient-safety-
investigations/unintentional-overdose-of-morphine-sulfate-oral-solution/investigation-
report/?utm_source=chatgpt.com [Accessed 4 Aug. 2026].�

Heemelaar, J.C., Polomski, E.A.S., Mertens, B.J.A., Jukema, J.W., Schalij, M.J. and Antoni, 
M.L. (2021). Original research: Long-term prognosis after ST-Elevation myocardial infarction 
in patients with a prior cancer diagnosis. Cardiology and Therapy, 11(1), pp.81–92. 
doi:10.1007/s40119-021-00244-4.�

HSSIB (2022) Unintentional overdose of morphine sulfate oral solution: Investigation report. 
Healthcare Safety Investigation Branch.�

King's College London (2025) Opioid-related deaths in past decade 55% higher than 
recorded.�

Lei, Y. (2025). Industrial Transformation and Upgrading. In Dictionary of Contemporary 
Chinese Economics (pp. 1216-1218). Singapore: Springer Nature Singapore. https://
link.springer.com/rwe/10.1007/978-981-97-4036-9_550�

Lindert, L., Zeike, S., Choi, K.-E. and Pfaff, H. (2022). Transformational leadership and 
employees’ psychological wellbeing: A longitudinal study. International Journal of 
Environmental Research and Public Health, [online] 20(1), p.676. doi:10.3390/
ijerph20010676.

Mahmood, S., Sequeira, R., Siddiqui, M.M.U. et al. (2024) 'Decentralization of the health 
system – experiences from Pakistan, Portugal and Brazil', Health Research Policy and 
Systems, 22, 61.�

Mahmood, S., Sequeira, R., Siddiqui, M.M.U. et al. (2024). Decentralization of the 
healthsystem – experiences from Pakistan, Portugal and Brazil. Health Res Policy Sys 22, 
61. https://doi.org/10.1186/s12961-024-01145-3�

Manfrin, A., Lee, K., Pound, J., Pirmohamed, M. and Raine, J. (2025). Analysis of 4616 
clinical trial initial submissions received by the Medicines and Healthcare products 
Regulatory Agency between February 2019 and October 2023. British Journal of Clinical 
Pharmacology, 91(9), pp.2524-2533. https://bpspubs.onlinelibrary.wiley.com/doi/full/



Page | 21�

10.1002/bcp.70061�

McNab, D., McKay, J., Shorrock, S., et al. (2020). Development and application of ‘systems 
thinking’ principles for quality improvement. BMJ Open Quality, 2020;9:e000714. doi: 
10.1136/bmjoq-2019-000714.�

NHS Confederation. (2022). A More Democratic NHS?. [online] Available at: https://
www.nhsconfed.org/articles/more-democratic-nhs [Accessed 22 May 2025].�

NHS Leadership Academy. (n.d.). Engaging the Team. [online] Available at: https://
www.leadershipacademy.nhs.uk/healthcare-leadership-model/explore-the-healthcare-
leadership-model/eng aging-the-team/ [Accessed 22 May 2025].

Office for National Statistics (2024) Deaths related to drug poisoning in England and Wales: 
2023 registrations.�

Ohrling, M. (2026). Having and eating the cake? The centralisation paradox in decentralised 
healthcare governance: a scoping review. BMC Health Services Research, 26(1), p.1020. 
https://link.springer.com/article/10.1186/s12913-026-15162-1�

Oklahoma City University. (2024). Top 5 Leadership Styles in Nursing. [online] Available at: 
https://online.okcu.edu/nursing/blog/leadership-styles-in-nursing [Accessed 22 May 2025].

Pacific College. (2022). 7 Leadership Styles in Nursing. [online] Available at: https://
www.pacific-college.edu/blog/leadership-styles-nursing [Accessed 22 May 2025].�

Parekh, S., Hayes, C.V., Loader, J., Ashiru-Oredope, D., Hand, K., Hicks, G. and Lecky, D. 
(2023). The use of the TARGET antibiotic checklist to support antimicrobial stewardship in 
England’s community pharmacies. Antibiotics, 12(4), p.647. https://www.mdpi.com/
2079-6382/12/4/647�

Quintanilla, M.E., Morales, P., Santapau, D., Ávila, A., Ponce, C., Berrios-Cárcamo, P., Olivares, 
B., Gallardo, J., Ezquer, M., Herrera-Marschitz, M. and Israel, Y. (2023). Chronic voluntary 
morphine intake is associated with changes in brain structures involved in drug dependence 
in a rat model of polydrug use. International Journal of Molecular Sciences, 24(23), 
p.17081. https://www.mdpi.com/1422-0067/24/23/17081�

Ramsay, A.I., Ramsay, A., Tomini, S.M., Tomini, S., Gandhi, S., Fulop, N.J., Fulop, N. and 
Morris, S. (2025). Centralisation of specialised healthcare services: a scoping review of 
definitions, types, and impact on outcomes. Health and Social Care Delivery Research, (43), 
pp.1-70. https://journalslibrary.nihr.ac.uk/hsdr/published-articles/REMD6648

Relias. (2023). 7 Leadership Styles in Nursing — Which Is Yours?. [online] Available at: 
https://www.relias.com/blog/7-leadership-styles-in-nursing [Accessed 22 May 2025].

Southern New Hampshire University. (2025). What Are the 5 Most Influential Leadership 
Styles in Nursing?. [online] Available at: https://www.snhu.edu/about-us/newsroom/health/
5-leadership-styles-in-nursing [Accessed 22 May 2025].

Vaidya, D.S. (2025). Decentralised healthcare: Hospitals are shrinking, and that might be 
good for your health | THRIVE project. [online] THRIVE Project. Available at: https://
thrivabilitymatters.org/decentralised-healthcare-benefits/ [Accessed 11 Aug. 2026].�

Wagner, P. (2018). Infographic: UK ranks second best in affordable health care. [online] 
Statista Daily Data. Available at: https://www.statista.com/chart/13453/uk-ranks-second-



Page | 22�

best-in-affordable-health-care/?
srsltid=AfmBOoqWii3epC4q3uPFIFFksPHKnnaXQUfZZi0zSa59n4fWICaUVvq5 [Accessed 11 
Aug. 2026].�

Weaver, S., Stewart, K. and Kay, L. (2021). Systems-based investigation of patient safety 
incidents. Future Healthcare Journal, [online] 8(3), pp.e593-e597. doi:10.7861/
fhj.2021-0147.

World Federation of Societies of Anaesthesiologists (2022) World Patient Safety Day: 
Medication Without Harm.�

World Health Organization (2007) Everybody's Business: Strengthening Health Systems to 
Improve Health Outcomes. WHO Building Blocks Framework.�

World Health Organization (2024) Medication Without Harm: Global Patient Safety 
Challenge.�

World Health Organization (2023). Projet de plan d’action mondial pour la sécurité des 
patients 2021–2030: vers l’élimination des préjudices évitables dans le cadre des soins de 
santé. World Health Organization. https://books.google.co.in/books?
hl=en&lr=&id=yncOEQAAQBAJ&oi=fnd&pg=PR5&dq=WHO%27s+Global+Patient+Safety+Acti
on+Plan+for+healthcare&ots=jaL9twNEMs&sig=Ue2_GPg0Ia42zDiOT6ZusWexGSc&redir_es
c=y#v=onepage&q=WHO's%20Global%20Patient%20Safety%20Action%20Plan%20for%20he
althcare&f=false�

World Health Organization (2024). Global patient safety report 2024. World Health 
Organization. https://books.google.co.in/books?
hl=en&lr=&id=waMOEQAAQBAJ&oi=fnd&pg=PR7&dq=WHO%27s+Global+Patient+Safety+Ac
tion+Plan+for+healthcare&ots=4b1AeqSIJi&sig=VMSBDDiEur7Ku5MkdJ-s-Ykxb-
A&redir_esc=y#v=onepage&q=WHO's%20Global%20Patient%20Safety%20Action%20Plan%2
0for%20healthcare&f=false�

World Health Organization. Regional Office for South-East Asia. (2010). Decentralization of 
health-care services in the South-East Asia Region : Report of the regional seminar, 
Bandung, Indonesia, 6-8 July 2010. WHO Regional Office for South-East Asia. https://
iris.who.int/handle/10665/204919�

Yu, H.T., Lee, E., Abbasi, M.A., Wopperer, S.B., Tsaban, G., Kopecky, K.F., Attia, Z.I., Lopez-
Jimenez, F., Friedman, P.A., Walker, L.E. and Oh, J.K. (2024). PO-03-025 aN artificial 
intelligence-enabled electrocardiogram to evaluate patients with dyspnea in the emergency 
department. Heart Rhythm, [online] 21(5), pp.S416-S417. doi:10.1016/j.hrthm.2024.03.1121.�


