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Introduction
This case study analysis reports a case from HSSIB (2022) involving Len, who is an 89-year-old retired electronic engineer has been diagnosed with Charcot-Marie-Tooth (CMT) disease which has invariably impacted the normal functioning of the nervous system. Len had made multiple visits to the GP and hospital due to complaints of breathing difficulties and a suspected rib fracture. Len was administered ibuprofen and paracetamol. Recently, Len contacted the GP for complaints of pain and breathlessness and was prescribed morphine sulphate oral solution. However, Len experienced extreme breathing difficulties, worsening of CMT and pneumonia due to the administration of a higher dosage of morphine. Len suffered an untimely death due to poor medication administration (Cavell and Mandaliya, 2019). The purpose of selecting the case study is that it presents a clear overview of the impact of wrong medication on negatively impacting the lives and wellbeing of service users.
The assignment also aims to explore the potential leadership strategies required to achieve shared goals in the health and social care setting. Leadership in health and social care refers to the systematic process through which individuals and groups are motivated and influenced to support the health innovation structure to deliver high-quality care to patients (Weintraub and McKee, 2019). Leadership constitutes an important part of the World Health Organisation (WHO) health system building blocks by achieving shared goals through coalition building, regulation and system design (WHO, 2017). 
Centralisation and Decentralisation are important elements that support decision-making in health and social care settings. Centralisation refers to the overall process of planning and decision-making undertaken by healthcare leaders to ensure a smooth flow of work is achieved in addressing need and requirements of service users (Mahmood et al., 2024) whereas decentralisation on the other hand is where the decision-making and planning related to healthcare are undertaken by different departments and teams rather than a specific leader. Decentralisation paves the way for two-way communication and decision-making to address the care needs of vulnerable population groups (Abimbola, Baatiema and Bigdeli, 2019). 
There are wide range of leadership theories and styles suitable to achieve success in the healthcare setting such as trait-based, transformational, situational, democratic and transactional (Yukl, 2020).
In the context of a health and social care crisis, exhibition of correct and right leadership style is important as it paves the way to guide and support care professionals to achieve care excellence and service delivery by utilising organisational resources (Restivo et al., 2022). Leaders in healthcare utilise organisation resources including staffing level, equipment, funding, policies, skill mix, training and communications systems as well as infrastructure that is essential for effective care delivery (Gopee and Galloway, 2017). Therefore, appropriate leadership style helps to address resistance and obstacles by providing employees with rewards and incentives and builds trust by supporting professionals in difficult situations (Singh et al., 2024). Hence, the assignment further aims to align with the leadership theories, styles, centralisation and decentralisation with respect to the case scenario of Len.  Further, recommendations would be made to strengthen leadership practice and apply evidence-based practices to the case scenario of Len.
Main Body and Analysis
a. Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture
Example of problem definition
The central problem in the case study is the accidental overdose of oral morphine solution involving Len by his wife after he experienced a fall and was treated for the suspected rib fracture pain. To manage of uncontrolled pain, Len was prescribed with a low dose of morphine solution (1.25ml-2.5ml). However, Len and his wife mistakenly interpret the label showing the strength of the medication as to be the required dose. This resulted in Len taking 5ml doses which was 2-4 times more than the prescribed dose. The excessive morphine intake caused Len’s respiratory failure alongside responsibility vulnerabilities linked to CMT disease and pneumonia which led to his death. This indicates complex interactions between the healthcare professionals with medication packaging and labelling, poor communication processes and patient interpretation due to lack of knowledge and understanding about the doses and overdose complication and this contributed to patient harm (HSSIB, 2022). Thus, the incident suggests problems in the system design, communication breakdown in the healthcare processes and human factors which led to the serious adverse outcomes (Stolic et al., 2022). 
Use of National and International Data
At a global level medication error is a significant patient safety concern which results in injuries and deaths of the patients. As per the WHO medication errors cause 600,000 deaths in 2019 with around 80% of the deaths are caused by the opioid’s doses suggesting 25% of those deaths annually linked to the opioid overdoses (WHO, 2025). However, there is a substantial burden of the unsafe medication practices and medication errors that cost around US$42 billion annual to the global healthcare system, and this represents around 1% of the total expenditure on the global health systems (WHO, 2022). Further, the risk identified in Len’s case is not an isolated case but a global patient’s safety concern that is linked with the inappropriate medication systems and management with poor medication safety, opioid use and medication errors (WHO, 2019). 
Considering national statistics in the UK, the Office for National Statistics (ONS) suggest that there are 5565 cases of drug poisoning deaths registered in England and Wales in 2024 (ONS, 2024). This has the highest recorded levels of drug poisoning deaths while this includes 48% of the deaths involved opioids or opiates including heroin and morphine. As represented in the Figure 1 below, the opioid related deaths in England Wales have doubled in the last decade by reaching 43.8 deaths per million in 2023 from 22.9 deaths per million in 2012 (KCL, 2025). 
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Figure 1: Mortality rates for deaths for all opiates (1993-2023)
Source: (ONS, 2024)
Evidence from the global patient safety organisations like Institute for Health Improvement (IHI), medication errors are the leading cause of preventable harms at the global levels. The evidence also revealed that the global safety initiatives showed that medication errors remain a major contributor to the adverse healthcare events which are preventable (IHI, 2025). This highlights the problem of system-level failures with inappropriate medication labelling, inadequate communication and education to the patients and their family members and lack of standardisation which are key drivers for medication errors in case of Len. 
Further, the support the evidence, the data from international and national sources are presented below: 
	Source
	Statistics
	Relevance

	WHO (2025)
	Medication errors caused 600,000 deaths globally with opioid deaths contributing to 80%
	Represents the global scale of the medication safety risks including the risk related to opioid use and overdose

	WHO (2022)
	Cost of unsafe mediation practices was US$42 billion annually representing only 1% of the healthcare expenditure at global levels
	Reflects the economic burden of medication errors indicating the need for medication safety improvement 

	ONS (2024)
	Drug-poisoning deaths were reported to be 5565 in England and Wales of which 48% involved opioids and opiates
	Represents the national impact of opioid-related medication errors on deaths in the UK

	KCL (2025)
	Increase of opioid related deaths from 22.9 per million in 2012 to 43.8 per million in 2023 in England and Wales
	The national trend in opioid related harm that signifies the importance of safe opioid prescribing and use. 

	IHI (2025 
	Medication errors are the leading cause of preventable harms in global healthcare
	Signifies the importance of safety improvements at the system levels in medication (opioid) management



System Challenges
As per the case study of Len, there are significant system weaknesses that have been responsible for the adverse outcomes related to medication errors or poor opioid management. The first challenge has been related to poor communication between the healthcare professionals and the patient and their family members. This undermined the ability to comprehend the uses and consequences or adverse effects of the prescribed morphine dose. Len’s wife too did not understand the given instruction on the prescription against the one that is printed on the medication label. Without adequate knowledge and understanding about the morphine dose, incorrect dose was administered which posed an adverse risk to the patient (Thakur, Frey and Chewning, 2021). Secondly, there was no accountability of the healthcare professionals and sectors including GP, pharmacy and hospital services since no measures understood to reinforce safe medication practices and delivery of safe mediation knowledge and sufficient patient education on medication use, dose and adverse reactions (Vaismoradi et al., 2021). Finally, poor training or education on medication administration indicated that Len and his wife failed to understand the difference between the prescribed dose and the strength of medication as written on the dispensing label and this increased the risk of medication error and caused significant patient harm and even death of Len (Kadakia et al., 2020).  The system challenges and the problems in the medication practices have been reflected by the rich picture below: 
Rich picture
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Figure 2: Rich Picture
Source: Self
b. Centralisation or Decentralisation within the Case Study 
Centralised systems:
Centralisation is the process where the activities planned and decision making undertaken within an organisation are concentrated under a specific leader or location. In case of centralised healthcare organisation, within the organisational structure, the key decisions related to protocols, policies and governance are undertaken by the senior leaders or national regulatory bodies instead of individual healthcare organisations (Ramsay et al., 2025). In this regard, the UK healthcare system is centrally monitored and governed by the organisation called the National Health Service and they work with national regulators such as National Institute for Health and Care Excellence (NICE) and Medicines and Healthcare products Regulatory Agency (MHRA) (Zhang, Tikhonovsky and Ramagopalan, 2024). 
As per Len’s case, the centralised system is evident when it came to prescribing and medication governance framework. For example, when Len was prescribed with morphine, the GP followed the national guidance on pain management developed by the NICE while the packaging and labelling requirements of the medicine was set by the regulatory body, MHRA abiding by the Human Medicines Regulations 2012 (Anderson et al., 2022). One of the advantages of the centralisation process in healthcare is ensuring standardisation of clinical practices would prevail thereby reducing the variability in treatment and opportunities of promoting patient safety (Crawford, 2020). In regard to Len’s case, the national opioid prescribing guidance has been crucial to guide the healthcare professionals. As per the global data on the cost of medication errors to the global healthcare system has been US$42 billion annually which indicates the need for strengthening the regulatory oversight (WHO, 2022). On the contrary, centralised systems have disadvantages due to the reliance on the national guideline that may reduce flexibility in addressing complex patient situations. In Len’s case, the prescribing was following the national guidance, however the system failure was when the healthcare professionals failed to ensure that patient and his family member or wide was able to comprehend the medication instructions including the right dose of the opioid. This indicated that the centralised frameworks would establish regulatory control but there is a poor local communication and human risk factors associated with medication administration (Ramsay et al., 2025). 
Decentralised systems: 
In contrast to the centralised systems, the decentralised system empowers the teams and departments to collaborative make decision through directions at all levels (Linqvist Leonardsen et al., 2016). Therefore, the distribution of power and authority along with the decision making is distributed across different levels of the healthcare services including primary care, hospitals, pharmacies and clinical teams under a decentralised healthcare system. In the UK healthcare system also has decentralised service delivery with complicated political devolution as compared to the centralised funding and policy setting (Abimbola, Baatiema and Bigdeli, 2019). 
As per Len’s case study, decentralisation is observed where the implementation of the care decisions is taken at the local level despite the national guidelines governed the prescribing process (Linqvist Leonardsen et al., 2016). For example, in Len’s case the GP independently conducted physical assessment of his symptoms during the telephone consultations, and this helped him to prescribe morphine for pain management. Further, using the prescription, the community pharmacy dispensed the mediation and was responsible for applying the dispensing label and providing information to the patient or family members about the mediation doses. 
The advantage of the decentralised decision making is that it improves governance, service delivery, prioritises health through increased community participation and engagement and more responsive healthcare services to meet the local needs and demands by enabling the local managers to be adaptable to deliver better quality of care. According to Dougherty et al. (2021), decentralised healthcare models are significant in improving patient-centred are as well as responsiveness by the clinicians to undertake decisions about the patient. However, the negatives or disadvantages of decentralised decision making lay in ineffective delegation of decision-making power, problems in coordination between the central and local authorities, poor local interest and lack of technical skills. Decentralised systems have also been challenged by the fragmented communication with poor accountability between the services (Linqvist Leonardsen et al., 2016). As per Len’s case study, there was limited coordination between GP, patient education and pharmacy which led to the medication error or overdose of opioid. As pert the IHI, the communication breakdowns have led to the around 70% of the serious healthcare errors at the global levels. 
Critical analysis
The case study involving Len is a hybrid of centralisation and decentralisation system that has mixed impacts on crisis management, decision making and accountability by both support and hindering the processes. Centralisation is critical for the clinical decision-making process since the national guidance from NICE and regulatory standards by the MHRA was adhered by the GP when prescribing reduced opioid dose of 2.5-5 mg appropriate as per kidney function and Len’s age (Moride, 2019). This structural compliance made by the GP did not translate into the desired safe outcomes which underscored the limitation of the centralised systems in addressing real-world use and human factors inducing errors and mistakes. Decentralisation, on the other hand, has negatively affected the crisis management since GP and pharmacy had fragmented accountability due to the missed dispensing label and unclear patient education about the dose of the medication (Kolakota et al., 2025). Despite having 100% policy compliance by the GP during prescribing, failure occurred as the implementation level. Global Data indicated that annually around US$42 billion are incurred as the medication error costs with more than 70% errors are caused by communication failure within the decentralised system that undermine safety and accountability (Elliott et al., 2021).  
c. Leadership Theories and Application to the Case Study
Discuss relevant leadership theories
Some of the leadership theories relevant to this case are the great man theory. This theory has been in use since the 18th century and suggests that history can be shaped by influential individuals who have inherent leadership qualities such as intelligence, wisdom and charisma (Grant, 2014). In this case, the medical system was relied on fully (reliance on individual heroism), which had also tried to instruct the patient to take the correct dose of morphine; however, their message was misinterpreted. Trait theory suggests that leaders are supposed to have inherent qualities such as empathy, trustworthiness and intelligence (Nanjundeswaraswamy et al., 2024). In this case, the medical professionals being consulted were adept at managing complex pain since Len had recovered partially before succumbing to death. The behavioural theory in this case indicates that leaders follow either relationship-oriented or task-oriented behaviours (Perez, Ejaz and Ejaz, 2023). Certain relationship-oriented gaps have been observed in this case, such as the community pharmacy’s unwillingness to participate in the participation of the case study.
Connect each theory to examples of its application
A connected behavioural theory in this case would be the theory of behavioural leadership. This theory states effective leadership arises from specific behaviours and actions and not inherent personality characteristics and traits (Ayodele, 2022). Leadership under this system indicates how pharmacists decide to place labels or how GPs (general practitioners) decide to consult remotely (HSSIB, 2022). As per the contingency theory of leadership, there are multiple ways to organise or lead, and an optimal course of action is to be followed based on the external and internal situations. As per this theory, the safety outcomes of the patient are a result of the interaction of a variety of components, such as the individuals related to this case, Len is aged, and his wife was suffering from memory and hearing loss. As per the Tannenbaum and Schmidt Continuum directives, limited patient participation should have been followed in this case, while transformational leadership indicates that safety improvement through the HSSIB (Health Services Safety Investigations Body) investigation was required (Hashim et al., 2023). As per the far-left side of the continuum, which shows that managers provide directives to their subordinates, the GP's prescription directed the patient to ingest 1.25 to 2.5 ml of the product on his own.
[bookmark: _heading=h.dr1jnlgymheq]Was the leadership style chosen appropriate for the situation? 
[bookmark: _heading=h.cbqibouvabz2]The leadership style chosen in this case was behavioural since the focus was on task-oriented leadership. The focus was on the clinical tasks and not on how drug intake methods were communicated to the patient and their caregivers. This leadership style focusses on the ways that the leaders act and how their actions affect others (Maria et al., 2023). The behaviour of the medical staff should have been more relationship-oriented that is by supporting the patients and their families (López-Cabarcos, Vázquez-Rodríguez and Quiñoá-Piñeiro, 2022). The aim of this kind of leadership is to ensure that safety practices are adhered to by the patients which is why the outer display box of the morphine medication contained the correct dosage which had been missed by both Len and his wife. 
Were leaders reactive (command-driven) or proactive (purpose-driven)
The leaders in this case were more reactive or command-driven than being proactive. The community pharmacy ensured that the correct dosage of the medication was provided in the outer box however they failed to communicate the same to the patient and their family. Making clinical decisions had been prioritised in this case as stated earlier however the risks of administering a dangerous drug such as morphine was not discussed with the patient and their family in detail (Stamatakis et al., 2025). Safety verification or safety-netting advice was not provided in this case which should have ideally included data in retards to the symptoms and signs of an overdose such as extreme drowsiness or breathing problems (González Lago et al., 2022). The syringe issued by the pharmacy also caused a problem in measurement of the medication however that problem was also not addressed in this case. No guidance was provided regarding how to correctly measure the morphine in this case. 
What did data reveal about the leadership’s effectiveness?
As per Len’s case study, leadership effectiveness has been limited when evaluating against the safety outcomes. Although the GP made adherence to the national prescribing standards, the fatal overdose mistakenly made by Len’s wide is an indication of failure in translating policy into safe practices by the healthcare leaders. This has been a result of communication failure which undermines the effectiveness of the leadership style especially when managing serious healthcare incidents which accounted for 70% of the serious incidents associated with communication failures (Elliott et al., 2021). According to Wong (2025), poor communication contributed to medication errors (13.3%) and near misses (25.7%) and adverse events (40.5%). However, in Len’s case the oversight of the leadership over relational safety behaviours towards the patient and their family members suggested that there was overemphasis on task completion especially in prescribing and dispensing and thereby the leadership effectiveness is undermined despite compliance with standards. 
What could have been done differently?
Although leadership effectiveness indicated compliance with the professional standards but lacking relational behaviours, a more distributed and emotionally intelligent leadership approach could have been taken to deal with the situation differently. Distributed and emotionally intelligent leadership work within their shared responsibilities with the team members and recognising the need for managing emotions during work (Leach et al., 2021). The focus of this type of leadership is on empathy, communication, collaboration and collective decision making that would promote a safe and patient-centre care approach achieved through improved staff engagement and performance (White et al., 2022). In regard to Len’s case, the distributed leadership would exercise their responsibility and encourage shared accountability during safe medication use, prescription and administration by ensuring that patient and family members have gained understanding about the medication essential for high-risk drugs like opioid. On the other hand, emotionally intelligent leadership would focus on empathy and communication to determine Len’s vulnerabilities due to age and wife’ cognitive limitations which will be used to prompt clear counselling and confirming dose comprehension and use of simplified labelling (Yuguero, Inzitari and Tolchinsky, 2021). These leadership approaches would help to foster relational coordination rather than adhering to guidelines overlooking safety outcomes and accountability. 
d. Improvement, and Lessons Learned
Leadership and governance interacted to produce the outcomes 
In Len’s case study, there have been significant gaps between leadership and governance which led to the adverse outcomes leading to Len’s deaths. The misalignment between leadership behaviours and governance structure indicates that compliance with centralised governance failed to translate into safe patient outcomes. The governance structure has been underpinned by the national regulatory frameworks implemented by the bodies such as NICE and MHRA especially in prescribing decisions which were clinically relevant in Len’s case. However, the leadership lacked the competence to operationalise standards effectively in practice which exposed the gaps in governance related medication policy and practice related to leadership execution (Knight, Kenny and Endacott, 2015). However, the leadership had been task oriented and reactive especially when prescribing and dispensing the opioid medication for the patient maintaining accuracy rather than ensuring patient comprehension. There has been a stringent system for governance where accountability has been regarded as procedural rather than relational and this undermined the ability of the leaders to proactively identify the risks (Restivo et al., 2022). Despite 100% compliance to the prescribing standards by the GP, the adverse outcomes of Len’s health deterioration followed by his death involved the gaps in governance which alone could not ensure safety and leadership behaviours. Further, diffused accountability was also observed in the situation which is a result of decentralised service delivery where no professional undertook the responsibility for verifying patient or their family members’ comprehension about the opioid use, dose and administration. This entailed weak and fragmented crisis management highlighted by the missed early warning signs including misunderstanding of the dosage which was never recognised and escalated (Hills, 2024). This has been linked with communication failures where the leader must not prioritise isolated task completion over coordination. 
On critical assessment of the governance structures, there is more emphasis on standardisation where the leaders failed to integrate human factors within the decisions of safe medication management (Dekker, 2016). This led to disregarding of Len’s age and cognitive limitation of his wife where these human factors were never tailored to provide them with additional counselling sessions or education on the use, dosage and other nuances of high-risk opioid medication. Therefore, a lack of situational leadership undermined the ability to adapt to the critical clinical situations as and when required. Situational leaders would approach the situation by adapting their approach to Len’s clinical risk and his wife’s cognitive limitation. The leader could have used adjusted communication style and delivered tailored education on high-risk opioid use (Alsaqqa, 2020). There was no safety-netting advice and verification process in the medicine management process that reflected weak leadership lacking translation of governance into safe and patient-centred care. Although the interaction between leadership and governance was structurally compliant in Len’s case, there was functional ineffectiveness suggesting that governance needs relational and system-aware leaders to achieve positive safety outcomes. 
Identify missed opportunities and evidence-based solutions and present a discussion highlighting the problems, solutions and relevant data to support it
Problem 1: Communication failure and no verification of patient’s comprehension 
Data – Around 70% of the serious incidents are caused due to communication breakdown among health professionals and with the patients. 
Improvement- The critical issue entailed leadership failure in using closed-loop communication to provide instructions and verifying patient’s comprehension. The improvement would include introducing structured communication tools where the patients are verified on their understanding about the medication and overall discharge process along with repeated instructions (Altabbaa, Kaba and Beran, 2019). The role of the leader would be to establish medication governance and improve accountability of verification of patient’s comprehension. 
Problem 2: Over-dependence on centralised governance structure 
Data- Medication related harm to the patients caused by opioids have significant rising trends of mortality. 
Improvement- The critical issue lay in the leadership oversight of complying with the relational and human factors rather than on task orientation. The improvement would include leadership training for the staffs to embed knowledge and understanding about integrating human factors and risk-based approaches in patient care. This entails adapting safety guidance tailored to patient-specific vulnerabilities, which in this case is Len’s age and his wife’ cognitive impairments (Spurgeon et al., 2019). This would foster shift from rigid compliance and task orientation to context-specific and sensitive care delivery including education over high-risk opioid use. 
Problem 3: Lack of risk management 
Data- There has been poor quality of learning for the healthcare staffs from about 61% of the incident reported which significant enhanced risk management for improving patient safety. 
Improvement- The critical issue is reactive leadership approach with no safety-netting approach related to overdose signs and syringe use guidance etc. Therefore, the improvement would include implementing proactive safety strategies in medication management encompassing demonstration of medication use and dosage, clear labelling and escalation advice. The leaderships would enforce the redundancy systems including simplified instructions and double checks in order to minimise the patients’ safety risks including risks related to high-risk opioid use (Hughes, Hoffman and Robertson, 2026). 
Thus, the case study underscores the importance of leadership styles and approaches, feedback mechanism and system structure. The centralised governance structure was observed during correct prescribing while the decentralised governance led to safety gaps due to the lack of coordinated and distributed leadership (Zaghmout and Harrison, 2025). Further, the reactive and task-focused leadership style was significant for managing clinical tasks, but it failed to utilise the system feedback related to patient misunderstanding, and this could have prevented the harm. The key lessons for the healthcare organisations are balancing centralisation with decentralisation with role clarity and shared responsibility as well as task-oriented shifts of leadership approach towards relational and emotionally intelligence approach is significant for high-risk clinical situations (Barton, Johns and Magee, 2017). Additionally, the data related to communication failure incident and medication error rates need continuous evaluation and redesigning of the systems by the organisations. Therefore, the sustainable improvement initiatives at healthcare organisations must integrate leadership adaptability, evidence-based practice and system-wide accountability to translate governance framework into safe clinical practice (Auraaen, Saar and Klazinga, 2020). 
Conclusion
In conclusion it can be stated that in this case, relationship-based leadership could have remediated the situation since that would have propelled both the GP and the community pharmacy to discuss the correct dosage of morphine with the patient instead of depending on them to interpret it. Governance and systems thinking could have compelled the GP and the pharmacy to discuss the symptoms of overdose with the patient. It could have also helped them to understand how to measure the drug using the syringe. However, gaps in governance structure and leadership behaviours have led to Len’s death which is not a sole human error but a culmination of system-level failures including poor communication, inadequate patient education and fragmented accountability. Although the clinical decisions (in prescribing) adhered to national guidance, there was no patient-centred and relational leadership that undermined safe practice and medication management. Strong leadership possess transformational traits and emotionally intelligent approach to develop systems thinking and robust governance that will translate the policy into practice. Therefore, integrating human factors, prioritising patient understanding and facilitating coordination would drive the sustainable improvements and change to enhance medications safety and prevent occurrences of medication errors and adverse events in the healthcare sector. 
Recommendation
In the organisation, next there is a need to strengthen the medication safety practise by introducing mandatory patient education protocols along with teach-back method to establish clear understanding and comprehension about the use, dose and standardised labelling of high-risk drugs like opioids. This would also include the role of the leaders in conducting safety checks beyond prescribing to verify whether the patients and their family members have understood correct medication dose and administration (Dinh et al., 2016). 
The recommended style for sustaining the improvement is a combination of transformational and emotionally intelligent leadership style. The combination of these leadership styles would help to promote empathy, shared vision and undertake proactive risk management to ensure that staff adhere to patient-centred safety approach rather than task completion approach (Al-Azzam, 2015). This would cause the leaders to model behaviours where there is more emphasis on communication, continuous improvement through reflective practices and constructive feedback and accountability that address the relational gaps observed in Len’s case. 
Organisations need to strength its governance structure evolving from policy compliance to more practice assurance-based approach which will also embedded in communication approaches within clinical practices. The practice assurance-based approach would include local safety verification processes including double checking of the patients and their family members about the dose understanding (Stralen et al., 2024). The leader would require fostering system integration and integration between pharmacy systems and GP to improve the shared documentation and communication processes to enhance continuity of care and reduce fragmentation. 
Recommendations would also include technical efficiency when standardised tools including simplified labels, dosing aids and digital alerts for high-risk medications like opioid is introduced (Price-Haywood et al., 2018). Additionally, allocative efficiency could be achieved through structured staff training on communication and patient education methods on medication use, dosages and other areas to reduce medication errors (Thakur, Frey and Chewning, 2021). 
There is a need for the organisations to establish continuous learning systems embedded with incident reporting, regular safety audits and reflective practice. This would highlight the significance of the learning from the past incidents such as error incidents to prevent recurrences. In this stage, there is a need for engagement of both patients and carers through co-production socially in designing of medication instructions (Gremyr et al., 2021). 
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Figure 5: Opiates continued to be the most-frequently
mentioned drug type

Age-standardised mortality rates for deaths by all opiates, heroin
or morphine, and methadone, England and Wales, registered
between 1993 and 2023
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