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[bookmark: _Toc237213755]CASE STUDY - 3
[bookmark: _Toc237213756]Introduction 
This study explores Len's journey of care transition after a fall. Len was 89 and had Charcot-Marie-Tooth disease. He presented with chest pain and dyspnea and was administered oral solution of Morphine. Len and his wife misinterpreted the concentration (10mg/5ml) of the medicine and wrongly thought it was the dose prescribed. Len hence took 5ml instead of the recommended amount of 1.25-2.5ml. Next morning, he was taken in unresponsive, and readmitted. Initially he improved but later died of suspected morphine toxicity, pneumonia and worsening of his original disease. It was not possible to conclude whether the accidental overdose played a part, or what level of contribution, in his death in the investigation (Health Services Safety Investigations Body (HSSIB), 2022). This case thus illustrates issues around the labelling of medicines, patient and carer education, and the interface between care settings.
Health and social care leadership is important in the prevention of such incidents through safe practices, effective communication and coordination of service delivery (Curry et al., 2022). It entails gathering people and groups to accomplish common objectives like patient safety and quality care. In systems such as the NHS, leadership exists in a decentralised and centralised systems. Centralisation promotes uniformity with standard policies and prescribing guidelines, but can inhibit local flexibility. Decentralisation in contrast gives the frontline professionals, including GPs, to provide care according to the needs of individual patients, but it also may create variability, unless well-coordinated (Traylor et al., 2025).
Various leadership styles have different advantages to solving intricate healthcare issues. Transformational leadership is aimed at creating change that is inspiring, enhancing the safety culture, and promoting innovation. The transactional leadership, in it is turn, focuses on compliance with rules and procedures by means of monitoring and rewards (Deng et al., 2023). Although this can help to comply, it might not work in scenarios that need critical thinking and flexibility. Situational leadership emphasizes the importance of varying leadership styles in regard to the situation and competence of the team members. In Len's case, the central weakness was not the existence of protocols, but the failure to adapt communication and confirm medication understanding. Haimovich et al. (2024) found that medication instructions were among the least well-understood components of discharge information for older adults.
In this report, systems thinking is applied in investigating the cause of the incident and identifying that mistakes are not caused by single actions but rather as a result of system failures. It also assesses the role of leadership, governance and organisational structures on care quality and safety (Castelyn, 2024). Through the analysis of this case, the report will seek to establish some of the most important lessons and give evidence based-based recommendations to enhance discharge processes, communication strategies and leadership practices. In conclusion, it shows that adaptive leadership and the integrated systems can help to improve patient outcomes and reduce avoidable harm.
[bookmark: _Toc237213757]Main body
[bookmark: _Toc237213758]Identifying the Problem and Setting the System Context 
[bookmark: _Toc237213759]Central Problem Description
The main issue was inadequate communication, poor medication-safety practices and inappropriate labelling. Len was prescribed to take morphine sulfate oral solution at 1.25-2.5 ml as needed, every four hours. The manufacturer, however, had attached the dispensing label to the outer box which Len and his wife read as "10 mg/5 ml" and thus believed that 5 ml was the required concentration. Len consequently took three 5 ml doses. He was readmitted and later died, but it remains unclear whether and to what extent the overdose contributed to his death (HSSIB, 2022). For a visualisation of Len's pathway of discharge and medication, see Figure 1.
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Figure 1: Rich Picture: Len’s Discharge and Medication Pathways
(Source: Self-made)
[bookmark: _Toc237213760]Global Statistical Insights
Globally, the issue of medication error is a significant health issue of concern. According to the estimates of the World Health Organization (WHO), about 1% of the health spending in the world is attributed to medication-related harm, which is estimated to cost about US 42 billion in a year (World Health Organization, 2022). Haimovich et al. (2024) found that older adults understood only 41% of medication instructions after emergency-department discharge, identifying medication communication as a particularly vulnerable part of care transitions.
Older adults are particularly vulnerable to medication-related harm because age-related physiological changes, multimorbidity and polypharmacy increase treatment complexity. Research shows that about 36.7 percent of older patients in the outpatient setting have potentially inappropriate medications (PIMs), which are likely to cause adverse drug events (Tian et al., 2023). The Medication Without Harm program of the WHO is expected to reduce severe, avoidable medication-related harm by 50 percent, which will focus on high-risk circumstances, including transitions of care, polypharmacy, and lack of communication (World Health Organization, 2022). This situation is directly applied to the case of Len as he faced the dangers of not obtaining clear dosing instructions and patient-inadequate understanding.
[bookmark: _Toc237213761]National (UK) Statistical Insights
Medication error is prevalent in the National Health Service (NHS) in the UK. The number of medication errors has been estimated to be around 237 million annually, most of which are during administration (54%), and prescribing (21%) (Elliott et al., 2021). Despite the fact that hospitals have a high number of clients, the number of errors is larger in care homes (42%), where elderly people frequently need to be taken care of by carers who administer medication to them. Older adults are also vulnerable at discharge because medication communication is frequently passive rather than collaborative. Tobiano et al. (2023) found that older patients often had limited participation in discharge medication conversations, especially as the number of medicines discussed increased.
[bookmark: _Toc237213762]National Organisation Figures and Global Links
National organisations also strengthen the linkage between the local and the global trends. The Health Services Safety Investigations Body (HSSIB) identified weaknesses in medication labelling, patient and carer understanding, and safety safeguards in Len's case (HSSIB, 2022). Through these findings, there is focus on the need to have better communication strategies and safer prescribing methods. Jošt et al. (2024) found that pharmacist-led medication reconciliation can reduce medication errors at hospital discharge, demonstrating that transition-related risks can be addressed through structured system interventions.
[bookmark: _Toc237213763]Systemic Weaknesses Reflected
There are some severe systemic flaws that are revealed in the case. To begin with, it has a breakdown in communication. Len and his wife were not properly instructed on the administration of the medication and no confirmation was made on whether they understood how to administer the medication. There was no use of a teach-back approach and thus their misperception was not recognized (Saadatian et al., 2022). Secondly, the medication system is poorly designed. The most noticeable piece of information on the medications bottle was the label of it is manufacturer which contradicted the dose prescribed. This caused a misunderstanding and chances of making a mistake. Thirdly, accountability and continuity of care is lacking. 
[bookmark: _Toc237213764]Governance Level Influencing the Problem
There are various levels of governance that impact the problem. At national level, central standards shape prescribing and patient-safety expectations, while regional and local systems translate these expectations into coordinated care. Integrated Care Systems (ICS) at the regional level are in charge of the coordination of services at primary and secondary levels (Correia de Matos et al., 2025).
[bookmark: _Toc237213765]Underlying Challenges with Supporting Data
Such incidents have a number of underlying issues. Workforce pressure can reduce the time available for detailed patient education and discharge planning; however, the case evidence does not establish staffing shortage as a direct cause of Len's incident. Please see Figure 2 for a visualisation of relevant factors that contributed to the morphine overdose error.
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Figure 2: Fishbone (Cause and effect) diagram
(Source: Self-made)
[bookmark: _Toc237213766]Centralisation or Decentralisation 
The type of overdose Len suffered was an accidental overdose of Morphine and was followed by readmission and death, but the investigation was unable to determine the role that the overdose played in his death (HSSIB, 2022). The incident exposes significant flaws in the way care is delivered in the NHS. Len's care was provided via NHS services, but the legacy investigation is now held at HSSIB. This section considers the hybrid nature of the NHS, where policy is more centralised and service delivery has a strong local dimension and assesses the impact on decision-making, on crisis management and on accountability.
[bookmark: _Toc237213767]Centralised System in the Case Study
Nature of Centralisation
Centralisation in healthcare involves making decisions at a higher level in the organisation, aiming to create uniformity and standardisation of services (Ramsay et al., 2025). In England, national guidelines on prescribing and reviewing opioid use, and on risk management and medication-safety, are published by NHS England (2026). These national expectations aim to minimise unsafe variance, and their impact will rely on the consistent implementation of the expectation at the point of care.
[bookmark: _Toc237213768]Advantages and disadvantages of Centralisation
Centralisation brings benefits in terms of uniformity (Shishkin et al., 2025). While standardised prescribing guidance can help evidence-based practice and minimise unwanted variation, it needs to be effectively implemented locally. Centralisation can also help to facilitate the speedy dissemination of medication-safety alerts and guidance to NHS organisations. Evidence regarding health system decentralisation, however, suggests that accountability and coordination are key to local responsiveness (Sapkota et al., 2023). Too much central control can, therefore, limit the ability to make proper local adaptations and too little decentralisation can lead to more inconsistencies.
[bookmark: _Toc237213769]Decentralised System in the Case Study
Decentralisation is the decentralization of authority to the local levels whereby frontline healthcare professionals can make decisions based on the needs of patients (Sapkota et al., 2023). This is identified within the NHS through the work of GPs, hospital clinicians and pharmacists, which are charged with the responsibility of delivering care and providing safe patient outcomes. In the case of Len, there is decentralisation in the process of discharge and patient education. Local healthcare professionals were tasked with explaining the medication, making sure that it was understood, and safe administration.
[bookmark: _Toc237213770]Advantages and disadvantages of Decentralisation
The decentralisation makes it possible to provide care which is personalised, flexible and is per the need of the patients. Medical workers have an opportunity to change the way they communicate and treat the patient to suit his or her needs. These adaptations could have reduced misunderstanding, although the evidence does not justify claiming that decentralisation alone would have prevented the incident. As an example, they might have given clearer instructions, made use of visual aids, or have made sure that the information on the dosage was clearly comprehended before discharge by the clinicians (Birru et al., 2024).
However, there is also variability and inconsistency brought about by decentralisation. In the absence of a powerful supervisory control, the quality of care will be subject to individual practice. In the case of Len, there was no standardisation in discharge communication leading to a critical failure. Furthermore, decentralisation resulted in the fragmented systems, poor coordination between departments, that created difficulty in maintaining accountability. This inconsistency has increased the risk of errors and reduces overall system efficiency.
[bookmark: _Toc237213771]Critical Comparison: Impact on Decision-Making, Crisis Management, and Accountability
The situation of Len underlines two-sidedness of centralisation in the NHS. On the one hand, national prescribing guidelines were effective in determining the risks of using morphine in older patients, especially by obliging to change the dose of vulnerable populations (Pickering et al., 2024). This shows that clinical accuracy and evidence-based practice is supported by centralised decision-making. Centralisation, however, also resulted in poor management of crisis as there were loopholes in local implementation. The weakness was not a demonstrated fixed counselling-time limit, but the absence of a reliable process for verifying patient and carer understanding at discharge. Haimovich et al. (2024) show that medication comprehension is a recognised vulnerability among older adults after discharge. Consequently, important safety procedures like ensuring understanding were not taken into consideration.
The sense of responsibility was also reduced throughout the pathway. There was a missed opportunity to formal learning as the medication error did not appear in the investigation record as a Yellow Card report. A more localised response, for example timely follow up by the GP/community service to ensure correct administration is given, may have prevented ongoing misunderstandings, but cannot be assumed to have prevented the outcome. Len's case thus illustrates the need to share information promptly, be careful about the follow-up process and have a clear responsibility between primary and secondary care (HSSIB, 2022).
[bookmark: _Toc237213772]Leadership Theories and Application 
Len's case is an example of the impact of weak leadership on patient-safety outcomes. The investigation found that there was communication, risk management and coordination failures but not that the overdose caused Len's death. (HSSIB, 2022) Transactional, distributed and situational leadership offer pertinent lenses through which to explore how the spread of unsafe practices might be reduced and responsibility increased.
[bookmark: _Toc237213773]Theory 1: Transactional Leadership
Transactional leadership uses clear expectations, monitoring, feedback and contingent reinforcement to support consistent performance. Palweni et al. (2023) found that leadership approaches influence patient safety through staff interaction, adherence to safety practices and the work environment. In Len's case, relevant reinforcement could include audit feedback, formal recognition for reliable completion of safety checks, and clear accountability when required checks are missed. However, rewards are secondary to ensuring that the safety process itself verifies patient understanding rather than only recording task completion.
Transactional leadership is most useful where high-risk processes require reliable monitoring and verification. It is important to understand how staff involved in medication administration are supported and encouraged to carry out their responsibilities safely and effectively. The intended dose of the oral solution was 1.25 to 2.5 ml every 4 hours when required (Health Services Safety Investigations Body, 2022). Further, the medication was also provided as per the prescription by the pharmacist and a formal prescribing pathway was also followed. However, the safe execution was also an extremely important part of such a situation, and it was dependent on the control and verification. Placing the pharmacy label on the outer box predominantly displayed 10 mg in 5 ml. Due to this, 5 ml was administered as the repeated dosage, leading to a failure in terms of the controlled use, communication, and checking systems.
As per the World Health Organisation, medication errors cause at least US$42 billion annually in global health costs (World Health Organization, 2022). The response was primarily compliance-focused: prescription and dispensing steps were completed, but the process did not verify how the caregiver understood the medication. Transactional leadership was therefore only partially effective because monitoring concentrated on task completion rather than the safety outcome of confirmed understanding. Palweni et al. (2023) emphasise that leadership styles affect patient safety through staff behaviour and adherence to safety practices; audit feedback and explicit accountability for comprehension checks would have strengthened this approach.
[bookmark: _Toc237213774]Theory 2: Distributed Leadership
Distributed leadership is the idea of teamwork and shared responsibility and authority beyond professional lines and not dependent on one person in charge. Aligned distributed-leadership practices can foster advancement in health quality-improvement collaboratives, Carstensen et al. (2024) determined. The GP, community pharmacist, hospital clinicians and Len's wife all had different information and responsibilities in Len's pathway. Shared leadership would involve these participants coordinating their input, but also making sure there is a clear accountability of safe medication understanding.
The presence of distributed leadership was important in this particular case because there was involvement of several people, including the GP who assessed the pain and prescribed morphine, the pharmacist dispensing the medicine, clinicians treating the overdose, and the spouse of the person who was the medicine administrator. Due to the lack of coordination, it was not possible to carry out the process effectively, and due to this, the safety of the patient was compromised. The major problem in this situation is due to the communication breakdown, which made it difficult to provide the required treatment. For the purpose of improving safety, culture and reducing adverse events, the emphasis can be laid on using programs like TeamSTEPPS (Brooks, Fitzpatrick and Dunlap, 2022). 
Fernández Castillo et al. (2024) argue that effective interprofessional teamwork depends on more than information transfer alone; teams also need structures that support coordination, shared understanding and psychologically safe communication. However, in this particular case, the emphasis was more on having a reactive approach instead of proactively taking the situation under control. The action occurred much later when the patient had already become unresponsive and the presence of anticipatory safeguards would have made it possible to control the situation. The focus was to be laid on follow-up, pharmacist counselling, or electronic alerts for the purpose of performing better on the indicators of patient safety.
There is scope for more distributed leadership to enhance safety, creating a shared responsibility for medication risks with clear role ownership. The GP could have identified the risks within the referral documentation, the community pharmacist could have tackled confusing packaging and community services could have assisted in follow up if necessary. These synchronised safeguards might have minimised the risk of misinterpretation, but there is no evidence to show that a single measure would have prevented this. Leask and Macleod (2023) identified a distributed model of leadership implemented in an integrated health-and-care environment in the UK was linked to greater collaboration, autonomy and staff satisfaction, with a clear governance and escalation framework still required. For an overview and comparison of the leadership theories, see Table 1.
[bookmark: _Toc237213775]Theory 3: Situational Leadership
Situational leadership adapts the amount of direction and support to the needs and capability of the people involved. Wang et al. (2024) found that the approach is widely applied in nursing management because leaders can adjust their style to follower maturity, although the evidence base remains heterogeneous. Applied to Len, a routine discharge process was insufficient for an older patient and carer facing a complex medication transition. A situational approach would have required more supportive communication and explicit confirmation of understanding where comprehension was uncertain. However, situational leadership should complement, not replace, standardised safety controls because excessive individual discretion could reproduce the variability already identified in decentralised care.
	Theory
	Core Idea
	Strength
	Weakness
	Application to Len

	Transactional
	Clear expectations, monitoring, feedback and contingent reinforcement
	Supports consistency and accountability in high-risk processes
	Can become task-focused if measures emphasise completion rather than outcomes
	Formal prescribing and dispensing steps were completed, but confirmed understanding was not reliably monitored

	Distributed
	Shares leadership and responsibility across professional roles
	Supports collaboration across organisational and professional boundaries
	Can dilute accountability when roles and escalation routes are unclear
	Responsibility was spread across services, but no single professional owned the confirmed-understanding outcome

	Situational
	Adapts direction and support to the needs and capability of those involved
	Allows communication and support to be tailored to vulnerability and comprehension
	Too much discretion can increase variation without standard safeguards
	Len and his carer required greater supportive communication and confirmation of understanding


Table 1. Comparison of leadership theories applied to Len's case.
[bookmark: _Toc237213776]Improvement, and Lessons Learned 
Len's case was not one act, but a combination of governance and leadership weaknesses, system design, and communication. These deficits put him at very high risk of medication-related issues and of a lack of proactive leadership and clarity of accountability. Leaders need to be effective in setting priorities, and to foresee potential medication hazards and ensure that safeguarding measures are robust at the point of care.
[bookmark: _Toc237213777]Critical analysis of leadership and governance in healthcare 
The systems through which the organisations are directed, monitored and held accountable for their actions are referred to as governance (Pilon and Brouard, 2023). There was a formal governance mechanism in the present situation, where there was a legal prescription as well as the management of the situation by the hospital later. However, in the situation, the safety of the patient was compromised, and only the procedural completion was focused on. It was important to understand the risks involved in the situation, mainly because of the elderly patient and the spouse being his caretaker. The outcome was also significantly impacted due to the presence of reactive leadership, where GP duly responded to the pain systems, but the anticipatory risk assessment was not done, considering the situation of the patients. 
Further, the process was also effectively carried out by the pharmacy where the medicine was dispensed, but the briefing confirmation with regard to the understanding of the dose was not focused on (Naseralallah et al., 2024). Their responsibility was divided among all the parties that are a part of the situation, but the accountability continues to be lacking. When there is the presence of decentralization, it is possible to ensure the improvement in responsiveness with the presence of local autonomy, but it also leads to inconsistency when the arrangements and communication are not integrated.
[bookmark: _Toc237213778]Problem identified 
There are certain missed opportunities that are present in this particular situation. Firstly, in terms of the medicine labelling and risk communication, there was a presence of inadequacy because it was prominently displayed as 10 mg in 5 ml, but the prescribed dosage was 1.25 ml to 2.5 ml (Health Services Safety Investigations Body, 2022). It can be observed that there is a failure in terms of design, medicine governance, and the local checking system. 
Further, another problem can be observed in terms of the lack of patient and caregiver education, where even after clear verbal counselling, there was a lack of understanding because there was no confirmation or communication of the risk involved in this process. The safety of the patient was not prioritised, and the mechanical process was focused on ensuring only formal compliance.  
Risk management was not carried out adequately as there was no confirmation that Len and his wife had viewed and understood the dispensing label. Specific risks identified in the investigation were those related to the dispensing label, strength of medicine/dose prescribed and appropriateness of aids to measure dose (HSSIB, 2022). The results highlight the need for further investigation learning to be translated into stronger local labelling, counselling and verification safeguards.
[bookmark: _Toc237213779]Data and Evidence 
The harm due to medication is one of the most significant international challenges and as per the World Health Organisation, medication errors cost around US$42 billion annually worldwide (World Health Organization, 2022). Being amongst the most commonly reported patient safety events, it is important to now focus on such medicine-related incidents actively to mitigate their occurrence in the future. Due to the presence of altered drug metabolism and other factors, older adults are significantly vulnerable to such consumption. It is important to focus on improving the understanding and adherence to medicine with the help of clear counselling and teach-back methods. Further focusing on pharmacist-led medication can also help in dealing with this problem, and such organisations where there is a stronger safety culture can achieve better outcomes for the patients. The quality of communication has a very important role to play in the area of safe care, and it is important to proactively focus on the same.
[bookmark: _Toc237213780]Areas of improvement for future
To ensure that such issues are duly dealt with, it is important to focus on certain solutions through which it will be possible to provide effective care and ensure that such mistakes are avoided in the future. Firstly, the emphasis needs to be laid on Redesigning labelling and packaging systems where the dose instructions are duly mentioned on the medicine. The presence of Standardised warning labels and the separation of the “strength” from “dose” will lead to the reduction of confusion. 
Tobiano et al. (2023) show that older patients may participate passively in discharge medication conversations, supporting more active patient-centred counselling and confirmation of understanding. It is important to focus on the inclusion of a syringe demonstration and verbal explanation. The presence of risk stratification will make it possible to focus on electronic prescribing systems and ensure that there is an effective review of the actions.  Along with this, stronger shared leadership should link discharge teams with pharmacy and community follow-up. Jošt et al. (2024) found that pharmacist-led medication reconciliation reduced medication errors at hospital discharge, supporting a structured rather than optional transition process. The presence of local incident reviews and national safety alerts will help in strengthening accountability and taking appropriate action in the future. 
[bookmark: _Toc237213781]Recommendation 
[bookmark: _Toc237213782]Priority actions
The organisation should improve the safety of medicines at discharge, particularly where high-risk medicines are used, such as liquid opioids. The example in Len's case highlights the need to manage discharge as a high risk handover and not a simple administrative process. Safeguards to be put in place should include clear patient friendly labelling, patient centred counselling and confirmation that the patient (or carer) understands the dose before discharge (Bourne et al., 2022). A standardised teach-back method should include the patient/carer teaching back how the medicine will be measured and given. The prescribed dose should be clearly printed on the bottle as well as on the outer packaging. For older people and others taking high-risk medicines, risk-based follow-up should also be planned, where further support is needed.
[bookmark: _Toc237213783]Leadership style to sustain improvement
Leadership based on patient safety and consistent system performance is key to long-term improvement. A blend of transformational, situational and distributed leadership should be implemented. Transformational leadership can boost a safety culture that prioritizes confirmed patient understanding over the completion of a procedure (Deng et al., 2023). Situational leadership allows leaders to vary the direction and communication support based on the needs and capability of each patient and carer (Wang et al., 2024). Distributed leadership would spread the medication-safety task between the GP, community pharmacist and hospital clinicians who prescribe and dispense/discharge medication, and would include a named professional with responsibility for confirming understanding. These can be combined to move focus from completing processes to the safety outcome, which was missing in Len's case.
[bookmark: _Toc237213784]Strengthening governance, communication, and system integration
Governance, communication, system integration are essential areas that should be enhanced to make sure that the policies are actually put into practice (Ongesa et al., 2025). There should be a shift in governance devoid of mere guidelines to their implementation at the point of care. This can be through the appointment of a named medical worker in charge of medication safety at discharge which includes checking and recording patient comprehension. Medication safety processes must be audit-able, such as the rate of high-risk discharges in which the teach-back checks and follow-up checks are carried out. The reporting systems on incidents also need to be enhanced so that medication errors and near-misses are always reported and utilized to learn and improve. Plain-language labelling of everything and large fonts as well as pictograms to help people understand should simplify and standardise communication. They should be demonstrated practically with the use of oral syringes, written and pictorial instructions. 
[bookmark: _Toc237213785]Enhancing technical and allocative efficiency
Improving the technical and allocative efficiency is necessary in improving the performance of the systems. Technical efficiency may be enhanced through standardisation of safer labelling formats and provision of calibrated/pre-measured dosing devices in order to minimise chances of error. Electronic prescribing systems can be used to support clinical decision-making tools that can be used to identify high-risk medications and provide relevant counselling (Armando et al., 2023). Digital tools, including QR codes that open short instructional videos can also be used to promote patient comprehension. Allocative efficiency involves allocation of resources to the riskiest areas. These involve giving priority to the elderly patients, those patients who are under multiple medications and those patients who are under opioids to assist them during discharge. Instead of using a uniform approach with all patients, risk-based approach ought to be used whereby staff time is limited and used where it can benefit most. Simple, low-cost interventions, like better labelling and visual aids can be highly beneficial in reducing the downstream costs due to avoidable harm. Please find in Table 2 an overview of the key recommendations
	Problem
	Recommendation
	Evidence

	Discharge of high-risk medicines treated as routine; with no confirmation the patient/carer understood the dose
	Mandatory Teach-Back method, with dosing instructions labelled directly on the bottle
	Bourne et al. (2022)

	Culture prioritises task completion over patient understanding
	Blend of transformational, situational and distributed leadership to prioritise patient understanding
	Deng et al. (2023); Wang et al. (2024); Carstensen et al. (2024)

	National guidelines not implemented or audited at the point of care
	Named clinician accountable for medication safety at discharge, with auditable checks
	Ongesa et al. (2025)

	Inconsistent labelling and no decision-support at the point of prescribing
	Standardised safer labelling formats and electronic prescribing decision-support tools
	Armando et al., (2023)


Table 2: Key Recommendations
[bookmark: _Toc237213786]Conclusion 
Finally, the case of Len shows that a blend of system malfunctions, and not an individual mistake, that result in a dangerous situation in health care provision. Although these centralised structures in NHS made sure that the prescribing decision made was clinically sound and in accordance with national guidelines, these decentralised processes at the point of care did not provide the assurance of effective communication and patient comprehension. The central weakness was therefore the gap between system-level safety expectations and local verification of patient understanding. As the case shows, patient safety is not just a matter of proper clinical judgment but also the way that this judgment is applied in the real world and comprehended. The evaluation indicates that leadership, governance and system design are important factors that influence patient outcomes.
More emphasis on the communication with patients that is patient-centred, the effective accountability, and the integrated care process are needed to avoid similar incidents. The recommendations include the need for improved discharge practices, adaptive leadership practices, improved system integration and ongoing learning. Lastly, Len's story illustrates why systems thinking is important in healthcare, where errors are seen as a result of a series of interrelated errors, rather than individual errors. Healthcare organisations can ensure safe decisions are translated into safe, effective care by closing the loop between the centre and the point of delivery.
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