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[bookmark: _8v3ygvyaamuy][bookmark: _Toc235465448]1.0 Introduction 
[bookmark: _7rpdosdzvd3u][bookmark: _Toc235465449]1.1 Background of the Case Study
Despite all the advancements made in healthcare systems, unpleasant typographic and numerical errors are still one of the major issues of patient safety and are a major cause of preventable morbidity, mortality and burden on healthcare systems globally. The selected case was the Health Services Safety Investigations Body (HSSIB) investigation that led to the discovery and understanding of Len's unintentional overdose of morphine sulfate oral solution, after referral to the hospital for the management of his pain. It led to the mistaken giving of more medication than was intended, causing major deterioration, which in the end killed the patient due to misinterpretation of the medicine label (HSSIB, 2022). It also highlighted that adverse events are frequently the result of a series of organisational failings rather than just single individual errors, and that there were various contributing factors: communication failures, issues with the labelling of medication, gaps in patient education and design weaknesses of the systems.
[bookmark: _sdnlv71jt4ds][bookmark: _Toc235465450]1.2 Leadership in Health and Social Care
Leadership in Health and Social Care means the skill and knowledge of influencing others and multidisciplinary groups to work towards common goals for patient safety, quality care and improvement of services. Being a good leader is not just about establishing a vision; it is also about working with others to achieve it, holding each other accountable, inspiring learning, and fostering innovation within a complex healthcare organisation. Good leaders will involve effective communication practices, those which encourage incident reporting, cultures of learning from information to make better decisions and demonstrate patient safety as a key priority for the organisation (Adams, 2022). Leadership therefore plays a major role in the effectiveness of the organisation, staff satisfaction, governing well and in the successful implementation of quality improvement programmes.
[bookmark: _mzdnx9ml8lp8][bookmark: _Toc235465451]1.3 Centralisation and Decentralisation
There are various models of governance which are either centralised or decentralised across healthcare organisations. Centralisation allows strategic decision-making, policy and standardisation to be made at the national and/or senior management level, thus offering consistency and legislation compliance. Decentralisation, on the other hand, is a process of delegation of authority to the clinical teams on the front line, where healthcare production could be more flexible, responsible and make use of local knowledge in decisions (Sreeramareddy and Sathyanarayana, 2019). Balance of these is essential to effectively contribute to governance, timely making of decisions at the clinical level and improving patient outcomes in a complex health care system.
[image: ]
Figure 1: Logic model for pathways of decentralised governance of health services on health outcomes
(Source: Sreeramareddy and Sathyanarayana, 2019)
[bookmark: _xyqoyz8lo4n3][bookmark: _Toc235465452]1.4 Leadership Theories Introduced
This report uses transformational, transactional, situational, behavioural and distributed leadership theory to examine different leadership approaches in the case and in the areas of governance, communication, organisational learning and patient safety. These theories offer alternate perspectives for critically assessing how effective leadership is for improving and ensuring patient safety within healthcare.
[bookmark: _wgyi0og3lkdv][bookmark: _Toc235465453]1.5 Report Overview
The report critically analyses the HSSIB case study with a systems thinking approach to understand the root causes of the medication error within NHS England. Uses relevant government and international data to analyse governance arrangements and processes, centralisation and decentralisation, governance theory and organisational reactions. Lastly, evidence-based recommendations for enhancements in leadership, governance, communication and culture of continuous improvement to increase patient safety and quality of health care are suggested.
[bookmark: _ug4gzq7hqoax][bookmark: _Toc235465454]2.0 Main Body and Critical Analysis 
[bookmark: _4yjk1z4rcgle][bookmark: _Toc235465455]2.1 Identifying the Problem and System Context 
[bookmark: _64g60dhhmy4p][bookmark: _Toc235465456]2.1.1 Description of the Incident 
The case described is an 89-year-old patient with Charcot–Marie–Tooth (CMT) disease with chest pain and breathlessness, with a history of falling. He went to his GP and hospital clinicians for assessment and management of his pain, who gave him a script for morphine sulfate oral solution. The dosage instructions were misinterpreted by Len and his wife, and a rather larger dose was administered than is needed. The next morning, Len was found unconscious and rushed to the hospital, where he was medically ordered as being poorly due to probable morphine poisoning, pneumonia and progressive CMT. He was treated, but his symptoms still worsened, and he died (HSSIB, 2022). The HSSIB investigation concluded that several system failures, rather than a single human cause, occurred, which ended up in the fatal event.
[bookmark: _vv4q0d1fz58q][bookmark: _Toc235465457]2.1.2 National and International Context 
It is well recognised that the issue of medication-related harm is one of the most important patient safety challenges, not only in Australia but also internationally. Sadly, the World Health Organisation reports that at least one person a day is killed as a result of a medication error, with 1.3 million people being affected each year, and a US$42 billion avoidable health care expense annually (WHO, 2017). Moreover, one out of ten persons who attends health care is harmed, among whom many are due to medication errors (WHO, 2023). Older adults are particularly susceptible, due to multimorbidity and multi-medication use and high sensitivity to medications such as opioids.
Unfortunately, in England alone, NHS England estimates that about 237 million medication errors happen in a year as a result of the prescribing, dispensing and giving pathways (Elliott et al. 2021). While some of these errors are minor, approximately 66 million may have a clinical impact, and an estimated 1700-22,300 fatalities per year are due to preventable adverse drug reactions. Despite everything, one of the medications that is still commonly associated with patient injury due to mistakes in dosing and lack of patient education is opioids. Similarly, almost 1 in 10 dollars spent on hospital care in health systems is estimated by the Organisation for Economic Co-operation and Development (OECD) to be incurred due to avoidable patient harm (OECD, 2022). These statistics clearly demonstrate that Len's situation is one of a problem of recognised systems, one that requires coordinated leadership, governance and ongoing organisational learning, one that exists internationally.
[image: ]
Figure 2: Number of medication errors per annum in England 
(Source: Elliott et al. 2021)
	Source
	Numerical Evidence
	Relevance to Len's Case

	World Health Organisation (WHO, 2023)
	Approximately 1 in 10 patients experience harm while receiving healthcare, and more than 50% of this harm is preventable. Medication-related harm affects 1 in every 30 patients, with over 25% of cases being severe or life-threatening. (WHO, 2023)
	Demonstrates that medication-related harm is a significant global patient safety issue. Len's overdose represents a preventable medication safety failure requiring stronger leadership and governance.

	World Health Organisation (WHO, 2017)
	Medication errors cause at least one death every day and injure approximately 1.3 million people annually (WHO, 2017). 
	Highlights the worldwide impact of medication errors and reinforces that opioid-related incidents remain an international healthcare concern.

	NHS England / Elliott et al. (2021)
	Approximately 237 million medication errors occur annually in England. Around 66 million are potentially clinically significant, contributing to approximately 712 deaths and 1,708 additional deaths associated with avoidable adverse drug events during hospitalisation (Elliott et al. 2021). 
	Demonstrates that medication errors are widespread within the NHS, indicating that Len's case reflects broader systemic weaknesses rather than an isolated event.

	OECD (2022)
	Up to 1 in 10 hospital admissions in OECD countries are medication-related, while 1 in 5 inpatients experience medication-related harm. Avoidable medication-related events cost OECD healthcare systems more than US$54 billion annually (OECD, 2022). 
	Indicates that medication safety failures have substantial clinical and financial consequences, highlighting the need for stronger governance and safer prescribing systems.



Table 1: National and International Data Supporting Problem Analysis
(Source: Self-developed)
[bookmark: _iqym4b1zl451][bookmark: _Toc235465458]2.1.3 System Weaknesses 
The incident highlighted several weaknesses in the healthcare pathway. There was a lack of communication between the health care providers (clinicians, pharmacists) and patients/caregivers to ensure safe medicine administration. The shortcomings in medicines labelling and the lack of doctors’ understanding of their patients about medicines, and also the lack of understanding of the patient's condition, were acknowledged following a review of the HSSIB investigation. There is a large proportion of nationally reported medication incidents on systems for recording events in hospitals and other health-care settings, highlighting communication problems. Fragmentations in information sharing, variable counselling practices and lack of checking patient understanding resulted in the poor application of existing safety barriers. These issues demonstrate there are issues of organisational learning, risk management and care focused on the patient and not just problems with the professionals.
[bookmark: _wn018k3zake6][bookmark: _Toc235465459]2.1.4 Governance Level 
The incident is an instance of responsibilities in governance at a local, organisational and national level. Clinically, each doctor and druggist was responsible for safely prescribing, supplying and educating the public. Organisational governance needed good clinical governance, incident reporting, and risk management to minimise harm from medication. Standards, medicines safety guidance and patient safety policies are prescribed by national-level bodies, like NHS England and professional regulators, the Medicines and Healthcare products Regulatory Agency (MHRA) (Mamedov et al. 2025). Despite the governance mechanisms, there are still millions of incidents involving medicines reported annually in NHS data, which demonstrates that the governance could be improved, monitored and enhanced across healthcare and systems to add value to governance.
[image: ]
Figure 3: Licensing requirements in the United Kingdom 
(Source: Mamedov et al. 2025)
[bookmark: _cclq7b54v5s6][bookmark: _Toc235465460]2.1.5 Root Causes 
The investigation revealed several root causes, which were all interacting and not a single point of failure. The main reason was improper communication of the quantity of the morphine to be given, resulting in caregiver- or patient-related issues interpreting the medication label. This was compounded by the fact that few patients had received patient education, the counselling pattern was not uniform and that few patients felt they had understood what was required from the perspective of safety in the use of their medication. Neurological factors related to Len's condition and the human factors, like old age and reliance on familial assistance, further exacerbated the medication error.
Amongst the other organisational issues that could be contributing were poor labelling of medicines, a lack of communication between care settings and inadequate policies for protecting high-risk opioid medicines. There were no organised teach-back techniques, standardised counselling procedures, and/or improved verification practices, and the overdose went unnoticed. Communication failures have been proven to be a factor in around 70% of all serious adverse healthcare events, making effective communication across multidisciplinary teams crucial (Keshtkar et al. 2025). Moreover, WHO estimates that unsafe drug use during health care has a yearly cost of up to US$42 billion for health-care systems, demonstrating that the costs of unsafe drug use on an organisational level can be massive (WHO, 2017). Collectively, they offer a snapshot of issues beyond the individual human, related to governance, leadership, communication and patient safety culture.
[bookmark: _btr2bemc35u1][bookmark: _Toc235465461]2.1.6 Systems Thinking Analysis 
From a systems perspective, Len's overdose is a consequence of multiple failures in the system of prescription and/or dispensation, education and consultation with patients, governance and communication within the organisation. Systems thinking does not determine that the cause of this mistake was the unkindness, ignorance, and/or incompetence of another, but that it was the system that produced the conditions for the mistake to occur, and those conditions were weaknesses that developed throughout the trajectory to the patient. Because feedback mechanisms were unable to reveal the needed awareness to the clinicians before the potential harm came about. 
2

[bookmark: _j14nbrg16sua][bookmark: _Toc235465462]2.1.7 Rich Picture
[image: ]
Figure 4: Rich Picture 
(Source: Self-developed in Draw.io)
[bookmark: _c1lmz15fxus3][bookmark: _Toc235465463]2.2 Centralisation versus Decentralisation 
[bookmark: _jvdpictd78ig][bookmark: _Toc235465464]2.2.1 NHS Structure 
This system can be summed up as a hybrid system of service and governance: service-led but with a degree of decentralisation and policy-led but with a level of centralisation. National organisations, such as NHS England, the Department of Health and Social Care (DHSC) and the Medicines and Healthcare products Regulatory Agency (MHRA), have agreed Clinical Standards, Prescribing Guidelines, patient safety policies and regulatory requirements (NHSEngland, 2025). Integrated Care Systems (ICSs), NHS Trusts, general practitioners (GPs) and community pharmacies have operational responsibility for delivering healthcare services to meet the needs of the local populations. 
[bookmark: _8btm4s9xeqwx][bookmark: _Toc235465465]2.2.2 Centralisation in the Case 
Len's care pathway was centralised with national bodies lying down the overarching rules and regulations on opioid prescribing and dispensing, medicines labelling and patient safety. The prescribing guidance of controlled drugs is an issue for NHS England, as well as planning for the application of the packaging and labelling requirements of medicines, and pharmacovigilance is regulated by the MHRA (Bloem et al. 2024). Furthermore, there are 2 prescriptive bodies, the General Pharmaceutical Council (GPhC) and the General Medical Council (GMC), that set out professional standards where healthcare practitioners are expected to prescribe safely and provide good patient advice (Howie, 2024). The national level policies are standardised to promote the consistent practice of clinical practice and improve drug safety in England.
The key benefit of centralisation is in the uniformity it offers. National patient safety alerts and standard operating procedures will ensure that the avoidable variation across the health care system and uniformity of prescribing are minimised (Ramsay et al. 2025). National reporting systems enable organisations to gain national oversight of the risks that commonly occur to patient safety through genomic medication and to tailor interventions at a system level to address these risks, e.g., Learn from Patient Safety Events (LFPSE) service. 
Here also is an instance of what may go wrong when efforts are centralised. There was good guidance nationally, but some local failures in communicating with patients, educating patients and administering medicine. Despite national policies and governance frameworks, there are estimated to be around 237 million medication errors made every year in England by NHS England, and that is not a Figure that can be eradicated by compliance with the policy alone (Elliott et al. 2021). Similarly, each day, at least one person is estimated to die worldwide due to medication errors made by drug handlers, reflecting the need for the effective implementation of standardised regulations at the ground level as well. So, Len's overdose exemplifies a process of centralised governance that sets up some overarching structures of safety and does not allow local systems of governance (local leadership, communication, clinical judgment) to intervene to ensure safe patient outcomes.
[bookmark: _nq749vafi4w2][bookmark: _Toc235465466]2.2.3 Decentralisation in the Case 
The frontline health care workers who are in charge of Len's prescription, dispensing and monitoring got autonomy (decentralisation). Each GP could employ their own clinical opinion when it came to providing a prescription for Morphine, and each community pharmacist is expected to dispense and counsel/ensure that the patient understands dosage instructions for morphine. This would therefore imply that the health professionals were dealing with a vast precedent to communicate information on medicines to the patient according to his/her clinical situation, health literacy and individual needs. Local flexibility is vital to the decentralised healthcare systems as it allows for patient-centred care and clinical decision-making to be made quickly.
There are several benefits to the decentralised approach. There is potential to adapt communication style, involve family carers in decision making, and customise medicines counselling to the individual, at the front-line of care (Abughazalah et al. 2024). This is particularly important for older people with multiple health problems, who may require specialised care to reduce medicines-related problems. It discovers patient safety issues in time due to the collaboration between different disciplines locally.
But, as Len's situation illustrates, when essential oversight and standardisation mechanisms are not there, and there is a decentralisation, then there might be a bit of difference between clinical practices. The HSSIB investigation found that there were inconsistencies between the patient counselling and medicine labelling, as well as in confirmation of patient understanding, which contributed to the overdose. Research has identified that approximately 70% of hand hygiene mistakes and other high-risk incidents in the health sector can be traced back to a communication failure (Glowicz et al. 2023). Furthermore, even with the development of greater autonomy, millions of incidents in the NHS remain around medicines, and this indicates that while any system of decentralised decision-making may be developed, it should be supported by good governance, regular training, or ongoing communication between any healthcare professionals involved to ensure that the developed system provides a comparable standard of patient care across all NHS organisations.
[bookmark: _5oyk6ub3phyi][bookmark: _Toc235465467]2.2.4 Critical Evaluation 
The incident demonstrates that there is a need to be centralised and decentralised to achieve patient safety. In relation to the provision of medicines, although detailed prescribing policies and guidance were available and subject to centralised governance for medicines' regulation and patient safety policies, there were limitations in communication at the local level. The personalised care achieved by decentralised autonomy of clinical practice, conversely, resulted in incongruency of clinical counselling, and patients did not sufficiently understand medicines, which was the target. Therefore, the most effective healthcare system is an integrated one which has strong national leadership, strong frontline leadership, standardised safety procedures and great multidisciplinary teamwork and communication. Central support and accountability plus local control would lead to an improvement in patient safety, organisational learning and continuous improvement and reduce medication-related harm.
[bookmark: _bjzcmi3mikeq][bookmark: _Toc235465468]2.3 Leadership Theory Application
[bookmark: _1cav3cqvy779][bookmark: _Toc235465469]2.3.1 Transformational Leadership 
Transformational Leadership involves inspiring people to become more innovative and engaged in continuous improvement based on a common vision and to create a culture of trust and teamwork (Vijai, 2025). When it comes to the example of Len, transformational leadership was not well exhibited as various occasions to improve patient education, communicate and proactively discover hazards across the different disciplines were missed. What leaders could have done to inspire the promotion of patient safety culture could involve reminding health care workers to maintain good communication, making sure patients understand the health care worker in a teach-back format, and continually attempting to make changes for improved practice with medication practices. Transformational leadership was found to positively correlate with patient safety outcomes and staff morale, which implied that if the transformational leadership were stronger, the chances of the emergence of preventable medication-related harm would have been reduced (Ystaas et al. 2023).
[bookmark: _s6uucm32knm4][bookmark: _Toc235465470]2.3.2 Transactional Leadership 
Transactional Leadership is taught, monitored, and held accountable for conformance to rules, policies and performance standards (Ali and Khan, 2023). In this outcome, the use of the prescribing rules, the controlled drug process and procedures and the professional practice itself was an expression of transactional leadership in NHS governance. A healthcare worker would be expected to follow normal practice in writing prescriptions and dispensing/counselling patients on high-risk opioid medicines. But policy adherence by itself proved inadequate, and there was no adequate communication and assessing patient understanding. Transactional leadership can be transactional because it is consistent and ensures accountability, but it can also be transactional because it follows a checklist and doesn't take into account the needs of every patient. Monitoring, with patient-centred communication, could therefore have been enhanced, with better safety of medicines and with less risk of dosage miscommunication.
[bookmark: _y2hgyilg04zf][bookmark: _Toc235465471]2.3.3 Situational Leadership 
Situational Leadership suggests that the leader should draw on a range of potentially different styles based on their level of skill, confidence and need (Singh et al. 2024). Healthcare professionals needed to be more supportive and adaptive in their leadership of Len given his advanced age, neurological status and dependency on his wife to administer his medication. This patient was at risk and should have been communicated with more simply, with check-back using visual aids, and teach-back was appropriate, but not something routinely done with all patients by the clinicians. There is some evidence from OECD countries which shows that adaptive leadership fosters organisational response and patient safety in response to challenging clinical situations (OECD, 2025). Provision of situational leadership would therefore have enabled the extent of personalised care to increase, reduced incidences of communication failures and improved safe medicine administration.
[image: ]
Figure 5: Situational Leadership
(Source: Singh et al. 2024)
[bookmark: _iouarz110cfn][bookmark: _Toc235465472]2.3.4 Behavioural Leadership 
Behavioural leadership is a style of leadership which involves incorporating people-oriented behaviours as well as task-oriented behaviours to accomplish organisational goals and enhance relationships (İNCE and KESKİN, 2025). In Len's situation, clinical activities (prescribing and dispensing) were achieved by those in a position of authority, although there was not as much attention to people-centred communication and engaging with the patient. The emphasis on Len's understanding of the instructions to take his medication properly, and not comprehensively, indicates that the focus may have been on the technical skill, and interpersonal support may have been overlooked. It has been proven that hospitals that have both task-focused and relationship-focused leadership styles have approximately 30% fewer patient safety events and incidents than all operational performance-focused hospitals (Althobaiti, 2026; Guttman et al., 2021). The need for empathy and engaging patient communication and education could have therefore been more considered, and seeking to reduce the potential for harmful effects of the medication, while at the same time increasing medication safety.
[image: ]
Figure 6: Conceptual Framework of Leadership Influence on Patient Safety Culture and Outcomes Grounded in High Reliability Organisation Theory
(Source: Althobaiti, 2026)
[bookmark: _e3j3b6c1xeki][bookmark: _Toc235465473]2.3.5 Distributed Leadership 
Distributed leadership empowers multiple members of a multi-disciplinary team to be responsible for making decisions instead of it being the responsibility of certain leaders (Motshweneng, 2025). Medicines safety is effectively managed through the collaborative work of the general practitioner, the pharmacist, the nurse and patients/carers, each taking responsibility for medicines safety. In Len's situation, joint leadership was not enough, as communication and verification duties were not well-coordinated between healthcare workers. A more collaborative working approach would, however, have contributed to the continuity of patient counselling, ensured a greater sharing of information and improved accountability along the pathway of care. Distributed leadership also helps foster the continuous organisational learning process because staff are empowered to recognise potential risks and be open about patient safety issues. 
[bookmark: _s1aybbj3khix][bookmark: _Toc235465474]2.3.6 Critical Comparison 
	Leadership Theory
	Application to Len's Case
	Strengths
	Limitations
	Supporting Evidence

	Transformational Leadership
	Leaders should have promoted a strong patient safety culture by encouraging proactive communication, continuous learning and effective patient education regarding opioid use.
	Encourages innovation, multidisciplinary collaboration and organisational learning, leading to improved patient safety culture.
	May take time to influence organisational culture and requires committed leadership at all levels.
	Transformational leadership is correlated with 19% improved patient safety results and 23% greater staff satisfaction (Ystaas et al. 2023).

	Transactional Leadership
	National prescribing policies, controlled drug regulations and professional standards required compliance during the prescribing and dispensing of morphine.
	Maintains consistency and accountability and supports NHS policies and clinical governance.
	Communications fail in spite of policy compliance, due to focus on rule compliance and not on individual patient needs.
	Although England is governed nationally, there are still around 237 million medication errors being committed each year across the country (Elliott et al. 2021).

	Situational Leadership
	Healthcare professionals should have adapted their communication for an elderly patient with complex health conditions and involved the caregiver more effectively.
	Promotes flexible, patient-centred care and improves communication according to patient capability and clinical circumstances.
	Depends heavily on staff judgement, competence and communication skills, which may vary between professionals.
	Adaptive leadership of the vulnerable patients is important as 1 in 30 patients is impacted by medication-related harm (WHO, 2023).

	Behavioural Leadership
	Clinician actions (e.g. prescription and dispensing) were performed, however, there was limited relationship-centred behaviours which resulted in less understanding of medicine taking among the patients.
	Balances task completion with empathy, communication and patient engagement to improve healthcare quality.
	Too much operational work can diminish the patient's engagement and might raise safety risks.
	About 70% of serious adverse healthcare events are due to communication failures (Guttman et al. 2021).

	Distributed Leadership
	Medication safety required coordinated leadership between GPs, pharmacists, hospitals, patients and caregivers, but responsibilities were not effectively shared.
	Enhances teamwork, shared accountability, organisational learning and integrated patient care.
	Requires strong collaboration, trust and information sharing across multiple healthcare organisations.
	Communication, coordination and shared responsibility issues were identified throughout the care pathway, which may have been a contributing factor to the fatal overdose (HSSIB, 2022).



Table 2: Leadership Theory Application with Examples and Supporting Data
(Source: Self-developed)
[bookmark: _ekq34yy9ta5a][bookmark: _Toc235465475]2.4 Improvement and Lessons Learned 
[bookmark: _42y8m2458gw8][bookmark: _Toc235465476]2.4.1 Problem and Improvement 
However, Len's overdose on morphine wasn't just a dose dispensation thing; it was revealed by the HSSIB investigation to be multiple failures in systems throughout. Collective contributing factors were weak communication between healthcare professionals, lack of patient counselling, misunderstood medicine labelling, lack of verification of patient understanding and lack of organisational safeguarding. In particular, because there was national guidance for prescribing, this was not always communicated to safe frontline practice and regulation. The event, then, is a reminder of the importance of safety procedures and the importance of introducing patient-centred safety behaviours into the health care system.
It says a systems thinking approach should be adopted, which should include organisational and human interactions as part of the improvement. In the first place, standardised patient education is essential for all high-risk medicines, to be in written form and utilising teach-back, before patients leave the hospital or pick up their medicines (Meyer, 2024). Secondly, there will be checks by community pharmacists and general practitioners, which will be mandatory for patients and their caregivers to put opioids into the system at home. Thirdly, digital prescribing systems should contain clinical decision support tools and automated systems that can highlight and warn about high-risk medicines and result in further counselling (Armando et al. 2023). Fourthly, NHS organisations should ensure better inter-disciplinary working, such as ensuring regular interaction with prescribers, pharmacists, and nurse/carers who are involved in the process of prescribing.
Leadership is also a key strand to the continuity of improvement. Transformational leadership can foster an open and learning environment, while distributed leadership can facilitate sharing on medication safety in the multidisciplinary team. Regular medication safety audit, staff training in response to medication incidents and organisational learning should be promoted for continuous quality improvement (Falade et al. 2024). These improvements would not only curb avoidable patient harm but also boost governance and improve patient safety in the delivery of NHS health care, and would allow them to show their dedication to patient safety by what NHS organisations around the world do.
[bookmark: _w2chqwd1zsaq][bookmark: _Toc235465477]2.4.2 Interaction between system structure, leadership styles, and feedback 
Patient safety can go up or down as a result of the interplay between organisational structure, leadership behaviour and continuous feedback mechanisms, as was the case with Len. Within the NHS, there is a level of central control (NHS England prescribes the standards for prescribing and the policies for patient safety that must be adhered to by all NHS healthcare professionals), and there is a level of autonomy for clinical decision-making by the NHS healthcare professionals involved with the patient's care (prescribing, dispensing, counselling). The effectiveness of these structures in practice is dependent on leadership. Transactional leadership ensures that rules and regulations are adhered to, whilst transformational, situational and distributed leadership encourages proactive communication, multidisciplinary team working and patient-centredness. There are not enough open communication and shared responsibility. Using effective feedback mechanisms such as incident reporting, investigation of serious triggering HSSIB incidents, medication safety audits, and organisational learning programmes can be used to identify repeated risk and necessary corrective action in healthcare organisations. In combination, governance arrangements, adaptive leadership and non-stop learning provide resilient healthcare systems, which can prevent future medication-related events and enhance the quality of healthcare.
[bookmark: _4sltkucno91r][bookmark: _Toc235465478]2.4.3 Lessons Learned 
Important lessons from Len's story are that ensuring the medication is safe is not a responsibility of individual health care providers but is a responsibility of the health care system as a whole. National policies and clinical guidelines are important, but they need to be backed up by effective communication, patient education and multidisciplinary collaboration to be effective in ensuring safety. It also provides a chance to focus on the importance of involving patients and carers in the delivery of medicines with particular reference to the case of high-risk medicines for older people with complex needs. Lastly, combining systems thinking with transformational and distributed leadership can foster coordination among healthcare providers, help to govern, and minimise preventable medication mistakes. 
[bookmark: _2s3oz682tfj9][bookmark: _Toc235465479]3.0 Recommendations 
Recommendation 1: Enhancing patient and carer education
All high-risk medicines should have a standardised medication counselling process in place, especially opioids. The patient and/or caregiver shall receive verbal explanations and written instructions for dosage. The teach-back technique should also be used to make sure the patient and/or their carer understands the advice on dosage before they leave the health care environment. The recommendation responds to the identified issues with communication in Len's case and is aimed at helping with person-centred care.
Recommendation 2: Improve Communication around the Medication Norm
NHS organisations need to implement better communication between general practitioners and pharmacists, as well as more structured handover and the use of more integrated digital health records between general practitioners and community healthcare providers such as nurses. Standardised communication protocols should enable the exchange of crucial information on medication across the whole patient pathway. Regular medication reviews should also be carried out with multidisciplinary input with those patients at risk of harm to reduce the risk of harm.
Recommendation 3: Improve Leadership Development and Safety Culture
Health care organisations must offer leadership building blocks to promote transformational, situational and distributed leadership. Leaders need to encourage communication along with psychological safety and shared responsibility for medication safety. Testing, learning from incidents/medication errors and continuous improvement to ensure patient safety is important for organisations to improve, and staff should be encouraged to raise ‘near misses', incident reports/side effects without fear of blame. The leadership measures should incorporate patient safety measures, staff engagement, and organisational learning measures.
Recommendation 4: Enhance Clinical Governance and digital safety systems
NHS England should make use of digital clinical decision-support systems which can automatically alert to incorrect medications, double-check dosage, or point out potential prescribing errors. Patient counselling and double-check procedures should be a mandatory part of opioid prescribing by community pharmacies. Health facilities should conduct regular drug security audits, governance checks and compliance audits to evaluate how well they adhere to the national guidelines regarding drug prescription and identify actions that can improve the situation.
Recommendation 5: Support a continuous learning process of Systems Thinking
In recent years, countless patient safety incidents have taken place in healthcare parts and organisations, and systems-thinking approaches ought to be employed to investigate these incidents and to focus on the individual actions and on the techniques at the core of the organisation. The output of these investigations using HSSIB and reviews of Patient Safety Incident Response Framework (PSIRF) and medication safety audits should be used as part of staff development, in organisational policies and as an ongoing quality improvement process. Learning from lessons should be disseminated between NHS organisations where this will help drive out variation in practice and enhance system learning.
[bookmark: _i636342y4c8t][bookmark: _Toc235465480]4.0 Conclusion 
This report explored and critiqued the HSSIB's investigation of how Len died in an unintentional morphine overdose from the lens of systems theory, healthcare leadership and governance. The analysis showed that this incident was a result of several system failures, including communication failures, lack of patient education, poor medication counselling, and lack of clinical governance/multidisciplinary work together. NHS England has set out national policy and regulatory guidance, but the case suggests that it is how things are done that matters as much as the policy or guidance for patient safety to become a reality, and that to be effective, it needs to be done effectively at the front line of patient care.
The comparison of the two health care systems (centralised and decentralised) indicated the pros and cons of each system; both health care systems play an important role in ensuring safe, patient-centred care and services; however, the right mix of both is important. Moreover, by applying transformational, transactional, situational, behavioural and distributed leadership theories, it was revealed that good leadership is not a decision of following the policies only, it's a dialogue of cooperation, learning and continual quality improvement of the organisation. Major findings included recommendations to enhance patient education, communication, leadership, digital safety systems, and to embed systems thinking in organisational learning.
The case demonstrates the importance of the integrated leadership, governance and feedback mechanisms at all levels of the NHS that facilitate sustainable improvement in patient safety. The tidal wave of preventable medication errors in healthcare can be reduced, patients can be better cared for, and a healthier and safer healthcare working environment can be built, using a combination of highly capable national oversight, motivated frontline management and focused multidisciplinary working.
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