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[bookmark: _Toc237195581]1. Introduction
Case Study 3 presented in this report is based on an accidental morphine sulphate oral solution overdose that claimed the life of a patient, an 89-year-old man with a history of Charcot-Marie-Tooth (CMT) disease. Len had lost consciousness and was suffering with a sore chest and dyspnoea; he had talked to his GP, and was admitted to a hospital and on that particular day was prescribed a morphine oral solution to help relieve the pain. A misinterpretation between Len and his wife on the dosing instructions on the label led to an amount of dose being injected that was very high. The next morning, he was found unresponsive and was admitted with a considered overdose, pneumonia and a complication of his underlying CMT; he subsequently died and the dosing error was not discovered until after his death.
In the following report, the principle that inspires the approach is the case of Len, which can be used as a prism to study the leadership and organisation in health and social care. In addition to this, it can also be stated that a concept of leadership here is viewed as the activity of impacting people and groups to achieve common objectives of safe, quality and person-centred care, instead of having a particular list of traits possessed by an individual.
The process of the decisions being made at the high or corporate levels in an organisation or a system is called centralisation and, the process of the decisions being made at the local, frontline or peripheral levels is called decentralisation. The leadership style affects both of the structures: the transformational leadership, which is based on the collective vision, motivation and invention of the followers; and the transactional Leadership, which is based on the roles, reward, corrective feedback and situational Leadership changes the willingness and the abilities of the followers at a specific time.
The choice of leadership style is important since incompatible leadership, especially in the case of care transition (i.e. hospital discharge), may permit gaps in communication and lack of clarity in accountability which may have life-threatening outcomes. This report thus details, respectively, the systemic context of the problem applying the systems thinking and a Rich Picture; whether the organisations engaged in caring about Len did so in a centralised or decentralised manner and the consequences of that; and the leadership theories most applicable to explaining and, possibly, preventing the failures that were in the case of Len.
[bookmark: _Toc237195582]2a. Identifying the Problem and Setting the System Context: Applying Systems Thinking and the Rich Picture
[bookmark: _Toc237195583]2a.1 The Central Problem
The major issue with the case of Len was the fact that the main problem can be attributed to an accidental overdose of morphine sulphate oral solution that occurred due to the miscommunication between the clinical team that was discharging Len, him, and his informal carer, his wife. This was further complicated by underlying frailty, respiratory impairment as a result of CMT and an ensuing hospital acquired pneumonia. The case study is neither an isolated instance of clinical negligence but an exemplar of a larger, national and international familiar cluster of harm: preventable harm during a transition between care environments, which is related to medication.
[bookmark: _Toc237195584]2a.2 Global Statistical Context
Medication Without Harm, as stipulated by WHO as the seventh primary objective of the third Global Patient Safety Challenge, is another term that means despite the medication errors being among the most widely occurring harm-inducing instances to patients globally, the global burden of harm caused by medications is reported by the WHO, and the policy brief describes high-risk situations such as high-risk polypharmacy and transitions of care as the high-priority area of where the harm reduction recommendations are to be issued globally (Waller et al., 2026). Opioid painkillers like morphine have continuously been named as a high-risk medication group in the elderly due to alterations in renal and hepatic clearance with age that elevate the susceptibility to adverse events as dosages increase and they are tolerated by younger adults (Dufort and Samaan, 2021).
[bookmark: _Toc237195585]2a.3 National Statistical Context
Within the English National Health Service, the composition of inpatient ward staffing has been identified to directly and significantly relate to patient mortality; a longitudinal retrospective study of three NHS hospitals concluded that being below target registered nurse staffing levels was significantly linked with high chances of inpatient mortality (Zaranko et al., 2022). This is particularly relevant in scenarios such as in the case of Len whereby the discharge process, medicines counselling and post-discharge follow-up are all processes that need adequately staffed and adequately time resource endowed nurses and pharmacy teams (Dufort and Samaan, 2021).
[bookmark: _Toc237195586]2a.4 Figures from National Organisations in Global Context
The idea has been long-held by organisations such as the Institute of healthcare Improvement, which has stated that harm reduction is only possible system-wide and not by the actions of individual members of staff; it has been supported by nursing-outcomes evidence showing that changes in staffing levels, but not those in individual clinicians, are systematically correlated with changes in nursing-sensitive adverse events in particular and medication errors broadly (Blume et al., 2021). This fact puts his case in a trend which has been well documented across the world as compared to a local scandal.
[bookmark: _Toc237195587]2a.5 Systemic Weaknesses Reflected in the Case
The case of Len portrays a number of systemic flaws, as opposed to a break of individual failure. First of all, the shortcomings of the communication can be highlighted by the evident absence of a teach-back or comprehension check when pharmacy dispensed the morphine solution i.e. the prescriber and pharmacy team were unable to confirm that Len and his wife actually understood the directions on how and how much to take. Second, the lack of accountability is also shown in the fact that it was not apparent who was responsible to do post-discharge safety-netting and absence of responsibility coincides with the greater findings that lack of clarity in assignment of responsibility in care transitions is an often-occurring source of preventable harm (Khalil and Lakhani, 2022). 
[bookmark: _Toc237195588]2a.6 Level of Governance Influencing the Problem
Len’s problem transcends various governance levels. The local authorities with regard to the issues of discharge and counselling process safety were directly involved in the discharging hospital trust. The NHS England patient safety policy safe staffing, medicines optimisation and patient safety frameworks defined the structures and platforms on which the practice in the area is contrasted and provided the process by which the case under consideration eventually could be under investigation, HSSIB. This multi-level form of governance is important as it defines upon which level ultimate accountability is placed when it comes to redesigning the failed process.
[bookmark: _Toc237195589]2a.7 Underlying Challenges
The two always inextricably related in the literature are the problems of an underlying workforce capacity and resourcing as always, the nature of the communication and counselling failure which can be discerned in the case of Len. Table 1 presents evidence that indicates associations between staffing and systemic pressures and medication safety outcomes in the global, national and organisational levels.
[bookmark: _Toc237195590]2a.8 Constructing a Rich Picture of Len's Case
A Rich Picture is a soft-systems approach to visualizing the people, processes, the structures, relationships and tensions within a problem situation prior to a formal, or redesign approach to the problem situation being undertaken (Gisby et al., 2023). Due to a carefully non-premature structuring of the problem, rich pictures are highly-suited to accommodate the various facets of the leadership situations (tacit, relational and emotional behaviour) in a situation that more formal-diagrams are often unable to capture (Kado, Clarke and Carr, 2023). The Rich Picture in Figure 1 depicts a case of Len, with Len and his wife in the centre of the picture and the GP, hospital emergency department, prescribing and pharmacy team and community nursing services as the encircling ones. 
[image: ]
Figure 1: Rich Picture of Len's Case
(Source: Created by Author)
The found feedback loops of the Rich Picture are related to the systems-based explanations of medicines-management incidents and indicate that the absence of a corrective-downstream check when one of the stages of the medication pathway (like verbal counselling) malfunctions endangers the whole system even though each system member could have done an alright job in his/her role (Linnéusson et al., 2022).
[bookmark: _Toc237195591]2b. Centralisation or Decentralisation within the Case Study
This section analyses whether the organisations involved in Len's care, principally the acute NHS trust and the wider integrated care system, operated in a predominantly centralised or decentralised manner, and how this structure influenced the outcome.
[bookmark: _Toc237195592]2b.1 Centralised Systems
[bookmark: _Toc237195593]Decision-making concentration
In the centralised model, uniform set of strategic and operational decisions, such as policy on medicines, discharge policy and staffing, are uniformly imposed upon the frontline services, either centrally or nationally. Regulated and standard-setting environment entails nationally centralised campaigns, is defined as NHS England setting standards on performance and safety to which gradually the outputs of local integrated care boards and trusts subscribing to said standards (Sapkota et al., 2023).
[bookmark: _Toc237195594]Advantages and disadvantages
Centralisation has the advantage of standardisation and thus medicines-safety policy, including recommendations related to prescribing high-risk opioids, should not be differentially implemented in a trust (across wards) or in an individual clinician. However, when it comes to adaptive discharge, localisation of decision-making can also impede processes that address the particulars of each patient, such as the interplay of cognitive load, frailty and CMT-related communication difficulty in Len (Dougherty et al., 2022).
[bookmark: _Toc237195595]Supporting data
A non-linear, U-shaped connection was reported between the level of administrative decentralisation and health outcomes, with the overly centralised system being regarded as related to the increased public expenditure, and the relative poorer life expectancy compared to the moderately decentralised systems (Dougherty et al., 2022). This suggests that a purely centralised approach to set discharge and medicines-safety standards, with a lack of local adaptive capacity, is also a mechanism that can be a systemic risk contributor.
[bookmark: _Toc237195596]2b.2 Decentralised Systems
[bookmark: _Toc237195597]Distribution of authority
With a decentralised system responsibility to make operational decisions ( e.g. how the discharge counselling is offered to a specific patient), lies with the ward/team level staff. The specific decision made on how to counsel Len and his wife to dose in the case in point, was in effect a frontline, decentralised decision of either the discharging nurse or the pharmacist and not a highly detailed decision made in accordance with national policy.
[bookmark: _Toc237195598]Advantages and disadvantages
Decentralisation will enable the frontline staff to tailor communications to the individual patient needs, which is very important considering the ordeals Len is particularly susceptible to. However, decentralising practice in the absence of appropriate safety-netting infrastructure can also easily lead to variation of practice and scatter accountability, particularly in the situations in which there was none, such as in the case of Len, in which nobody by name was left in charge of ensuring that the family knew what they were doing after they were discharged (Sapkota et al., 2023).
[bookmark: _Toc237195599]Supporting data
In the context of health system decentralisation Systematic evidence indicates that decentralization can lead to responsiveness and local relevance of services, though the effects on safety and equity are extremely contingent on whether enough local governance, resourcing and monitoring capacity, or decentralization might be having negative rather than positive influences (Sapkota et al., 2023).
[bookmark: _Toc237195600]2b.3 Critical Analysis: Comparing System Structures
In this case, the organisation can be considered to have successfully combined top-down, policy-based with modernised and loosely supported frontline execution a combination that has been in the wider literature to have resulted in compromised accountability where individual difference in patient need is the most needed (Zaranko et al., 2022). The experience of nurse staffing in such NHS settings shows that the risks of unwanted inpatient care manifest larger in relation to registered-nurse staffing that is lower than intended, which means that in the case of Len the decentralised role on the frontline in the performance of the functions, such as discharge counselling, will be performed under a considerable resource constraint (Zaranko et al., 2022).
	Dimension
	Centralised Features
	Decentralised Features

	Policy origin
	National medicines-safety and discharge standards set by NHS England (Sapkota et al., 2023).
	Interpretation of standards left to individual ward teams.

	Resourcing
	Staffing establishment set centrally at trust level.
	Day-to-day allocation of counselling time decided locally under pressure (Zaranko et al., 2022).

	Accountability
	Clear formal lines of trust-level governance.
	Diffuse frontline accountability for post-discharge safety-netting.

	Outcome association
	Excessive centralisation linked to weaker local responsiveness (Dougherty et al., 2022).
	Unsupported decentralisation linked to inconsistent safety outcomes (Sapkota et al., 2023).


Table 1: Comparison Of Centralised And Decentralised Features Evident In Len's Care Pathway
(Source: Created by Author)
Overall, one can state that the Len case exemplifies a structurally hybrid character with centralised standard-setting and no, as contrasted with decentralised resourcing and accountability at the frontline, which is systematically correlated with the evidence of the worsening of the patient safety outcomes through numerical staffing (Blume et al., 2021).
In the structure of healthcare governance in the case of Len, it represents a hybrid system whereby the standards are centralised; the frontline decision making is decentralised. Reliability is promoted through centralisation to guarantee safety of the medicines, discharge practices, and organisational management minimising variation in critical clinical practices. The over centralisation, however, can restrict flexibility required to respond to unique situations of patients. Instead, decentralisation enables nurses, pharmacists and ward teams to delegate counselling and communication in ways that best meet patient needs, although unstable in practice, and lacking accountability in the event of ineffective monitoring and safety-netting systems. In the case of Len, the clearly set down policies were not well buttressed with resources available on the front line, manpower and responsibility that was well allocated. The combination of centralised governance with unsupported decentralisation, therefore, led to discharge safety weaknesses and continuity of care.
[bookmark: _Toc237195601]2c. Leadership Theories and Application to the Case Study
Here, leadership theories used and criticised in the context of the case with Len are based on three leadership theories of transformational, transactional and situational leadership and whether the leadership in the case was responsive or proactive.
[bookmark: _Toc237195602]2c.1 Transformational Leadership
Transformational leadership, in which leaders articulate a communicated vision, empower, and encourage active and critical participation in safety issues, and leaders who draw on followers and encourage active and critical nursing participation have been associated with improved patient outcomes, reduced errors and improved safety culture in the nursing environment (Althobaiti, 2026). In organisations with a track record of discharge teams being consistently led transformation ally, the staff members report to the discharge team reporting that they feel empowered to bring up discharge information uncertainties instead of going through a routine, time-based counselling scenario; this phenomenon is also substantiated by the evidence that leadership style is a quantifiable predictor of employee job satisfaction, and thus the readiness to express safety concerns (Specchia et al., 2021). The indication of transformational leadership behavioural attributes in terms of empowering low-level employees to raise his lack of knowledge happens to be also evident in the case of Len where his behaviour is noted to have been reflected during discharge as colleague behaviours.
[bookmark: _Toc237195603]2c.2 Transactional Leadership
Transactional leadership is also based on the establishment of clear tasks, standard tasks and corrective feedback instead of inspirational vision; it is also not as useful as culture change that requires a longer period of time (Richards, 2020). Len has seemingly been engineered out in a transactional manner: there is a prescription written and a label attached, which is potentially addressing a procedural challenge, but not the adaptive, relationship-influencing secondary response, like a teach-back check or a planned or scheduled community review, of which a more transformational or emotionally intelligent response would seek to address (Rinfret et al., 2020).
[bookmark: _Toc237195604]2c.3 Situational Leadership
The situational leadership theory proposes that an effective leader should vary his directive or supportive behaviour based on how ready the follower or in a clinical scenario, the vulnerability and level of understanding of the patient and carer, and not use a consistent approach (Nonaillada and Martin, 2022). The assessment of low readiness to unsupported self-administered would situate to the case of Len, who would have pointed to his age, impaired communal and dexterity due to the presence of CMT, and the fact that he has a carer who has selected an informal status during his assessment as a situational factor and would have provided a more directive and closely monitored counselling and follow-up tool rather than discharge information (Nonaillada and Martin, 2022).
[bookmark: _Toc237195605]2c.4 Was the Leadership Style Appropriate, and Was It Reactive or Proactive?
The facts of the case including Len show that the leadership style was very reactive, rather than proactive: it was normal process that was followed and no red flags were raised and discrepancy between his needs and normal process was witnessed only after the instance of his fatal overdose (Specchia et al., 2021). In addition to this, the specified trend reflects the general evidence that the deficit in active safety behaviour can be viewed as one of the frequent barriers to fragmented scarcely coordinated communication in distributed or transitional care teams (Morian et al., 2024). The larger body of literature regarding the leadership style indicates that transformational and ethical leadership styles are more significantly correlated with patient safety culture and job satisfaction, and that safety culture indicators such as error-reporting and teamwork are more apt to be positively correlated with proactive error prevention as compared to purely transactional or job-focused leadership (Staff survey and safety-outcome evidence, 2026).
[bookmark: _Toc237195606]2c.5 What Could Have Been Done Differently
An increased spread of leadership style, in which the responsibility to attest medicines knowledge was overtly allocated and tracked across pharmacy and community nursing teams among the prescribing team, pharmacy team, community nursing team, rather than in a single, unspecified role was associated with more effective coordination in transitional care and multi-team care settings in the wider literature (Morian et al., 2024). At the same time, it has been mentioned that more emotional intelligence in the leadership, the capacity to detect, in Len and his wife, potential anxiety, fatigue and inability to comprehend in the moment of rushed discharge, which would otherwise likely have resulted in a more circumspect, restrained handover of information about the dose, was associated with better leadership communication and safety rates in the nursing context of leadership (Rinfret et al., 2020).
Evidence-based lever that can be adjusted to provide time to perform a verified teach-back is also a sufficient staffing; considering the previously proven statistical relationship between nurse staffing insufficiency and a collision of an adverse inpatient outcome, increasing workforce capacity during the point of discharge is one of the more tangible and non-speculative recommendations based on the case (Zaranko et al., 2022). The case of Len demonstrates the fact that one, apparently local, medicine-related mistake can be tracked down to the systemic frailty within communication, governance and leadership, which have been thoroughly reported on global, national and organisational levels (Blume et al., 2021). It is said that a more situational, distributed and emotion teaching leadership style could have been better facilitated with enough staffing and greater accountability within the centralised policy/decentralised practice could have realistically reduced the risk of the resultant outcome that could have occurred.
[bookmark: _Toc237195607]2d. Improvement and Lessons Learned
[bookmark: _Toc237195608]2d.1 How Leadership and Governance Interacted to Produce the Outcome
[bookmark: _Toc237195609]2d.1.1 Hierarchical Leadership and the Diffusion of Accountability
To appreciate how the style of leadership can be applied to affect safety behaviour that is not just restricted to a professional, the death of Len can be relied upon. Better team work, objective feedback and more positive attitudes towards safety, and weaker reporting behaviour are associated with transformational and ethical leadership styles, whereas transactional and command-based leadership styles are linked to each other when it comes to reporting behaviour (Althobaiti, 2026). The relationship between the community pharmacy and the general practice and the acute trust in the case of Len was a hierarchical relationship of three semi-independent hierarchies, rather than a system of accountability and therefore the risk created during hand over was not possessed by a single leader. De Brún and McAuliffe (2023) show that the lack of autonomy in medical personnel managed by one or several top-down healthcare institutions curtails the sense of all-around ownership. 
[bookmark: _Toc237195610]2d.1.2 Governance Gaps in Medicines Communication
The breakdown of governance in this scenario was located mainly at the communication and not in the area of clinical decision making. Poor knowledge of what an error an error is by both professionals and patients and hierarchical organisations cultures are listed by Aljabari and Kadhim (2021) as some of the most predictable safe medicines practises barriers. This failure in defining the understanding at the point of care, as mentioned by Mousavi-Roknabadi et al. (2022) as the absence of a connection between prescribing and dispensing and administration, is reflected through the misinterpretation of the label of an oral morphine solution by Len and his wife. There is a loss of vital safety information such as dose-timing at the transfer point where governance is centralised on organisational route and not patient ones as in this cross-national outcome by Dougherty et al. (2022), which revealed that high centralisation of health system decision-making with respect to health system outcomes is correlated with lower results at the point of care.
[bookmark: _Toc237195611]2d.2 Missed Opportunities and Evidence-Based Solutions
	Problem
	Supporting Data
	Evidence-Based Improvement

	Fragmented governance across the community–acute interface obscured accountability for medicines communication.
	Aljabari and Kadhim (2021) identify hierarchical structures and poor shared understanding of error as leading barriers to safe communication across included studies.
	Assign a single named, accountable role spanning the GP–pharmacy–hospital interface for high-risk medicines, following distributed leadership principles (Carstensen, Kjeldsen and Nielsen, 2024).

	Reliance on linear, single-incident investigation weakened organisational learning.
	Bowditch et al. (2026) found 43% of recommendations from 300 Australian investigations were classed as weak because contributing factors focused on individuals rather than systems.
	Adopt thematic, systems-based incident review (Machen, 2023) to identify recurring medicines-communication risks across a caseload.

	Hierarchical culture discouraged patients, carers and junior staff from raising concerns about unclear instructions.
	Jones et al. (2021) identified hierarchy as a persistent barrier to speaking-up behaviour across 34 international studies.
	Embed structured 'teach-back' verification and speak-up prompts into medicines counselling, supported by psychological safety training (O'Donovan, De Brún and McAuliffe, 2021).


Table 2: Problems, Supporting Evidence and Evidence-Based Improvements
(Source: Created by Author)
[bookmark: _Toc237195612]2d.3 Linking System Structure, Leadership and Feedback
[bookmark: _Toc237195613]2d.3.1 Interaction of Structure, Leadership Style and Feedback
The reason why overdose of Len was not prevented has to do with the centralisation, leadership and feedback interaction style. Machen (2023) hypothesises that organisations that investigate in a one-incident, root-cause fashion, rather than thematic review, founded on the systems, would be overlooking the signal of feedback, indicating a series of medicines-communication-incidents would recur across a caseload. This is intensified when the leadership is hierarchical as Jones et al. (2021) have discovered that steep hierarchies will actually deter frontline staff, patients and carers fronting on issues related to the instructions that they do not fully comprehend. Bowditch et al. (2026) take this a step further by illustrating, using three hundred Australian patient-safety inquires that the advice in those situations is de facto ad hoc, rather than system-based in circumstances.
[bookmark: _Toc237195614]2d.3.2 Lessons for Other Health Organisations
The principal message that can be conveyed to other organisations is that the element of safety cannot be assured only through clinical processes but needs to be dictated by a dynamic process that spans the gap between the point of care and learning within the organisation. The way data on incident report can be thematically analyzed indicates that organisations can learn that there are recurrent and systemic vulnerabilities such as label misunderstanding among aged patients before it inflicts serious harm (Leon, Hogan and Jani, 2024). Carstensen, Kjeldsen and Nielsen (2024) also add that leadership shared beyond the professional boundaries of a collaborative results in a longer-term improvement than those based on a top-down leadership of a single organisation.
[bookmark: _Toc237195615]2d.3.3 Using Evidence and Data for Continuous Improvement and Accountability
The community of long-term accountability comes with the consideration of safety data as a source of ongoing enhancement and not as a history of assiduity looked back retrospectively. According to Cerrone et al. (2025), the greatest safety benefit accrues when incident-reporting systems work in a direction of returning on the staff training and process redesign instead of submitting the system to the audit as an independent entity. Gqaleni, Mkhize and Chironda (2024) proceed to state that digitised near real-time reporting and learning-guidelines lead to greater timeliness with which organisations adapt to emergent risks such as medicines-communication breakdowns. Put together, this evidence is an indication that the outcome in the case of Len is a result of governance in a system which not only lacked distributed leadership but also a working feedback loop between the acute care and community. 
[bookmark: _Toc237195616]3. Recommendation
[bookmark: _Toc237195617]3.1 Immediate Priorities for the Organisation
One of the responsible pathways of high-risk medicines across the primary-secondary care line should be central, not with one accountable person accountable in the groups of general practice, pharmacy and hospital. The article by Carstensen, Kjeldsen and Nielsen (2024) confirms that there is a correlation between aligned distributed leadership, in which the duty is clearly shared by professional lines and better improvement outcomes in quality collaboratives. The support and aid that this pathway lead will get and will result on increased readiness to challenge ambiguous instructions and raise safety issues with staff members is offered by the structured collective leadership development programme that De Br Brun and McAuliffe (2023) assess.
[bookmark: _Toc237195618]3.2 Recommended Leadership Style
To sustain such improvement, mixed distributed and shared leadership model has been proposed in place of only a hierarchical model. The most common and repeated connections with the tendencies of improved teamwork, perception of communication and safety were the most common in the context of transformational and ethical leadership, which were found during the analysis of health systems reviewed. This style should be supplemented with clear horizontalisation work at the border of medicines counselling since Jones et al. (2021) had realized that only those measures that involve senior staff members are open and ready to be challenged by junior staff members, patients and carers.
[bookmark: _Toc237195619]3.3 Strengthening Governance, Communication and Systems Integration
The need to make governance move away, in that the organisation based and siloed control move to integrated controls of the whole medicines pathway. Dougherty et al. (2022) observed a significant proportion of moderate, as opposed to extreme, decentralisation of health system decision-making was linked to better outcomes, which means that community and acute providers ought to have only a single governance forum of the high-risk medicines instead of having two systems. Incident investigation needs to move beyond one-event, root cause methodologies to thematic, systems-based operations offered by Machen (2023) and a systems-based framework of the kind that Leon, Hogan and Jani (2024) provides to identify recurring vulnerabilities that can be exploited to cause damage.
[bookmark: _Toc237195620]3.4 Enhancing Technical and Allocative Efficiency
The allocative principle of maximising value when resource is redirected towards the most beneficial intervention can be reflected by investing in proactive medicines-safety verification instead of focused on active incident management. It is also possible to increase technical efficacy in digitising the incidents at the point of care and the research conducted by Gqaleni, Mkhize and Chironda (2024) showed that the completeness and timeliness of the safety data gathered with the computer-based reporting guidelines was better as compared to the data gathered through the paper-based systems. Prioritisation of interventions such as the implementation of a teach-back counselling intervention on patients using opioids of over 65 years of age satisfies allocation efficiency, i.e., one of the most common contributing factors consumed through the thematic review is addressed (Leon, Hogan and Jani, 2024).
[bookmark: _Toc237195621]3.5 Continuous Learning, Stakeholder Engagement and Co-Production
The concept of treating patients and family carers as safety partners and not passive receivers of medicines information needs to be addressed. As demonstrated by O Toole et al. (2023), co-production of communication programme between patients and families can reduce the level of harm incurred in cases of care transitions. Cerrone et al. (2025) also propose that outputs of reporting-systems should be fed back in an open way to frontline workers and (where of interest) to service users, to bridge between the data collection process and organisational learning. Table 2 offers a recap of the suggestions on the prohibition of leadership style and how it should contribute to a lasting change.
[bookmark: _Toc237195622]4. Conclusion
The killing of Len due to accidental morphine overdose illustrates how the injury to the patients may not be the result of a single clinical mistake, but rather a compilation of fragmented governance, top-down management, and inefficient feed-back to an operating procedure. As demonstrates in the case, the primary secondary interface in safety was based on informal, as opposed to formal, responsibility in ensuring a vulnerable and elderly patient and his carer knew about a high-risk medicine. Thanks to the reviewed evidence, it becomes evident that superior outcomes of the kind will be achieved during the situations when leadership is transactional and hierarchical with the distributed and collective systems research mechanisms being linear and systems-based, respectively. To address these characteristics, the governance has to be built around the full spectrum of patients rather than the organisations themselves and informed by a leadership that can be open to criticism of the juniors undertaking the work as well as patients and carers.
The broader implications of the case are what it teaches us about the connection between leadership, governance and systems thinking to get sustainable improvement. By viewing incident data as a learning resource rather than a history of compliance, organisations are better place to learn and eliminate the repetitive risk of such risks, even before they can lead to heart-wrenching consequences. Equally, making patients and families active contributors to incident learning and service redesign is empowering the feedback loops that are prone to be minimized in hierarchical systems, in which most of the authorities remain insulated. To eventually stop deaths of the type encountered by Len, the health organisations will have to go actively out of its way to shift and drift towards proactive, distributed, evidence-based governance where safety is a system wide and collective responsibility of each organisation, instead of the domain of certain professionals or organisational demarcation.
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Rich Picture: Len's Unintentional Morphine Overdose
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