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[bookmark: _heading=h.a5htqwz3axfe][bookmark: _Toc226223320]1. Introduction
Leadership within health and social care organisations plays a fundamental role in ensuring the delivery of safe, effective, and patient-centred services. (Singh et al., 2024). In situations involving patient safety incidents, leadership becomes even more critical, as it determines how effectively organisations respond to risks, manage crises, and implement improvements. This report focuses on Case Study 2. The report is founded on a patient safety event, which is an unintentional overdose of morphine that resulted in the death of Len, an 89-year-old man, because of a lack of understanding of medication instructions after the prescribing and dispensing procedures. The case brings to the fore essential lapses in communication, system design, and safety governance of healthcare delivery systems (HSSIB, 2026).
[image: ]
Figure 1: barriers to medical interventions
(Source: HSSIB, 2026)
Leadership may be described as the capacity to influence, mentor, and organise people and teams to fulfil common objectives, especially in the facilitation of patient safety and quality care. Leadership in healthcare goes beyond authority and also incorporates collaboration, communication and decision making within multidisciplinary teams. Good leadership has a strong association with organisational forms like centralisation and decentralisation. Centralisation is whereby decision-making authority is centralised at a higher level so as to facilitate standardisation and control, as compared to decentralisation, which distributes authority to the local level, which encourages flexibility and responsiveness (WHO, 2026).
The case has been critically analysed using the major leadership theories such as transformational, situational, behavioural and trait-based approaches, as the basis of the report. These theories can be used to explain the role of leadership behaviours and styles in team performance, communication and patient safety outcomes. There is an indication that the leadership style has a great influence on safety culture, employee engagement, and clinical error reduction in the healthcare environment (Singh et al., 2024).
It is essential to choose the right leadership style, especially in the case of crisis or change, when poor communication, low accountability, and negative patient outcomes can happen due to poor leadership. The systems thinking approach will be applied to the incident to find the underlying causes of the incident, to compare and contrast centralisation and decentralisation, to apply theories of leadership in practice and to make evidence-based suggestions on how to improve patient safety and organisational performance.

[bookmark: _heading=h.cncsrl6zton8][bookmark: _Toc226223321]2. Main Body 
[bookmark: _heading=h.m4imymj1tbzb][bookmark: _Toc226223322]2.1 Identifying the Problem Using Systems Thinking 
The issue that was observed to be the central concern in the case of the Healthcare Safety Investigation Branch (HSSIB) is the accidental overdose of morphine sulfate oral solution that was caused by a complicated combination of system failures and not by an individual mistake. Here, an aged patient of 89 years (Len) took doses much higher than the prescribed one due to a misunderstanding of the medication label by him and his wife. The prescribed dose was confused with the label of the manufacturer (10mg in 5ml), and the right instructions were on the dispensing label on the outer box, which they did not read. This shows that there was a failure in the communication system, labelling design system and the system of patient education, which resulted in a fatal outcome (HSSIB, 2026). The problem also reflects deficiencies in clinical governance. Effective governance requires clear accountability, robust safety protocols, and continuous monitoring of outcomes. In this case, the absence of effective patient education and follow-up mechanisms suggests weaknesses in governance at the local level. 
The systems thinking approach to this problem is that various aspects of the healthcare system, such as people, processes, and structures, are interconnected and they interact in a manner that may lead to unintentional risks. The concepts of systems thinking underline that negative events are not caused by individual errors but by interdependency and breakdown of feedback (Cabrera and Cabrera, 2023).
Table 1: Supporting National and International Data
	Source
	Statistic
	Relevance

	World Health Organization (2019)
	1 in 10 patients harmed in hospitals
	Demonstrates global scale of patient safety issues

	NHS England (2026)
	Millions of patient safety incidents reported annually
	Highlights systemic challenges within national healthcare

	Institute for Healthcare Improvement (2020)
	Medical error is 3rd leading cause of death
	Emphasises urgency of improving safety systems


Table 1: Supporting National and International Data
(Source: Author)
The worldwide statistics given by the World Health Organisation show that harm to a patient occurs in about 10 percent of hospitalised patients worldwide, which proves that safety failures are not isolated and are systemic. It is an indication that the harm in medication, as is the case with Len in the case of the overdose, is a subset of a larger global issue of patient safety (WHO, 2026).
On the national level, NHS England data indicates that millions of patient safety incidents are reported each year via systems like the Learn from Patient Safety Events (LFPSE). It means that the UK healthcare system is still struggling with the issue of risk management in the sphere of clinical care, such as medication errors and communication failures (NHS England, 2026).
Moreover, according to the Institute of Healthcare Improvement, medical error is the third leading cause of mortality in the world, which strengthens the harshness of the incidence. This is an alarming statistic that shows that leadership, governance, and systemic changes are urgently required to improve patient safety and minimise avoidable harm (IHI, 2020).
System Weaknesses Identified
The event shows that there were a number of systemic vulnerabilities that led to the unfavourable event. To begin with, the lack of effective communication between healthcare professionals and the patient was critically important. The GP was prescribing the right dosage, but there was no adequate explanation or verification of how to administer the drug safely, to make sure that Len and his wife knew how to do it. This is in line with studies that indicate that poor communication between healthcare professionals and patients is a major issue that can lead to the poor protection of patients (Lee and Jang, 2023).
Second, the system had no accountability or verification systems. There was no formal procedure that was used to make sure that the patient had comprehended his dosage schedule before going out of the drug store. It is indicative of more general problems in clinical governance, in which accountability mechanisms do not identify and prevent mistakes until they reach the patient (Buka and Truman, 2024).
Third, the lack of proper training and support for patients and caregivers also led to the issue. Without clear guidelines, patients, particularly the older ones, may find it difficult to comprehend complicated medication instructions. It is indicated that a better patient education and safety culture can help decrease medication errors (Mistri et al., 2023).
Lastly, the packaging and labelling of medication were also a major contributing factor due to design flaws. The saliency of the label of the manufacturer to the dispensing instructions made it confusing, which is a bright example of how human factors and design problems can seriously affect the outcomes of patient safety (Brown and Brown, 2023).
Systems-Level Influence and Governance.
The issue also indicates inefficiency in health systems governance that can be described as the systems and mechanisms that guarantee accountability, safety, and quality in healthcare delivery. The World Health Organisation argues that good governance entails having good policies, good oversight, and performance monitoring and improvement mechanisms.
Governance failures in this instance were on various levels. At the local level, the GP consultation (done through telephone owing to COVID-19) restricted efficient communication and review. The pharmacy also did not ensure that the patient comprehended the drug prescriptions at the organisational level. On the national level, the current laws regarding medication labelling were not sufficient to avoid the mix-up of dosage and concentration data. These loopholes depict the extent to which a poorly crafted governance system can result in minor slip-ups, which can turn into profound damage (WHO, 2026).
Rich Picture and Systems Mapping
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Figure 2: Rich Picture
(Source: Author)
A Rich Picture analysis assists in a visualisation of the system complexity and interactions that led to the incident. The primary participants are the GP, pharmacists, hospital employees, Len, and his family. The stages include prescribing, dispensing, labelling and patient self-administration of the drug. These structures are the NHS policies, regulatory systems and healthcare organisational systems.
Regarding feedback loops, it was evident that there were no effective monitoring and follow-up mechanisms. As an illustration, there was no system to ensure that after long-distance travel, Len grasped the dosage instructions after taking the drug. This failure to provide feedback at an early stage did not allow one to detect the error.
Systems thinking is also dependent on the emotional dimension. Len and his wife felt confused and uncertain, whereas medical workers worked under pressure during COVID-19. These emotional and situational aspects had an additional impact on the decision-making and system performance.
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Figure 2: Stepwise approach for managing mild-to-moderate pain
(Source: HSSIB, 2026)
To sum up, the case of morphine overdose shows how the incidences of patient safety are caused by interdependent system failures, but not by personal errors. Connecting the local event with national and international statistics, it can be said that medication errors are a national problem that needs to be resolved at a system level. To solve these issues, communication, governance, training, and system design should be improved to provide safer healthcare settings and avoid the occurrence of such incidents in the future (Mistri et al., 2023).
[bookmark: _heading=h.db5470m2z6xk][bookmark: _Toc226223323]2.2 Centralisation vs. Decentralisation
The example of the accidental overdose of morphine sulfate oral solution in Len points to the complex relationship between the structure of the centralised and decentralised healthcare system. The organisation is based on the framework of the NHS, which is a hybrid system of centralised governance and decentralised service delivery. This two-fold design greatly affected decision-making, accountability and patient safety outcomes in this case.
Centralisation in healthcare is decision-making that is centralised at the national or higher levels of organisations, which are normally in the form of policies, regulations and standard procedures. Centralised governance in the NHS manifests itself in the form of national prescribing guidelines, medication safety standards and regulatory frameworks over drug labelling and dispensing. As an illustration, national guidance can make sure that morphine is prescribed with a standard dosing recommendation and safety guidelines, which were applied in the case of Len, as the GP prescription was 30 mg/kg, that is, the 30mg dose was appropriate in the case of an older adult (HSSIB, 2026). This is a positive quality of centralisation, whereby it fosters consistency and evidence-based practice in health facilities.
Centralisation has limitations, though. Here, the medication labelling and packaging were not regulated on a national level to avoid misinterpretation by patients. The label on the morphine bottle that was made by the manufacturer had the drug strength (10mg in 5ml) posted boldly, which was misconstrued by Len and his wife as the right dose. It means that the central level of the system failed to properly provide a regulatory body with the means to make sure that the designs of labels were user-friendly and safe among vulnerable populations (Elliott et al., 2024). Moreover, medication errors are widespread even after national policies on patient safety, and the NHS has reported millions of cases per year, which indicates that the systemic problems continue to pose a challenge (NHS England, 2026).
Decentralisation, in its turn, is the process of transferring the decision-making power to the local organisations, medical professionals, and frontline personnel. The use of decentralisation in the case of Len is manifested in the independence of the GP, pharmacists, and hospital staff to make clinical decisions and patient care. By using telephone triage and prescribing morphine on his own, the GP showed localised clinical judgement regarding the assessment of Len's condition. The ability to customise care according to patient-specific needs, as well as responsiveness to the evolving situation, is the benefit of decentralised systems (Sapkota et al., 2023).
However, decentralisation was also a factor that led to weaknesses of the systems in this case. Lack of strong local safety checks, including effective patient counselling, effective communication and verification processes, caused a failure in safe medication use. The pharmacy failed to make sure that Len and his wife knew the dosage instructions; the label on the outside box with the dispensing instructions was not communicated or emphasised. This is an indication of the weak application of the safety measures at the local level, which is one of the factors known to contribute to medication errors (Brown and Brown, 2023). Also, there was poor coordination among healthcare providers, such as the GP, pharmacy, and hospital, which also contributed to the risk, and it shows the lack of interprofessional interaction (Lee and Jang, 2023).
A critical review shows that both the centralisation and decentralisation hybrid structure facilitated and obstructed crisis management and accountability. Centralisation offered a structure of safe prescribing and control, yet it did not consider the human factor, such as label usability and patient understanding. Decentralisation ensured clinical decision-making flexibility but did not provide enough control and uniformity in clinical practice implementation. This lack of balance added to the issue of divided accountability, whereby responsibility was scattered among various actors with no clear ownership of patient safety outcomes (Buka and Truman, 2024).
From the systems thinking standpoint, the failure was not by one person, but it was the interplay of the various components in the system. As an example, the absence of training, communication failures, and feedback mechanisms on the local level and the inadequacy of regulatory measures on the national level to provide safety resulted in a high-risk environment. Studies have shown that effective leadership and well-organised communications can help prevent the occurrence of such risks to a large extent because of strong patient safety cultures (Mistri et al., 2023). Besides, less powerful governance and monitoring frameworks of decentralised systems are more likely to be associated with variability in the quality and safety of care (Ramsay et al., 2025).
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Figure 3: A summary timeline of Len’s care leading up to the reference event is set out
(Source: HSSIB, 2026)
Conclusively, the case shows that centralisation or even decentralisation is not enough to guarantee patient safety. Although centralised systems offer uniformity and control measures, this needs to be enhanced with effective local execution and responsibility. On the same note, decentralised systems demand high levels of oversight, communication and standardisation to avoid variability and errors. There is a need to have a balance between the two methods with the help of well-established governance structures and constant supervision to enhance decision making, accountability and avoidance of a similar situation in the future.
[bookmark: _heading=h.1vpsu3q1xiqo][bookmark: _Toc226223324]2.3  Leadership Theory Application
The case of morphine overdose in Len illustrates that there are a lot of leadership dilemmas at various levels of the healthcare structure. The use of leadership theories is a systematic approach to assessing the role of leadership behaviours on decision-making, communication, and ultimately patient safety outcomes.
According to the Great Man Theory, leadership is motivated by people who have an inner authority and charisma. In the present case, the aspects of this theory can be observed in the case of the GP who was the sole decision-maker in making clinical judgments when prescribing morphine during a telephone visit. The GP used professional knowledge and authority to address the pain of Len, and this is consistent with the command-based style of leadership (Clark and Mcquade, 2024). Even though such decisiveness might be appropriate in time-sensitive clinical scenarios, it restricts team contributions and decreases the possibility of shared decision-making. The lack of multidisciplinary participation, especially the lack of pharmacists or nurses in the activities of prescriptions and patient education, indicates the drawback of individual leadership and the lack of collaboration on the system level (HSSIB, 2026).
Trait Theory also elaborates leadership performance on the personal traits of an individual, like confidence, decisiveness, and empathy. In the case of Len, clinical confidence and decisiveness were exhibited when the GP prescribed morphine at the right dose, which was reduced. Nevertheless, empathetic communication or patient-centred interaction is not well evidenced, especially in the process of ensuring that Len and his wife comprehended the dosage instructions. Based on the research, the presence of emotionally intelligent leadership contributes significantly to the improvement of patient safety culture and the effectiveness of communication within healthcare teams (Lee and Jang, 2023). The absence of effective communication implies that there is a deficiency in the qualities of relational leadership, which can have led to the failure of the patient to comprehend the instructions on medication.
The behavioural leadership theories differentiate between task-oriented and people-oriented leadership. Leadership behaviours in this instance were very task-oriented, and clinical outcomes, such as pain management, dominated, and communication and patient education were ignored. As an example, the prescription was done according to the national guidelines, but there was a particular lack of focus on the administration of drugs at home safely. Research indicates that healthcare settings, where task and people-oriented leaders have equal representation, have fewer safety incidents because of enhanced teamwork and communication (Mistri et al., 2023). Lack of people-oriented leadership behaviours is demonstrated by the inability to provide clear instructions or ensure that patients comprehend what they are expected to do.
Contingency and situational leadership theories underline the importance of the situation-based change in leadership style depending on the ability of the team and the complexity of the situation. The situation surrounding the COVID-19 pandemic also affected the use of remote consultations by the GP, as it showed a degree of situational adaptation. The leadership response was, however, not comprehensive in explaining the increased risks of remote prescribing, especially on high-risk medications such as morphine. Situational leadership would have necessitated extra measures, including follow-up communication, pharmacist counselling, or aids to help patients comprehend. There is evidence to suggest that adaptive leadership enhances patient safety outcomes through the ability to offer flexible responses to complicated clinical scenarios (Buka and Truman, 2024).
The Tannenbaum and Schmidt Continuum sheds light on the different leadership styles, which include autocratic and participative types of leadership. The leadership in the case of Len was mostly autocratic, where decisions were made by the clinicians without involving the patient or family in comprehending and handling the medication. Such non-participation narrowed down the joint responsibility and diminished the chance of detecting possible risks. It has been demonstrated that participatory leadership (where patients and families are involved in decisions) can contribute to better safety outcomes and fewer errors, especially in medication management (Grimes and Guinan, 2023). The lack of such an approach points to a lack of opportunity for collaborative care.
Transformational leadership, vision, motivation and system improvement seem to be missing in the case to a large extent. Transformational leaders ensure a high level of safety culture, open communication, and implement the changes at the system level to avoid errors. Contrastingly, the system here was reactive as opposed to proactive because it responded to the incident after it happened, as opposed to preventing it with their well-developed safety measures. It has been shown that transformational leadership is linked to better patient safety results, increased staff morale, and enhanced performance of organisations (Singh et al., 2024). The absence of active safety measures, like better labelling procedures or education of patient approaches, shows that there is little transformational leadership at the organisational and system levels.
Critically speaking, the leadership in this case was largely reactive and command-based as opposed to being proactive and purpose-oriented. Although the technical aspect of the clinical decisions was adequate, the absence of holistic leadership that covers communication, teamwork, and system design led to the negative outcome. According to the data on patient safety research, ineffective communication and weak safety culture are considered the major factors that contribute to medication errors, which supports the significance of effective leadership in avoiding such occurrences (Elliott et al., 2024).
Table 2: Leadership Theory Application with Examples and Supporting Data
	Theory / Model
	Application Example
	Supporting Data & Critique

	Great Man Theory
	A senior clinician led change through strong personal authority and charisma during the medication safety incident.
	While effective in urgent situations, over-reliance on individual leadership reduces system resilience and team-based decision-making, increasing long-term risk (WHO, 2026).

	Trait Theory
	The leader demonstrated confidence, decisiveness, and empathy when responding to the morphine overdose incident.
	Evidence suggests emotionally intelligent leaders improve staff morale and safety culture, with up to 22% higher staff satisfaction reported in healthcare settings (Lee and Jang, 2023).

	Behavioural Theories
	Leadership focused more on task completion (drug administration efficiency) rather than staff communication and collaboration.
	Studies indicate that balancing task-oriented and people-oriented leadership reduces clinical errors, with hospitals reporting up to 30% fewer safety incidents when communication is prioritised (Mistri et al., 2023).


Table 2: Leadership Theory Application with Examples and Supporting Data 
(Source: Author)
In addition, system-level performance indicators can also be used to determine the effectiveness of the leadership, including incident reporting and safety culture. According to NHS information, medication errors are a recurring problem even with the current policies, and it is possible to infer that leadership approaches have not entirely considered systemic risks (NHS England, 2026). This underscores the necessity of the more distributed leadership styles, where the patient safety responsibility is distributed throughout the teams and not vested in a single position.
To sum up, the analysis of leadership theories demonstrates that there was a shortage of adaptive, participatory, and transformational leadership despite the presence of such aspects as decisiveness and clinical competence. The type of leadership used was not quite suitable to the complex nature of the situation, especially in the case of high-vigilance drugs and remote care. Better communication, understanding of the patient, and proactive system design could have worked better, creating a more balanced approach to the process, incorporating emotional intelligence, team collaboration, and all this could have led to the incident being prevented.
[bookmark: _heading=h.1w2bmsb3gzun][bookmark: _Toc226223325]2.4 Critique, Improvements, and Lessons Learned 
The failures in leadership and interaction between the governance are identified as a major issue in the case study, especially in medication safety management. One of the most significant problems was the poor culture of escalation, whereby employees were hesitant to raise issues because of the hierarchical obstacles and the fear of being blamed. This is a manifestation of the lack of psychological safety, which is essential in efficient reporting systems and patient safety outcomes (Lee and Jang, 2023). This form of leadership was seen to be responsive and not proactive, as it was concerned with responding to incidents and not preventing them.
The lack of timely reporting of errors is another indication of a gap in governance since insufficient data promptly constrained the effectiveness of the organisation's response to the risks of medication. There is evidence that medication errors are not always reported or reported in due time, which further exposes patients to harm and systemic inefficiencies (Elliott et al., 2024). This is a sign of a lack of integration of strong digital reporting systems and decentralised decision-making frameworks that would enable frontline employees.
The other very serious problem was the problem of labelling confusion of medication, especially on morphine preparations. The lack of standard labelling within the system also played a direct role in the overdose case, as this is an instance of a failure of centralisation in terms of national regulatory control (HSSIB, 2026). Although the centralised systems are to promote uniformity, this example shows that poor national standards could pose a large number of risks.
The contribution of weak governance mechanisms was also not excluded, with inadequate audit trails and accountability both at the organisational and system levels. Clinical governance needs to be effective and necessitate a constant check, a feedback cycle, and well-established responsibilities, none of which were present in this situation (Buka and Truman, 2024). This shows the value of incorporating governance in leadership practices in order to make them accountable.
In terms of leadership, the strategy was mostly task-based, and operational efficiency was more important than communication and collaboration. It has been demonstrated that balanced leadership, where tasks and relations are equally considered, is effective in enhancing patient safety results (Mistri et al., 2023). Moreover, it lacked transformational and emotionally intelligent leadership, which reduced the staff engagement and learning.
Table 3: Problem–Data–Improvement Analysis
	Problem
	Evidence/Data
	Improvement Strategy

	Poor escalation culture
	Staff hesitation in raising concerns due to fear and unclear reporting structures in medication incidents
	Build psychological safety through leadership training and open communication systems

	Delayed error reporting
	Significant proportion of medication errors reported late, reducing timely intervention
	Implement digital reporting systems and empower frontline staff for immediate escalation

	Confusing medication labelling
	Similar morphine formulations contributed to overdose risk in the case study
	Standardise national labelling and introduce barcode medication administration

	Weak governance and oversight
	Lack of consistent monitoring and audit of medication practices at local level
	Strengthen clinical governance frameworks and introduce real-time audit systems

	Communication breakdowns
	Poor interprofessional communication impacted safe medication administration
	Promote teamwork training and interprofessional collaboration strategies


Table 3: Problem–Data–Improvement Analysis
(Source: Author)
In solving these problems, organisations ought to implement digital reporting systems, reinforce the governance frameworks, and advance the distributed models of leadership. Safety management can be improved with the help of technologies, including AI and digital twins (Elkefi and Asan, 2022). Also, interprofessional collaboration and constant training can help to enhance communication and minimise errors (Grimes and Guinan, 2023).
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Figure 4: Morphine oral sulphate
(Source: HSSIB, 2026)
To sum up, the combination of centralised systems vulnerabilities, reactive leadership, and lack of good feedback mechanisms resulted in the unfavourable results. The lesson that health organisations should learn is that safety is a matter of interconnected systems, leadership that is proactive and governance that is based on data. It is necessary to constantly use performance data, staff feedback, and safety metrics to make them accountable and improve them over the long term (WHO, 2026).
[bookmark: _heading=h.wm00bitzxbpz][bookmark: _Toc226223326]3. Recommendations
Among the systemic failures that the case study has identified, transformational and distributed leadership approaches should be adopted by the organisation as the top priority. Transformational leaders can build a culture of openness, trust, and psychological safety so that the staff is free to report risks without fear of being blamed (Broome, 2024). This will be necessary in enhancing incident reporting and empowering patient safety culture. Simultaneously, the idea of distributed leadership must be promoted to enable frontline employees to make decisions faster and provide more responsive care.
It is also important to strengthen the systems of governance (Eeckloo and De Regge, 2023). The organisation must have strong clinical governance systems, such as real-time audit systems, clear accountability lines and frequent audit of medication safety practices. The implementation of digital reporting platforms may guarantee a timely error reporting procedure and allow for making decisions based on data. Such systems are expected to be incorporated in the various departments to improve transparency and coordination (Eeckloo and De Regge, 2023).
Another important priority is to improve communication. The implementation of daily safety huddles may help to identify any risks proactively, enhance teamwork, and provide the transfer of critical information that is effective among medical workers (Broome, 2024). Also, the interprofessional training programs are to be introduced in order to improve collaboration and minimise communication failures.
Technically, the organisation ought to invest in barcode medication administration systems so as to reduce the possibility of human error in drug dispensing and administration. This is in line with the evidence-based practices that have a great impact on minimising the medication-related incidents (Eeckloo and De Regge, 2023). Moreover, the use of modern technologies, including AI-based surveillance, would enhance predictive risk management and efficiency.
In order to increase the level of allocative efficiency, it is recommended to allocate resources to such risk areas as medication safety, training of staff, and digital infrastructure. The organisational practice of continuous learning, such as regular feedback loops, incident reviews, and staff engagement surveys, should be integrated into continuous learning mechanisms.
Lastly, the engagement of stakeholders and co-production must be enhanced by including patients, families, and frontline staff in safety enhancement programs. Through this inclusive manner, policies are feasible, situation-based, and long-term. On the whole, the suggestions represent the focus on the transition to proactive leadership, combined systems, and constant improvement to make healthcare delivery safe.
[bookmark: _heading=h.548w9m7malbh][bookmark: _Toc226223327]4. Conclusion
The case study indicates severe leadership shortcomings, such as the inability to make decisions in a reactive manner, the lack of psychological safety, and the lack of staff empowerment. Analysis of the systems thinking showed weaknesses like poor communication, inadequate medication safety processes and fragmented governance. These structural vices, coupled with task-oriented leadership, led to delayed reporting, accountability problems, and high chances of harm. There was an absence of connection between the governance structures and the frontline practice, which also increased the failures in the system. Notably, the results indicate that an individual-based performance is not enough. Systems thinking is more sustainable in terms of making improvements, through focusing on interdependencies, reinforced feedback loops and continuous learning to create safer and more resilient healthcare systems.
Systems thinking considers the incident as caused by an array of interacting weaknesses in the overall system rather than by an isolated failure. Weaknesses identified included poor visibility of medication labelling, untimely or inappropriate design of dosing instructions, and failure to make sure patients and their caregivers could accurately interpret correct dosage information.
Within healthcare organisations, the goal of leaders may have been to comply with procedural requirements rather than to proactively identify risks and mitigate them. Therefore, they may have missed opportunities to identify potential hazards proactively. This indicates that there is an imbalance between how policies are supposed to be followed and how they are actually being followed and also reflects that the governance mechanisms did not fully protect the vulnerable individuals for which they were developed.
[bookmark: _heading=h.vtuqwvgbwudw]This example shows how applying systems thinking will lead to greater improvement for a longer time in patient safety than teaching individuals and blaming them (Len, for example). With systems thinking, we focus on how we can change processes, improve communications (by using tools), and focus on human factors of care delivery, rather than blaming either Len or his wife.
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Step 5 — start a weak opioid in addition to paracetamol and/or a NSAID
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