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[bookmark: _kczmwez0belf]Introduction
Effective healthcare leadership is needed to solve complex patient safety and quality problems in healthcare systems (Falade et al., 2024). Len's case is an actual case of a misdosed unintentional overdose of morphine that occurred due to dispensing, prescribing and administration issues. Rather than blaming individuals, the HSSIB investigation took a systems-based methodology, focusing on the cultural interactions between practitioners, patients, systems and procedures, technology and environment. Leadership is about influencing people and multi-disciplinary groups by communicating, collaborating and making evidence-based decisions to reach the shared healthcare objectives (Liang et al., 2025). In healthcare organisations, a decentralised system allows greater health professionals' autonomy, local responsiveness and problem solving, while a centralised system enables standardisation, accountability and governance consistency. Innovation, regulatory compliance, and adaptive decisions in changing circumstances are served by transformational, transactional, and situational leadership, respectively (Su, 2024). Adopting adequate leadership regimes is critical when facing crises that require concerted multi-disciplinary responses. The number of patient safety incident reports submitted to NHS England in 2024/25 was around 2.7 million, highlighting the ongoing significance of leadership and organisation in driving up patient safety.
Len's case helps to reinforce the fact that patients who are vulnerable can suffer in ways that could have been prevented if the patient, the communication system, the governance system and the medication system did not all work together. With remote consultations, fragmented communication, and misunderstood medication instructions all presenting further risks during the period of COVID-19, there was a need for adaptive and patient-centred leadership. Safety culture, better multidisciplinary coordination and organisational resilience during complex clinical situations are strengthened by effective leadership (Ali et al., 2024). In addition, primary care carries out around 97% of all patient contact in the NHS, and between 20,000 and 30,000 significant avoidable harm incidents occur every year (NHS Dorset, 2024). Which is making the need for effective leadership throughout healthcare services (NHS) even more pertinent. By applying systems thinking, governance, leadership theory and an organisational improvement lens, critical analysis of Len's case is carried out. It examines the way that centralised and decentralised systems impacted patient safety, communication, accountability and decision-making along the care pathway. The report includes evidence-based recommendations that outline how good practice in leadership and governance ensures patient safety, organisational learning and ongoing quality improvement after serious medication-related incidents.
[bookmark: _mg973p2c4mfp]Main Body and Analysis
[bookmark: _uq1uaddrrs34]a. Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture
[bookmark: _uetomyhcu4jy]Problem Definition
Len's case illustrates a significant medication error, an accidental overdose of morphine sulphate oral solution. The overdose was due to inaccurate directions for medication administration in the community setting (Hssib.org.uk, 2022). Significantly, HSSIB detected interacting system failures rather than finger-pointing at individual acts of negligence. The dosage of the prescribed morphine was based on the national clinical guidelines about Len's age and kidney function. 
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Figure 1: Morphine sulphate liquid bottle packaging and labelling and dispensing label on the outer box
(Source: Hssib.org.uk, 2022)
[bookmark: _GoBack]However, non-administration of the drug occurred due to lack of attention to prescribed directions that were placed on the exteriors of the medication bags. Len understood strength information from manufacturers to be dosage instructions given. Therefore, three overdoses of morphine may have played a part in the worsening of respiratory function as well as pneumonia and the gradual development of neurological illness. HSSIB found that poor medication packaging, communication, human factors, and organisational system factors acted together to impact on adverse outcomes (Hssib.org.uk, 2022). Hence, systems thinking offers a wider framework in which to recognise complex failures of interconnected organisations in the context of medication safety. There is still a significant global concern around medication-related harm that needs collective leadership, governance and organisational improvements. According to the World Health Organisation, worldwide there are roughly US$42 billion annually in health care costs attributed to medication errors (Naseralallah et al., 2023). In addition, unsafe medication practices continue to be one of the major avoidable contributors to patient harms preventable deaths worldwide (World Health Organization, 2024a). The findings highlight the safety of medications as more than individual episodes of clinical error but also healthcare system performance.
[bookmark: _bmi6w9ydi46s]National and International System Context
Ongoing global quality improvement projects in healthcare have not been able to put an end to medication safety issues, as found in data from different countries around the world. Drug-related morbidity (DRM) is a common and potentially devastating event for millions of people in all health care settings each year (World Health Organization, 2024b). Medication errors have a disproportionate impact on older adults whose physiological resilience is on the decline, and who suffer from multimorbidity and polypharmacy. Xie et al. (2023) analyses also concluded that medication safety as an emerging issue across countries within the population of older citizens. The number of patient safety incidents reported was estimated to be 2.7 million (Gens-Barberà et al., 2021). One of the most prominent areas where there were repeated medication incidents to be investigated and continually improved through organisational activity was where the medication was administered and was a target of improve as part of organisational activity. Moreover, more than 3 million deaths occur per year that can be prevented every year through systematic improvements to patient safety via patient safety programmes (WHO, 2023). This research shows that using a leadership model, safety interventions have a positive effect on health care systems in both organisational and patient outcomes. Resilient healthcare systems also rely on continual organisational learning, not blame, as the Institute for Healthcare Improvement (IHI) notes. As such, Len's experience mirrors the internationally recognised issues of drug safety which need to be led by inter-organisational collaboration between multiple healthcare organisations.
[bookmark: _3h3ih052agqh]System Weaknesses and Governance Analysis
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Figure 2: Key Systems Thinking Concepts
(Source: Week 2 Lecture notes)
Systems thinking acknowledges that as well as individual “mistakes”, bad things happen within and between systems as a result of these working together (Davis et al., 2023). The communication mistakes in prescribing, dispensing, counselling and administration processes were responsible for Len's overdose. Dispensing was in accordance with government regulations, but dosage instructions were not sufficiently prominent during use. Strength information about the manufacturer overshadowed personalised instructions for dispensing attached externally on medication (Penati, 2024). However, human factors exacerbated organisational risk about age, lack of dexterity, hearing loss and memory loss. The conditions/circumstances of the patients led to a greater need for effective communication and for medicines counselling being provided fully across care pathways, including packaging. Local governance had a direct impact on dispensing practices, pharmacist communication, labelling of medication and responsibilities for patient education. Institutionalisation of standards, capabilities of the workforce, professional oversight and service coordination mechanisms were influenced by regional governance (Martineau et al., 2022). National governance set medicines legislation, packaging rules for medicines by the MHRA, guidelines for medicines prescribing by NICE and expectations from clinical governance. Therefore, leadership was no longer limited to professional practice but had to be shared across organisational boundaries. NHS England (2024) published the latest trends in workforce pressures on service capacity, patient safety and organisational resilience in 2024/25. Communication breakdowns, workload pressures, delayed reviews and preventable medication-related incidents (PMRIs) are all associated with workforce shortfalls. The interweaving organisational pressures illustrate the need for good governance, leadership and salutary performance between the parts of the system in health care.
[bookmark: _fvhcmuq7kxgx]Applying Systems Thinking Through the Rich Picture
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Figure 3: Medication Safety Rich Picture
(Source: Self-Developed)
The Rich Picture helps to capture the complex interactions that led to Len's morphine overdose by consolidating the elements of people, clinical processes, system factors, governance, consequences and organisational learning. It shows, with focus groups, the involvement of HSSIB, the GP, the hospital staff, the pharmacist and their engagement with external factors, notably NHS England, NICE, MHRA and COVID-19. Identifies the impact of poor communication, labelling, human factors and organisational issues in the clinical journey from GP review to medicine administration that contributed to the overdose. This is a reminder of the importance of ongoing education, medication safety and healthcare system governance and control to avoid further collisions in the future.
[bookmark: _ftlnep5ye1n]b. Centralisation or Decentralisation within the Case Study
[bookmark: _njatuh1phuig]Centralised System Analysis
According to the case study, Len's case primarily reflected a centralised organisational structure. According to Turato, Whiteoak and Oprescu, (2024), a centralised organisational structure is stated as a structure where decision-making is concentrated within top professionals and hierarchies. As per the case study, the health care professionals and organisations are particularly responsible for the clinical decisions, while patients and family members had limited authority to make clinical decisions. The investigators found that the section of education, prescribing decisions, and other hospital management followed the nationally standardised protocols like the “Medicines and Healthcare products Regulatory Agency”, “the British National Formulary” (BNF) and NICE. 
[image: ]
Figure 4: Lens’ care details
(Source: Hssib.org.uk, 2022)
The centralised aspect of the decision-making is clearly evident from the care pathways of Len. For example, the GP decided on pain management alone after the failure of ibuprofen and paracetamol. The GP then prescribed morphine sulphate oral solution at an initial dose of 1.25-2.5 ml every four hours (Hssib.org.uk, 2022). On the other hand, the decision-making is also centralised within the pharmacy and hospital, which has created a major issue. The community pharmacy followed the prescription and placed a dispensed label containing the dosage instruction. The pharmacy did not consider additional labelling as Len is 89 years old. A decentralised decision-making approach would have ensured that the pharmacy followed a personalised instruction based on the patient’s need. 
The centralisation was further demonstrated as the organisation strictly relied on national regulatory frameworks. The manufacturers, pharmacies, and hospitals all followed the guidelines. Len was prescribed 1.25-2.5 ml every four hours, but the patient mistakenly took 5ml on three occasions (Hssib.org.uk, 2022). It was difficult, as evidenced on the oral syringe, to measure 1.25 ml, which ensures there is a lack of person-centred decision-making (Ho, Chung and Chiang, 2023).    
[bookmark: _tidvp7i1f3ai]Critical Analysis: Advantages and Disadvantages of Centralisation
Advantages 
The centralised system provided the following advantages during the treatment of Len.
1. Centralisation maintained consistency in clinical decision-making as the GP followed the nationally recognised pain management guidance. The GP moved progressed go next stage when previous therapy failed. This highlights the effectiveness of evidence-based prescription standards rather than judgements (Naz, 2025). Standardisation reduced unnecessary conflict between practitioners and improved patient safety. 
2. According to the case study, the centralisation process strengthened accountability as clinical decisions can be traced directly to the professionals and national policies. The investigation found that GP’s clinical decision was appropriate and centralised governance made sure that the officials acted according to the accepted standards. 
3. The crisis management of the hospital also showed the importance of centralisation. Len went through a systematic assessment based on centralised guidance, including blood tests, chest X-ray, ECG, and others (Hssib.org.uk, 2022). This followed the opioid toxicity guidelines to give a coordinated response. 
Disadvantages   
However, the centralised structure created significant issues in crisis management and decision-making, according to the case study of Len.
1. The centralised structure mainly hindered crisis management because decision-making remained with the professional system only. The prescription did follow the centralised labelling process and displayed 5 ml and Len interpreted it as their required dose. This highlights that the centralised labelling process failed the legal requirements, as the label itself was the issue for Len. 
2. Centralisation reduces decision-making flexibility within an organisation or structure (Syafri and Fkun, 2024). The pharmacy failed to provide patient-specific adjustments to communicate clearly that Len needs to take a 1.25 ml dose. This highlights the centralised failure to identify any opportunities for making a professional judgment.  
3. From the perspective of crisis management, accountability was weak despite the chain of events that could have been traced back. There are multiple organisations that approved Len’s process, and all often followed the national standards. The investigation also could not provide any proof regarding the pharmacy or GP. There was no Yellow Card Adverse drug care report as well, which should have been completed (Hssib.org.uk, 2022).
This shows decentralisation ensures regulatory compliance and consistency, but it needs person-centred communication and adaptable medication practices.  
[bookmark: _idxtgtvcqcnd]Brief Description of Decentralisation issue 
Despite Len’s care occurring within a nationally regulated NHS framework, the frontline clinical workers showed decentralised decision-making, which needs to be addressed. The individual healthcare professionals showed autonomy when assessing the condition of Len. For example, they independently selected the personalised morphine dose appropriate for the patient’s age. The clinicians in the hospital also independently interpreted the changing respiratory condition of Len and provided appropriate treatment, 
The decentralised clinical authority supports patient-centred care as stated by the paper (Pilnick, 2023). This means decisions were tailor-made based on the condition and needs rather than following rigid protocols only. However, decentralisation increased communication variability and medication safety practices.  The investigation by HSSIb was unable to determine the counselling practice by the pharmacy because the pharmacy did not participate in the investigation process. This limits the accountability process. Similarly, there is uncertainty regarding safety advice provided during the time of medication prescription. This clearly states that the decentralisation principle enhances clinical flexibility through individual professional judgement. However, it is important to have consistent communication and robust governance processes to ensure the safety of patients.  
This highlights that the case study issue is a combination of both centralisation and decentralisation issues. 
[bookmark: _si2tq2frpsxs]c. Leadership Theories and Application to the Case Study
[bookmark: _cv9dud45q15f]Critical analysis of Behavioural Leadership Theory
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Figure 5: Behavioural Task vs People-oriented Theory
(Source: Week 5: Lecture notes)
As per behavioural leadership theory, effective leadership depends on what the leaders do rather than who they are (Week 5: Lecture notes). It highlights two complementary leadership dimensions, which are task-oriented and people-oriented. The task-oriented dimension focuses on goals and structures work accordingly. On the other hand, people leadership likes to build relationships and encourage collaboration (Ali and Siddiqui, 2023).  
Applying to the case study and Evidence 
According to the behavioural leadership dimension, the behaviour pathway for Len’s case predominantly reflected task-based behavioural leadership. The stakeholders, like GP and pharmacy, followed the approved guidelines and structure for Len's treatment. GP’s initial low-dose prescription was right, which showed strong operational leadership focused on governance. However, behavioural theory also shows balancing the people-oriented leadership part that was less evident in the case of Len’s. The GP or pharmacist did not try to build a relationship or try to understand whether Len or his wife understood the dose of the prescription.
Thus, it can be concluded that the leadership effectiveness was partially appropriate as leaders only showed task orientation and lacked the people dimensions that were very much crucial for Len. 
According to Tate et al. (2023), in the healthcare facility, balancing task and relationship-focused leadership is essential. The leadership behaviour improves patient safety and creates a strong safety culture. Len’s care workers showed insufficient people-oriented behavior like lack of communication and a patient safety approach. On the other hand, Huang et al. (2024), during the early 21st century, 1 in 10 patients faced medication-related harms. However, patient safety through relationship building has significantly mitigated this issue over the years. The case of Lens against increased the medication-related issues to the forefront.   
[bookmark: _vosjbwg2jjm9]Situational (Contingency) Leadership Theory
According to the situational or contingency leadership theory, the leader needs to adopt a style based on situational need (Jia, 2025). Contrary to behavioural theory, it focuses on the situation and people only. In the healthcare environment, this theory is particularly important due to the complex situations. 
Application and Critical Analysis
Len’s case shows both effective and ineffective use of situational leadership style. For example, during the initial stages, the GP appropriately assessed the situation and reduced the dose of morphine to 1.25 to 2.5 ml due to his advanced age and conditions. This shows clinical judgement shown by the doctor rather than using a standard dose. Similarly, when Len was admitted to the hospital, the doctors changed treatment strategy according to the need. However, the leadership style became reactive rather than proactive. The healthcare professionals only altered medication after the initial overdose. The GP and leader in the pharmacy could not read the situation to communicate about the dose to Len and his wife. The leaders should have recognised that the standard medication would not be effective due to Len’s and his wife’s condition.  
According to Ghallab and Sallam, (2026), situational leadership in healthcare has a statistically significant impact on crisis management and service quality. The authors found situational leadership has “standardised regression coefficients” of 0.52 and 0.61 with service quality and crisis management. This indicates a strong positive influence for the leadership style. This indicates that if healthcare workers used an appropriate situational leadership style, then the issues with Len would have been avoided early. Further, it could have been used effectively during crisis management as well. This is why system learning and proactive risk management are essential. 
[bookmark: _3i1a25gfth7]Trait Leadership Theory
According to Peters, (2023), trait leadership theory states that the effectiveness of leadership is induced by personal characteristics and qualities shown by leaders. Trait leaders show consistent traits of integrity, sound judgment and emotional stability. They also show communication skills and emotional intelligence based on the situation. 
Application and Critical Analysis
During Len’s care, various positive leadership traits were shown. The GP showed sound professional judgement by recognising the appropriate morphine dose to control Len's pain. The hospital clinicians also showed clinical competence and decisiveness as well. They identified the toxicity and pneumonia and initiated the emergency treatment. These actions showed strong clinical knowledge and traits by the clinical leadership. However, trait leadership is beyond clinical or technical work, but its emphasis on interpersonal qualities. According to Len’s medication journey, interpersonal skills were shown less. There was a lack of communication or relationship to understand whether Len or his wife understood the doses or not. Greater empathy could have been shown based on the communication need.  
According to the paper by Ahmed et al. (2024), if healthcare leaders show integrity, compassion, and open communication, then it improves the patient experience. Throughout Len’s journey, there is a lack of open communication and empathy, which resulted in the overdose. Trait leadership thus highlights that Len's case did not go well because of poor communication or lack of professional knowledge. The incident shows a lack of interpersonal skills by leadership, including communication, patient-centredness, and empathy. 
The overall leadership analysis clearly showed there is a lack of consideration of people-centredness, which is crucial in the clinical workplace. It is essential that leaders show compassion throughout a patient’s care journey. The combination of governance and leadership issues was clearly responsible for Len’s medication overdoses.   
[bookmark: _hrkqzi5zfpvi]d. Improvement, and Lessons Learned
[bookmark: _k2qwl8cdbvow]Leadership and Governance Critique
Transitioning from the patient safety incident in Len's case to the complexities of the human factors, organisational processes, communication, and leadership failures that led to it shows that patient safety incidents are more complicated than simply a clinical error. National groups, such as NHS England, NICE and the Medicines and Healthcare products Regulatory Agency (MHRA), gave evidence-based prescribing guidelines and standards for the safety of medicines (Reece, 2026). Despite the GP prescribing an appropriate low dose and the pharmacist giving the right medicine, insufficient time for medication counselling and poor patient understanding resulted in Len misinterpreting the manufacturer dose as the prescribed dose. The incident was further caused by poor accountability practices throughout health organisations. Gens-Barberà et al. (2021) stated the trends for 2024/25 were about 2.7 million patient safety incidents reported, emphasising the need for further demonstration of leadership, governance and system-wide learning to ensure safer medicine uptake.
[bookmark: _vjwtj11yxjun]Missed Opportunities
· Patient understanding was not verified by the Teach-Back method, and counselling about medication was not customised for Len's age, hearing loss or decreased dexterity.
· Warning labels could be presented more clearly, collaborative electronic communication between healthcare providers, early reporting of issues by the MHRA regarding the packaging, and multidisciplinary reviews of medications may have prevented the incident of overdose and improved proactive risk management.
[bookmark: _d1q0wabugbwc]Evidence-Based Problems and Improvement Strategies
	Problem and Supporting Evidence
	Evidence-Based Improvement Strategy

	Overdosing due to medication labelling: In the case of HSSIB, Len took the manufacturer's medication strength for the prescribed dosage, which was a direct contributor to the overdose.
	Improved medication packaging through human factors design, such as improved dosage instructions, larger font, colour differences and enhanced MHRA labelling guidelines.

	Lack of communication and patient vulnerability: Naseralallah et al. (2023) estimate that medication errors cost US$42 billion a year, and older adults are especially exposed because of multimorbidity and/or polypharmacy.
	Establish counselling through Teach-back, medication review by a pharmacist, brief & easy verbal drug instructions, and pharmacist-led risk assessments for high-risk older people.

	Limited governance and learning: Gens-Barberà et al. (2021) revealed the number of patient safety incidents in 2024-25 was 2.7 million, with primary care accounting for approximately 90% of NHS patient contacts, requiring improved communication and ongoing learning opportunities.
	Introduce integrated electronic medication records, multidisciplinary communication, digital incident reporting, robust governance reviews, workforce support and transformational leadership to enhance accountability, patient-centred service and sustained performance improvement.


Table 1: Problems, Evidence and Improvement Strategies
(Source: Self-Developed)
[bookmark: _hm5ye73jeqsz]Critical Evaluation of Improvement Strategies
To ensure the safety of medicines, working together with service redesign at an organisation and leadership level is more important than fixing individual processes. Medication labelling could be adapted to reflect human factors to enhance clarity and minimise medication administration errors, especially among vulnerable older adults (Ghassab-Abdollahi et al., 2024). Using the Teach-Back approach, a patient informational method relies on the ability of healthcare providers to confirm patient understanding and gain insights before the person is hurt. Digital incident reporting systems also enable the organisation to learn from the incidents that are reported; being able to report incidents promptly, analyse trends and share nationally via the HSSIB and NHS England are all useful in moving towards organisational learning. Leadership development should be a blend of behavioural, situational and transformational leadership to build communication, adaptability and teamwork (Pigola et al., 2024). These evidence-based improvements, combined, help to create a better safety culture, which drives accountability and enables ongoing quality improvement within healthcare organisations.
[bookmark: _tlfaz74nwtu2]Lessons Learned for Healthcare Organisations
There are a number of lessons to be learned from Len's case for healthcare organisations.
· It is important that patient safety is achieved by integrated leadership, good governance, effective communication and a robust organisational safety culture, not through singling out individuals for blame.
· The need for person-centred care for the more vulnerable users of services should be matched with National standards and local flexibility.
· To increase accountability, build resilience, and minimise avoidable medication harm, human-centred medication design, multidisciplinary cooperation, continuous reporting and organisational learning are crucial.
[bookmark: _rhnx1gtts1jv]Interaction Between System Structure, Leadership and Feedback
· System Structure and Leadership: The organisational structure and leadership were found to play a role in patient safety within Len's case. Communication standards and regulation (NICE and MHRA) were subject to centralised control, which meant no option to tailor communication for a vulnerable older patient. Decentralised clinical practice, on the other hand, showed the importance of professional judgement but resulted in inconsistencies in counselling and communication between the different courses of care.
· Organisational Feedback and Lessons: With an investigation that looked at the incident from a system perspective, rather than an individual one, the HSSIB investigation became an opportunity for organisational learning. It made recommendations to ensure the safety of medicines, governance and regulatory oversight. It highlights the importance of ongoing feedback, evidence-based improvements and effective leadership to promote a culture of patient safety and improve accountability throughout healthcare organisations.
Len's case illustrates that to improve medication safety with sustainability, a coordinated multi-faceted approach to change is needed rather than a focus on isolated procedural interventions. Systems thinking helps to emphasise the need for a combination of human factors, teamwork and ongoing organisational learning to meet patient safety goals and expectations within the practice. The findings of these HSSIB investigations, along with those of NHS patient safety data, suggest a strong and proactive sense of leadership, better governance arrangements and better establishing the patient's point of view can help prevent harm. The NHS can build its organisations' resilience, enhance medicines use security results, and greatly boost a focus on quality improvement that will safeguard vulnerable patients and enable safer services, by promoting shared accountability for clinical practice, evidence-based decision making and continuous monitoring throughout the healthcare ecosystem.
[bookmark: _cabnul1iscsl]Recommendation
Based on the findings from Len's case, the following recommendations aim to strengthen leadership, governance, communication and medication safety across NHS primary and secondary care organisations.
Recommendation 1. Adopt Transformational and Situational Leadership
The integration of transformational and situational aspects of leadership will facilitate healthcare organisations in enhancing patient safety. A culture of collaboration and continuous learning and patient-centredness, supported by transformational leadership, will be fostered, and adaptability in how communication and decision-making are led in accordance with patient needs will be enabled by situational leadership. Leaders should ensure that a personalised counselling procedure is used when members of staff are providing counselling to vulnerable patients, including older adults, rather than using a standardised procedure. Alanazi et al. (2025) indicate that adaptive leadership enhances teamwork, safety culture, and organisational resilience during times of complexity and multiple crises.
Recommendation 2. Enhance Governance and Medication Security.
Governance should take steps beyond compliance to proactive risk management. Mandatory and regular medicine safety audits and pharmacist-led risk assessments for high-risk medicines within NHS organisations. Packaging and labelling of medicines should be based on human factors principles that help reduce administration errors. Additionally, HSSIB recommendations need to be tracked consistently and incorporated into local government structures of clinical governance to ensure that they are implemented and held to account.
Recommendation 3. Enhance Communication and System Integration
Healthcare organisations need to improve multidisciplinary communication by ensuring providers have integrated electronic medication records shared between GPs, community pharmacy and hospital. Patients receiving high-risk medicines should routinely use standardised communication tools, like Teach-Back, and be provided with checklists for counselling on medications (O’Mahony et al., 2023). Improved sharing of information will lead to better continuity of care, fewer information breakdowns and safer handoffs between health care settings.
Recommendation 4. Increase Technical and Allocative efficiency
The use of healthcare resources ought to be determined based on the risk of the patient to enhance both allocative and technical efficiency. Pharmacist-led medication reviews and more counselling are required for older people, patients with multiple long-term health conditions and patients taking high-risk medicines. Digital prescribing systems, EDCTs and electronic incident reporting should be enhanced to limit repetition, avoid medication errors and optimise resource use. These interventions help standardise care at a lower risk of harm and optimise resource utilisation.
Recommendation 5. Enhance Continuous Learning, Stakeholder Engagement and Co-production
Using education and learning through the analysis of medication incidents, multidisciplinary medication safety reviews or sharing lessons learned from other healthcare organisations to create a culture of continuous learning within healthcare organisations. Co-producing approaches to active involvement of patients and carers in the design of the medication information, safety measures and programmes for quality improvement. More stakeholder engagement will lead to greater understanding by patients, increase patient trust and ensure that healthcare services better meet vulnerable populations' needs (Pellegrini and Lovati, 2025).
Recommendation 6. Monitor Performance Through Evidence-Based Quality Improvement
Methods of continuous improvement should be guided by regular assessment and measurable performance indicators. Medication incident rates, patient understanding, medication incident reporting compliance, medication counselling completion and HSSIB recommendations implementation in NHS organisations should be monitored. Adopting these data, leadership teams should judge efforts to improve, fit in evaluations of the performance of organisations and detect new risks that come up. Focusing on embedding evidence-informed decision-making in governance systems will boost accountability, enhance medication safety, and enable sustainable quality improvements beyond individual healthcare organisations. 
[bookmark: _2wec567fimxt]Conclusion
Len's case shows that serious medication safety incidents do not typically follow a single, clinical cause but occur as a result of the interaction of leadership, governance, communication, organisational processes, and human factors. The systems thinking tool revealed the multiple failures along the medication pathway, which were identified as prescribing, dispensing, counselling and administration of medicines, as they led to the cul-de-sac effect of the overdose of morphine. The analysis identified that the mix of confusing medication labelling, a lack of effective communication, patient-centred counselling and organisational coordination also played a role in the harm. The Rich Picture also provided another example of how various aspects of patient, healthcare professional, regulatory, and organisational systems can impact medication safety.
Assessment of the centralised and decentralised healthcare structures revealed that centralisation can increase standardisation of the healthcare system, ensure regulatory compliance and provide accountability, but can also limit flexibility to provide care for specific patient needs. Peer-to-peer (decentralisation) is beneficial to professional autonomy and personalised clinical decision-making, but demands strong governance and good communication to reduce the risk of variation in practice. Behavioural, situational and trait leadership theories were applied and found that while the appropriate clinical decisions were being made, patient understanding and the risks of harm were limited by ineffective people-centred leadership, proactive communication and adaptable decision making.
[bookmark: _ipvym8qzh681]Effective leaders, effective governance and 'systems thinking' are essential to creating better patient safety and resilience in organisations, the report states. Transformational and situational leadership, integrated communication systems, human-centred medication design, pharmacist-led medicine reviews and continual organisational learning are evidence-based recommendations that offer practical approaches to reducing medication-related harm. Routine practice can make it easier to embed continuous quality improvement, work in multidisciplinary teams, and patient-centred governance, which will strengthen NHS organisations' accountability, improve medication safety, and help establish a sustainable culture of learning that will lead to better healthcare quality and improve vulnerable patient safety.
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