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[bookmark: _Toc235987418]Case Summary 
Len was an 89-year-old man living independently at home with his wife. He had Charcot-Marie-Tooth disease (CMT) and, after a fall, developed chest pain and breathlessness. His medical history began with a general practitioner (GP) examination and hospital evaluation, during which he was diagnosed with a possible rib fracture. When his pain and breathlessness continued, the GP prescribed morphine sulfate oral solution 10mg/5ml at a reduced dose of 1.25ml to 2.5ml, to be taken up to every four hours when required. This prescribing choice was later characterized as clinically cautious by the Healthcare Safety Investigation Branch (HSIB) since Len was old, weak, opioid naive and showed signs of impaired kidney function (Healthcare Safety Investigation Branch, 2022).
 The damage took place following the prescription into home utilization. Len's wife collected the morphine from the community pharmacy. The correct dose was printed on a dispensing label attached to the outer box, but Len and his wife did not see that label. They read the manufacturer's bottle label, where the strength 10mg/5ml was printed in large type, and understood this to mean that Len should take 5ml as the dose. The given syringe could measure up to 5ml as well which supported their interpretation. Len swallowed 5ml three times or two to four times of the intended dose. The next morning his wife could not wake him, emergency help was sought, and Len was taken to hospital with suspected accidental morphine overdose, pneumonia and worsening respiratory problems. Although he initially improved, he later deteriorated and died (HSIB, 2022).
The case indicates a system issue in the areas of prescribing, dispensing, labelling, counselling, dose measurement, home administration and learning. It is not about individual blame but the possibility that a pathway that is dependent upon older patients and carers correctly interpreting multiple written cues in a high-risk situation is successful.


[bookmark: _Toc235987419]Introduction
This report examines an unintentional overdose of morphine sulfate oral solution of a man (Len) aged 89 years and diagnosed with Charcot-Marie-Tooth disease who had oral morphine contracted due to chronic pain and dyspnea following fall. The case is notable since it was not the prescription that was reckless: the GP recommended a lower dosage 1.25ml to 2.5ml, which HSIB saw to be appropriate given the age, medical vulnerability and impaired kidney functionality of Len. The grave fault came in when the drug took the community route to the domestic consumption. Len and his wife saw the manufacturer's strength label, 10mg/5ml, and understood it as the dose to be taken. This led to three 5ml doses and later hospital admission with suspected opioid toxicity, pneumonia and worsening respiratory difficulties (HSIB, 2022).
The report is meant to analyze the case as a systems-leadership problem as opposed to a mere mistake on the part of the patient. Leadership in health and social care refers to the art of influencing people, groups and organizations to accomplish common aims like safe, effective, compassionate and person-centered care. Leadership in any medicine pathway entails planning solid work, establishing transparent standards, assisting staff members to be honest with them, involving patients and carers, learning with weak signals prior to harm (Edmondson, 1999; Northouse, 2022; Yukl, 2013). Good leadership hence bridges the gap between policy and practice especially where the high-risk medicines are supposed to be handled at home by older people and families.
Centralisation and decentralisation are also taken into consideration in the report. Centralisation means that decision-making, rules and safety standards are concentrated at national or organisational centre level, for example through guidance from the Medicines and Healthcare products Regulatory Agency (MHRA), the National Institute for Health and Care Excellence (NICE), the British National Formulary (BNF) and NHS England's patient safety reporting system (Medicines and Healthcare products Regulatory Agency, 2020; National Institute for Health and Care Excellence, 2020; Joint Formulary Committee, 2021; NHS England, 2019). Decentralisation implies the distribution of power to local GP practices, community pharmacies, frontline clinicians and families who tailor care to the specific situation. The case of Len occurred in a quasi-system. The medicine and reporting system were determined by national rules, whereas the practical work was done by local professionals and the family.
A number of the leadership theories are employed. Theory X and Theory Y by McGregor along with Theory Z by Ouchi here named as XYZ theory are useful in determining whether the pathway was based on control, trust, collaboration, or shared responsibility. The leadership continuum developed by Tannenbaum and Schmidt takes centre stage as the case needed a shift towards the professional direction to the patient and carer participation direction. The choice of leadership style is important because a liquid opioid patient at home is weak and requires something more than an information written. The report therefore addresses the system problem and Rich Picture, the centralised and decentralised governance structure, leadership theory, improvement lessons, recommendations and conclusion.
[bookmark: _Toc235987420]Part A: Identifying the Problem and Setting the System Context
The main issue with the case of Len was that the medicine pathway brought the strength of the medicine more visible and meaningful to the family than the prescribed dosage. HSIB reported that Len was prescribed morphine sulfate oral solution 10mg/5ml at a dose of 1.25ml to 2.5ml, up to every four hours when required. The right-dose information was on a dispensing label on the outer box but was not observed by Len and his wife. They read the label on the bottle of the manufacturer indicating 10mg/5ml which they believed to be the dose hence Len consumed 5ml thrice (HSIB, 2022). This was not merely a matter of overdose, but of ineffective high-risk medicines pathway where correct dose was not clear and readily measured or tested. 
This is a local incident, but evidence demonstrates globally that there is a broader issue of patient safety. Unsafe medication practice and medication error are listed by the World Health Organization (WHO) as the primary causes of preventable harm, and the global cost is approximated to be approximately US $42 billion annually (World Health Organization, 2017). High-risk situations and transitions of care also make priority areas to WHO (WHO, 2022). The oral morphine case of Len perfectly fits into this pattern since oral morphine is a very dangerous opioid, since he was an older person, one with comorbidity, and his care shifted across GP, hospital, community pharmacy and home. According to Donaldson et al. (2017), medication harm is a system issue, not a question of individual precaution, and it is appropriate since Len and his wife became the only safety net.
The evidence on a national scale reinforces the argument that needs system change. Elliott et al. (2021) assumed 237 million medication errors in England each year, of which 66 million potentially clinical significant errors. They identified that 38.4% of medication errors happen in primary care and that the primary care prescribing provides 34% of what they may consider clinically significant errors. Avoidable adverse drug events were estimated to cost the NHS around GBP98 million per year, use 181,626 bed-days and cause or contribute to 1,708 deaths (Elliott et al., 2021). These statistics do not indicate that Len could ultimately have been entirely prevented but it indicates that the risk of medicines in the primary care is prevalent such that it requires programmed controls.
It is also supported by the Institute for Healthcare Improvement (IHI) framework of ensuring safe, reliable, and effective care. It introduces the aspect of safety as a system comprising of leadership, psychological safety, communication, reliability, measurement and continuous learning (Frankel et al., 2017). In the case of Len, communication was seen as imparting of information but not checking it. There was a lack of responsibility: the GP ordered, the pharmacy filled, the manufacturer used the bottle and syringe, the name was printed according to national regulations, and the parents made the patient use the medicines. No actor clearly owned the whole GP-pharmacy-home interface. 
Systems thinking describes the reason why the incident cannot be an isolated error. According to Reason, the most common model of reason proposes a Swiss cheese type of an accident, where a number of low-quality defences come into line (Reason, 2000). Defences were in place on the route of Len: the GP had added a low dose, the drug was dispensed and provided as written information, a leaflet and syringe and emergency assistance was obtained by the family. Nevertheless, the gaps involved a not-observed dose label, an inviting to wrong interpretation strength label, a syringe that could not easily measure 1.25ml, no good evidence of the teach-back and incomplete learning feedback. The Systems Engineering Initiative for Patient Safety (SEIPS) model similarly shows that outcomes emerge from the interaction of people, tasks, tools, environment and organisation (Carayon et al., 2006; Holden et al., 2013). The poor and unstable body, anxiety, pack design, low dose measurement and a lack of clarity in following it up were combined to generate harm.
Governance influenced the case at national, local and family levels. Labelling, prescribing guidance and reporting were influenced by national governance via organisations like MHRA, NICE, BNF, NHS England and HSIB. GP prescribing, pharmacy counselling and follow-up were influenced by local government. Administration at home was influenced by family level practice. According to NHS England Learn from Patient Safety Events (LFPSE) transition data, there was an unequal reporting of community incidents within 64.5% of registered pharmacies and 44.8% of registered GP practices by December 2024 (NHS England, 2026). Responses to the NHS staff survey of 2025 also indicated that just 46.51% of the staff felt capable of handling all the conflicting time requirements and that 32.82% staff felt there were sufficient staff (NHS Staff Survey, 2026). It is not just in Len’s pathway that these numbers are so high and the staff survey is not an actual reflection of all the independent community pharmacies or GP practices. They nevertheless show why safety controls should be simple, reliable and auditable in pressured work systems. These interactions are shown in the Rich Picture below.
Table 1: Evidence positioning Len's case as a local, national and global medication safety issue
	Evidence source
	Key figure or finding
	Critical meaning for Len's case

	WHO (2017)
	Medication errors cost about US$42 billion globally each year.
	Medication harm is a global patient safety priority, not only a local family misunderstanding.

	WHO (2022)
	Medication harm remains linked to unsafe practice, high-risk situations and transitions of care.
	Len had a high-risk opioid, frailty and movement between services and home.

	Elliott et al. (2021)
	England has an estimated 237 million medication errors annually, including 66 million potentially clinically significant errors.
	Routine care requires reliable controls because errors are common.

	Elliott et al. (2021)
	38.4% of medication errors occur in primary care; primary care prescribing contributes 34% of potentially clinically significant errors.
	The GP-pharmacy-home pathway is directly relevant to national medication safety.

	NHS England (2026)
	Incidents had been received from 64.5% of registered pharmacies and 44.8% of registered GP practices in LFPSE.
	Primary care and pharmacy learning loops remain uneven, so weak signals may be missed.

	NHS Staff Survey (2026)
	46.51% of staff felt able to meet conflicting time demands and 32.82% felt there were enough staff.
	Work pressure increases the need for simple, reliable, auditable safety controls.
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Figure 1: Rich Picture of Len's morphine overdose as a connected system problem, showing national governance, local pathway work, home administration, weak controls and feedback loops.
Source: Author's own illustration based on HSIB (2022), Reason (2000), Carayon et al. (2006) and Holden et al. (2013).
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The case of Len was one which was sustained on a hybrid structure, but not in a strictly centralised or decentralised structure. It was centralised in the sense that national organisations determined the general provisions of medicines safety. Medicines labelling and packaging, NICE and the BNF influence the way of prescribing, patient safety strategy, and reporting arrangements are established by NHS England (MHRA, 2020; NICE, 2020; NHS England, 2019). It was also decentralised in the sense that the pragmatic choices were also made at the local level: the GP diagnosed Len and prescribed morphine, the pharmacy provided it, and the patient and his wife took it at home. The major shortcoming is that the division between national regulations and local work were not actively addressed.
The benefits of centralisation are obvious. It generates uniformity, nationality and language of a common safety. Central rules were used in the case of Len: product information was put in the morphine packs and national recommendations were provided on how to manage pain and how to keep patients safe. Learning through numerous local incidents is also possible with central systems. LFPSE is the national pathway to learning through patient safety incidents, so frequent incidences of opioid confusion may be indicative of a pattern that needs to be packaged, subject to training or guidance (NHS England, 2026). Without such central visibility, community incidents may remain isolated stories rather than signals of system risk. 
The weakness is that there is a danger of centralisation, which can give a false security. The dispensing label was placed on the outer box that was legal and, however, Len and his wife did not see it. The product information about the bottle strength was valid, but was interpreted as dose. The 5ml syringe contained the standard doses, and HSIB noted that the 1.25ml doses, the lower dose, could not be measured simply (HSIB, 2022). Essential regulations thus formed a lowest safety base yet not a user-friendly safety design. In the case of patients taking opioids at home, and who are frail, compliance is not the main aspect, but the safe behavior/action is one that should be easy to learn and easy to implement.
There were also strong points with decentralisation. It allowed the GP to make an individualised clinical decision for Len. According to HSIB, the selected morphine liquid and lower dosage were rational, as Len was exhibiting age, pain, impaired kidney function, and did not use opioids recently (HSIB, 2022). Counselling can be personalized too by the local pharmacy practice, showing how to use a syringe, for added comprehension of hearing, memory, vision or dexterity need adaptation of the dose. It aligns with the Royal Pharmaceutical Society guidance on safe and secure medication handling that applies to all healthcare facilities and indicates that the principles mentioned can underpin the application of professionals in the field of handling medicines in people households (Royal Pharmaceutical Society, 2018).
 The disadvantage is variation. The teaching-back and follow-up might be given by one of the local teams and the written information could be used by another team due to time constraints or due to routine. The community pharmacy could not collaborate with HSIB and this hindered the acquisition of information about the dispensing and counselling (HSIB, 2022). This is important since a high-risk pathway is not supposed to be based on whether one of the local teams is a particularly lucky occurrence and exceeds minimum practice. It requires a dependable guideline on all susceptible patients who would commence taking oral morphine at home. The occurrence of dispensing incidents and near misses is also evidence-based by the work of community pharmacy studies revealing that the selection, labelling, workload, and workflow pressures could be involved in selection, dispensing, and near misses (Ashcroft et al., 2005; Campbell et al., 2018; Adie et al., 2021). 
There is evidence in numbers that evidence this governance concern. England has an estimated 237 million medication errors each year, including 66 million potentially clinically significant errors (Elliott et al., 2021). LFPSE data showed that incidents had been received from 2,535 registered pharmacies and 982 registered GP practices by December 2024 (NHS England, 2026). These numbers indicate coverage of reporting throughout transition to LFPSE instead of the actual rate of medication harm, but suggest that the nation was still learning by communities. The NHS Staff Survey 2025 established that 86.16% of the staff stated that their organisation promoted reporting, however, only 67.30% of the staff said that an action would be taken to prevent recurrence and only 61.02% of the staff leaders had feedback after an incident of reporting (NHS Staff Survey, 2026). This indicates a difference between visible learning and intention to report.
Crisis management was more robust following post-harm situations than preceding harm situations. When Len was not woken up, his wife summoned assistance, ambulance came and the care of the hospital provided. In the upstream, the pathway failed to avert the crisis since there was no testing of the processes of prescribing, dispensing and home administration as a unit process. There was weak accountability that was shared. A stronger hybrid model would keep central standards, but require local evidence of teach-back, syringe suitability, visible dose reinforcement and early follow-up. Generally, standardisation was able to be supported by the centralisation, but not by the usability, and responsiveness could be supported by the decentralisation, but not by reliability. The case hence warrants the use of integrated governance, as the national design standards and local practice are linked by way of some quantifiable controls and feed-loop.
Table 2: Centralised and decentralised controls in Len's case
	Structure
	Case-specific feature
	Benefit in Len's case
	Risk or limitation in Len's case

	Centralised governance
	MHRA labelling rules, NICE and BNF guidance, NHS patient safety strategy and LFPSE reporting.
	Creates consistent national standards and allows pooled learning from repeated incidents.
	Formal compliance did not ensure the correct dose was usable and visible in the home.

	Decentralised governance
	GP prescribing, pharmacy dispensing and counselling, family administration at home.
	Allows individualised clinical judgement and tailored communication for Len and his wife.
	Counselling, teach-back and follow-up may vary by local practice and workload.

	Hybrid pathway
	National standards were delivered through local primary care and community pharmacy.
	Could combine national safety floors with local responsiveness.
	Unsafe if no one owns the GP-pharmacy-home interface or measures whether the patient can use the medicine safely.

	Crisis response
	Family called emergency help when Len could not be woken and hospital care responded.
	Downstream emergency services reacted once harm was visible.
	Prevention was weak because the overdose risk was not controlled before home administration.
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The XYZ theory is the first leadership lens that combines theory X and Theory Y of McGregor with Theory Z of Ouchi, which presupposes that individuals require direction, control, and compliance systems mainly. Theory Y assumes that people can exercise responsibility when the conditions and support are right (McGregor, 1960). Theory Z adds trust, participation and shared responsibility (Ouchi, 1981). The route taken by Len partially embodied a small-scale Theory X reasoning: when the prescription, label, and leaflet are provided, the users would ensure they do the right thing. This was a risky assumption since Len and his wife were not not following instructions but a process of interpreting the confusing information.
Theory Z and Theory Y provide a theory that is more explanatory. Len and his wife should have been considered as competent partners but this was possible under the condition that the system had provided adequate conditions of safe participation. This would require practical demonstration, teach-back, checking the measuring device, inviting questions and involving the family in safety-netting. Theory Z is relevant because Len trusted his longstanding GP and his family were involved in his care. Shared understanding should have been supported by trust, as opposed to verification. The important takeaway of the XYZ theory is that the leadership approach of compliance is inadequate with managing high-risk medicines at home.
The second necessary lens is the leadership continuum that is offered by Tannenbaum and Schmidt. This theory shows leadership behaviour moving from leader-centred authority to subordinate-centred participation, depending on the situation, team and task (Tannenbaum and Schmidt, 1958). The balance must have been in the middle in the case of Len. The dose prescription had to be prescriptive since the medication was a high-risk opioid and the dosage of millilitre could not be compromised. Meanwhile, home administration was needed as Len and his wife needed to know, measure and be aware of when to take the medicine.
This balance was not achieved. The written information provided through the pathway did not adequately engage Len and his wife in modeling the task. An even more continuum-oriented practice would imply that the GP or pharmacist tells the dose, the carer administers it, the professional clarifies the understanding, and the family tells him what they would designate in case Len would be sleepy or breathless. This is safety boundary participatory leadership. It is not dictate-only and it does not leave patients to their own devices.
Transactional leadership can also be related to the fact that high-risk medicines require standards, positions, documentation and audit (Bass, 1985; Northouse, 2022). In the case of Len, there was transactional leadership; albeit not complete. A prescription was made, medicine dispensables were made and management information was available. But the norm did not entail evidence that the family could safely utilize the medicine. The introduction of opioid bundles would require an increased level of transactional control to make the initiation of opioid bundles in vulnerable patients binding and auditable. 
Transformational leadership would add purpose and culture. Transformational leaders put hazardous habits to the test and encourage change (Burns, 1978; Bass, 1985). Oral morphine safety, in this instance, would be considered a common aspect of practice improvement across GP practice, pharmacy and home through the use of transformational leadership. This aligns with evidence that transformational and relational leadership are associated with better safety culture, staff outcomes and patient outcomes (Wong et al., 2013; Boamah et al., 2018).
The emotional intelligence is important also. HSIB (2022) reported that Len and his wife had limited manual dexterity, while his wife had hearing and memory difficulties and the family faced conflicting advice. Any emotionally intelligent leadership would foresee such cognitive and emotional burden, plain language, clarify the explanation more gradually and request the carer to explain the dose and give supportive follow-ups (Goleman, 1998). It is not a tender additional, it is a safety control. 
The broader evidence demonstrates that learning culture is not something which can be presupposed. The NHS Staff Survey 2025 reports a response rate of 71.10% of staff responding that they would feel safe to report a case of unsafe clinical practice but only 55.49% of them were sure that their organisation would respond (NHS Staff Survey, 2026). The general conclusion is that the risk level did not match the pathway used by Len that was routinely-compliance oriented. XYZ theory and the continuum of Tannenbaum and Schmidt demonstrate that responsibility, evident professional guidance and engagement of the carer, supported by transactional, transformational and emotionally intelligent leadership, is the safer response needed.
Table 3: Case-specific leadership theory analysis for Len's morphine overdose
	Theory or style
	Case application
	Critical judgement for Len's case

	XYZ theory
	Written instructions reflected a control-based approach, but Len and his wife needed supported responsibility and shared understanding.
	The pathway relied too much on assumed compliance and too little on participation, trust and verified capability.

	Tannenbaum and Schmidt continuum
	Professionals needed to give firm dose direction while involving the carer in demonstrating and confirming safe administration.
	A balanced style was needed: directive on dose, participatory on home use.

	Transactional leadership
	Standards existed for prescribing, dispensing and labelling.
	Rules were necessary but too narrow because they did not prove safe use.

	Transformational leadership
	Medication safety should have been treated as a shared improvement priority across the pathway.
	A stronger culture would challenge routine practice and learn from near misses.

	Emotional intelligence
	Len's wife faced anxiety, hearing or memory issues, manual difficulty and conflicting advice.
	Safer communication required empathy, teach-back and supportive follow-up.
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The key lesson of Len case is that the governance should be translated into safe work at the point of use. The GP's prescribing decision was judged reasonable by HSIB, and the medicine was supplied with a dispensing label, leaflet and syringe. However, even the last job at home was not safe as the family needed to recognize the dose on the outer package, differentiate strength and dose, use a syringe that could not easily apply the lower dose and do it when Len was in pain and short of breath. This indicates that the compliance is not necessarily equal to reliability (Vincent, 2010; HSIB, 2022).
 The first missed opportunity was dose visibility. A risk of confusing 10mg/5ml and 5ml would have been alleviated should the prescribed dose have been attached to the bottle, or reinforced with a very simple dose card and demonstration. The guidance of MHRA and National Patient Safety Agency (NPSA) design-for-safety work point out at clear and usable medicine information, however, the real-life application against legal presentation (not presentation only) is the focus of the case of Len (MHRA, 2020; National Patient Safety Agency and Helen Hamlyn Research Centre, 2007). 
The second missed opportunity was verified understanding. It was not sufficient to enquire on whether information was given. The carer or patient should show how much of the medicine is in the provided syringe, reiterate the frequency and explain the stopping response and when to seek medical care when it comes to high-risk medicine. This links with IHI's emphasis on communication, reliability, transparency and patient and family engagement (Frankel et al., 2017).
The third opportunity that was missed was the measuring device. HSIB reported that the provided 5ml syringe failed to indicate that the 1.25ml lower dose was easily measurable (HSIB, 2022). At home care the device is integrated in the treatment. Technical efficiency would be increased with provision of the right device and guidance first hand and not through rescue treatment following an overdose. It can also enhance the allocative efficiency.
The fourth lesson is learning governance. HSIB could not engage with the community pharmacy, and this limited understanding of dispensing and counselling practice (HSIB, 2022). A just culture style does not look to blame, yet seeks to know what the system has made easy or difficult, and what changes in its design are required (Marx, 2001; Dekker, 2012). The Patient Safety Incident Response Framework (PSIRF) also requires proportionate learning responses and involvement of patients, families and staff (NHS England, 2022). The family perspective was crucial in this scenario as they felt the difference between the professional teachings and the actual use at home. 
The strategy improvement plan should be a practical one that is based on a high-risk liquid opioid initiation bundle. The bundle would include visible dose reinforcement, a device that accurately measures the prescribed dose, mandatory teach-back, safety-netting on drowsiness and breathing, documentation of who will administer the medicine, and an early follow-up call. This approach is connected to transactional leadership by means of non-negotiable controls, transformational leadership by learning culture, Tannenbaum and Schmidt by balanced professional direction and carer participation and XYZ theory by responsibility supported. 
There is more than a medicine to the lessons. A home administration cannot be an informal area beyond the clinical system that is not part of safety design. Leadership must determine success as the ability of the patients and carers to successfully carry out the task and not the success of the professionals in fulfilling their task. Governance has to traverse interfaces, too, since the system that Len was working with was crafted by GP practices, pharmacies, manufacturers and national bodies. Lastly, packaging redesign should be informed by near misses, family concerns, dispensing questions, Yellow Card reports and investigation findings; the Yellow Card represents a focus on patient safety learning and the primary care patient safety strategy emphasizes safer primary care systems (MHRA, 2022; NHS England, 2024). The change ought to be gauged by a few realistic indicators: percentage of liquid opioid initiation with recorded teach-back, percentage with a dose-appropriate administering device, percentage of a follow-up within 48 hours, and count of near misses in the GP and pharmacy teams. These would demonstrate the action of leadership changing day to day practice alongside the production of new policy, not merely the production of new policy. In the absence of said feedback loops, the same pattern can influence an alternate patient. It also portrays strong systems thought, in which organisations preempt weak signals and recover and does not repeat the harm by learning (Weick and Sutcliffe, 2007).
Table 4: Case-specific problem, evidence and improvement strategy
	Problem in Len's pathway
	Case evidence or data
	Case-specific improvement strategy

	Dose not visible at point of use
	Correct dose was on the outer box, but Len and his wife used the bottle and read 10mg/5ml as the dose.
	Add visible dose reinforcement with the bottle and use plain dose cards for liquid opioids.

	Dose understanding not verified
	No clear evidence that Len or his wife demonstrated the intended 1.25ml to 2.5ml dose.
	Make teach-back and syringe demonstration mandatory for vulnerable patients.

	Measuring device mismatch
	The 5ml syringe did not make 1.25ml easy to measure accurately.
	Supply an appropriate measuring device that matches the prescribed dose range.

	Fragmented pathway ownership
	GP, pharmacy, manufacturer, regulator and family each held part of the process.
	Create shared GP-pharmacy-home opioid initiation protocols and local audits.

	Weak learning feedback
	HSIB could not engage with the community pharmacy; reporting and investigation learning were limited.
	Use PSIRF-style learning, family involvement, Yellow Card escalation and feedback to staff after reports.


[bookmark: _Toc235987424]Recommendations
The first recommendation is to introduce a mandatory high-risk oral opioid initiation bundle for frail older adults and other vulnerable patients receiving liquid morphine in the community. The bundle must demand a noticeable dose instruction, declaration of dose in millilitres, demonstration of measuring apparatus, teaching back by the patient or carer, safety-netting guidance and documentation of the named individual who administered the drug. This must be implemented at the community pharmacies and GP practices as a standard and not optional good practice. 
The second one is enhanced packaging and dose-measurement. Pharmacy staff at the local level must examine the syringe used the ability to reliably measure the dose of the prescription. Manufacturers, regulators and national safety systems should be concerned with issues relating to product design, as HSIB found that aids to dose measurement generally needed to facilitate the entire dose-range of potential doses prescribed (HSIB, 2022). 
The third suggestion is to enhance communication by adding to the counselling learning of teach-back and emotional counselling. Training of staff to ensure they check understanding without blaming or embarrassing the patient or carer should be done. Practical demonstrations, simple language, hearing, visual, dexterity, memory, anxiety and family involvement should be incorporated when counselling. This would take communication out of delivering information to confirmed understanding. It is also a continuum of Tannenbaum and Schmidt since professionals can still exercise a very strong command over the high-risk dose, but also require the carer to be actively involved in the safe administration. 
The fourth suggestion is to establish the shared GP-pharmacy-home governance of high-risk medicines. Local leaders are recommended to agree on the confirmation of the dose, checking the measuring device and documenting counselling, following, off and reviewing near misses. This is the work of the distributed leadership. It lessens the accountability gap owing to its making the interface visible. It needs to be assisted by short local audits of administered opioid liquid prescriptions, pharmacy counselling documentation and ensuing results. 
The fifth recomendation will be to enhance a continuous learning. Proportional levels of learning should be induced in case of serious incidents, close call and family issues under the PSIRF principles. When changes are brought about by the reports report to the community pharmacies and GP practices should be provided with the feedback. Local incident reviews and patient feedback, along with the data provided by LFPSE, Yellow Card reporting should be reviewed. This would enhance the technical efficiency through decreasing recurrent mistakes and the allocative efficiency by dedicating funds to the risky areas along the route (NHS England, 2022; MHRA, 2022). 
The last suggestion is to embrace a mixed leadership approach. Path taken by the leaders should be XYZ theory which should be capable of driving a leader to honesty presumed compliance with supported shared responsibility. To balance professional direction and patient/carer involvement, Tannenbaum and Schmidt are to lead the way. All of these would ensure that home use of oral morphine would be safer, be more responsible and more person-centred.
[bookmark: _Toc235987425]Conclusion
Len's unintentional overdose of morphine sulfate oral solution was not simply a case of a patient or family reading a label incorrectly. It involved a system breakdown in prescribing, dispensing, labelling, counselling, measurement, home administration and learning. Prescription was not related to the clinically careful treatment but the pathway failed to bring the safe dose into the view focus that could be measured or checked. Systems thinking reveals that multiple defences were in place but they were all with weaknesses, the dose label did not display, the strength of the bottle was read as dose, the syringe reinforced the incorrect assumption, carer knowledge was not rigorously established and learning loops were not complete. In the analysis, it is also revealed that the case of Len was in a hybrid system of governance. The standards and visibility offered by central rules were however not a guarantee of usability at home. Decentralised local practice made individualised care, and also introduced variation, both in counselling, documentation and follow-up. An integrated governance, in which national safety expectations and local practice are interrelated in provision of measurable controls and learning feedback is, therefore, the most effective response. This conclusion revolves around leadership. XYZ theory indicates a necessity to shift to the passive compliance to supported responsibility. The continuum expressed by Tannenbaum and Schmidt reveals that the issue of high-risk home medicines not only needs clear professional guidance but also the active participation of carers. Transactional and transformational leadership, situational leadership, distributed and emotion intelligent leadership contribute the needed component. The broader learning point is that safer care can be attained when families are asked to be more careful as the harm does happen, rather than before the harm happens by leading systems where doing the right thing is more straightforward, more understandable and more advantageous.
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