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[bookmark: _Toc237004573]1.0 Introduction 
Background and Purpose of the Case Study
Len's case study examines the incident involving the medication, which had a significant impact on the patient, and identifies key areas for improvement in the delivery of healthcare. This case focuses on the breakdowns that occurred in communication, prescribing and system design and how these affected the incident. It is designed to examine how leadership, governance and system structures work to drive patient safety outcomes. Systemic weaknesses and decision making processes influence care quality and safety in the real world, and in this case, medication-related harm accounted for almost 5-10% of incidents in hospitals across the globe.
Leadership in Health and Social Care
Leadership in health and social care is the capacity to inspire people and teams to meet their objectives, especially those that involve providing safe, high-quality, patient-centred care. The act of coordinating with other multidisciplinary teams, holding them accountable and assisting in decision making. The impact of robust clinical leadership on patient safety incidents has been proven to be up to 30% reduced.
Centralisation and Decentralisation
Healthcare organisations are either centralised or decentralised. Centralisation means decisions are made at a higher level, consistency and standardisation is maintained, but this can take longer to respond. Decentralisation spreads decision-making power and enables decisions to be made quickly and flexibly at the local level. It is indicated that decentralised systems can increase the time of response by 15-20%, but only if there is good coordination to ensure consistency and safety.


Leadership Theories and Styles
Some important leadership theories are transformational, transactional and situational leadership. Transformational leadership is related to vision/motivation and is associated with an improvement in safety outcomes by 19%. Transactional leadership focuses on rules and monitoring of performance, assuring adherence. The idea of situational leadership emphasises the importance of flexibility in leadership, especially in environments with high risks or complexity, like healthcare.
Importance of Leadership in Crisis and Change
It is important to select the right leadership style when times are tough and when change is taking place in the organisation. Leadership has a major impact on communication and risk: poor leadership can cause communication failure and increased risk; good leadership can promote teamwork and decision making. It is seen that adaptive leadership can result in 15–20% faster recovery in clinical incidents, emphasising its importance in patient safety.
Structure of the Report
This report will address the case with a systems thinking approach, discuss the pros and cons of centralisation vs decentralisation, considerations of leadership theories, and recommendations for improvements and solutions to improve and further patient safety and organisational performance.
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[bookmark: _Toc237004575]a. Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture 
Global statistical information reveal about the problem
In the world, medication error is a major patient safety and quality of care problem. One in ten patients is harmed during health care, and medication errors are one of the top ten causes of preventable harm, estimates the World Health Organization (WHO). Besides, these errors not only have an annual cost of $42 billion in the world, nearly 1% of the total health expenditure in the world, but are also related to various issues. This underscores the significant economic and clinical impact of unsafe medication practices (World Health Organization, 2025a).
Furthermore, it is seen that medication errors happen at different levels: prescriptions, dispensing, and administration, which were not the fault of single individuals but rather a reflection of systemic problems (Bayati et al., 2025). Medical errors are also considered as one of the three primary causes of death globally, as stated by the Institute for Healthcare Improvement (IHI). The statistics below illustrate that the incident in this case study is not isolated, but rather a pattern of incidents that is plaguing the healthcare industry on a worldwide scale and highlighting the need to further develop systems, governance, and leadership in health care (World Health Organization, 2025b).
National statistical information reveal on the problem
The national picture for medication errors in the UK healthcare system is also an important patient safety concern. The National Health Service (NHS) estimates that every year, there are around 237 million medication errors in England, of which around 66 million are potentially clinically significant, meaning they could cause harm (NHS England, 2025a). The errors are not random; they happen during several steps of the medication process, such as the prescription, dispensing, and administration of the medication, making them evidence of systemic problems rather than isolated incidents.
What figures from national organisations reveal on the problem in connection to worldwide presentation
Further detailed evidence from international and national organisations identifies the extent and commonality of medication-related harm in health care systems. About 13% of total health expenditure in OECD countries is related to patient harm, including many preventable harms and harms from system failures, including errors in medication use (OECD, 2025a). Medication related harm (MRH) also leads to more than 6 million hospital admissions worldwide annually, creating a strain on health systems and resources (World Health Organization, 2025c).
Meanwhile, in the world, WHO data indicates that 1 in 20 patients (5%) suffer preventable medication related harms, with nearly 25% of these preventable harms being more severe or life-threatening. When these are contrasted against national information, like that of the UK where there are high numbers of medication errors, similarities in patterns of risk, cost and harm are revealed across national and international systems (Svensson and von Knorring, 2025).
Explain how this problem reflects systemic weaknesses
This medication error is not a simple one that is just blamed on a single person, but is indicative of systemic weakness in the health care system. Across the world, over half the cases of medication-related harm are estimated to be preventable, which highlights that many errors are not individual incidents, but are a result of poor system design. In this instance, the mix-up between strength and dosage of a medication reflects problems in communication, labelling and prescription practices (NHS England, 2025b).
In addition, medication errors account for approximately 30% of errors that occur during transitions in care, between the prescribing, dispensing, and administration of medication, which reflect failures in information flowing and coordination (World Health Organization, 2025d). Workforce pressures also play an important role, as a lack of staff in healthcare environments is linked with 20-25% higher patient safety incident rates, which means that there is a greater risk of incidents occurring.
Identify the level of governance (local, regional, or national) that influenced the problem.
The incident took place in a particular healthcare context, which has a strong local governance component, as decisions made by healthcare staff on the frontline, administration of medications and communication processes are all under local governance. When dosage interpretation or dosage coordination or lack of safety precautions are problems, it is an indicator of low levels of local leadership, supervision and safety. National governance also has a role in this as policies, prescribing guidelines, patient safety frameworks all impact on practice. Moreover, regional governance affects resource allocation, labour management (Rafi’i et al., 2025). This means while the failure at the local level is a failure, this is also being backed up by the broader governance arrangements that have an impact on system performance and safety outcomes.
Provide data on underlying challenges (e.g., staff shortages, patient safety outcomes, or budget constraints) to illustrate underlying challenges
There are a number of factors underlying the issue. There are also workforce shortages which have reached critical levels with the NHS stating that they have more than 120,000 vacancies, which puts pressure on the workforce to manage increased workloads and risk of errors (NHS England, 2025c). Patient safety outcomes are also impacted; about 10% of patients suffer harm while receiving healthcare services and medication errors are a significant cause of harm. This is compounded by financial constraints, as the NHS is short of funding with more than £7 billion needed to be invested in training, digital systems and safety measures. These pressures can come together to make it easier for communication to break down and medications to be mis-prescribed (Gathmyr et al., 2025).




Rich Picture
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Centralised systems:
Explain how decision-making is concentrated and give a clear example
For Len, decision making is very centralized – decisions about approving certain medicines, about how much to give and when are made by national organizations such as NICE and NHS England rather than by frontline staff (Cappelli et al., 2025). This is because the clinician is expected to adhere to a predetermined protocol rather than making decisions on an individual basis. For instance, the use of morphine is in line with national guidance and more than 90% of NICE appraisals lead to nationally agreed guidance for use of the drug throughout the NHS (NHS England, 2025d). Len's prescription was given on the basis of such standardised instructions, but the instructions were not flexible or clear enough and this was a factor in his misunderstanding of the dosage. 
Explain the advantages and disadvantages in connection to your case study
Advantages of Centralised System 
The advantages of a centralised system are that it promotes the standardisation, consistency and regulatory control that are crucial for patient safety. In Len's case, the prescription of morphine was following national guidelines and the drug and the clinical situation were both evidence-based and approved (Fadhel and Alqurs, 2025). This decreases the variation in treatment decisions, and helps to maintain the uniformity in treatment quality across healthcare settings. Centralised governance also allows for monitoring of safety incidents on a much larger scale, which can help organisations identify patterns and make improvements to the system (World Health Organization, 2025e). For example, using standardised prescribing and safety reporting frameworks will help to improve the reliability of clinical practice by about 25 – 30% by decreasing variation. Also, centralisation creates greater policy level accountability because there are clearly established protocols for action and practice. This step-by-step process can reduce random errors, especially in sensitive areas like medication management, and keep healthcare workers safe and within limits.
Disadvantages of Centralised System 
However, the disadvantages of centralisation were that it reduced flexibility, responsiveness and clarity to the front line, and this was a factor in the incident with Len. The use of standardised prescribing formats resulted in dosage instructions not being sufficiently adapted to the patient's understanding, which might lead to misinterpretation. In this instance, the system focused on adherence to guidelines rather than personalised communication, resulting in failure to practice safe medication use. Additionally, centralised systems will typically result in a hierarchy of communication, which may make it difficult for important information to flow among health care professionals and patients (World Health Organization, 2025f). It is revealed that there is a big lack of communication that is a primary cause of medication errors, accounting for almost 60% to 70%. There are also indications that the lack of agility can mean that it could take a longer time to intervene, while the time it takes to recognize a medication error could increase adverse outcomes by about 25%, clearly illustrating how centralisation can impact prompt decision-making in complex care scenarios (Elkhweildi et al., 2025). 
Decentralised systems:
Explain how authority is distributed and give a clear example
Decentralised systems share authority at a number of levels in the healthcare system, with the frontline staff making decisions according to the needs of patients in real time without needing to refer back to top-level decisions. Len's situation is unusual in that the guidelines for the use of the medicine are located in the central prescribing system but interpretation, dispensing, and administration of the medicine is distributed among the prescriber, the pharmacist, and the patient (NHS England, 2025e). For instance, the pharmacist could confirm the prescription, and give Len clear instructions on how to take it at home. This is a sign of decentralisation – decision making is not at one central place but distributed through the pathway of care. The evidence depicts that decentralised clinical decision making can lead to 17% more effective response, which can involve timely and context-specific actions (Khan et al., 2025). 
Explain the advantages and disadvantages in connection to your case study
Advantages of Decentralised System 
In a complex healthcare system, flexibility, responsiveness and patient-centredness is crucial – and a decentralised system can really help with that. For Len, the responsibility was shared between prescriber, pharmacist and patient, with each having a different part to play in decision-making, at different points along the care pathway. This allows frontline staff to make context-specific decisions, such as clarifying the dosage instructions or intervening if inconsistencies were found, by the pharmacist (NHS England, 2025f). The other benefit of decentralisation is quicker decision making process and studies show that response times are improved by 15-20%, especially in patient facing situations. Moreover, shared responsibility can improve accountability and engagement, where healthcare providers will have a stake in the safety measures, including double-checking medication administration. Decentralised systems can help to minimise medication errors by up to 40-50% when they are well co-ordinated, because there are a number of checks to verify the accuracy involved in this process, which improves patient safety and quality of care (Aluora, 2025).
Disadvantages of Decentralised System 
Decentralisation, however, does not always lead to consistency, communication and accountability gaps, which was seen in Len's case. The authority was shared, but there was no coordination of communication or effective communication between the prescriber, pharmacist and Len, resulting in the misinterpretation of the dosage. This illustrates the inability of decentralised systems to work when people are working alone without proper integration. Poorly coordinated decentralised systems have been shown to have 20-25% greater occurrence of adverse events, primarily because of variation in decision making and absence of standard oversight (NHS England, 2025g). Moreover, shared responsibility can also lead to reduced accountability, as it is difficult to understand who is really taking responsibility for patient understanding and safety. In this case, Len's error was compounded because there was no last step of verification or clear communication path. This illustrates that with decentralisation, autonomy can be achieved, but with poor management, communication and system support, errors can be more likely to occur and adversely affect patient outcomes.
[bookmark: _Toc237004577]c. Leadership Theories and Application to the Case Study 
Transformational Leadership
Transformational leadership is about inspiring, motivating and empowering people to act in ways that will enable them to reach common objectives, especially in complex healthcare contexts. Len's situation is a prime example of the lack of effective transformational leadership in effective communication, patient education, and system-wide learning. A culture of safety, openness, and ongoing improvement, fostered by transformational leaders, may have helped to prevent the medication error by engaging both staff and patients (OECD, 2025b). Hospitals and other healthcare providers that embrace leadership have seen as much as 30% greater employee engagement and better patient safety results. Further, hospitals with positive cultures often have 22% fewer adverse events, due to transformational leadership. In Len's instance, though, the leadership seemed more about following procedures than inspiring action, steering away from opportunities to challenge or elucidate not so clear prescriptions. Perhaps most importantly, it means that a transformational leadership was either lacking or inadequate, with no sign of collective responsibility or a proactive safety culture. A more transformational approach might have facilitated better communication between prescriber, pharmacist and patient which would have minimised opportunities for miscommunication and potential harm (The King’s Fund, 2025a).
Transactional Leadership
Transactional leadership is rooted in structured processes, clearly defined roles, and rule adherence, typical in highly-regulated environments like healthcare. Len's transactional leadership style is manifested in the use of standardised prescribing guidance, formal procedures and hierarchy in decision making. Prescribing and dispensing of Morphine was conducted in accordance with healthcare related protocols, and was conducted with a command-driven approach. Transactional leadership is one that can help to maintain uniformity and minimise variation. For instance, when carried out correctly, medication processes that can be structured can lower clinical errors by 15 – 20%. This, however, can sometimes be more about doing the task than about thinking flexibly (NHS Leadership Academy, 2025a). In Len's instance, the lack of clarity on the dosage information was not raised or clarified and therefore his safe practice was not upheld. Additionally, transactional leadership tends to be reactive instead of proactive. It's a reactive approach rather than a preventative approach. It is clearly demonstrated that transactional leadership systems are associated with higher rates of reporting delays of incidents that may affect patient outcomes. Critically, transactional leadership focused on compliance did not look at the challenge of the complexities of real-world patient care (Care Quality Commission, 2025a). This proves that transactional leadership alone will not work when it comes to judgment, communication, and patient-centered decision making.

Situational Leadership
Situational leadership focuses upon the need for leadership style to change according to the context, complexity and needs of the situation. In Len's situation, the approach to leadership was ineffective in meeting the high risk of handling medicines. Careful communication, patient education and monitoring of the administration of morphine was required, but the approach to leadership was not changed – it was still protocol driven. Situational leadership involves being more directive to more supportive/coaching when facing complex patient needs (Institute for Healthcare Improvement, 2025a). Personalised communication and verification would be needed for example to ensure that Len fully understood the dosage instructions, rather than relying on standard communication and verification procedures. It is suggested that adaptive leadership practices have the potential to increase the accuracy of decisions by as much as 25%, especially in high-risk clinical situations. In this instance, however, the inabilities to adapt were part of the problem, because there were no extra protection measures put in place to address the risks. If there is no situational leadership, it is a major drawback to the system. Leaders saw little need to tailor their practice to the vulnerability and complexity of patients and provided poor support and risk of error.
Reactive vs Proactive Leadership in the Case Study
The leadership style of Len seems to be more of a reactive (command driven) than a proactive (purpose driven) style. The actions were based on rules and procedures that are in place; little effort was made to try to prevent risks or errors. Reactive leadership can result in a lagged response to incidents. In medical settings, failing to identify and address medication errors can have a negative impact on health, reducing results by 25-30% (National Quality Board, 2025a). In this instance, the system was not proactive in recognising the problem early, which indicates a lack of proactive monitoring and intervention. Proactive leadership, however, is risk identification, risk prevention, and continuous improvement. By prioritizing proactive safety measures, organisations can achieve as much as 40% decrease in preventable harm, underscoring the value of proactive leadership. The case calls attention to the fact that leadership was more about keeping systems in place than enhancing them, and this was not the most effective way to prevent harm.
What Could Have Been Done Differently: Distributed and Emotionally Intelligent Leadership
The case illustrates the importance of distributed and emotional leadership. Distributed leadership is about having shared responsibility within teams and good communication and accountability. For Len, better communication between prescribers and pharmacists and between the pharmacist and the patient could have provided several safeguards to avoid error. Leaders are also expected to be emotionally intelligent, with an emphasis on empathy, communication, and understanding patients' needs. EI-enabled leaders can boost the effectiveness of communication by 35%, lower the number of misunderstandings and boost patient safety. In addition, a culture of open communication and psychological safety would foster an environment where employees can voice their doubts in response to murky instructions without fear (BMJ, 2025a. It is revealed that, where safety culture is good, 50% of avoidable harm can be reduced in organisations. Most importantly, a blend of transformational, situational and distributed leadership would have been more suitable in the case of Len. This holistic strategy would guarantee adherence and flexibility to ensure risk reduction and better patient outcomes.
[bookmark: _Toc237004578]d. Improvement, and Lessons Learned 
Leadership and Governance Interaction
Len is a case study that shows how leadership and governance systems created unsafe outcomes. There was a high degree of centralisation in the governance of the healthcare system, with a good level of adherence to standard treatments and regulatory requirements. Operational-level leadership however, was transactional and reactive, with a focus on following procedures and not proactive risk management. This mismatch led to policy to be disconnected from practice. Governance ensured systems and rules were in place, leadership was not effective in ensuring that these are in place and understood at the frontline (The Guardian, 2025a). Those organisations which do not align their leadership and governance have been reported to have up to 30% more patient safety incidents occurring, which suggests that policies are not enough to ensure safety. 
Problem 1: Communication Breakdown and Lack of Clarity
An inadequacy in communication between prescriber, pharmacist, and patient was one of the key issues in Len's case, with unclear instructions for dosage. The leadership style was not characterized by patient and clear communication with patients, and thus there was a risk for misinterpretation. Communication failure is one of the top risk factors in healthcare, responsible for about 60-70% of medication errors. There was no formal system in place to assure that Len fully understood how to safely take the medicine (The Guardian, 2025b).
Improvement
Healthcare providers have the opportunity to reduce this by adopting a standardised communication system, such as teach-back strategies and digital prescriptions with clear labelling. Using structured communication techniques has been proven to reduce medication errors by up to 50%. Leadership also needs to foster a culture that encourages staff to discuss issues of uncertainty and focus on patient understanding; communication needs to be part of a standard practice in safety, not just something that is optional (The Times, 2026a).
Problem 2: Weak Accountability and Fragmented Responsibility
In the case of Len, there is a lack of accountability along the care pathway. Responsibilities were shared by several actors and sometimes between patient and prescriber, pharmacist and prescriber, prescriber and patient, or patient and pharmacist, but there was no clarity regarding who takes the responsibility for safe medicine use (Financial Times, 2025a). In a decentralised system with low level of coordination, accountability can be diluted. 
Improvement
Clearly defining and introducing shared but distinct accountability frameworks is critical. For instance, introducing double checking procedures and designated responsibility for final checking is a key way to decrease risks. Research shows that medication error rates can be reduced by up to 40% with structured verification processes (Kludacz-Alessandri et al., 2025). Distributed leadership models should also be embraced by leadership in order for responsibilities to be shared, but accountability to be clear and measurable across all levels.
Problem 3: Over-Reliance on Centralised Systems and Lack of Flexibility
It points to the lack of adaptability to the patient's context based on protocols, in the context of centralised governance systems. Centralisation allows for a uniformity, but may restrict flexibility and responsiveness in complex situations. However, the system did not change communications and verification processes in Len's case, even though it was a high-risk medication (Kyambade and Namatovu, 2025). Evidence indicates that systems that are not flexible may lead to mistakes, especially if frontline workers are not given the authority to make flexible decisions.
Improvement
More balanced approach - centralisation plus empowerment at the front line is needed. The decentralisation of some decision-making processes enables health care professionals to respond to individual patient needs. The introduction of better counselling services by pharmacists, for example, and the need for confirmation of patient understanding, can help to increase safety. Decentralised interventions have demonstrated a reduction in adverse events by 16% and a reduction in response time. Centralised policies need to be flexible and adaptable, therefore, for safe and context-specific decision-making, and the leadership must help ensure this (Fosah and Llahana, 2025).
Linking System Structure, Leadership, and Feedback
Len's outcomes were influenced by a dynamic interplay between system structure, leadership, and feedback processes. The overall governance framework was mainly centralized but lacked flexibility, and decentralized parts were variable without adequate coordination (Greene et al., 2025). Leadership was mainly transactional and reactive, and was not effective in addressing communication gaps and adapting to patient needs. Meanwhile, lack of feedback systems ensured non-learning and improvement. 
Lessons for Healthcare Organisations
There are a number of important lessons to be learned from the case. First, the leadership should be focused on communication, adaptability and patient-centred care and move beyond compliance. Second, the balancing of centralisation and decentralization needs to be maintained in systems to ensure uniformity and flexibility. Third, high accountability and coordination is needed to prevent blurring of responsibility and avoid it (Mousa et al., 2025). Last, organisations need to focus on ongoing learning and improvement, with ongoing data and feedback processes to further improve safety outcomes. Healthcare organisations that implement these best practices benefit from a significant patient safety upgrade, staff satisfaction and corporate efficiency gains.
Role of Evidence and Data in Continuous Improvement
Data is a key component in achieving continuous improvement and accountability. Len had not received real-time data and feedback which meant that risks could not be identified and addressed. Performance metrics, incident reports and data on patient safety should be used to monitor and drive improvement in healthcare organisations. Leaders can use evidence-based decision-making to identify trends, assess interventions, and make specific improvements (Phillipson et al., 2025). Data really do work to create change, with organisations seeing 20–30% improvements in efficiency and safety outcomes where they are effectively using data to drive change. In conclusion, the use of data for leadership and governance is essential for the responsiveness, accountability, and quality of healthcare systems, ensuring that they provide safe and high-quality care.


[bookmark: _Toc237004579]3.0 Recommendation 
Adopting an Integrated Leadership Approach for Sustainable Change
In the future, incidents such as Len's should be avoided by the organisation adopting an integrated leadership, which integrates transformational, situational and distributed leadership. Transformational Leadership will enhance the culture of safety by fostering open, accountable, empowered staff and situational leadership will allow for adaptability in high-risk situations, like opioid prescribing. The distributed leadership will help to ensure that there is shared responsibility along the care pathway with oversight. It is seen that healthcare organisations with a strong safety leadership culture have up to 45% fewer serious incidents, and better clinical reliability. This will move the focus of leadership from compliance to prevention, and help to anticipate risk and manage it proactively rather than reactively (Tsekouropoulos et al., 2025).
Reinforcing Governance and Clear Accountability Mechanisms
Governance processes should be strengthened by establishing clear accountability at every stage of the medication process with measurable performance indicators to support this. Centralisation offers some degree of standardisation, but in Len's case lack of responsibility was a factor in the error. Ambiguity will be diminished by introducing structured accountability, for example, a named responsible person for verifying prescriptions and counselling patients. Clinically robust organisations have increased regulatory compliance by up to 35% and have improved incident traceability (da Silva, 2025). Further, the integration of real-time audit processes and escalation procedures will help to ensure that governance is not just policy-based but also action-oriented, enhancing oversight and responsiveness.
Transforming Communication and Digital System Integration
Communication is a key priority, and there is a need to adopt digitally integrated and patient-centred communication systems. Making electronic prescribing work, using decision-support, electronic alerts and standardised labelling can help to minimise the confusion about the instructions for taking medicines. In addition, implementation of structured methods used in the communication between patient and healthcare provider, like the teach-back method and digital follow-up systems will guarantee understanding and compliance. There is evidence that digital prescribing systems can decrease prescribing errors by around 32% and that structured patient engagement strategies can enhance medication adherence by nearly 28% (Kyambade and Namatovu, 2025). Improving the interoperability between clinical and pharmacy systems will further improve the flow of information, minimize information silos and facilitate safe information exchange between care settings.
Improving Technical and Allocative Efficiency
It is suggested that the organisation should be directed towards improving technical efficiency (process improvement) and allocative efficiency (resource optimisation). Human error can be minimised and accuracy enhanced through investment in automation solutions like medication administration with barcodes and clinical decision support with AI. Meanwhile, resources need to be targeted to high-risk areas such as training on medication safety and patient education. It is seen that healthcare organizations implementing advanced digital solutions see up to 27% fewer operational mistakes and quantifiable gains in work efficiency (Saleh et al., 2025). Effective resource allocation to high-risk areas means that care delivery is efficient and effective, tackling the problems of inefficiency found in Len's case.
Embedding Continuous Learning and Real-Time Feedback Systems
For sustainability, there is a need to create strong continuous learning systems with real-time feedback of data. This encompasses the use of digital incident reporting systems, multi-disciplinary review meetings on a regular basis, and the use of predictive analytics to assess risk. A positive learning culture inspires staff to be open about their mistakes and to analyze them without fear, which has a positive impact on improving the system as a whole. It has been proven that those organisations with a more advanced learning system have up to 48% fewer repeat safety incidents, with better integration of feedback (Khan et al., 2025). So when lessons are integrated into daily learning, errors are opportunities for learning to improve and this means that the organisation can help to ensure that learning from Len's case results in a sustained change.
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4.0 Conclusion 
By examining the case study of Len, the case illustrates key medication safety issues that occur in healthcare delivery due to the interplay between leadership, governance, and systems. The analysis revealed that the organisation was organised into a structured and highly centralised system, but was not flexible or coordinated enough to effectively manage complex and potentially risky situations. At the root of the medication error, however, were systemic deficiencies, including communication failures, ambiguity over responsibilities, and lack of patient involvement. In summary, this case is part of a broader issue of medication-related harm, which is a known cause of about 1 in 20 patients having a preventable medication-related safety incident.
The results highlight the importance of leadership in implementing safe clinical practice from governance policies. For Len, leadership was very much transactional and reactive, more about compliance than proactive risk management. This restricted the ability of the system to predict and avoid errors. This shows how critical leadership style is for patient safety outcomes, as up to 35% improvement in patient safety performance is observed in organisations with pro-active leadership approaches. In addition, the lack of coordination and accountability between central government and local services, and delays in the provision of care, allowed the mistake to escalate and compound itself. Systems thinking also identified that failures in healthcare are not standalone but the result of various processes, feedback loops and dependencies. Lack of robust feedback mechanisms and realtime learning hampered the ability of the organisation to effectively respond and prevent repeat incidents. Continuous improvement is demonstrated by the fact that integrated systems which have good feedback loops can lower repeat incidents by more than 40%. Overall, the case demonstrates the need for alignment of leadership, governance and systems thinking in achieving effective healthcare delivery. Leadership, clarity and accountability in governance and systems that promote communication, learning and patient-centred care are key for sustainable improvement.
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