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[bookmark: _Toc226538797]Introduction 
[bookmark: _Toc226538798]Background and purpose
The NHS is a publicly funded healthcare system in the UK, which has been known for its healthcare services at a zero cost (Dean and Barratt, 2024). Reportedly, a 4-week-old infant was mistakenly given an overdose of morphine sulphate oral solution in an Accident and Emergency department in the North East and Yorkshire NHS region, which posed a life risk, and the baby survived with the help of naloxone treatment (NHS North Yorkshire CCG, 2023). The case study aims to address the shortcomings of the GP and other healthcare and pharmacy professionals involved in this case and suggest some potential improvements for better treatment of such patients without making any procedural errors.
[bookmark: _Toc226538799]Role of leadership in achieving goals 
Leadership is a key skill needed for inspiring, encouraging and supporting individuals for achieving a shared goal, and vision by enhancing workplace productivity and engagement through effective communication and other essential practices (Ned and Umesi, 2023). In healthcare, leadership quality is highly necessary for the healthcare staff to effectively communicate with the patients and their family members to understand and handle their problems deeply and provide their treatment without making procedural errors. These leaders are responsible for setting ethical standards, shaping organisational policy, and prioritising patient safety. However, the case proved that these leadership practices have been absent, including weak governance around high-risk “RED drugs”, lack of clear prescribing and labelling, in UK NHS organisations, causing severity and even loss of patient’s lives. 
[bookmark: _Toc226538800]Centralisation and Decentralisation and Key Leadership Theories 
In a centralised system, the ladders hold autonomy, whereas decentralisation promotes the ideology of a shared authority among all the members in the workforce, providing flexibility and employee satisfaction. However, centralisation is crucial in healthcare as it helps all public healthcare organisations provide equitable quality, coverage, and care service to all the patients across the region by mandating the national health policies (European Observatory on Health Systems and Policies, 2026). 
Alongside specific leadership styles, like transformational leadership, is crucial for motivating and empowering employees through organisational innovation and shared vision (Maolani, 2023). By following this leadership style, NHS leaders will be able to integrate technological advancements in healthcare to avoid the occurrence of cases, such as high morphine overdosage in babies. Additionally, situational leadership includes the idea that leadership style should evolve with situations for ensuring success. In contrast, transactional leaders follow a carrot and stick approach, which includes rewarding individuals for better performance and punishing them for loss (Deshwal and Ali, 2020). This will be helpful for NHS organisations as it will create motivation among healthcare staff to perform well and also create a fear of punishment, reducing their error-making in treatment. This will be helpful to make them cautious about checking the labels and dosage before providing it to patients, especially to infants.
[bookmark: _Toc226538801]Importance leadership in crisis situation
The selection of an appropriate leadership style in a critical situation is essential as it ensures improved patient care delivery by providing safety and treatment. Likewise, when technology and shared vision is needed to achieve a specific organisational goal, leaders need to adopt a transformational leadership style instead (Ausat et al., 2024). This helps to prevent the error in prescribing or providing a drug to the patient. On the other hand, if a technology has been proved to be error prone that a labour shortage occurs in the organisation, situational leadership has been beneficial to cope with the crisis (Deshwal and Ali, 2020). This helps the NHS healthcare professionals to apply strategic treatment, like naloxone treatment, in the case of morphine overdose. 
[bookmark: _Toc226538802]Structure of the report 
The report will identify the problem and system context, followed by the identification of centralisation or decentralisation within the Case Study. Thereafter, the key leadership theories and their applications will be added in the context of the case study. Alongside, some further improvements will be identified along with the learned lessons through the case study. Also, some recommendations will be provided to implement the identified potential and existing improvements for mitigating the occurrence of such morphine overdose cases. Finally, all the discussions and findings will be summarised in the conclusion to provide a brief idea of the report.
[bookmark: _Toc226538803]Main Body and Analysis
[bookmark: _Toc226538804]a. Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture 
Explaining the Problem by focusing on the national and global context
A 4-week-old baby from the North East and Yorkshire in the Accident & Emergency Department in the NHS region has overdosed (20 times higher) with morphine oral solution, also known as red drugs, due to negligence of healthcare and pharmacy professionals. Reportedly, over 237 million medication errors were made each year in England due to dispensing error (16%), administrative weakness (54%), and prescribing error (21%). This leads to the death of 1700 people annually in England (BMJ Group, 2026). Also, in 2024, drug-related deaths occurred in Europe to 1017 individuals in England and Wales (UK Parliament, 2025). As per the WHO report of 2024, 0.6 million people died due to the overuse of drugs (WHO, 2024). According to WHO report, 3 million deaths occur due to unsafe care. Although more than 50% of harm is preventable and 4 in 10 patients were harmed due to inadequate primary care (WHO, 2023). Therefore, it becomes essential to enhance the crucial treatments like emergency primary care for infants, especially while dosing them with highly dangerous red drugs in healthcare organisations. Also, the economy is affected due to patient harm, restricting economic growth by 0.7%. Globally, the indirect cost of harm amounts to trillions of US dollars annually (WHO, 2023). Therefore, globally, healthcare organisations are needed to be alert with maintaining safety standards to increase economic growth. 
Also, 97% of people who received naloxone kits through OOPPs were at high risk of overdosing (Kinsley, 2025). Thus the morphine overdose case has been critical in the global context, especially for the infants. Also, in many NHS trusts patients received negative experiences (30%) due to the absence of quality care and inefficient services. Moreover, 40% of organisations do not have a multidisciplinary team (MDT), affecting patient care quality. This leads to complaints of 57% patients due to inadequate space for emergencies, damaged equipment, inadequate facilities, and a few others (NHS, 2025). This showcases poor governance of healthcare leaders, which causes negligence in the care quality and checking standards of the trusts, while dosing the 4-week-old infant in the UK.  
According to a survey report of 2025, 2650 adults in England identified that 24% of patients had a poor experience with the NHS in 2024. Reportedly, in 2023-24, 241922 written complaints were registered against the NHS due to poor care services. There is a 37% increase in the number of complaints from 2013-14 to 2023-24 (Eastern Daily Press, 2025). This poses a serious threat to the life of the patients admitted in the NHS trusts. This low patient safety standard makes the morphine overdose incident undoubtedly significant and need to be addressed to reduce such dangerous cases further in future. 
Systematic Issue in the NHS trust 
Unfortunately, NHS trusts failed to provide basic care and safety to the patients. Reportedly, at the national level, 41% of NHS trusts have faced problems due to weak governance (Grand Thornton, 2023). This poses a negative influence on the care quality of the GP and other healthcare staff in NHS trusts, reflecting in the morphine overdose case. Allegedly, 17000 NHS employees were paid below the national minimum wage (£9.50/hour). Thus, the healthcare staff left their organisation midway, which deteriorated because the government did not take any initiative to increase the number of GP in England (Reed, 2022). Also, a major number of GPs failed to receive adequate training and jobs (Buckingham, 2025). This restricts the professional development of the NHS healthcare professionals. This made the incident of morphine overdose more critical to be evaluated to identify ways to solve the problem and reduce the number of occurrences of such cases in the NHS trusts in the UK. 
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[bookmark: _Toc226538878]Figure 1: Number of patient safety cases by maximum physical harm
 (Source: NHS England, 2025)
From the above figure, it is evident that cases related to physical harm due to lack of patient safety in the NHS trust have been significant in number, among which some become severe (4007 cases) or even fatal (4777 records) (NHS England, 2025). This poses a significant risk to the newborns admitted in the NHS hospitals, especially those who are prescribed drug medications. Thus, the morphine overdose case analysed here is showing low accountability of the NHS professionals, deteriorating their decision-making power, and so the trust needs to align with safety standards and double-checking methods before dosing any infant. 
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[bookmark: _Toc226538879]Figure 2: Post-pandemic, NHS trust are in financial deficit
(Source: The King’s Fund, 2026)
In the post-pandemic period, many NHS trusts were experiencing financial deficits. In 2024-25, 69% of these trusts were in deficit (The King’s Fund, 2026). This poses a risk to the inadequate infrastructure and staffing in the NHS trust, leading to potential harm to the patients, similar to the morphine overdose case.
Adding to the above issues, poor communication in healthcare leads to negative patient outcomes, causing health complications and adverse events to patients. Most notably, shift changes lead to miscommunication, causing incorrect medications and delay in essential tests and treatments. Reportedly, 80% of serious medical errors were due to miscommunication (Alder, 2026). Therefore, miscommunication is a strong barrier to effective medication. Therefore, patient overdose driven by miscommunication in the morphine overdose case showcases that NHS healthcare professionals need to upgrade their communication skills to avoid such incidents.


Rich Picture
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[bookmark: _Toc226538880]Figure 3: Rich Picture of the chosen case study
 (Source: self-created)
This picture helps visualise and clearly describe the complex issues and construct a rich picture of the case study to show the interaction among people, processes and structures. This also helps identify feedback loops, communication gaps and other barriers, which influenced the outcomes.
[bookmark: _Toc226538805]b. Centralisation or Decentralisation within the Case Study 
Centralished systems 
A centralised healthcare system promotes the concentration of administrative tasks, patient data, and resources under a single central authority. The inclusion of a centralized healthcare database (CHD) helps healthcare givers check any patient detail from a single centralised platform (Tariq et al., 2024). As an example, a nationalised electronic health record database helps consolidate patient information across the nation (Lindquist, 2025). Thus, this centralised system helps the healthcare professionals of NHS trust to prevent the delivery of wrong dosage of red drugs to the infants in future by accessing centralised in-depth patient information and making informed evidence-driven decisions. 
However, failure in the centralised server damaged the whole network. Thus, if the leader fails to take the right decision, the whole treatment procedure will be affected, causing safety incidents, especially physical harm as seen in the infant morphine overdose cases in the NHS UK. 
It is seen that 90% of trusts have adopted electronic patient record (EPR) systems as NHS England invested over £400 million to support 150 NHS trusts to implement their first EPR or modify the existing one (Diwakar, 2024). This enhanced digital infrastructure has been useful for improving the centralised record keeping in the organisation. Also, consolidation of patient data reduces duplications of tests, enhances workflows and promotes informed data-driven decision-making by utilising a centralised system. This has helped healthcare professionals to improve resource management, and efficiency of care services (Tariq et al., 2024). Evidently, in 2024-25, the NHS productivity has increased by 2.7% (NHS England, 2025a). Thus, NHS healthcare givers have the capacity to stop the repetition of the occurrence of morphine overdose by using a centralised system in the trust. This helps to improve the efficacy of the healthcare professionals by reducing procedural errors with the visualisation of centralised medication and prescription details of all patients.     
Besides data collection and management, budgeting is a crucial factor for providing effective healthcare management and services. After centralisation, the public were provided with 100% insurance coverage by the NHS, including preventive services, inpatient and outpatient drugs, some long-term care, and many others. Although private coverage is only 10.5% and, it charges for prescribing drugs (Tikkanen and Osborn, 2020). This shows that the NHS care services are no doubt beneficial, but exceptions occur in the drug prescribing cases. Thus, the patient and the patient's family have faced a budgetary constraint in the morphine overdose case, which should be governed by strong central boards. However, these controls were not effectively enforced across care boundaries. 
Decentralised systems 
A decentralised system is a network where the data control as well as decision-making has been distributed among the several staff of the organisations instead of being centralised in a single authority (Tavares et al., 2024). Thus, authority has been distributed among the subordinates of the highest authority of an organisation, which has helped local healthcare and community pharmacy in making informed decisions. As an example, the election of leaders by organisational employees reflects decentralised practice in the organisation (Dwarfs and Giants, 2026). Thus, employees get some sort of clinical autonomy in exposing their thoughts and opinions, making them feel valued and motivated, which enhances organisational productivity. 
Although avoidance of national policies causes poor national co-ordination during the health crisis. Therefore, decentralisation is a barrier in getting effective health outcomes and it creates fluctuation in operational efficacy (Kesale et al., 2022). This increases the risk of occurrence of morphine overdose cases in future.
According to the NHS long-term plan 2019, healthcare is being proposed to be developed by including Integrated Care Partnerships (ICPs) in practice (Manag, 2020). It is seen that Accident and Emergency performance has been improved from 74% in 2024 to 75% in 2025 (NHS England, 2025b). Thus, decentralisation helps improve responsiveness, patient care, and innovation, promoting place-based approaches and empowering GP-led primary care over national bureaucratic control in cases like prescribing red drugs and providing them with the proper dose. 
Although the NHS receives revenue from central grants, and so decentralisation gained in context like local Government is problematic in regard to economic development (NHS England, 2025b).  This poses a serious financial threat to the NHS trusts, restructuring infrastructural development, which is crucial for the Accident and Emergency (A&E) department of the organisations. 
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[bookmark: _Toc226538881]Figure 4: Major ICBs are in financial deficit in 2025-26
(Source: The King’s Fund, 2026)
From the above figure, it is evident that major ICBs (local commissioners of NHS) face financial deficits in 2025-26 due to inadequate financial support (The King’s Fund, 2026). Therefore, in this situation, decentralised practices impose a serious threat to maintain patient safety standards due to low infrastructural development, posing a fear of recurrence of the morphine overdose cases and child’s life loss-related issues. 


Critical analysis 
The case study’s system follows both centralised and decentralised practices, which influence the occurrence of the morphine overdose incident in the A&E of the NHS North East and Yorkshire region.  
An Emergency Preparedness, Resilience and Response (EPRR) framework is mandatory in all the NHS-funded organisations in England, including NHS trusts. This helps these organisations to comply with the Civil Contingencies Act 2004, the NHS Act 2006, and the Health and Care Act 2022 (NHS England, 2022).  This has been crucial for NHS trusts to get Government support to manage organisational crises. However, due to weak governance and avoidance of EPRR, the morphine overdose case occurred. 
Notably, 833,136 events were recorded due to the relevance to LFPSE, the majority showing patient safety incidents (96.81%) (NHS England, 2026).
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[bookmark: _Toc226538882]Figure 5: Patient Safety incidents by maximum physical harm
(Source: NHS England, 2026)
From the above figure, it is seen that 745,194 patients face physical harm due to negligence in maintaining safety standards (NHS England, 2026). The NHS has taken initiatives to reduce the physical harm by introducing a centralised LFPSE system, which helped the NHS leaders to make informed decisions. This shows their accountability as they address their lackings for improvement instead of hiding it. However, due to new reforms related to decentralisation, GPs and nurses of the NHS North East and Yorkshire involved in the morphine overdose case overlooked double-checking before giving the wrong dosage to the infant.
[bookmark: _Toc226538806]c. Leadership Theories and Application to the Case Study
Introduction 
Leadership is critical to patient safety as it helps safe organisational culture, fosters the reporting of procedural errors and maintains safety standards. Leaders are responsible for bridging the gap between policy and practices and timely assessing the risks (Shneiderman, 2020). Thus leadership has been crucial for maintaining patient safety in healthcare organisations. Therefore, an effective leadership style is crucial for preventing the occurrence of morphine overdose cases, which is fatal for babies, in the NHS trusts in the UK. 
Application of theories 
Relationship Leadership Theory
The theory fosters the idea that leadership is a collaborative, social process, promoting the idea that people working together helps produce an inclusive work culture. The idea of the theory helps all members of the organisation to feel motivated and engaged, which fosters workplace productivity (Affainie, 2023). Thus following this theory helps to build a good relationship among all healthcare professionals and pharmacy professionals in an NHS organisation and reduces communication gap, reducing the occurrence of morphine overdosage cases in the NHS trusts in the UK. 
Although this leadership style has not been followed during the morphine overdose case of NHS North Yorkshire. It is seen that the Pharmacy Technician failed to directly communicate with the prescriber (GP) and only be able to communicate with the reception team. This communication gap created confusion during the process, leading to severity to the health condition of the baby (NHS North Yorkshire CCG, 2023). As a result, 51% of patients show dissatisfaction with the care service of the NHS in 2025 (PSLhub, 2026). This shows that healthcare staff did not maintain a good relationship with the patients, creating a communication gap. Thus, the organisational leaders do not yet follow this leadership theory, which is shown in the infant morphine overdose case as the communication gap between the community pharmacist and the GP caused severity to the infant’s health. This shows that the leaders could have followed an emotionally intelligent leadership style to gain the patient's emotional trust and satisfaction.
Reportedly, A&E waiting time was reduced by 78% in 2025 as compared to 2023-24. Also, faster diagnosis standard performance was 78.9%, higher than the target (77%). These improved staff performances enhanced the reputation of NHS organisations (NHS England, 2025a). Therefore, this leadership style will be helpful for the leaders of NHS trust in enhancing staff productivity and patient well-being. Thus, following this leadership theory in the North Yorkshire NHS region, the NHS leaders will be able to prevent recurrence of morphine overdose cases in future. 
Situational Leadership Theory
Situational leadership theory fosters the idea that no leadership style is optimal. The theory also explores that leadership style needs to be adjusted as per the need of the groups or situation. (Wuryania et al., 2021). Thus, instead of blindly believing pharmacists, healthcare professionals need to check the dosage provided of red drugs like morphine oral solution, before applying it to the patients, especially infants. It is noted that situational leaders accept shared ideas, motivate and upskill employees and upgrade the leaders’ own quality as well (Wuryania et al., 2021). Reportedly, 1 in 10 NHS staff left the organisation (NHS England, 2025d). This poses a high work pressure on the existing employees, reducing their cautiousness about maintaining double checking before applying red drugs to an infant. This leads to mistakes like wrong dosing of high alert drugs, causing infant morphine overdose cases. As a result, 809,103 safety incidents occurred in the NHS in the UK (NHS England, 2025e). However, the leadership style was not followed during the morphine overdose incident. It is seen that the nurses and other healthcare staff who gave the dosage to the baby did not double check the labels before applying the red drug, which deteriorated the health condition of the baby (NHS North Yorkshire CCG, 2023). Thus it is evident that the NHS lacks situational leaders, showing low work efficiency of the leaders, causing safety incidents in the NHS organisations.
Reportedly, work-related stress among the NHS staff increased from 41.6% to 42.36% in 2025 (NHS Providers, 2026). This shows that NHS leaders are not reactive to promote employee-well-being, reducing its brand image. This shows that the NHS organisation leaders need to be more distributed to make their employees feel valued, engaged and productive, while following relationship leadership theory. 
Although, in 2025, NHS implemented a flexible working policy and improved restoration, its employee turnover rate was reduced by 17% (NHS England, 2025d). Based on the record of 2025, all the 205 NHS trusts registered in LFPSE (NHS England, 2025e). This shows the accountability of the NHS in improving the care quality and safety standards. However, 3185 GP practices and 7444 have not been reported to register themselves in LFPSE (NHS England, 2025e). This shows that NHS leaders do not follow the situational leadership and so are not proactive. This restricts them to change their healthcare practices to align with the current safety standards. Therefore, the NHS north East and Yorkshire region need to follow this leadership style and include such policy and practices in the organisation to enhance staff productivity, and their error-making chances.        
[bookmark: _Toc226538807]d. Improvement, and Lessons Learned 
Problem 
Problem 1: Poor Communication skills of the leaders of the NHS cause safety incidents 
Weak communication in the NHS leads to patient complaints and safety incidents, causing treatment delays and medication errors (Howick et al., 2024). Therefore, the NHS North Yorkshire leaders' lack of direct communication between the pharmacy and the lead GP, the morphine prescriber, led to the severity of infant patients.
Evidence
It is reported that approximately 51% people were not given any contact details for any further help during discharge, which violates the Government guidelines (BJN, 2026). Also, poor communication from healthcare professionals causes 24% of patient safety incidents, even death, which has negatively affected the reputation of the care services of the organisation (RT, 2025). 
Solution
By adapting transformational leadership, the leaders can accept shared ideas and employee feedback and promote open communication in the organisation (Maolani, 2023). This helps employees feel motivated and be productive and creative. 
Problem 2: Lack of Cautiousness causes safety incidents like morphine overdose in NHS 
Cautiousness and patient safety is the most crucial responsibility of a healthcare leader. However, the lead GP reviewing the discharge letter in the morphine overdose case unconsciously issued a wrong EPS prescription as per the hospital neonatal discharge summary (NHS North Yorkshire CCG, 2023). This shows a lack of cautiousness of leaders,  leading to weak organisational governance, leading to physical harm-related safety incidents, such as morphine overdose cases. 
Evidence
Lack of administration causes 54% of medication errors (BMJ Group, 2026).  Each year, over 237 million medication errors take place in England due to low expertise and weak governance, causing the death of nearly 1700 people (BMJ Group, 2026). Medication error causes 12,000 deaths each year, showing the urgency of integration of cautious double-checking in treatment (Halligan et al., 2026).
[image: ]
[bookmark: _Toc226538883]Figure 6: Barriers of Expanding the Number of Trainees in NHS England
(Source: Batavanis et al., 2025)
Solution
Timely auditing to measure the employee’s performance upgradations helps leaders get better ideas to improve employee motivation and engagement (Odionu et al., 2024). This helps upskill employees, enhances their confidence and engagement, reduces procedural errors, and fosters a flexible, decentralised work culture.
Problem 3: Lack of Knowledge and Expertise of the NHS Healthcare Professionals causes procedural errors
Also, providing adequate knowledge and skills to the employees is a responsibility of the leaders of an organisation to achieve success (Rajoria et al., 2022). However, this is not seen in the NHS North Yorkshire trust during the morphine overdose cases as the reception team did not properly convey the message of the GP to the community pharmacy (NHS North Yorkshire CCG, 2023). Thus, a lack of employee expertise driven by weak leadership causes similar overdose incidents. This causes severe health problems to the baby in the NHS North Yorkshire trust, which is mainly caused by a centralised hierarchical work culture imposed by leaders in the organisation.   
Evidence
Also, 93.1% identified that a lack of funds restricts essential training of the healthcare professionals in NHS England, leading to low expertise and procedural errors, while treating sensitive patients (Batavanis et al., 2025). 
Solution
The leaders can run employee training programs twice a year after a gap of every six months. 
Problem 4: Lack of Timely Auditing due to budget constraints
Also, a lack of review or auditing of previous similar cases provides insufficient information about the required urgent improvements, measuring the risks (NCBI, 2020). This shows that leaders gave less focus on improving previous incidents by extracting the information related to the issues in the previous cases to avoid the recurrence of such a morphine overdose incident in the NHS UK. 
Evidence
Increased auditing fees increased audit costs by 52% (FRC, 2025). Although a lack of funding obstructs the leaders from getting the necessary funding, which restricts procedural improvements, causing recurrence of morphine overdose cases in NHS North Yorkshire.      
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[bookmark: _Toc226538884]Figure 7: NHS providers’ average audit fees and percentage increase in total audit fees, 2018-19 to 2023-24
(Source: FRC, 2025)
Solution
Investing more in timely auditing enhances the knowledge of the healthcare professionals and reduces the number of similar safety incidents. 
Problem 5: Overwork-Related Stress of GPs leads to Error-Making
Besides, cautiousness, overwork left the GPs feeling exhausted, causing errors during treatment.
Evidence
Reportedly, over 8000 GPs signed a petition for hiring more doctors to ensure patient safety (Gregory, 2025).
Solution
Fostering a decentralised work culture fosters the distributive work culture, and mandating daily breaks provide some relief from stress, reducing the work stress of the GPs.
System Structure, Leadership Style, and System Feedback Interaction
Analysing the case study, several challenges have been identified in the NHS North Yorkshire trust in the UK. It is seen that real-time feedback collection about the treatment and other relevant information does not provide details as support of the given feedback. This restricts leaders to make necessary improvements while treating patients having similar health issues (The Neurological Alliance, 2024). The centralised system in the NHS causes repetitive medication errors, causing similar safety incidents, as shown in the morphine overdose cases in the NHS North Yorkshire region. 
Also, 92% GP added that a lack of core funding restricts the healthcare managers from hiring new GPs in the NHS in England (Gregory, 2025). This negligence proves the insufficiency of the current NHS leaders in appropriate budget allocation. Thus, the insufficient funding restricts NHS leaders to upskill their employees, resulting in safety incidents in the NHS trusts in England due to inadequate infrastructure. Therefore, improving employee motivation and upskilling can be ensured by including a transformational leadership style (Worapongpat and Kangpheng, 2025). This increases the productivity of the reception team, which enhances employee expertise found in the morphine overdose case, reducing the communication gap between the GP and the community pharmacy further in the future. 
Lesson Learned 
Sometimes, due to past wins, leaders become overconfident, which leads to the occurrence of such low cautiousness and casualty (Moore and Bazerman, 2022). Therefore, other organisational leaders should maintain cautiousness and double checking standards to ensure patient safety in the NHS trusts. Also, enhancing communication skills is crucial for the leaders to gain patient trust and resolve procedural confusions. 
Fostering continuous improvement and Accountability
Data-driven decision-making allows for identifying organisational inefficiencies, predicting trends, and optimising real-time processes. NHS leaders can ensure data accuracy, security, and provide training for staff through HIPAA compliance, which fosters continuous learning and improvements of the staff (Chaudhari, 2024). This shows leaders’ accountability to make future improvements to reduce procedural errors and ensure patient safety.
[bookmark: _Toc226538808]Recommendation 
[bookmark: _Toc226538809]Summary to Suggest Further Actions
The morphine overdosage cases occur in the NHS North Yorkshire trust several times, which shows a significant gap in the leadership style of these organisational leaders. This needs to be mitigated by adapting an effective leadership style and improving existing treatment procedures to ensure patient safety.  
[bookmark: _Toc226538810]Recommendations for strengthening governance, communication, and system integration through effective Leadership and Organisational Sustainability
Transformational leadership style promotes the inclusion of innovative technology in the workplace (Agazu et al., 2025). Leaders can integrate AI cobots to digitalise discharge summaries and enhance closed-loop communication gaps by using NLP (Joshi, 2025). Thus, the leaders can reduce medication errors and enhance patient satisfaction and reduce the work stress of GPs through automated work practices. Therefore, this is one of the best leadership styles for enhancing the productivity of the NHS leaders and coping with the rapid technological advancements, which helps safety standards and reduce recurrence of morphine overdose cases due to communication gaps. 
Reportedly, AI-based tools are being rolled out across the NHS to predict patient risk of falling with 97% accuracy, which already prevents 2000 falls and hospital admissions each day (NHS England, 2025f). This prevents the safety incidents across the NHS trusts in the UK, enhancing patient safety. 
Also, the leaders can conduct meetings for discussing patients’ feedback about organisational lackings and propose way outs through the collection of collective shared ideas (Välimäki et al., 2024). This helps healthcare staff feel valued, engaged, and motivated, resulting in enhanced workplace productivity.  
Also, RED drug digital flagging, Pharmacist discharge approval, and Standardised prescribing are some ways to enhance organisational governance of the leaders during the treatment procedures in the NHS North Yorkshire trust.
[bookmark: _Toc226538811]Recommendations for Enhancing Technical and Allocation Efficiency 
Also, by integrating an AI-driven single patient record system in the NHS app, leaders can reduce administrative burdens and enhance care services. This prevents recurrence of the morphine overdose cases in the NHS trusts in the UK, enhancing technical efficiency of the organisation. This helps leaders gain stakeholders, like patient satisfaction through early detection, reduced wait time and successful treatment.
Since 2022, using AI for new hiring improves the allocative efficiency of employers, as 3 in 10 UK employers are using AI for new hiring (Mayne, 2025). Therefore, the NHS HR leaders can use AI to improve allocative efficiency across the NHS North Yorkshire trust in the UK.  
[bookmark: _Toc226538812]Methods for continuous learning, stakeholder engagement, and co-production
Running training programs fosters a growth mindset, helps upskill employees to adapt technological advancements. This fosters organisational learning in the NHS trusts in the North Yorkshire region. 68% of employees prefer to learn and train at work (Pappas, 2025). Therefore, continuous learning can be gained through effective upskilling programs across the NHS UK. Effective training increases productivity by 37% (Caveney, 2025). Thus, improved skills contribute to enhanced productivity across the NHS trusts in the North Yorkshire region in the UK. 
Investing more in advanced digital platforms to centralise information to facilitate transparency. Hospitals and NHS trusts spent 60.47% of their 2025 spending on EPR roll-outs, and 80% of British hospitals ran EPR in 2025 (Mordor Intelligence, 2026). Thus, the advanced digital technology will help the NHS gain stakeholder engagement and trust, ensuring organisational financial stability in the NHS trusts in the UK. 
[bookmark: _Toc226538813]Conclusion 
The leadership style maintained in the NHS North Yorkshire had several limitations. This included a lack of communication skills, leading to confusion among the GP and community pharmacy about the morphine sulphate dosage prescribed to an infant.  Also, a lack of training restricted the reception team from conveying the wrong message of GP to the pharmacy, causing this confusion. This caused severe health issues to the baby, who was only able to survive after a naloxone treatment. 
Also, inadequate feedback collection and a lack of timely auditing caused weak interaction among the employees in the NHS. Thus, with low system thinking power, only a few improvements could be made, causing repetition of the same morphine overdose incidents in the organisation.  
The case study analysis highlighted that weak governance and low double-checking from the GP’s side caused a severe health issue to the infant. The lead GP discharged the patient without checking that the community pharmacy has provided the red drug with wrong dosage. Therefore, some recommendations have been suggested to the NHS leaders about strengthening the governance system to avoid the recurrence of such infant morphine overdose cases. Some recommendations, such as usage of a single AI patient record system, running training programs, and promoting closed-loop communication, have been suggested to enhance organisational learning, productivity, and sustainability. This helps leaders gain stakeholder engagement and financial stability. 
It is notable that individual-based interventions include limited ideas, whereas systems thinking includes diverse innovative ideas, in-depth, real-time latest market insights, and existing problems. Thus, systems thinking is a better approach for the leaders for gaining a sustainable position in the market than leveraging individual-based interventions.     
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