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[bookmark: _Toc225368245]1.0 Introduction and Background (400 words)
Medicine safety in the medical field is an imperative today as errors with drug prescribing, providing it is also serious. Increasing global data shows that there is extensive prevalence of medication hazards that are virtually preventable which increases mortality and morbidity in healthcare (World Health Organisation, 2017; Elliott et al., 2021). A total of 237 million medication errors are recorded in England annually as a whole, highlighting the scale and complexity of this problem (Elliott et al., 2021). As it is being pointed out to show, medication-associated harm is rarely just the result of individual medical failures in one or two systems at work in this study from which individual people can be killed, healthcare system, and society are mixed (Braithwaite et al., 2018; Carayon et al., 2020).
Leadership is widely recognised as a major factor playing a major role in healthcare organisations dealing with complex conditions. And among health and social care professionals we also know leadership is based on their engagement with individuals and systems to establish a safe, safe outcome through collaboration and commitment to common purpose (Singh et al., 2024). In other words, good leadership is greater than putting a hand on one's desk to build organisational culture, make them collaborate and create systems that advocate for safe practices with a safety focus (Murray and Cope, 2021). In particular, this is important in paediatric care where medication safety is very much affected by weight balance in dosage and by drug formulations and their small therapeutic margins.
For example, a report of a case in which, shortly after birth, a four-week-old child received a higher dose of morphine from a doctor who was too confused about the drug to do so. That is where problems of communication and governance and system design occur at all stages of the medication treatment process that can lead to major harm for people. Again, they are things of systems which can not fall solely under the category of individual error and so should only be addressed so as for systems by them.
Healthcare governance is governed around a delicate balance between centralisation and decentralisation. Centralisation refers to providing standardised policies and safety controls at national or organisational levels; decentralisation supports local clinical decision-making; and context for contextualisation of responses. Coordination among these approaches is crucial for achieving high-quality medicine safety in such complex healthcare systems as Braithwaite et al. (2018) have described.
Leadership theories represent good criteria for identifying how organisations respond to safety challenges. Transformational leadership is centred on culture, motivation and shared vision, whereas transactional leadership is to comply or control performances in practice. Situational and distributed leadership methodology recognise the need for adaptive and shared leadership across a multidisciplinary team (Kazin Ystaas et al., 2023; Wu et al., 2024).
This report employs systems thinking and leadership theory to critically analyse the infant morphine overdose case. It looks at systemic weaknesses, governance mechanisms and ways leadership approaches affect the incident as opposed to preventing preventable harm of health care organisations in an evidence-based context.
[bookmark: _Toc225368246]2.0 Main Body: Systems Thinking to Identify the Problem (900 words)
The infant morphine overdose case indicates a breakdown of the medication pathway in managing risk at key time stages including prescribing, dispensing and communication. The problem was not due to an individual physician’s mistake as much as the system weaknesses in which a morphine concentration of about twenty times too high occurred during multiple phases. A system-driven view of safety for healthcare is required, as it is not based on linear cause and effect but on system-related actions and the interaction between human actors, organisational processes and technological systems (Braithwaite et al., 2018; Carayon et al., 2014).

The first problem comes at the prescribing stage when the morphine concentration and formulation in particular came up. The risk related to paediatric prescribing is very high because weight dosing is used, the formulation of the drug can change and there is a very tight therapeutic window. There is a lot more evidence that shows that errors in paediatric treatment are significantly more common (Alghamdi et al., 2019; Kaushal et al., 2001). There is a huge risk associated with such complexity because a doctor must give the patient the drug when writing a prescription and then determine the dose by means of a formula that the patient has never anticipated. In the morphine case, such complexity created a situation where an incorrect dosage of morphine was simply given without being seen and immediately flagged as dangerous.

The second important failure took place during drug dispensing in a community pharmacy where an incorrect medicine formulation for morphine was provided. In the case of dispensing processes, a product of the system is meant as a safety barrier to warn against prescribing errors. But the pharmacy did not recognize the difference in drug concentration, which reflects a system failure rather than an individual oversight. The Swiss cheese model of Reason (2000) explains why harm can occur when numerous layers of defence are not in place during product deliveries, allowing latent hazards to align. These prescribing and dispensing mechanisms were also not sufficient to capture the error. In the absence of standardised concentration checks or decision-support systems, pharmacy personnel were required to carry out a significant amount of manual checks that are generally unreliable under stress and cognitive pressure, which they did not do well to detect (Hollnagel, 2014).

During transitions of care, especially when a person gets discharged from the hospital and communicates with primary care and community pharmacy services, there have been some failures. The morphine overdose pathway encompassed hospital physicians, general practitioners, pharmacists and caregivers, and it has been shown by Dinh et al. (2024) that medication safety is frequently compromised during such transitions due to fragmented communication, incomplete information transfer and lack of interoperability between systems. The discharge process was not sufficiently clear or standardised in terms of medication instructions, so many downstream professionals had to interpret rather than verify the medical decisions made, which meant those who take medication could not follow up properly. The discontinuity of this information allowed the incorrect concentration to persist unchallenged across organisational boundaries.

A governance plan is a key part of understanding why the failures were not prevented. At the national level, care in the NHS relies on centralised safety policies designed to standardise high-risk medication practices, including restrictions on certain drugs (i.e. “red drug” or hospital-only classifications). These controls are only effective if they are consistently implemented at local levels. Poor governance in the morphine case did not enforce appropriate prescribing restrictions or provide adequate safeguards. This reflects a breakdown in the relationship between centralisation and decentralisation: while national policies existed, local systems did not reliably translate these policies into practice. Elliott et al. (2021) describe the scale of medication-related harm in England, estimating 237 million errors annually, suggesting that such governance failures are systemic rather than exceptional.

This incident also points to limitations in organisational learning and feedback loops from a systems perspective. Braithwaite et al. (2018) point out that strong and sustainable safety in this context comes down to continuous feedback and coordinated action across organisational levels. However, the recurrence of similar medication errors suggests that incident reporting mechanisms are not effectively translating learning into system redesign. For the morphine case, previous knowledge of paediatric dosing risks and high-alert medication errors should have triggered stronger safeguards, such as standardised prescribing protocols or digital decision support. The absence of such measures indicates that feedback loops between detection and redesign were either too slow or insufficiently integrated across governance levels.

Critically, the case demonstrates that reliance on human vigilance is an inadequate safety strategy. While it could be argued that individual professionals should have identified the error, extensive evidence shows that human performance is inherently limited in complex, high-pressure environments (Carayon et al., 2014). Systems that depend on memory, attention and manual checking are particularly vulnerable to failure. Instead, high-reliability organisations prioritise engineered safeguards that reduce reliance on individual performance. In this case, the lack of automated dose checking, standardised formulations and interoperable digital systems meant that the medication pathway remained dependent on human interpretation rather than system control.

Overall, the infant morphine overdose illustrates how medication safety failures emerge from the interaction of multiple system weaknesses rather than a single point of error. The prescribing process introduced ambiguity, the dispensing process failed to detect it, communication across transitions was fragmented, and governance mechanisms did not enforce adequate safeguards. These failures were compounded by weak feedback loops and over-reliance on human vigilance. Consequently, improving medication safety requires system-level redesign that strengthens standardisation, enhances communication and integrates technological safeguards, rather than focusing solely on individual accountability.
[bookmark: _Toc225368247]

2.1 Figure 1: rich picture of feedback loops
The closed-loop electronic medication management system illustrated in Figure X demonstrates how the integration of various digital systems, including Computerised Provider Order Entry (CPOE), clinical decision support systems (CDSS), barcode medication administration (BCMA) and electronic medication administration records (eMAR), facilitates safe prescribing, dispensing and administration processes. It indicates how multiple verification points are incorporated in the medication pathway to minimize the propagation of error. 
[image: ]


The closed-loop system illustrated in Figure X demonstrates how through integrating digital technologies throughout the prescribing, dispensing and administration pathway medication safety can be improved. There are also verification checks built into every step in this process, to keep errors in check before they reach the patient. Specifically, clinical decision support systems offer a tool for automated dose checking at the prescribing stage, where decisions are guided by automated checks, from the time of prescription in the prescribing phase, to barcode medication administration for safe, effective handling which is to confirm the right patient, drug and dosage at the point of care. 
There is evidence to suggest that integrated systems such as these reduce medication errors substantially by decreasing the dependency on manual calculation and memory-based cognitive reasoning (Taheri Moghadam et al., 2021; Bates et al., 2024). But the success of closed-loop systems depends on their architecture and execution. Badly designed systems could pose new risks (alert fatigue and incorrect selection from electronic interfaces) that could negate safety benefits (Elshayib and Pawola, 2020). It illustrates that digital systems do not remove errors, but reorient error in the socio-technical system. With regard to infant morphine overdose, failure to incorporate or properly set up closed-loop safeguards may have allowed an inappropriate morphine concentration to enter several stages through the pathway without being detected. A complete paediatric dose-range check and barcode verification would have been critical to establishing a safety barrier, so that the error did not reach the patient.

[bookmark: _Toc225368248]2.2 Centralisation and decentralisation in Healthcare Systems (300 words)
The infant morphine overdose case is indicative of an important divergence in centralised safety policy in the NHS and decentralised clinical practice in practice. At national level, medication safety is governed by centralised frameworks, including prescribing prohibitions for risky drugs, national patient safety warning plans and health code. These mechanisms aim to minimise variation and ensure that all harmful drugs (in particular opioids including opioids available in paediatric care) will be adequately managed and monitored (NHS England, 2024). But in practice, it will require sustained implementation across all aspects of health care practice so long as centralisation has become embedded in local culture.

In this case, failure was not due to the absence of central governance, but to the insufficient implementation of protective measures in urban areas. The morphine overdose pathway involved hospital discharge, general practice care and community pharmacy dispensing, which all operated with some degree of local control. But decentralisation allows flexibility and responsiveness to local health care conditions but also causes varying levels of safety controls to be applied. Camacho et al. (2023) maintain that fragmented digital infrastructure and poor information exchange between multiple locations in care make medication taking and distribution much more complex with patient care during medication changes.

The failure is in the breakdown of accountability at these decentralised interfaces. While high-risk medication controls might have existed at an executive level in this case (preferably in the form of specialist prescribing guidance or classifying the drugs as ‘red drugs’), they were not enforced, or even consistently confirmed, at the time of prescribing as well as dispensing. Systems failure is a much wider problem: these centralised players must understand and implement central policies in a decentralised state without sufficient technology and procedural means to do so as we are now seeing.

The counterargument is that centralised practices, in this case, reduce local adaptability and do not adequately factor in specific contextual needs in implementation (Braithwaite et al., 2018). But the level and complexity of paediatric medication risks as a result would indicate that these more safety-priority and universal levels needed to be required in order to ensure certain safety-related controls (such as standardised drug concentrations, mandatory prescribing systems or integrated digital decision support) should be centralised and well-managed. So the issue is not centralisation versus decentralisation in a binary choice but whether or not they coexist.

So weak alignment between national policy implementation and local execution allowed a long-standing and known high-risk medication error to continue to spread with impunity in this case. Good drug safety governance requires centralised and effective policies (without arbitrary restrictions/monitoring to monitor the outcome or interventions) to coordinate across decentralised delivery channels.

[bookmark: _Toc225368249]2.3 The use of leadership theory (critical analysis 900 words)
Leadership theory is the relevant perspective for understanding the prevalence of risk on medication safety in organizations when there has been continuous policy and awareness amongst organisations for those who must remain safe and secure at the end of this period. In Great Man, such a model is based in how leadership depends on individual qualities such as influence, authority and charisma as well as ability to decide to do things (Singh et al., 2024). These models may help the study of influence in hierarchical frameworks but fail to capture the complexity involved with complex health systems. Medication safety arises as it involves people from different sectors in the institution and work place, and no one person is trustworthy and it has always been about individual decision making. In the infant morphine overdose case, however, this perspective is wrong as the risk was embedded in system design rather than individual failure.
Behavioural leadership theory shifts focus from who a leader should be to what work is to the emphasis of task-oriented and people-friendly leadership practices (for example setting expectations and monitoring performance). Some evidence suggests that the combination of both can result in organizational growth and employee involvement which may indirectly improve patient safety. However, these models are less commonly adapted particularly in complex healthcare. But leadership challenges also existed among hospital discharge, primary care prescribing and pharmacy dispensing in the morphine case. It was not leadership style but coordination of interconnected systems that was most important in finding out what to do in this clinical context. Behavioural theory is thus providing an insight, but it can do less if there are multiple systems.
Transformational leadership provides a more relevant framework with vision, motivation and organisational culture. Evidence suggests it has been shown to lead to improved patient outcomes, strong safety culture and incident reporting (Kazin Ystaas et al., 2023; Aveling et al., 2023). As psychological safety, in that staff have the autonomy to voice concerns without fear (Edmondson, 1999), such is important in the context of medication safety as early error detection is enabled through frontline staff to come forward and bring concerns up in the community.
But transformational leadership, as we have seen on one side, is insufficient. While it nurtures a safety culture well, however, it is not addressing structural weaknesses in the design of the system. Wu et al. (2024) states also that leaders’ leadership is not sufficient to lead effectively so processes and technology must be supported; culture enables safety but does not prevent it. In the morphine situation, while psychological safety would still be there, the absence of robust controls, e.g. standardised prescribing protocols or well-designed digital reminders, would still mean such errors occur. To enable transformational leadership at the system level of care, the interventions should be linked.
Transactional leadership addresses this gap by focusing on compliance, monitoring and enforcement. In medication safety this includes clinical guidelines, audit systems and escalation procedures. These steps create less variability, particularly in risk-based areas such as paediatric prescribing. But transactional leadership becomes an object of “brittle compliance”– rules don’t address the underlying risks. It’s a false sense of security: adherence doesn’t necessarily bring system reliability. The morphine case is illustrative of this issue because existing policies did not help prevent the error, so that compliance mechanisms weren’t in place, in order to control the error effectively. Transactional leadership is necessary but not sufficient; it cannot replace system redesign; it has structure in place but it does not have integrity.
Situational leadership introduces adaptability with leadership strategies being based on the context. If immediate risk is taken as a top priority, directives can be better and a quick resolution of a crisis; during long term improvement in human relations, strategies focused towards systems redesign are needed (Singh et al. 2024). Healthcare leaders have to adopt innovative workflows to achieve optimal clinical performance on technology and organization in these settings and situational leadership is very generalistically different. For medication safety, successful application should shift from crisis management to design and assurance to reactive.
Distributed leadership offers us the best framework to be applied. There are many organizations involved and as such, the health system is inherently interdependent and coordination was essential throughout. Braithwaite et al. (2018) prove the case that the system change is necessary in this way with organisation-level actions throughout organisations. Dinh et al. (2024) emphasize collaboration is key in safe medication management of care transitions. The mechanism provides shared responsibility and is therefore an innovative means of system resilience by allowing multiple actors to detect and respond to risks together.
But distributed leadership also risks a lack of accountable structure. Shared responsibility of safety results can make ownership about safety outcomes difficult, in cross-border areas like the morphine case. In order to work properly distributed leadership will also make good sense to have a defined order and escalation pathways are planned which also must be shared. This fragmentation and coordination might be inevitable if it is not given the right framework for it.
Leadership is also important for digital transformation. When implemented efficiently clinical decision support systems may improve prescribing accuracy and patient outcomes (Bates et al., 1998; Taheri Moghadam et al., 2021). But those will only be successful when leadership has taken the right steps in terms of system design and integrate with operational processes. Unfavourable implementation can introduce new risks in the form of alert fatigue or other risks (“safety not technology alone”).
They do not have to settle on one leadership theory in order to address medication safety issues. An integrated leadership approach is required to be a better leader by integrating transformational, transactional, situational and distributed leadership. Transformational leadership fosters safety culture; transactional leadership ensures compliance; situational leadership allows people to make strategic decisions; and distributed leadership supports coordination. The failure to make integration, in the infant morphine overdose case, led to systems to be vulnerable and cannot prevent harm at all.

[bookmark: _Toc225368250]2.4 Critique, Improvement and Lessons Learned (700 words)

The infant morphine overdose case is an illustration that there is significant missed linkiness between human, technological and organisational aspects of the medication system. Systems-based criticism shows the main culprit to be not individual error but not system design to guard against known risks. Systems thinking literature has consistently shown that a human attitude is unsafe in high-risk situations due to a vulnerability to poor monitoring performance and risk-response (Braithwaite et al., 2018; Hollnagel 2014). In this case, the system needed professionals to detect the flaws by their own hands and remedy them and not create it.
The structural challenge with paediatric medication administration is its complexity. Paediatric drugs must take place with weights such as weight-based dosing, drug formulation flexibility, and precise estimates of medication dosage within small therapeutic limitations, in contrast to adult prescribing (Alghamdi et al., 2019; Kaushal et al., 2001). Disease error rates are substantially higher in paediatric medicine due to cognitive overload, when clinicians may take up more work at once. But differences in their drug concentration led to more complexity with morphine being an example where a dilution problem (dosing error) would be overlooked and can happen without warning.
Transitions of care are also a fundamental vulnerability. Across the hospital discharge, primary care and community pharmacy the patient was involved in, showing fragmentation in the drug pathway. Dinh et al. (2024) have shown that continuity of medication is often jeopardized if communication is poor and information is transferred inaccurately. This is the process of informational discontinuity: when effective information from medication is not shared upstream, later professionals have a need for interpretation. In morphine's case, that fragmentation allowed the incorrect concentration to pass over multiple stages by itself and not to be detected.
Traditional safeguards like double-checking also show weaknesses. Though common in systems, human factors research shows that in a situation in which stress makes the processes so heavy such checks are largely routine and lack reliability (Stevens et al., 2023). Staff may have previously assumed that things were correct or it would be time-consuming to verify those things as previously been done, so those things were there, a low level defence against which workers are forced to run and risk this defence. Yes double-checking does detect a couple of errors, but at high pressures it is not a very high safety measure of a typical safe systems.
Digital decision support systems have a huge potential of improvement. Evidence is accumulating that electronic prescribing with integrated decision support in place can minimize errors and improve outcomes (Taheri Moghadam et al., 2021; Bates et al., 1998). These systems standardise prescribing, automate calculations and support alerts. But efficiency of such systems is informed by design and implementation. Poorly configured systems carry the risks of alerts fatigue (Elshayib & Pawola, 2020) and so technology must be aligned with clinical protocols and human conditions.
Organisational learning is also an area of weakness. Fast feedback loops in the system turn disasters into improvements in safety systems are key for effective safety protection mechanisms. Braithwaite et al. (2018) highlight that organisational improvement must come together at every level. But medication errors mean learning is slow and sometimes fragmented. As in the morphine case, knowledge did not flow to optimal redesign—a failed system learning mechanism was clearly present.
Leadership affects safety outcomes too. Transformational leadership helps to reinforce psychological safety and reporting (Kazin Ystaas et al., 2023), but culture alone cannot address structural deficiencies. Wu et al. (2024) contend that leaders should coordinate cultural, technological and operational processes as well as focus on improved operational performance in order to be successful.
Three important lessons emerge. First and foremost, medication safety need not be a system design problem because the management of risk in any systems and behaviour should need to be viewed as a system design problem rather than a behaviour problem. Second, better coordination in care and standardisation of care information is a critical aspect to communication during transitions. The fifth point is that digital systems need to be linked to clinical workflows. Last, an organisation should build up their training capacity and develop a robust learning system so incidents lead to redesign in time. Without these changes, similar defects will persist until policy is done differently to avoid them.

[bookmark: _Toc225368251]3.0 Recommendations (600 words)
In the infant morphine overdose case we observed that the failure to maintain medication safety is an interrelated problem, due to flaws in system design, governance and leadership. For such improvement, specific interventions should be implemented that address these failures without general safety principles.

⸻

3.1 Enhancing Digital Prescribing and Decision Support Systems.
One of the most severe failures of the morphine case was that the program could not detect an incorrect drug concentration at the prescribing and dispensing stages. Evidence suggests that paediatric medication errors result from dosing complexity and calculation variation (Alghamdi et al., 2019). When integrated with electronic prescribing, clinical decision support systems (CDSS) are shown to be able to greatly enhance prescribing accuracy because automated dose calculations and safety notifications are also offered to physicians (Taheri Moghadam et al., 2021).
Healthcare system owners should provide interoperable electronic prescribing systems with paediatric-related safety features, such as weight-based dosing calculators, standardised drug concentrations and real-time alerts for abnormal dose levels. But implementation needs to be conducted in such a way to not cause alert fatigue in which excessive or irrelevant notifications reduce clinician responsiveness. Alert override rates and user feedback need to be carefully investigated over time to ensure they are relevant and intuitive for the clinical.

⸻

3.2 Improving Communication and Information Continuity Across Care Transitions.

The morphine overdose pathway was one of fragmented communication among hospital discharge, general practice and community pharmacy. Dinh et al. (2024) emphasize that information is often poor in the intercommunication process when patients go through transitions of care, which contributes to medication errors. In this example of mismanaged discharge and lack of standardisation in communication, we encountered the problem of the incorrect prescription persisting across varying conditions of care.

Healthcare systems are required to implement interoperable electronic health records linking their drugs in the system so that drug information is not stored within the organization. Discharge summaries should contain details regarding drug concentrations, doses and drug administration instructions. And proper communication protocols must also be practiced with prescribers and pharmacists for medications which are especially likely to have high risk.

⸻

3.3 Building More Governance and Standardisation in High-Risk Medications.

The case reflects a breakdown in governance, with high-risk medication central safety controls not widely enforced at the local level. NHS England's patient safety initiatives call for standardisation to reduce medication-related harm (NHS England, 2024). However, it is regional in nature, and regional implementation may have variability and loopholes.

Healthcare organisations need to enhance their governance by introducing mandatory standardised prescribing policies for high-risk paediatric drugs, including restricted formularies and approved concentration ranges. This is something that we want to embed into digital systems to enable automation and not rely on manual compliance processes which lead to lack of adherence. Although standardisation can reduce local flexibility, the risks that can occur with paediatric drugs are so serious that we have decided that non-negotiable controls for these drugs may be applicable in this scenario.

⸻

3.4 Applying Human Factors and System Design Principles.

The morphine case underscores the over-dependency on human vigilance, especially in dispensing and verification. Human factors research has shown that manual checking is unreliable in high-pressure environments due to cognitive load and interruptions (Carayon et al., 2014). So safety systems should consider human limitations and not depend on perfect performance.

Healthcare organisations should redesign medication workflows based on human factors principles, such as simplified drug labelling, standardised packaging for medication and barcode medication administration systems. Creating distraction-free environments for preparing and verifying medicines can further reduce error risk. These interventions aim to reduce cognitive burden and improve system reliability.

⸻

3.5 Enhancing Organisational Learning and Feedback Mechanisms.

The continued occurrence of such medication errors in organisational learning systems suggests that these systems are not sufficiently effective. Braithwaite et al. (2018) find that safety improvement for complex systems requires strong feedback loops which connect incidents with system redesign and implementation. In the morphine case, previous knowledge of the risks of paediatric medication did not translate into useful preventative measures.

Healthcare systems in practice need to provide incident reporting systems that incorporate real-time data analysis along with integrated review processes. Medication safety collaboratives could help to gain common knowledge and best practice learning among all medical professions. These reporting systems need to be supported by a psychologically safe culture to instill confidence and create accountability mechanisms within which learning leads to real system improvement (Kazin Ystaas et al., 2023) through a process of peer-driven analysis and collaboration.











[bookmark: _Toc225368257]4.0 Conclusion
The infant morphine overdose is a wonderful story because it is because medication safety can be seen as interrelated in our day-to-day lives with multiple systems systems at play in terms of medical practices and communication mechanisms and is not something that is done onsite or in nature. A systems thinking perspective underpins this picture of patient safety and in relation to the interplays of human people, organisational organisations, and technological systems rather than isolated behaviour as we have referred to people as individuals (Braithwaite et al., 2018), so to make medication safety better it needs to be taken way out from being about person-centred solutions to one about system-level redesign and its improvement towards continuous reliability that covers the entire route of medication delivery.
However, it highlights the key role of governance in determining safety. The ability to standardise high-risk medication policy from centralised policies through local implementation is significant to the success of policy to be at the heart of the medicine culture. The morphine overdose case illustrates a situation where implementation, due to interfering policy priorities cannot be fully understood while being able to cover up and prevent errors in organisation. Better integration of national quality standards into local implementation is therefore essential to reduce the impact of medication use.
Leadership has become an enabler for system improvement and organisational learning. Transformational leadership is essential to psychological safety and reporting as well as distributed leadership to ensure that all individuals will be in a state of good health and communication throughout a complex care line. Leadership is important, but is insufficient without structural reinforcing. Software-based solutions (e.g., electronic prescribing systems and clinical decision support) would also lower reliance on manual processes and avoid human errors in decisions and processes.
The case is in great part to emphasise that medication safety and long-term improvements demand a systemic approach through leadership, governance as well as technological innovation. And, by adopting systems thinking and ensuring a proactive system philosophy, healthcare organisation’s can be more resilient and reduce risk for health-related injury, particularly for the vulnerable children.
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