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Patient safety is a fundamental priority within health and social care systems; however, medication errors remain a significant cause of preventable harm worldwide. According to the World Health Organization, medication-related harm affects millions of patients each year and results in approximately 1.3 million injuries annually across global healthcare systems (WHO, 2017). This report examines a case involving a four-week-old infant from the North East and Yorkshire region of England who was admitted to an Accident and Emergency department after receiving an overdose of morphine sulphate oral solution. The overdose occurred because the parents were supplied with a medication strength of 10 mg/5 ml instead of the intended preparation of 100 micrograms/ml, resulting in the infant receiving approximately twenty times the intended dose. Although the baby survived following treatment with naloxone, national incident reviews indicate that this is the fifth similar occurrence reported since 2018, with one previous incident resulting in the death of an infant. The incident highlights significant concerns regarding medication safety, communication processes, and governance systems within healthcare organisations.
Leadership plays a crucial role in ensuring safe and effective healthcare delivery. In health and social care contexts, leadership can be defined as the process of influencing individuals and teams to achieve shared goals related to patient safety, quality improvement, and organisational performance (Yukl, 2020). Effective leadership is particularly important in complex healthcare environments where professionals must collaborate across multidisciplinary teams, manage clinical risks, and respond to rapidly evolving situations.
Healthcare organisations operate within governance structures that balance centralisation and decentralisation. Centralisation refers to decision-making authority being concentrated at higher organisational levels, such as national health authorities or executive leadership teams responsible for establishing policies and standards. In contrast, decentralisation distributes authority to local levels, enabling healthcare professionals and departments to make decisions that reflect operational and patient care needs. Decentralised systems can improve responsiveness and flexibility, while centralised structures provide coordinated policies and consistent standards across healthcare systems (Sreeramareddy and Sathyanarayana, 2019).
Leadership theories provide useful frameworks for understanding how leaders guide teams and manage organisational challenges. Transformational leadership focuses on inspiring staff and promoting a shared vision for improvement, while transactional leadership emphasises structured processes, performance monitoring, and compliance with organisational rules (IMD, 2025). Situational leadership suggests that leaders should adapt their approach according to the circumstances and needs of their team (Yukl, 2020). In contrast, autocratic leadership involves leaders making decisions independently with limited input from others and may be used in situations that require rapid decision-making and clear authority (Nickerson, 2024). Different leadership styles influence organisational performance, staff engagement, and decision-making effectiveness within complex organisations such as healthcare systems (IMD, 2025).
Selecting the appropriate leadership style is particularly important during periods of organisational change or crisis. Leadership decisions can directly influence patient safety outcomes, staff morale, and the effectiveness of governance systems designed to prevent clinical errors (Yukl, 2020). Strong leadership can therefore promote a culture of accountability, learning, and continuous improvement following safety incidents (NHS Leadership Academy, 2023).
This report aims to analyse the infant morphine overdose case using systems thinking, leadership theory, and governance analysis. It will examine the underlying causes of the incident, explore how centralised and decentralised organisational structures influenced decision-making, and evaluate the effectiveness of leadership approaches within the case study. The report will also identify key lessons learned and propose evidence-based recommendations to strengthen leadership, governance, and communication processes to improve patient safety outcomes within healthcare organisations.



[bookmark: _Toc225272973]Identifying the Problem and Setting the System Context  
The central problem in this case study is a systemic medication safety failure that resulted in a four-week-old infant receiving a morphine sulphate dose approximately twenty times higher than intended. The error occurred due to the prescribing and dispensing of an incorrect formulation across multiple stages of care, despite governance indicating that this medication should remain under specialist hospital control. The recurrence of similar incidents nationally suggests that this reflects broader system-level weaknesses rather than an isolated error.
Medication errors are a significant global patient safety concern. The World Health Organization estimates that medication-related harm causes approximately 1.3 million injuries annually worldwide, demonstrating the widespread impact of failures across prescribing, dispensing, and administration processes (WHO, 2017). High-risk medicines such as opioids require caution, as small variations in dose or formulation can result in severe harm.
At a national level, similar patterns are evident. Research in England estimates approximately 237 million medication errors annually, with around 66 million considered potentially clinically significant (Elliott et al., 2021). Although not all errors result in harm, incidents involving vulnerable patients and high-risk medicines can have serious consequences. These findings reinforce that medication errors are systemic in nature and occur across healthcare settings.
Medication errors frequently arise across multiple stages of the medication pathway, including prescribing, dispensing, administration, and patient use (Tariq et al., 2024). This case reflects that pattern, as the error originated at hospital discharge, continued through GP prescribing and pharmacy dispensing, and ultimately resulted in incorrect administration by the infant’s parents. This progression demonstrates how system weaknesses can allow errors to pass through several stages of care without being intercepted.
Several interrelated system weaknesses contributed to the incident. A key issue was the clarity of communication within the hospital discharge process. The discharge summary was handwritten, used the abbreviation “mcg,” and included the brand name “Oramorph,” creating ambiguity. The GP, unaware of the specialist 100 micrograms/ml formulation, prescribed the more commonly available 10 mg/5 ml preparation. These factors highlight broader weaknesses, including poor communication, limited accountability across the medication pathway, and gaps in knowledge regarding high-risk medicines. Responsibility for identifying and preventing the error was distributed across multiple professionals, yet no single point of accountability ensured that the prescribing decision was verified.
Communication between healthcare professionals further contributed to the incident. The community pharmacist identified concerns regarding the prescribed dose; however, communication with the GP occurred indirectly through reception staff rather than through direct clinician-to-clinician interaction. This increased the risk of misinterpretation and reduced the effectiveness of safety checks. Reliance on indirect communication pathways represents a systemic weakness, particularly when dealing with complex or high-risk prescriptions.
Medication labelling and patient understanding also represent critical safety barriers. The safe use of medicines depends on individuals being able to interpret and act on information provided on dispensing labels (HSSIB, 2022). In this case, the label did not include clear instructions regarding the volume to be administered, and an appropriate 1 ml syringe was not provided. As a result, the parents continued administering the same volume used with the hospital-supplied formulation, leading to a significantly higher dose being given. This highlights the importance of clear labelling, effective counselling, and ensuring patient understanding.
Governance structures also influenced the incident. At the local level, hospital discharge processes, GP prescribing, and pharmacy dispensing formed part of the medication pathway. At the regional level, the classification of morphine sulphate 100 micrograms/ml as a ‘RED drug’ was intended to restrict prescribing to secondary care. However, this control was not effectively implemented, as the discharge summary requested continuation of prescribing in primary care. At the national level, broader medication safety policies exist to guide safe practice. This case therefore demonstrates a governance failure, where centrally defined policies did not translate into effective oversight at the point of care.
Underlying system pressures also contributed to the situation. Workforce shortages, increasing demand, and time constraints within primary care can limit opportunities for direct communication and thorough verification of complex prescriptions. NHS workforce data highlights ongoing pressures affecting service capacity (NHS England, 2023), while research from the British Medical Association identifies the impact of rising demand on coordination and communication (BMA, 2022). In this case, such pressures may have contributed to communication being routed through reception staff rather than occurring directly between clinicians.
A further limitation relates to weak feedback mechanisms. There was no effective process for real-time verification or escalation once concerns were raised, and no immediate feedback loop to ensure that potential errors were reviewed before medication was supplied. Effective systems rely on incident reporting, monitoring, and audit processes; however, in this case, these mechanisms were either absent or insufficient.
The system can therefore be understood as involving multiple interacting actors, including hospital clinicians, general practitioners, community pharmacists, administrative staff, and the infant’s parents. These actors were connected through key processes such as discharge communication, prescribing, dispensing, and medication administration, shaped by organisational structures including hierarchical communication pathways, prescribing systems, and governance policies.
The incident also has an emotional dimension, with potential anxiety among healthcare professionals and fear and uncertainty experienced by the infant’s parents. These factors influence how individuals respond to risk and communication challenges within complex healthcare environments.
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Systems Thinking
Applying systems thinking highlights how multiple safety barriers failed simultaneously across the medication pathway, including discharge communication, prescribing clarity, clinician-to-clinician communication, dispensing processes, and patient counselling. The incident demonstrates how interacting system weaknesses allowed a high-risk prescribing error to progress across multiple stages of care, ultimately resulting in patient harm.
Figure 1 presents a Rich Picture, developed using Soft Systems Methodology (Checkland, 1981; Checkland and Scholes, 1990; Checkland and Poulter, 2020), illustrating the interaction between hospital discharge, GP prescribing, pharmacy dispensing, and parental administration. Figure 2 provides a refined electronic version. 
Figure 1. Rich Picture. Handwritten. 
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Figure 2. Rich Picture. Electronic Mark Up. 
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These diagrams highlight the actors, processes, communication gaps, governance influences, system pressures, and feedback limitations that contributed to the incident.
[bookmark: _Toc225272975]Centralisation or Decentralisation within the Case Study
The healthcare system in this case reflects a hybrid model combining both centralised and decentralised elements, which is characteristic of the NHS. Centralised control is evident through national governance, policy frameworks, and drug classification systems, while decentralised decision-making occurs at the level of general practitioners, hospital teams, and community pharmacy. In this case, the interaction between these two system structures contributed significantly to the medication error.
Centralisation refers to decision-making, funding, and policy being controlled by a national authority such as NHS England. In this case, the classification of morphine sulphate 100 micrograms/ml as a ‘RED drug’ represents a centralised safety mechanism designed to restrict prescribing to secondary care. Centralised systems offer advantages such as standardisation, consistency, and economies of scale. For example, national programmes such as childhood immunisation have achieved approximately 91.2% coverage in England, demonstrating how central coordination can ensure equitable healthcare delivery (NHS Digital, 2025). Additionally, centralised responses, such as the rapid development of Nightingale hospitals during COVID-19, highlight the ability of national systems to mobilise resources efficiently (Hacker, 2024).
However, this case illustrates key limitations of centralisation. Despite clear governance policies, the hospital discharge summary incorrectly requested the GP prescribe a RED drug in primary care. This demonstrates a breakdown between policy and practice. Centralised systems rely on local implementation, and when this fails, safety mechanisms can be bypassed. Propper and Phillips (2020) argue that centralisation can create a false sense of control if local organisations do not adhere to national guidance. In this case, the existence of central policy did not prevent unsafe prescribing.
Decentralisation involves distributing decision-making authority to local healthcare providers (Charles, 2022). Within this case, decentralisation is evident in the autonomy of the GP to prescribe and the community pharmacy to dispense medication. This model allows flexibility and responsiveness to patient needs. For example, devolved healthcare systems such as Greater Manchester have demonstrated improved outcomes, including an 11.1% reduction in alcohol-related admissions and a 14.4% reduction in violence-related admissions between 2016 and 2020 (Greater Manchester Integrated Care Partnership, 2023). 
However, decentralisation also introduces variability and risk. In this case, both the GP and community pharmacists were unaware of the availability of the 100 micrograms/ml formulation, demonstrating gaps in knowledge at the local level.
Furthermore, communication between the pharmacy and GP occurred indirectly through reception staff rather than directly between clinicians. This fragmented communication pathway reduced the effectiveness of safety checks and increased the likelihood of misinterpretation. Workforce pressures within primary care may also have contributed, limiting the time available for direct clinician-to-clinician communication.
Critically, the interaction between centralised and decentralised elements in this case hindered effective decision-making and accountability. Centralised governance established clear rules regarding RED drugs, yet decentralised practice allowed these rules to be bypassed without effective oversight. The hospital initiated the error, the GP followed the discharge summary, and the pharmacy was unable to escalate concerns effectively. As a result, accountability became dispersed across multiple stages of the system. This fragmentation reflects a lack of system integration, where centralised governance fails to effectively influence decentralised clinical behaviour, increasing the risk of patient safety incidents.
Overall, this case demonstrates that neither centralisation nor decentralisation alone ensures patient safety. Centralised systems provide structure and standardisation but depend on local compliance, while decentralised systems allow flexibility but can introduce variation and communication gaps. The key failure in this case was the lack of integration between the two approaches. The system structure ultimately hindered safe decision-making by allowing the prescribing error to progress through multiple stages without interception, highlighting the need for stronger alignment between national policy and local clinical practice.
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Leadership within healthcare systems directly influences communication, decision-making, and patient safety outcomes. In this case, the morphine overdose incident highlights how limitations in leadership across multiple stages of care contributed to a failure to prevent a high-risk medication error. Applying leadership theories provides insight into how individual behaviours, leadership approaches, and organisational dynamics influenced the progression of the incident.
Foundational leadership theories, including the Great Man, Trait, and Behavioural theories, offer a basis for understanding leadership effectiveness. The Great Man Theory suggests that leadership emerges through individuals who possess inherent authority and influence, particularly in critical situations. However, in this case, there was no evidence of decisive leadership emerging at key points in the medication pathway, particularly during hospital discharge and prescribing. This absence highlights a limitation of relying on individual authority, as complex healthcare systems require coordinated team-based leadership rather than dependence on a single individual. Evidence suggests that over-reliance on individual leadership can reduce system resilience and increase vulnerability to error (WHO, 2020).
Trait Theory focuses on the personal characteristics associated with effective leadership, such as confidence, accountability, and emotional intelligence. In this case, the lack of challenge to the discharge summary and prescribing decisions suggests gaps in these leadership traits across multiple professionals. For example, the GP did not question the appropriateness of prescribing a RED drug in primary care, and the pharmacist did not escalate concerns through direct communication. Evidence from NHS staff surveys indicates that teams led by emotionally intelligent leaders report significantly higher levels of engagement and satisfaction, with improvements of approximately 22% compared to less supportive leadership environments (NHS Staff Survey, 2021). The absence of these traits in this case may have contributed to reduced communication and limited critical challenge.
Behavioural theories shift the focus from individual traits to observable leadership actions, particularly the balance between task-oriented and people-oriented behaviours. In this case, there was a strong emphasis on task completion, such as processing prescriptions and following discharge instructions, but limited attention to communication and collaborative verification. This imbalance reflects a task-focused leadership approach, where operational processes are prioritised over team interaction and safety checks. Evidence suggests that healthcare organisations demonstrating a balance between task and people-oriented leadership experience up to 30% fewer patient safety incidents (Wong et al., 2018). The lack of this balance in the case contributed to missed opportunities for identifying and correcting the prescribing error.
Situational and contingency leadership theories emphasise the need to adapt leadership style based on the complexity and risk of the situation. In high-risk clinical scenarios, such as prescribing opioids for infants, a more directive and collaborative leadership approach is required. However, in this case, leadership did not adapt to the level of risk involved. The prescribing and dispensing processes were treated as routine tasks rather than high-risk clinical decisions, resulting in insufficient scrutiny. Research indicates that adaptive leadership is associated with faster response times and improved outcomes in clinical incidents, with improvements of approximately 15–20% in recovery times (OECD, 2026). The absence of adaptive leadership in this case contributed to the progression of the error.
The Tannenbaum and Schmidt continuum highlights the importance of balancing autocratic and participative leadership approaches depending on the situation. In this case, neither approach was effectively applied. There was a lack of autocratic leadership to enforce adherence to RED drug policies, and limited democratic leadership to support collaborative decision-making. Communication between the pharmacy and GP occurred indirectly through reception staff, reducing opportunities for shared clinical discussion. Evidence suggests that organisations adopting a balanced leadership approach experience improved staff retention, with reductions in turnover of approximately 12% (NHS Workforce Report, 2023). The absence of such balance in this case contributed to fragmented communication and accountability.
Transformational leadership, which focuses on creating a shared vision and promoting proactive engagement, is strongly associated with improved patient safety outcomes. In this case, leadership was largely reactive rather than proactive, with actions taken only after the incident occurred. There was no evidence of a shared focus on risk anticipation or system-wide safety improvement. Transformational leadership has been shown to improve safety outcomes by approximately 19% and increase staff morale by 23% (Boamah et al., 2018). The absence of this leadership approach in the case limited opportunities to prevent the error and strengthen safety culture.
Critically, the leadership approaches observed in this case were not appropriate for the complexity and risk involved. Leadership was fragmented across multiple stages of care, with no clear ownership or coordinated oversight. Decision-making was largely reactive and process-driven, rather than proactive and safety-focused. The lack of direct communication between clinicians further weakened the system’s ability to identify and respond to risk.
A more effective approach would have involved a combination of adaptive, transformational, and distributed leadership. Direct clinician-to-clinician communication, stronger enforcement of governance policies, and a culture encouraging critical challenge would have improved decision-making and reduced the likelihood of error. Emotionally intelligent leadership could also have supported open communication and increased psychological safety, enabling healthcare professionals to escalate concerns more effectively.
In conclusion, this case demonstrates that leadership is a critical determinant of patient safety. The absence of proactive, adaptive, and collaborative leadership contributed to communication failures, lack of accountability, and ultimately the medication error. Strengthening leadership through evidence-based approaches is essential to improving safety outcomes and preventing similar incidents in the future.
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Critique, Improvements, and Lessons Learned
The morphine overdose incident reflects a complex interaction of failures across communication, governance, leadership, and system feedback mechanisms. These failures did not occur in isolation but aligned across the medication pathway, allowing a high-risk prescribing error to progress from hospital discharge to patient administration. This demonstrates that medication errors are rarely the result of a single mistake but instead arise from weaknesses within interconnected healthcare systems.
A key problem in this case was ineffective escalation and poor clinician-to-clinician communication. Although the community pharmacist identified concerns regarding the prescribed dose, this was not escalated directly to the prescribing GP. Instead, communication occurred between a Pharmacy Technician and GP administrative reception staff, increasing the risk of misinterpretation and delaying clinical clarification. Evidence indicates that communication failures are a leading contributor to patient safety incidents, particularly within complex, multi-professional environments (Tariq et al., 2024). Additionally, research highlights that healthcare staff may be reluctant to raise concerns due to organisational culture and lack of psychological safety, further limiting effective escalation (Bullen et al., 2020). In this case, both structural barriers and leadership limitations contributed to a failure to act on early warning signs.
To address this, healthcare organisations should implement clear escalation protocols requiring direct clinician-to-clinician communication for high-risk medication queries. Leadership must also prioritise psychological safety, ensuring that staff feel empowered to challenge decisions and raise concerns. Training in assertive communication and multidisciplinary collaboration should be embedded into practice, as evidence shows that improved communication significantly reduces medication-related harm.
A second critical issue was the absence of effective feedback and monitoring systems. Although a prescribing query was raised, there was no mechanism to ensure that this concern was reviewed and resolved before the medication was dispensed. This reflects a failure in system feedback loops, which are essential for identifying and correcting errors in real time. Research demonstrates that medication errors often pass through multiple stages of care when such feedback mechanisms are weak or delayed (Alrowily et al., 2024). In many healthcare settings, delays in error reporting further reduce opportunities for early intervention, allowing risks to persist undetected.
Improvement strategies should focus on strengthening system feedback through integrated digital reporting and clinical decision support systems. These systems should provide real-time alerts for high-risk medications and require additional verification steps before prescribing or dispensing. Regular audit processes and shared learning mechanisms should also be implemented to ensure continuous monitoring and improvement. The Specialist Pharmacy Service emphasises that errors often occur across the entire “medicines journey,” reinforcing the need for coordinated, system-wide feedback and communication processes.
Medication safety failures were further evident in the labelling and administration stage. The dispensing label did not clearly state the volume to be administered, and appropriate dosing equipment was not provided, resulting in incorrect administration by the infant’s parents. Evidence from NHS Resolution indicates that high-risk medications, including opioids, are among the most frequently implicated in medication-related incidents (NHS Resolution, 2023). This highlights the need for additional safeguards when managing such medications, particularly in vulnerable populations.
To improve safety, standardised labelling practices should include both dose and volume, supported by clear formatting and improved readability. The introduction of barcode scanning systems and safer packaging design can further reduce the risk of error. In addition, patient counselling must be strengthened to ensure understanding, using techniques such as teach-back to confirm comprehension. Providing appropriate dosing equipment, such as 1 ml syringes, should be mandatory when administering small volumes.
Weak governance and accountability also played a significant role in the incident. Despite morphine sulphate 100 micrograms/ml being classified as a ‘RED drug’, this restriction was not enforced, and prescribing occurred in primary care. This reflects a disconnect between centralised governance policies and decentralised clinical decision-making. The Care Quality Commission has highlighted that variation in medication safety practices and gaps in oversight remain persistent challenges across NHS organisations. In this case, no system effectively prevented or challenged the inappropriate prescribing decision, indicating a failure of governance mechanisms.
Strengthening governance requires embedding policy into practice through system-level controls. Electronic prescribing systems should clearly flag restricted medications and prevent inappropriate prescribing. Shared governance frameworks across care settings would improve accountability and ensure consistent application of safety standards. Regular audits and compliance checks are also essential to monitor adherence and identify risks.
Underlying system pressures, including workload and time constraints, further contributed to the incident. Research in primary care highlights that increasing workload and service demand can negatively impact communication, coordination, and patient safety (Slight et al., 2013). In this case, workload pressures may have contributed to reliance on indirect communication pathways and reduced opportunities for critical review of prescribing decisions. Human factors research also demonstrates that cognitive overload and interruptions increase the likelihood of errors in high-pressure environments (Bullen et al., 2020).
Critically, this case demonstrates that the interaction between system structure, leadership, and feedback mechanisms was central to the incident. The decentralised nature of primary care allowed prescribing decisions to occur without sufficient oversight, while centralised governance policies were not effectively enforced. Leadership across the system was largely reactive and task-focused, limiting proactive risk identification and collaborative decision-making. At the same time, weak feedback mechanisms prevented concerns from being escalated and addressed. Together, these factors created a system in which a high-risk prescribing error progressed across multiple stages of care without interception.
Several key lessons can be drawn for healthcare organisations. Firstly, patient safety systems must be designed to reduce reliance on individual vigilance and instead embed safety within processes and structures. Secondly, alignment between centralised governance and decentralised practice is essential to prevent accountability gaps. Thirdly, leadership must promote open communication, shared responsibility, and psychological safety to support effective escalation. Finally, the use of evidence, data, and continuous feedback mechanisms, including real-time reporting, audit processes, and system-wide learning, is essential for ensuring continuous improvement and accountability.
In conclusion, the morphine overdose incident illustrates how communication failures, governance breakdowns, system pressures, and inadequate feedback mechanisms can interact to produce significant patient harm. Addressing these issues requires a coordinated, system-wide approach that integrates leadership, governance, and continuous learning to improve patient safety outcomes.
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Recommendations
Based on the analysis of the morphine overdose incident, the following targeted recommendations are proposed to address the key system failures identified, focusing on leadership, prescribing safety, communication, and patient understanding.
Firstly, healthcare organisations should adopt transformational leadership approaches to promote a culture of psychological safety and open communication. Leaders must actively encourage staff to raise concerns, challenge decisions, and engage in collaborative problem-solving without fear of blame. In this case, earlier escalation by the community pharmacist may have prevented the prescribing error from progressing. Transformational leadership supports shared responsibility and proactive risk identification, which are essential in high-risk clinical environments.
Secondly, prescribing processes should incorporate mandatory safety verification at the point of prescribing. All prescriptions, whether electronic or handwritten, should undergo a standardised safety check through an integrated clinical database capable of reviewing medication type, formulation, and dosing instructions. For electronic prescriptions, this can be embedded within prescribing systems. For handwritten prescriptions, a practical solution would involve scanning or photographing the prescription to enable real-time verification without disrupting clinical workflow. Additionally, a formal verification element, such as a confirmation field on FP10 prescriptions, should be introduced to ensure that safety checks have been completed. This approach would strengthen prescribing accuracy while maintaining clinical autonomy.
Thirdly, medication labelling and patient understanding must be prioritised as critical safety barriers. Dispensing labels should clearly include both dose and volume, particularly for paediatric and high-risk medications. However, labelling alone is insufficient. Healthcare professionals must ensure that patients or caregivers fully understand how to administer medication correctly. Rather than simply handing over dispensed medication, pharmacists should actively engage patients by asking them to explain the instructions back, confirming comprehension. This approach would have been particularly important in this case, where misunderstanding of dosage contributed directly to the overdose.
Finally, leadership must be recognised as pivotal across all stages of care in supporting safe practice and effective communication. Applying Fiedler’s contingency theory, leadership approaches should be adapted to the level of clinical risk and complexity (Sutton, 2024). In high-risk situations, such as prescribing opioids for infants, leadership should be more directive and collaborative, ensuring clear communication and verification. In this case, a more adaptive leadership approach may have facilitated direct communication between the pharmacist and GP, enabling earlier intervention. Contingency theory emphasises that no single leadership style is universally effective; instead, leaders must adjust their approach based on the situation to achieve optimal outcomes.
In conclusion, these recommendations emphasise the importance of integrating leadership, system design, and patient engagement to improve medication safety. By embedding safety checks within prescribing processes, strengthening communication, and ensuring patient understanding, healthcare organisations can reduce the risk of similar incidents and enhance overall quality of care.
[bookmark: _Toc225272979]Conclusion
This case study has examined a serious medication safety incident involving a morphine overdose in a four-week-old infant, demonstrating how failures across multiple stages of the healthcare system can lead to significant patient harm. The analysis showed that the incident was not the result of a single error, but rather a combination of weaknesses in communication, governance, prescribing processes, and patient understanding.
Applying systems thinking highlighted how interconnected failures across hospital discharge, GP prescribing, pharmacy dispensing, and parental administration allowed the error to progress without interception. The case also illustrated how misalignment between centralised governance structures, such as ‘RED drug’ policies, and decentralised clinical practice created gaps in accountability. Furthermore, the absence of effective feedback mechanisms and real-time verification processes prevented early identification and correction of the error.
Leadership analysis demonstrated that approaches within this case were largely reactive and task-focused, with limited evidence of proactive, adaptive, or collaborative leadership. The lack of direct communication between clinicians and insufficient escalation of concerns reflected weaknesses in leadership behaviours and organisational culture. The application of leadership theories, including behavioural and contingency approaches, emphasised the importance of adapting leadership styles to clinical risk and promoting psychological safety.
The report has identified key areas for improvement, including the need for stronger governance controls, enhanced prescribing verification systems, clearer communication pathways, and improved patient understanding of medication instructions. Central to these improvements is the role of leadership in fostering a culture that prioritises safety, accountability, and continuous learning.
In conclusion, this case highlights the critical importance of integrating leadership, governance, and system design to improve patient safety. By embedding robust processes, supporting effective communication, and ensuring that both healthcare professionals and patients are equipped with the necessary knowledge and tools, healthcare organisations can reduce the risk of similar incidents and deliver safer, higher-quality care.
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