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Executive summary 
The report is focusing on an evaluation of the chosen case study that is concentrated on a critical event, which happened to a 4-week old baby in the North East and Yorkshire area where an oral solution of morphine sulphate was given in an excess of twenty times the necessary dose. Transformational leadership is centred on motivation and inspiration of teams in reaching a common vision especially in enhancing patient safety. Furthermore, transactional leadership focuses on rules, procedures, and performance surveillance, which is of high importance in high-risk clinical situations. Moreover, situational leadership emphasises the fact that leaders have to adjust their style according to the situation, particularly in times of crisis or complicated events.
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[bookmark: _wccnv0qfav9v][bookmark: _Toc225542464]1. Introduction 
[bookmark: _t97ziacsig9d][bookmark: _Toc225542465]1.1 Introduction of the background and purpose 
Medication errors are one of the greatest problems in health and social care systems since they frequently result in avoidable injuries, especially those of vulnerable groups like infants. The chosen case study is concentrated on a critical event, which happened to a 4-week old baby in the North East and Yorkshire area where an oral solution of morphine sulphate was given in an excess of twenty times the necessary dose. This report aims to critically examine this case using the leaders, governance, and systems thinking. 
[bookmark: _Toc225542466]1.2 Explanation of leadership-means in influencing shared goals in health and social care 
Health and social care Leadership can be described as the capacity to influence others and teams to accomplish the common objectives, especially in the provision of safe, efficient, and patient-centred care. Adams (2022) opined that developing an organisational culture of safety, encouraging collaboration, accountability and leading healthcare professionals, are all aspects of effective leadership. 
[bookmark: _my7l7e8l5r5][bookmark: _Toc225542467]1.3 Description of centralisation and decentralisation and key leadership theories and styles (transformational, transactional, situational) 
The meaning of centralisation in healthcare is that the decision making power is centralised at a higher level usually in specialised or hospital based services where control and standardisation should be ensured. On the contrary, decentralisation spreads the power among various levels where there is flexibility and reduced decision-making time (Altamimi et al. 2023). Transformational leadership is centred on motivation and inspiration of teams in reaching a common vision especially in enhancing patient safety (Desy, 2024). Furthermore, transactional leadership focuses on rules, procedures, and performance surveillance, which is of high importance in high-risk clinical situations. Moreover, situational leadership emphasises the fact that leaders have to adjust their style according to the situation, particularly in times of crisis or complicated events.
[bookmark: _adkhceb67xn6][bookmark: _Toc225542468]1.4 Discussion on choosing the right leadership style and its importance for success in changes or crisis situations
Ineffective leadership may result in ineffective communication, accountability, and a high probability of mistakes as experienced in this case. On the other hand, a competent leadership contributes to better coordination of the team, adherence to safety measures, and risk-taking activities (Essandoh et al. 2023). Thus, leadership styles may have to be combined in high-risk situations, like medication administration, and maintain high adherence to procedures as well as improvement.
[bookmark: _tz1h2rsbx3][bookmark: _Toc225542469]1.5 Specification of points that are addressed within report 
This report will review the stated issue within the perspective of systems thinking and statistical data, discuss the issue of centralisation and decentralisation. It will also discuss the relationship between leadership and governance, the essential lessons learned, and give recommendations that can be made based on evidence to enhance patient safety.
[bookmark: _svzi32orxoqm][bookmark: _Toc225542470]2. Main Body and Analysis
[bookmark: _ixg9wecxu2bv][bookmark: _Toc225542471]2.1 Identification of the Problem and Setting the System Context-Applying Systems  Thinking and the Rich Picture
[bookmark: _el74vaw3ripw][bookmark: _Toc225542472]2.1.1 Explanation of global statistical information reveal about the problem
Medication errors have been identified as one of the significant patient safety issues in the world and one of the leading causes of preventable injuries and deaths. The World Health Organisation estimates that the cost of medication errors is approximately 42 billion a year across the globe and that the errors impact millions of patients annually (WHO, 2026). Medication safety has also been listed among global priorities by the WHO in its Medication Without Harm program with a goal of cutting severe, preventable medication-related harm by half (WHO, 2026). These mistakes happen at any point of medication such as during prescribing, dispensing, and administration, and in many instances, they result due to system malfunction and not the fault of a single person.
[image: ]
Figure 1: Visual representation of the current challenge of the case 
(Source: Self-developed) 
Medications that present high risks, including opioids like morphine, are especially very much related when mistakes are committed. Low weight bodies, immature physiology, and the need to have accurate doses mean that infants and neonates are highly vulnerable (Bereda, 2022). Research around the world indicates that the number of medication errors among children is higher than in adults, with the most common one being dosing errors. This emphasises the fact that the problem experienced in the case study is not a solitary case but a global patient safety problem that needs to be solved on a systemic basis.
[bookmark: _64ldz5p987kx][bookmark: _Toc225542473]2.1.2 Explanation of national statistical information reveal on the problem
On the national level, medication errors remain a consistent problem in healthcare facilities like the National Health Service (NCBI, 2024). Studies have shown that hundreds of millions of medication errors are witnessed each year in England with a good percentage of them happening in the primary care setting. Considering this case, the fact that the incidences of morphine overdose recurrence, in the five related instances since 2018, including one case that resulted in a death, is an indication of a pattern of ineffectiveness, rather than an isolated error (EASL, 2026). Some errors do not harm, but many of them cause moderate or serious consequences in patients, such as hospitalisation and death.
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Figure 2: Rick picture on the current issue of the case 
(Source: Self-developed) 
[bookmark: _z89ht4dseee][bookmark: _Toc225542474]2.1.3 Explanation of figures from national organisations reveal on the problem in connection to worldwide presentation
Organisations, including the Institute of Healthcare Improvement, also give additional insight by stating that medication errors can be prevented to a great extent in case of the existence of well-established systems and safety cultures. According to the IHI, communication failure, non-standardisation and poor safety systems are prevalent contributory factors in the world (Lega and Pirino, 2022). Comparing UK data with the international trends, one can understand that the reasons behind the occurrence of medication errors are the same in all the healthcare systems. As an example, global and national data points to system design weaknesses, human factors, and insufficient safety inspections as the significant factors (Wen et al. 2022).
[bookmark: _x1hsj6m6jdf0][bookmark: _Toc225542475]2.1.4 Explanation of this problem reflects systemic weaknesses
The case study shows a number of institutional flaws that played a role in the overdose incident. Firstly, communication between the healthcare professionals at various levels of care, especially, between the prescribers and the dispensers, was not effective (Hazen et al. 2024). Secondly, accountability and governance failed, with laid down procedures of dealing with RED drugs not being observed (Magola-Makina et al. 2022). Moreover, the system was not provided with efficient safety measures, including the possibility of checking the orders twice or electronic prescriptions, and only the inappropriate drug strength was dispensed. The occurrence of the repetitive cases also indicates a weakness in organisational learning where the mistakes made were never properly analysed and leveraged to make the improvements. 
[bookmark: _bxa458hdv9xe][bookmark: _Toc225542476]2.1.5 Identification of the level of governance (local, regional, or national) that influenced the problem
The incident was pre-determined by various tiers of governance in the healthcare system. On the ground, health facilities had the mandate to provide correct prescribing and dispensing activities. Nevertheless, the lack of compliance with the protocols denotes a lack of local control and responsibility. Clinical commissioning groups and regulatory bodies at the regional level have the role of implementing and monitoring medication safety policies (Makrani et al. 2025). The fact that similar situations happened indicates that the systems of regional governance could have been inadequate in the enforcement of compliance or dealing with perceived risks. On the national level, there are policies concerning the classification and management of the RED drugs to guarantee patient safety (World Health Organisation, 2023). Although such policies are there, the case indicates that there is a disconnect between policy and practice. 
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Figure 3: Clinical health based regulatory aspects
(Source: World Health Organisation, 2023)
[bookmark: _2na5fr3up0yz][bookmark: _Toc225542477]2.1.6 Analysis of data on underlying challenges (staff shortages, patient safety outcomes, or budget constraints) to illustrate underlying challenges
A number of underlying difficulties have added to the incident, which further depicts weaknesses in the system. Staff workload and pressure are one of the major problems, as this can lead to the increase in chances of error, especially in hectic clinical settings (Mawuena and Mannion, 2022). Research has indicated that workload and time limitations decrease the efficiency of safety checks and cause more use of assumptions. Lack of training and knowledge on high-risk medications is another causative factor (Naseralallah et al. 2023). In some cases, healthcare professionals may not be fully in the know of the requirements that come along with the RED drugs and hence make incorrect decisions with regard to prescription or dispensing. Also, the patient safety outcomes data indicate that medication errors do not always get reported, which restricts organisational learning and improvement. 
[bookmark: _ae5b567j6cy8][bookmark: _Toc225542478]2.2 Centralisation or Decentralisation within the Case Study
[bookmark: _wo492bjy7973][bookmark: _Toc225542479]2.2.1 Centralised systems
Centralisation in healthcare is a system whereby decision making powers are vested in higher levels of the organisation, usually in specialised services or in hospitals (Ramsay et al. 2025). The method is especially significant in dealing with high-risk drugs, when close regulation, standardisation, and professional monitoring is necessary to enhance patient safety. As per the case study, morphine sulphate oral solution at the concentration of 100 micrograms/ml is a Red drug, it should only be prescribed, dispensed and monitored in the secondary care facilities only by the specialists (Cambridges, 2026). Such a system is centralised and displays this classification to reduce the risks of potent medications.
[image: ]
Figure 4: Centralised aspects in healthcare setup 
(Source: Ramsay et al. 2025)
The benefits of centralisation in the case are enhanced clinical expertise because specialists are more conversant with dosing requirements of high-risk drugs, and increased standardisation that minimises the chances of making mistakes. The World Health Organisation recommends that medication errors may be minimised through standardised medication systems, especially in high-risk units like neonatal units (Alison, 2026). Moreover, centralisation enables greater authority and responsibility because there are distinct procedures and chains of command.
According to NHS patient safety reports data, it has been shown that a considerable percentage of medication errors are made during transitions of care (BMJ, 2026). Nevertheless, the centralisation has its drawbacks as well. A disadvantage is that there is a possibility of breakdown in communication between various levels of care, especially when the patients are moving out of the hospital environment to the community setting. Here, the problem lies in the fact that a drug which is meant to be used in a hospital was distributed outside the centralised system and this means communication and coordination lapse (Aika and Enato, 2022). Moreover, centralised systems may occasionally create stalling in decision-making where decision approvals and decision actions have to arrive at hierarchical arrangements.
[bookmark: _g48ovsn1exc4][bookmark: _Toc225542480]2.2.2 Decentralised systems
Decentralisation of healthcare entails the decentralisation of decision making authority to various levels such as primary care providers, pharmacists as well as the community healthcare professionals (Aika and Enato, 2022). This will be more flexible and responsive and will help the healthcare providers to make decisions, according to the local needs and situations. Practically, decentralisation manifests in the participation of the general practitioners and the community pharmacies in dispensing medications and prescribing them.
[image: ]
Figure 5: Decentralised setup in healthcare 
(Source: Aika and Enato, 2022)
Decentralisation in the case study was also evidenced by the dispensation of the medication out of the intended hospital. Though the system was meant to be centralised concerning RED drugs, the participation of primary care and community pharmacy were found to be decentralised factors. Such a change enabled the wrong morphine concentration (10mg/5ml) to be dispensed, which eventually caused the overdose (HSSIB, 2025). Nevertheless, there are also great risks of decentralisation especially with the handling of high-risk drugs. The first drawback is that there is a possibility of inconsistency in practice given that various providers might possess a certain degree of knowledge and expertise (HSSIB, 2025). The ignorance or the non-observance of RED drug procedures in the de-centralised environment in this case helped in the mistake. Moreover, the decentralised systems can also be characterised by poorer supervision and responsibility and it is more challenging to guarantee observing the safety standards.
[bookmark: _hblwf9hwx27g][bookmark: _Toc225542481]2.2.3 Critical analysis
As it has been shown in the case study, the interaction between the centralised and decentralised systems had a significant impact on the crisis management, decision-making, and accountability. Although the policy framework of RED drugs was evidently centralised, its implementation has been unsuccessful because it involves decentralised processes, which have not been properly controlled and integrated (Moury and Escada, 2023). The decentralised aspects of the system would interfere with the early detection and avoidance of the mistake based on a crisis management perspective. The difficulty of the safety checks being carried out at the dispensing point permitted the wrong medication to be received by the patient. According to World Health Organisation data, medication errors can be avoided by as many as 50% with a proper system protection in place, which implies that more rigorous centralisation of the main and decentralisation of the secondary systems would have helped avert the risk (WHO, 2023).
The decentralised structure also gave the frontline professionals free hand in terms of decision-making, albeit without adequate guidelines or supervision. This Inco-ordination led to decisions that were not in tandem with the laid down procedures. NHS safety statistics also point out that hundreds of millions of medication errors are taking place every year in England and a large percentage of this error is associated with communication and system design failures (Goodier, 2022). This highlights the necessity to have transparent decision making structures which integrate decentralised actions with centralised policies.
In general, the case indicates that centralisation and decentralisation cannot provide the necessary level of safety to patients individually. Rather, a suitable approach to the healthcare system involves a middle way, with centralist policies backed by a well-coordinated decentralist practice (Hobusch et al. 2024). To reduce the gap between the two approaches, strong leadership, effective communication, and governance mechanisms are needed. The inability to balance this in the case study was the ultimate cause of the medication error, which shows the paramount significance of system integration in healthcare delivery.
[bookmark: _5o8b3yi7mv0j][bookmark: _Toc225542482]2.3 Leadership Theories and Application to the Case Study
[bookmark: _t6gx69rin913][bookmark: _Toc225542483]2.3.1 Application and critique of leadership theories relevant to the case 
The leadership functions are important in determining the outcomes of safety among patients especially in high-risk clinical environments like medication management (Ahmed and Tamim, 2025). The morphine overdose incident, in this case, points at both the systemic and leadership failures. Transformational leadership is based on motivating and inspiring employees in an attempt to realise a common vision, especially on patient safety (Desy, 2024). Leaders who follow this style foster the culture of openness, learning and constant improvement. Nevertheless, due to the repetition of similar cases, it is possible to conclude that such leadership was not in place, and an active safety culture was not successfully implemented.
[image: ]
Figure 6: Transformational leadership style in healthcare 
(Source: Desy, 2024)
On the other hand, transactional leadership focuses on observing the rules, policies, and procedures by monitoring and managing the performance (Dong, 2023). This practice is requisite in the high risk setting such as medication administration to ensure the observance of the protocols including RED drug policies. Nevertheless, it has been demonstrated that transactional leadership is not always enough, as its performance requires strict implementation and regular observation of it. 
Situational leadership entails gaining some flexibility in leadership according to the situation and the risk involved (Klarström et al. 2025). Leaders are supposed to be more directive and controlling in complicated and risky scenarios like prescribing opioids to infants. It has been found that situational leadership may enhance safety behaviours when the situational needs are considered by the leaders who vary their leadership approach to suit needs of that situation.
[bookmark: _6ziczlu3vt1s][bookmark: _Toc225542484]2.3.2 Appropriateness of the chosen theories in the situation 
The combination of leadership approaches would have been most suitable in the context of this case. Transformational leadership will be especially useful in establishing a high-quality patient safety culture, and transactional leadership will be critical in the process of guaranteeing adherence to medication safety measures. Situational leadership plays a key role also in aligning the behaviour of leadership to risky situations. It has been indicated that healthcare organisations that have good leadership have patient outcomes that are 14% better and this points to the need to ensure that the right leadership styles are chosen (NHS, 2026). The lack of a combined leadership strategy in this scenario is also a factor that led to the collapse of the system. Whereas transactional leadership would have guaranteed the adherence of the RED drug policies, transformational leadership would have led to the development of the culture where employees are encouraged to challenge and report the possible mistakes.
[image: ]
Figure 7: Situational leadership style 
(Source: Sørensen and Boe, 2026)
[bookmark: _vem1x9ormfz9][bookmark: _Toc225542485]2.3.3 Leaders reactive (command-driven) or proactive (purpose-driven)
The leadership was noticed in the case as to be mostly reactive (command-driven) as opposed to proactive (purpose-driven). Reactive leadership is aimed at caring about the response to the incidents, as they happen but not prevent them beforehand (Sørensen and Boe, 2026). The fact that similar cases had happened several times since 2018 signifies that the system has been reacting to the mistakes, not adequately tackling the causes of each of the mistakes. Conversely, proactive leadership is the ability to foresee risks, prevent risky situations and develop a safety culture. The Institute of Healthcare Improvement believes that proactive leadership is crucial to the prevention of medical errors and the enhancement of patient safety because it aims at redesigning the system and learning continuously.
[bookmark: _3a4l0tscxfgw][bookmark: _Toc225542486]2.3.4 Relevant data to leadership effectiveness 
There is empirical evidence that is very strong to support the correlation between leadership and patient safety outcomes. Research indicates that the quality of leadership has a direct impact on the communication, teamwork, and compliance with safety measures. As an illustration, studies have shown that only 43% of nurses say they commit errors, which is usually because of fear of reproach or lack of supportive leadership (BMA, 2025). This points to the role of leadership in establishing a non-punitive culture where employees feel free to report incidences. Moreover, leadership has been cited as the major element in minimising medical errors and research indicates that inadequate leadership is an issue that leads to system malfunctions and avoidable damages (BMA, 2025). Yet again, hundreds of thousands of incidents related to patient safety are estimated to take place every year in the NHS and a significant part of them is associated with systemic and leadership-related issues. 
[bookmark: _jgrhly4jdqir][bookmark: _Toc225542487]2.3.5 Distributed or emotionally intelligent leadership based analysis 
The concept of distributed leadership involves the decentralisation of leadership roles among groups of individuals within teams such that various participants can help in decision-making and resolving problems (Huettermann et al. 2024). This method can improve communication, collaboration and accountability in healthcare. Nevertheless, distributed leadership does not seem to have worked in this situation because the roles were not properly allocated, and accountability and supervision lapses appeared. Leadership that is based on emotional intelligence, on the contrary, prioritises self-awareness, empathy, and effective communication (Antonopoulou, 2024). There is some evidence indicating that leadership styles conducive to open communication and psychological safety can have a major positive impact on patient safety outcomes. In such a scenario, the lack of emotionally intelligent leadership was one of the factors that led to failure in communication and the lack of a robust safety culture. 
[bookmark: _uu6d61t4lxhz][bookmark: _Toc225542488]2.4 Improvement, and Lessons Learned
[bookmark: _2kn5xj8za7r2][bookmark: _Toc225542489]2.4.1 Critical evaluation of how leadership and governance interacted to produce the outcomes seen in case 
The case with the morphine overdose indicates a serious failure in the process of interaction of leadership and governance that eventually led to the negative experience. Healthcare governance offers the context of policies, regulations, and systems of accountability that promote safe and effective care (Asamoah, 2025). Leadership on the other hand has the duty of putting these structures into practice. Here, the governance structure (classification of RED drugs) was well set but the leadership was unsuccessful in implementing this structure.
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Figure 8: Classification of RED drugs
(Source: NHS, 2025)
On a governance level, policies established that dangerous drugs such as morphine sulphate oral solution (100 micrograms/ml) can only be prescribed and dispensed in secondary care (NHS, 2025). Nonetheless, the incident demonstrates that there is a disconnect between policy and practice, which means low enforcement and monitoring. The World Health Organisation states that ineffective governance and accountability are some of the major causes of medication errors within the world (WHO, 2025). According to the WHO, the proportion of medication-related harm could be avoided by placing more stringent controls on the system and leadership.
The failure of leadership manifests itself in the absence of proactive risk management, insufficient control over medication procedures. Leadership must be effective in making staff know and follow the laid down procedures (Tvedt et al. 2023). Nevertheless, the repetition of the similar events indicate that organisational learning or continuous improvement was not one of the priorities of leadership. The system seems to have reacted to single incidences as opposed to identifying the root causes. Moreover, the mechanisms of governance including auditing, reporting and feedback were either weak or ineffective. The statistics of the National Health Service show that hundreds of millions of medication error cases arise every year (Manchester, 2025). The repetitive character of morphine-related incidences implies that the administration framework failed to provide appropriate oversight on compliance or corrective measures. Loss of interaction can thus be described as poor and ineffective between leadership and governance. As much as the rules were availed through governance, leadership did not help turn them into safe clinical practice. This discrepancy resulted in the establishment of a system whereby errors were able to happen and recur in the long run compromising patient safety.
[bookmark: _uoc1wf3lpwsc][bookmark: _Toc225542490]2.4.2 Identification of the missed opportunities and evidence-based solutions and present a discussion highlighting the problems, solutions and relevant data
Problem 1: Noncompliance with the RED drug protocols.
· Evidence: NHS safety reports show that a major percentage of medication errors entail disobedience of the laid down prescribing and dispensing standards (NHS, 2025). Drugs that pose high risk are especially linked with extreme damage in case of not adhering to protocols.
· Missed opportunities: The leadership did not provide a high level of conformity to the RED drug policies and the governance systems were not effective in controlling compliance.
· Solution: Adopt electronic prescribing systems that involve clinical decision support, which will raise any high-risk medications and avert wrong prescribing or dispensing. Digital health technologies were suggested by the WHO as one of the major measures to decrease medication errors on a global level.
Problem 2: Ineffective communication in the care settings.
· Evidence: WHO declares the communication failures one of the main reasons of medication errors as one of the major causes of adverse events all over the world (AMCP, 2025). Likewise, the NHS statistics indicate that mistakes at the transition stage between primary and secondary care are a common occurrence.
· Missed Opportunity: There was a communication gap between the health practitioners especially in terms of categorising and managing the drug.
· Resolution: Implement standardised communication procedures like formalised handover systems and well defined labelling behaviours. Also, electronic records can be integrated to guarantee access to all healthcare providers with the right and reliable information.
Problem 3: Repeat occurrence and absence of organisational learning.
· Evidence: The fact that a similar situation with morphine overdoses has been happening since 2018, with one of them being fatal, signifies the lack of experience on learning the lesson (Ocando Monaco, 2024). The NHS stresses that underreporting and poor analysis of incidents put a restraint on the prospect of improvement.
· Missing Opportunity: The leadership failed to instil a good safety culture that promotes reporting and learning to make mistakes.
· Solution: Work on creating a non-punitive reporting culture that has the backing of the leadership and employees are motivated to report incidents without the fear of being blamed. It has been indicated that organisations that have good reporting cultures have a greater patient safety outcome.
Problem 4: Lack of proper safety and system protection.
· Evidence: WHO estimates that 50% of medication errors can be avoided by proper interventions of the system level (WHO, 2025).
· Missing Opportunity: The fact that the system had no mechanisms of checking and automatic alerts enabled the error to go through the system.
· Solution: Implement multi-layered safety solutions, such as the implementation of the doubled verification process, barcode medication administration, and automatic warning of high-risk drugs.
Problem 5: Human resources and training issues.
· Evidence: NHS workforce data reveal shortages of workforce and excessive workload as some of the most significant contributors of patient safety incidents (Kings Fund, 2025). Clinical decision-making is less effective because fatigue and time pressure are likely to result in errors.
· Missing Opportunity: The leadership failed to meet the workforce pressures or provide adequate training on high-risk medications.
· Solution: Investment in the training and staffing of staff and ensuring that medical professionals are qualified in the use of high-risk drugs and that staffing is adequate to facilitate safe care.
[bookmark: _5v3kyo8w3iog][bookmark: _Toc225542491]3. Recommendation
[bookmark: _gzcsma1r82c5][bookmark: _Toc225542492]3.1 Summary what should be done next in the chosen organisation
The organisation needs to be interested in a system-wide approach to safety improvement, which targets high-risk medication to avoid the need to repeat the same medication errors (Guntschnig et al. 2025). The steps that should be undertaken in the short-run are to strengthen the RED drug procedures, adopt digital prescribing, and enhance primary-to-secondary care communication. An extensive root cause analysis of the past incidents should also be performed by the organisation to detect recurring trends and to deal with the systemic failures. Moreover, the leadership should make sure that every medical worker is properly trained to be a medication safety expert, especially towards the work with high-risk medications like morphine (Bennett, 2023). It will also be necessary to create a strong incident reporting and monitoring system in order to identify errors before they occur in order to facilitate organisational learning. Comprehensively, the organisation needs to move towards a reactive management model to a proactive and prevention-oriented model that will focus on patient safety throughout the care delivery process.
[bookmark: _7dh9py3885ys][bookmark: _Toc225542493]3.2 Recommendation of the most effective leadership style(s) for sustaining improvement
The blended leadership strategy should be adopted which includes transformational, transactional and situational leadership. Transformational leadership needs to be emphasised to establish a robust safety culture, in which the staff would want to focus on patient safety and be encouraged to report any concerns without having to fear it (Ystaas et al. 2023). The strategy promotes innovation, teamwork and improvement. Strict adherence to the laid down protocols especially when dealing with high-risk drugs requires the involvement of transactional leadership. There should be strict rules, surveillance, and responsibility measures that are implemented on a regular basis. 
[bookmark: _md86cypz5fl3][bookmark: _Toc225542494]3.3 Suggestion of ways to strengthen governance, communication, and systems integration
Governance structures should also be reinforced in order to achieve successful execution of policies to enhance the safety of patients. This includes:
· Increased policy compliance: Audits and compliance checks must be carried out regularly to guarantee compliance with the RED drug procedures (Tawade et al. 2023).
· Effective accountability structures: There must be well-defined roles and responsibilities of medication safety at all levels of care.
· Integrated digital systems: By implementing electronic health records and e-prescribing systems, it is possible to minimise the number of errors through real-time notification and uniformity of data.
[bookmark: _xonjy137h7kn][bookmark: _Toc225542495]3.4 Proposal of actions to enhance technical and allocative efficiency
Governance structures should also be reinforced in order to achieve successful execution of policies to enhance the safety of patients. This includes:
· Increased policy compliance: Audits and compliance checks must be carried out regularly to guarantee compliance with the RED drug procedures (Tawade et al. 2023).
· Effective accountability structures: There must be well-defined roles and responsibilities of medication safety at all levels of care.
· Integrated digital systems: By implementing electronic health records and e-prescribing systems, it is possible to minimise the number of errors through real-time notification and uniformity of data.
[bookmark: _nyrqv61vi8nh][bookmark: _Toc225542496]3.5 Inclusion of methods for continuous learning, stakeholder engagement, and co-production
Continuous learning and teamwork is needed in the culture of sustainable improvement. The organisation is supposed to put in place:
· Constant programmes in professional development in order to make sure staff are aware of daily best practice in medication safety.
· Incident reviews and feedback loops undertaken on a regular basis, whereby lessons learned on errors will be used in future practice.
· Making decisions based on the collected data, with the help of the performance indicators and safety indicators to track the progress and address the areas that require enhancement.
Engagement of the stakeholders is also required. This includes involving:
· Medical practitioners in decision-making.
· Patients and families in comprehending drug use and safety.
· Policymakers and regulatory agencies in enhancing the governance structures.
[bookmark: _s833pe85uen9][bookmark: _Toc225542497]4. Conclusion
[bookmark: _1uwh2bcnehmv][bookmark: _Toc225542498]4.1 Summary 
The incident of a morphine overdose involving a 4-week-old infant was critically analysed in this report and showed that the preventable mistake of the healthcare system happened as a result of failures on several dimensions. The investigation has revealed that the major issue was not the initial human mistake but a consequence of systemic flaws, such as ineffective communication, inappropriate compliance to RED drug guidelines, and the absence of safety measures. Using systems thinking, it was notable that the communication among individuals, processes and organisational structures provided environments in which the error was possible to happen and be repeated.
[bookmark: _2rrxa7j8r3qb][bookmark: _Toc225542499]4.2 Importance of leadership, governance, and systems thinking in driving change
The case highlights the importance of the role of leadership, governance, and systems thinking as essential for sustainable change implementation in healthcare organisations. It requires effective leadership to translate policy into practice, to ensure a culture of safety and to make sure that the staff are empowered to identify and respond to risks. Even the best designed governance frameworks can never deliver their intended results without effective leadership. To achieve high standards of care, governance provides the structure and accountability required, but its efficiency relies on its continued implementation and monitoring. In the meantime, systems thinking helps healthcare organisations to perceive the multifaceted interdependencies in the system and to work at the root causes of a problem instead of treating its symptoms. All of these are the key constituents in safe and effective healthcare provision. The case shows that to enhance the safety of patients, a coordinated and integrated approach is needed, in which the leadership, governance, and systems thinking collaborate to avert errors, improve accountability, and ensure continuous improvement.
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