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1. Introduction
[bookmark: _GoBack]This report critically analyses a serious patient safety incident that occurred in the North East and Yorkshire region of England, in which a four-week-old infant received a morphine sulphate oral solution dose twenty times higher than intended. The parents were mistakenly supplied with a 10 mg/5 ml oral solution instead of the prescribed 100 micrograms/ml solution upon hospital discharge. The 100 micrograms/ml formulation is classified as a 'RED drug' on most regional NHS formularies, meaning prescribing and dispensing must be retained exclusively within secondary care (NHS England North East and Yorkshire, 2023). The baby survived following emergency treatment with naloxone; however, a review of national incident data revealed this was the fifth such incident since 2018, one of which resulted in the death of an infant. This recurrence renders the case not merely a single adverse event, but a systemic failure requiring rigorous leadership, governance, and systems analysis.
Leadership in health and social care is commonly defined as the process of influencing others to achieve shared goals and positive outcomes for patients, staff, and communities (West et al., 2015). In the NHS context, effective leadership is central to embedding safety cultures, ensuring policy compliance, and driving quality improvement across complex, multi-layered organisations. The NHS Leadership Competency Framework (NHS England, 2024a) identifies six core domains: driving high-quality outcomes, setting strategy, promoting equality, ensuring robust governance, creating a positive culture, and building trusted relationships. Each domain is directly relevant to understanding what went wrong in this case.
Health systems are broadly structured along a spectrum from centralisation—where decision-making authority is concentrated at a national or organisational apex—to decentralisation, where authority is distributed to local teams and frontline practitioners (World Health Organization, 2007). The NHS exemplifies a hybrid structure, particularly following the establishment of Integrated Care Boards (ICBs) under the Health and Care Act 2022, which introduced greater devolved responsibility at system level (NHS England, 2022a). Understanding this tension is critical to assessing accountability in the morphine overdose case.
Leadership theories applicable to this case include transformational leadership, which motivates teams through vision and values (Burns, 1978); transactional leadership, which ensures compliance through defined rules and oversight (Bass, 1985); situational leadership, which adapts style to the readiness of the team (Hersey and Blanchard, 1969); and distributed leadership, which shares responsibility across all levels (Spillane, 2006). The appropriate selection and application of these styles is fundamental to preventing patient harm, particularly in high-risk medication management.
This report addresses four interconnected themes: (a) a systems-thinking analysis of the incident using Rich Picture methodology; (b) an evaluation of centralisation versus decentralisation within the NHS medicines governance architecture; (c) a critical application of leadership theories to the case; and (d) evidence-based recommendations for sustainable improvement. Throughout, UK-specific data from NHS England, the Care Quality Commission (CQC), and academic sources are used to contextualise and substantiate the analysis.



2. Main Body and Analysis

2a. Identifying the Problem and Setting the System Context: Applying Systems Thinking and the Rich Picture
The central problem in this case is the failure of the NHS medicines management system to prevent the dispensing and supply of a high-risk specialist medication—morphine sulphate oral solution 100 micrograms/ml—to the parents of a four-week-old infant in a primary care or community pharmacy setting. The consequences were severe: the infant received a dose approximately twenty times greater than intended and required emergency naloxone treatment (NHS England North East and Yorkshire, 2023). This was not an isolated clinical misjudgement but a failure spanning multiple governance layers, including prescribing, dispensing, labelling, and discharge communication.
At the global level, the World Health Organization (2019) identifies medication errors as a leading cause of harm in health systems worldwide, estimating that unsafe medication practices cause approximately 1.3 million injuries and 125,000 deaths annually in high-income countries. The WHO's third Global Patient Safety Challenge, 'Medication Without Harm', launched in 2017, set a target to reduce severe avoidable medication harm by 50% within five years, underscoring the international recognition of this problem. Opioid-related harm in paediatric populations has been specifically highlighted as a priority area requiring system-level intervention (WHO, 2019).
At the national level, data from the University of Sheffield commissioned by the UK Department of Health and Social Care estimates that 237 million medication errors occur annually across the NHS in England, of which 66 million are potentially clinically significant (Elliott et al., 2020). Avoidable adverse drug events are estimated to cost the NHS at least £98.5 million per year and contribute to approximately 1,708 deaths annually (Elliott et al., 2020). Opioid drugs, specifically, were identified by the National Reporting and Learning System (NRLS) as responsible for 9.98% of all 'low harm' medication incidents and represent a disproportionate share of severe incidents (Alhawassi et al., 2025). The Care Quality Commission (2023) specifically noted that infant morphine overdoses involving the wrong formulation represent a recurring and serious pattern of harm in NHS settings.
The Institute for Healthcare Improvement (IHI) has long advocated the use of systems thinking to understand how medication errors arise from interacting systemic weaknesses rather than individual failures (IHI, 2023). In this case, the systemic weaknesses are multifactorial. Elliott et al. (2020) found that over 54% of medication errors in the NHS occur at the point of administration, and approximately 21% during prescribing—both stages were implicated in the infant morphine incident. Moreover, research published in BMJ Quality and Safety (2024) estimates that implementing interoperable digital prescribing records across the NHS could prevent approximately one million medication errors annually and save more than twenty lives per year, directly addressing the kind of information transfer failures seen in this case.
A Rich Picture of this incident reveals a web of interconnected actors, processes, and system pressures. The Rich Picture below visually represents the complex interactions, communication gaps, and systemic failures that contributed to the incident.”  
[image: ]                             Rich Picture of Infant Morphine Overdose System Failure
At the centre is the infant and family, who received no meaningful information about the critical difference between two morphine formulations at discharge. Surrounding them are the prescribing clinician (who may have lacked awareness of community supply restrictions for the 100 micrograms/ml 'SPECIALS' product), the hospital pharmacy (responsible for ensuring dispensed medication complied with RED drug policies), the community pharmacy or discharge supply route (which received or issued the wrong concentration), and the ward nursing staff who coordinated discharge without a structured handover protocol for high-alert medications. Feedback loops in this system were absent or inadequate: there was no barcode verification against formulary classification, no mandatory pharmacist discharge counselling for high-alert drugs, and no digital alert triggered when a RED drug prescription entered a community supply pathway.
The governance level most directly implicated is the regional/local level—specifically the NHS North East and Yorkshire Integrated Care Board—which is responsible for ensuring compliance with formulary restrictions across both primary and secondary care settings within its population boundary (NHS England, 2022a). However, the national level shares accountability: NHS England's failure to mandate a system-wide RED drug classification alert within electronic prescribing systems, combined with the absence of a national standardised concentration of morphine oral solutions for neonatal use, created the structural conditions for repeated harm. The NPPG (2025) subsequently noted that the 2023 incident prompted calls for national standardisation of paediatric liquid morphine concentrations, a recommendation that had existed in clinical guidance but lacked enforcement.
The Rich Picture also exposes communication gaps between secondary and primary care at the point of discharge—a systemic vulnerability identified in NHS research as responsible for a substantial proportion of medication transfer errors (BMJ Quality and Safety, 2024). Dependencies between the hospital specialist pharmacy, ward-based prescribers, and community dispensing were uncoordinated. There was no single accountable lead at the point of medication transition, and the parents—as non-clinical lay persons—were left to navigate a complex and potentially lethal prescription without adequate support or safety-netting information.
Underlying challenges amplify these structural weaknesses. NHS England (2023) data indicate ongoing workforce pressures, with pharmacy staffing shortages affecting discharge processes. Staff shortages in paediatric and neonatal settings in North East and Yorkshire specifically have been documented in NHS regional workforce reports. The use of an unlicensed 'SPECIALS' product—produced outside the standard pharmaceutical supply chain—adds further risk, as such products may appear on community dispensing systems without automatic RED drug classification warnings.

2b. Centralisation or Decentralisation within the Case Study
The NHS in England operates within a complex, hybrid governance architecture that blends elements of both centralisation and decentralisation. Understanding this structure is essential to evaluating how the morphine overdose incident both arose from and exposed tensions within the system. The Health and Care Act 2022 transferred significant commissioning and performance oversight functions from NHS England to forty-two newly formed Integrated Care Boards (ICBs), representing a deliberate move towards greater decentralisation (NHS England, 2022a). However, national bodies including NHS England, the Medicines and Healthcare products Regulatory Agency (MHRA), and the National Institute for Health and Care Excellence (NICE) retain centralised authority over medicines policy, formulary guidance, and patient safety frameworks.
Within this hybrid structure, the morphine overdose case reveals how a centralised policy (the RED drug classification) failed to translate into locally enforced practice at the point of discharge. The RED drug framework is a nationally recognised governance tool, yet its implementation is delegated to regional formulary committees and individual NHS Trusts. This creates a classic decentralisation risk: variation in implementation, inconsistent staff education, and gaps in accountability when clinical decisions cross organisational boundaries (World Health Organization, 2007).
Centralised systems in healthcare offer significant advantages in terms of standardisation and quality control. When applied consistently, national policies such as the MHRA's licensing framework and NHS England's Never Events policy ensure that certain preventable harms are subject to mandatory oversight and reporting. The Never Events framework (NHS England, 2023b) functions as a centralised accountability mechanism: between April 2023 and March 2024, a total of 370 Never Events were reported across 136 NHS Trusts in England, including twenty instances of medication administered via the wrong route (NHS England, 2024b; Morrish Solicitors, 2025). A centralised reporting infrastructure therefore exists; what was lacking in the morphine overdose case was centralised enforcement of the supply restrictions for the 100 micrograms/ml formulation.
The advantages of centralisation in this context include the potential for national formulary systems to automatically flag RED drug prescriptions and prevent community dispensing. A centrally mandated digital alert within NHS prescribing software—such as the Electronic Prescription Service (EPS)—would represent a structural safeguard rather than relying on human vigilance. NHS England's (2023c) Long Term Plan commitment to digital prescribing interoperability, if implemented robustly, would address this gap. However, the disadvantage of centralised governance in the NHS context is the considerable lag between policy formulation and frontline implementation. Despite the fifth similar incident occurring in 2023, the national formulary and prescribing IT infrastructure had not been updated to prevent automated transmission of RED drug prescriptions to community pharmacies.
Decentralised systems, by contrast, offer the advantage of local responsiveness and professional autonomy. Within NHS Trusts, Medication Safety Officers (MSOs) and Pharmacy Clinical Governance Leads are locally empowered to design safety protocols, conduct audit cycles, and respond to incident learning. The Shrewsbury, Telford and Wrekin ICS Medicines Safety Group (2023) exemplifies how local teams can develop safety communications and post-incident reviews that supplement national guidance. Following the 2023 infant morphine overdose, the North East and Yorkshire ICB acted with relative speed to issue a regional case study and patient safety alert (NHS England North East and Yorkshire, 2023), which represents a positive dimension of decentralised learning cultures.
However, the critical limitation of decentralisation in this case is the fragmentation of accountability at the secondary-to-primary care interface. When a patient is discharged from a hospital, the governance responsibility for their ongoing medication management is effectively transferred—often with inadequate handover—to primary care practitioners, community pharmacists, and ultimately patients and families (BMJ Quality and Safety, 2024). In the infant morphine case, no single organisation or professional claimed clear accountability for ensuring the correct formulation reached the family. This governance gap reflects the danger of decentralisation without corresponding integration mechanisms.
Numerically, the scale of the challenge is significant. NHS data indicate that medication-related incidents at points of care transfer account for a disproportionate share of avoidable adverse events (Elliott et al., 2020). Research by BMJ Quality and Safety (2024) estimated that nearly one million medication errors annually in England are associated with inadequate information transfer between NHS settings, with an estimated 16,000 patient harms and over 20 deaths per year potentially preventable through interoperable digital prescribing records. The morphine overdose incident is thus representative of a wider structural vulnerability at the interface between centralised policy and decentralised delivery.
A balanced evaluation suggests that the NHS requires a hybrid model in which national mandates for high-alert medication governance are implemented through locally enforced and digitally supported systems. The ICB governance layer created by the Health and Care Act 2022 offers a mechanism for bridging this gap, but only if ICBs are resourced and empowered to mandate compliance with RED drug protocols across all providers within their geography, including primary care and community pharmacy contractors.

2c. Leadership Theories and Application to the Case Study
A critical examination of the infant morphine overdose case through leadership theory reveals how deficits in leadership culture, style, and practice at multiple organisational levels contributed to the failure, and how alternative leadership approaches could have prevented it. Three principal theories are applied here: transformational leadership, situational leadership, and distributed leadership.
Transformational leadership, first conceptualised by Burns (1978) and further developed by Bass (1985), describes leaders who inspire and motivate followers to transcend individual self-interest in service of a shared vision. In health care, transformational leadership has been consistently associated with improved patient safety cultures, reduced adverse events, and enhanced staff engagement (Ystaas et al., 2023). A 2024 scoping review published in the journal Hospitals found that transformational leadership positively influenced care delivery and human resource management across 26 healthcare studies internationally (Iliopoulou et al., 2024). In the NHS context, NHS England's Own Leadership Competency Framework (NHS England, 2024a) explicitly positions transformational behaviours—vision, inspiration, and empowerment—as foundational to board-level leadership, with these competencies mandated for all NHS board member recruitment from April 2024.
In the morphine overdose case, transformational leadership was notably absent at several levels. At the national level, NHS England leadership had not demonstrated the visionary commitment required to enforce the RED drug classification through digital prescribing infrastructure, despite five incidents since 2018. A transformational leader would have treated each recurrence as a burning platform for system redesign, mobilising cross-organisational stakeholders—pharmacists, prescribers, IT system developers, and ICBs—to co-design a reliable barrier to community supply. At the trust level, transformational clinical leaders responsible for pharmacy governance and discharge processes had not created the safety culture and structural conditions necessary to prevent the error. The CQC (2023) noted that organisations responding well to the infant morphine risk were those where clinical leaders had proactively shared safety alerts and embedded RED drug protocols into their standard operating procedures—a transformational behaviour characterised by proactive, purpose-driven action rather than reactive compliance.
Situational leadership theory (Hersey and Blanchard, 1969) argues that effective leaders adapt their style—from directive to delegative—based on the competence and commitment of their followers in a given situation. Applied to this case, the situation at the point of discharge was one of high risk and potentially low competence: a non-clinical family responsible for administering a specialist paediatric opioid at home. A situationally aware clinical leader—whether the discharging clinician, pharmacist, or nurse—would have recognised this as requiring a directive and highly supportive intervention: not merely labelling the bottle and handing it over, but conducting structured counselling, demonstrating the measuring technique, providing written information with emergency contact details, and arranging a community follow-up check.
The evidence strongly supports the effectiveness of structured discharge counselling for high-alert medications. The British Journal of Clinical Pharmacology has published multiple studies demonstrating that verbal and written counselling significantly reduces home administration errors for liquid opioids, particularly in paediatric settings (NPPG, 2025). The absence of such counselling in this case suggests a situational leadership failure: the clinical team defaulted to a task-completion orientation (transactional leadership) rather than adapting to the vulnerability of the situation. Transactional leadership—characterised by adherence to rules and procedures for reward avoidance—is not inherently inappropriate, but it is insufficient when the established rules are themselves inadequate to address the risk.
Distributed leadership theory (Spillane, 2006) holds that leadership is most effective when it is shared across multiple actors rather than vested in a single authority. In the context of patient safety, distributed leadership empowers all clinical staff—not just senior managers—to identify and raise concerns, challenge unsafe practices, and contribute to quality improvement (West et al., 2015). The Kings Fund (2023) has consistently advocated distributed and compassionate leadership as the model most suited to the complexity of NHS systems. NHS England (2024a) similarly highlights the importance of developing leadership at all levels of organisations.
In the morphine overdose case, distributed leadership was undermined by a culture of hierarchical deference and narrow role definition. The ward nurse who prepared the discharge, the junior doctor who wrote the prescription, and the pharmacy technician who dispensed the medication each operated within silos, without a shared accountability for the safe medication transfer. A distributed leadership culture would have embedded the expectation that any team member who noticed a discrepancy in the formulation or labelling was not only permitted but professionally obligated to raise it—a principle enshrined in the NHS duty of candour (NHS England, 2022b) but not consistently operationalised. NHS Staff Survey data (NHS England, 2023d) indicate that approximately 27% of NHS staff did not always feel safe to report concerns, and that only 64% reported confidence that their organisation would take action on reported safety issues—figures that reflect the systemic challenge of building genuinely distributed safety leadership.
The data on leadership effectiveness in this case are sobering. National NRLS data showed that reports of opioid-related incidents had a quality of learning rated as 'poor' in 67.28% of cases—the second worst of all medication categories analysed (Alhawassi et al., 2025). This suggests that even where incidents were reported, the leadership culture for learning from opioid errors was inadequate. A proactive, emotionally intelligent, and distributed leadership approach would have converted each of the four preceding incidents since 2018 into system-wide learning and structural change, preventing the fifth occurrence in 2023. This suggests that leadership within the system was predominantly reactive rather than proactive, failing to anticipate risk despite available evidence from previous incidents.

2d. Improvement and Lessons Learned
The infant morphine overdose case presents multiple missed opportunities at clinical, organisational, and system levels. A critical evaluation of these failures alongside the evidence base for improvement reveals a coherent set of lessons and solutions that, if implemented, would significantly reduce the risk of recurrence.
The most fundamental missed opportunity was the failure to enforce the RED drug classification at the point of prescription and dispensing. The clinical governance infrastructure for RED drugs existed in principle—the formulary classification system clearly prohibited primary care prescribing and community dispensing of morphine sulphate 100 micrograms/ml—yet this governance mechanism lacked the digital and operational teeth to prevent the wrong formulation from reaching a community setting. An NHS England audit of formulary compliance published prior to 2023 had identified inconsistencies in how RED drug restrictions were enforced across different NHS Trust discharge processes (CQC, 2023). Had this intelligence been acted upon with the urgency it warranted, the digital interoperability gap that enabled this incident could have been closed.
Problem: Absence of digital safeguards for HIGH-ALERT medications at the secondary-primary care interface. Data: Research by BMJ Quality and Safety (2024) estimates that approximately one million medication errors annually in England arise from inadequate prescription information transfer between NHS settings, contributing to 16,000 harms and over 20 deaths per year. Improvement: NHS England should mandate the inclusion of RED drug classification flags within the Electronic Prescription Service (EPS) and Summary Care Record (SCR), such that any prescription for a formulary-classified RED drug automatically generates an alert and requires pharmacist override confirmation before community dispensing is permitted.
Problem: Inadequate discharge communication for high-alert paediatric medications. Data: The NPPG (2025) identified that confusion between licensed and unlicensed morphine oral solution concentrations in paediatric patients was a recurring cause of harm, exacerbated by the absence of standardised formulations and labelling. Improvement: All NHS Trusts should implement a structured medication reconciliation and discharge counselling protocol for high-alert medications, in line with the NHS Patient Safety Strategy (NHS England, 2019) recommendation for proactive safety communication. This should include face-to-face counselling, pictorial dose administration guides, and a 24-hour community nursing or pharmacist follow-up call within 48 hours of discharge.
Problem: Absence of national standardisation of paediatric liquid morphine concentrations. Data: The NPPG (2025) position statement noted that every year, harm occurs in children because the concentration of their liquid medication changed without the administrator being aware. Improvement: NHS England and the MHRA should adopt the NPPG recommendation to standardise the concentration of morphine oral solution used in neonatal and paediatric settings to the licensed 2 mg/ml product for most clinical indications, reserving the unlicensed 100 micrograms/ml product for doses below 200 micrograms with mandatory secondary care dispensing only. This would eliminate the greatest source of concentration confusion.
Problem: Delayed and incomplete learning from prior incidents. Data: Review of national incident data by the time of the 2023 case revealed this was the fifth recurrence since 2018 (NHS England North East and Yorkshire, 2023). Yet no nationally mandated structural safeguard had been implemented in the intervening five years. The NRLS quality of learning rating for opioid incidents was poor in 67.28% of cases (Alhawassi et al., 2025). Improvement: NHS England should implement mandatory cross-organisational learning reviews following any serious incident involving high-alert paediatric medications, with a national follow-up audit at six and twelve months to confirm implementation of recommended actions. The Patient Safety Incident Response Framework (PSIRF), introduced from Autumn 2023, provides the governance architecture for this approach (NHS England, 2023a).
The interaction between system structure, leadership style, and feedback is central to understanding both the failure and the pathway to improvement. The hybrid centralised-decentralised structure of the NHS created a policy gap between national RED drug governance and local dispensing practice. Transactional leadership at the operational level—compliance-focused without critical safety challenge—was insufficient to prevent the error. The absence of meaningful feedback loops, in the form of real-time prescribing alerts or post-incident learning dissemination, meant that the system could not self-correct.
The key lesson for other health organisations is that patient safety governance must be structurally embedded rather than dependent on individual vigilance. The NHS Patient Safety Strategy (NHS England, 2019) is explicit that safety improvement requires three components acting in concert: a safety culture, safety systems, and safety science. The infant morphine case exposes a deficit across all three: the culture did not consistently prioritise safety at the discharge interface; the system lacked digital safeguards and standardised protocols; and the science—the accumulated evidence about the risks of concentration confusion for paediatric opioids—was not systematically translated into operational change.
Continuous improvement and accountability require ongoing data use. NHS England's (2024b) introduction of the Learn from Patient Safety Events (LFPSE) service to replace the NRLS from June 2024 represents a significant structural improvement, offering richer incident reporting data, real-time intelligence, and a more supportive learning culture. However, as the 2023 morphine incident demonstrates, data collection alone is insufficient without leadership commitment to act on findings within defined timeframes and with measurable safety outcomes. 
A critical issue in this case is not only the occurrence of the error but the system’s repeated failure to learn from prior incidents. Despite at least five similar cases being reported since 2018 (NHS England North East and Yorkshire, 2023), there was no effective national-level intervention to eliminate the risk. This suggests a deeper organisational learning failure, where incident reporting mechanisms such as the National Reporting and Learning System (NRLS) did not translate into actionable system redesign. According to Reason’s Swiss Cheese Model (Reason, 2000), harm occurs when multiple system defences fail simultaneously; however, in this case, those same failures persisted over time, indicating weak feedback loops and limited organisational memory. This raises concerns about the effectiveness of NHS patient safety governance structures in converting data into preventative action (Vincent and Amalberti, 2016).

3. Recommendations
The following evidence-based recommendations are proposed for NHS North East and Yorkshire and, where appropriate, for NHS England nationally, to sustain improvement and prevent recurrence.
Recommendation 1: Implement mandatory digital RED drug safeguards within the Electronic Prescription Service.
NHS England should mandate that all RED drug classifications within regional formularies are embedded as system-level decision support alerts within the Electronic Prescription Service (EPS) and Electronic Patient Record (EPR) systems. Any prescription for a RED drug that is flagged for community dispensing should generate an automatic block requiring pharmacist clinical override with documented rationale. This recommendation aligns with NHS England's NHS Long Term Plan commitment to digital interoperability (NHS England, 2019) and is supported by evidence that digital prescribing safeguards reduce high-alert medication errors (BMJ Quality and Safety, 2024). This intervention addresses allocative efficiency by targeting preventable harms that carry the highest systemic costs.
Recommendation 2: Standardise paediatric liquid morphine concentrations nationally.
In line with the NPPG (2025) position statement, NHS England and the MHRA should mandate the use of the licensed morphine sulphate 2 mg/ml oral solution as the standard formulation for neonatal and paediatric pain management in all NHS settings, with the unlicensed 100 micrograms/ml product restricted to specific clinical indications in secondary care with mandatory specialist dispensing. This reduces the risk of concentration confusion and strengthens technical efficiency by reducing avoidable emergency admissions, ICU stays, and treatment with naloxone.
Recommendation 3: Adopt transformational and distributed leadership at the clinical governance level.
NHS Trusts should invest in transformational leadership development for pharmacy, nursing, and clinical governance leads, specifically focused on embedding proactive safety cultures at the secondary-primary care interface. This should include structured leadership programmes aligned with the NHS Leadership Competency Framework (NHS England, 2024a), with particular emphasis on the domains of 'ensuring robust governance' and 'creating a positive culture'. Distributed leadership should be operationalised through multi-disciplinary discharge safety huddles for high-alert medications, in which every team member—prescriber, pharmacist, nurse—has a defined and shared accountability role.
Recommendation 4: Implement structured discharge counselling and safety-netting for high-alert paediatric medications.
All NHS Trusts should implement a mandatory structured discharge medication reconciliation protocol for patients receiving high-alert medications—particularly paediatric opioids—incorporating written information in accessible formats, verbal counselling, and a community pharmacist or nursing follow-up check within 48 hours. Co-production with patient and family groups, in line with the NHS Patient Safety Strategy (NHS England, 2019), should inform the design of these materials. This addresses both the immediate clinical risk and the broader equity goal of ensuring vulnerable patients—including non-clinical carers of neonates—receive equitable safety-netting.
Recommendation 5: Leverage PSIRF for systematic learning and accountability.
All serious incidents involving high-alert paediatric medications should be reviewed under the Patient Safety Incident Response Framework (PSIRF) (NHS England, 2023a), with findings reported to the relevant ICB and to NHS England nationally within defined timeframes. Continuous improvement should be monitored through regular safety metrics dashboards shared with clinical governance committees, including rates of RED drug community dispensing incidents, medication-related Never Events, and discharge counselling compliance. Stakeholder engagement, including patient and carer involvement, should be embedded in all PSIRF learning reviews to ensure that system improvements reflect lived experience.
Together, these recommendations constitute a coherent, multi-level safety improvement strategy that addresses the governance, leadership, and systems failures identified in this case. They are grounded in the NHS Patient Safety Strategy (2019), the Health and Care Act 2022, and the most current evidence on medication safety and paediatric pharmacology.

Implementation Challenges and Evaluation 
While the above recommendations are evidence-based, their implementation within the NHS context presents several practical challenges. Workforce shortages, financial constraints, and variability in digital infrastructure across NHS Trusts may limit the rapid adoption of digital prescribing safeguards and standardised protocols (NHS England, 2023). Resistance to change among clinical staff and the complexity of integrating new systems into existing workflows may also affect implementation success (Greenhalgh et al., 2017).
To ensure effectiveness, these interventions should be evaluated using measurable patient safety indicators, such as reductions in medication-related incidents, improved compliance with RED drug prescribing protocols, and enhanced discharge communication scores. The use of continuous monitoring frameworks, such as the Patient Safety Incident Response Framework (PSIRF), alongside audit cycles and real-time data from the Learn from Patient Safety Events (LFPSE) system, would support ongoing evaluation and accountability (NHS England, 2023a). This would ensure that improvements are not only implemented but sustained over time.



4. Conclusion
This report has examined the 2023 infant morphine overdose incident in NHS North East and Yorkshire through the complementary lenses of systems thinking, governance analysis, and leadership theory. The central finding is that this was not an isolated clinical error but a systems failure: one that reflected structural gaps in the interface between secondary and primary care medicines governance, inadequate digital safeguards for high-alert medications, a leadership culture that was insufficiently transformational and distributed to convert prior incidents into lasting systemic change, and a recurrent failure to standardise paediatric opioid formulations despite accumulating evidence of harm.
The application of a Rich Picture methodology revealed the complexity of the interactions between prescribers, pharmacists, ward staff, discharge systems, and families, highlighting multiple communication gaps and absent feedback loops. The analysis of centralisation and decentralisation demonstrated that while national policy frameworks existed in principle—the RED drug classification system—the hybrid NHS governance architecture did not ensure their consistent operationalisation at the local level. Leadership theory analysis showed that transformational, situational, and distributed approaches were all absent or insufficient at the points of critical decision-making, and that the dominant transactional culture was inadequate to manage a high-risk situation with non-clinical caregivers.
The lessons from this case have implications far beyond morphine management. They speak to the fundamental challenge facing NHS leaders: how to translate national policy commitments into frontline safety behaviours through governance systems that are digitally enabled, culturally embedded, and continuously learning. As the NHS transitions to the LFPSE incident reporting system and implements PSIRF, there is a genuine opportunity to build the kind of safety system that would prevent future recurrences. This will require visionary, transformational leadership at every level—national, regional, and clinical—supported by robust governance, rigorous data use, and genuine co-production with patients and families. The infant who survived this incident in 2023 deserves nothing less.
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