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[bookmark: _4bdliyppsxij][bookmark: _Toc225457766]Introduction 
Healthcare systems are complex processes that include all organisations, people, and resources whose main aim is to promote, restore and maintain health. These systems exist to work with various interrelated parts, such as healthcare professionals, policies, technologies, and patients, which are all dynamically involved. UK Healthcare market is expected to reach $266.4 billion with a 6.5% rise by 2030 (Grandviewresearch, 2026). These interdependencies make healthcare systems complex as a failure in a particular area can dramatically influence the systems of other areas. Consequently, the provision of safe, effective, and coordinated care has become a significant issue throughout health systems in the world.
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Figure 1: UK Healthcare market Size
(Source: Grandview research, 2026)
Management of this complexity is important and happens through leadership, which operates on individuals and teams in order to deliver common healthcare objectives. Leadership plays a crucial role in the medical field when it comes to ensuring patients are safe, leading to decision-making, and reacting positively to crisis situations (Dahleez et al., 2022). There has been evidence to indicate that ineffective leadership is a factor that contributes towards negative occurrences and that incidents of patient safety account for thousands of avoidable harms each year in systems like the NHS (Sirrs, 2024). Successful leadership will enable effective communication and accountability and will foster a safety culture, and a lack of successful leadership can be a direct contributor to patient injury through mismanagement, lack of supervision, and team coordination failure.
Some of the most important organisational concepts that are important in the operation of the healthcare systems include centralisation and decentralisation. Centralisation is the term that is used to refer to the concentration of the decision-making processes at the higher levels of authority, whereas decentralisation is the process of distributing the decision-making among the local units. Centralisation and decentralisation methods have an impact on the exercise of leadership in healthcare organisations (Sapkota et al., 2023). Moreover, autocratic, democratic, and transformational leadership styles influence the organisational decision-making process, team interactions, and effectiveness of healthcare services to address problems. The autocratic leadership centralises decision making with leaders, allowing instant decision however limits staff input. The democratic leadership shares decision-making to improve collaboration. Transformational leadership inspires employees to enhance engagement, innovation, and overall decision quality in healthcare organisations. 
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Figure 2: NHS Leadership
(Source: NHS, 2024)
Figure 2 shows the NHS Leadership Competency Framework, which outlines the key behaviours and competencies expected from leaders within the NHS to improve. This report aims to discuss a recent NHS patient safety incident of a four-week-old baby who endured a major overdose of morphine as a result of a medication error. According to the case, there are defective communication, governance and leadership in the healthcare system. Therefore, the purpose of the present report is to critically evaluate the incident through the prism of systems thinking, the review of leadership strategies, and the analysis of governance systems. It will also suggest evidence-based solutions to improve patient safety, leadership performance, and healthcare system performance.
[bookmark: _u7bcm4xyjc2e][bookmark: _Toc225457767]
Main Body 
[bookmark: _ledd4d6rhi6v][bookmark: _Toc225457768]a. Identifying the Problem and Setting the System Context
Case Description
The case that has been chosen is a severe patient safety event in the NHS, when a four-week-old baby received a morphine dose that was nearly 20 times more than was intended (Northyorkshireccg, 2023). This mistake had taken place when the parents received a wrong dosage of morphine oral solution, and this had led to overdosing. Even though the baby survived with emergency treatment, the case reveals serious flaws in prescription, dispensing, and communication. Notably, the involved medication was a high-risk category of a so-called RED drug (Northyorkshireccg, 2023). Its use should have been strictly monitored within a controlled clinical environment; however, the apparent lack of such oversight indicates a breach of established safety protocols, potentially compromising patient safety and quality of care (Saproo, et al., 2025). 

Global and National Context
There are significant issues with medication errors worldwide. Furthermore, the World Health Organisation reports that medication-related harm is the cause of about 1.3 million deaths each year across the globe, and millions of patients suffer adverse drug events that can be averted (WHO, 2023). These mistakes tend to be systemic, such as poor communication, lack of proper training, and poor governance systems.
On the national level, the NHS records a high rate of patient safety incidents annually. Over 237 million medication-related incidents are reported every year, and a percentage of them lead to considerable damage or fatalities (BMJ, 2020). Even with the presence of clinical guidelines and safety measures, medication errors keep recurring, which indicates that healthcare systems have vulnerabilities. The case under analysis is not an exceptional case yet a symptomatic problem that can be observed in the healthcare systems. This case failure is reflective of broader trends in which a communication lapse, ineffective supervision, and disjointed operations lead to avoidable patient injuries (Muzingili, 2026). Thus, the event is to be perceived as a systemic failure, but not as an individual error.

Applications of Systems Thinking
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Figure 3: System Thinking Principles 
(Source: McNab et al., 2020)
A system thinking is a holistic view of interpreting the problems in healthcare that is complex in terms of relationships between various parts of a system and their effects (McNab et al., 2020). Instead of looking at events in isolation, systems thinking dwell on interdependencies, feedback loops, and structures underlying system behaviour. System Thinking includes working conditions, interactions, multiple perspectives, understanding of decisions and performance viability to found the concept (Aguilar-Fernández et al., 2024). The prescribing clinician, dispensing pharmacy and parents were within a wider healthcare framework which involved guidelines, communication lines and safety checks. Inability to maintain the proper dosage of medication depicts a lack of coordination between these elements.
The event demonstrates that there were high levels of interdependencies between healthcare actors, with the breakdown of one component having a cascading effect throughout the system (Northyorkshireccg, 2023). As an example, weak verification processes did not rectify the incorrect dispensing, which means that feedback loops that would have ensured that mistakes are rectified failed. Also, there were communication lapses between medical workers and the relatives of the patient (Taylor et al., 2024). It only increased the danger since important information about dosage and type of medication was not communicated appropriately.
In terms of systems, the mistake is not explained by a point of failure. Rather, it is indicative of a conglomeration of structural frailties such as poor governance, lack of cross-checking systems, and information flow. This supports the fact that a systems-based approach to patient safety is essential, in which the focus is on the enhancement of system design and on communication pathways and accountability structures to avoid the occurrence of similar incidents in the future.
 Application of WHO Health System model
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Figure 4: Health System Model
(Source: GOV, 2021)
The incident may also be explained in terms of the six health system building blocks of the World Health Organisation that offer a systematic way of analysing the system performance (Manyazewal, 2021). Leadership and governance have clearly failed, as laid down safety rules about high-risk, so-called RED drugs, had not been adequately implemented (Schiller and Mechanic, 2023). This means that there is lax supervision and an absence of accountability measures. The health information systems also did not guarantee proper communication of the medication type and dosage between different care providers and caregivers, and information flow and verification were areas of weakness. The human resource aspect also contributed because insufficient training of the staff, supervision, or even awareness, could have led to the wrong dispensing and giving of medication. In that view, the occurrence cannot be ascribed to one human error. Rather, it is a system failure on a broad scale involving several parts of the healthcare system.

Governance + Root Causes
Critical analysis of governance structures demonstrates that the incident was pre-determined by the major flaws in the policy execution and organisational control. The drug in question was a so-called RED drug, which is to be prescribed, dispensed, and tracked under the supervision of specialists only (Clydebankbarclay, 2025). However, this protocol was not followed, therefore signifying a lack of policy-practice alignment. The non-enforcement implies poor governance structures and the unresponsiveness at the local level to monitor compliance.
Lack of effective accountability frameworks enhanced the continuation of risk. Healthcare systems are based on precisely defined responsibilities and supervision activities to enforce safe practice. However, in the Morphine overdose case, a lack of supervision led to the continuation of the error. According to the NHS reports on patient safety, test data shows a significant percentage of medication errors are related to a lack of communication and poor checking processes. More than 30% of medication errors pertain to failures in communicating or checking processes (Alrowily et al., 2024). A more systemic vulnerability of policy to practice translation is elucidated in this case. Although there are safety guidelines on the central level, inconsistency in their practice at the operational level causes gaps in patient safety. Inability to implement RED drug practices shows a lack of interdependence between governance systems and practice on the ground, which ultimately subjects patients to unnecessary injuries.
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Figure 5: RICH Picture
(Source: Self-developed)
[bookmark: _ffp53rhz0g25][bookmark: _Toc225457769]b. Centralisation or Decentralisation within the Case Study 
Centralisation and Decentralisation in Healthcare
Healthcare systems are usually governed by a centralised and decentralised structure of healthcare, yet a mix of the two structures tends to affect the decision-making process, governance, and patient outcomes. Centralisation is the distribution of power to higher points in the organisation where policies, procedures and standards are made and implemented throughout the system (Goel and Rahulamathavan, 2024). The method guarantees consistency and regulation. On the contrary, decentralisation allocates power to the local level and direct-care healthcare workers, allowing them to make decisions in context and be flexible in patient care. The two approaches are present in the NHS, forming a hybrid system where national guidelines influence the local clinical practice.
Centralisation
NHS centralisation manifests in the form of national policies, clinical guidelines and regulatory frameworks that are aimed at harmonising care delivery and improving patient safety (Ramsay et al., 2025). The categorisation of morphine as a high-risk drug known as RED in the Morphine overdose case aligns with centralised control. There are highly strict prescribing and dispensing regulations for these medicines, usually limited to specialist use to minimise risk. Such policies aim to decrease the variability in practice and avoid medication errors.
There is support for the significance of centralised systems in enhancing safety outcomes. It is estimated that every year, about 1.3 million deaths across the world are caused by medication errors, and there is a need to have strong regulatory frameworks (WHO, 2021). In the same tone, statistics provided by NHS England show that there are more than 237 million medication errors in England every year, and approximately 66 million of them might be considered of potential clinical significance (BMJ, 2020). These statistics show the magnitude of the issue and the need to introduce stringent centralised measures like the RED drug laws.
Critical Analysis of Centralisation
There are centralised policies; the case shows that there is a serious weakness, including the fact that there are rules does not guarantee the subsequent implementation of the laws. There were RED drug guidelines, yet these were not practised, leading to a major mistake in medication. About 30% to 40% of the medication errors are associated with failure to adhere to the set prescriptions, and this depicts that there is still a gap between the policy and practice (Tariq et al., 2024). As much as centralisation offers clear standards and accountability lines, it may also slow down the healthcare systems, to be rigid. Top-down control can be over-reliant and can lead to increased rigidity and hamper the ability of frontline staff to challenge decisions or make real-time changes. This brings out a major problem; only well-built implementation systems and constant monitoring of the systems can make centralised systems work.
Decentralisation
Decentralisation of healthcare systems permits frontline practitioners, such as clinicians and pharmacists, to be autonomous when making decisions depending on the needs of individual patients (Krenyacz and Revesz, 2025). The NHS has a history of prescribing and dispensing using local judgment so that health providers can act faster and more effectively on the individual case. Such flexibility is especially useful in highly dynamic and complicated healthcare settings where standardised methods are not always appropriate. The concept of decentralised decision-making can be observed in the prescribing and dispensing steps in the chosen case, as the local players had the role of interpreting and implementing treatment decisions. This freedom enables responsiveness to be introduced, and at the same time, variability in practice is introduced.
Critical Analysis of Decentralisation
Even though decentralisation is a flexibility boosting approach, it can also bring about severe risks in the absence of proper supervision. These risks are further aggravated by workforce pressures in the NHS. It is reported that the vacancy rates among NHS staff are about 8% to 10%, and cause work overload and a lack of supervision (Alansari et al., 2025). The high workload conditions are closely linked to the high risk of making medication errors, especially in conditions when the verification process is curtailed.
The autonomy of local healthcare specialists in this case helped to create gaps in medication management. In terms of medication management, consumer spending on medication has reached £7.67 billion in 2024 (Statista, 2023). Still, there has been a major fault in medication management in the morphine overdose case. This was due to the fact that there were no strong cross-checking procedures and oversight that would have detected the error in the dispensing. This illustrates one of the major limitations of decentralised systems, such as variability in practice, which may result in gaps in accountability and may predispose harm where weak governance structures are in place.
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Figure 6: Spending on Medication
(Source: Statista, 2023)
Comparative-Critical Analysis
The case of infant death as a result of morphine overdose makes clear that the interactions between centralised and decentralised factors in the NHS are complex, and structural misalignment may jeopardise patient safety. Although centralised policy measures like the RED drug regulations are aimed at standardising practice and minimising risk, their effectiveness relies on the local implementation in the same manner. Nonetheless, there are indications that an estimated 30 to 70% of medication errors are connected to the inability to adhere to the standard procedures (Alotiabi, 2024). It states that there is still a gap between the policy and practice.
Meanwhile, the decentralisation of execution creates variability in clinical processes. This is aggravated by the pressures on the workforce. According to NHS statistics, there is 6.7% to6.9% staff shortage with 10000 vacancies in 2025, which leads to work overload and a lack of supervision (NHS, 2025). As an example, a significant percentage of patient safety reports are related to medication, where each year in England, more than 237 million medication errors happen, 66 million of which may be clinically significant (WHO, 2022). Thus, Medication errors can become high in high-pressure working conditions because, in such conditions, fatigue, interruption, and lack of verification processes can cause medication errors.
Systemically, the case demonstrates the existence of a vital accountability fissure or loophole that was caused by the interaction between centralised governance and decentralised practice. As much as UK national frameworks offer standards of safety under the Health and Safety at Work Act 1974, the lack of effective monitoring, feedback loops and enforcement at the local level curtails their effectiveness (HSE, 2024). Also, the workforce limitation decreases the ability to perform double-checking and supervision, and it is more likely to spread the errors throughout the system. This hybrid structure did not aid early identification and reaction to a crisis in terms of crisis management. The absence of escalation channels and real-time feedback systems did not allow the detection of the error in time to avoid damage (Damasevicius et al., 2023). This implies that it is not the question of whether the system is centralised or decentralised, yet the extent of integration of these structures. Hence, Healthcare systems must be well coordinated in terms of policy, practice and workforce capacity.
[bookmark: _usr40zwr7chi][bookmark: _Toc225457770]c. Leadership Theories and Application to the Case Study 
Leadership Theories Introduction
Patient safety is a vital fact that is determined by leadership, which affects communication, decision-making and organisational culture in healthcare systems. In a high-level-risk setting, like medication management, the effectiveness of leadership has a direct impact on the probability of adverse events (Samawi, Shah and Kimsey, 2025). The results of NHS personnel surveys show that patient safety outcomes are closely associated with staff engagement and the quality of communication (West et al., 2021). Besides, the concept of transformational leadership as an alternative to being reactive is also discussed where cultural focus, accountability, and continuous improvement are prioritised in healthcare environments.
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Figure 7: Patient Safety and Staff Engagement
(Source: West et al., 2021)
Autocratic Leadership: Command Driven and Reactive.
In autocratic leadership, the decision-making process is centralised, top-down, where all the power is gathered in a few hands and the rules are to be followed (Tavares et al., 2024). This style is usually related to reactive, command-based leadership in the sphere of healthcare, especially when faced with a situation that demands immediate action. However, this might restrict the interaction and deter staff from challenging the decisions.
Critical Analysis with Data
Within the scenario of this case, leadership can be seen to have reactive traits, wherein the need to comply with laid-down protocols substituted the need to proactively verify and communicate. During the enforcement of the RED drug policies, it was not done actively, yet passively, without much monitoring (Larue and Naweed, 2021). It has been indicated that there is evidence indicating that communication failures play a role in about 49% of serious medical errors (Humphrey et al., 2022). Hence, communicating through hierarchical systems may hinder extremely important discussions.
Employees claim that they feel helpless to bring issues up or question decisions (Thompson, 2023). Such psychological insecurity may deny frontline personnel the opportunity to challenge prescriptions and possible hazards. Thus, autocratic leadership can help to make a quick decision, probably one of the causes of failure because of its reactive character and limited channels of communication.
Democratic Leadership: Lost Chance of Proactive Safety
Democratic leadership favours cooperation, making decisions together, and open interactions between healthcare professionals. This method is linked to the proactive leadership style in which the team members have an active role in helping to determine the risks and enhance patient safety outcomes.
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Figure 8: Democratic Leadership
(Source: Self-developed)
Critical Analysis
Studies have shown that medical errors can be greatly minimised through proper teamwork and communication. Practices associated with collaboration are effective in ensuring that the faults in prescription and dispensing are detected (Ravi et al., 2022). The outcomes of the NHS staff survey constantly indicate that the increased staff engagement level is associated with enhancing patient safety and decreasing rates of incidents.
In this instance, the lack of democratic leadership is represented in the absence of cross-checking and collaborative verification of the prescriber, the pharmacy, and the caregivers (Owoyemi et al., 2024). The lack of engagement between different stakeholders in the decision-making process is indicative of the lack of an opportunity to adopt a safer and team-based approach. This implies that the leadership was not only inefficient but also not proactive enough in risk aversion.
Laissez-Faire Leadership: No Oversight and Responsibility.
The laissez-faire leadership style is typified by little supervision and a hands-off style where people are given a lot of freedom when making decisions (Klasmeier et al., 2021). Although this can prove useful in a highly skilled team, it can create inconsistencies and a lack of accountability in a complex healthcare setting.
Critical Analysis
The aspects of laissez-faire leadership can also be found in this instance because there has been no supervision and monitoring of the prescribing and dispensing process. The lack of verification systems contributed to the continuation of the medication error without any checks. According to NHS workforce data, the lack of staffing with vacancy rates of around 6.9% (NHS, 2025). It leads to the workload and less supervision, which is very closely linked to the incidence of medication errors. Moreover, insufficient monitoring and a lack of proper accountability structure are some of the major causes of negative events like the morphine overdose case. It points to the dangers of autonomy without the element of governance. The leadership style that was applied in the case was not effective in having proper control, and serves to show that laissez-faire tendencies may result in unsafe situations under the influence of system pressures.
Transformational Leadership: Preventive and Proactive Approach
Transformational leadership aims at inspiring and motivating employees, developing a safety culture, and promoting lifelong learning and improvement to ensure intellectual stimulation, consideration and idealised influence (Suryadi et al., 2024). Contrary to reactive styles of leadership, it is proactive and goal-oriented as it focuses on avoiding mistakes before they arise.
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Figure 9: Transformational Leadership 
(Source: Self-developed)
Critical Analysis
It has been indicated that effective leadership and positive safety culture are linked to better patient outcomes and fewer adverse events. However, the NHS has a greater level of staff involvement and communication has a higher safety performance and reduced incidences (Janes et al., 2021). The transformational leadership approach would have hugely enhanced results in this case through encouraging open communication, employee questioning of decisions and introducing effective feedback systems. Leaders who would follow this practice would focus on training, responsibility, and constant observation to make sure that safety rules are followed, like the RED drugs policy, under the Traffic Light system of the UK (Hart, 2025). Also, the psychological safety would be facilitated by the emotionally intelligent leadership, and the staff would be able to express their concerns without fear.
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Figure 10: Red Drug
(Source: Lusher, 2021)
What Should Have Been Done Differently
A better way of leadership in the situation would have been an integration of transformational and democratic leadership, with well-established governance structures. There is a need for leaders to play a proactive role where the level of monitoring was high, open communication, and accountability was ensured (Zhang et al., 2022). Distributed leadership with a distributed responsibility through the system may have improved verification procedures, as well as decreased the use of personal judgment. Moreover, a culture of psychological safety would facilitate the problem of challenging decisions and reporting concerns among the staff. After all, the reason it failed was not because of the absence of policy, but because of the absence of effective leadership to implement and maintain safe practices.
[bookmark: _gkdwk46s77m4][bookmark: _Toc225457771]d. Improvement, and Lessons Learned 
Interaction between Leadership and Governance
The consequences that were caused by the infant morphine overdose case were an outcome of a key interaction between poor leadership and weak governance structures. Although policies like the RED drug policies had been put in place at the central level, the leadership did not succeed in ensuring their effective implementation at the operational level (Singh et al., 2024). This is a sign of a lack of relationship between policy and practice in the sense that leadership was not actively involved in ensuring that compliance was met or encouraging accountability. On the leadership side, a lack of proactive control and communication led to a culture where mistakes were likely to go unnoticed (Hubbart, 2024). The mechanisms of governance were based on formal rules and did not have any effective enforcement and feedback mechanisms. This resulted in leadership and governance being an isolated entity as opposed to an integrated entity. This misfit was a direct cause of the failure, which shows that good governance needs equally good leadership to implement policy into safe clinical practice.
Problem-Data-Solution-Analysis
One of the major issues in this case was a failure in communication between the prescribing, dispensing and administration processes. The cause of patient safety incidents is closely associated with communication failures, and it has been proven that serious medical errors are connected to inefficient communication (GOV, 2025). The absence of effective information transfer and verification processes, in this instance, enabled the wrong dosage to pass unnoticed.
Improvement
The adoption of electronic prescribing and digital verification systems is one of the evidence-based solutions to the problem, as it helps to decrease the rate of human error by automating the dosage checks and standardising the communication. Research indicates that these systems have the capability of greatly decreasing medication errors and increasing the safety outcomes.
Excessive dependence on technology can cause less critical thinking on the part of the staff, and, even in the case of failure or lack of proper training, errors can still be made (Maternova et al., 2023). Thus, the digital solutions should be facilitated by effective leadership, training, and continuous observation.
The other issue was poor accountability and quick identification of mistakes. A significant percentage of medication incidents do not get reported immediately, which limits the chances of early intervention.
Enhancement
To enhance the responsiveness and safety, the introduction of a decentralised accountability structure and real-time reporting systems can enable the frontline staff to detect and report risky situations in time.
Systems Interdependence and Integration
The case demonstrates the need to have a fully integrated healthcare system where there is cohesiveness in leadership, governance, and operational processes. Systems thinking insist on the fact that healthcare results are determined by interconnected elements, such as policies, workforce, communication channels, and feedback systems (GOV, 2026). The absence of integration of these components in this case led to the fragmentation of the processes and risk of being at risk. Effective systems need coordination between centralised governance and decentralised practice, along with a feedback loop and monitoring systems. The aspect of leadership is significant in ensuring this integration, as policies do not just get implemented, but they are also revised and solidified through practice.
Lessons Learned and System-Wide Implications
The combination of the leadership style, the government structures, and system design provided the circumstances under which the mistake might be made and go unnoticed (Mergel, 2023). The accountability gap and poor feedback mechanisms were caused by the centralisation of policies and decentralisation of implementation without proper integration.
The case can teach other healthcare organisations by focusing on proactive leadership and enhancing an organisation in terms of communication systems and entrenching the process of continuous monitoring. Risks, performance gauging and improvement should be driven by the use of evidence and data in a systematic way (Vuong and Nguyen, 2022). Finally, continuous improvement involves an all-in solution where leadership, governance and system design collaborate to guarantee accountability, learning, and patient safety.
[bookmark: _uola7tqmx9ud][bookmark: _Toc225457772]e. Recommendations
Leadership Strategy
Organisational leaders in the healthcare sector ought to embrace transformational leadership to enhance the experiences of patients and the overall functioning of the system (Tsapnidou et al., 2024). The identified issues with reactive leadership are prevented by this leadership style that encourages proactive communication, collaboration, and a collective sense of dedication to safety.
Emotional intelligence is also one of the factors that leaders should develop so that they can establish psychological safety, whereby staff would not fear questioning decisions or reporting any concerns (Filice and Weese, 2024). It has been demonstrated that increased engagement by the staff members is associated with better safety outcomes in the NHS. Thus, the leadership training programmes must be directed to the areas of communication, coordination of teams, and safety culture to make sure that the frontline staffs are also engaged in avoiding errors and being accountable.
Governance Improvements
Governance systems should go beyond the establishment of policies in order to have good implementation and accountability. Despite the presence of RED drug policies, the lack of enforcement increased the incidence. Regular accountability audits, compliance checks and definitive accountability arrangements should be initiated by organisations to improve compliance with safety measures (Mokander et al., 2021b). There is evidence that a large percentage of medication errors occur due to non-adherence to set procedures. Instant monitoring and tracking of performance can make the process of transparency more transparent and make sure safety standards are upheld at all times. Such strengthening of governance will help minimise the policy-practice gap and enhance the reliability of systems in general.
Improvement in Systems and Technology
Medication errors need to be decreased by the integration of electronic prescribing or e-prescribing and clinical decision support systems (Osmani et al., 2022). These technologies have the ability to automate dosage calculations, identify risks and enhance communication among healthcare providers. Research indicates that digital prescribing systems minimise medication-related errors by limiting human errors. However, technology should be aided with proper training and integration of the system. This will facilitate the use of data in making decisions and enhance coordination in the system-wide, which will lower the use of manual processes that promoted failure in this situation.
Constant Learning and Stakeholder Engagement
The enhancement of patient safety presupposes the direct participation of all stakeholders, such as medical workers, patients, and organisational managers. Employee training will be based on medication safety, communication and verification processes (Alghamdi, 2025). There should also be the promotion of a non-disciplinary reporting culture in organisations where mistakes become learning opportunities. Strong reporting cultures have been shown to enhance safety outcomes due to the enhanced transparency. This process is ensured by involving the stakeholders to provide practical and sustainable solutions and ultimately increase the resilience of the system and minimise the chances of such incidents.
[bookmark: _yrayinzf5x6i][bookmark: _Toc225457773]Conclusion
This report has shown that the case of baby morphine overdose was a systemic failure caused by the inefficiencies in the areas of leadership, governance and integration of the system as opposed to individual failure. System thinking showed how interdependencies, communication failures and absence of feedback were contributing factors to the event. The discussion revealed accountability gaps existed due to poor alignment between the centralised policy and decentralised practice by use of poor leaders.
These results emphasize the role of active leadership, good governance, and integrated systems in providing patient safety. Healthcare organisations can enhance accountability; minimize risks, and overall performance with the help of data, evidence, and constant monitoring. Finally, leadership, governance, and system processes should be well coordinated to avoid such incidences.
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