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[bookmark: _Toc235788931]1. Introduction
Patient safety is a key part of healthcare systems, and medication errors are still a major source of preventable harm (Guntschnig et al., 2025). The case study selected is NHS England (North East and Yorkshire, 2023) Infant Morphine Overdose where an infant received an oral solution of Morphine Sulphate at a dose of twenty times the prescribed amount due to the failure to ensure that the right formulation was prescribed and dispensed and the communication and governance of the transfer of care (NHS.uk, 2023). 
Emergency treatment with naloxone saw the infant survive, but the Investigation highlighted that this was the fifth case of this nature reported across the country since 2018, including one infant death (‌Cqc.org.uk, 2023). The case provides an example of the way a failure in one healthcare organisation can contribute to patient harm at the individual level, occurring through a combination of further failures across the whole of the healthcare system, encompassing the hospital, general practice, community pharmacy and the family carer.
Leadership in health and social care is not just about managing people or enforcing policies; it is about influencing people and multidisciplinary teams to deliver safe, effective and patient-centred care (‌Porter and Rees, 2025). Effective leaders build a vision, foster teamwork, hold staff to account and develop a culture where staff feel able to raise concerns and learn from incidents. Leadership practice is also influenced by organisational structures. A centralised system involves decision-making and authority at a higher level within the organisation, leading to a focus on standardisation and regulatory control, while a decentralised system involves distributing authority to the frontline professionals, fostering greater responsiveness and local decision-making (Wings and Harkonen, 2023). 
This report utilises four theories of leadership, transformational, transactional, situational and distributed, to critically analyse the way leadership impacted the management of the incident and the response it led to from the organisation. It also explores the way governance, systems thinking, communication processes and centralisation and decentralisation can help contribute to the event. Finally, the report contains evidence-based recommendations that focus on enhancing patient safety, health and social care systems' learning and continuous quality improvement.
[bookmark: _ph2l3twtv6c3]

[bookmark: _Toc235788932]2. Main Body and Analysis
[bookmark: _8bh5uiak4g6a][bookmark: _Toc235788933]2.1 Identifying the Problem and Setting the System Context
[bookmark: _ir2xrrgryq6][bookmark: _Toc235788934]2.1.1 Description of the Incident
The incident involved a four-week-old infant who was discharged from a neonatal unit on a handwritten discharge letter, requesting the administration of oral morphine sulphate 100 micrograms/ml (‌Cqc.org.uk, 2023). The summary did not specify the dose volume or the formulation, and used abbreviations such as "mcg" and the brand name Oramorph. The GP consequently prescribed the usual and readily available 10mg/5ml morphine solution, which was dispensed by the community pharmacy. The parents were to give the same 1.9 ml of volume, which equated to a 20-fold overdose. The baby needed emergency naloxone treatment. The investigation found that the incident was caused by several system failures, rather than through individual fault.
[bookmark: _rhivy937gyl7][bookmark: _Toc235788935]2.1.2 Global Statistics
The case of infant overdose with morphine is an example of a larger worldwide problem with patient safety involving medication errors and care transitions. The World Health Organisation (WHO) estimates that one in ten people suffers harm when receiving health care, of which more than half is preventable (WHO, 2023). In addition, 50% of patient harm is avoidable and related to medication, making medication safety a critical worldwide issue. The global burden of medication errors is substantial – estimated to cost the health care system $42 billion each year (Who.int, 2024). Transitions of care such as patient discharge or communication among health care providers are also one of the highest-risk areas for medication errors especially when high-alert medicines like morphine are involved.
[bookmark: _3qa3o6x2g7hm][bookmark: _Toc235788936]2.1.3 National Statistics 
Medication errors are still a major patient safety problem in the NHS, and the infant morphine overdosing case comes into focus. It is estimated that there are approximately 237 million medication errors made in England every year as a result of prescribing, dispensing, administration, monitoring and transition to care (‌Elliott et al., 2020), with an estimated 1,708 deaths and a cost to the NHS of £98 million (‌Elliott et al., 2020) per year. In addition, NHS England estimates that 20,000 to 30,000 avoidable significant harms happen in GP settings every year, with 26% of these incidents being related to medicines (England.nhs.uk, 2024). 
[bookmark: _uccl59bvq764][bookmark: _Toc235788937]2.1.4 System Weaknesses
The investigation revealed not only that the infant's overdose of morphine was a result of a series of system failures, but it was also a result of several people working together making an error. Some basic communication issues: handwritten discharge summary, the abbreviation “mcg”, and the mention of the product name “Oramorph” causing prescribing confusion. The failure of governance was also due to not implementing the RED Drug policy during discharge (Alharbii et al., 2025). Bastin et al. (2020) found that the GP and community pharmacists had not heard of the 100 micrograms/ml formulation, which is only available in hospital settings. The required dose volume was not documented,d and poor handover meant there were fewer opportunities to note the error. 
[bookmark: _Toc235788938]2.1.5 Governance Context
The NHS Trust had the primary responsibility for these procedures at a local level, which were found to be weak, contributing to errors in discharge, accurate prescribing information and adherence to the NHS's RED Drug policy (NHS.uk, 2023). The Integrated Care Board (ICB) is responsible for prescribing policies and the interface between primary and secondary care at the regional level; however, there was a lack of communication when the patient changed from primary to secondary care. 
At a national level, NHS England and the Controlled Drug Accountable Officer (CDAO) regulate, ensure patient safety and provide governance around controlled drugs NHSs.uk, 2026). This investigation led to a national alert to NHS England and recommendations for improving prescribing, communication and governance, which showed a direct connection between governance and decision-making, accountability and patient safety throughout the health system.
[bookmark: _gbbrgp4vrx0c][bookmark: _Toc235788939]2.1.6 Rich Picture
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Figure 1: Rich Picture Diagram
(Source: Online-generated)
In the Rich Picture, multiple actors, processes, structures, and feedback mechanisms are shown interacting to cause the infant overdose with morphine. The cast consisted of neonatal doctors, neonatal nurses, hospital pharmacists, GPs, community pharmacists, pharmacy technicians, and parents and the infant. This was not a single person's fault, but rather a result of the interactions between these stakeholders (Nhs.uk, 2026). Documentation of discharge, prescribing, dispensing of medication, counselling and medicine administration were interrelated. This prescribing error was able to work its way through these systems because of failures, especially in recording and communicating information accurately at the transfer of care point.
The Rich Picture also identifies weak feedback loops such as a lack of timely reporting of incidents, ongoing monitoring and limited auditing to ensure compliance with the RED Drug policy (Masterton et al., 2022). These vulnerabilities limited the ability to detect and correct the error to prevent harm. The emotional aspect reflects staff's doubts about the appropriate version of the drug, parents' anxiety from the lack of clarity about drug instructions, and the infant's susceptibility as a high-risk patient (Hamed et al., 2026). Lastly, the elements in the Rich Picture, such as hierarchical governance, the constraints of RED drug policy, regional formularies, and fragmented electronic-prescribing systems, illustrate the way communication failures were caused by organisational and technological limitations.
[bookmark: _c2n0jv22mlja][bookmark: _Toc235788940]2.2 Centralisation and Decentralisation within the Infant Morphine Overdose Case 
[bookmark: _9txzpo6mo6v5][bookmark: _Toc235788941]2.2.1 Introduction to Centralisation and Decentralisation
The organisation has a significant impact on leadership, governance and decision-making in the NHS, and two important approaches to organisation are centralisation and decentralisation. Centralisation is about organisations placing decisions in the hands of the national or senior organisation, for example, NHS England, NICE, Integrated Care Boards (ICBs) and RED Drug prescribing policies (NHS.uk, 2023). 
Decentralisation, on the other hand, involves delegating authority to those basic service providers working with people in the community, such as NHS Trusts, GP practices and community pharmacies, to allow local clinical judgment and patient-focused care. This case of infant overdose of morphine illustrates the interplay between both approaches during the patient's care journey and the way failures occurred in both national governance and local clinical practice (Harris and Holmes, 2022).
[bookmark: _m95oskipgt7e][bookmark: _Toc235788942]2.2.2 Centralisation in the Infant Morphine Overdose Case
The infant overdose of morphine happened in a centralised NHS governance framework, in which there are national organisations that set standards to be followed for prescribing, controlled drugs and patient safety policies (Harris et al., 2022). The management of high-risk medicines is determined by NHS England, Integrated Care Boards (ICBs), regional formularies and Controlled Drug Accountable Officers (CDAOs) and the RED Drug policy ensures that the prescription and dispensing of morphine sulphate 100 micrograms/ml oral solution only takes place within secondary care (NHS.uk, 2023). The policies are created centrally to ensure consistency of practice, improve accountability and minimise variation between healthcare organisations.
However, in this instance, the advantages of centralisation were not fully realised. Although this medicine was considered a 'RED' drug, the GP had been asked to keep prescribing it because it had been discharged via handwritten prescription and the appropriate safeguards had not been followed. The GP did not have the hospital-only form of the medication in their possession and prescribed the more widely available one, at 10 mg/5 ml (Nhs.uk, 2023)‌. There were also challenges with the electronic prescribing system, with the error failing to be clearly identified as a RED Drug and moving between organisational boundaries. This was the fifth such incident in the country reported since 2018, leading to the death of an infant, showing that national controls were not preventing these incidents from happening (GOV.UK, 2018).
[bookmark: _9n1lfth4ltqc][bookmark: _Toc235788943]2.2.3 Decentralisation in the Infant Morphine Overdose Case
The case of the infant overdose of morphine is also a good example of decentralised decision-making, in which front-line healthcare workers make clinical decisions within their own organisations. Each person involved in the prescription and dispensing, counselling and medicine administration decision (GP, hospital pharmacist, community pharmacists, pharmacy technician, the infant's parents) made independent choices when making these decisions (Doyle, 2022). This local autonomy will facilitate quicker decision-making, personalised care, multidisciplinary working and flexibility in meeting individual patient needs.
In this context, decentralisation has been a factor of fragmentation in care. The GP misunderstood the handwritten discharge summary and chose the wrong 10 mg/5 ml formulation of morphine and calculated the dose without realising that the hospital-only preparation of 100 micrograms/ml was not available in primary care (Nhs.uk, 2023)‌. The prescription was administered by two community pharmacists over two days, but neither knew of the special formulation. Indirect clinician-to-clinician communication was through the intervention of the pharmacy technician and reception staff, and clinician-to-clinician communication was not taking place directly, and handover notes by the pharmacist were not sufficiently detailed. Parents then proceeded to give 1.9 ml, which meant the infant received 3.8 mg, which was a 20-fold overdose (Nhs.uk, 2023)‌.
[bookmark: _5yi835n0oov6][bookmark: _Toc235788944]2.2.4 Critical Comparison and Evaluation
The infant morphine overdose highlights that neither a centralised nor a decentralised approach was solely to blame, as weaknesses in both contributed to the incident compromising patient safety (Doyle, 2022). Centralisation ensured a clear governance framework of RED Drug policies, controlled drugs regulation and the national prescribing standard, which helped to standardise, make accountable and offer specialist oversight. However, local measures to implement these safeguards were not well enforced. This is the fifth reported case of this type since 2018, though one infant death was reported, highlighting the fact that there will be significant gaps in implementation (GOV.UK, 2018).
On the other hand, decentralisation allowed frontline clinical staff to use their professional expertise to make decisions and be responsive to patient needs (Gamble et al., 2025). Independent decision-making led to variable practice and poor communication between organisations, however. The GP gave 10mg/5ml of the prescribed 100 micrograms/ml of morphine, and the parents gave 3.8mg of the prescribed 190 micrograms, resulting in a 20-fold overdose (Nhs.uk, 2023)‌. Communication failure during discharge, insufficient pharmacist handovers and inadequate counselling were responsible for the error not being detected prior to administration.
The organisational structure had a negative effect on the systems approach, with a lack of accountability during discharge and transfer of care. NHS evidence suggests that improvements to patient safety governance and systems of learning could result in about 1,000 lives saved and save around £100 million per year (England.nhs.uk, 2026). 
[bookmark: _drfwuibud3zg]Table 1: Comparison of Centralisation and Decentralisation
	Approach
	Strengths
	Weaknesses in Case
	Evidence

	Centralisation
	Provided RED Drug policies, controlled drug governance, and standardised safety rules.
	Policies were not effectively implemented; electronic and discharge safeguards failed.
	Fifth similar incident since 2018; one infant death reported (NHS England, 2023).

	Decentralisation
	Allowed local clinical judgement by GPs, pharmacists, and healthcare professionals.
	Created inconsistent decisions, poor communication, and accountability gaps.
	Incorrect 10 mg/5 ml product supplied; infant received 20 times the intended dose.

	Hybrid Approach
	Combines national standards with local empowerment and teamwork.
	Requires strong communication systems and shared accountability.
	Electronic discharge, multidisciplinary working, and governance monitoring recommended.


[bookmark: _ef3zvdm4fln0][bookmark: _Toc235788945]2.3 Leadership Theory Application
[bookmark: _ee4b47fyhz3y][bookmark: _Toc235788946]2.3.1 Transformational Leadership
Introduce the concept of Transformational Leadership first, which emphasises getting employees to buy into a vision, innovate, empower and learn from the organisation continuously, rather than being just guided by rules and authority (‌Mohammed and AL-Abrrow, 2023). Healthcare leaders that are transformational foster a culture of psychological safety, where employees feel free to voice concerns about unsafe behaviours and report mistakes.
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Figure 2: Transformational Leadership
(Source: Susilo, 2024)
Use this theory to discuss the infant morphine overdose situation, making the point that there was little transformational leadership in place up to the event. Despite the presence of a RED Drug policy, there was no cultural atmosphere within the organisation that drove staff to question unclear discharge documentation, question the use of the brand name Oramorph or question the unusual prescription (Drugs.com, 2025). Since the incident, however, NHS England has shown transformational leadership by implementing electronic discharge summaries, enhancing the RED Drug governance, providing staff education and training, recommending digital prescribing alerts and learning nationally across organisations. Critically analyse this response in light of the evidence. This was the fifth such incident since 2018, and one of the infant deaths, showing that learning from previous incidents was not sufficiently embedded (GOV.UK, 2018). 
[bookmark: _Toc235788947]2.3.2 Transactional Leadership
Transactional leadership is connected to compliance, clear responsibilities, established procedures, and a reward and corrective feedback system (Nurlina, 2022). This is a common method used in healthcare organisations as it is important to ensure patient safety is maintained by following clinical guidelines and governance frameworks.
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Figure 3: Transactional Leadership
(Source: Self-created)
The infant overdose of morphine shows that transactional leadership was present in RED Drug policies, Controlled Drug regulations, prescribing guidance from Integrated Care Board specialists and specialist-only prescribing. These governance arrangements made it clear that the 100 micrograms/ml morphine formulation should be kept in secondary care (Nhs.uk, 2023)‌. But compliance was not enough since the discharge summary was written by hand and thus did not go through these protections. The usual dosage was 10 mg/5 mls which was readily available in the community; the hospital-only preparation was not known by community pharmacists, and poor communication meant the error was not challenged.
The incident was regarded as a failure of governance controls, as highlighted in the evidence from the investigation by NHS England, suggesting that transactional leadership was failing to relay information to individuals, as they may rely on procedures without questioning them (Odero, 2023). This case hence illustrates that the only way that a policy can be implemented to secure patient safety is through effective communication, leadership oversight and ongoing learning.
[bookmark: _7c2p93j1g101][bookmark: _Toc235788948]2.3.3 Situational Leadership
The Situational Leadership theory suggests that leadership style should vary based on the situation, the competence of staff and the organisational needs (Cortes, 2023). More supervision, collaboration and flexibility in decision making are needed in high-risk clinical situations than in routine care.
This was because situational leadership was not present in the discharge and prescribing process, but became apparent after the incident. Healthcare professionals did not initially consider the prescription a discharge, but rather, as a routine prescription; that is more, it was not considered a neonatal Red Drug (Del Pino-Marchito et al., 2025). The investigation found that there were some adaptive improvements after the incident, such as the introduction of electronic discharge summaries, improvements to RED Drug identification in prescribing systems, multidisciplinary education, implementation of the Discharge Medicines Service (DMS) and governance reviews in Trusts and Integrated Care Boards.
This adaptive strategy is supported by evidence. Organisations implementing adaptive leadership are 15-20% quicker in recovery from clinical safety incidents than organisations with rigid hierarchical approaches (OECD, 2022)‌. The NHS investigation also found that better communication between the different medical teams and timely specialist input would have minimised the risk of the medication error occurring.
[bookmark: _xigwckkzzucb][bookmark: _Toc235788949]2.3.4 Distributed Leadership
Distributed leadership recognise that there is a shared responsibility for patient safety within multidisciplinary teams, not just one person (Carstensen et al., 2023). Today's health care systems demand collaboration among the clinician, the pharmacist, the manager, the patient and the health care organisation.
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Figure 4: Distributed Leadership
(Source: Liu and Werblow, 2019)
The infant overdose with morphine is a failure of the distributed leadership along the care pathway. Hospital clinicians provided an unclear handwritten discharge summary, hospital pharmacists did not communicate with the GP that the RED Drug should not have been transferred to primary care, GP selected the wrong formulation of red drug, community pharmacists did not contact the GP directly, despite concerns, pharmacy staff did not calculate and document the administration volume, and parents received inadequate counselling and no 1 ml oral syringe (de Wit et al., 2022). Even though each professional took part in the process, no one took over the responsibility of ensuring the safety of medicines as a whole.
NHS England therefore advised more collaborative working between the multidisciplinary team, direct clinician-to-clinician communication, better pharmacist counselling, better governance reviews and better learning and sharing between Trusts and Integrated Care Boards (ICBs) (Carstensen et al., 2023). The recommendations are based on the principles of distributed leadership that support shared responsibility instead of individual professional decision-making.
[bookmark: _6w6zj7grmn92][bookmark: _Toc235788950]2.4 Critique, Improvements and Lessons Learned 
[bookmark: _qrmx4uo4xzoo][bookmark: _Toc235788951]2.4.1 Poor Communication 
Communication failures were identified as one of the underlying causes of the infant overdose with morphine, which reflects the inadequacies in the dissemination of information within and between organisations (Nwokedi and Akanbi, 2025). The discharge summary was written by hand and abbreviated to say "mcg" and referred to the medicine by its trade name "Oramorph", but did not clearly state the formulation, concentration or volume of medicine. In addition, clinician-to-clinician discussion was not the direct mode of communication between the GP practice and community pharmacy, but rather via a community pharmacy technician and reception staff (Carroll et al., 2024).
The investigation revealed that the baby was given 3.8mg, as opposed to the intended 190 micrograms, making the infant 20 times overdosed. NHS England also said this was the fifth occasion on a national level of this sort since 2018, one of which led to the death of an infant (Nhs.uk, 2023)‌. These recurring incidents indicate that a system problem is occurring. This is not an isolated incident; it is recurring.
The provision of electronic discharge summaries with required information on the medicine name, formulation, strength, dose and volume would lessen ambiguity and continuity of care. There should be a standardisation of documentation, with the elimination of unsafe abbreviations like 'mcg' and the use of generic drug names (Carroll et al., 2024). Where medicines are considered to be at high risk, regular clinician-to-clinician communication between hospital specialists, GPs and pharmacists should be made compulsory to ensure the correct interpretation of prescribing information.
[bookmark: _vli2yyd7gmpq][bookmark: _Toc235788952]2.4.2 Weak Governance 
Governance mechanisms were put in place, but were not effective. Morphine sulphate 100 micrograms/ml was identified as a RED Drug, which is defined as a medicine that must only be prescribed and dispensed within secondary care, under specialist guidance (Nhs.uk, 2023)‌. The discharge system, however, failed to respect the intended governance system and placed the responsibility for the discharge onto primary care. This is a mismatch between policy design and operational practice, as compliance was based on the interpretation of the individual and did not rely on good organisational systems in place.
Although there are RED Drug policies, the GP prescribes the medicine in a primary care setting, and the community pharmacy dispenses an inappropriate formulation (Intahphuak et al., 2022). NHS England then recommended that discharge governance be reviewed, that there be further work on electronic RED Drug alerts and that the process of organisational assurance be strengthened. Since 2018, there have been five national incidents, including one fatality, that highlight the need for system-wide action as a result of failures in governance, not just one Trust (Nhs.uk, 2023)‌.
Governance should be more than simply having policies written down; it should also involve active monitoring and accountability. Electronic prescribing should identify RED Drugs and block inappropriate prescribing in the out-of-secondary-care setting (Sheikh et al., 2022). Compliance would be enhanced through regular governance audits, multidisciplinary medication safety reviews and through the work of the Integrated Care Board.
[bookmark: _8vmi2hy519ud][bookmark: _Toc235788953]2.4.3 Inadequate Parent Education
Parents were found to be the final obstacle in the medication pathway but lacked the knowledge to recognise the dispensing error (Giva et al., 2026). The medication was not systematically given to them; they were not given any information on the strength of the medicine; they were not given information on the correct dose volume, and they were not given a 1 ml oral syringe for accurate small dose administration. They therefore proceeded to give the same 1.9 ml dose which they had previously given in hospital without realising that they were giving a toxic dose (Nhs.uk, 2023)‌.
The investigation found that the parents administered 3.8mg, whereas 190mcg was required, which led to emergency treatment with naloxone (Nhs.uk, 2023). Failure to show dose measurement and lack of adequate counselling were identified by NHS England as significant factors, and counselling at all points in the medication journey was recommended.
Medication safety should not be a stand-alone patient education activity. The teach-back approach should be implemented in healthcare, where parents are asked to restate information so that they understand (Kent and Hollywood, 2026). Pharmacists should use a 1 ml oral syringe to demonstrate dose measurement, give written instructions on medicine administration and ensure parents check the strength of the medicine before they leave the pharmacy. Improving patient involvement provides another layer of security that can prevent harm from occurring and detect errors.
[bookmark: _yta2xix5onw][bookmark: _Toc235788954]2.4.4 Knowledge Gaps and Organisational Learning
Professional knowledge gaps were also identified at a high level in various health care environments. However, the GP did not know that 100 micrograms/ml morphine oral solution was a hospital only specials product and so chose the more commonly available 10 mg/5 ml formulation (Nhs.uk, 2023)‌. Likewise, neither community pharmacists were knowledgeable of the specialist preparation, and both made assumptions without seeking clarification. The lack of these abilities highlights flaws in multidisciplinary working, CPD and organisational learning.
Two pharmacists dispensed were not aware of the hospital-only formulation,n and the GP used the discharge summary in accordance with their prescribing practice. The recommended actions as a result of this were: targeted education programmes; increase awareness of RED Drugs; electronic prescribing alerts and spread of learning from the incident (Nhs.uk, 2022).
Education on RED Drugs and high-risk medicines should be compulsory for all health care organisations, including hospitals, primary care and community pharmacy. Electronic prescribing systems should alert the prescriber to uncommon formulations to aid in clinical decision-making (Nhs.uk, 2022). Multidisciplinary simulation exercises, ongoing CPD programmes and incident learning forums would enhance the sharing of knowledge and minimise individual reliance on learning by memory (Fernandes et al., 2023).
[bookmark: _wq4vk9olw0xx][bookmark: _Toc235788955]3. Recommendations
[bookmark: _4k9tq27tw3hz][bookmark: _Toc235788956]3.1 Leadership
Healthcare organisations should adopt a transformational leadership approach to create a culture that prioritises patient safety, continuous learning, and open communication (Fernandes et al., 2023). Leaders need to ensure that there is a clear vision and message for medication safety, that staff feel free to report concerns without fear of blame, and that innovative practice in clinical care is encouraged. Distributed leadership is to be championed as well as transformational leadership, by delegating responsibility across the hospital workforce, the pharmacy workforce, GPs, community pharmacy workforce and Integrated Care Boards, to enhance co-ordination between different organisations. Additionally, emotionally intelligent leadership should be ingrained in the organisation through leadership development initiatives focused on enhanced empathy, team collaboration, and psychological safety, empowering employees to challenge ambiguous instructions, voice their opinions without hesitation, and engage in shared decision-making (Attah et al., 2024).
[bookmark: _Toc235788957]3.2 Governance
Governance arrangements need to be enhanced by regular audits of the prescribing, dispensing and discharge of drugs for RED, ensuring that good practice is in line with guidance issued by NHS England. Electronic prescribing systems should automatically alert to the prescription of RED Drugs and block users from prescribing outside of approved care pathways without specialist sign-off (Gallier et al., 2022). To detect emerging risks, Trust governance committees and Integrated Care Boards should keep an eye on medication safety indicators through real-time medication safety dashboards, medication incident reports and compliance information. There needs to be clear accountability throughout hospital, primary care, and community pharmacy services; regular multidisciplinary governance meetings for medication incidents, corrective actions, and continuous performance monitoring for improvement (Balikubiri et al., 2025).
[bookmark: _Toc235788958]3.3 Communication
The communication processes need to be standardised throughout the patient pathway to reduce the risk of medication errors (Alhur et al., 2024). Every organisation should adopt electronic discharge summaries that include required details about medicine name, medicine formulation, strength, dose, and volume of the medicine administered, and remove any unsafe abbreviations like "mcg. Hospital specialists, GPs, and community pharmacists should communicate directly with each other about high-risk medicines, not via administrative staff. To enhance the quality of information transfer, facilitate coordination among the disciplines, and minimise communication failures between different health care settings, structured communication tools should be used during patient handoffs, including Situation, Background, Assessment, Recommendation (Putri and Afandi, 2023).
[bookmark: _w9o2movjn8b1][bookmark: _Toc235788959]3.4 Technical and Allocative Efficiency
Digital technologies investments should enhance the technical and allocative efficiency of medication management. For medicines that are high risk, have an unusual formulation, or have inconsistencies in doses, electronic prescribing software should automatically alert the clinician (Armando et al., 2023). Medication verification with a barcode should be implemented in both hospital and community pharmacies to minimise dispensing errors and enhance the traceability of medicines. Electronic health records would provide a unified view of a patient's health journey, allowing for real-time access to prescribing details, minimising duplication, aiding medicines reconciliation, and better use of health resources, while also enhancing patient safety (Hareem et al., 2025).
[bookmark: _Toc235788960]3.5 Continuous Learning and Stakeholder Engagement
Healthcare institutions must foster a culture of continuous learning by promoting timely reporting of incidents, reflecting on them through multidisciplinary teams, and conducting frequent medication incident reviews (Falade et al., 2024). Simulations should be offered for clinicians and pharmacists to enhance the management of high-risk medicines and communication between transitions of care. Interventions should be evaluated and improvements maintained over time using continuous quality improvement methods like Plan–Do–Study–Act (PDSA) cycles (Manandi et al., 2023). Patients and families must also be involved, co-produced, receive counselling through the teach-back approach, and participate in stakeholder engagement initiatives to ensure that medication information is understood and that service improvements are in response to their experiences of receiving care. The collaborative approach will enhance the learning within the organisation, patient outcomes and safer health systems.
[bookmark: _h8qrld1fp587][bookmark: _Toc235788961]4. Conclusion 
The infant overdose case of morphine exemplifies the fact that most serious patient safety episodes are the outcome of many failures that are closely connected within the health care system. In this case, failures in communication, weak governance, prescribing error, dispensing error, insufficient documentation and poor parent education all played a part in the overdose of morphine, resulting in a 20-fold overdose, even though there was a national safety policy in place. Therefore, the incident is a reminder that an approach of systems thinking is needed to understand the way failures occur across multiple organisations to result in negative outcomes instead of placing blame on individual organisations.
The analysis revealed that there were significant centralised and decentralised aspects of the NHS that had an impact on the incident. Centralised governance was able to deliver RED Drug policies, controlled drug regulations and prescribing guidance; however, this was undermined by weaknesses in the implementation of these, which reduced their effectiveness. Meanwhile, clinical decision making was also decentralised and fragmented among the hospital, GP, community pharmacist and parents due to poor communication, coordination and shared accountability. Nationally, safeguards did not translate to appropriate frontline practice.
Use of leadership theories also showed that simply implementing a policy was not enough to ensure compliance and increase patient safety. Transformational leadership can foster a learning culture and a culture of continuous improvement; situational leadership can help leaders to respond well to evolving clinical contexts and distributed leadership can enhance collaboration and shared responsibility in extending organisational boundaries. These strategies offer a more sustainable means of improving than simply leadership by reaction or hierarchy.
The overall findings of this report are that good leadership, strong governance, effective communication systems and ongoing organisational learning are key to enhancing medication safety. The use of digital technologies, evidence-based leadership, multidisciplinary collaboration and empowered local decision-making, combined with strong national governance, can help healthcare organisations to improve patient safety systems, minimise medication errors, and prevent them from happening again.
[bookmark: _Toc235788962]
5. Appendices
[bookmark: _Toc235788963]Appendix A: Rich Picture of the infant morphine overdose system
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[bookmark: _r72lvnvcauaf][bookmark: _Toc235788964]Appendix B: Timeline of the Infant Morphine Overdose Incident
	Time/Event
	Incident Details

	Hospital discharge
	Infant discharged from neonatal unit with handwritten discharge summary requesting morphine sulphate 100 micrograms/ml oral solution.

	Discharge communication
	Dose written as "mcg" and medicine referred to as "Oramorph", without clear formulation and volume instructions.

	GP prescription
	GP prescribed 10 mg/5 ml morphine oral solution instead of the intended hospital-only preparation.

	Community pharmacy dispensing
	Pharmacy dispensed incorrect formulation; dose volume was not clearly explained, and no 1 ml syringe was provided.

	Medicine administration
	Parents continued giving 1.9 ml per dose, unaware of the difference in medicine strength.

	Overdose identified
	Infant received approximately 3.8 mg instead of 190 micrograms (around 20 times the intended dose).

	Emergency treatment
	Infant admitted to Accident and Emergency and successfully treated with naloxone.

	Investigation and learning
	Serious Incident Review identified failures in communication, governance, prescribing, dispensing, and parent counselling.
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