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[bookmark: _f2ibxhlpq8mo]1.0 Introduction
Leadership is a key component of health care and social care systems in terms of patient safety, quality of care and how well the system performs as a whole. In these kinds of complicated or high-risk environments (such as health care), leaders have to work with both people and systems to help create common objectives that will be achieved by all involved parties (Välimäki et al., 2024). The current analysis will discuss case study one.
This case study examines a critical medication-safety incident in the North East and Yorkshire NHS region, involving a 4-week-old infant who received morphine sulphate oral solution at a dosage 20 times greater than prescribed, attributable to the incorrect strength being prescribed, dispensed, and administered throughout the care pathway. The baby survived after being given naloxone, but the incident demonstrated that there were issues with communication, medication reconciliation, discharge procedures, and shared accountability between the hospital, general practice, community pharmacy, and parents. This example is important because it shows how one wrong prescription may impact many different groups when their systems aren't operating together and when high-risk pharmaceuticals aren't always treated the same way (NHS, 2023). 
In health and social care, leadership is persuading people, groups, and organisations to work together to achieve shared goals including increasing quality, keeping patients safe, and giving excellent service. Being a leader does not only mean having authority. It also entails setting objectives, building trust, encouraging learning, and working together with people from other fields. Selecting the appropriate leadership style is crucial, especially in crisis situations where rapid decision-making and clear communication are essential (Välimäki et al., 2024). Decentralisation implies that people on the front lines are increasingly responsible for making choices, whereas centralisation means that those in higher positions of authority make decisions. Centralisation can assist with control and consistency, whereas decentralisation can help with being responsive, correcting issues where they happen, and giving workers greater power.
Few leadership concepts match this circumstance. Transformational leadership inspires employees to improve and adapt. Transactional leadership involves setting norms, enforcing them, and monitoring performance. Situational leadership indicates leaders should adapt to how severe or hard the situation is. While medication safety is at risk, the best leadership may emphasise learning and collaboration with clear standards and responsibility.
The study will use systems thinking to assess if the care route was overly centralised or insufficiently coordinated, investigate leadership styles and their effects, and provide safety suggestions.
[bookmark: _azg2js6isbnb]2.0 Main Body
[bookmark: _v4olb1alj9it]2.1 Identifying the Problem Using Systems Thinking
[bookmark: _lsog3o6tufb9]2.1.1 Problem definition
It is important to select the suitable leadership style, especially during times of crisis when healthcare professionals have to make quick decisions and communicate clearly. This case shows that there were system weaknesses in the areas of communication, governance, and adherence to prescribing protocols  (NHS, 2023). The red drug had to be initiated and dispensed by a specialist with restrictions, but this protocol was not adhered to, which is a breakdown of governance mechanisms. This extends beyond one morphine overdose. A high-risk drug slipped several care system obstacles without protections. A 4-week-old North East and Yorkshire infant got 20 times the recommended morphine sulphate oral solution. The hospital gave the wrong strength and gave it to the GP, community pharmacy, and home. Case study indicates handwritten discharge documentation, erroneous "mcg," insufficient medications reconciliation, absence of handover information, and poor strength and quantity monitoring (NHS, 2023).
[bookmark: _alailsj6w97]2.1.2 National and international data supporting the issue
	Source
	Statistic
	Relevance

	WHO
	Around 1 in 10 hospitalized patients is harmed; medication-related harm affects 1 in 30 patients, and half of avoidable harm is medication-related.
	Shows the global scale of medication safety risk (WHO, 2026). 

	NHS England
	An estimated 237 million medication errors occur in England every year, and 66 million are clinically significant.
	Shows the scale of systemic medication-safety problems in the NHS (NHS England, 2019). 

	BMJ / national estimate
	Around 54% of medication errors occur at administration and about 21% at prescribing.
	Shows where the biggest process failures occur (BMJ, 2020). 

	BMJ (widely cited estimate)
	Medical error has been described as the third leading cause of death in the United States.
	Emphasises the urgency of leadership, governance, and system redesign (Makary and Daniel, 2016). 



These numbers show that neonatal overdosing is a local tragedy but a global issue. WHO patient-safety information shows that drug harm is one of the most common avoidable harms in health care, while NHS England provides 237 million prescription mistakes a year, highlighting the issue in English services. The administration and prescription data are relevant since the case had a prescribing mistake and the inability to realise it before administration (NHS England, 2019).
[bookmark: _7uic0luuglc6]2.1.3 System weaknesses revealed by the case
Poor communication is the first flaw. The hospital discharge summary's unclear phrasing and brand name lead the GP and pharmacy to the wrong preparation, but doctors did not explicitly address the pharmacy question. WHO's medication-safety transition program emphasises that settings-to-settings transfers are particularly prone to medication differences owing to missing, delayed, or misread information (World Health Organization, 2019). 
Failure to account is the second flaw. Individual professionals seem to have followed the proper path. Since organisations were not accountable, there was a typical system failure. The case study shows that the hospital, GP practise, and community pharmacy all had an opportunity to avoid the mistake, but none had route visibility (NHS, 2023). 
Poor carer support is the third vulnerability. A 2024 randomised clinical study found that inadequate clinician-caregiver communication at discharge increases the likelihood of medication-dosing mistakes in children and that health-literacy-informed discharge communication improves discharge safety. A 2024 research of carer medication mistakes in children's homes found that 68.4% of children experienced at least one error, and a review found that home error rates varied from 30 to 80%. Parents were unprepared to recognise that 1.9 ml of a lesser preparation was detrimental, therefore the latter effects were inevitable (Carroll et al., 2024).
[bookmark: _ve750k2qk8xs]2.1.4 Governance level and underlying challenges
Governance failed at the municipal, regional, and national levels. Local medicine discharge methods did not prevent danger in handwritten summaries. The regional supply of RED drugs in primary care should have stopped the pipeline, but it proved unreliable (NHS, 2023). Nationally, the NHS patient-safety policy expects governance, reporting, and better care transitions to improve drug safety. This suggests that a limited governance system between the trust, ICB-level prescription control, and national safety requirements caused this occurrence (NHS England, 2019). 
Important fundamental difficulties exist. Infants and newborns are sensitive because dosage must be translated to microgram-to-millilitre, small-volume measurement and product strength established. A 2024 assessment of newborn medicine safety found that NICU medication mistakes are common and that dosage estimates, dilution, and off-label usage hinder pharmaceutical utilisation. Real-time documentation and improved communication reduce discharge paperwork mistakes, according to a 2024 paediatric discharge safety evaluation. Such findings help explain why the case was high-risk (Canales-Siguero et al., 2024). 
[bookmark: _n0m2j0wtedev]2.1.5 Linking the problem to a Rich Picture
A Rich Picture of this case must center on the baby and parents and include the hospital prescriber, ward pharmacist, GP, community pharmacist, pharmacy technician, receptionist and medications governance leaders. Discharge documentation, prescription, dispensing, counselling, dosage calculation, and query escalation are crucial (BMJ, 2020). The Rich Picture should also have failed feedback loops: no effective electronic flag of the high-risk product, no direct escalation when the pharmacy requested prescription clarification, no strong double-check at dispensing point, and no demonstrable 1 ml syringe at handover. These mistakes correlate with WHO's focus on care transition and NHS statistics showing that most pharmaceutical errors occur during prescription and administration (World Health Organization, 2019). 
[image: ]
Figure 1: Rich picture for Infant morphine overdose
Source: Self-developed
The rich picture demonstrates the healthcare system that was used in the infant morphine overdose case. It demonstrates major participants in the pharmacist process, hospital physicians, nurses, pharmacists, GPs, and parents who take part in the medication process. Processes involved are documentation of hospital discharge, GP prescription under IT systems, dispensing by pharmacy and home administration. There was a communication breakdown between the hospital, GP, and the pharmacy which resulted into a wrong morphine strength being prescribed and dispensed. The diagram further points out the emotional aspects such as the staff concern and fear of parents when the baby fell ill. Policies, electronic systems, and governance structures can be demonstrated, and the feedback loops of incident reporting and training can be used to avoid future medication errors.
[bookmark: _dqzy8o777ctc]2.1.6 Emotions and system behaviour
The Rich Picture must incorporate emotion since it affects system performance. Staff anxiety, parent perplexity, and chemist ambiguity may reduce speaking up, delay escalation, or encourage premature assurance. The parents in this case seemed persuaded that the dosage was set earlier, hence a better safety precaution was overlooked. Thus, this problem is a communication, governance, and leadership systems issue, not a technological error (NHS, 2023). 
The instance indicates that one neonatal medicine error might be more detrimental when propagating across weakly coupled system linkages. WHO and NHS data show that drug harm is prevalent and preventable, however current research suggests that discharge communication, carer knowledge, and neonatal medication complexity are the failures. The newborn morphine overdose is a local and global patient-safety alarm.
[bookmark: _gffdc27mnwpf]2.2 Centralisation or Decentralisation within the Case Study 
This case can be viewed as a hybrid system: it was centralised in individual organisations and at the same time, decentralised throughout the care pathway. The Trust and ICB had a centralised rule of governance that morphine sulphate 100 micrograms/ml was a RED / hospital only drug and thus initiation and dispensing should have been left in the secondary care but the actual route that took place was in the general practice, community pharmacy and home environment where there was no central point of control. It was that fragmentation that enabled the handwritten discharge summary, GP prescription, pharmacy dispensing, and parental administration to coordinate around the incorrect strength (NHS, 2023). 
[bookmark: _wqvl4hs2he7a]2.2.1 Centralised features in the case
The case shows that policy making was centralised. Centralisation standardises, controls, and unifies red-drug usage criteria, which benefits high-risk medications (NHS, 2023). This is important since the neonate received a high-risk opioid, and WHO reports that one in 30 individuals experiences medication-related injury, and over a quarter of such harm is severe or possibly deadly. Centralised risk containment regulations are also appropriate (WHO, 2026). 
Centralisation helps establish policy boundaries. The RED-drug rule would have been established in the discharge process, hence the system should not have enabled the GP to provide. Central control was in theory, but it was too weak in actuality. The NHS England patient-safety strategy estimates that 237 million medication errors occur annually in England, 66 million of which are clinically significant. Centralised safety rules are insufficient unless they are implemented using usable digital systems and effective handovers (NHS, 2019). The case also bears features of a centralised healthcare system, in which only the higher professionals are supposed to prescribe specialised drugs. Although centralisation implies standardisation as well as less variability, it also may result in the emergence of bottlenecks and the decrease of flexibility in decision-making (NHS, 2019). In this case, the consequences of the neglect of following standardised procedures were unsuitable dispensing without regard of specialists. The benefits of centralised systems include high degree of consistency, well defined accountability, and increased control of regulations. 
[bookmark: _lgecmbkjk11t]2.2.2 Limitations of centralisation
Centralization's major weakness was inflexibility. The discharge summary depended on one document being dependable enough to move across institutions, yet it was handwritten and used ambiguous shorthand. After that one failure, the GP and pharmacist followed the original order without re-creating the clinical circumstance. Centralised processes may be efficient, but if an upstream instruction is wrong, downstream experts will become passive instead of challenging the process. The case study shows chain of reliance (NHS, 2023). 
Discharge-safety studies supports this vulnerability. A 2024 cohort research found that 46.3 percent of patients made a discharge paperwork mistake, and medication modifications documented in whole (33.9 percent) were much less common than those recorded in part (65.8 percent). Centralised discharge documentation can only be protective if it is full, timely, and electronically available to all stakeholders. This was not the case (Kim et al., 2024).  
[bookmark: _3rwmvf3rjl2c]2.2.3 Decentralised features in the case
The real care route was very decentralised as a number of independent actors shared some of the power: the hospital prescriber gave out the discharge summary, the GP gave out the EPS prescription, the community pharmacy verified and gave out the prescription, and the parents gave the medicine at home. Decentralised systems bring decision-making nearer to the front line and it can be advantageous since the professionals can identify issues at the front line. A study on decentralized leadership in health care team established that decentralized leadership is able to improve the exchange of knowledge and minimise work hindrance behaviours in cross functional teams but the advantage varies with the quality of relationships and hierarchy. This is quite appropriate in this case since the threat was not caused by the process of decentralization, but a poor coordination among the actors of decentralization (Scheuer et al., 2023). 
The decentralized organization might be an asset during the management of crisis since those working at the front lines are nearer to the risk. Theoretically, the community pharmacist, GP or ward pharmacist could have broken the chain of errors by doubting the strength, the 0.1 ml dose, or impracticality in measuring the 0.1 ml dose. Even the case study itself reveals that the prescription was being questioned by the community pharmacist, which is the evidence that the decentralised professional judgment can raise the alarm at an early moment. However, since the escalation was indirect and fragmented, such a local autonomy was not transformed into the actual crisis intervention (NHS, 2023).
Moreover, decentralised system empowers front-line staff, and thus facilitates faster decision making and responsiveness to local demands. There is evidence that the positive effects of decentralised approaches with the help of good governance and training may enhance patient outcomes. 
[bookmark: _csvi0ftwwc27]2.2.4 Limitations of decentralisation
Diffused responsibility was a decentralisation vulnerability. Each expert didn't know the full medicine route, therefore it relied on the previous stage. According to WHO, medication safety is a systems problem that requires consistent information transmission during care transition, and NHS England considers transition-related medication mistakes a major national hazard. Decentralised authority without well-coordinated information flows results in weakly linked instead of intelligently dispersed information flows and apparent escalation pathways (Camacho et al., 2024). 
Paediatrics and infants need sensitive administration, and carers often make errors despite counselling. A 2024 randomised clinical research found that teach-back and pictograms reduced pharmaceutical administration mistakes by 54.2 to 30.4%. This is crucial since the parents have been asked to provide a very little liquid dosage without a visual presentation or efficient syringe usage (Carroll et al., 2024). Decentralised home management increased risk without stronger communication and validation. Inequality between centralisation and decentralisation in this case helped in the mistake. In as much as policies were centralised, their local implementation was poor. According to the data provided by NHS safety reports, as many as 30 percent of medication errors are attributed to defects in communication between various care levels (NHS England, 2023). The implication of this is that neither centralised nor decentralised systems in their pure form would be adequate but that there should be integrated governance models.
[bookmark: _t7v4i8y5zf0y]2.2.5 Critical evaluation: crisis management, decision-making, and accountability
Inequality between centralisation and decentralisation in this case helped in the mistake. In as much as policies were centralised, their local implementation was poor. According to the data provided by NHS safety reports, as many as 30 percent of medication errors are attributed to defects in communication between various care levels (NHS England, 2023). The implication of this is that neither centralised nor decentralised systems in their pure form would be adequate but that there should be integrated governance models.
The instance shows that centralisation without operational visibility and decentralisation without shared escalation fail in crises. Centralised RED-drug strategy failed to prevent primary care continuation. Frontline professionals were decentralised and may dispute the prescription, but the questioning channel was not durable. The rule-based system lacked real-time input, hence it failed to handle crises. Medication safety leaders should create a psychologically safe workplace, facilitate communication, and provide timely feedback. The research recommends flat hierarchy, clear communication, and robust reporting. These requirements were lacking here (Moureaud, Hertig and Weber, 2021). 
The case was operationally decentralised but weakly interconnected, and centralised policy did not move reliably between entities. The safest high-risk newborn medicine design would have central red drug control, technological controls, and decentralised professional controls to dispute, escalate, and stop dangerous prescriptions. Centralisation and decentralisation are not enough to assure patient safety; they must be connected by clear responsibility, information sharing, and quick escalation (Camacho et al., 2024).
[bookmark: _6ttfuo6ietu3]2.3 Leadership Theories and Application to the Case Study 
[bookmark: _qnct9zkud183]2.3.1 Leadership lens in this incident
Instead of a prescription mistake, the case study is about drug route leadership failure. Hospital discharge, GP prescription, community pharmacy dispensing, and parental administration of the infant's morphine overdose required leadership to act across professional boundaries (NHS, 2023). Since health care is complex, dynamic, and dangerous, effective leaders must have vision, adaptability, emotional intelligence, and ethical integrity, according to recent evaluations. This applies because the situation was cross-boundary and required tight control and coordination (Singh et al., 2024). 
2.3.2 Great Man and trait approaches: too heroic for a systems failure
Trait and great man theories fail. They think strength, confidence, decisiveness, and authority are key to leadership success. The fall was shared by many groups, thus no great leader could have saved it. The 2024 healthcare leadership assessment includes Great Man and characteristic theory, but it claims that modern healthcare leadership needs flexibility and ethics rather than a single dominating leader (Singh et al., 2024). It matters because the accident was caused by inadequate communication, escalation, and documentation, not a single unique individual (Sikalgar et al., 2025). 
2.3.3 Behavioural and transactional leadership: necessary, but not enough
The contrast between people-focused and task-focused leadership is explained by behavioural theory. High task-focused, low people-centered checking. The discharge narrative, prescription, and medication were provided, but the human procedures that should have questioned the mismatch failed. A transactional method would have provided immediate control due to its concentration on rules, checks, and compliance. In high-risk medications like morphine, simple recommendations, multiple verifications, and escalation routes should be avoided. Transactional leadership is connected with procedural and short-term error-reduction-oriented safety culture, but less effective at changing basic norms and learning, according to a recent BMC systematic review. This critique exactly fits the current situation: the system has RED drug restrictions, but they weren't enforced (Althobaiti, 2026). 
The instance may also indicate reactive leadership. Leaders intervened after the chain of mistakes had evolved. That is in accordance with a command-based strategy that focuses on resolving incidents rather than empowering staff to avoid harmful conduct early on. 
2.3.4 Transformational, shared, and emotionally intelligent leadership: strongest for improvement
Transformational leadership is best for this case's progress. It emphasises purpose, motivation, empowerment, and a culture where personnel learns from errors rather than hiding them. A systematic assessment of nurse leadership evidence found that transformational leadership improved patient safety culture, collaboration, open communication, organisational learning, and mistake and near miss reporting. Another research found that transformative leadership caused bad patient events and positive nurse-assessed quality of care. This is relevant since the case failed in cooperation, communication, and learning in settings (Ystaas et al., 2023). 
Since this issue crossed professional boundaries, shared or dispersed leadership is important. In a group of 160 nurses (2024), shared leadership was 3.72 and patient safety activities were 4.28. Shared leadership most affected patient safety activities. That demonstrates that distributing power wisely among specialists motivated to confront, improve, and stop harmful behaviours makes such an event less risky (Kim and Yu, 2024). 
Emotionally savvy leadership would have helped. In a meta-analysis of 23 studies from 2025, emotional intelligence training was found to improve emotional intelligence (16 trials, 1,155 participants) and reduce stress and improve communication. Emotionally intelligent leadership would have helped workers speak sooner, ask more precise questions, and handle uncertainty without assurances. It especially pertains to parents not being adequately taught to identify strength and volume (Kawashima et al., 2025). 
The leadership style was unsuitable. A transactional method was needed to immediately regulate a high-risk drug, but not enough. The event shows a reactive system that relies too much on documentation and little on challenge, escalation, and shared accountability. The best response would have been to include situational leadership during the crisis, transformational leadership during learning and change, shared leadership during cross-boundary safety, and emotionally intelligent leadership to improve communication and confidence to speak out.
[bookmark: _6adn4ftpxm8y]2.4 Improvement, and Lessons Learned
[bookmark: _c8c2sqo0owor]2.4.1 Leadership and governance: how the failure happened
The case demonstrates that leadership and governance were in contact with each other in such a manner that enabled a medication error that could have been prevented to flow through the entire care pathway. The governance structure was well on paper in that morphine sulphate 100 micrograms/ml was a RED / only drug in hospitals and the case study clearly indicates that it ought to have been left at secondary care. However, the real system permitted a handwritten discharge summary, GP prescription, community dispensing, and home administration to be in agreement with the wrong strength. It implies that there was governance but it was not leadership that converted into sound front-line controls. 
There is a larger national and global issue in the case as well. According to WHO, the objective of the Medication Without Harm challenge is to decrease severe preventable medication-related harm by 50 percent, and the transitions of care are one of the important areas of action. The patient safety strategy of NHS England mentions that approximations are 237 million medication errors in England annually, of which 66 million are clinically significant errors (WHO, 2022). Medication safety is an issue of continuous improvement, as explained by the same NHS evidence base, and not an issue of compliance. It implies that the overdose of the infant was not merely a local failure, but a foreseeable form of failure in the system that posed a high risk and was not hardened to the extent where the care was transferred (NHS, 2019). 
[bookmark: _ke0pv3i5pa0]2.4.2 Missed opportunities in the pathway
There are a number of opportunities that are missed. To begin with, the discharge summary was not supposed to be in an electronic format, but should have been standardised and not easily misread. Both WHO and recent transition-of-care literature focus on the fact that medication harm is particularly prone in incomplete or delayed discharge information, and suggest that timely discharge summaries, medication reconciliation, and improved information exchange at transitions. Here, the summary was written by hand, and the branding and abbreviations that were employed only added to the confusion and did not help to decrease it (Elliott et al., 2024). 
The parents were not properly helped to be able to distinguish between dose strength and volume. According to the case study, no syringe was availed, and the parents proceeded to administer 1.9 ml of medicine although the required dose was much lower. This is precisely the type of mistake that the teach-back and show-back are meant to avoid. The discharge trial provided above is particularly applicable as it involved the demonstration of discharge counselling by liquid medication dosing and structured teach-back/show-back, which was more successful than the conventional discharge counselling (NHS, 2023). This is an indication of the fact that the failure was not only clinical but also educational: the family was not prepared with a safe self-administration model. 
[bookmark: _4jaqxwy97wo9]2.4.3 Evidence-based solutions
The best way out is hybrid safety model: the high-risk rules should be centralised, but the authority to interrupt the process should be decentralised. According to the medication-safety framework provided by WHO, high-risk situations, and transitions of care are the most critical areas in the plan, and this implies that the organisation must have applied an electronic red-drug flag, mandatory pharmacist review, and a hard stop on community continuation of the infant morphine preparation (WHO, 2022). The literature on NHS transition-of-care guidance has also suggested timely and accurate discharges summaries, medication reconciliation during admission and discharge, and cross-sector coordination. These are not idealistic instruments of governance. 
The style of leadership should also be altered. The case reveals the command-oriented and reactive culture as opposed to the proactive and learning culture. Recent findings suggest that transformational leadership has a positive relationship with the patient safety culture and practices, whereas the shared leadership endorses patient safety practices since it provides frontline professionals with the authority and the courage to challenge unsafe decisions (Hamdan et al., 2024). This is important here as the community pharmacist was able to identify an issue, but the system failed to give the issue the necessary authority to prevent the prescription. The leadership model would have been more distributed and thus enabled the easy escalation that was less reliant on informal reassurance (Kim and Yu, 2024).
Another enhancement is that of emotionally intelligent leadership. Studies of emotional intelligence and communication in the nursing field demonstrate that emotional intelligence has a strong correlation with the quality of communication, and communication skills are more powerful to achieve patient outcomes. The leadership, in this case, that is emotionally intelligent would have assisted the staff to take their time, pose direct questions, question vague instructions, and assist panic-stricken parents without presuming that they already know the dose. Such leadership is of particular significance to neonatal medicines, where even minor mistakes have enormous consequences (Ghrayeb et al., 2025). 
[bookmark: _vxphuu96356a]2.5 Recommendations
The organisation should implement a system-wide, evidence-based, and improvement approach that incorporates leadership, governance, and clinical practice to avoid the recurrence of the similar medication errors. The initial area of concern is to enhance the medication safety during the transition of care, especially at discharge. Hand written records should be eliminated through handwritten discharge summaries and have to have standardised fields like full drug name, strength, dose in both units (micrograms/mg) and volume (ml), and clear instructions. One should activate automated warnings and prescribing control over high-risk medications like RED drugs so that they cannot be maintained in primary care unless given specific permission by a specialist. This goes directly to the areas of communication and governance gaps that were identified in the case (NHS, 2023).  
As regards leadership, blended leadership should be adopted by the organisation, which is transformational, situational, and distributed leadership (Karam, Alderbashi and Salman, 2024). A robust patient safety culture is necessary to be developed with the help of transformational leadership, which prompts the staff to focus on learning, openness, and constant improvement. The responses to a high-risk clinical situation should be guided by situational leadership where one has a clear direction and can make decisions quickly when their safety is at risk. Multi-agency pathways (hospital, GP, pharmacy) are crucial as all professionals can become responsible, challenge decisions, and raise concerns without any hesitations with the help of distributed leadership (Graham et al., 2025). This is a combination of control and collaboration.
The accountability structures and integrated digital systems should be put in place to strengthen the governance systems. There should be a compulsory medicines reconciliation procedure that takes place at discharge and GP review that is backed by pharmacist-led verifications (Rhamadhani and Edeh, 2024). There should be a standard rather than optional direct communication pathways between the GPs and the pharmacists (e.g. clinician-to-clinician calls when high-risk prescriptions are involved). Also, the clinical decision support systems (CDSS) are to be incorporated into the prescribing systems to indicate inconsistencies in doses, abnormal volumes, or risky drugs.
In order to increase technical efficiency, the organisation is advised to invest in the digital prescribing systems, automation and standardized protocols that minimise variability and human error. The allocation of resources to achieve allocative efficiency can be done by providing the right resources, e.g. having trained pharmacists, 1 ml oral syringes when administering medication to the children, and time allocated to counsel patients. These are some of the measures taken to make sure that the resources used are effectively used to maximise the patient safety outcomes.
Lastly, co-production and engagement of stakeholders is needed. There should be the participation of the parents and the caregivers by clear counselling, teach-back methods and demonstration of administering the medicine (Vargas et al., 2022). The process of involving patients as partners in care enhances the process of getting to know and minimizing the chances of errors when at home.
[bookmark: _zgsnhdib8vdl]3.0 Conclusion
This case study has also revealed that the infant morphine overdose was not a single clinical error but a system-wide failure of which there were vulnerabilities in communication, governance, leadership, and coordination of various care settings. This analysis revealed that there were policies like RED drug classification, which were not actually being applied in practice and hence the mistake could be passed on between the hospital discharge and the GP prescribing, pharmacy dispensing and parental administration. The systems thinking application showed that fragmented processes, lack of clarity on accountability and broken feedback loops are some of the factors that led to the outcome.
Centralisation and decentralisation assessment revealed that decentralised system without a well-developed integration may expose a company to higher risk whereas the leadership analysis revealed that reactive and task-oriented leadership was inadequate to handle high-risk scenarios. Rather, transformational, situational, and distributed leadership should be combined to facilitate proactive decision-making, staff empowerment, and culture of safety.
In general, the case highlights that to enhance patient safety, good leadership, strong governance, and systems thinking are essential. Sustainable change needs not only to have clear policies but also effective communication, shared accountability and continuous learning to avoid such incidences and improve the healthcare performance.
Moreover, this experience highlights the importance of human factors, stress, assumptions, and poor understanding in error contributing. There is a significant risk reduction guaranteed through effective communication, proper training, and labelling of the medication. By taking a proactive stance to define possible hazards and never-ending development of systems, patient safety and the quality of healthcare overall will be reinforced.
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