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[bookmark: _Toc224822410]1.0 Introduction 
[bookmark: _Toc224822411]1.1 Background of the Case Study
The chosen case study is a case of medication error where a medication error occurred with a four-week-old baby who was mistakenly given a morphine sulphate oral solution at a dosage of twenty times higher than intended. This happened because of the dispensing of the wrong concentration of medication. The incident brings to light severe failings of communications, prescription, and safety procedures in the healthcare system.
[bookmark: _Toc224822412]1.2 Definition of Leadership
Leadership to me is the dynamic process of influencing and aligning people's behaviours, values, and efforts to achieve common goals, especially in a complex environment such as healthcare which involves guiding teams through change, working collaboratively and ensuring safe, high quality outcomes (Ledlow et al., 2023).
[bookmark: _Toc224822413]1.3 Centralisation vs Decentralisation
Centralised System
A centralised system is where the power to make decisions is transferred to higher levels of hierarchy: it allows for uniform governance, standardisation, and coordinated control. In the healthcare field, it is being used to support consistent quality and fast system-wide responses, however it may result in decreased local autonomy and flexibility (Ramsay et al., 2025).
Decentralised System
Decentralised system is a delegated approach that puts the power of decision making in the hands of front-line teams, allowing for context specific care, quicker response and better innovation, and developing accountability and adaptability in complex healthcare environments (OECD, 2025).
[bookmark: _Toc224822414]1.4 Leadership Theories Overview
In this report, three main theories of leadership will be used to analyse the given case. Transformational leadership will be on the creation of a strong safety culture and driving improvement. Situational leadership will put an emphasis on the adaptation of leadership approaches to differing clinical situations especially in high-risk situations. Behavioural theory will examine the balance of task-oriented processes, and effective communication. Together, these theories will create a framework for successful evaluation of leadership and identify failures in the system in healthcare settings.
[bookmark: _Toc224822415]1.5 Importance of Leadership in Healthcare
Effective leadership is critical in the healthcare industry because it promotes patient safety by minimising medical errors, facilitates better performance of staff members through motivation and coordination and helps with crisis management by enabling effective, immediate, and informed decision-making during high-risk scenarios (WHO, 2023).
[bookmark: _Toc224822416]1.6 Structure of the Report
This report will analyse the case by making use of systems thinking to identify key issues, analyse approaches to centralisation and leadership, apply relevant leadership theories, analyse failures and improvements made, and give evidence-based recommendations for improving the performance of healthcare and patient safety.

[bookmark: _Toc224822417]2.0 Main Body
[bookmark: _Toc224822418]a. Identifying the Problem Using Systems Thinking
[bookmark: _Toc224822419]a.1 Contextual Description of the Problem
The case involves a serious medication error where a four-week-old infant was given a medication in the form of morphine sulphate, around twenty times the prescribed dose, as a result of the dispensing of the wrong high strength medication. This incident occurred within the context of a complex healthcare system with multiple stages, prescription, dispensing and administration where several of the safety cheques broke down simultaneously. Contributing factors included illegible prescribing instructions, communication breakdown between healthcare professionals and poor verification processes (NHS England, 2023a). Rather than being a one off, the incident has implications for broader systemic weaknesses in medicines management, clinical governance, and patient safety in identifying the risks associated with high alert medications in paediatric care settings.
[bookmark: _Toc224822420]a.2 Integration of National and International Evidence
Table: 01
	Source
	Statistic (Recent Evidence)
	Explanation of What the Data Reveals

	WHO (2023)
	Around 1 in 10 patients are harmed when they are receiving healthcare services, and over 3 million patients die each year due to unsafe care and 1 in 20 patients experience medication-related harm that could have been prevented (WHO, 2023).
	Global data proves that errors in medications is a wide-spread and systemic problem throughout healthcare systems. The large numbers of preventable harms indicate that failures are not random but related to: weakness of systems design, communication, and safety processes This contributes to the case study by showing that the morphine overdose is indicative of wider issues with the safety of medication across the world and particularly in high-risk environments, such as paediatric care.

	NHS England (2025a)
	Medication related incidents account for around 10% of all patient safety incidents reported in the NHS making them one of the most common categories of harm reported (NHS England, 2025a).
	This national evidence confirms that incidents involving medication are common in the NHS, and points to systems issues, rather than individual mistakes. It points to the persisting weaknesses in communication, coordination, and verification processes through medication pathways. This links directly into the case study where there were failures in prescribing, dispensing and communication which led to a serious overdose, which is indicative of wider inefficiencies in the system and patient safety.

	OECD (2025)
	Between 4% and 17% of patients hospitalised have safety incidents, including medication errors, involving healthcare systems (OECD, 2025).
	This organisation-level evidence bridges the gap between the global and national perspectives by demonstrating that failures in patient safety are consistent across countries. This underlines the fact that medicine errors happen across systems regardless of the development level underlining that the case of infant overdose reflects systemic weaknesses in healthcare processes, leadership, and governance and not an isolated error.



[bookmark: _Toc224822421]a.3 Analysis of System-Level Weaknesses
Systemic Weaknesses in Communication, Accountability and Leadership
Here, the absence of transparency in the accountability between the prescriber and pharmacist was a direct cause of the infant morphine overdose since the incorrect concentration went undetected between the prescription and dispensing steps. NHS England's current safety framework explicitly focuses on understanding how incidents occur through contributory factors instead of individual blame and requires executive oversight for safety actions, which would seem to require organisational, as well as clinical, accountability. Communication is central: as it stands, there were an estimated 600m patient contacts or 1.7m interactions a day in 2023/24 with opportunities for information loss between staff and with families (NHS England, 2025c). Recent UK analysis of 51,994 NRLS high risk medication incidents identified errors as concentrated in administration (48.4%), prescribing (22.24%) and dispensing (8.8%) with inadequate checking and difficulty communicating staff and workload being repeatedly identified as contributory factors (Alrowily et al., 2024). In this case, lack of clarity in accountability between prescriber and pharmacist allowed the wrong concentration of morphine to pass unchecked, whereas leadership failure is evident in a lack of enforced high-risk medication safeguards, reflecting poor safety culture and oversight.
[image: ]
Fig 01: Selection and Analysis of NRLS High-Risk Medication Incident Reports Across Insulin, Anticoagulants, and Opioids
Source: (Alrowily et al., 2024)
Governance Level Influencing the Problem (Local, Regional, National)
The issue was most directly affected by local governance, since the emergence of the overdose was due to failures in discharge documentation, prescribing review, pharmacy handover and parent counselling at the hospital, GP practise, and community pharmacy. The case study provides an example of how the discharge summary being handwritten, unclear wording and poor transfer of care cheques allowed the error to continue unchecked from setting to setting. However, local level of governance was also important: morphine 100 micrograms/ml was already a "RED" drug in the Trust and ICB, but even that control did not prevent prescriptions in primary care. The incident also has a national significance as NHS England said this was the fifth of its kind since 2018 with one previous death of a baby (NHS England, 2023b).
Underlying System Challenges (Workforce, Patient Safety and Resource Constraints)
The error occurred amid the context of larger pressures in the system that makes people more vulnerable to medicines harm. NHS England's workforce plan found over 112,000 vacancies across services - meaning there are on-going staffing gaps which can undermine checking, supervision, and continuity in high risk prescribing pathways (NHS England, 2024a). Financial stress is also a factor, according to the National Audit Office, in 2023/24 there will be a spend of GBP3.0 billion on agency staff which highlights the continued use of temporary staffing as a source of manpower, which can cause issues for the team being managed as well as local knowledge of protocol (NAO, 2025).These pressures are of particular importance in medicines safety, where the Medicines Safety Improvement Programme points out by NHS England that the causes of severe harm associated with medicines that have "been known about for years" but continue to exist across the system (NHS England, 2021).
[bookmark: _Toc224822422]a.4 Linking to Rich Picture
[image: ]
Fig 02: Rich Picture
Source: (Self-Created)
The above rich picture shows how the Infant morphine overdose came about as a result of interlinked failures among critical system actors, such as the NHS leadership, hospital staff, GPs, pharmacists, and carers. Failure in communication breakdowns, poor prescribing to dispensing coordination, and ineffective discharge instructions were the factors that allowed the wrong dosing to go unnoticed. Systemic conditions like IT constraints, top-down decisions, and gaps in policy minimized the controls, and staffing, workload stresses, and poor feedback loops further hindered the detection of errors, indicating a systemic breakdown, and not a single clinical error.


[bookmark: _Toc224822423]b. Centralisation vs. Decentralisation
[bookmark: _Toc224822424]b.1 Analysis of Whether the Case Study Organisation Operates in a Centralised or Decentralised System
The case study organisation has a hybrid structure but the incident was more influenced by the decentralised practice rather than controlled centrally. The NHS in England is organized into 42 Integrated Care Systems, which are designed to support the collective local planning and decision-making at the provider level (NHS England, 2025d). In the current scenario, the process of decision-making was decentralized among hospital discharge staff, the GP and the community pharmacist as opposed to being centralized under one authority, with the regional formulary still having morphine 100 micrograms/ml classified centrally as restricted, so-called, RED medicine (NHS England, 2023c). This blend is reflective of a hybrid type of structure, although the overdose pathway was propelled mainly due to decentralised decision making across organisational borders.
[bookmark: _Toc224822425]b.2 Centralised systems: 
Decision-Making and Example in Centralised Systems
Centralised systems make decisions at national and senior organisational levels and define and impose safety norms among the providers. A clear recent example is the Patient Safety Incident Response Framework (PSIRF), On April 1, 2024, the PSIRF will be mandatory to all NHS Standard Contract services and organisations must adhere to nationally prescribed incident response and governance practices (NHS England, 2024d). This shows that the control of safety processes is higher than frontline teams. In the case under consideration, the medicines controls of a high-risk opioid were supposed to be utilized by the same top-down logic, although central regulations were not accurately translated to the discharge practice, prescribing, and pharmacy.
Advantages and Disadvantages in Relation to the Case Study
Advantages: The centralised decision-making process will maintain high risk drugs to the same safety level across providers enhancing uniformity. In 2025, the NHS England reported that work on medications safety prevented 1,900 deaths, which testifies to the efficiency of the national regulations. All providers contracted by the NHS must adhere to PSIRF since 1 April 2024 and create an incident-response model on a national level (NHS England, 2025b). This enhanced system wide accountability and executions. Due to the uniformity of limitations placed on paediatric morphine prescription, regular escalation routes and safety control, this method comes in handy.
Disadvantages
The centralised decision-making has a significant drawback in that it is incompatible with local practice, especially in the context of multi-provider pathways. The 2024 Primary Care Patient Safety Strategy of NHS England defines that primary care constitutes 90% of all NHS contacts, although one out of 20,000-30,000 significant harm cases in general practice are avoidable and reporting on this matter is uneven and underdeveloped (NHS England, 2024d). This is noteworthy in the current case since the top-down medicines controls had not been effectively translated among discharge, GP prescribing, and community pharmacy allowing an unhindered pathway of the morphine error.
[bookmark: _Toc224822426]b.3 Decentralised systems:
Distribution of Authority and Example in Decentralised Systems
Decentralised system disperses authority at frontline and local provider level so that decisions are made nearer to patient care as opposed to decisions made by national command. The best current example is Primary Care Networks, in which more than 99% of general practices are employed in locally-led networks under clinical directors (NHS England, 2025d). In the current case, such decentralised logic is depicted in the manner in which the decisions of prescribing, discharge and dispensing were decentralised among the different professionals and environments.
Advantages and Disadvantages of Decentralised Systems in Relation to the Case Study
Advantages: Decentralised systems increase local responsiveness and facilitate decision making around care closer to the patient which were delivered by community pharmacies. 10,265 community pharmacies started to provide Pharmacy First services in 2024 resulting in an increase in local timely access (NHS England, 2024b). They also ensure professional autonomy and flexibility in service, which enables a faster clarification between settings. In this case, such local decision-making could have helped to support the checking and correcting of morphine dosing prior to occurrence of harm.
Disadvantages: Decentralised systems can diffuse information transfer and defeat the consistency crosswise over organisations. NHS-related modelling suggests that these could be avoided through better integration of digital for example shared prescribing records) prevent up to 1 million medication errors each year with thousands of harms and dozens of deaths (BMJ Group, 2024). In this case that fragmentation helped the morphine error to flow unchecked between discharge, GP prescribing, and community pharmacy.
[bookmark: _Toc224822427]b.4 Critical analysis
The case was a hybrid structure, in which rules in principle for the management of crises were central, but decentralised execution undermined real-time control. Central government provided some protection in the form of limited opioid policies and nationally standardised expectations about safety. However, decision-making and accountability was hampered as discharge, GP prescribing and community dispensing was spread across organisational boundaries with no one point of oversight. Recent evidence in English reports that 71% of patients had recorded completion in the 6,811 cases of Discharge Medicines Service referrals, shows lack of consistency in terms of transferring care (Wilcock et al., 2024). This is of crucial importance for opioids, where NHS medicines safety work estimate that for every 62 people supported to stop opioids 1 death is prevented, highlighting the impact that fragmented pathways can have on increased risk of high harm medicines (SPS, 2025). This analysis of hybrids of systems is supported in the below figure, where the treatment order errors were the most common around 380 cases, then pathophysiological prescribing errors around 320 cases and pharmacological prescribing errors around 185 cases, meaning that errors were identified at the beginning of the prescribing and decision pathway and not just at the stage of administration (Despott et al., 2025). Thus, the hybrid system created confusion of accountability whereby there were central policies but these policies lacked effective operationalisation at local levels. This policy-practice disconnect was a major factor that led to the medication mistake.
[image: ]
Fig 03: Distribution of Medication Error Types
Source: (Despott et al., 2025)


[bookmark: _Toc224822428]c. Leadership Theories and Application to the Case Study
[bookmark: _Toc224822429]c.1 Transformational Leadership and Application to the Case Study
Transformational leadership focuses on developing a vision and inspiring employees in ways that go beyond the day-to-day requirements and to change the culture so that safety becomes a culture and not a procedure (Tsapnidou et al., 2024). In this case that approach was highly relevant because to prevent a paediatric morphine overdose it was not enough to just follow the rules, it was necessary to ensure leaders implemented vigilance, questioning and cross-boundary coordination between discharge, prescribing and pharmacy processes. Recent evidence suggests a positive correlation between transformational leadership and patient safety culture and nursing safety practices with safety culture being an important mechanism by which leadership enhances safe care (Hamdan et al., 2024) This is a sign of leadership failure because it was reactive and not proactive and as such it was unable to form an anticipatory safety culture of high-risk prescribing. Controls existed but they were not converted into an anticipatory safety culture in which staff would have asked questions about the ambiguity in morphine concentration before harm happened. Weak psychological safety and ineffective leadership in promoting a proactive improvement culture are evidenced by the NHS Staff Survey (2024) findings in which only 61.82% of the staff believed that they were safe to speak out and 49.52% believed that the organisation responded, demonstrating a weak level of psychological safety. A transformational approach therefore would have been appropriate, but insufficiently wrought. More effective leadership would have included clarity of vision combined with emotionally intelligent listening and enhanced multidisciplinary escalation and explicit encouragement to challenge high risk prescribing decisions. This suggests that there is not only a lack of leadership presence but a lack of being able to convert safety vision into action behaviours within teams to prevent the establishment of a proactive safety culture.
[bookmark: _Toc224822430]c.2 Situational Leadership and Application to the Case Study
Situational leadership is that there is no one-size-fits-all style of leadership and leadership attention should be tailored to the urgency, risk, and competence of the team (Wang et al., 2024). This theory especially lends itself to the current case as prescribing of opioids in childhood is a high-risk low tolerance situation where immediate clarification, assertive checking, and escalation are needed in situations of ambiguity. In such circumstances it would have been more directive and safety focused response that would have been appropriate, not least at point of discharge and dispensing This is an indication of poor situational leadership because the leaders were unable to change their leadership approach to a high-risk neonatal opioid situation. Control mechanisms existed but not geared to the clinical seriousness of a morphine prescription for a neonate, that is staff were not required to guide their attention actively to the need to treat the decision as an exception and require heightened oversight. Recent evidence of staff drives home this concern. In the 2025 NHS Staff Survey, as little as 71.10% of staff responded that they would feel safe in reporting concerns about unsafe clinical practice, 59.29% believed their organisation dealt with staff involved in incidents fairly and 67.30% agreed that reported errors led to action (NHS Staff Survey, 2025). This is indicative of the non-adaptive leadership, where leaders did not increase control measures even when the level of risk of neonatal opioid prescribing is high.
[image: ]
Fig 04: Percentage of NHS Staff Who Feel Safe to Speak Up in Their Organisation
Source: (NHS Staff Survey, 2025)
What should have been done differently was the use of better situational judgement. The leaders should have recognised signs of the infant's age, opioid risk and cross-boundary prescribing complexity for an immediate, directive, multidisciplinary check rather than routine processing. In this case, situational leadership would have only been effective if leaders had actually shifted style in response to risk as opposed to the standard workflow.
[bookmark: _Toc224822431]c.3 Behavioural Leadership Theory and Application to the Case Study
Behavioural leadership theory looks at what leaders actually do, more specifically, how they balance task-oriented behaviours such as setting standards, checking that standards are being met and making sure roles are clear, with people-oriented behaviours such as listening, involving staff, and building trust (Ma et al., 2023). This framework has a huge application to the infant morphine overdose as the provision of safe paediatric opioid care required both disciplined task control and supportive interpersonal leadership across the discharge, prescribing and dispensing aspects. Recent review evidence indicates that task-oriented styles have mixed results, whilst relational leadership is more associated with better staff and patient outcomes, including better safety climate and less adverse events (Hult et al., 2023). 
This reflects ineffective behavioural leadership, where insufficient balance between task control and staff engagement contributed to unsafe practice. Some task behaviours did exist including formulary restrictions and medication rules, but these were not matched by sufficiently strong people oriented behaviours that would have encouraged challenge, clarification, and cross-boundary communication where the morphine concentration was ambiguous. This critique is backed by evidence from staff. In the 2025 NHS Staff Survey, 73.04% of staff reported that their immediate manager encourages them at work and 66.55% reported getting clear feedback from their manager, however only 60.05% of staff reported their manager asks for their opinion before making decisions that affect their work and only 61.02% of staff reported getting feedback on changes made following reporting incidents (NHS Staff Survey, 2025b). This lack of balance between task and people-oriented behaviours decreased the chances of having the staff ask and check the decisions, which enhanced the risk of unsafe practices.
[image: ]
Fig 05: Trends in Staff Perception of Managerial Feedback in NHS Workforce
Source: (NHS Staff Survey, 2025b)
This shows a lack of leadership in promoting inclusive safety culture, restricting the participation of staff in making crucial decisions. A more balanced approach of behavioural technique, involving firm checking of high-risk medicines, psychologically safe dialogue, staff involvement, and explicit multidisciplinary challenge would have been a better alternative. 

[bookmark: _Toc224822432]d. Critique, Improvements, and Lessons Learned
[bookmark: _Toc224822433]d.1 Leadership and Governance Interaction in Producing the Case Outcome
There was a formal leadership and governance but substantively non-existent. Even the governance had previously designated morphine 100 micrograms/ml to be a hospital-only drug, which was labelled as a RED drug, but still could not influence practice in discharge, GP prescribing or in community dispensing. This shows an essential lack of contact between rule-making and rulemaking. There was thus the lack of leadership and inadequate translation to assurance, escalation, and cross-boundary checking. The fact that this was the fifth of such incidents since 2018 with one of the past infant deaths solidifies the criticism as the result was a failure of the system to learn instead of an unexpected event. 
[bookmark: _Toc224822434]d.2 Problems and Improvement Strategies 
Problem 1: Unsafe Discharge Communication
Description: Inadequate discharge transfer of safety information on medicines was a critical issue in this case. The target level of morphine and restrictions to be used were not well communicated within boundaries of care. This was demonstrated in the case in which the lack of coordination between the hospital, GP and community pharmacy allowed the miscommunication of morphine dosing information across the care settings.
Evidence data: Recently, evidence indicates that 50 % of all adults leaving the hospital have at least one medication error on discharge, and this proves how vulnerable transitions of care are in medicines safety (Penm et al., 2025).
Improvement Strategy: Mandatory pharmacist-led discharge medicines reconciliation, systematic counselling of carers, and universal use of the NHS Discharge Medicines Service, which all community pharmacy contractors must supply, would be a stronger improvement strategy as it ensures that the intent of prescribing is passed correctly and reviewed prior to supply (Thayer et al., 2023).
Problem 2:
Description: The second important problem was the failure of the prescribing protections of a very dangerous opioid amid the paediatric environment. The discharge summary contained the brand name of Oramorph, and only mentioned the dose in micrograms, and no generic name and dose volume, which enabled the prescription to circumvent existing formulary alerts and mislead primary care prescribing. This was clear in the case, wherein the lack of clarity in discharge documentation, such as use of brand names and the lack of complete information on dosing, circumvented prescribing safeguards.
Evidence data:  Evidence present in the case review demonstrates that the transfer of care of the baby entailed more than 20 documents and the discharge summary was in handwriting and served as the primary source of information that was relied on by the primary care (NMSON, 2024).
Improvement Strategy: One of the strongest improvement measures is to have computerised and standardised discharge summaries, which relate to formularies, use of automatic brand-to-generic conversion, and the use of oral liquid dose volume and abnormal-dose warning (Trivedi et al., 2025).
Problem3:
Description: The third major problem was inadequate carer medication pre-discharge counselling. In a paediatric opioid case, the safety of administration relied on a clear understanding of the medicine name, concentration, volume of dose, timing, and warning signs on the part of the parents. This was visible in the case where the absence of proper counselling augmented the chances of wrong administration of morphine at home.
Evidence data: According to a randomised trial study done in the year 2024, 54.2% of the caregivers who received standard discharge counselling compared to 30.4% of the caregivers who were given a structured health literacy communication bundle made a dosing error (Carroll et al., 2024).
Improvement Strategy: A better approach is a standardised paediatric high-risk discharge package  which includes teach-back, show-back using the actual oral syringe, pictogram instructions, documentation of dose volume and concentration as mandatory, follow up pharmacist within 24 hours (Cantrell et al., 2024). This is because the same trial showed that the bundle significantly increased caregiver medication knowledge and was able to reduce dosing errors.
[bookmark: _Toc224822435]d.3 Linking the Findings
System Structure: The system structure was operationally fragmented but was hybrid. There were central controls, in that morphine 100 micrograms/ml was a hospital-only drug and as such, a RED status, but the issue of decision-making was scattered across hospital discharge, GP prescribing and community pharmacy. Such a blend between central restriction and low cross-boundary coordination had allowed unchecked development of the overdose pathway (Rys et al., 2024).
Leadership: Leadership was largely reactive with poor integrative elements. Although there were senior controls present, there was not an implementation of these controls into anticipatory action, direct clinician to clinician escalation, or reliable parent counselling (Desoky et al., 2025). In the case review the alert was then ordered to be shared with all relevant staff including locums and agency workers demonstrating that leadership response was occurring mainly following harm.
System Feedback: System feedback weakly interacted with both structure and leadership. Due to the fragmentation of the system between hospital, GP and pharmacy settings, risks were not fed back in time to prevent harm. Leadership was largely reactive, so feedback mechanism was activated only after the overdose through the review, alert circulation, and corrective actions. This indicates that feedback was not an early warning control, but a post incident learning response.
[bookmark: _Toc224822436]d.4 Lesson for other Organisations
Other health organisations should realise that individual vigilance is not sufficient to deal with the high-risk medicines. Safe care includes: Standard discharge communication Accountable cross-boundary Active leadership and early escalation. Another lesson of the case is however, that the carers are to be treated as active safety partners by means of clear counselling and the verification of the dose.
[bookmark: _Toc224822437]d.5 Use of Evidence and Data to Ensure Continuous Improvement and Accountability
Evidence and data support continuous improvement by converting incidents into measurable learning through audits, trend analysis, discharge monitoring and reviewing follow-up (Lighterness et al., 2024). They also reinforce a culture of accountability by demonstrating whether safety actions were completed and if practice was changed and if harm reduced over time as opposed to assuming or retrospectively reassuring.

[bookmark: _Toc224822438]Recommendations
[bookmark: _Toc224822439]Summary of Key Actions Required for the Organisation
The organisation must focus on improving medicines safety at transitions of care by standardising discharge procedures, requiring pharmacist-led reconciliation and improving effective communication of doses of high-risk medications. It must integrate transboundary responsibility on hospital, GP, and pharmacy with the use of digital prescribing systems that have in-built alerts. Leadership needs to be transformed into active safety controls and systematic parent counselling and checks-up should be enforced to avoid mistakes during home administration.
[bookmark: _Toc224822440]Recommended Leadership Styles for Sustaining Improvement
[bookmark: _Toc224822441]Transformational and distributed leadership must be combined to bring sustained improvement (Carstensen et al., 2024). The first step to forming a clear vision of safety and making medicines safety a priority and proactive learning culture should be achieved with the help of transformational leadership. This has to be supplemented, however, with distributed leadership, where the primary care teams, pharmacists, and clinicians all bear the task of responsibility in the case of safety, which allows the quicker decision-making and local responsibility. Such a mixed approach, in this case, would guarantee that high-risk prescribing protection is always implemented at care frontiers, as well as enabling frontline personnel to detect and report risks promptly.
Strengthening Governance, Communication and System Integration
Governance should be reinforced with properly constructed cross-boundary accountability models whereby shared responsibility exists amongst teams of hospitals, GPs, and pharmacies where formal control exists in the form of controlled drugs accountable officers. Communication must evolve to standardised and digital flow of information and have less to do with informal or disjointed systems. Integration can be augmented by the interoperability of the electronic records and structured discharge pathways. This is also aligned with the NHS Patient Safety Strategy which deals with the implementation of common safety knowledge, current incident management, and integrated learning across organisations to improve outcomes and harm avoidance.
[bookmark: _Toc224822442]Enhancing Technical and Allocative Efficiency
· Install and maintain electronic prescribing systems (EPS) with inbuilt dose calculators and high risk medication warnings to reduce the prescribing error and increase the technical accuracy (Gallier et al., 2022).
· Do not use dispensing and administration errors by implementing barcode medication administration (BCMA) and standardised labelling.
· Expand the NHS Discharge Medicines Service (DMS) to help with the efficient circulation of medicines information and reduce redundancy of work in settings.
· Assign the specialist pharmacist time-high-risk populations such as paediatrics and opioids, thus the resources are assigned to the most at-risk areas.
· Use evidence-based workforce planning to deploy employees based on demand trends which has a positive impact on efficiency in medicines safety inspections.
· Reduce unnecessary variability within the prescriptions by adhering to the formulary, which will enhance the use of medicine within the system in a cost-effective and safe manner.
[bookmark: _Toc224822443]Continuous Learning, Stakeholder Engagement and Co-production
Continuous Learning
Continuous learning should be embedded through PSIRF based reviews, routine audit cycles and systematic use of the Learn from Patient Safety Events service supporting learning from over 2.5m patient safety events recorded annually 2.5 (NHS England, 2026b). This would enable the organisation to shift from sporadic reaction to continuing safety improvement. 
Stakeholder Engagement
Stakeholder engagement should involve clinicians, pharmacists, GPs, community pharmacy teams, and medicines harm affected families. NHS England's guidance on how to engage with those affected by incidents states that meaningful involvement enhances the quality of learning, builds trust and the implementation of change (NHS England, 2022).
Co-production
Carers and patient safety partners should get involved in the redesign of discharge communication, counselling tools, and escalation pathways. NHS England define co-production as a shared identity at the earliest phases of the design and appraisal processes, while the inequalities framework for 2025 focuses on the involvement of different communities in the safety improvement tasks (NHS England, 2026a).


[bookmark: _Toc224822444]Conclusion
[bookmark: _Toc224822445]Summary of Key Findings
As it is revealed in the case study, the infant morphine overdose was caused by a complex set of system malfunctions and not by a single clinical error. Communication of discharge, prescribing security, and hospital-general practice-community pharmacy coordination were found to be key weaknesses. Even though the safety policies had been in place, they were not consistently enforced, and a high-risk medicine was freely passed through several phases without much opposition. It was also identified in the analysis that the early detection of risks was hampered by system structure fragmentation and reactive leadership. Most importantly, lack of standard processes and accountability across the boundaries of care predisposed susceptibility at the points of transition and underscored the fact that patient safety does not lie on individual performance but rather on the functionality of systems in relation to each other.
[bookmark: _Toc224822446]Importance of Leadership, Governance and Systems Thinking
The case points out that without the combination of effective leadership, strong governance, and systems thinking it is impossible to have a sustainable patient safety. The leadership should be active and safety-oriented where risks should be anticipated, communicated, and resolved before any harm is experienced depending on what should be done once an accident has taken place. Governance is very significant in creating clarity in accountability across organisational boundaries especially in complicated care pathways that involve more than one provider. In the absence of this, accountability is lashed and mistakes are not questioned. System thinking is also crucial, since it helps organisations to realise the effects of the interactions among people, processes, and structures. The breakdown, in this instance, was not an individual failure but rather a system failure in that it was a system that was designed to allow risk to move through the stages. Thus harmonizing leadership behaviours, governance structures and system-wide processes is an important measure in ensuring the provision of consistent, quality, and safe care to patients.
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