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[bookmark: _Toc225938357]Introduction
Patient safety remains one of the primary concerns of modern health and social care, where leaders, governing policies, and communication have become essential to high-quality care delivery and harm prevention (Rodziewicz et al., 2024). Based on this, systems thinking provides a useful framework for analytical studies of healthcare incidents through the interactions between individuals, organisations, and policies, and how these interactions contribute to the outcomes (Liang et al., 2024).
The report examines a critical patient safety case of a four-week-old baby, who was administered a morphine dose of about twenty times more than the recommended dose after an error in prescription and dispensing in the healthcare system. The overdosing came about due to the misunderstanding of two different concentrations of morphine sulphate oral solution, highlighting lack of effectiveness in communication, medication management, and clinical supervision at various levels of care. Even though the baby survived follow-up emergency care, the incident revealed the immense weakness in medication management systems, as well as communication between hospital services, general practitioners, and community pharmacies. These cases are indicative of the need to ensure that healthcare organisations constantly review their systems, leadership models, and governance frameworks to address avoidable damage.(Althobaiti and Alshammari, 2025). Furthermore, the leadership strategies, such as transformational, transactional, and situational leadership, are considered to ascertain the role of the leadership behaviours in alleviating or increasing the extent of systemic risks(Dirik et al., 2026). Transformational leadership has been considered as most influential leadership style that primarily focused on motivating and inspiring the employees to meet the long-term business succession. On the other hand, transactional leadership has been known as the managerial style of leadership that majorly stressed on punishments and rewards for motivates employees whereas, situational leadership the ability for leaders to modify their communications and actions to fit whatever situation they're in. It is based on systems thinking, the evidence of national and international patient safety, and the aim of this report is to find primary causes to the incident, evaluate the failures of leadership and governance, and offer evidence-based recommendations that would strengthen safety and organisational learning in healthcare systems (Guntschnig et al., 2025)

[bookmark: _Toc225938358]Main Body
A. [bookmark: _Toc225938359]Identifying the Problem Using Systems Thinking
The problem of patient safety in the healthcare systems is rarely attributable to one error made by a single person; instead, it usually occurs due to a combination of organisational, procedural, and communicative errors in different layers of the health system. The concept of systems thinking offers a great analysis tool to understand these kinds of incidents since it questions the interactions of interrelated parts of people, processes, technology, and governance involved to shape the results. These interactions achieve a certain complexity in the context of healthcare because of the inclusion of several professionals, care environment, and points of information transfer. The case of the infant morphine overdose demonstrates how malfunctions in many phases of the healthcare system may contribute to the severe damage to the patient. (Tchijevitch et al., 2025)
The table below depicts the Summary of National and International Statistics on Medication-Related Harm and Patient Safety:
	Source
	Statistic
	Relevance

	World Health Organization (WHO)
	Medication-related harm affects 1 in 30 patients globally, with a significant proportion being severe or life-threatening (WHO, 2025).
	Demonstrates that medication errors are a global patient safety issue, not an isolated incident, supporting the systemic nature of the case study.

	World Health Organization (WHO)
	50% of avoidable harm in healthcare is related to medications (WHO, 2023). 
	Highlights the critical importance of medication safety systems, directly linking to the morphine overdose incident.

	Department
of Health &
Social Care
	Approximately 237 million medication errors occur annually in England (GOV, 2025).
	Shows the scale of the problem nationally, indicating that such incidents are widespread within the NHS system.

	NHS England
	Medication incidents account for around 10% of all reported patient safety incidents (NHS, 2026).
	Confirms that medication errors are among the most common types of safety incidents, reinforcing the relevance of the case.

	NHS / Research Evidence
	Medication errors contribute to approximately 1,700 deaths per year in England (Sutherland et al. 2022).
	Demonstrates the serious consequences of medication errors, showing potential fatal outcomes similar to the case study.

	NHS / Economic Analysis
	Medication errors cost the NHS approximately £98 million annually (Alrowily et al. 2025).
	Highlights the economic burden, showing that errors impact both patient safety and healthcare efficiency.

	UK Medication Safety Research (2024)
	Around 48% of medication errors occur during administration, with prescribing errors also significant (Brabcova et al. 2023).
	Supports the case study by showing that multi-stage system failures (prescribing, dispensing, administration) are common.

	Pharmaceutical/Clinical Data
	Wrong dose errors occur in ~27% of cases (Mulac et al. 2022)
	Directly relevant to the case, where the overdose resulted from a dose miscalculation and incorrect strength.



Table 1: National & International Evidence Supporting Medication Safety
(Source: Self-created)

The focal concern of this case study was a four-week-old baby who was taken to the Accident and Emergency after getting a morphine dose that was almost twenty times greater than it was supposed to be. The source of the overdose was when the parents of the infant gave their morphine sulphate oral solution of 10mg/5ml concentration rather than 100 mg/5 mL (HSSIB, 2022). The parents continued to give the child the same amount of evidence-based medicine. Thus, resulting in an infant being given 3.8mg, not 190 µg as it was supposed to be, creating an overdose that can be fatal in any case and forcing emergency treatment using naloxone.
[image: ]
Figure 1: Discharge Care
(Source: Self-created)
The above figure shows the discharge care process that is affected by interdependently looked at factors like disability, home environment, patients, and postgraduate year (PGY) medical staff. According to systems thinking, the chain of misrelated failures across hospital discharge protocols, primary-care prescribing habits, pharmacy dispensing and communication between health practitioners and the patient family contributed to the overdose. This illustrates that systems thinking is an oblique approach to examine intricate healthcare events through the interactions of individuals, processes and surroundings, which all contribute to the understandings of patient safety outcomes. All aspects of the system were involved in creating the error, and it is a good representation of how vulnerabilities in multifaceted healthcare systems can build up until they lead to patient safety concerns.(Jia et al., 2021). The discharge summary is a significant information-transfer interface between the secondary and primary care services, in terms of systems. In case communications at this interface are ambiguous or incomplete, the chances of medication errors are increased significantly, since the information provided can be viewed in an erroneous way by downstream professionals in interpreting it.(Rahman et al., 2023).
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Figure 2: Part of primary care and local social prescribing
(Source: NHS, 2026)
The above figure shows the role of social prescribing lon workers in the primary care and community networks. This mistake demonstrates how lack of knowledge and problems with system design may affect prescribing choices. The morphine preparation that was to be given to the infant was a high-risk (HIGH) RED drug, which in most cases is expected to be initiated and administered in hospitals rather than primary care facilities. The mechanism that such protection could not exclude the prescribing error point to the existence of flaws in governance systems created to handle high-risk medications.(Eze et al., 2025) Furthermore, the dispensing label lacked clarity regarding the volume of dose that was supposed to be used, and the appropriate syringe to be used to measure a minute amount of medication was not made available to the parents. These process malfunctions demonstrate the way in which a lack of strong verification systems and efficient communication between professionals may permit the occurrence of mistakes which may make it through various safety nets.(Salman et al., 2025).



CATWOE Analysis Table
	Element
	Analysis

	Customers
	Patients and families directly affected by medication errors, relying on safe prescribing and clear discharge communication.

	Actors
	Hospital staff, general practitioners (GPs), and pharmacists involved in prescribing, dispensing, and monitoring medication.

	Transformation
	Intended transformation is safe prescribing and administration; however, systemic weaknesses led to overdose risk.

	Worldview
	Patient safety must remain the central priority, requiring integrated communication and governance.

	Owners
	NHS governance bodies and regulatory authorities are responsible for enforcing RED drug policies and safety standards.

	Environment
	Resource constraints, fragmented communication systems, and organizational silos increase vulnerability to errors.


Table 2: CATWOE framework
(Source: Self-created)
Analysis
The CATWOE is a helpful framework that can be used to examine multiple sides of the problem in healthcare by focusing on the Customer, Actors, Transformation, Worldview, Owners and Environment. Here, it underscores how the deficiencies in governance, professional roles, and communication provided circumstances that resulted in the overdose. The resources, accountability, and effective communication are crucial to patient safety, but the hospital staff, pharmacists, and GPs were unable to coordinate efficiently with the families. These were not one off mistakes but rather systemic mistakes in the organisational structure that were indicative of systemic errors of the environment as well as the transformational processes. There was no implementation of RED drug policies by governance bodies and environmental limitations like lack of resources and siloed practices further put patients at risk. In general, the CATWOE analysis proves that patient safety must demand networks, effective leadership and coordination among healthcare professionals to eliminate unnecessary damage.
B. [bookmark: _Toc225938360]Centralisation vs Decentralisation
The healthcare system is characterised by the nature of decision-making: whether centralised or decentralised, this aspect is essential in the determination of patient safety, accountability, and risk responsiveness. Nevertheless, this balance is very critical and failure to balance the control by the centre and the local autonomy may result in failures of the system as witnessed in the infant case of overdose of morphine.(Alharbi et al., 2023) Theoretically, such governance ought to have avoided the prescription and provision of the medication in the primary care. Nevertheless, in spite of this centralised policy, the mistake still turned up, which means the failure in the operation and the implementation of the governance practices (Despott et al., 2025)
[image: ]
Figure 3: Centralisation vs Decentralisation
(Source: Influenced by Sharma et al., 2025)
The figure determines centralisation and decentralisation in the decision making in the healthcare sector. The centralised model displays authority concentrated in the hub that ensures uniformity and risks bottlenecks. A decentralised model distributes power among nodes, risking fragmentation and promoting flexibility. This figure shed light on the governance impacts on patient safety outcomes, communication and accountability. Consequently, the planned protective measures of centralisation did not work to stop unsuitable prescribing, and this established how top-down governance cannot alone be a sufficient measure without being incorporated into clinical practice.(Sharma et al., 2025)
The medical system too, exhibited the decentralised characteristics that helped in the incident. The authority in the making of decisions was divided amongst the general practitioners, the clinicians in hospitals, and the community pharmacists, and this undermined coordination. The NHS audit data presents the unequal capacity rates and difficulties with communication including the 1:12 staff to patient ratios in primary care and the 1:6 in hospitals and other hospital settings (Chau et al., 2025). Audits on complaints also found that 28 percent of RED drug prescriptions were made beyond the secondary care which was a lapse in ensuring policies were enforced. Practically, practitioners operated separately in their local areas, interpreting information and making decision-making without a cohesive control. Whereas decentralisation may promote responsiveness and adaptability, in this instance it created untidiness and division, especially due to poor communication among system elements (Webb et al., 2025).
This lack of coordination and communication among these various actors made the decentralised structure a problem. This shows the possibilities of gaps occurring between the safety processes and the likelihood of errors being transferred through several care levels in the case of absence of strong communication systems and accountability when decentralising (Pramesona et al., 2025). The inefficiency leads towards congruency resulted in a disjointed system where no individual party was in a full view or in control of the medication process which enabled the error to go uncontrolled (Tchijevitch et al., 2025) In the present case, the overdose would have been prevented with more intensive integration of the services delivered by hospital, primary care, and pharmacy with the real-time communication and shared accountability.(Yu et al., 2025)
Finally, the case demonstrates the significance of harmonizing the governance structures with the frontline practice. This needs effective leadership so that when the centralised policies are implemented this would be translated into the action systems as well as when the decisions are made to be decentralised then there should be good communication, coordination, and safety mechanisms that support the systems. In the absence of such alignment, the healthcare systems will be susceptible to being disjointed, which will further expose patients to avoidable harm (Tsiakiri, 2025).

C. [bookmark: _Toc225938361]Leadership Theories
Leadership is among the most significant predictors of patient safety and organisational performance in healthcare systems, specifically in complicated, high-risk settings like medication management. Effective leadership is associated with shaping of the strategic direction as well as influence on safety culture, communication practices as well as behaviour of the healthcare professionals. In the case of infant morphine overdose, the event does not only indicate a breakdown of systems and processes, but also the failure of leadership at various healthcare system levels. Using the leadership theories that are relevant namely transformational, transactional, and situational leadership have offered a form of critically assessing the role of leadership and how it affected the results as perceived.(Sharma et al., 2025)
Table of application of Leadership Theories to Medication Error Case with Supporting Evidence and Critique:
	Theory
	Application to Case
	Supporting Evidence & Critique

	Transformational Leadership
	Largely absent, with weak safety culture and limited empowerment of staff to question prescriptions or escalate concerns regarding high-risk medications.
	Unsafe care affects 1 in 10 patients globally, often due to communication failures. Lack of challenge and poor communication in this case reflects weak transformational leadership and poor psychological safety.

	Transactional Leadership
	Governance mechanisms (e.g., RED drug classification) existed but were not enforced effectively, leading to failures in compliance and medication safety checks.
	Around 237 million medication errors occur annually in the NHS. Failure to enforce protocols demonstrates weak transactional leadership and ineffective monitoring systems.

	Situational Leadership
	Leadership failed to adapt to a high-risk clinical situation, with indirect and ineffective communication between GP and pharmacy.
	Over 40% of patients experience medication errors post-discharge. Lack of adaptive, risk-sensitive leadership contributed to poor decision-making and missed intervention opportunities.

	Distributed Leadership
	Breakdown in shared responsibility, with fragmented coordination between hospital, GP, pharmacy, and parents.
	Medication errors occur across multiple stages of care. Lack of integrated collaboration highlights failure of distributed leadership and weak system-wide accountability.


Table3: Leadership Theory Application WITH EVIDENCE
(Source: Self-created)
Transformational leadership has been commonly considered an important part of the healthcare sector since this leadership approach is focused on inspirational and motivational personnel, a safety culture, and consistent improvement. Transformational leaders encourage unity of values, empower employees to be able to bring issues to the table, and focus on patient-centred care. In the present case, a robust safety culture is not well-evidenced and would promote the identification of risks and their escalation. As an example, in spite of the morphine preparation that was rated as a high-risk drug, it was referred to as such as a RED drug but this did not stop unwarranted prescription as well as dispensing. This indicates that the leadership did not put safety priorities into organisational practices in an effective manner. High-risk medications would have been better highlighted through a transformational leadership strategy, and the collaboration between doctors and other specialists would have been promoted, and the staff would have felt comfortable to challenge incomprehensible prescriptions. In addition, transformational leaders are generally more willing to invest in staff training and system upgrades in form of electronic prescribing alerts, which might have reduced the threat of mistake in the present case.(Dirik et al., 2026)
Transactional leadership, in turn, a more process-oriented approach, emphasizing compliance and performance monitoring, is also relevant to healthcare environments where following procedures is highly important. Transactional leaders present very clear rules, performance monitoring and loyalty, which can involve rewards and corrective measures to ensure compliance. Transactional leadership mechanisms, as in this case, seem not to have been adequate in relation to this case. Despite the presence of governance systems, like RED drug classifications, they were not functionalised in the clinical practice. As an example, a prescription that was made by the GP, but which would have been limited to secondary care, was accepted without complete verification of the suitability of the prescription by the pharmacists. This shows that accountability systems and processes of monitoring are weak. More powerful transactional leadership would have won the stronger compliance with prescribing requirements, greater emphasis on life-threatening drugs quality control, and the adoption of strong audit measures to identify and avoid the breach of the standard procedures.(Despott et al., 2025)
Situational leadership, which focuses on changing the leadership style based on the context and the needs of the situation, is more pertinent in complex healthcare settings. Good leaders have to evaluate the risk level, employee competency and emergency of the situation and change their style. In critical situations like prescribing and dispensing of strong medicines to the vulnerable patients, directive and supportive leadership approach is needed. Nevertheless, leadership could be observed as reactive and not proactive in this instance. There was no direct and fragmented communication between the professionals, as the pharmacists could use administrative personnel to communicate queries to the GP instead of having a direct clinical conversation. This was absence of responsive leadership that led to lost chances of early intervention. Situational leadership would have focused on open direct communication and decision-making especially since the medication involved was complicated.(Rodziewicz et al., 2024)
Distributed leadership promotes collaboration, collective responsibility, and problem-solving between the various positions and environments. Nevertheless, the incident shows that there was a failure in distributed leadership where the role was not coordinated but compromised. Leadership was widely effective in this study with command driven and reactive factors that failed to adapt in risk sensitive contexts. An NHS staff survey discovered that about 42% of frontline staff felt unable to deal with escalating concerns that reflected poor psychological safety and low transformational leadership (NHS, 2024). All the professional groups acting in the hospital, GP, pharmacists, and parents were functioning within their own sphere and were not really well integrated or aware of the risks that were involved. Proper coordination, open communication channels, and joint dedication to checking the safety of medication at all the levels of the treatment process would have been maintained by the effective distributed leadership.(Yang et al., 2025)
In general, the leadership style in the case under consideration is fragmented, reactive and lacks alignment with patient safety priorities. Transformational leadership failed to foster the robust safety culture, transactional leadership was ineffective in implementing compliance with the governance frameworks, and situational leadership could not respond in adaptability to the high-risk situation. Such negligence of leadership also played a major role in the systematic breakdowns that caused the overdose. Enhancing leadership on the various tiers of the healthcare system is thus a priority to improving communication, accountability and that the various safety mechanisms put in place should be well established to positively impact the future occurrence of such a similar incident.

D. [bookmark: _Toc225938362]Improvements and Lessons Learned
The case of infant morphine overdose offers important perspectives on the interaction between leadership, governance and system design to affect patient safety outcomes. A systems-based review will show that the incident was not caused by one drawback but an explosion of interrelated vulnerabilities related to multiple steps of care. This means that any meaningful improvement, in turn, would be made through coordinated evidence based interventions addressing the topic of communication, governance, technology and organisational culture at the same time.(Mondal et al., 2024)
Table4: Problem–Evidence–Improvement Analysis Identifying Key System Failures and Targeted Interventions
	Problem
	Evidence / Data
	Improvement Strategy

	Poor communication during transition of care (hospital → GP → pharmacy)
	Medication errors frequently occur at care transitions; globally, medication-related harm affects 1 in 30 patients
	Implement electronic discharge summaries with standardised fields (drug name, strength, dose, volume) and mandatory completion rules

	Lack of clarity in medication documentation (dose written only in micrograms, abbreviations used)
	Research shows medication errors often occur at prescribing and transcription stages, with 21% of errors linked to prescribing
	Introduce standardised prescribing protocols: no abbreviations (e.g., “mcg”), mandatory dual-format dosing (mg + ml)

	Failure of governance for high-risk (RED) drugs
	High-risk medications (e.g., opioids) are a major source of patient harm, with thousands of incidents reported in NHS data 
	Strengthen governance enforcement: restrict RED drugs to secondary care via system-level prescribing alerts and policy audits

	Weak system integration between central policies and local practice
	Around 237 million medication errors occur annually in England, many linked to system failures and poor information flow 
	Embed clinical decision support systems (CDSS) and automated alerts into GP and pharmacy systems

	Ineffective multidisciplinary communication (GP–pharmacy indirect communication)
	Medication incidents account for ~10% of all patient safety incidents in the NHS
	Introduce mandatory direct clinician-to-clinician communication protocols for high-risk prescriptions (e.g., SBAR framework)

	Inadequate pharmacy verification and safety checks
	Studies show 54% of medication errors occur at administration stage, often due to lack of verification and clarity 
	Enforce double-checking procedures for high-risk medications and mandatory volume calculation on labels

	Poor patient/caregiver education and counselling
	WHO identifies patient misunderstanding as a major contributor to medication harm, especially in home administration 
	Implement teach-back method, provide 1 ml syringes, and ensure demonstration of correct dosing before discharge

	Lack of safety culture and leadership oversight
	Preventable medication errors contribute to ~1700 deaths annually in the NHS
	Promote transformational leadership, safety training, and a non-blame reporting culture to encourage escalation of risks



 (Source: Self-created)
The first problem that was detected in this example was slow and inefficient communication between care boundaries, especially between hospital and primary care. The discharge summary was in written form and was not clear when it came to medication strength and dosage, therefore, playing a direct role in downstream prescribing errors. The results of patient safety studies on the issue show that subpar communication during care discharge is a leading cause of medication errors worldwide. As a countermeasuring measure, electronic discharge systems which have standardised templates and complete specification of the drug name, drug strength, dosage, and instructions of administration are one of the improvements. The implementation of the electronic prescribing and discharge summaries minimises ambiguity, reliance on interpretation, and sustain care continuity. As a matter of fact, the incident that occurred led to the implementation of electronic systems by the organisation to enhance the accuracy of documentation and patient safety.(Yu et al., 2025)
The second urgent matter was a failure of the governance systems related to high-risk medications. The type of morphine preparation was referred to as a “RED drug which meant that they should have been used in specialty care in the secondary care. This protection was, however, not enough to prevent the medication being prescribed during primary care, which points to the incompetence of enforcement and integration of the systems(Bastani et al., 2024). To restrain the vice, medical institutions need to enhance governance systems through the integration of the automated alert features to the electronic prescribing systems to decide the prohibited medications. Also, policies must be backed up by frequent audit and staff training and well-defined accountability frameworks so as to maintain adherence to safety regulations. Such reinforcements of governance are consistent with the best practice suggestions on the handling of high-alert medications and minimizing harm that can be prevented.(De Vito et al., 2024)
The second critical issue that was observed was the inability to have effective multidisciplinary communication and verification. The pharmacy had some anxiety in the prescription, but as the whole trick was to contact the GP, it was done through the administrative person instead of the direct clinician-to-clinician communication. Such failure in communication hindered the prompt clarification on a prescription and it enabled the mistake to continue(Coelho et al., 2024). One useful thing that emerges here is that an elaborate communication procedure is necessary in situations that pose high risks and therefore direct professional communication is necessary whenever there are medication questions or doubts. The use of structured communication devices, including SBAR (Situation, Background, Assessment, Recommendation), may also contribute to its increased level of clarity and a decrease in the amount of misunderstandings among healthcare providers.(Ghezaywi et al., 2024)
The lack of patient and caregiver education is also a gap noted in the case, and it contributed to the last part of the error. The parents used the same amount of medicine unaware of the fact that the concentration was different hence the issue of effective counselling. This can be improved by introducing obligatory pharmacist-mediated counselling during which the caregivers are demonstrated the procedure of the accurate dose measurement with the help of corresponding means, i.e., 1 ml syringes to be used when dealing with small amounts of the dosing solution(Pramesona et al., 2025). Also, implementing a so-called teach-back method, when a patient or a caregiver paraphrases instructions in order to make sure they comprehend them, may play a vital role in eliminating medication errors.(Chance et al., 2024)
In the context of leadership, this case creates awareness of the need to create a culture of proactive safety that emphasizes learning, openness, and improvement. It is necessary that the leaders should motivate the staff to ask questions about ambiguous prescriptions, mention near-misses, and do reflective practices without a threat of being blamed(Aghabarary et al., 2025). The training programmes should be designed in such a way that they not only impart the technical skills, but also communication, team awareness and situational awareness. Moreover, to ensure that such an incident will never happen again, the learning about incidents throughout the organisation, as suggested in this case, is required to facilitate wider improvement across the organisation.(Stephan et al., 2025)
Overall, the main lessons of the case are based on necessary improvements in the integrated system which will balance leadership, governance and practice. Better communication systems, better governance structures, better multidisciplinary work, and better patient education are all the requirements of safer delivery of healthcare(Tuvor et al., 2025). Through the interconnected aspects, healthcare organisations are able to eliminate these variability, increase accountability, and develop resilience systems that would allow them to prevent such incidents in the future.(Fang et al., 2025)

[bookmark: _Toc225938363]Recommendations
The case study on infant morphine overdose shows that the case has a pressing need on the system-wide improvement that incorporates leadership, governance, and operational processes integrate to improve patient safety. The evidence-based, practical, and directly relevant to the identified issues in the case recommendations are the following ones.
To begin with, healthcare organisations ought to adopt complete electronic prescription and discharge platforms to remove the opacities in communication of medication. Such systems should be obligatory in terms of drug name, drug strength, dosage (quantity and volume) and frequency; thus, minimizing the need to be subject to interpretation. The alert system must be automated to identify high-risk medications, including the usage of the so-called RED drugs, to avoid the improper prescription of drugs in a primary care environment. The errors caused due to the bad documentation and system fragmentation would decrease greatly this time thanks to this technological intervention.(Mondal et al., 2024)
Second, the governance systems of high-risk medications should be reinforced by improved accountability and audit procedures. There should be clear accountability structures whereby the responsibility of medication safety is shared between the hospitals, primary care, and pharmacy environments. Also, the implementation of the national and local guidelines needs to be supported by continuous professional development programme to make sure that all medical workers are in the position of knowing the medication safety guidelines.(Alghamdi et al., 2026)
Thirdly, multidisciplinary communication and collaboration have to be improved critically. SBAR is one of the structured ways of communication that should be standardised in all healthcare settings as it provides clarity and uniformity with regard to information exchange. It will be beneficial to define these avenues of escalation of medication-related issues to intervene in time and minimize the chances of another error moving up the ladder.(Yang et al., 2025)
Fourthly, leadership needs to focus on a robust patient safety culture. It is advised to implement transformational leadership style that would allow employee empowerment, open communication and promote the phrase of a non-punitive work environment where one is not afraid to raise some concerns. Lastly, close interaction between the patient and the caregiver should be enhanced by elaborate forms of education and counselling. There should be clear, standardised instructions, demonstration of methods of administering medication, and the use of the, teach back method to ensure that there is an understanding. The right dosing devices must also be made available, e.g. 1 ml syringes with small amounts. Patients and caregivers need to be empowered with relevant knowledge on how to avoid errors in the point of administration.(Hendy et al., 2025). These recommendations aim for developing the technical efficiency through decreasing medication errors by automation like discharge systems, electronic prescribing. Through the application of these strategies, healthcare organisations will be able to increase safety, better communication, and the possibility of such incidents happening in the future.
[bookmark: _Toc225938364]Summary of Findings
This study addressed systematic failures among hospital discharge, pharmacy dispensing, GP prescribing and compounded through weak leadership and governance. This analysis displayed that fragmented decentralisation and poor enforcement of main policies creates risks. Leadership styles were ineffective and failed to foster safe cultures. Lessons learned shed on the requirements to integrate communication, evidence-based leadership strategies and balanced governance for increasing patient safety.
[bookmark: _Toc225938365]Conclusion
This report has provided a critical analysis of the case of infant morphine overdose in the context of systems thinking, leadership theory, and organisational governance. Other healthcare organisations can learn about maintaining centralised governance with the decentralised frontline practices. It is supported by transformational leadership that is the core factor for eliminating the same incidents. Embedding rapid learning and evidence based governance ensures the resilience among health systems. The use of systems thinking has emphasized the presence of complex interactions between various pieces of the healthcare system that can result in a situation that predisposes patient harm. Moreover, the centralisation and decentralisation have been discussed and it has been learned that although there were governance structures, they were not sufficiently integrated with the local practice and hence there are accountability and oversight gaps.
[bookmark: _Toc225938366]
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