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Executive summary
The overall report has reflected the case evidence of Public Health and social care in practice by taking the reference of the NHS considering the case information about over limit dose of morphine to a 4-year old child. The report has provided a brief understanding of the background along with the problem and leadership context associated with the case study. Valuable lessons learnt from this problem have clearly reflected the necessity of integrating situational leadership along with decentralized decision making. Recently, the NHS is also suggested to consider the duty of quality along with autonomy and digital medication management software to avoid medication errors in future. 
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1.1 Background and purpose of the study
The present study denotes the evidence of infant morphine overdose in the NHS for a child. A 4-year old child in the North East and Yorkshire received the overdose of morphine sulphate oral solution by 20 times higher as compared to the intended dosage (NHS, 2023). In this case, the GP stated morphine sulphate solution at a measure of 200 mcg in every 4 hours that was wrongly interpreted by the pharmacists as well as support staff to the child’s parents. This incident resulted in excessive overdose of ‘Red Drug’ with 3.8 mg instead of having 190 micrograms and also forced the necessity of providing medical emergency care (NHS, 2023). In this regard, the purpose of the current study is to define the problem with an Insight into the Case Context and Evidence Highlighting Leadership Implications. 
1.2 Leadership
Leadership is defined as a perceptual ability for influencing, inspiring and guiding people for obtaining common goals. In the health and social care environment, leadership is clearly reflected as the core element to drive compassion and person-centred care by maintaining collaborative and ethical practices (Schaub et al. 2022). Prospective skills of leadership considerably include adaptability and emotional intelligence, accountability and smooth communication. (West et al. 2015).



1.3 Centralisation, decentralisation and key leadership styles 
The concept of centralisation in health and social care is associated with concentrated decision making and planning for improving efficiency and standardised care quality (Shishkinz et al. 2025).For example Improved patient outcomes and efficiency are coherently signifying centralisation along with the attributes of resource allocation. Decentralization clearly reveals shifting decision-making and management in health and social care with re-distributed decision authority (Kwachou, 2025). As compared to centralisation, decentralised results in increasing community participation and regional decision-making that leads to faster decisions. 
Different leadership theories and styles are recognised for The purpose of Centralisation and Decentralisation including transformational, transactional and situational leadership. Transformational leadership theory highlights the perceived ability of leaders to guide and inspire the followers (Khan et al. 2025). The aspect of staff motivation is required for the NHS to eliminate medication errors through transformational leadership. Similarly, transactional leadership theory reveals the process of motivating staff through exchange of rewards or punishments. This theory also defines staff motivation as a topmost factor that aligns with the case study of the NHS to prevent medication errors. Situational leadership theory also denotes the alignment of leadership styles according to different situational needs (Xuecheng et al. 2022). Application of proper leadership style was missing in the NHS that raised the mentioned case study issue of medication error. Hence, different leadership styles are recognising the role of leadership as an influential parameter to comprehend the extension of health and social care quality.
1.4 Importance of leadership
Leadership is signified as the stair to succeed in change or crisis situations through appropriate strategic planning and direction. Restivo et al. (2022) reflected the evidence of lacking leadership efficiency and effectiveness on healthcare outcomes that also requires improvement. The current case of the NHS defines the necessity of modifying existing leadership style in order to prevent the occurrence of serious issues like medication errors. Hence, leadership is maintaining a transverse relationship in health and social care with patient experience and satisfaction. 
The present report would cover problem identification for the mentioned incident of the NHS along with providing real evidence and statistical information about wrong treatment. Apparently, the sequences of centralisation and decentralization would also be comprehended with the case study along with defining leadership theories and application. A small recommendation is also added in this case to denote the future plan of operations in the NHS along with suggesting effective leadership styles for sustaining improvement. 
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[bookmark: _Toc224664415][bookmark: _Toc224664435]2.1 Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture 
2.1.1 Describe the central problem 
[image: ]
Figure 1: Rich Picture to define the central problem
(Source: Self-developed)
The above figure demonstrates the faults and complexities in supplying proper medicines within hospital sectors. In this regard, morphine sulphate oral solution has been provided with overdose due to which a four-week-old baby reported with a more serious condition (NHS, 2023). The above rich picture also presents mistakes that are often considered in hospitals while providing a dose of medicines regarding patient care. Referring to this case, there are other examples and data based on national and global data that also supports this argument. According to a report of GOV.UK, approximately 2.2 million medical errors have been reported in England due to which patient safety as well as medication threat has been affected (GOV.UK, 2025). This information highlights major problems in the UK hospital where multiple drug issues and medical errors are affecting living standards. Henceforth, major causes such as medication errors and wrong practices in the healthcare field reflect on poor governance as well as decision-making in dealing with operational efficiency. 
2.1.2 Global Statistical Overview of the Problem[image: ]
Figure 2: Global patient safety challenges 
(Source: WHO, 2025)
The world health organisation (WHO) reveals the major issues within hospital sectors due to which numbers of injuries, excessive overdose of medicine and operational risk has been increased. The cost estimated regarding global medical errors has been considered as 42 billion dollars annually that reveals unsafe medication practices, errors and staff shortages (WHO, 2025). The above figure highlights key areas regarding health care systems identifying major activities as administration, monitoring, prescribing and transcribing during health-related practices. Henceforth, WHO also justified that patient safety has been recognised as common challenges due to unsafe medication practices that caused excessive red drug use during the case of a 4-week-old baby. 
2.1.3 National Statistical Overview of the Problem[image: ]
Figure 3: NHS’s report on patient safety challenges
(Source: NHS, 2022)
Patient safety is considered as common challenges around the world including the UK where NHS reviews their perspectives in analysing the major factors for causing the problems. In this case, wrong dose has been accounted for as 45 out of 100 that reveals serious concerns while treating patients with proper medication (NHS, 2022). This information also signifies the present case information in examining that wrong dose causes major challenges where a 4-week-old baby got affected from heavy red drugs dose. According to a report, prescription errors and drug doses along with unsafe practices have been examined where 6000 people were harmed by prescription errors within 2021 (Goodier, 2022). A pregnant woman also died at that time due to providing wrong usage of dosages and 29 people killed by following the wrong prescription during medication practices. This information also reveals internal as well as external case summary of 4-week-old baby cases where excessive doses of red drugs have been provided due to mistakes of doctors in mentioning 10mg/5ml. (Sutherland et al., 2020)


2.1.4 National Figures in a Global Context
[image: ]
Figure 4: Measurable statistics of IHI 
(Source: IHI.ORG, 2022)
The red drug case regarding a 4-week-old baby is explored by understanding different perspectives including the existing information from Institute for Healthcare Improvement. For example, IHI (Institute of Health Improvement) has developed 10 global strategic partnership in business process for developing connection with other nations (IHI.ORG, 2022). Furthermore, in case of developing strong connection with international aspects, IHI might reduce on the problem in connection to worldwide presentation. Furthermore, according to a report of IHI, several issues in healthcare refers to wrong use of abbreviation and providing wrong drugs due to which many people are killed by poor hospital management. This significantly aligns information with the current case where mistakes are considered from the doctor's side while writing prescriptions. (IHI.ORG, 2022).
2.1.5 Systemic Weaknesses Contributing to the Problem
The case of a 4-week baby in the context of excessive doses of red drugs reflects communication as well as an understanding gap along with poor leadership activities. In this case, the general practitioner issued a prescription for the review of the baby's health where the GP was unaware that about 100 micrograms/ml serving was already available (NHS, 2023). The baby is given an oral morphine solution containing 10 mg/5 ml as a result of this poor accountability in determining which composition with the appropriate quantity of medications will be appropriate. Therefore, it is evident from this data that general practitioners failed to manage pharmaceutical practices in accordance with regulations due to a communication breakdown and a lack of leadership.  (World Health Organization, 2017)
2.1.6 Role of Local, Regional, and National Governance
At the local, regional, and national levels, governance for drug safety works to promote safe prescription practices and lower medication errors. These governance mechanisms in this instance draw attention to deficiencies in medicine administration and leadership. These levels are described in Table 1 along with how they relate to the stated problem.
	Local 
	Regional 
	National

	Northeast and Yorkshire promote “The controlled drugs regulations 2013” in addressing drug control and emphasizes right ways to treat patients along with proper use of drugs (Legislation, 2026). For example, the present cases show the failure of general practitioners in providing drug doses to 4-week-old babies that need a proper coordination with previous and current prescription for getting better results. 
	Medication safety management is considered within different areas in the UK (NHS, 2025). Medication safety management influences this problem and promotes medication error policy in dealing with such challenges.
	The NHS has promoted NHS patient safety strategy 2 that mainly focuses on medication errors in dealing with complexities (NHS, 2022). Referring to this, all information and documents can be reviewed during this case that can help health care professionals to provide right doses of drugs.


Table 1: Level of governance 
(Source: Self-developed)
2.1.7 Underlying Challenges Supported by Data
The current problem related to this case highlights risk of patient safety outcomes that caused use of morphine oral solution with 10mg/5ml. For example, general practitioners followed the EPS prescriptions where 200 micrograms medicine was needed based on the baby’s weight and current conditions (NHS, 2023). However, it was not mentioned in the discharge letter that per serving of drugs will be measured under 10mg/5ml. It also shows the staff shortages where general practitioners did not understand and provide wrong doses. The action in terms of prevention reflects on communication between surgery and pharmacists that can provide a clinical conversation to address the patient safety issues (NHS, 2023). Henceforth, staff shortages also raised this challenge in providing wrong doses of medicines due to which healthcare professionals did not interact with the right way to review the medical documents and medicines. 
[bookmark: _Toc224664416][bookmark: _Toc224664436]2.2 Centralisation or Decentralisation within the Case Study
2.2.1 Centralised systems:
a) Concentration of Decision-Making and Example
The case of 4-week-old babies who received an overdose of morphine oral solution needs a well-structured healthcare system to address these issues. As per the view of Marzok et al. (2023), centralized decision-making systems refers to those organizations where decisions are granted from top management. This helps organisations to consider paths for dealing with complexities and plan for further improvements. Referring to this, NHS England can introduce a structured body in preventing wrong medical diseases and allow doctors to review the patient history for refilling reliable medicines. For example, the US government describes root cause analysis and computerised physician order entry along with clinical decision support systems that can help healthcare professionals to reduce impacts of medication errors (Scherbak et al. 2024). Moreover, electronic identification such as Barcode can be used for patient identification and providing right medications that can contribute in continuous improvement towards patient safety. Similarly, the NHS needs to focus on the electric systems along with patient identification that can help in managing medication dosages based on patient information. Therefore, investing in root cause analysis as well as computerised systems for the medication process would be beneficial for the NHS that can review drugs, patient’s history and better practices.
b) Strengths and Limitations of the Case Study
	Decision-making factors 
	Advantage
	Disadvantage 

	Centralised decision systems
	· Creates uniformity
· Clear signals to employees (Goel and Rahulamathavan, 2024)
· Provide clear path
	· Negative effects on nurses (Bigestans et al. 2023)
· Lack of creativity for further change 


Table 2: Advantage and disadvantage of centralised decision-making systems 
(Source: Self-developed)
The above table presents a comprehensive view in understanding the advantage of centralised decision systems that effects on motivating factors to enhance nurse engagement within healthcare sectors. However, there are also disadvantages in centralised decision systems where lack of creative tasks refers to complexities in managing medication practices for better health outcomes (Maine et al. 2022). The NHS can manage the order of cases in the context of wrong prescription, heavy drug usage and medical errors by introducing staff engagement for better care plans. Following the centralised decision system, the NHS has introduced medication error policies that are often considered to promote patient safety outcomes by supporting the number of staffs in dealing with situations (NHS, 2025). The purpose of medication error policy reflects on better decision support within the NHS that can be able to reduce medication errors. Henceforth, considering a centralized decision process can be beneficial for 4-week baby cases where medication error policy can play an important role to promote right drug usages. (NHS, 2025).


2.2.2 Decentralised systems: 
a) Distribution of Authority and Example
Decentralised decision systems are recognised within the organisation where decisions are processed at various labels to do the prior changes. In this context, decentralized decisions are categorised into smaller groups and segments in order to drive easier processes for better results (Tavares et al. 2024). The application of decentralisation can be adopted during this case where multiple activities like doctor meetings, prescription detailing and infant of drugs can be considered at different stages. For example, the NHS significantly applies decentralised decision-making systems regarding its supply chain networks that are able to demonstrate technical, commercial and financial capability in meeting requirements (NHS, 2025). Using the application of decentralised decisions, the NHS can be rewarded for introducing a planned healthcare system that will be able to manage multiple work complexities. Thus, incorporation of decentralisation would ensure transparent treatment for 4-week-old baby cases where screening, reviewing and documentation can be considered to address use of wrong drugs. 





b) Critical Evaluation of the Case Study: Strengths and Limitations
	Decision-making factors 
	Advantage
	Disadvantage 

	Decentralised decision systems 
	· Quick decision 
· Response time
· Better ability to expand brand value (Monastyrskyi et al. 2024)
	· Coordination challenges (Hanisch et al. 2025)
· Incongruity in operations 


Table 3: Advantage and disadvantage of decentralisation 
(Source: Self-developed)
The concepts of decentralisation can be considered in relation to the present case that will be able to transform the health care operations. In this case, application of decentralisation can be adopted by healthcare professionals in managing health practices along with proper usage of drugs. However, applying decentralisation decision systems is more challenging in dealing with coordination that can negatively impact the patient outcomes (Dougherty et al. 2022). Application of decentralisation decisions will allow health managers to maintain proper staffing within the hospital that can review prescriptions in reducing impacts of overdose during clinical practices. Henceforth, decentralisation might promote diverse teamwork during clinical practices that can re-check use of drugs and quantity in reducing the medication errors. 
[bookmark: _Toc224664417][bookmark: _Toc224664437]2.3 Leadership Theories and Application to the Case Study 
2.3.1 Application of Transactional Leadership Theory
Figure 5: Application of transactional leadership theory
(Source: Self-developed)
The case of morphine overdose shows major gaps of compilation, rules and procedures regarding medication practices that outline adoption of transactional leadership theory to address the issues. According to Selvarajh and Arif (2025), transactional leadership theory is often considered within healthcare for promoting rules and establishing compliance systems for dealing with complexities. Transactional leadership can help leaders to follow red drug policy during medication practices that will be able to monitor dosage. Transactional leadership mainly focuses on structured performance within healthcare organizations that establish protocols and execute short-term tasks in dealing with complexities (Al-Rjoub et al. 2024). Referring to this, considering application of transactional leadership theory will be beneficial for following protocols and rules regarding medication practices that can reduce the number of wrong drug usage. 
Transformational leadership theory
[image: ]
Figure 6: Transformational leadership theory
(Source: Fischer et al. 2022)
The present case highlights lack of clinical support because of poor governance due to which medication errors have been observed. Following the principles of transformational leadership in healthcare, leaders are encouraged by visions and promoting a safe culture for clinical practices (Fischer et al. 2022). Health professionals during this case can apply transformational leadership theory that will prioritize better medication by using proper medicines and dosages to enhance patient safety outcomes. As an example, the NHS promotes transformational leadership that will foster innovative ideas in building healthcare infrastructure for dealing with uncertainties and complexities (NHS, 2024). Hence, application of transformational leadership can be adopted that could allow general practitioners to focus on patient record in understanding the right report of prescriptions. 
2.3.2 Evaluation of Leadership Style Effectiveness
The above discussion highlights the application of transformational as well as transactional leadership in the context of command-driven and purpose-driven that were not followed during the case of overdose medicine. The case reveals that general practitioners were unaware about patient information and medicines which were already being given (NHS, 2026). This information highlights lack of vision towards patient safety and entertained the principles of Red Drug usage. Hence, leadership styles such as transformational as well as transactional can be considered for dealing with these types of issues while treating patients in enhancing patient outcomes.
2.3.3 Leadership Orientation: Reactive or Proactive
During the case of infant morphine overdose, leaders were not proactive and reactive in reviewing the prescriptions on priority basis because of excessive dosage of red drugs to 4-week-old babies. It has found that pharmacies received prescriptions via EPS (Electric Prescription Systems) where dosages were already mentioned with reliable quantities (NHS, 2023). However, discussion with general practitioners confused pharmacy professionals due to the medicine dosage set with 10mg/5ml. Hence, this information shows how hospital management entertained this kind of cases and provided dosage of red drugs without examining the prescriptions.
2.3.4 Data Insights on Leadership Effectiveness
The present case reveals lack of leadership interference while dealing with medication practices towards better health for a 4-week-old baby. It has been examined that the pharmacy dispensing label mentioned medical abbreviation as “PRN” that was not clearly interpreted with the medicine description (NHS, 2023). This created challenges for pharmacists and general practitioners and also for parents without prior knowledge the process of measuring dosage has been discussed. Thus, safety outcomes have been affected due to lack of prior information regarding red drug usage where leaders such as general practitioners and pharmacists provided wrong medicine to harm health. 
2.3.5 Alternative Leadership Approaches for Improvement
Distributed leadership:
The application of transactional leadership can be aligned with distributed leadership context in dealing with this challenge of infant overdose. The above discussion reveals lack of clarity and misunderstanding due to which mistakes have been repeated. Application of transactional leadership, information distribution can be prioritized in order to promote equal responsibility to doctors, pharmacists and prescribers (Ali and Khan, 2023). It can reduce errors by promoting screening of information multiple times. Hence, distributed leadership functions can be adopted along with transactional functions that can establish a new system in dealing with infant morphine overdose cases.
Emotionally intelligent leadership:
The case reflects on key leadership as transformational leadership can be applied for emotionally intelligent people that show empathic behaviours in dealing with complex situations. According to Arghode et al. (2022), transformational leadership is often considered along with empathic approach along with safe culture. Referring to this, general practitioners can create a safe environment for medication practices that will promote the right term to use Red Drugs based on patient conditions. 
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2.4.1 Interaction between Leadership and Governance in Shaping Outcomes
The defined problem context in the NHS has clearly demonstrated the failure of leadership and governance that resulted in such levels of medical negligence or error. The case study completely disclosed the negligence from pharmacists on duty alongside the inability to understand the dose limits in the prescription (NHS, 2023). Hence, comparatively weak accountability of leadership and governance can be signified within the NHS that eventually result in such medication errors. The NHS is already reported to operate with a centralised hierarchy system at the national and regional level (NHS, 2022). The case study also revealed the consideration of systematic steps including calculation of the dose by the GP and sending the instructions to the pharmacist with prescription. In this case, the outcomes are clearly indicating a distinct farsighted vision of the leadership and management in the NHS by considering the need for maintaining effective communication during dealing with complex medication issues. Mulyana et al. (2022) has stated the implications of communication as a relevant leadership skill that also influences organisational commitment. In this context, the actions taken for preventing the incidents has denoted proper indication of the dose quantities alongside maintaining communication between the surgery and pharmacy for treating complex medical issues. 
The leadership and management of the NHS can be accused of emerging negligence in care standard and quality despite reflecting the preventative actions as denoted in the case study. The NHS leadership is already identified to emphasize on collaborating with the Care Quality Commission for improving patient health outcomes in compliance with the Health and Social Care Act 2012 (NHS, 2026). Referring to this quality standard, concrete failure of leadership and management can be signified within the NHS that created such medication error despite having comprehensive commitment towards improving patient outcomes. Hence, the failure of leadership and management is highlighted in the NHS that created such toxic evidence of medication errors. 
2.4.2 Missed opportunities and evidence-based solutions and present a discussion highlighting the problems, solutions and relevant data
a) Problem
Referring to the case study evidence, the raised problem clearly denotes the mistake of the pharmacist on duty to understand proper dose quality for morphine sulphate oral solution. The GP practice is also accused of not clearly indicating the dose quantities that raised confusion with the quantity units (NHS, 2023). Referring to this aspect, the current case study problem is comprehended as weak accountability of the leaders to consider care quality as a supportive stair to improve brand recognition in the health and social care environment. The overall evidence also defines violation of the care quality standard in the NHS that reveals the inefficiency of leadership and management alongside governance. 
b) Data
Referring to the evidence of medication error, the NHS staff and GP practice are accused of violating the care quality standard. As of global statistics, medication error has taken place as a comprehensive point of concern that is questioning the integrity and commitment of healthcare service providers. For example, WHO reports have clearly stated around USD 42 billion annual cost to be associated with medication errors (WHO, 2026). This rising evidence of medication error expenses is pointing serious questions to the integrity and commitment of healthcare service providers to ensure improved patient outcomes. 


c) Improvement 
Comprehending improvement for the mentioned case study issue, the preference of decentralization is largely signified. Oliveira et al. (2023) mentioned the benefits of decentralization in health and social care to enable a shift in the decision-making mechanisms by transforming from central authorities to the regional levels for improving efficiency. Hence, the NHS would be able to contextualize medication decisions with situational judgement by evaluating the right and wrong. The situational leadership theory can be evaluated for this purpose that reflects the application of appropriate leadership styles and vision as per the situational demands (Sikalgar et al. 2025). Hence, the NHS should align decentralization with situational leadership for empowering local teams with medication decision-making ability based on delegation style. The delegation style would enable decentralised decision-making with combined power of authority to the regional or departmental staff in the NHS. Based on this delegation, medication errors can be avoided through a contextual and decentralised decision framework for preventing overdose of ‘Red Drug’ as reflected in the case study. 
Apparently, concentration of digital reporting can be beneficial for improving the current situation by eliminating the medication error due to lack of proper understanding. The NHS has already implemented digital technologies like AI in order to transform the health and social care operations through a data driven approach by collecting data from GP practices (NHS, 2026). In this case, digital reporting is clearly certified as an improvement mechanism for the NHS that would enable clear information of patients' medical reports and medication details to the staff and GP practice for avoiding overdose. 
d) Interaction of system structure with leadership and feedback 
The system structure within the NHS has considerably reflected the preference of a hierarchical structure supported with centralised decision-making and transformational leadership. In this case, the centralised system has clearly interacted with the existing leadership style in the NHS as replicated through the vision of the pharmacist on duty. For instance, the GP practice was inquired about the discharge summary by the community pharmacist in the NHS (NHS, 2023). Despite having this discussion, the morphine sulphate solution dose became over limit due to lack of understanding of the quantity units. In this regard, the existing transformational leadership of the NHS is also questioned due to the occurred medication error. Apparently, the system feedback has eventually denoted the necessity of conducting face-to-face medicinal reconciliation that could have helped in identifying the unavailability of 100 mcg/ml dose for the child (NHS, 2023). In this case, effective interaction of the system feedback with leadership style and system structure is contextualized to open up wider necessity of decentralisation along with delegation based situational leadership to prevent medication errors. 
e) Lessons for other health organisations 
Other respective healthcare organisations can consider the mentioned case evidence as a prior symptom of medical negligence. In this case, digital reporting of patient medication status can be comprehended by the healthcare organisations as an integral part of avoiding medication errors and negligence. For instance, the evidence of Mayo Clinic can be reflected precisely on digital information and communication technologies with virtual visits for empowering remote healthcare access (Mayo Clinic, 2024). In this case, the healthcare organisations can also learn about the necessity of referring to standard care quality by maintaining active communication to avoid misunderstanding and medication errors. 
f) Continuous improvement and accountability based on data and evidence 
The recognition of continuous improvement and accountability largely depends on the continuation of care quality standards under the defined guidelines in the UK. For example, the UK has actively included the NICE (National Institute for Health and Care Excellence) framework with contextual emphasis on ensuring safe medication management and handling of errors to provide person-centred care (NICE, 2026). This evidence details the platform to integrate continuous improvement with enhanced accountability to secure accurate medication management without any error. As evidence, more than 237 million medication errors are reported in the UK per year (BMJ, 2026). Hence, the NHS can integrate continuous improvement through enabling strict application of the NICE guidelines for eliminating medication errors. 
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3.1 Summarisation of what should be done 
The NHS should profoundly introduce strict guidelines with zero tolerance regarding any error or issue in patient medication. In this case, the NHS should look forward to entitle precise Health and Care Quality Standard as a pathway to apply the duty of quality in practice across entire services (NHS, 2023). This duty of quality should be comprehended by the NHS as a complimentary measure for empowering service quality and standards by erasing medication errors. Apparently, the NHS must ensure digitisation of patient health and medical records in order to enable accurate measurement and injection about the dosage. This action would enable the NHS with digital disclosure of patient medical conditions to ensure appropriate dosage as prescribed. 


3.2 Recommending most effective leadership style
The NHS should consider the delegation style of leading through the situational leadership concept. Under situational leadership theory, delegation style enables less engagement of the hierarchy or leaders in the decision-making process (Mulyana et al. 2023). Hence, the formulation of this decentralised decision-making would enable the NHS with situational judgement of the patient's medical conditions and medication details. Apparently, the delegation style of leading would also empower internal staff motivation within the NHS that may also add a greater value to signify continuous improvement attributes by empowering situational judgement ability.
Suggestion for empowering governance, communication and system integration 
The extension of communication and governance within the NHS must be deployed through entitling decision-making autonomy. As opined by Botes (2023), autonomy in decision-making extends individual capability of considering self-determined choices aligned with individual values by fostering responsibility. The case study of the NHS has considerably reflected potential areas of improvements particularly in-patient medication details reporting and communication. In this regard, the extension of digital communication is suggested for the NHS through advanced communication platforms (NHS, 2026). Apparently, the contextualisation of digital reporting of medication details would also enable explicit governance efficiency for the NHS based on clear and timely information to ensure improved care quality standards. The clause of continuous improvement is already entitled within the visionary focus of the NHS for improving service quality and safeguarding with high care standards (NHS, 2023). In this case, the NHS is suggested to integrate zero tolerance policy as a substantial and supportive parameter to empower strict prohibition to care negligence and medication errors for enhancing patient satisfaction and experience. 
3.3 Actions to enhance technical and allocative efficiency 
The NHS is clearly recommended to comprehend technical efficiency by including advanced medication management software and digital tools. For example, the NHS should be attentive to integrate Well Sky, a digital medication management software integrated with automation and streamlined clinical workflow (Wellsky, 2026). This mentioned facility of the medication management software is highly beneficial for reducing the chances of errors. Referring to this understanding, the inception of this data driven approach is clearly suggested for the NHS as an integral part of eliminating the mentioned sequence of medication error and misunderstanding of the quantity units as prescribed. Alongside this, digital resource allocation management is also suggested for the NHS in order to ensure extended efficiency in operations and medication management (NHS, 2023). Application of advanced scheduling software can be highly beneficial for the NHS to comprehend enhanced allocative efficiency.
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4.1 Summarise the main findings of your case study and analysis
On a summarisation note, the case study analysis revealed real examples of infant morphine overdose cases that affected a 4-week-old baby. In this case, lack of leadership has reflected on unawareness about the medication doses that caused a serious reason of excessive overdose. Application of leadership styles such as transformational, transactional and situational has been considered and aligned with this case to understand its relevance in managing significant clinical practices. The study summarised drug policy, medication policy and better medication management that can help healthcare professionals to deal with complexities.
4.2 The Role of Leadership, Governance, and Systems Thinking in Driving Change
The importance of leadership is essential regarding this case that can establish a significant and safe culture for clinical practices. Regarding this, the role of transformational as well as transactional leadership that can be often considered during this case in applying vision towards patient centric culture and following rules regarding medications. Driving change has also reflected on policies such as medication error policy, red drug policy and zero tolerance policy that referred to system thinking in dealing with infant morphine cases. 
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