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[bookmark: _vpa44j2yaz2d]1. Introduction 
The case study report will discuss “Case Number 1: Serious Incident Case Study: Infant Morphine Overdose Investigation Summary & Learning”. Medication errors are a critical health and social care system concern, and patient safety is one of its priorities, although the problem continues to pose severe threats to patients across the world (Anjum, Din and ASHRAF, 2024). The case study that has been examined in this report involves a four-week-old baby in the North East and Yorkshire area, who overdosed on the oral dose of morphine sulphate by about twenty times the recommended dose as a result of a dispensing error (Northyorkshireccg.nhs.uk, 2023). The baby received a bottle of morphine 10 mg/5 ml solution, which should not have been replaced by a 100 micrograms/ml one as per the prescription made. Even though the baby survived because of the treatment with naloxone, the data provided by the national incidents show that it was the fifth similar case since 2018, and at least one of the former cases caused the death. This event raises serious issues in the area of medication safety, system management and leadership in the healthcare organisations (Northyorkshireccg.nhs.uk, 2023).
According to the concepts of Ciekanowski et al., (2025), leadership contributes highly to avoiding such occurrences, and safe healthcare provision. The concept of leadership can be defined in health and social care as a capacity to manage people or teams in order to accomplish organizational goals in a form of patient safety, quality improvement, and delivery of services. Good leaders promote teamwork, maintain responsibility and develop systems that reduce risk and improve performance of an organisation.
Centralisation puts the decision-making in the hands of the highest level of organisation in position, as well as policies are uniform, and strict control is maintained. Decentralisation, on the other hand, sharing of authority among various levels, gives lower-level managers the ability to respond swiftly. There is also impact of organisational structures on effectiveness of leadership. Centralisation causes the decision-making power to be centralised to a bigger position in the management level, which may encourage the discipline of consistency, uniform policies and good governance. Decentralisation, conversely, transfers decision-making power to various tiers of the organisation, allowing professionals in the front line to act fast in responding to local problems and enhancing responsiveness (Ohrling, Solberg Carlsson and Brommels, 2022). The two strategies may have positive and negative ends in the circumstances related to healthcare provision and crisis management.
Various leadership theories offer theories in explaining the way leaders react to the difficult healthcare problems. Dong (2023) represented that transformational leadership orientation is dedicated to staff inspiration based on vision and motivation to introduce organisational enhancement, and transactional leadership orientation is devoted to structured and definite frameworks, check-ups, and compensation systems. According to situational leadership, Jerab (2023) opined that a competent leader can vary their leadership style based on the competency of the team members and the urgency of the situation. The choice of an adequate leadership style could be important especially during crisis or a changing situation as unsuccessful decisions to adopt leadership can result in increased failures of the systems, and successful leadership decisions can lead to learning, responsibility, and safer patient care environments.
The case study will be analysed based on systems thinking in this report to identify the underlying problems in the healthcare system. It will discuss the centralisation and decentralisation at the incident, use of relevant theories of leadership to make sense of leadership reactions and critically make judgements on the lessons learned. Lastly, evidence-based recommendations will be proposed in the report to enhance leadership practices, governance arrangements and patient safety outcomes in healthcare organisations.
[bookmark: _ftgi8fc7u7hy]2. Main Body 
[bookmark: _y2k7uepi57e9]2.1 Identifying the Problem Using Systems Thinking 
[bookmark: _lcf1a7705x9c]2.1.1 Key Issue in the Case Study
The main problem in the chosen case study is a critical medication dispensing error which comprised morphine sulphate administered on a four-week-old child in the Northeast and Yorkshire part of England. Morphine sulphate 100 micrograms/ml was ordered as the baby but morphine 10 mg/5 ml solution was dispensed by the pharmacy leading to overdose, which was about twenty times of the desired dose. The baby had to be provided with emergency care with a naloxone to overcome the opioid impact and luckily survived. Nevertheless, incident reports show that this was the fifth similar case of morphine overdose in infants since 2018 to have been reported in England, and at least one of them had resulted in a fatal outcome (BMJ, 2020). The given incident signifies a severe defect in the medication management system and brings up the issues of leadership control, safety protocols, and organisational regulation in healthcare organisations. These kinds of medication safety errors indicate that the organisation and the system may have areas of weaknesses in belonging to the processes of prescribing, dispensing, and administration, and thus, the problem should be analysed at both levels.
[bookmark: _lualt65adafv]2.1.2 International statistics on Medication errors
[image: ]
Figure 1: Patient safety on medication
(Source: World Health Organization, 2017)
It is well known that medication errors are a significant patient safety issue on the global level. Referring to Figure 1, The World Health Organisation (WHO) reports that medication-related harm kills at least one person daily and harms about 1.3 million people every year all over the world (World Health Organization, 2017). According to the estimation of the WHO, medication errors cost the world about US 42 billion annually, which is close to 1% of the worldwide spending on health (WHO, 2022). These data points demonstrate how big of an issue this is on a global scale in healthcare systems. Medication errors are made at various points in healthcare provision among them being prescription, dispensing, and administration and monitoring. Studies indicate that paediatrics patients are prone to this as the doses of their medications are subject to calculation based on their body weight and hence this predisposes them to dosage errors or dispensing mistakes (D’Errico, 2022). The case of morphine overdose thus represents a bigger patient safety issue on a global scale, with medication management systems still reported to jeopardise health of patients.
[bookmark: _7venjrrh6id]2.1.3 Medication Japan Statistics on Medication error
In the UK, medication errors are an important patient safety issue in the National Health Service (NHS). A study commissioned by the UK government had estimated that approximately 237 million medication errors are taking place every year in England, with a significant portion being minor with no harm caused (BMJ, 2020). However, some 237 million of the incidents are believed to be potentially clinically significant, which means that it can harm patients (Cattell et al., 2023). It has also been emphasised by the NHS Patient Safety Strategy that there are thousands of medication incidents reported annually in paediatric and neonatal services, where accurate dosing is crucial throughout the service (Alghamdi et al., 2021). Infants and neonates are especially susceptible since a minute change in dosage would endanger the baby with severe side effects (Anbalagan, Mendez and Falkowitz, 2024). The morphine overdose case can thus serve as a wider issue on the country level where the medication safety systems need to perform efficiently to avoid casualties especially during the high-risk position in neonatal care.
[bookmark: _rhsf7h33lngp]2.1.4 International Patient Safety Organisational Evidence
The international patient safety organisations also shed lighter on the extent of medication-related injury. According to the reports of the Institute of Healthcare Improvement (IHI), an adverse drug event occurs in between 5 and 10 per cent of hospital stay and most can be avoided with the improved safety systems and implementation of leadership (WHO, 2026). The IHI focuses on highlighting the fact that medication errors are often predetermined by weaknesses in the system, including the ineffective communication between medical workers and the absence of the verification mechanisms and the insufficiency of the monitoring process (Mutair et al., 2021). Comparing these findings to that available in the NHS, it can be stated that the morphine overdose case is not a driving example of a local failure but it is a subset of a broader trend of medication safety concerns encountered by healthcare organisations globally.
[bookmark: _plskqmguh4dc]2.1.5 General Systemic Weaknesses that Have Contributed to the Problem
The case study is representative of a number of weaknesses in the healthcare systems. Communication and verification processes between the professionals in the medication pathway is one of the most severe problems that became broken. The related clinician, the pharmacy personnel that dispenses the medicine and the medical staff that administers the drug all have significant roles in verification of medication safe time (Tariq et al., 2024). In case there is not enough verification or communication between professionals, an error may be transmitted through several cycles of the system and go unnoticed. Besides, the fact that almost the same morphine-related cases have occurred in the past already indicates that learning of past safety events might not be in full practise in the entire healthcare sector (Reader and Gillespie, 2026). This reflects organisation accountability and knowledge-sharing systems that are weak and that are aimed at enhancing patient safety.
[bookmark: _cvgh0zbzgzbt]2.1.6 Levels of governance that have an impact on the incident
Governance structures that existed at various levels in the healthcare system contributed to the medication error. The local level of the incident entailed the breakdowns in the pharmacy dispensing system, as well as, the process of medication verification (Tariq et al., 2024b). On the regional level, governance bodies of healthcare in the area of the North East and Yorkshire address the systems of incident reporting and monitoring of patient safety (north east, 2023). The national level includes the design of patient safety policies, medication safety-related regulations, and incident reporting systems by the NHS and other associated regulatory agencies (NHS England, 2022). The fact that the incidents in this case, as well as the ones that have happened before, are similar, may imply that the mechanisms of governance are in need of reinforcement to ensure that recurrent medication errors are avoided.
[bookmark: _v4oyrcjtisfo]2.1.7 Systemic Problems in the Healthcare System
Healthcare systems are faced with some structural issues that predispose them to medication errors. Staffing shortages constitute a significant challenge in the NHS and recent workforce reports have found tens of thousands of staffing gaps in clinical posts, such as nurses, pharmacists and so on (Khan, 2023). Staffing problems may also cause higher workloads, fatigue, and time pressure, which are all identified risk factors of medication errors. Moreover, healthcare organisations tend to work with tight financial resources and contend with the growing patient’s pressure that may strain organisational safety procedures and resources. These issues underscore the role that organisational and structural factors may play towards safety risks in a healthcare setting (Pool et al., 2024).
[bookmark: _mqag366mufx5]2.1.8 Rich Picture
[image: ]
Figure 2: Rich picture
(Source: Self-developed)
The rich picture highlights how medication dispensing has been influenced by different interconnected elements such as hierarchical policies, healthcare actors, IT systems, and monitoring systems. It also reflects how system weaknesses such as limited audits, poor communication, and organisational pressures can create emotional responses such as staff anxiety and patient fear that can also affect patient safety outcomes.
[bookmark: _tl6virwtk6j]2.2 Centralisation vs. Decentralisation
Knowles (2024) explains how different governance systems within the health care can influence the decision-making, sharing of responsibility and safety practices. Centralisation gives power to the national leaders or seniors in the program and decentralization gives power to the local teams and front-line workers. The UK NHS has shown evidence of centralised oversight decreasing the number of prescribing errors by 15% since 2018 reforms (Rodgers et al., 2022) but 22% more are reported by decentralised trusts in a 2022 audit since no uniform protocols (Care Quality Commission). An example of such interaction between local autonomy and central directions that compromised medication safety and responsibility is a 2017 infant diamorphine overdose at a Midlands hospital.
[bookmark: _75wgh7zb0f40]2.2.1 Centralised System in Healthcare Governance
Centralised healthcare systems have a hierarchical decision-making framework in which the authorities at the national or regional levels make decisions on policies, protocols, and regulations (Shishkin et al., 2025). The NHS in the United Kingdom follows a comparatively centralised system of governance, with the national patient safety, medication prescription, and pharmacy practice guidelines recommended by the organisations of NHS England, Care Quality Commission (CQC) or National Institute of Health and Care Excellence (NICE) (McLeod et al., 2014). These organisations established uniform policies to provide uniform healthcare delivery and safety of patients throughout the nation.
According to Cordero-Pérez et al. (2026), one advantage when using a centralised method is that safety procedures have been standardised; this minimises clinical practice variations but make sure that high-risk drugs, including morphine, are handled in the same way across health care systems. It assists in making sure the safety of the patients as it presents distinct national guidelines and accountability mechanisms. Nevertheless, one of the biggest minuses can be noticed in this case study where the centralised policies failed to communicate to safe local practice. The dispensing error indicates that the frontline personnel might have used policy presence as opposed to active checking. In addition, centralisation may constrain responsiveness and flexibility, because decision-making is no longer carried out by frontline professionals, which may slow down crucial checks and make locally own safety process.
[bookmark: _qr2u5k31iqp7]2.2.2 Healthcare Governance with decentralised Systems
Decentralised healthcare systems spread decision-making of the organisation to diverse levels so that the front-line professionals are able to make operational decisions regarding the treatment of patients (Sujata Sapkota et al., 2023). The NHS is a part of the sector where the most clinical choices are made at the local level within hospital trusts, and pharmacy departments, whereas policy and safety standards are established at a national level. In the morphine overdose scenario, it was the local pharmacy staff who had a responsibility of dispensing and verifying the drug, besides prescription being made by a clinician. This shows there is decentralisation whereby the frontline staff make decisions regarding the medication processes depending on their professional judgement and local practises.
The benefit of decentralised systems is that the response will be faster and flexible in decision-making. Doctors who can have direct contact with patients can change care based on requests and need of the patient. According to the reports by NHS workforce and clinical practise, indicates that more than 70 percent of drug-associated resolutions are being implemented at the ward or the department level, thus presenting the significance of a frontline authority in healthcare delivery (Åhlin, 2026). In this way, decentralisation will enhance efficiency and accountability in the clinical settings. Nonetheless, decentralisation may also pose a problem in terms of same safety practises. Decentralisation of authority can make errors in staff more likely since different staff with varied experience, as well as training and local processes, may be active. Such statistics imply that the weaknesses in the local checking procedures and communication can permit medication errors. In the case of morphine overdose, the wrong concentration of morphine was dispensed which was not identified and this implies lack of effective local checking procedures.
[bookmark: _cp0hp7lbf15r]2.3 Leadership Theory Application 
According to the concepts of Kyei et al. (2024), the case of infant morphine overdose suggests the role of leadership decisions in the issue of patients, communication, and responsibility within health systems. The estimated number of medication errors every year in England alone is 237 million, which causes about 1,708 deaths and costs the NHS approximately 98.5 million annually (BMJ, 2020). There are three theories of leadership that are especially applicable to the case under analysis: transformational leadership, transactional leadership, and situational leadership. The usefulness of these leadership styles will, however, be determined by their suitability to the high-risk clinical scenarios like medication management. The role of leadership, in this case, was manifested half-heartedly, as the operational level of safety systems failed.
[bookmark: _lvmaekjjgay6]2.3.1 Transformational Leadership
According to Gupta (2025), transformational leadership is founded on the motivation of employees, innovation and learning in the organisation. Such leadership was not particularly conspicuous in the context of the given case since the organisational culture was lacking in complete proactive questioning and issue-escalation. Studies such as Slil et al. (2025) indicate that organisations that have a high transformational leadership score attain positive scores in safety culture and staff morale. This implies that leadership was reactive and not proactive as it entailed counter action to the incidences instead of preclusion. NHS staff surveys suggest that organisations that engage their staff more report improved patient safety outcomes and reduced rates of incidents, demonstrating the need to have proactive, purpose-oriented leadership. Transformational leadership would have played a key role in the situation of the morphine overdose case to avert the accident. 
[image: ]
Figure 3: Transformational Leadership
(Source: Cherry, 2023)
According to Umeano (2024), a transformational leader would ensure high standards of medication safety through the enforcement of unique communication among pharmacists, nurses, and prescribers besides compliance with the strong medication safety protocols that should be implemented like the uses of the double-check system and electronic warning systems. Referring to Figure 2, a transformation leader should have characteristics such as supportive, attentive, honest, passionate, and authentic and adaptable (Cherry, 2023). This is also a problem with poor safety culture and psychological safety of employees, as the situation fails to conclude with the identification of the incorrect concentration. This is also a problem with poor safety culture and psychological safety of employees, as the situation fails to conclude with the identification of the incorrect concentration. The fact that approximately a half of medication errors involve administration errors and, in these cases, the significance of frontline leadership and safety culture cannot be overestimated. It would have also been possible to prevent the incident with stronger transformational leadership that motivated staff to report near misses and the question prescribing decisions.
[image: ]
Figure 3: Common Types of Medication Errors
(Source: Pharmaceutical press, 2024)
According to Pharmaceutical press (2024) evidence, drug administration error takes favour of around 54% of the total medication errors which covers the necessity of frontline safety culture alongside leadership management [Referring Figure 3]. Transformational leadership should have been more built, so, it is possible that the healthcare staff would have been more prone to question continuing prescriptions, report near misses, or further develop the concerns regarding drug labelling and packaging. As such, transformational leadership may have changed the organisational culture of the organisation towards solving problems reactively to proactively improving patient safety.
[bookmark: _mm6xzqrhwblk]2.3.2 Transactional Leadership
The transactional leadership style focuses on systematic oversight, performance review, and strict accountability tools (Swan, 2022). In this case, transactional leadership was present through strict prescribing policies for high-risk drugs. However, its implementation was insufficient at the operational level, indicating gaps in monitoring and enforcement. The application of transactional leadership would have been suitable in the case of the morphine overdose due to the possibility to establish strong medication control (northyorkshireccg.nhs.uk, 2023). The mistake was made, even though the policies were quite clear, which implies that the leadership depended on the compliance based on the rules but did not guarantee the compliance by the active supervision. This is representative of a responsive, dictatorial style as opposed to ongoing surveillance. The necessity of stricter transactional controls is supported by the data provided by BMJ (2020) that reports errors in prescription and dispensing at 21 and 16 percent, respectively. Nonetheless, too much transactional leadership can restrict the involvement of the staff and deter submission of mistakes.
[bookmark: _tqen9518fynq]2.3.3 Situational Leadership
Situational leadership as per perceptions of Klarström, Adnan and Ek (2025) suggests that the leader must be able to modify his/her style of leadership, depending on the competency of the team members and situation complexity. Situational leadership involves a leader making adjustments according to circumstances and competency of the staff. In this instance, the situational leadership was not well used, as the leaders were not able to be directive with high-risk cases of medication and supportive with learning and reporting.
Situational leadership would in the case of the morphine overdose have involved leaders adopting a directive style when carrying out high-risk clinical processes, such as prescribing and dispensing of medication, and participatory style when undertaking processes like safety training and organisational learning. As an illustration, the leaders are supposed to offer intricate instructions and oversight to junior staffs in charge of high peril medicines, and to promote relationship-based problem settling in the case of acknowledging safety incidences (Fukami, 2025).
According to evidence provided by Curșeu, Rijswijk and Schruijer (2025), healthcare organisations that employ adaptive leadership styles find it easier to rebound after clinical incidents happen faster and enhance staff engagement via collaborative learning. A suitable implementation would have comprised a tight supervision during the dispensing and learning after the occurrence. This emphasizes the fact that adaptive leadership enhances recovery and learning following incidents.
	Leadership Theory
	Application to Case Study
	Supporting Data & Critique

	Transformational Leadership
	Aids in the establishment of safety culture, motivates employees to report mistakes, and enhances communication between medical workers.
	The concept of medication errors and 237 million a year in England shows that the culture-based leadership should be improved (BMJ, 2020).

	Transactional Leadership
	Strict medication policies, checking and rechecking medication, prescribing and dispensing accountability.
	The significance of governance and monitoring systems is brought up by prescription (21%) and dispensing (16%) errors (BMJ, 2020).

	Situational Leadership
	Enables leaders to switch between directive and supportive styles based on risks and competence of the staff.
	Adaptive leadership has potential to enhance learning, as well as response, to incidents within multifaceted health care settings.


Table 1: Leadership Theory Application Summary
[bookmark: _cyn1jebxlb8o]2.4 Critique, Improvements, and Lessons Learned 
The morphine overdose incident of a four-week-old baby indicates major gaps in leadership, governance, and coordination of the system in the healthcare delivery department. Though the baby survived after being administered with naloxone, the given incident depicted loopholes in medication governance, communication, and safety observation procedures. According to Srivastava (2023), proper leadership and governance mechanisms can prevent such an incident, but, in this instance, the interplay between organisational structure, leadership behaviour, and system feedback systems has played a part in the unfavourable incident.
The gap between national safety regulations and the local implementation is one of the identified major governance issues present in the case. The healthcare governance of systems like the NHS is based on a mix of centralised policy regimes and decentralised functioning practices (Sapkota et al., 2023). As national organisations lay down rules on medication safety and categorise high-risk medications, it is the local healthcare provider who is to effect the policies in the process of prescribing and dispensing such drugs. 
According to evidence provided by Guntschnig et al. (2025), medication errors have become a common issue in lots of countries. One of the things that the world health organization has seen is that at least one person dies and millions of patients suffer every year due to medication errors and this has necessitated leadership and governance mechanisms that are more robust in order to achieve medication safety.
The next table includes main issues which were found out during the case study, supporting information and possible strategies to be improved.
	Problem
	Evidence/Data
	Improvement Strategy

	Weak medication verification systems
	The problem of medication errors has not gone away; studies show that medication errors in England happen 237 million times in the first instance primary care, hospitals, and care homes in a year (BMJ, 2020).
	Implement barcode medication administration systems and e-prescription in an effort to decrease dispensing errors.

	Poor communication and increase in procedures.
	Healthcare incidences have been connected to the failure in communication between professional and department.
	Use multidisciplinary safety briefing and formalized communication tools e.g. SBAR.

	Poor culture of incident reporting
	Wawersik and Palaganas (2022) were of the opinion that healthcare workers are reluctant to report to errors because of the hierarchical designs and fear of reproach.
	Ensure that a culture of just culture is promoted, where employees are free to report incidences without any chance of being punished.

	Gap between national policy and local implementation
	National prescript regulations on opioids do not eliminate the presence of local dispensing errors.
	Fortify clinical governance audits and demand regular medication safety training for staff.



Table 2: Key Problems Identified in the Case Study
The issue of psychological safety in healthcare teams is one of the important lessons learned in the case. Psychological safety is the presence of the work environment where the staff members are not afraid to raise concerns, report mistakes, and ask questions without the risk of being punished (Ewuzie and Obong, 2024). Studies indicate that healthcare organisations where safety cultures are strong, record more incidences of reporting and better patient outcomes. Had the staff members that were in the dispensing process been comfortable questioning prescribed drugs that had some reason or how they did not match the levels of their specific drugs, the mistake could have been realized sooner.
The way in which the incident was handled was also dependent on the style of leadership. Transactional leadership is used extensively in healthcare organisations and is concerned with adherence to rules and regulations (Abbas, 2025). Although this is a significant way of ensuring the maintenance of the standards of regulation, it might not bring about innovation or free communication. Contrarily, the transformational leadership style focuses on empowering employees, a common vision, and innovation. More convincing transformational leadership style in the case would have promoted proactive safety monitoring, engagement of employees and better reporting of incidents.
The other opportunity that was not tapped is the use of data to manage proactive safety. According to the opinion of Goekcimen et al. (2022), healthcare organisations are planning vast amounts of patient safety data with incident reporting systems, and even though this system is not always utilized efficiently to stop any future incidents occurrences. To illustrate the point, national patient safety reporting systems gather data on medication errors, but the occurrence of numerous similar situations, due to morphine overdoses, suggests that the effect of previous events was not utilized. 
The connection between system structure, style of leadership, and feedback mechanisms contributed immensely in influencing the way this case was handled. The centralised system of government offered the nationwide principles on opioid prescribing and medication safety (World Health Organization, 2025). However, decentralised operational systems implied that those professionals working on the frontline had the responsibility of putting these guidelines in practice. 
This case has a number of lessons that can be learnt by healthcare organisations. To start with, the issue of safety among patients should be considered a system-wide issue instead of an issue of individual health care professionals (Nacu, Constantin and Rogozea, 2025). To play on the negative side, organisational, technological and human factors make a good combination that leads to errors. Second, practice by the leadership should encourage cross-disciplinary communication, life-long learning, and teamwork. Third, patient safety data should be better used in healthcare organisations to discover patterns and avoid further occurrences.
[bookmark: _i627qmslrods]3. Conclusion
This report discussed a medication safety event that involved a four-week old baby who was overdosed on morphine sulphate four times as a result of dispensing error. It was revealed in the analysis that it was not a mere case of an individual human error, but it indicated systemic vulnerabilities in healthcare systems. Through the use of systems thinking, the report established that efforts made by the failure of quality communication, verification processes, and organisational control processes (enabled) the mistake. International and national data revealed that medication errors still constitute one of the most critical patient safety threats, and each year, the number of reported cases is equal to millions and the risk is very high especially in neonatal care.
It has also discussed the effects of organisational governance structure on patient safety. The NHS has centralised systems that offer national standards, national policies and national safety guidance to maintain uniformity throughout the healthcare organisations. Nonetheless, the decentralised aspect of clinical practise implies that frontline professionals have to play the role of executing the safety procedures in everyday activities. The case of morphine overdose identified the flaws in local verification processes and workforce pressures as possible influencers of system performance.
Moreover, the usage of the leadership theories demonstrated the significance of effective leadership in medication errors prevention and enhancement of safety culture. Transformational leadership promotes learning and the free flow of information, transactional leadership enhances adherence to safety protocols, and situational leadership helps leaders change their style in complicated clinical scenarios. Altogether, to make the healthcare organisations safer and more effective concerning the reduction of medication errors and coping with the overall health of patients, it is crucial to improve leadership practises, enhance governance mechanisms, and increase safety systems.
[bookmark: _lqbshhukq102]4. Recommendations 
Resting on the interpretation of the morphine overdose case, it is possible to suggest some practical and evidence-based recommendations on how to enhance patient safety, the effectiveness of the leaders, and governance in the healthcare organisation.  Therefore, the organisation must focus on redesigning of the system immediately, developing capacity to lead and establishing continuous monitoring procedures to avoid the reoccurrence of similar incidents. The recommendations are directed at empowering the leadership strategies, bettering the medication safety systems, improving the governance frameworks, and encouraging a learning organisation.
· Implication of transformational leadership style
To ensure continued long-term improvement, the organisation must use the transformational leadership style with an aspect of situational leadership. Transformational leadership promotes the leader to inspire the staff, develop a common vision of patient safety and support an organizational culture of life-long learning and innovation (Ouzounakis et al., 2025). Such leadership has been linked to increased staff engagement, enhanced culture of safety and improved patient outcomes in healthcare setting. Meanwhile, situational leadership enables leaders to change their style of management based on a situation and the urgency of the context. The role of leaders in the cases of medication safety crisis or other serious incidents may be associated with the more directive approach to the situation to provide quick decisions, whereas in the normal practice they are supposed to provide other frontline professionals with the opportunity to make a contribution to improving the situation in terms of safety.
· Strengthening of the governing systems
Second, there should be the strengthening of the governing systems where the national policies are effectively applied at lower level. Regular medication safety audits especially of high-risk drugs like opioids should be introduced to healthcare organisations (Sharma, Prakash and Medhi, 2024). Such audits are to observe the pattern of prescription, dispensing and safety rules observance. Besides, organizations must also set up accountable framework that would introduce responsibility towards medication safety among the pharmacist, clinician, and management teams. Effective clinical governance policies will assist in ensuring the safety policy becomes a consistent practice. In addition, accountability and transparency should be enhanced by using real-time incident reporting dashboards and establishing smooth avenues of escalation.
· Enhanced communication and systems integration
Third, there ought to be enhanced communication and systems integration between departments. Most of the time medication errors are brought about by miscommunication between the prescribers, pharmacists and the nurses. The structured communication, in turn, is something that the organisation should implement to create a standardized information channel within the healthcare profession, i.e., SBAR (Situation, Background, Assessment, and Recommendation) (Coolen et al., 2020). Moreover, the use of electronic prescribing systems and barcode medication administration technologies can considerably lower the dispensing errors risk because of providing accurate medication identification and checking the dosage. A blend of these systems within all departments will guarantee a smooth flow of data and minimize the disintegration of care delivery.
· Enhancement of technical and allocative efficiency
The other valuable suggestion is to enhance technical and allocative efficiency of healthcare system. Adoption of digital technologies that aid in the management of medications can be used to improve technical efficiency, including automated dispensing system and electronic patient records. The improvement of the allocative efficiency can be conducted through the assurance of the allocation of healthcare resources, such as staff training and safety monitoring systems, to high-risk areas, such as medication safety. Adverse drug events can be mitigated through long-range investments in preventative safety to curb adverse effects on healthcare costs. Moreover, lifelong training of the staff, patient participation in safety debate, and approaches toward co-production ought to be promoted to enhance constant learning and involvement of the stakeholders.
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