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Case Report: Improving Patient Safety Systems through Crisis and Transformational Leadership

Introduction 
This report evaluates a serious patient safety incident involving a four-week-old baby in North-East and Yorkshire area who received an overdose of morphine sulphate twenty times higher than prescribed (NHS England North-East and Yorkshire, 2023). The main objective of this case study analysis is to explore the nature of the way systemic communication failures at the secondary and primary care interfaces create catastrophic clinical risks, and to determine how strategic health management can prevent future episodes. Leadership in health and social care can be defined as the process of influencing, motivating and guiding multi-disciplinary teams to work together effectively to achieve shared goals, mainly the delivery of safe, high-quality patient care (West et al., 2015). Centralisation and decentralisation need to be balanced in effective healthcare architecture (Department of Health and Social Care, 2021). Centralisation places strategic decision making at a national policy or senior executive level and delivers clinical standardisation and good governance (NHS England, 2019). On the other hand, decentralisation takes power to the coalface, to local organisations such as regional ICBs or local practices, encouraging clinical freedom, responsiveness to local conditions and local problem solving.
When navigating complex healthcare transformations or clinical crises, different leadership theories are needed. Transformational leaders inspire staff, encourage open communication and drive culture change to fix broken systems. Transactional leadership is based on adherence, routine and close monitoring of performance which is essential to enforce rigid safety protocols like the "RED drug" boundaries (North Yorkshire Integrated Care Board, 2023). Situational leadership is about the ability of managers to adapt their style of leadership in real time to the clinical environment, the urgency of the situation and the maturity or competence of the teams they are leading.
The choice of leadership paradigm is of utmost importance in times of systemic crises. Misaligned leadership style can compound the breakdown in communication, alienate frontline staff, and perpetuate unsafe clinical practice (Francis, 2013). In contrast, strong and adaptive leadership cultivates psychological safety so that staff can report near-misses without fear of blame, which is crucial to building a resilient patient safety culture (NHS England, 2022). The report will contain a number of key areas including a full systemic analysis of the morphine overdose incident, an assessment of organisational governance structures, a critical review of relevant prescribing policies (General Medical Council, 2021) and strategic leadership recommendations to transform clinical practice and improve patient safety systems.
The following Rich Picture visualises the operational realities of the case study to delineate the complex interactions, uncoordinated processes and systemic tensions that led to this incident (Williams, 2015).
Rich Picture Analysis of the Case Study
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The Rich Picture reveals three toxic feedback loops and dependencies that undermined safety (Holden et al., 2013).
The Communication Disconnection Loop: A separate non-linear loop is formed when the acute hospital pharmacy refers families to community providers to avoid internal stock shortages (Wachter and Gupta, 2018). But, because the hospital is on a separate computer network, this re-routing is totally invisible to the regional ICB’s safety-monitoring systems (Macrae, 2016).
The Software Dependency Vulnerability The community pharmacy is wholly dependent upon commercial retail software that is oriented to standard commercial product codes and not the customized clinical formulations. Without an integrated digital link to hospital records, retail software strips away the specialist clinical context and presents a high-concentration commercial bottle as a valid substitute (Greenhalgh et al., 2017).

Workload-driven workaround loop: Clinical teams are facing acute workforce shortages and significant discharge pressures, relying on informal, manual workarounds to maintain patient throughput (CQC, 2023). These rapid workarounds consistently bypass the mandatory dual-practitioner verification steps in secondary care wards, reducing safety margins in favour of operational speed (Reason, 2000).
The Core Operational Failure and Clinical Context
The key issue to be discussed is a major preventable medication reconciliation and dispensing error within the NHS secondary to primary care interface in the North East and Yorkshire region (North Yorkshire Integrated Care Board [ICB], 2022). A 20-fold overdose of morphine sulphate oral solution was administered to a four-week-old neonate in an active failure that resulted in immediate acute respiratory depression requiring emergency life support. The error occurred when a community provider inadvertently provided the baby's parents with a commercially produced bottle of morphine sulphate oral solution at a high concentration of 10mg/5ml (2,000 micrograms/ml). The high dose stock solution was mistakenly issued instead of the custom compounded, low concentration 100 micrograms/ml formulation needed for safe neonatal therapeutic regimens (Patient Safety Commissioner, 2024).
The infant survived only because parents intervened in an emergency and because naloxone, an opioid antagonist, was administered quickly in an acute Accident and Emergency department. However, a later retrospective analysis of national incident repositories showed that this was not an isolated clinical anomaly. This is the fifth reported case of this type of structural failure in the NHS since 2018, one of which led directly to the death of a baby (Patient Safety Commissioner, 2024).

This repetitive breakdown highlights a severe failure to enforce "RED DRUG" clinical governance protocols. On regional joint formularies, the 100 micrograms/ml morphine sulphate oral solution is explicitly classified as a "RED DRUG – HOSPITAL ONLY" specials product (North Yorkshire ICB, 2022). Under standard NHS clinical governance frameworks, RED drugs must meet rigid criteria: they must be initiated solely by secondary care clinical specialists; the ongoing prescribing, clinical vetting, and physical dispensing must be retained entirely within acute secondary care infrastructure; and they must never be transferred to primary care general practitioners (GPs) for routine refill, nor routed through commercial community pharmacy retail networks (Royal Pharmaceutical Society [RPS], 2021). The systemic failure occurred when local acute discharge pathways broke down, causing a high-risk, hospital-only medication to bypass established structural boundaries and enter the uncoordinated community supply chain.

Global and National Data Saturation
This regional failure, when viewed through the lens of macro-level epidemiological and organizational metrics, is indicative of profound systemic vulnerabilities affecting modern healthcare delivery globally. According to the Global Patient Safety Action Plan 2021–2030 of the World Health Organization (WHO, 2021), medication-related errors are the major source of preventable harm and avoidable injuries in healthcare delivery systems globally. The issue leads to an estimated annual financial burden of $42 billion USD, representing nearly 1% of total global healthcare expenditure (WHO, 2017). According to the WHO (2021), adverse medication events account for 5 to 7% of all acute hospital admissions around the world. Importantly, global assessments have identified paediatric and neonatal populations as at three-to-five times higher risk of experiencing medication harm than adult cohorts (Donaldson et al., 2017). This increased vulnerability stems directly from the complicated calculations, micro-dose measurements, and custom dilutions needed to adjust for a neonate's changing weight and metabolic profile.
At a national level, data from the Care Quality Commission (CQC, 2023) and the National Reporting and Learning System (NRLS) indicates that there are over 237 million medication errors in England each year. This high volume of errors directly causes over 1,700 avoidable deaths per year and costs NHS England over £98 million annually in longer hospital stays and emergency corrective treatments (Sheikh, Storey and Cresswell, 2023).
These findings are placed in a wider global context by statistical analyses from international bodies such as the Institute for Healthcare Improvement (IHI) which show that the UK’s challenges are reflective of international safety trends. The IHI estimate that as much as 40% of all high-alert medication errors are precipitated at points of transition, particularly in the discharge of patients from acute secondary units to community-based primary care networks (Institute for Healthcare Improvement, 2022). IHI says these handoffs points suffer from fragmented communication, lack of coordinated digital tracking and vague clinical accountability around the world. This basically converts simple care handovers into very volatile zones for patient safety (Wachter and Gupta, 2018).
Systemic Weaknesses and Multi-Layered Governance
Using current human factors engineering and systems thinking models such as the Systems Engineering Initiative for Patient Safety (SEIPS) framework, there is no question that this medication error cannot be blamed on the carelessness of one clinician at the “sharp end” of delivery (Carayon et al., 2006). Instead, the incident was the result of a combination of latent conditions embedded in various levels of the organizational hierarchy (Reason, 2000). 
The breakdown highlights structural weaknesses in three main areas:
Communication Gaps
The acute paediatric clinic, primary care GPs and commercial community pharmacies all run on very different, non-interoperable, electronic health records (EHR). The community pharmacist did not have access to the specialist hospital notes which documented the unique 100 micrograms/ml dilution requirement (Greenhalgh et al., 2017). Therefore, they fell back on the normal retail procurement systems which only identified the highly concentrated commercial 10mg/5ml bottle (RPS, 2021).
Accountability Gaps
Responsibility was divided among a number of autonomous legal entities: an acute NHS hospital trust, an independent general practice, and a private sector retail pharmacy chain. There was no one clinical lead to follow the medication pathway across these boundaries, so each provider assumed another was checking the dose (NICE, 2015). This let a high risk 'RED DRUG' slip through the cracks.
Leadership Failures
Regional clinical leaders used passive policy generation, for example, by posting PDF updates on a regional formulary website, instead of active forcing functions (West et al., 2015). They did not put in place mandatory digital blocks or automated alerts on community-facing software to proactively prevent selection of restricted hospital-only drug codes (Sheikh, Storey and Cresswell, 2023).
This systemic weakness was also shaped by competing priorities at different levels of NHS governance:
NHS Level: At the highest tier, NHS England and the Department of Health and Social Care (DHSC) provide overarching patient safety strategies and high alert drug alerts. However, national bodies do not run day-to-day operations, and instead pass this responsibility to local regions (DHSC, 2021).
Regional Level: The Integrated Care Boards (ICBs) have local authority to manage some formularies. Here, the regional ICB did not link its clinical governance structures with national alerts, leading to different definitions of medication restriction between neighbouring trusts (North Yorkshire ICB, 2022).
Local Level: Frontline hospital trusts and community pharmacies are under huge operational pressure, including a chronic 10% to 12% national vacancy rate for pharmacists and nurses (CQC, 2023). This shortage of staff means there is a heavy reliance on temporary locum staff who are often not familiar with the local “RED DRUG” rules ( Waring, 2005). Local staff under significant pressure to free up hospital beds and clear discharge backlogs often develop informal workarounds, such as advising parents to obtain specialist medications from community retail providers, which inadvertently bypasses safety barriers within secondary care (Macrae, 2016).

Centralisation or Decentralisation within the Case Study
System Structure and Decision-Making Concentration
The organisational architecture of the National Health Service (NHS) in the North East and Yorkshire region is a complex multi-layered hybrid model that explicitly combines macro-level centralisation with micro-level operational decentralisation (Department of Health and Social Care [DHSC], 2021). In a centralized health care structure, the authority to make strategic decisions, design policies, allocate capital budgets and regulate clinical negligence is concentrated exclusively at the top level of the organizational hierarchy (Al-Sawai, 2013). A high profile example of centralization in contemporary delivery of healthcare in Britain is formal issuance of National Patient Safety Alerts by NHS England. These alerts demand immediate and non-negotiable structural changes and clinical overrides at all individual health trusts to minimise catastrophic systemic risks (Patient Safety Commissioner, 2024).



Advantages of Centralisation
Centralisation ensures complete uniformity in safety procedures for enormous geographic areas, taking out the regional variation often called the “postcode lottery” of health care quality systematically. This enables the automated deployment of digital forcing functions at the macro level, top down. For instance, a central digital team could create a required, skipped electronic block in a single National Electronic Health Record (EHR) network. This block immediately prevents unauthorized non-specialist clinicians from seeing or choosing dangerous prescription codes (Wachter and Gupta, 2018).
Disadvantages of Centralisation
However, fully centralised systems suffer from administrative bureaucracy, long approval chains, and a crippling inability to respond operationally agilely to niche, localized crises. This top-down rigidity leads to a critical compliance lag. National audits show that complex centralised safety directives take on average 180 days to work their way through localized governance panels, reconcile with custom IT systems, and ultimately change clinician behaviour on the ward (Macrae, 2016).
Decentralised Systems and Distributed Authority
Instead, a decentralised healthcare system deliberately diffuses operational autonomy, commissioning authority, financial execution budgets, and the development of specific clinical policies from the executive apex down to local, regional levels of governance (Spehar, Frich and Kjekshus, 2015). One clear example of decentralisation in this case study is the independent Integrated Care Boards (ICBs) which have the autonomy to manage regional joint formularies. Under the Health and Care Act 2022, these regional boards have the autonomy to set local drug restrictions, customise specialist discharge pathways, negotiate regional pharmaceutical procurement contracts, and allocate clinical work forces solely based on local demographic and budget constraints (North Yorkshire Integrated Care Board, 2022).
Disadvantages of Decentralisation
The primary vulnerability of decentralisation is systemic fragmentation. Distributing authority allows distinct variations in high-risk medication protocols to quietly develop across adjacent regional borders. This fragmentation obscures formal organisational accountability and creates structural blind spots were informal, risky workarounds can multiply completely hidden from national regulatory bodies (Giltinane, 2013).



Critical Analysis of System Performance Data
Critical analysis of the North East and Yorkshire region showed that the decentralised implementation of "RED DRUG" protocols directly hampered effective crisis management, slowed down proactive decision-making and broke down organisational accountability. National bodies supplied abstract clinical definitions for high-alert drugs, but the decentralised execution model meant that individual hospital trusts and regional primary care networks operated on separate, totally non-interoperable electronic prescribing platforms (Sheikh, Storey and Cresswell, 2023). This systemic disconnect is confirmed by global healthcare performance indicators: financial and clinical quality audits compiled by the Organisation for Economic Co-operation and Development (OECD, 2020) show that healthcare regions using highly decentralised, non-interoperable IT architectures have a 35% higher incidence of care-transition medication reconciliation errors than integrated, centralised networks.
Additionally, localised trust audit data showed that compliance with “RED DRUG” restrictions ranged widely from 55% to 92% among regional providers, due to the lack of a central automated monitoring system (Royal Pharmaceutical Society [RPS], 2021). Local managers in the local acute hospital trust used their decentralised operational authority to bypass secondary-care loops in response to sudden internal stock shortages and an intense discharge backlog. They created workarounds to meet throughput targets manually and told parents to get the specialised medication from commercial retail pharmacies.
However, these community pharmacies are confronted with a dire chronic 12% national clinical pharmacist vacancy rate that severely restricts their ability to carry out complex independent double checks (Care Quality Commission [CQC], 2023). This absolute fragmentation broke the chain of accountability. Five nearly identical life-threatening mistakes have occurred nationally since 2018. There was no single central authority with the cross-boundary data visibility to monitor the end-to-end neonatal drug pathway, and the system was blind to the compounding risk until active patient harm occurred (Patient Safety Commissioner, 2024). However, these community pharmacies are confronted with a dire chronic 12% national clinical pharmacist vacancy rate that severely restricts their ability to carry out complex independent double checks (Care Quality Commission [CQC], 2023). This absolute fragmentation broke the chain of accountability. Five nearly identical life-threatening mistakes have occurred nationally since 2018. There was no single central authority with the cross-boundary data visibility to monitor the end-to-end neonatal drug pathway, and the system was blind to the compounding risk until active patient harm occurred (Patient Safety Commissioner, 2024).

Leadership Theories and Application to the Case Study
Critique of Relevant Leadership Theories
Understanding the underlying organisational behaviour that permitted the 20-fold morphine sulphate overdose requires a rigorous application and critique of three primary leadership frameworks: transactional, transformational and situational leadership (Giltinane, 2013). Healthcare systems are profoundly dependent on these leadership paradigms to bridge the gap between abstract clinical policies on a page and safe, reliable frontline execution by multidisciplinary teams (Barr and Dowding, 2022).
Critical Analysis of Three Leadership Paradigms
Transactional Leadership
Transactional leadership is based on formal structural hierarchies, inflexible monitoring and enforcement of standard operating procedures (SOPs). It relies on a deterministic exchange model that utilizes explicit clarity, performance indicators, and corrective disciplinary actions to maintain established operational baselines (Al-Sawai, 2013).
Application: The region's healthcare managers operated within a clearly transactional paradigm before the infant's overdose. Safety was managed passively by static formulary updates published on a regional website and human vigilance for absolute individual adherence (North Yorkshire ICB, 2022). This command and control approach failed totally as it did not consider latent system flaws such as mismatched stock levels and non-interoperable software (Reason, 2000).
Critique & Data: Leaders responded to the incident in a traditional, transactional manner by re-auditing compliance checklists and issuing punitive warnings to frontline staff (Waring, 2005). Metrics in the National NHS Staff Survey show that organisations with transactional leadership experience a profound lack of psychological safety: 45% of frontline staff report they do not report near-miss errors for fear of personal blame and disciplinary action (Woodward, 2020).
Transformational Leadership
Transformational leadership is concerned with long-term cultural change, and inspires a shared vision of the organisation, intellectual stimulation and the empowerment of multi-disciplinary teams to innovate beyond the baseline rules (Giltinane, 2013).
Application: This proactive, vision-led model was notably missing across the care interface in North East and Yorkshire. No coherent safety vision emerged that brought together hospital specialists, general practitioners and community pharmacists into one collaborative network (Patient Safety Commissioner, 2024).
Critique & Data: Had transformational leadership been used, executives would have focused on system-wide cross-boundary integration rather than on isolated institutional compliance. The King’s Fund empirical data shows that healthcare trusts that use transformational leadership styles have a 25% higher score on positive safety culture indices and report significantly fewer serious untoward incidents than command-driven environments (West et al, 2015).
Situational Leadership
Situational leadership suggests that good managers should change their leadership style from highly directive to coaching, supporting or delegating depending on the operational situation and the competence and stress levels of the staff (Giltinane, 2013).
Application: A highly directive, command style of situational leadership was quite appropriate during the immediate, acute phase of the crisis when the four-week-old baby was admitted with respiratory failure. Leaders quickly took control to ensure survival of the infant, to recall incorrect stock and to begin an emergency clinical review (Barr and Dowding, 2022).
Critique & Data: Leaders, however, did not alter their style in the subsequent root-cause investigation. They adopted a rigid, directive stance in a systemic review and silenced frontline staff who had critical insights into why operational workarounds happened (Macrae, 2016). Once the immediate crisis is over, to make sustainable improvements in safety, leaders need to go beyond a command-driven style and take on an emotionally intelligent and supportive approach, ensuring that systemic lessons are collaboratively identified and integrated (Vincent, Taylor-Adams and Stanhope, 1998).
Evaluation of Leadership Effectiveness
The data show that regional clinical leadership was mainly reactive and command-driven rather than proactive and purpose-driven (Spehar, Frich and Kjekshus, 2015). Instead of anticipating the structural vulnerabilities of a decentralized formulary, leaders acted after catastrophic harm had occurred (Donaldson et al., 2017). The organisation required a distributed and emotionally intelligent leadership model to achieve continuous improvement (Barr and Dowding, 2022). Distributed leadership would have facilitated community pharmacists and GPs to co-design the ‘RED DRUG’ verification pathway, while high emotional intelligence would have created the psychological safety for staff to voice system errors before they reached the patient (Waring, 2005).


Improvement, and Lessons Learned
Critique of Leadership and Governance Interactions
The case study was critically reviewed, and it was found that the clinical failure was due to a dysfunctional interplay of reactive leadership and fragmented governance (Carayon et al., 2006). Governance structures remained strictly siloed within the physical confines of the acute hospital trust, thus completely failing to oversee the high risk transition points, where vulnerable neonatal patients are discharged into decentralised community settings (IHI, 2022). Transactional leaders believed that the inclusion of the 100 micrograms/ml formulation on a policy document as a ‘RED DRUG’ was sufficient to meet their governance requirements (North Yorkshire ICB, 2022). This passive oversight overlooked the need for digital interoperability to enforce that rule across commercial retail pharmacies (Sheikh, Storey and Cresswell, 2023).
When clinical structures are very fragmented across separate legal entities, e.g. an acute NHS Hospital Trust, an independent General Practice and a private sector retail pharmacy chain, passive policies break down under operational strain (Greenhalgh et al., 2017). There was no collective leadership to assess the safety of the entire care transition pathway because of the complete absence of a cross-boundary clinical governance board (Ferlie and Shortell, 2001). Operational leadership focused heavily on internal hospital metrics, such as freeing up beds and reducing delays in the discharge process (Wachter and Gupta, 2018). This narrow focus was an active ignorance of the downstream risks imposed on community providers lacking the specialised clinical software to manage complex hospital-only special formulations safely (Greenhalgh et al., 2017).
Data-Driven Synthesis of Problems and Evidence-Based Solutions
The specific governance breakdowns found in the case study need to be matched with solutions that are supported by evidence and validated through performance indicators to be able to effect systemic change (Wachter and Gupta, 2018)
Delayed incident reporting and poor feedback loops
Problem: Late incident reporting, poor accountability feedback loop in decentralised hierarchy (Macrae, 2016).
Data: 40% of medication errors were not reported at all for more than 48 hours, masking the real incidence of recurring systemic failures as per regional clinical audits (Macrae, 2016).
Improvement: Develop a single, cloud-based electronic incident reporting system that goes beyond the boundaries of individual institutions to provide real-time incident documentation and automated safety alerts across regions (Wachter and Gupta, 2018).
Fragmented Care Interfaces and Interoperability Deficits
Problem: There is a lack of coordination of communication channels between primary and secondary care providers (Greenhalgh et al., 2017).
Data: indicated a 0% direct digital communication rate between acute hospital paediatric clinics and community pharmacies on “specials” procurement (Sheikh, Storey and Cresswell, 2023).
Improvement: Create a shared network of electronic health records (EHR) with digital blocks coded not to permit commercial community pharmacies to bill or dispense restricted hospital-only items automatically (Greenhalgh et al., 2017).
System Interactivity and Universal Lessons Learnt
This case study illustrates the interaction of system structures, leadership styles and system feedback, and provides a clear picture of systemic vulnerability (Holden et al., 2013). The decentralised architecture of the ICB meant that regional differences in electronic prescribing software were permitted to persist uncorrected (DHSC, 2021). This structural fragmentation was reinforced by a reactive, transactional style of leadership that focused on individual error rather than fixing the underlying system (Reason, 2000). Thus, the critical feedback loop whereby incident data from front-line practice was fed upwards to effect structural change was completely broken (Checkland and Scholes, 1999). This breakdown shows how the same medication error happened five times in the national network without a system-wide effective intervention (Donaldson et al., 2017).
This incident provides a number of important lessons for other health and social care organisations
Passive Policies Do Not Guarantee Safety: Having only passive guidelines (e.g. designating a medication as a RED DRUG) without hard digital enforcement gives a false sense of security to leadership (Kohn, Corrigan and Donaldson, 2000).
Safety Demands Interoperability: Patient safety is not possible in silos; clinical governance frameworks must encompass the whole care journey to ensure that critical data travels with the patient between secondary and primary care settings (Greenhalgh et al., 2017).
Proactive System Re-design: Moving away from blame-heavy, retrospective investigations. Instead, they must employ proactive human factors engineering and systems thinking to identify and correct structural defects before they reach the patient (Carayon et al., 2006).
Data and continuous improvement measurements are critical to ongoing accountability (OECD, 2020). Instead of lagging indicators (counting deaths or formal incident reports after the fact) healthcare leaders need to move to leading indicators (Wachter and Gupta, 2018). These include real time tracking of electronic prescription overrides, rates of medication reconciliation completion within 24 hours of discharge, and regular, anonymous safety culture surveys (IHI, 2022). The inclusion of these metrics in regional clinical governance dashboards provides leadership with continuous visibility, ensuring accountability and protecting vulnerable patients from systemic organizational failures (WHO, 2021).
Recommendation
Immediate evidence-based actions are required to support ongoing improvement, remove regional differences and protect vulnerable patients across the North East and Yorkshire region:
Shift to an Action-Oriented, Transformational and Distributed Leadership Framework
Regional health executives need to move away from a rigid, transactional governance model to a transformational, distributed leadership model (Giltinane, 2013). Executive leaders need to articulate a clear vision for zero-harm care transitions, making patient safety a collective responsibility rather than an individual compliance task (West et al., 2015). At the same time, leadership needs to be distributed through the appointment of dedicated Clinical Safety Champions within secondary care neonatology units and community pharmacy forums (Barr & Dowding, 2022). These champions will be collaborative leaders who transcend organizational silos, coordinate joint safety huddles and ensure that frontline insights directly inform system improvements (Spehar, Frich and Kjekshus, 2015).
Standardise Governance and Enforce Digital Interoperability
The regional ICB has to standardise its clinical governance framework, by setting up an un-by passable electronic prescribing and medicines administration (EPMA) network which links the secondary and primary care providers (Sheikh, Storey and Cresswell, 2023).
Hard-coded System Blocks: System administrators must install a hard-coded electronic block in all community pharmacy dispensing systems (Greenhalgh et al., 2017). If a restricted RED DRUG (for example the 10mg/5ml morphine sulphate solution) is attempted to be dispensed outside a hospital pharmacy for a neonate, the system should block the transaction and send an automated alert to the regional clinical governance team (Wachter and Gupta, 2018).
Compulsory electronic reconciliation: Introduce a strict regional policy that a pharmacist-led medication reconciliation must be completed within 24 hours of discharge for any high-risk paediatric patient (NICE, 2015).
Achieve Maximum Technical and Allocative Efficiency: To enhance technical efficiency, the ICB should link the procurement and preparation of high-risk neonatal “specials” formulations to a centralised, aseptic secondary-care compounding pharmacy hub (RPS, 2021). This removes the need for community pharmacies to source dangerous, highly concentrated commercial alternatives, maximising safety while reducing waste (OECD, 2020).
To achieve allocative efficiency, financial resources need to be reallocated to fund integrated clinical pharmacy services within acute paediatric discharge teams, ensuring that expert oversight is embedded at the point of care transitions (IHI, 2022).
Commit to Continuous Learning, Stakeholder Engagement, and Co-Production
The organisation needs to replace its traditional fault-finding incident reviews with a formal ‘Just Culture’ assessment model, where investigations should be geared to fixing latent system flaws rather than punishing front-line staff (Woodward, 2020). Furthermore, future safety procedures must be developed through genuine co-production, in active partnership with patient advocacy groups, parents, neonatal clinicians and community pharmacy networks (WHO, 2021).
When discharged, parents must be involved in the safety process through the use of co-designed, clear visual tracking tools and pre-printed dosing diaries (Kohn, Corrigan and Donaldson, 2000). This enables them to be a key partner in their child’s care journey.
Conclusion
The case report offers a detailed systems-based review of the medication safety critical incident in the North East and Yorkshire region, whereby a 4-week-old infant was subject to a significant overdose of morphine sulphate (20 times the prescribed dose). A detailed root cause analysis using systems thinking and a Rich Picture illustrate that this failure was not just an individual slip by a frontline clinician (Reason, 2000). Rather, it was the product of hidden vulnerabilities along the care interface due to non-interoperable electronic platforms, fragmented regional governance, and the lack of standardised formulary enforcement (Holden et al., 2013). There have been five identical life-threatening errors across the national NHS network since 2018 highlighting the need for a move away from local workarounds towards structural, system-wide change (Donaldson et al., 2017). The case report offers a detailed systems-based review of the medication safety critical incident in the North East and Yorkshire region, whereby a 4-week-old infant was subject to a significant overdose of morphine sulphate (20 times the prescribed dose). A detailed root cause analysis using systems thinking and a Rich Picture illustrate that this failure was not just an individual slip by a frontline clinician (Reason, 2000). Rather, it was the product of hidden vulnerabilities along the care interface due to non-interoperable electronic platforms, fragmented regional governance, and the lack of standardised formulary enforcement (Holden et al., 2013). There have been five identical life-threatening errors across the national NHS network since 2018 highlighting the need for a move away from local workarounds towards structural, system-wide change (Donaldson et al., 2017).
Analysis demonstrates that although decentralised models of governance provide useful operational flexibility for regional ICBs, uncoordinated decentralised governance models also introduce dangerous inconsistencies in safety procedures across healthcare boundaries (DHSC, 2021). Moving forward, healthcare leadership will need to move from a reactive, transactional mode of blame and rigid policy checklists to a transformational, distributed, and inspiring model of leadership (Al-Sawai, 2013). This move is vital for building an open and psychologically safe clinical culture that is committed to continuous improvement and proactive risk reduction (Waring, 2005).
Long-term patient safety requires the comprehensive integration of advanced digital technologies, standardised governance structures and modern systems thinking (Carayon et al., 2006). The NHS can develop a highly resilient healthcare system by implementing hard-coded electronic forcing functions, reducing the management of high-risk neonatal medications to a single centralised location, and embracing co-production with clinicians and families alike (WHO, 2021). These interventions will finally close the dangerous communication gaps during care transitions, enforce real clinical accountability, and protect vulnerable neonatal patients from preventable systemic harm (Wachter and Gupta, 2018).
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