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[bookmark: _io1in7nu4yx5]1. Introduction
[bookmark: _wbygi74vf1vh]1.1 Background
The focus of this report is to analyse the case study of the Northeast and Yorkshire NHS, which reported issuing a morphine with a 20 times higher dosage to a 4-week-old infant, leading to concerns of underlying organisational oversights and lacklustre administrative measures in preventing negligence and erroneous care (Northyorkshireccg.nhs.uk, 2023). Despite emergency treatment leading to the infant’s recovery, the case study aims to underline the interaction of administration, leadership and governance in facilitating or preventing errors of such gravity.
[bookmark: _qj7lbaiq62k2]1.2 Leadership Definitions
A fundamental role of leadership is strategic guidance and decision-making of a group of individuals operating towards its central goal under an organisation or an institution (Bass, 2019). This particular strategic role also helps define leadership, which is an individual responsibility towards offering direction and support to others. However, the complex nature of responsibilities, coordination and stakeholder expectations in a clinical setting indicates the importance of leadership roles further (West and Bailey, 2022).
[bookmark: _meno7o93ga0s]1.3 Centralisation and Decentralisation
These complex relationships are determined by the level of interaction across organisational departments via centralised or decentralised systems. In the clinical context, centralisation often represents the central degree of decision-making capabilities that authoritative figures in health care organisations offer, often in the form of policies and standardisation (Fulop and Ramsay, 2021). On the other hand, decentralisation represents localised direction for decision making with highly specific purpose-driven actions such as the decentralised authorities of medical professionals, nursing staff and leadership towards patient care and so on (Fulop and Ramsay, 2021).
[bookmark: _8n5uijvnmtmd]1.4 Relevant Leadership Theories
Frameworks for comprehending these dynamics are offered by leadership theories. Which is why theories like the Situational leadership emphasise the need to modify leadership behaviour in accordance with context, workforce capability, and organisational pressures, while transactional leadership emphasises structure, compliance, and performance monitoring; and transformational leadership focuses on motivating change and creating a shared vision (Northouse, 2022).
Choosing the right leadership style is especially important in times of change or emergency, when patient safety may be directly impacted by inadequate communication, unclear accountability, or delayed decision-making. According to research, during healthcare emergencies, adaptive and collaborative leadership enhances organisational resilience, fosters employee engagement, and fortifies safety culture (Storey and Holti, 2023). As a result, a key factor in determining whether incidents result in organisational learning or repeated failure is the effectiveness of the leadership.
[bookmark: _wl0hnzeqzsvb]1.5 Report Structure
In the following report, the main problem regarding the NHS case study will be identified with both national and international statistics to offer a rich picture, analysing the central relationships facilitating the condition. The case study will also analyse specific points of failure between centralised and decentralised decision-making networks within the organisation before applying leadership theories relevant to the case to offer a critique of the situation. The report will discuss possible improvements and key lessons learned from the case study before offering recommendations on leadership and governance in the healthcare setting.
[bookmark: _v2b0o1ipzv2z]2. Case Study Analysis
[bookmark: _4nbfq8opylrw]2.1 Problem Identification
In the NHS of the North East and Yorkshire Region, the key problem has been found to be a case of negligence caused by erroneous interpretation and communication of the morphine sulphate solution asked to be administered to a 4-week-old infant (Northyorkshireccg.nhs.uk, 2023). Analysis indicates that at the time of discharge, the hospital communication failed in specifying the special red drug solution of the morphine being made available only via the hospital with the specified strength of 100 micrograms/ml solution and were abbreviated to only be 50 mcg/kg dosage, leading to the general physician and pharmacist being unaware of such solution availability and proceeding to prescribe a stronger solution of 10 mg/5 ml (Northyorkshireccg.nhs.uk, 2023). This also led to the transcription neglecting dose volume for the new, stronger solution and specifying the updated liquid amount adjustments. As a result, the parents of the infant, unaware of the technical differences in dosage calculation procedure, administered the much stronger solution at the same strength of 1.9ml liquid amount prescribed in the discharge prescription, originally meant for a much weaker version of the solution (Northyorkshireccg.nhs.uk, 2023).
Considering global and national level statistics regarding drug poisoning, drug overdose clinical errors have subsequently impacted both medical complexities and even death. The scope of infant drug overdose indicates a serious underlying issue of poor communication, due diligence, and overarching governance failure towards standardisation in the entire healthcare system.
	Source
	Insights
	Relevance

	ONS Gov, (2025)
	England and Wales reported 5,565 deaths in 2024 caused by drug poisoning, indicating 93.9 deaths per 1 million people in the region. Yet only 1829 cases in 2024 were not due to drug misuse.
	Indication of local drug poisoning further pressuring the healthcare infrastructure due to pre-existing cases of drug overdose-related cases.

	WHO (2023)
	Medication errors at a global scale have caused 1 out of 30 patients to have healthcare complexities.
	Indicating negligence in drug administration at the global level.

	BMJ, (2020)
	Around 72% of medication errors are reported to be minor, while 26% have potential risk, and only 2% have implications of serious harm.
	Suggesting errors are small-scale with low rates of discrepancies in administration or prescription.

	
	54% errors are at the drug administration, while only 21% during prescription and 16% during dispensation.
	Indicating serious gaps in negligence from frontline patient units.

	NHS (2020)
	Between 2010 and 2020, 193 cases of paediatric medication error in medication have been reported.
	Indicating non-negligible paediatric drug errors in the health system of the UK.


Table 1: Insights Summary of Drug-Related Negligence in National and International Scales
(Source: Self-created in MS Word)
The reason for such observation can be found in Table 1, which summarises both national and global statistics on deaths and complications caused by medication errors and drug poisoning. The global statistics indicate that 1 out of 30 patients has complexities in healthcare due to medication error, which indicates that the issues experienced by the North East and Yorkshire region of the NHS are not uniquely isolated incidents (WHO, 2023). Especially since BMJ (2020) reported that at a national scale, drug-related errors were mostly stemming from administrative errors (54%), while prescription (21%) and dispensation (16%) had moderate rates of occurrence, the North East and Yorkshire case involves such a situation involving both prescription and dispensation errors. This indicates that the health governance by national entities in the UK is lacking the required standardisation and communication with their peripheral systems, causing assumptions and misinterpretations of recommendations and prescriptions. Considering research observations by Alrowily et al. (2025) show abbreviation in prescriptions, adding further complexity in healthcare communication between specialist units and general physicians, its implication found by Parry et al. (2023) further consolidate the root of the drug overdose case study.
The annual deaths caused by drug poisoning (excluding cases of misuse) related cases in England and Wales were around 1829, whereas paediatric administration errors between 2010 and 2020 were found to be at least 193 (ONS Gov, 2025; NHS, 2020). Considering these local and national statistics in response to the global challenges of 1 in 30 patients having complexities with medication error suggests that the UK is facing a serious problem in tackling errors stemming from direct clinical missteps and negligence, and not from a systematic lack of infrastructural or resource-specific limitations. This is because the national entities, such as the NHS, responsible for prescribing the dosage for the infant at the time of discharge, have failed to specify the specific red drug available, leading to the second point of failure in pharmacy with the transcribing (Northyorkshireccg.nhs.uk, 2023). This means the governance at the national and local levels of the UK is failing to set a standard on communication, which could have prevented the gap in knowledge (about the 100mcg/ml solution) and the misstep in transcription (of adjusted liquid amount for the new solution).
[image: ]
Figure 1: Rich Picture of the Case
(Source: Self-created in Canva)
Utilising the rich picture presented in Figure 1, the analysis of the overarching system suggests that the process itself, deployed by the NHS, lacked the required standardisation, which then allowed its actors, such as the general physician or the nursing staff, to make repeated mistakes, failing to communicate the updated liquid amount of the drug. Combined with the structural discrepancies in the health care system, pharmacists and receptionists ignored the changes in the drug quantity and proceeded to transcribe the prescription amount without mentioning the adjusted liquid amount and causing the point of failure and severe patient family distress. However, the subsequent feedback loop issued by the NHS in further auditing the discharge process, preventing brand name mentions and clarification on the prescription process suggest continued development (Northyorkshireccg.nhs.uk, 2023).
[image: ]
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Figure 2: UK Healthcare Staff Engagement and Vacations
(Source: Buckingham, 2025)
Especially considering that the root cause of the problem also stems from excessive nursing and healthcare work overload and burnout caused by lower overall staff availability, the scope of in-hospital duties and responsibilities may also reinforce governance and management gaps in the country. As per Osuh (2026), the UK sees a 93% decline in overseas workers in the country, while over 100,000 posts remain vacant and increasing, and 3 out of 10 individuals feel burnt out but satisfied with pay (Buckingham, 2025).
[bookmark: _1xnl2oujpcw0]2.2 Centralisation vs Decentralisation
Considering the analysis of the case study at the NHS, it appears that the institution in this case mostly utilised a hybrid system mixing both decentralised and centralised decision-making and activities between the primary care centre and the general physicians. The main points of failure emerged due to many of the dominated decentralized decision making during the care transfer process.
Centralised System Evidence
Considering that the case study hospital issued the discharge summary with specified instructions on the special hospital's only drug usage by the neonatal team, the example showcases a centralised decision-making system where the neonatal team’s decision was expected to be carried out with no deviation (Northyorkshireccg.nhs.uk, 2023). This does offer some advantage by reducing decision-making complexities and uncertainties in secondary or peripheral care units (Shishkin et al. 2025). Especially considering that research investigation into general physician diagnostic errors suggested 25% misinterpretation, reducing error risk by centralising helps minimise such risks (Manchester, 2021). Additionally, the specific instructions on using the red drug, which is classified as only available within the hospital, suggest that a centralized decision making also has advantages in controlling specialist medications (Luisetto, 2017).
However disadvantages of such a centralised system are also apparent, as a lack of communication undermines centralisation effectiveness (Atinga et al. 2024). This is evident from the GP in the case study proceeding with their own understanding of the dosage and drug variant simply due to not having been communicated about the red drug regulation from the NHS (Northyorkshireccg.nhs.uk, 2023). This not only adds to oversight challenges in primary and secondary care units but also reflects on the discrepancies in standardisation of care. While the direct impact of the communication gap and poor standardization is evident from the case study, more underlying challenges that were not explored in this case but has rapid and dire consequences as a result of disadvantage can be found in the work of Brunton-Douglas et al. (2023) which reported patient delays in care significantly influenced by poor communication at the NHS, where around 8% remained uninformed about critical information, 16% were not waiting on treatment related information 9% had received incorrect information and 14% had referral issues.
[image: ]
Figure 3: Communication Issues at NHS
(Source: Brunton-Douglas et al. 2023)
Decentralised System Evidence
The case study also represented a few areas of decentralized decision making systems that required critical appraisal to understand the subsequent gaps that led to complexity in healthcare outcomes. Given that a decentralised system mostly depends on individual and often localised bodies of institutions, subsequently undertaking actions based on information presented to them, the NHS case study showcases that the GP practitioner and the pharmacists both were such decentralised units that took decisions without consulting or having access to a much more centralised system for reference (Northyorkshireccg.nhs.uk, 2023). In this case, the lack of direct communication informing all healthcare professionals and practitioners about the red drug parades of the morphine dose has likely exacerbated the decentralised system failure, with the general physician independently issuing the prescription for a 10mg/5 ml and the Pharmacy dispensing the medication without liquid amount clarification (Northyorkshireccg.nhs.uk, 2023).
As a result, the disadvantages of a decentralised system are apparent in this case study example. One of the most stringent underlying challenges in decentralised systems of healthcare is communication discrepancies between the healthcare departments (Rogers et al. 2022). This has been found to be the second leading priority at the NHS that the public has acknowledged as an issue (Brunton-Douglas et al. 2023).
[image: ]
Figure 4: Priorities of Issues at NHS
(Source: Brunton-Douglas et al. 2023)
The decentralised system in healthcare infrastructure also seems to have provided further disadvantages in the knowledge transfer, as evidenced by the case study reporting no awareness of both the GP and Pharmacists about the 100 mcg/ml solution (Northyorkshireccg.nhs.uk, 2023). Academic evidence seems to suggest that such hindrances in knowledge sharing are often situationally addressed with decentralised leadership, implying that the disadvantage of knowledge sharing is not inconsistent in the healthcare context at all (Scheuer et al. 2023).
However, the obvious advantages of a decentralised health care system must also be acknowledged since academic explorations inform decentralisation with higher opportunities for cross-departmental professional expertise and higher chances of error correction due to the layer of care transfer that happens in such a system (AbdelRaouf et al. 2025; Freund et al. 2015). Additionally, academic evidence has also suggested that decentralised healthcare systems also produce individual staff-related burnouts due to appropriate workload distribution (Malik and Shankar, 2025).
Critical Analysis
As such, the critical appraisal of the hybrid mix of centralised and decentralised system of health care delivery by the case study organisation appraisal clarifies why the crisis management gap was observed and why individual limitations of the structure combined to exacerbate the case.
The crisis management failure in question stems from failure in decision-making and communication across multiple points, starting from the healthcare facility discharging with the prescription lacking details regarding the specific drug variation being available (Northyorkshireccg.nhs.uk, 2023).  The NHS statistics suggest a slight increase in vacancies, staff shortages and subsequent pressure on frontline health workers, causing dissatisfaction, likely explaining why such oversight was able to persist during the transport of care (Buckingham, 2025). This led to the second point of failure from the pharmacy transcribing a version of the drug based on standard calculation without also adjusting the liquid amount abbreviation in the prescription to match the new dose, and the 3rd failure point was the lack of counselling provided to parents who continued administering 1.9ml based on the discharge prescription amount. This reinforces the 21% prescription error evidence from BMJ (2020).
[bookmark: _letve4irhzp0]2.3 Leadership Theoretical Application
Leadership Effectiveness for the Situation
Under the circumstances for the case study itself, it has been observed that transactional leadership has been more apparent from the centralised and decentralized decision making system that was observed across the primary and secondary care units. This is because the transactional leadership here mainly showcases behavioural tendencies of leadership attributes, structure, discipline, and clear exchange of performance with reward and failure, and penalty is apparent (Swan, 2023). When the neonatal team decided to discharge the 4-week-old baby, the leadership standardization favoring structure and rigidity, led to limited scope for extended communication between the team members and the family of the patient, creating a gap between the nursing staff and prescribing authority (Northyorkshireccg.nhs.uk, 2023). Considering evidence from Buckingham (2025) of the UK healthcare institutions suggest higher risk of burnout and work overload, and academic evidence from Mahmoud (2008) suggests transactional leaders impact employee engagement severely. The observed leadership appears ineffective in tackling the complex and often dynamic situations in clinical settings.
Balance of Reactive and Proactive Approach
Further support reinforcing transactional leadership style being observed stems from the fact that the NHS showcased limited proactivism in their communication in their perspective regarding the availability of the drug. The Neonatal team pre-emptively recommended a highly personalised dosage for the infant, due to their awareness regarding the availability of the drug at the hospital dispensary yet the subsequent communication leading up to the discharge process acknowledged no such clarification through the case study, implying that the leadership responsible for handling transfer of care and patient discharge lacked sufficient proactivism (Waldman and Terzic, 2019). Evidence comparing transactional and transformational leaders has suggested that transactional leaders tend to be more reactive in their approach to decision making and activities (Bans-Akutey and Tiimub, 2021). This corroborated the observations of the transactional leadership being adopted in the case study organisation and subsequently being ineffective in tackling the situation due to its inherent requirement for a much more reactive approach.
Additionally, following the rehospitalisation of the infant following the first incorrect dosage, the NHS issued advice in the form of its Seven Action Strategic Plan involving the solution specifically available within the hospital premises (Northyorkshireccg.nhs.uk, 2023). These seven actions involved strategic actions like auditing of the discharging process and prescription preparation, as well as underlying communication methods and their existing gaps, which showcase significant reactive leadership strategies instead of a proactive one involving pre-emptive audit and quality assessment of patient care systems. Similar to healthcare information and technology, specific security risks and incidents have revealed proactive response strategies requirements, opportunities for proactive decision making and strategies in care quality and delivery must also be managed (He et al. 2022).
Evidence of Leadership Outcome
Institution-wide reports from the NHS in the UK have suggested a massive underlying challenge in leadership, given that out of the 10,542 NHS staff members who have participated in the report, around 50% have pay-related dissatisfaction (Woolf et al. 2025). More precise identification of staff challenges suggested that 52% of new staff members have a high intention to quit, whereas more senior doctors, while still representing around 45% with the same issue (Woolf et al. 2025). Combined with the academic evidence of Akinyemi et al. (2022) suggesting a lack of employee engagement from materialistic reward further risks organisational commitment, the subsequent lack of proactive engagement among individual employees likely explains the disadvantage of the transactional leadership.
Additional evidence from NHS staff surveys has also revealed that 41% are unwell and experience signs of burnout due to work-related stress, while the number of people believing there are sufficient staff at the NHS has only been 34% (Nash, 2025). This evidence directly interlinks the cyclical challenge of staff shortage at the NHS, causing further workload pressure on employees, which then leads to further burnout and dissatisfaction, causing staff shortage. A transactional leader prioritising hierarchy and structure for the sake of a rigid governance system likely exacerbates these symptoms of staff disengagement and creates opportunities for oversight and gaps in care and communication (Anno, 2025).
Alternatives
Clearly, this critical analysis seems to suggest that staff motivation and engagement are already facing significant challenges in the NHS, and the inclusion of a transactional leadership style with traditional hierarchy and structure is not favouring the current conditions. As such, a much more emotionally connected approach to leadership, such as transformational leaders or even more dynamic leadership, such as situational leadership, might help avoid the identified challenges. On one hand, transformational leaders have been found to be emotionally and intellectually engaged with their team members to improve personal motivation and commitment towards organisations through psychological empowerment (Huang et al. 2025). On the other hand, situational leaders are capable of offering the required amount of flexibility or guidance towards teams based on their competencies, making it less likely for errors to occur at either end of the employee competency spectrum (Wang et al. 2024). This way, the leadership's approach would have minimised potential for staff disengagement and commitment issues in the first place, making it possible for proactivism in communication to eliminate the risk of the communication gap that the infant drug overdose case in the first place.
[bookmark: _ni15i3ddspbf]2.4 Critique, Improvements and Lessons Learned
Critique of the Problem
Lack of communication has emerged as a foundational problem that affects the images in the North East and Yorkshire region and subsequently the morphine to the 4-week-old infant (Northyorkshireccg.nhs.uk, 2023). This particular communication challenge has been observed to be deeply rooted in systemic discrepancies in the hybrid (centralised and decentralised) health care delivery approach that the NHS and the public health care infrastructure have used in the UK so far (NHS, 2024). Moreover, the systemic challenges have broader trends of workforce engagement issues arising from the vicious cycle of workload-induced burnout and turnover intention (Buckingham, 2025). Combined with strategic discrepancies in communication delays within the NHS, the healthcare staff members responsible for handling the documentation and activities for patient transfer of care during the discharge process failed to notice the special red drug mentioned by the neonatal teams (Northyorkshireccg.nhs.uk, 2023). The problem exacerbated subsequently when lack of oversight from the pharmacy due to the decentralized decision making mechanism of the institution itself made it incorrectly present and transcribe the adjusted formula from the general physician with the original neonatal team's prescription details, essentially recommending a stronger morphine dilution in larger quantity instead of a weaker dilution in the same quantity (Northyorkshireccg.nhs.uk, 2023). The primary care centres' subsequent response following infants' treatment in adopting subsequent preventative measures reflected reactive strategies of the leadership, which further reinforces the assessment that the NHS has been subsequently facing limited staff level engagement, which has allowed the oversight to fester.
Supporting and Contextual Evidence
Supporting evidence from the NHS has suggested that specialist rules, mental health positions, as well as community, acute and ambulance positions total in around 100k positions remaining unfilled (Buckingham, 2025). This is also corroborated by additional investigation, revealing that 32% of the NHS remain dissatisfied with their pay, and 30% feeling burnt out (Buckingham, 2025). This reinforces the contextual analysis of the challenge of employee oversight that led to failure in communication of the red drug. The underlying evaluation of the case study, suggesting communication gap as a central issue, has also been reinforced with statistical evidence from Brunton-Douglas et al. (2023), which suggested that communication issues have remained consistently prevalent towards affect the overall experience of patients, adding to uncertainties of consultation and doctor visits, as well as delaying care due to referral requirements. Patient reviews have also suggested that poor communication remains 41% of the reported challenge for them, closely followed by staff shortages, which represented 58% priority (Brunton-Douglas et al. 2023). Both of these statistical pieces of evidence reinforce the overarching relationship between governance and workforce management strategies that the NHS has experienced. As such, the supporting context confirms that the communication issue interlinked with poor strategic management of resources by the NHS is at the centre of the case study challenge.
Improvements
Based on contextual evidence and the critique of the challenge, it can be stated that improvements begin with the central policies on handling patient communication but must also be supported with systemic shifts in workload distribution and staff engagement strategies. Academic evidence analysed in the report has suggested that transformational leadership can effectively improve psychological safety and motivation of staff members in health care settings (Huang et al. 2025). This contextualises the need for effective change in leadership within the NHS to advocate for more proactive healthcare communication and engagement by participants, reducing systemic discrepancies in staff dissatisfaction, such as pay or workload-related pressure, to reduce the risk of oversight caused by stress. Additionally, improvements may also be achieved through situational leadership in organisational policy design prospect, ensuring that leadership adopts the required degree of instructive and supportive methods when new policies are implemented, so as to avoid the risk of uninformed staff members handling patient care. This particular improvement is aimed towards strategic oversight-related concerns that gave rise to the case study challenge, as the prescription issuing authority was aware of the specialised drug variant, but the remaining staff members did not re-check the same.
Lessons Learned
The key lessons learned from the evaluation can be stated that healthcare institutions must not communicate technical details regarding patient care to be common knowledge, and to take additional steps towards ensuring that the patient party understands everything regarding the healthcare outcomes and their subsequent decision-making for the patient. Another lesson learned from this evaluation is the importance of staff satisfaction and psychological well-being. The absence of which in critical and complex scenarios like the clinical setting can subsequently cause significant damage to patients.
[bookmark: _jfiui75com54]3. Recommendations
[bookmark: _b2hqkbdxh5x7]3.1 Next Step
Based on the evaluation conducted so far, it is clear that the Northeast and Yorkshire department of the NHS needs to consolidate how its auditing process has allowed such oversight to persist, especially with regard to the lack of communication repeatedly emerging from the case study evaluation. Considering the importance of one unknown conversation and proactive behaviour management, the NHS must augment its subsequent discharge process and prescription writing-related audit process with a semi-autonomous review process on a quarterly basis to identify possible discrepancies and breaches of mandated policies (Haas and Orstad, 2025). Ideally, the long-term next step for energy should be to digitalise prescription and discharge processing, completely eliminating the for human error occurring in prescription and dosage writing (Watson and Smith, 2019). However, an immediate one-on-one semi-autonomous communication review will help to bridge the gap between isolated cases, employee dissatisfaction and engagement issues more quickly and address any possible risk of oversight despite an active auditing process in place.
[bookmark: _skzukuvkiy2k]3.2 Leadership Focus
It is essential that, out of the various leadership styles relevant for NHS requirements, a situational leadership approach is adopted to address the dynamic complexity of health care centres effectively. The analysis of the case study seems to imply that although staff motivation, communication-related challenges and bureaucratic complexity have prevailed to cause such errors to recur, staff autonomy may help to ease leadership focus and support on all departments all the time and allow dynamic attention shift to those who need it the most (Wang et al. 2024). This way, weekly and daily timetables for hospital activities such as discharge times, outpatient visiting hours and admitted patient consultation hours can all have distinct levels of support from managers without overwhelming the system and its resources.
[bookmark: _l585qadqvu8b]3.3 Governance Strategy
The situational leadership may also help release pressure from existing governance and oversight committees within the hospital departments and help to simplify the communication structure by adopting digital infrastructures for better system integration. The governance system can be strengthened via minimum oversight responsibilities in the quarterly auditing process only, while digital integration of patient records can automate entries and update to flag errors and thus lessen daily or even monthly review needs (Kawu et al. 2023; Jindal and Raziuddin, 2018). The digital integration system would ideally also allow automated communication of patient records, preventing human errors in filing, submission or omissions of details.
[bookmark: _jrw69ftzpv9]3.4 Efficiency Improvement
Besides the reduction of human errors in filing through digital patient record management systems, it is also recommended that decision-making models incorporated within the patient databases help to highlight and clarify patient insights and histories with transparent algorithmic clarity (Akbar et al. 2021). This is essential for not only improving efficiency but also reducing the burden on governance that may arise from algorithmic risks of digital tools in electronic health records (Gilbert et al. 2023). However, the summary and patient history access can not only improve clinical assessment of patients in a timely manner but also reduce dedicated resource allocation for referral and patient care transition systems, which has been the centre of the issue of the case study (Wilberforce et al. 2017). It is therefore recommended that the NHS consider deploying an explainable AI within their electronic medical health records to facilitate easier access for patient information and clinical diagnosis, but utilize human assisted digital patient referral and care system models to reduce complete autonomy in case of technical glitches.
[bookmark: _nohlcu1p4tq7]3.5 Iterative Improvement
This digital patient records and care management recommended in conjunction with the situational leadership style helps with the NHS’s ability to maintain stakeholder engagement long term and open up avenues for value co-creation and continuous development and improvement of its care. This is possible if the NHS reports on their digital patient records system transparently to all of their patients, local and national government bodies. Additionally, the NHS must also remain open to suggestions from all involved participants, ranging from internal staff, external suppliers, legislative authorities, as well as the government and patients. These iterative improvements within the NHS digital health care infrastructure could be possible as the findings of the case study have repeatedly observed how communication gaps and referral system complexities have impacted patient experiences, implying that there are limited scope improvements adopted by the NHS directly through patient communication of concern.
[bookmark: _yups5c82zbbq]4. Conclusion
In conclusion, this case study analysis seems to highlight the main findings to be in the approach to management of patient information that has been tackled in the pharmacy and primary health care. The case suggesting the overdose of morphine to infinite not only originally stemmed from the lack of communication from the NHS to warn the patient and the general physician about an existing solution specialized for the hospital use only that the neonatal team has prescribed, But the pharmacists lack of communication to validate and cross the liquid accuracy inclusion of the adjusted liquid amount on the transcription further ensured continuation of the error. This has been corroborated by qualitative and quantitative evidence from the NHS, suggesting organisational discrepancies in communication management and poor overall staff satisfaction and engagement that have perpetuated this vicious cycle of disengagement and work pressure-induced attrition. As a result, the leaders' approach to managing effective transfer of and handling patient information efficiently has required careful consideration of digital imperatives that could minimize humans without introducing legal risks associated with current healthcare technologies.
Throughout this case study evaluation it has been observed how important the role of leadership and good governance is to transparent and accountable health care infrastructure PDF whether it is the exploration of transformational leaders and situational leadership having intricately unique organizational outcomes for the NHS or the strategic development discussion accountability and governance framework structures to validate or crosscheck clinical negligence contexts, case study analysis has maintained a consistent view on addressing the presented issue and offer long term strategies for retroactive change. This has been made possible due to a systems thinking perspective continuously underlining how leadership, technical infrastructure and governance can all contribute to improved communication, reduced error and higher quality patient care system.
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