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CASE STUDY 1: INFANT MORPHINE OVERDOSE INCIDENT
[bookmark: _Toc227624036]1. Introduction
Healthcare systems are complex and high-risk settings in which communication, governance, and leadership failures may cause serious patient damage. This report is a critical analysis of a patient safety event in which a 4-week-old baby was administered 20-fold overdose of morphine as a result of an error in dispensing medications. Although the baby survived, there have been similar cases in the past that have led to deaths meaning that there is a systemic problem and not a single error. These accidents underline the need to have solid safety protocols and competent cooperation of healthcare specialists (WHO, 2017). 
Leadership in health and social care can be defined as the process of influencing individuals and teams to achieve shared goals related to safe, effective, and patient-centred care (West et al., 2015). Nevertheless, leadership is not simply about power, but rather, it is about the creation of organisational culture, accountability, and safe system design (Gruessner, 2023).
The healthcare systems normally tend to run along a centralisation and decentralisation spectrum. Centralised systems place decision making power in one place, which fosters standardisation and control, but in contrast, decentralised places power in many places, allowing responsiveness and local accountability needs (Saltman and Bankauskaite, 2006). Critically, neither model is inherently superior; effectiveness depends on how well governance, communication, and leadership integrate these structures.
Leadership theories such as transformational, transactional, and situational leadership provide frameworks for understanding decision-making in healthcare. Transformational leadership fosters innovation and safety culture, transactional leadership makes sure that procedures are followed, and situational leadership fits the situation (Boamah et al., 2018). There is evidence that best performing healthcare organisations need a blend of these styles as opposed to depending on one style (West et al., 2015). According to the World Health Organization (WHO, 2017), medication errors are a major source of avoidable harm that is estimated to cost the world about 42 billion a year. This makes it necessary to have proactive, system-based, and data-driven leadership.
This report will critically examine the incident through systems thinking analysis, the importance of centralisation and decentralisation, leadership theories and offer evidence-based improvements and recommendations to improve patient safety and performance in the organisation.
[bookmark: _Toc227624037]2. Main Body and Analysis
[bookmark: _Toc227624038]2.1 Problem and System Context Identification 
The main problem presented in this case study is that the wrong dispensing of morphine took place, the parents of a 4-week-old child received 10mg/5ml oral solution instead of the prescribed 100 micrograms/ml formulation, which led to the overdose by 20 times. Though the baby survived after emergency treatment, according to national reporting, this is the fifth similar case since 2018, and one of these cases has led to death. The recurrence of such incidents strongly suggests a systemic failure rather than an isolated human error (Bates, 1998).
Globally, medication errors are a serious and chronic threat to patient safety. According to the estimates provided by the World Health Organization, millions of patients suffer harm annually due to medication, and the cost of this harm is approximately 42 billion annually all over the world (WHO, 2017). Notably, such mistakes can hardly be explained by personal carelessness. Instead, they are more accurately understood as consequences of poorly designed systems that fail to account for human limitations (Reason, 2000). 
In the UK, according to the data provided by NHS Improvement, the proportion of medication errors among all reported patient safety incidents is approximately 10-20 percent (NHS Improvement, 2018). Paediatric patients are particularly vulnerable due to the complexity of weight-based dosing, variations in drug formulations, and the need for precise calculations (Gupta et al., 2024). In that regard, the infant overdose cannot be considered an isolated case; it is a wider and a repetitive trend of risk inherent in the healthcare system. It can also be supported by international evidence, including organisations like the OECD, which emphasises that the majority of medication errors arise from system-level causes, instead of personal negligence, supporting the fact that this issue has a global character (OECD, 2020).
The performance metrics also indicate the magnitude and the effect of medication errors in healthcare systems. Medication-related incidents contribute to between 10 and 20 percent of reported patient safety events in the UK (NHS Improvement, 2018), and cost up to 42 billion a year around the world (WHO, 2017). It was also found that system-based interventions have a significant positive effect with electronic prescribing systems leading to a reduction of up to 55 percent of medication errors and barcode medication administration systems with a reduction of up to 40-50 percent (Bates et al., 1998; NHS England, 2022). Similarly, the Institute for Healthcare Improvement (IHI) identifies medication errors as one of the leading causes of preventable harm worldwide, reinforcing the alignment between national data and global patient safety challenges (IHI, 2021).
From a systems thinking perspective, the incident can be understood as the result of multiple interacting failures rather than a single isolated error. First, there was a breakdown in communication between the prescriber, pharmacist, and caregivers, leading to a misunderstanding of the intended formulation. Second, lack of clarity in drug labelling and the variation in concentration provided the circumstances under which the mistake could be made. Third, the governance policies of RED drugs, which are aimed at limiting high-risk medications to specialists, were evidently not implemented. Lastly, there was no efficient feedback system to identify the error at a young age and there was minimal learning about what had happened before.
The problem cuts across local and national systems at the governance level. Pharmacies and healthcare providers have a local duty of proper dispensing and patient education. On a national level, there are regulatory agencies that set up policies like the RED drug classifications to reduce risk (Kaushal, 2001). However, this case demonstrates a critical disconnect between policy design and implementation. Although the rules were in place, they were not well enforced, and unsafe practices continued. This gap highlights a fundamental weakness in governance: the assumption that policy alone is sufficient without robust monitoring and accountability mechanisms (Simeone, 2019).
There were a number of structural issues that were also contributing to the incident. Workforce pressures and cognitive overload can reduce attention to detail and increase the likelihood of error (Faul and Tumosa, 2020). Also, the fragmented information systems inhibit cross checking of prescriptions and consistency between dispensing and prescribing (Bates, 1998). The poor integration between digital and manual processes further compounds this issue, creating multiple points of failure within the system. For example, workforce shortages and increasing patient demand have been linked to higher rates of medication errors in healthcare systems (NHS England, 2022).
A purely descriptive explanation that attributes the incident to “human error” is therefore inadequate. Such an explanation oversimplifies the problem and fails to address its root causes. Reason (2000) suggests that mistakes ought to be seen as a creation of system weaknesses and not as personal shortcomings. In this case, the repeated occurrence of similar overdoses indicates deeper organisational weaknesses in leadership, accountability, and system design.
Ultimately, this incident illustrates how patient harm emerges from the interaction of multiple system components rather than a single point of failure. It highlights the necessity of a better integrated, systems-based approach to healthcare management- one that emphasises communication, instils governance, and utilises data to avoid similar situations (Simeone, 2019).
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Figure 1: Rich Picture of System Failure in the Infant Morphine Overdose Case
The Rich Picture (Figure 1) provides a visual representation of how multiple system components interacted to produce the adverse outcome. It puts emphasis on the disjointed flow of information among prescriber, pharmacist and caregivers in which the lack of verification and feedback mechanisms enabled the dispensing error to grow beyond control. Importantly, the diagram illustrates not only the linear sequence of events but also the underlying system pressures—such as staff workload, weak governance, and inadequate digital systems—that contributed to the failure. This supports the idea that patient safety occurrences are not commonly related to one malfunction, but the combination of various latent and active failures in the system (Reason, 2000; Braithwaite et al., 2022).
Another important problem raised by this case is the absence of a good safety culture and organisational learning framework. Although there have been several incidences since 2018, the lessons learned in the previous cases have not been successfully applied to improve systems. In contrast, the persistence of this error suggests a reactive rather than proactive approach to patient safety, where interventions occur only after harm has occurred (Bates, 1998). This highlights the importance of leadership that focuses more on learning systems, data-driven decision-making, and continuous monitoring to ensure that safety improvements are sustained (Najieva and Madelle Conales, 2024).
[bookmark: _Toc227624039]2.2 Centralisation vs Decentralisation 
The case is an indication of a hybrid healthcare system whereby there is a coexistence of centralised policy frameworks and decentralised operational practices. Although this model is prevalent in contemporary healthcare systems, the success of such a model is based on the alignment of governance, implementation, and accountability. In this incident, the interaction between centralised control and decentralised execution failed due to weak integration, resulting in a preventable medication error.
Centralisation
The centralisation in this instance can be seen in the way morphine has been classified as a RED drug which implies that morphine should be started and treated in a specialist or secondary care environment. The policy aims to make sure that the high-risk medications are dealt with under close supervision, thus diminishing chances of misuse or mistake (Sergey Shishkin et al., 2025).
The main advantage of centralisation is the fact it facilitates standardisation and regulatory control. Centralised systems seek to minimize variations in clinical practice and achieve uniformity in patient care by setting up uniform protocols needs (Saltman and Bankauskaite, 2006). Ideally, these control measures ought to increase safety, especially in high-risk drugs such as morphine. Moreover, centralised systems allow a more defined chain of responsibility, thus it becomes simpler to track compliance and implement safety standards within organisations (Murugiah and Stummer, 2012). They also contribute to the adoption of national-level safety measures and policies, so that best practices are always implemented in various healthcare settings.
The weaknesses of centralisation however are felt when there is a lack of connection between policy and practice. Here, the drug was wrongly dispensed in a non-specialist environment despite the fact that there were very strict guidelines. This highlights a significant policy-practice gap, where rules are not effectively translated into operational behaviour (Kim, 2024). Additionally, centralised systems often lack flexibility, making it difficult for local practitioners to adapt to specific circumstances while still maintaining compliance (Sergey Shishkin et al., 2025).
Importantly, centralisation, in this instance, gave the impression of security. Policy also created a false impression that there was control over the risks, but there were no well-established enforcement and monitoring tools that ensured that unsafe practices were eliminated. This supports the idea that centralisation itself cannot be effective without accountability and ongoing monitoring (Braithwaite et al., 2022).
Decentralisation
Autonomy of local pharmacies and healthcare providers in dispensing medications is an aspect of decentralisation. It enables decisions to be taken nearer to the point of care, so that service delivery becomes quicker and more responsive to patient needs (Saltman and Bankauskaite, 2006). It also facilitates enhanced accountability in the local level, where frontline professionals assume direct responsibility towards clinical decisions and outcomes.
Efficiency and adaptability are the strengths of decentralisation because local practitioners are able to respond fast without having to wait to get higher-level approval (Kim, 2024). Such flexibility is crucial in busy healthcare settings in order to sustain workflow and patient access. It also promotes local innovation in the service delivery as local units are free to experiment with context-specific solutions (Gupta et al., 2024). Nonetheless, in the absence of proper management, such flexibility may cause variability in practice and even safety problems.
Nevertheless, decentralisation is not without its challenges especially in cases where it is not backed by effective governance systems (Murugiah and Stummer, 2012). In this case, the pharmacist exercised autonomy in dispensing medication but lacked sufficient verification processes to identify the error. This led to poor practice and decreased safety checks which led to the overdose (Faul and Tumosa, 2020). 
Studies have found that decentralised systems that lack proper considerations may result in more variation in care and increased error rates (OECD, 2020). Moreover, medication safety in the pediatric setting is particularly prone to failure in such a setting because of the differences in dosing and formulations. As an illustration, Kaushal (2001) note that morphine overdoses in babies can cause the neurological problems quickly, and the dosage in paediatric practice should be under strict control and correct dosage given.
Although both centralization and decentralization have unique benefits, this case shows that neither strategy ensures safety on its own, emphasizing that effective patient safety depends on how these strategies are combined, regulated, and regularly observed in practice.
Critical Analysis
The collapse in this scenario is not due to either one of the two, centralisation or decentralisation, but the absence of a fit between the two systems. The main problem was that the centralised policies were not successfully implemented, and the decentralised practices were carried out without the appropriate control. This misalignment created conditions in which the dispensing error could occur and remain undetected.
This may be summarised as:
Centralised policy + Week enforcement + decentralised implementation = systemic risk
This was further compounded by the lack of integrated systems, including electronic prescribing and verification systems. There is evidence that digital medication management systems in healthcare organisations have led to big decreases in the number of prescribing and dispensing errors (Bates et al., 1998; NHS England, 2022). This indicates that system design and technological integration play a more critical role in patient safety than organisational structure alone.
Moreover, this case demonstrates that governance must extend beyond policy creation to include active monitoring, feedback mechanisms, and accountability frameworks. These elements will ensure even well-designed systems are likely to fail without them. Effective healthcare systems need more than the structures to be aligned as it is suggested Sergey Shishkin et al, (2025) and demands leadership that will see the policies implemented in practice.
Finally, the incident underscores the fact that neither centralisation nor decentralisation is flawed in itself. Rather, patient safety relies on the effectiveness with which such approaches are combined, with robust governance, digital infrastructure, and leadership control.
[bookmark: _Toc227624040]2.3 Leadership Theories and Applied to the Case Study
Leadership is an essential factor in influencing patient safety outcomes, especially in complicated healthcare systems where coordination, communication, and governance have to work efficiently (Gruessner, 2023). The infant morphine overdose case highlights significant leadership failures, including weak safety culture, poor policy implementation, and ineffective response to risks. Three theories of leadership: transformational, transactional and situational leadership are used to critically analyse this.
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Figure 2: Hersey Blanchard Situational Leadership Model
This model shows how leaders must adjust their style based on staff competence and motivation, especially in high‑risk clinical settings. In this case, leadership failed to adapt appropriately, leading to weak supervision and communication gaps.


Transformational Leadership
Transformational leadership is aimed at motivating change, enhancing a high safety culture and fostering a culture of learning in organisations (Robbins and Davidhizar, 2020). In this case, there is limited evidence of transformational leadership. With frequent similar incidents, no successful system-wide learning or redesign was possible. Studies indicate that organisations that have a high safety culture and transformational leaders have much lower rates of adverse events and staff engagement (Wong et al., 2013). Moreover, transformational leadership is positively correlated with the better patient safety climate and fewer medication errors (Boamah et al., 2018). The lack of such leadership in this scenario implies that the staff was not sufficiently empowered to challenge, check or report issues, which amplified the continued presence of systemic risks (Gabel, 2014).
Besides that, transformational leadership is essential in enhancing psychological safety in healthcare teams where employees have the confidence to challenge decisions and report issues without the fear of being blamed (Robbins and Davidhizar, 2020). The lack of such an environment, in this instance, probably led to the loss of early intervention opportunities, because medical workers failed to escalate doubts in an appropriate manner. Therefore, the lack of transformational leadership not only limited organisational learning but also weakened frontline staff engagement in patient safety processes (Gabel, 2014).

Transactional Leadership
Transactional leadership focuses on structure, rules, compliance, and monitoring performance (Gruessner, 2023). It becomes especially pertinent in healthcare environments where protocol compliance is a key aspect of patient safety.
Transactional leadership, in this case, is demonstrated through the existence of policies like the RED drug classification that limits morphine use within a specialist environment. However, these policies were poorly enforced, indicating weak compliance mechanisms. This inability to guarantee compliance at prescribing and dispensing processes underscores a major shortcoming of transactional leadership in the absence of monitoring and accountability mechanisms (Stewart, 2019). Empirical studies indicate that transactional leadership could be effective at increasing compliance, however, it seems to be less effective in complex settings, unless it is coupled with feedback mechanisms and active control (Gilmartin and D’Aunno, 2007). 
In this case, the existence of policies without enforcement allowed the error to pass through multiple stages undetected, demonstrating ineffective transactional leadership. Moreover, transactional leadership must be supported with auditing, feedback, and accountability structures to make sure that compliance is upheld in practice (Gruessner, 2023). Here, despite the existence of policies like RED drug classification, there was no systematic process of verification to ascertain compliance at various levels of care. This highlights a failure in leadership oversight, where rules were not reinforced through monitoring or evaluation (DiMambro et al., 2024). In high-risk healthcare environments, transactional leadership must go beyond rule-setting and include active supervision, regular audits, and performance feedback to prevent errors (Richards, 2020). Lack of these aspects in this case enabled the violation of protocol to go undetected.
Situational Leadership
Situational leadership is focused on flexibility, in which the leadership style varies depending on the situation, task difficulty, and risk factor (Najieva and Madelle Conales, 2024). This is especially crucial in high-risk situations in healthcare like paediatric medication administration.
In this scenario, leadership did not change to high-risk morphine prescribing and dispensing. Even though the patient was vulnerable and it was complicated to dose, there was no increase or extra verification procedure. Poor situational awareness and inflexible decision-making are reflected by lack of direct communication between the healthcare professionals and neglecting warning signs (Ghallab and Sallam, 2026). Proactive intervention would have been entailed by effective situational leadership, including direct clinician-to-clinician communication, further verification checks, and escalation of concerns (DiMambro et al., 2024). The absence of these actions suggests that leadership did not respond appropriately to the demands of the situation, increasing the likelihood of error (West et al., 2015). 
In this case, the transition from hospital to primary care and community pharmacy represented a high-risk point that required adaptive leadership and enhanced coordination (Najieva and Madelle Conales, 2024). However, leaders failed to recognise this critical transition, resulting in fragmented communication and lack of accountability. Situational leadership would have been effective in terms of proactive coordination of the activities of healthcare providers, clarity of prescriptive instructions, and mutual understanding among all stakeholders (Ghallab and Sallam, 2026). The absence of such adaptive responses further increased system vulnerability.
Important Analysis of Leadership Style
Overall, the leadership approach in this case can be characterised as reactive rather than proactive. Interventions were made when damages had been done, instead of foreseeing and averting danger. There was no evidence of system redesign, proactive monitoring, or learning from previous incidents.
Absence of integration of leadership styles also contributed to the failure. Transformational leadership was insufficient, transactional leadership lacked enforcement, and situational leadership was not effectively applied. This imbalance resulted in weak communication, poor accountability, and inadequate risk management (Gabel, 2014). Empirical data prove that healthcare organisations that boast leadership and staff engagement record decreased patient safety outcomes, such as better mortality rates, fewer medication errors, and enhanced reporting behaviours (West et al., 2015; Wong et al., 2013). In contrast, poor leadership is associated with low staff engagement and higher rates of adverse incidents, indicating that leadership effectiveness is directly reflected in organisational performance and safety metrics (Boamah et al., 2018). 
Moreover, the high-risk nature of the situation did not respond to the leadership approach used because it could not guarantee safe medication practices and effective communication. The reaction was largely reactive and not proactive as no measures were taken until damage was done. More efficient would have been distributed leadership, whereby the responsibility is distributed among the teams and emotionally intelligent leadership that encourages open communication, accountability, and proactive risk identification (Gruessner, 2023). These strategies might have enhanced coordination, minimized mistakes, and enhanced patient safety.
[bookmark: _Toc227624041]2.4 Improvement and Lessons Learned 
This case exemplifies the interaction of leadership, governance, and system design failures that resulted in a critical patient safety event. Rather than being caused by a single error, the morphine overdose resulted from multiple systemic weaknesses, including communication breakdowns, ineffective governance, lack of accountability, and insufficient staff training. 
Problem 1: Communication Failure
A key contributing factor was the breakdown in communication between the prescriber, pharmacist, and caregivers. The wrong morphine formula was not detected because the rules of prescription were not clear, and in different stages of care, the formula was not verified. Communication breakdown is a well-known factor contributing to medication errors and harm to patients (Duffourc, 2018). The international experience shows that medication errors are often associated with the failure to communicate, especially in the case of care transitions (Hassan, 2018). Similarly, research by David W. Bates et al. demonstrates that failures in prescribing communication significantly increase the risk of adverse drug events.
One solution would be the use of electronic prescribing (e-prescribing) systems, which standardise prescribing, minimise ambiguity and offer clinical decision support. Research indicates that e-prescribing systems are capable of eliminating medication errors because they enhance clarity and facilitate real-time validation (Bates et al., 1998). There should also be structured communication tools like closed-loop communication and standardised discharge summaries to enable accuracy and clarity. Moreover, the lack of direct communication among healthcare professionals reveals the deficiency of interprofessional collaboration that is critical in the prevention of medication errors (Duffourc, 2018). 
Problem 2: Weak Governance
The case shows that there was a failure in governance especially in the implementation of RED drug policies. Even though morphine was considered an exclusive drug, it was prescribed and dispensed not in proper specialist conditions. The fact that similar incidents have happened since 2018 suggests that it was a systemic governance failure, as opposed to an isolated lapse.
The failure of governance is also common when the connection between policy design and implementation is deficient. Studies indicate that patient safety incidents are more common in healthcare systems with poor regulatory oversight and unstable enforcement (Braithwaite et al., 2022). This is an indication of restraints of centralised policies where they are not reinforced by effective local monitoring mechanisms.
To mitigate this, governance should be enhanced with routine audits, compliance, and accountability systems. The leadership should make sure that policies are implemented and not being presupposed to be observed (Najieva and Madelle Conales, 2024). Transparency and compliance can further be increased by integrating digital tracking systems and audit trails. 
Problem 3: Absence of Accountability and Feedback
The other critical problem is lack of accountability and proper feedback mechanism. The medication error passed through several steps without being detected, which means that no system or person was assigned to check the accuracy at each step (Cook, 2006).
There is evidence that patient safety improvement is a significant challenge due to underreporting of incidents. Studies have found that a significant proportion of medication errors are either delayed in reporting or not reported at all, limiting opportunities for organisational learning (Hassan, 2018). Healthcare systems cannot recognize patterns, manage root causes, and take preventive actions without prompt reporting.
The solution is the adoption of real-time digital reporting systems and the non-punitive safety culture. The studies indicate that organisations with an open reporting and learning culture have better safety results and continuous improvement (Wong et al., 2013). The leadership should promote transparency and make reporting systems available, efficient, and learning-oriented as opposed to blame-oriented. 
Problem 4: Training Gaps
Lack of staff training, especially when dealing with high-risk drugs and awareness of dose differences, is also a weakness evident in the case. The dosage and formulation of paediatric medication are more susceptible to error because of weight-based dosing and formulation, and unless training is sufficient, there is a risk of error (Kaushal, 2001).
Studies have shown that ongoing professional growth and specific training interventions can greatly decrease medication errors and enhance clinical competence (Boamah et al., 2018). Lack of proper training may cause practices based on assumptions instead of evidence-based practice, which may likely result in errors (Faul and Tumosa, 2020). To mitigate this, healthcare organisations need to establish regular training, simulation learning and competency tests especially in high-risk areas (Duffourc, 2018). Leadership should focus on education as an important element of patient safety and make sure that employees are aware of best practices. 
Lessons Learned and Analysis
This case demonstrates that patient safety outcomes emerge from the interaction between leadership, governance, and system structure rather than individual performance alone. Its failure was due to centralised policies (RED drug classification) and decentralised implementation (local prescribing and dispensing) without proper integration and control.
Leadership played a central role in this interaction. The lack of proactive leadership led to poor enforcement of the governance structures, poor communication, and accountability (Gruessner, 2023). A reactive approach meant that risks were addressed only after harm occurred, rather than being anticipated and prevented. These issues were further increased by the structure of the system. While centralisation provided policy frameworks, decentralisation allowed flexibility in practice. Nevertheless, this resulted in inconsistency and higher risk without proper coordination and monitoring (Cook, 2006). Also, there were no feedback loops to learn on past events and the same mistake was repeated.
Evidence shows that healthcare organisations with strong leadership and high staff engagement achieve significantly better patient safety outcomes, including reduced mortality rates and lower medication error rates (West et al., 2015; Wong et al., 2013). This highlights the importance of integrating leadership practices with system design and governance.
It is possible to draw several important lessons:
· The leadership and governance should be combined so that the policies are properly implemented. 
· Data-driven decision making is necessary to determine risks and inform improvements.
· Proactive leadership is critical in preventing errors rather than reacting to them 
· Feedback systems enable continuous learning and system improvement 
Finally, this case suggests the necessity of an integrated approach to healthcare management whereby the leadership, governance and operational procedures are aligned. Healthcare organisations can improve patient safety and minimize avoidable harm by using data, enhancing accountability, and cultivating a culture of continuous improvement.
[bookmark: _Toc227624042]3. Recommendations 
Based on the analysis of the morphine overdose case, it is clear that improving patient safety requires coordinated action across leadership, governance, communication, and system design. The following recommendations outline practical, evidence-based steps the organisation should implement to prevent recurrence and sustain long-term improvement.
1. Lead with a Combined Leadership Style
The organisation should implement a hybrid leadership strategy that incorporates transformational, transactional and situational leadership. The strong safety culture, staff engagement, and continuous learning should be achieved with the help of transformational leadership (Boamah et al., 2018). The transactional leadership must also provide strict compliance with the policies, especially in auditing and monitoring compliance of high-risk medications. Situational leadership is critical in high-risk contexts such as paediatric care, where leaders must adapt quickly, escalate concerns, and ensure additional verification (Najieva and Madelle Conales, 2024).
2. Enhance Governance and Accountability 
The structures of governance should be strengthened to make sure that policies are not just made but put into practice regularly. This requires the development of clear accountability frameworks at each stage of medication management, ensuring that responsibilities are well-defined and monitored (Cook, 2006). Audits and compliance checks especially of RED drug policies should be taken periodically to spot deviations and impose compliance. Moreover, the implementation of performance indicators that can be associated with patient safety outcomes will help organisations to quantify effectiveness and monitor improvements (Constanza Menendez Alurralde and Calvo, 2024). Digital audit trails and monitoring systems can also be used to increase transparency and offer real-time control. 
3. Enhance Communication Systems 
One of the causes of the incident was communication failures which needed more structured systems. The organisation should implement e-prescribing with decision support, adopt standardised tools such as SBAR, and use closed-loop communication to confirm understanding (Hassan, 2018). Also, in high-risk situations, structured discharge summaries and direct communication with clinicians must be obligatory. Such actions will help minimize confusion and enhance effectiveness (Duffourc, 2018). Collectively, these measures foster transparency, minimize misunderstanding and enhance organizational alignment in the care pathway.
4. Enhance Systems Integration 
The use of fragmented systems was also a major factor that caused the failure because communication and coordination among care pathway was restricted. To overcome this, the organisation must incorporate the prescriptive, dispensing, and monitoring systems in a single digital platform enabling real-time interdepartmental data sharing. Safety can also be improved by the use of automated alerts on high-risk medications that will help detect possible mistakes before they reach the patient (Faul and Tumosa, 2020). This type of system integration enhances consistency, visibility, and coordination, minimizing the risk of errors and enhancing overall patient safety.
5. Improve Technical and Allocative Efficiency 
Improving both technical and allocative efficiency is essential to optimise healthcare performance and patient outcomes. Digital tools like e-prescribing systems, real-time reporting, and automated alerts can be used to increase technical efficiency and reduce errors and inaccurate operations (Constanza Menendez Alurralde and Calvo, 2024). Allocative efficiency can be attained by dedicating resources to high-risk sectors like paediatric care, staff training and medication safety systems (Gupta et al., 2024). An evidence-based strategy to resource distribution will make sure that investments are made in the areas that have the most significant effect on patient safety and system performance.
6. Encourage Life-long Learning and Personnel Development 
The organisation must have a continuous learning model to keep patient safety improved. This involves routine training sessions, high risk simulation-based training and competence tests to ensure that the staff remains competent. Also, incident data must be employed as a learning tool and not a blame tool so that organisations can spot patterns and avoid future occurrences. Good learning culture promotes staff involvement, professional growth and makes sure the past mistakes are addressed in a systematic manner (Gupta et al., 2024).
7. Empower Stakeholder Engagement and Co-production 
Increasing stakeholder participation is essential to better patient safety and system efficiency. The organisation should promote multidisciplinary collaboration among doctors, pharmacists, and nurses to ensure coordinated decision-making. Engaging patients and caregivers in medication education and decision-making can also help reduce mistakes and enhance knowledge. Co-production, where healthcare professionals and patients work together to design and improve processes, strengthens accountability, communication, and overall system performance (Hassan, 2018).
[bookmark: _Toc227624043]4. Conclusion
This case study demonstrates that the morphine overdose was not the result of a single human error but a consequence of multiple interacting system failures. This analysis demonstrated that the breakdown of communication, poor governance, absence of accountability, and inadequate training were all factors that led to the incident. Such failures were further increased by lack of proper leadership and absence of integration between centralised policies and decentralised practices.
The application of leadership theories revealed that no single leadership style was sufficient in this context. The lack of transformational leadership led to a poor safety culture and absence of organisational learning. Transactional leadership existed but was inefficient because it did not enforce policies properly. The application of situational leadership was insufficient especially in the response to the high risk of paediatric medication management. Overall, the leadership approach was reactive rather than proactive, addressing issues only after harm occurred. The case underscores the significance of the combination of leadership, governance, and systems thinking in healthcare. The outcome of patient safety is not influenced by the actions of any single individual but as a result of organisational structures, processes, and leadership practices. Good healthcare systems must have active leadership, good governance and good feedback system that ensures there is no error and continuous improvement.
Finally, the most important point to draw out of this case is that sustainable improvement relies on a systems approach that aligns leadership, policy, and practice. Through the use of data, enhanced accountability and a culture of learning and collaboration, healthcare organisations can greatly decrease preventable harm and enhance patient outcomes.
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