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Summary 

A case study examines a serious medication error involving a four-week-old infant from northeast Yorkshire who received a morphine sulphate oral solution at a dose 20 times higher than intended. The overdose occurred because the parents were supplied with 10mg/5ml oral solution instead of the prescribed 100 micrograms prepration a specialist red drug which should only be prescribed, dispensed and managed within secondary care. The infant required emergency treatment with naloxone and survived the incident. National incident data identified this as the fifth similar case since 2018 with one resulting a death of an infant. The case highlights significant failures in medication safety.  


 


























Introduction
Patient safety is widely recognized as an important priority within health and social care, especially with medication management where minor incidents can have life-threatening consequences. Although policies and clinical guidelines are taken seriously, errors countine to occur in health and social care services. This report will focus on a serious patient safety incident involving a four-week-old baby from northeast and Yorkshire region who received a morphine overdose at twenty times above the limit. The overdose occurred after the child's parent was mistakenly supplied with 10mg morphine preparation instead of the prescribed 100 microgram/ml solution (NHS England Northeast and Yorkshire, 2023). Although the baby survived following emergency treatment with naloxone. This incident exposed and highlighted significant weaknesses in prescribing procedures, dispensing systems, and the lack of communication between healthcare professionals (NHS, 2019). Leadership plays a critical part in influencing healthcare professionals to achieve shared goals highlighting the patient's safety, quality of care, and organizational effectiveness. In health and social care, effective leadership requires a compassionate, collaborative, and inclusive approach focused on improving patient outcomes, staff wellbeing, and safety (NHS,2022). Effective leadership is extremely important during crisit situation it requires clear communication, teamwork, and decision making. Poor leadership and weak direction can contribute to unsafe practices, low staff accountability, and failure in patient care (West et al. 2015). Therefore, choosing the most appropriate leadership style is essential when dealing with healthcare incidents and implementing service improvement. 










Healthcare originations in the UK can adapt centralised or decentralised leadership structures depending on how authorities and decision-making responsibilities are allocated. Centralised leadership is placing decision making mainly with senior management, helping to maintain consistency, control and compliance with the orginasation policies (Ramsay et al., 2025). In contrast, decentralised leadership allows frontline staff to have higher autonomy and involvement in decision making, which improves communication and responsiveness within the healthcare environment (Underwood, 2024). Both approaches have advantages and limitations, especially in patient safety and risk management. This report will critically analyses the leadership and organizational problem associated with morphine overdose incident and evaluate how effective leadership can be implemented to improve patients' safety, communication and quality of care within the health and social care services. 





















Neonatal medication overdose
The concept of the chosen case study an overdose of medication was given to a 4-week-old baby following medication administration mistake. Although the baby survives. this matter reflects on a much wider patient safety issue within health care systems in the United Kingdom and globally. medication errors are viewed internationally as the leading cause of preventable patient harm (World Health Organization, 2023) According to (Care Quality Commission, 2022) it is estimated 237 million medication errors occur every year in NHS. therefore, there’s an urgent need of better patient safety measures especially among vulnerable populations neonates and children. Infants are at higher risk this is because medication dosages are calculated by weight. meaning the small error can lead to serious complications, organ failure and death (NHS Resolution, 2023). Globally the world health organisation WHO recognised medications errors as a major public health concern. it has been reported by (WHO, 2022), approximately one in every ten patients' experiences harm in health care and over half of these cases are preventable (WHO, 2022). Many cases are considered server and life threatening. Also, according to who medication errors has cost global economy 42 billion annually through long hospitalisation, disability and treatment. these statistics presents that medication safety failures are not just professionals' error but are wider systemic problem within healthcare delivery system globally (WHO,2023). 

Figure 1 below presents the distribution of medication administration errors in the uk. Wrong dose is the most common error encountering 27% of all reported errors. This indicates patient are more likely to receive either too much or too little medication than any type of administration error. This is followed by wrong drug 18% where a patient is given a different medication from the one prescribed. Wrong route 15% means medication is administrated from the incorrect route. Delayed or omission 14% refers to medication being administered later than scheduled or not given at all. Less common errors include administration of contraindicated medication 10% where a medicine is given despite being unsuitable because of allergies. Wrong patient 8% occurs when medication is given to the wrong individual while poor technical skills 8% includes mistakes resulting from incorrect administration techniques such as improper injections methods. Overall, the figures highlights medication errors are the most significant contributor to medication administration error in the UK. This suggests that healthcare professionals should prioritise improving dose calculations, medication checking procedures and adherence to the rights of medication administration to reduce preventable errors and improve patient safety (Caring for Care, 2024)
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(Caring For Care, 2024)









The case study referring to the four-week-old baby overdose reflects on the same international concern highlighted by the who. Lack of communication, unsafe system, over worked staff, and weakness in organisational management all lead to this case (Nhs England Northeast Yorkshire, 2023) Infant and neonatal care is crucial and vulnerable as they cannot communicate symptoms depending entirely on healthcare professionals for safe and effective treatment. According to Goodman (2018) system thinking approach is considered as how different part of healthcare systems interact together to influence patients' outcomes. Instead of focusing on individuals' errors. It suggests that patient safety incidents occur from multiple interconnected factors within the healthcare systems. Application of system thinking approach with the medication overdose involving the four weeks old infant to be evaluated beyond an individual human error but should consider wider organisational and environmental aspects contributing to the incident. This approach shifts the dynamic of individual mistake to multiple system error. In this case the overdose was influenced by many interacting factors, like medication calculation, communication between healthcare professional, workload pressure and insufficient safety checks (Keers et al., 2013). Examining these factors collectively provides a comprehensive understanding of how this error occurred and prevent future incidents. 

In the neonatal care, medication administration is complex as it is prescribed according to an infant's body weight and age. Therefore, even if there's a minor miscalculation it can result in significant consequences of overdose, respiratory organ damage or death (Al-Turkait et al. 2022). Unlike adults' neonates' infants are unable to communicate symptoms. Healthcare professionals must rely on assessments, accurate calculations, and strong monitoring to detect signs of deterioration. Additionally safe medication administration highly depends on effective multidisciplinary communication, clinical guidelines and systematic checking procedures throughout the prescribing and dispensing process (NICE, n.d.). The case study highlighted several system failures rather than a single clinical mistake. Communication failure between the healthcare multidisciplinary team is a critical factor requiring consideration. Effective communication is fundamental for safe medication management during the prescribing and medication administration (Jose, 2020). According to this case the breakdown in communication has contributed to inaccurate information being transferred leading to the overdose. However, failure of communication rarely occurs alone, and it is associated by organisational pressures (Alrowily et al., 2024). Consequently, improving communication alone is unlikely to prevent similar incidents unless healthcare organisations address environmental and organisational conditions which influences communication breakdowns (NHS England, 2024).
 
In addition, excessive workload pressure influences critical consideration increase patient demands, limited staff and high clinical workload have become a challenge across healthcare services and can significantly influence patient safety. Under pressure healthcare professionals' experiences immense cognitive overload, fatigue, and pressure reducing opportunities to complete medication checks (Care Quality Commission, 2022). Although professional accountability remains fundamental in clinical practice, it is unrealistic to expect individual to consistently overcome persistent organisational pressure. Therefore, healthcare organisational in the uk must ensure systems, resources and working environment is designed to support safe clinical decision making to reduce the numbers of preventable medication errors (nhs england north east and yorkshire, 2023)

This incident highlights the importance of effective clinical governance preventing medication errors. Framework that are targeted to reduce errors, staff education and incident reporting systems and continuous quality improvement processes are added within healthcare organisations. Featherless the occurrence of medication overdose involving a valuable four-week-old infant raises many questions about existing governance arrangements were adequate in recognising risks before patient harm occurred.  instead of only relying on incident reporting as a mechanism for blame. Applying system thinking provides a comprehensive understanding of this matter by viewing the patient's safety is influenced by the interaction of human, technology, organisational and environmental (Guntschnig et al., 2025). 

Figure 2 illustrates these interrelated factors through a rich picture demonstrating how communication, work overload, medication processes and organisation culture interacted to contribute to the overdose. This holistic perspective supports the development of system wide improvement aimed to strengthen patient safety and reduce further medication error within neonatal care.
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Centralisation and decentralisation 
Healthcare organisations use different organisational structures to support decision making. Centralised system concentrates decision making, policy development and resource allocation at senior organisational levels lead by one central group or headquarters rather than spread out to individuals' clinics. In contrast decentralised system distributes authority and decision making to local organisations, departments or clinical teams (Sreeramareddy and Sathyanarayana, 2019). The national health services (NHS) operate as a hybrid model, combining centralised through nationally developed policies and standards with decentralised decision making within individual hospitals and multidisciplinary teams (NHS England, 2024). This section critically evaluates how both approaches influence the medication overdose involving the four-week-old infant and examines whether organisational structure supported or compromised safe medication management. 



In the NHS, medication safety is primarily supported through a centralised governance structure. National organisations such as NHS and the National Insisture for Health and Care Excellence (NICE) and Quality Care Commission (CQC) developed policies patient safety strategies and clinicals guidelines which aim to standardised healthcare practices across England (Roberston, 2018). Neonatal medication management is also guided by national standards to ensure safe and precises dosing of vulnerable infants. This includes weight-based prescribing, independent checking of high-risk medication and standardised medication administration protocols to reduce variation in practice to minimise risk of medication errors (O’Brien et al., 2019). These nationally developed policies provide consistency across NHS to promote accountability by ensuring healthcare professionals follow evidence-based guidance when prescribing and administrating medicine. Neonates are considered vulnerable patients therefore medication and prescribing safety procedures are highly important. Minor dosing errors can result in significant patient harm (National Institute for Health and Care Excellence, 2023).

Despite these advantages, the medication overdose of the four-week-old infant demonstrates that centralised governance alone is insufficient to prevent this incident. Although national policies and safety standards were put in place its effectiveness relied on consistent implementation by frontline healthcare professionals. This suggests the existence of policies does not automatically guarantee safe practice (National Quality Board, 2018)
If medication calculation was not independently verified this suggest that communication between the multiciliary team was ineffective or workload pressures affected staff ability to follow medications safety procedures (Abadier et al., 2019). Therefore, while centralisation provides clear policies and guidance the overdose involving the four-week-old infant shows that these measures alone are not enough to prevent medication errors if they are not consistently followed by healthcare professionals (Abadier et al., 2019).
 





Evidence indicates medication errors remain a significant patient safety concern despite national safety strategies. According to Tariq et al. (2024) approximately 237 million medication errors occur annually in England. These findings indicate that while centralised governance establishes clear standards for medication management its success relies on consistent implementation at local levels. The overdose involving the four-week-old infant highlights that organisational system is only effective when supported by adequate staffing, effective communication and adherence to safety procedures. Medication errors are ranked as the most common and preventable source of patient harm, reinforcing the needs of both effective national governance and a strong local implementation of patient safety measures (NHS England, 2023).
Furthermore, centralised governance, the NHS operates through a decentralised decision-making the responsibility for patient care is shared with doctors, nurses and pharmacist working within individual's hospitals and multidisciplinary team. In neonatal care, healthcare professionals are responsible for calculating medication dose, checking prescriptions and administering medicines according to the weight and clinical conditions of the infant. this level of local decision making allows care to be personalised to patients needs but also increases reliance on accurate calculations, effective communication and teamwork (Infant,2023). 
 An advantage of decentralisation is it allows healthcare professionals to respond quickly to changes in patients' conditions to deliver personalised care. Local teams can make timely clinical decisions without waiting for approval from national organisations which is significant in emergency situations. However, decentralisation decision making depends on staff knowledge, communication and teamwork. If safety procedures are not followed consistently the risk of medication errors increase (Alsadaan et al., 2023). The medication overdose involving the four weeks old infant highlights these challenges. Although clinicians had the flexibility to make decisions based on the infant needs the incident suggests that communication failures, inadequate supervision or failure to follow medication checking procedures contributed to this error. This demonstrates that decentralisation decision making can improve patient centred care however, it must be supported by effective leadership, adequate staffing and strong safety culture to reduce the likelihood of avoidable harm (Office for National Statistics, 2024).

Overall, the case study indicates that neither a fully centralised nor a full decentralisation organisational structure was sufficient to prevent the medication overdose. Centralised governance supports patient safety through national policies, medication guidelines and accountability frameworks which promotes consistent standards across the NHS.  however, these measures did not prevent this incident from occurring this is because it completely relied on effective implementation by the frontline staff (Villeneuve, 2019). Conversely, decentralised decision-making enabled healthcare professionals to respond to the infant individual clinical needs but it also increased resilience on accurate dose calculations, communication and safety procedures. When these safeguarding issues raised the risk of medication errors increased. This suggests that patient safety depends not only organisational structure but effective leadership and teamwork (National Quality Board, 2018).
In conclusion this case study demonstrates the NHS operates through a hybrid organisational structure combining centralised governance with decentralised decision making. The overdose involving the 4 weeks old infant significantly highlights that safe practice relies on how effectively these systems are implemented at local level. Strengthening communication, leadership and observation on medication safety procedures is essential to reduce the risk of similar incidents occurring.















Leadership Theories and Application to the Case Study
Leadership plays a fundamental role in promoting patient safety, supporting effective communication and creating a culture in which medication errors are recognised, reported and prevented (Hasan Fehmi Dirik, Chrysanthi Theiakouli and Efstathiou, 2026).  In this case of the four-week-old infant who received a medication overdose, leadership influences how safety policies were implemented, how staff communicated with one another and how effectively risk were identified before the medication was administered. Rather than the error resulting from one individual action the incident reflected wider leadership and organisational failures that affected decision making and patient safety. Therefore, analysing leadership theories help explain how different leadership approaches may have contributed to the incident and identifies what could have been done differently to reduce risk of harm (IMD, 2025)

Behavioural leadership theory 
Behavioural leadership theory suggest that effective leadership is based on a leader's actions and behaviours rather than their personal qualities (NHS Leadership Academy, 2025). In healthcare, leaders influence patient safety through behaviours such as promoting effective communication, supervising staff, encouraging teamwork and ensuring safety procedures are consistently followed. These behaviours can be learnt and developed making the theory highly relevant to improving clinical practice (NHS Leadership Academy, 2025). 
The medication overdose suggests that leadership behaviours supporting safe practice were inconsistent. Safe medication administration in neonatal care relies on leaders reinforcing behaviours such as accurate weight-based dose calculations, independent checking and open communication between the multidisplinary team. If these behaviours were consistently supported and monitored the incorrect medication dose may have been identified before administrated this demonstrates that leaders influence patient safety not only through policy implementation but also by modelling expected behaviours and creating an environment where staff feel confident to question decisions and report concerns (Beccia et al., 2025)





However, according to McGregor's theory x and y describe two contrasting assumptions that leaders make about their followers which is the staff involved in this case. Theory x assumes staff require close supervision and control because they avoid taking responsibility whereas theory y assumes staff are motivated and capable to contribute to decision making when it is needed (McGregor,2018). In this case theory x approach ensured greater supervision of medication administration and mandatory checks reducing the risk of the overdose occurring. However, it can discourage healthcare professionals involved to question or report concerns due to fear of criticism. Converserly, Theory Y approach promotes trust, collaboration and open communication encouraging nurses, doctors, and pharmacist to challenge medication overdose and participate in shared decision making. Implementing these theories a Theory Y approach creates a stronger patient safety approach while still maintain safe clinical supervision (Prottas and Nummelin, 2018). Ouchies Theory Z builds on McGregor's Theory Y by emphasising trust, collaboration and long-term staff development. Applying theory z to the case suggest that leaders should encourage strong multidisciplinary relationships, invest in continuous medication safety training and create an environment where incidents like the 4 weeks old infant overdose as an opportunity to learn and improve rather than a punishment (Mindtools, 2024).
However, McGregor theories have limitations, oversimplifying staff motivation by placing them in categories which does not fully consider organisational pressures such as shortage of staff, heavy workload and limited of time. The incident of the medication overdose was unlikely to have resulted Soley from staffs' behaviours. Therefore, while Theory X Y and Z help explain how leadership style can influence staff behaviour it does not completely explain the complexity of clinical incidents (Hanson and Haddad, 2023). 
The Tannenbaum leadership further supports the application of leadership suggesting that leaders should adopt their leadership style according to the situation and the capability of their team. Rather than making decisions independently. leaders move to continuum from directive to participative leadership (Aggarwal and Swanwick, 2015). In the case of the 4 weeks old infant overdose a more directive approach during high-risk tasks such as neonatal medication calculations and administration. A more participative approach during team discissions and safety reviews would encourage staff to share concerns, learn from incidents and contribute to improving medication safety. This demonstrates effective leadership is not based on one fixed style but selecting the most appropriate leadership behaviour for clinical situation (Bell et al., 2023)

Overall, behavioural leadership theory provides a valuable framework for understanding how leadership behaviours influence patient safety and staff performance the application of theory x theory y theory z and the Tannenbaum and Schmidt leadership continuum show that effective leadership requires a balance of appropriate supervision, staff empowerment and flexibility. In the case of the four-week-old infant a stronger leadership behaviour could have led to good adherence of medication safety procedures, improved multidisciplinary communication and supported earlier identification of the medication error. However, leadership alone could not have prevented this incident as a wider organisational factor such as workload pressure, shortage of staff and system failures contributed significantly (Shaw et al., 2019).


 


 























Improvement, and Lessons Learned
The medication overdose involving the four-week-old infant highlights how leadership, governance structures and system processes interact to influence patient safety outcomes. although nation governance structures provide policies, procedures and accountability frameworks. The incident presents that effective governance relies on successful implementation at a local level (Care Quality Commission, 2022).Leadership plays a fundamental role in ensuring safety procedures are followed. also to encounter staff feelings towards raising concerns and organisations learn from incident rather than focusing solely on individual mistakes. Furthermore, identifying missed opportunities and implementing evidence-based improvements to reduce future medication-related harm (Hasan Fehmi Dirik, Chrysanthi Theiakouli and Efstathiou, 2026).

A key issue identified in this case is the gap between centralised governance and local implementation of medication safety procedures. In The NHS, centralised organisations develop national guidance and standard to support safe practice such as medication management policies. However, existing policies do not guarantee consistent safe practice. The medication overdose demonstrates failures can still occur in environments with procedures that include accurate prescribing; dose calculations and independent checking are not actively monitored in daily clinical practice. This case highlights the importance of ensuring national guidance is supported by strong leadership, staff training and effective monitoring system (SPS,2025).
a important improvement would strengthen medication safety processes through regular assessments, training and ongoing professional development.  Healthcare leaders should ensure staff who’s involved in medication administration, especially with high risks such as neonatal care. have the knowledge and confidence to carry out safe management of complex medication calculations (Mutair et al., 2021) This connects to behavioral leadership theory as effective leaders influences patient safety through their actions providing supervision, supporting staff development and strengthening safe behaviors instead of relying on policies. leaders must actively promote and monitor their own implementations (Hasan Fehmi Dirik, Chrysanthi Theiakouli and Efstathiou, 2026)

Another key area for improvement is communication between the multidisplinary  team. Medication safety requires multiple staff across the organization, therefore effective collaboration between doctors, nurses, and pharmacists. According to the case, improved communication and opportunities for staff to question medication decisions could have helped identify the error before harm occurred (Stebbing et al., 2007). Therefore, organisations should create a culture where staff feelings are considered to ensure concerns are raised, challenge decisions, and request clarification when uncertainty is presented (Rosen, 2020). This reflects on McGregor's theory y approach. Leaders view staff as responsible professionals who can contribute to improving care when they are trusted and supported. However, this approach is only successful with appropriate clinical supervision, particularly managing high risk medications (Rosen, 2020).
Furthermore, ouch'stheory Z highlights the importance of trust, teamwork and long-term staff development. The application of this approach suggests that organisations like the NHS should focus on creating a strong relationship between healthcare providers and encourage shared responsibility for patient safety (Mind,2024). Following the medication incident leaders must avoid focusing only on individual blame and instead examine wider system factors like workload pressure, communication processes, digital technology management and training requirements. a learning focused approach enables organisations to identify weakness and make suitable improvements (Marufu et al., 2021)
Another important lesson from the case is the need for a balanced centralised and decentralised decision making. Centralization provides consistency ensuring healthcare organisations follow national standards and evidence-based guidance. However, highly dependence on centralised systems can limit teams' ability to respond to specific challenges within their clinical environment (Jung et al., 2025). A stronger approach would involve the combination of national governance with local decision making. National organisations should consider developing clear safety standards while local teams should have the authority to identify risks, implement improvements, and adapt procedures according to the patient's needs (Eze et al., 2025).  leadership style is an important factor when considering improvement. Tannenbaum and Schmidt Leadership Continuum suggest effective leaders should adapt to their approach depending on the situation. During high-risk medication administration, a more directive leadership approach is necessary to ensure strict safety and checking processes (McPheat, 2022). However, during incident reviews a more participating e approach is beneficial by improving staff identifying solutions. This presents that effective leadership requires flexibility other than depending on one approach in all situations (McPheat, 2022). For future improvements involving the use of data and feedback systems to monitor patient safety outcomes. Incident reporting, medication error data and staff feedback can help organisations identify patterns and areas requiring improvement (Tuti et al., 2022) instead of viewing incidents like this as an isolated event caused by individual error, healthcare organisations should use evidence to understand how systems, leadership and working conditions contribute to outcomes. This approach consistently supports improvement and strengthens accountability across all levels of healthcare (Tuti et al., 2022).

Overall, the medication overdose of the 4 weeks old demonstrates patient safety is influenced by the interactions between governance structure, leadership behavior and environmental cultures (NHS England northeast and Yorkshire, 2023). Centralised governance provides essential standards and accountability while decentralised decision making allows local teams to respond effectively to clinical challenges. However, both approaches are sufficient without effective leadership which provides great commutation, learning, and safe practice. The main lesson from this incident of healthcare organisations such as the NHS to prevent medication errors requires more than a policy. It needs leaders who are actively supporting staff, encouraging trust, and the use of evidence to improve systems by combining effective governance with leadership and continuous learning (Krzyzaniak and Bajorek, 2016).






Recommendation
The medication overdose involving the four-week-old infant the organisations should implement researched based recommendations to strengthen patient safety outcomes and reduce the risk of complications and harm in the future. National policies and governance systems exist within the NHS with the need for improvement in leadership, communication, staff training, and the use of technology to ensure these policies stay consistent in clinical practice. The recommendations below are based on the findings of the case study (NHS England, 2023)
Leadership
Behavioral leadership is adapted to strength patient safety by improving communication, supervision and accountability of healthcare professionals. implementation of this to the case leaders should actively be involved to model safe medication practice, encourage staff to report concerns and provide regular feedback on performance cite this approach in leadership is essential because it focuses on behaviours that can be developed through training rather than relying on an individual trait. however behavioral leadership alone cannot prevent medication errors if staff shortages remain, excessive workload and organizational pressure are not addressed (Hilton, 2023) Therefore, leadership development should also be support by equal staff levels, continuous professional education and strong governance systems to ensure safe practice is consistently maintained (West et al., 2015) 













Governance
The NHS should strengthen governance by introducing mandatory independent checking of neonatal medication calculations alongside regular medication safety. Although national policies already exist, the case demonstrates that policies are ineffective if it’s not consistently imbedded at ward level (Nicholson, 2025).
Monitoring 
Regular monitoring enables leaders to identify recurring risks and to provide targeted support where standards are not being met. However, throughout this process it should focus on learning and quality improvement rather than blame. as a fear driven culture can lead to discouragement of reporting incidents (Journey to change, 2021).
Communication 
Communication between the multidisciplinary team must be strengthened through stricter handovers. such as SBAR and routine safety briefings. The medication overdose highlights how communication failures contribute to the patient harm despite national guidance already being implemented (Tariq et al., 2024)
Working on communication reduces misunderstanding and promotes collaborative teamwork and decision making. Furthermore, introducing a new communication process increases staff workload, requiring greater training. Health organization like the NHS should ensure staff receive support and protected time to implement change (NHS England, 2023).
Technology 
The NHS should continue investing in prorate electronic prescribing systems, barcode medication administration and clinical decision support software to reduce prescribing errors. technology have proven to improve medication safety by reducing calculation mistakes and verify correct patients and medication before administration (Dorries, 2020).
However, technology should not replace clinical judgment as system failures can still occur. therefore, staff training and regular evaluation are essential to ensure technology is up-to date for safe practice (Dorries, 2020).


Overall, sustainable improvements require the role model from leadership, governance, and technology development to work together to reduce medication errors. This approach more likely to improve patient safety, strengthen organisational learning and prevent similar incidents occurring in the future. 
Conclusion
The medication overdose invoking the four-week-old infant demonstrates patient safety highly depends on the interaction between leadership governance and clinical practice. NHS operates within a highly centralised governance system that provides national policies, safety standards and accountability, this case showed that policies alone cannot prevent medication errors if they are not consistently implemented at the frontline. The incident highlighted how failures in communication, medication verification, and adherence to established procedures can undermine even well-developed safety systems. The analysis of leadership theories demonstrated that leadership behaviour plays a significant role in influencing staff performance and patient outcomes. Behavioral leadership theory emphasised that leaders create a culture of safety through effective communication, supervision, teamwork, and positive role modelling. Theory X, Theory Y, and Theory Z further illustrated how leaders' assumptions about staff influence motivation, accountability, and engagement. A leadership approach based on trust, collaboration and continuous learning is more likely to encourage staff to report concerns, follow safety procedures and contribute to quality improvement than one based on control or blame. However, no single leadership theory is sufficient on its own, and effective leaders must adapt their approach to the clinical situation while maintaining high standards of patient safety. The recommendations presented emphasised strengthening governance through improved medication safety processes, ongoing staff education, multidisciplinary communication, and a just culture that encourages learning from incidents. Continuous monitoring of safety data, regular audits and effective leadership are essential to ensure that improvements are sustained over time.
Overall, this case study demonstrates that reducing medication errors requires more than national guidance or individual competence. Safe and effective healthcare depends on strong leadership, robust governance systems, collaborative working, and continuous organizational learning. By integrating these elements, healthcare organisations can improve patient safety, strengthen accountability, and reduce the likelihood of similar incidents occurring in the future.
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