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[bookmark: _wlqvbehhtp5j]1. Introduction
The purpose of this report is to critically analyse a patient safety event through leadership theories, governance structures, and systems thinking to determine how systems have failed and suggestions that can be made to enhance safer healthcare delivery. The chosen case study is the Infant Morphine Overdose, which presents a case of a patient, a 4-week-old kid, who presented to the Accident and Emergency department due to an overdose of morphine sulphate that was given to the baby, which was twenty times higher than intended. The mistake was to administer a 10mg/ 5ml oral solution instead of the required 100 micrograms/ ml drug, which is a RED drug, only prescribed in secondary care. This error highlights the risks associated with high-alert medications, particularly in paediatric settings where dosing precision is critical. This case was due to concerns in hospital sending, GP prescriptions, pharmacy dispensing, and child administration. This has been representative of similar prevalent cases, as at least five cases have been reported since 2018, and one case has resulted in a fatality.
Health and social care leadership can be described as the skill of influencing individuals and multidisciplinary teams to aid and attain collective goals, especially with regard to providing safe, effective and patient-centred care. It entails orchestrating complex care, the ability to make informed decisions in the face of uncertainty, and accountability across the system. n high-risk clinical environments, effective leadership also involves anticipating potential failures and proactively mitigating risks. Healthcare delivery follows both the centralised approach, in the form of national policies, as well as the RED drug classification, and possesses a decentralised approach, in which GPs and pharmacists are led by clinical autonomy. Although centralisation is good in aiding in standardisation and safety control, decentralisation leads to flexibility, although risk is high in cases where there is weak coordination.
Various significant theories of leadership offer a guide in analysing this case. Transformational, transactional, and situational leadership styles encourage vision sharing and communication, rules and protocols enforcement, and adaptation to complex situations, respectively. High-risk situations are situations where the lack of effective leadership can cause great damage due to failures in communication, coordination, and decision-making. Therefore, in this report, the systems thinking will be used to analyse the problem, the role of governance and leadership. Lastly, it will provide the solution with evidence-based improvement strategies to enhance patient safety.
[bookmark: _dsafcdj2e21l]2. Main Body and Analysis
[bookmark: _jzkqc3uhmqnc](a) Identifying the Problem & System Context
[bookmark: _cyv1e8c4cro] Problem Description
The focal issue in the case study is a critical case of overdose medication due to a failure at the system level and several layers of healthcare provision. The child under consideration (a 4-week-old infant) was given about 20 times the dose of morphine sulphate that was supposed to be given because the administered dose of morphine involved an oral solution of 10mg/5ml rather than an oral solution of 100 micrograms/ml. The wrong translation of the prescribed dose of 190 micrograms to a much greater dose of 3.8mg was made. The root cause of this error was related to the lack of clarity during discharge communication, the prescribing of an incorrect drug (RED drug) in the primary care, and the dispensing and counselling procedures. The case in point is a good example of how communication malfunctions and a shortage of precautions may result in severe patient injuries.
[bookmark: _moj412awa4vj] Global Context
The international picture of medication errors shows that the problem identified in this case study is a relatively common and critical issue in patient safety. The World Health Organization (WHO) claims that medication errors are a major cause of preventable harm the world over, as they cause millions of patients annually and lead to massive morbidity and mortality. These errors are estimated to cost the world about $42 billion per year, which represents nearly 1% of the global health spending (World Health Organization, 2017). Moreover, every 30 patients experience medication-related harm, and a considerable percentage of them is severe or life-threatening (World Health Organization, 2023). Women who are at high risk, especially those in paediatric age, are more susceptible because of weight-dependent dosing complications and formulation differences as witnessed here. This proves that drug safety errors are global and systemic.
[bookmark: _xbg3sp3hk7mm]National Context
The relevance of this case study can be further supported by the national context in the NHS, which proves that medication errors represent a critical yet chronic patient safety issue. In England, it is estimated that there are 237 million medication errors every year throughout the medication pathway, such as prescribing, dispensing, administration, and monitoring processes (BMJ, 2025). Among them, there are about 66 million, which can be deemed potentially clinically significant, of which errors, such as prescribing and dispensing, are estimated at 21% and 16%, respectively (Elliott et al., 2021). In addition, the mistakes lead to 1,700 deaths a year and BNHS expends approximately £98 million a year (BMJ, 2025). It is especially true in the case of paediatric patients, as evidence that analysed the medication prescriptions given to children revealed that up to 13% of those prescriptions are incorrect (HSSIB, 2021). This fact demonstrates that medication errors in the NHS are systemic and disproportionately impact high-risk groups, including babies.
[bookmark: _g9zync2ktlny] Organisational/National Body Context
Organisational and national patient safety reports contribute to the idea that medication errors are often based on a lack of communication and care transitions, which are the core issues in this case. According to Redmond et al. (2019), an estimated over 40% of medication errors happen during any type of transition that takes place during the discharge of a patient from the hospital to primary care, since the medication reconciliation and transfer of information is highly poor. Moreover, Mutschling et al. (2018) demonstrate that the adverse events are influenced by the breakdown of communication, especially in clinical handovers, whereas inappropriate communication is implicated in more than 60% of severe cases in hospitals. These results reflect the case directly, as the deficiencies in discharge communication, interaction with GPs, and patient counselling caused harm. Thus, the case reflects a good example of how ineffective communication and unsafe care transitions can continue to pose system-wide risks in healthcare delivery.
[bookmark: _7aatn6k06yk4]Systems Thinking and Governance Analysis
A systems thinking approach emphasises the fact that the healthcare system is a network of actors, processes, and decisions, with the failure in one part able to spread throughout the system. The medication error in this instance was caused by interdependent phases with discharge of the patient by the hospital, prescribing done by the GP, dispensing done by the community pharmacy and the administration done by parents, thus there are high system dependencies. There were a few feedback loops, though they failed to function because the query related to dosage presented by the pharmacy was not enhanced by direct-clinician-to-clinician communication, which would have resulted in the error being abated. Cascading failures of this type relate closely to the systems theory, which suggests that latent conditions and active failures can interact to create harm (Elbasheer et al., 2026). There was governance at various levels, including local (Trust) and regional (Integrated Care Board), as well as national (NHS policies), but there was no proper protection of restrictions on the use of the RED drug. This is an example of how ineffective system integration and governance oversight can significantly increase risks to patient safety.
[bookmark: _qzm561etp43j]Underlying Challenges
· Limited Awareness of Special Formulations: Healthcare professionals, such as the GP and community pharmacists, were not aware that Morphine 100 micrograms/ml existed as a special product, and thus made the wrong prescribing and dispensing choices.
· Absence of Electronic Safety Alerts: The prescribing and dispensing systems did not activate warning labels that the medication was a RED drug or about formulation errors, and the mistake continued to run.
· Breakdown in Inter-professional Communication: No direct communication between the GP and the pharmacy, but rather indirect through reception and pharmacy staff, which could not provide accurate clarification of a high-risk prescription.
· Fragmented Care Transition Processes: The incomplete nature of discharge summaries and lack of coordinated medication reconciliation among hospital, primary care and pharmacy environments helped to develop errors.
[bookmark: _rmfs8j7mh164]Visual Representation using Rich Picture
[image: ]
Figure 1: Rich Picture of the Problem

The rich picture shows that the overdose of the infant was due to failures that are intertwined throughout the healthcare system. It demonstrates the chronological reliance of the hospital discharge on the GP prescribing, pharmacy dispensing and administration by parent, where incomplete communication and delineation of dose were present in each involved step. Weak feedback loops, especially the query of the pharmacy, which had not escalated, enabled the error to persist. Lack of RED drug protection and ineffective counselling led to the wrong dose and harming of the patient.
[bookmark: _80c4olty2fr0](b) Centralisation vs Decentralisation
[bookmark: _y28r5xehd0nr]Centralised System in NHS
Healthcare systems such as the NHS consist of centralised systems that seek to promote standardisation, safety and accountability in the clinical decision-making process. The utilisation of national and regional formularies, such as the Red-Amber-Green (RAG) classification system, where the responsibility of prescribing is supposed to reside, is one of them. Within this scheme, the RED drugs are designated as specialist medicines which should only be initiated and managed in secondary care, with prescribing left to the clinicians in the hospital, as it is more complex and requires monitoring (NHS, 2024). Such a centralised system has a range of benefits, such as better standardisation of care, lower clinical variability, and better patient safety due to specialist oversight. Nonetheless, in this case, even with such safeguards, there are weaknesses when the policies are not successfully implemented at the local level, as in this case, a prescription and dispensing of a RED drug in primary care were screened. This shows that centralisation is an effective framework in offering safety, but its implementation and maintenance in healthcare environments must be consistent.
[bookmark: _9r9i4xrngmqt]Decentralised Elements
Components of decentralisation increasingly find place in modern healthcare systems, where the decision-making authority is spread out among various frontline actors, especially in the context of primary and community care. General practitioners (GPs) are the primary contact point and significantly independent in prescribing in the NHS, whereas dispensing, clinical checks, and patient counselling are managed by community pharmacists independently (Hanson et al., 2022). This decentralisation is to enhance access, efficiency and responsiveness to patient needs. However, this autonomy also brings variability in practice and knowledge, such as is the case in this scenario, where the GP gave the wrong morphine formulation, autonomously, simply because of being unaware of the 100 micrograms/ml product. On the same note, pharmacists played their part and, even though they noticed the issues of concern, they used indirect communication and continued dispensing. According to Taiwo et al. (2021), the lack of strong coordination and a rise in autonomy may increase the risk of clinical errors. Thus, the flexibility provided through decentralisation may be compromised in case of inadequate integration and supervision, leading to compromised patient safety.
[bookmark: _ppanmcr33n8z] Advantages of Decentralisation
· Clinical Flexibility in Decision-Making: Decentralised systems enable GPs to customise prescriptions according to real-time patient needs (changing doses according to current weight in this case, for example, 4050 g), providing personalised care, but not protocol-driven.
· Faster Service Delivery and Reduced Delays: Autonomy in primary care would allow prescribing and dispensing medicine without the need to request a specialist decelerates treatment delays, especially in urgent pain treatment of children.
· Improved Patient Accessibility and Continuity of Care: Local GP practices and community pharmacies will allow patients to gain access to medicines and prevent readmission to the hospital due to having continuous access to care post-discharge.
· Efficient Workload Distribution Across Healthcare System: Decentralisation implies less of a load on the secondary care due to the transfer of regular prescribing and dispensing functions to the primary and community care environment.
[bookmark: _5mqniijkix61] Disadvantages of Decentralisation
· Inconsistent Clinical Knowledge and Awareness: Both pharmacists and the GP did not know anything about the 100 microgram/ml formulation and its RED status; they thus selected an incorrect product, 10mg/5ml, and then interpreted the dose in an unsafe manner.
· Breakdown in Communication Pathways: Necessary clarification between the pharmacy and the GP was done indirectly through reception and pharmacy attendants, as they could not clearly clarify a high-risk prescription query.
· Fragmented Accountability Across Care Settings: Safe prescribing and dispensing Responsibility was spread among the hospital, GP, and pharmacy, with no one involved in ensuring adequate formulation, dose and administration.
· Variability in Safety Practices and Processes: Lack of standardisation of checks (volume-based dosing and counselling) led to inconsistent adherence to patient safety practices observed in settings.
[bookmark: _owo7jonxsrkg]Critical Comparative Analysis
A combination of decentralised clinical practice and centralised governance is a common method of providing safe and efficient healthcare in healthcare systems. In the NHS, the centralised methods, including the RED drug classification, are also supposed to limit the use of high-risk drugs to specialist environments and make them safer by standardisation. Nevertheless, it has been established that in England alone, there are more than 237 million medication errors each year, and 21% of them are in the prescribing and 16% in the dispensing phases, reflecting that the mere existence of policy does not necessarily result in its successful application (BMJ, 2025). Meanwhile, the variability is generated by decentralised care, with 38.4% of the errors in primary care, where autonomy is the highest, and a few contribute to the 66 million potentially clinically significant errors (Elliott et al., 2021). Decentralised prescribing and dispensing choices and poor communication in this instance permitted the wrong formulation to be chosen and dispensed without any escalation. However, the failures are not resulted by one or the other structure but the lack of connection between the centralised safety systems and the decentralised implementation, which led to the fact that, in combination, they allowed the error to run unmitigated throughout the system.
[bookmark: _6krrupwjzlsc]( c ) Leadership Theories & Application
[bookmark: _aethrex9w2rk] Transformational Leadership
Healthcare leadership plays a critical role in the development of organisational culture, employee behaviour and eventual patient safety outcomes. Transformational leadership is a theory that emphasises inspiring and motivating teams by four important elements, which are idealised influence and inspirational motivation, intellectual stimulation and individualised consideration (Khan et al., 2022). These leaders develop a common vision, foster open dialogue and empower personnel to oppose unsafe practice. It demonstrates that transformational leadership has a substantial positive effect on the patient safety culture and patient safety outcomes; a study by Seljemo et al. (2020) indicates that it accounts for up to 47.2% of data variation in terms of patient safety culture and is highly positively correlated with safer clinical practices (p<0.001). Furthermore, Hamdan et al. (2024) show that transformational leadership has a statistically significant correlation with safety practices (β = 0.216, p = 0.001), with safety culture being the intermediate. Nevertheless, this type of leadership also has drawbacks, such as excess dependence on vision and a lack of operational control, which can undermine adherence to stringent measures.
In this case study, the absence of transformational leadership is evident in poor communication, a lack of shared understanding of RED drug risks, and failure to empower staff to escalate concerns. Consequently, without strong transformational leadership, opportunities to prevent the error through proactive communication and safety culture reinforcement were missed, contributing to patient harm.
[bookmark: _r74n70othwp9]Transactional Leadership
The healthcare leadership framework tends to depend on highly organised strategies that focus on adherence, regulation, and responsibility in ensuring patient safety. The leadership based on transactional is founded on established rules and set duties and performance checks through the tools of contingent rewards and management-by-exception to ensure that employees follow the guidelines (Khairy et al., 2023). It is most useful in controlled settings, with Althobaiti (2026) demonstrating it to be statistically significantly related to patient safety culture and staff performance (p < 0.05), and leading to the enhancement of teamwork, feedback, and organisational learning. Further, 608 nurses in a study by Bellali et al. (2024) discovered that transactional leadership was a positive predictor of job and work outcomes (R2 =0.28; p = 0.002). This implies that it helps stabilise the operations. 
Nevertheless, they are just as limited, because it puts the focus on rule-following, rather than critical thinking and situational awareness. According to Khairy et al. (2023), a non-holistic, task-oriented leadership may also be brought about by transactional leadership, which decreases the focus on a complex patient safety risk. Here, there was a clear existence of RED drug policies, which were not clearly understood and applied by the GP and pharmacists, instead of taking procedural steps without being aware of the risk of potential differences in formulations. It shows that the use of transactional leadership without an in-depth clinical insight and reporting can enable several severe mistakes to become even more serious and harm patient safety.
[bookmark: _nc149my4t313]Situational Leadership
The nature of clinical risk, staff competence and situational complexity requires diverse healthcare leadership. The situation leadership theory by Hersey and Blanchard is premised on the theory that leaders change their leadership style by either directing, coaching, supporting, or delegating people and circumstances as well as focusing on the readiness and ability of individuals and circumstances (Marchito et al., 2025). Pasaribu et al. (2022) illustrate that such adaptability enhances the outcomes of health care; in particular, situational leadership has been shown to have a beneficial impact on employee performance (coefficient = 0.504) and job satisfaction (up to 61% impact, p < 0.001). Although the clinical setting research by Wang et al. (2024) showed improvements in patient safety, care quality, and staff performance after using it, the research faces specific gaps which may influence the outcomes. It is also regarded as especially useful in the crisis setting, where the leaders can be able to react dynamically to the uncertain conditions and evolving needs.
Nevertheless, situational leadership requires proper risk assessment and a change in leadership behaviour at the right time, which is important to the effectiveness of situational leadership. In this instance, leadership did not fit the high-risk paediatric situation, with weight-based dosing and RED drugs, suggesting it be more directive and supervisory. Rather than leading to an escalation of practices through routine decentralisation, there was no change of leadership style, despite there being misalignments such as unclear dosing and pharmacy inquiries. This shows that the lack of situational leadership constrained the system to react accordingly to the risk to avoid them; thus, the medication error developed and resulted in jeopardising patient safety.
 Critical Comparative Analysis
The leadership styles observed in the case can be philosophically assessed as unsuccessful in their translation of either the character of vision, compliance, or adaptability to safe practice. Form a transformational perspective, no common understanding of risk, proactive communication, and a culture that promotes questions or escalation was present, showing the absence of a collective safety focus. Transactionally, despite the rules such as the prohibition of RED drugs, they were superficially adhered to without a critical analysis, which indicates compliance without a thorough understanding. Leadership was due to take adaptable forms to the dynamic paediatric environment, where more control, supervision and direct communication were needed. Leadership remained a siloed phenomenon that was not integrated across all three approaches, and there was no cross-boundary ownership of the patient pathway. This meant that the opportunity to improve the error at various levels was missed. As a result, failure was not brought about by a lack of leadership models, but by the inability to utilise them in a unified and situational way.
[bookmark: _m6jas1tqcy13](d) Improvement & Lessons Learned
[bookmark: _1p3ppb6bf8z] Leadership & Governance Interaction
A combination of a high level of centralisation of the governance structures and decentralisation of clinical practice conditions the successful patient safety implementation, but this case indicates a definite lack of links between the two. On the policy level, the NHS and its regional formularies listed morphine sulphate 100 micrograms/ml as the RED drug; thus, it was limited to prescribing and supply in secondary care only. However, there was no practical operationalisation of this governance control because the hospital discharge summary inappropriately instructed the GP to proceed with the prescription, and there was no system-level constraint on this transfer. On the decentralised level, the GP ordered the wrong 10mg/5ml formulation, which was dispensed without escalation by the pharmacy; however, the pharmacy did not notice the irregularities in the dose. This is an indication of failure in implementing policy into measurable protective measures, such as electronic warnings or prescriptive control. Moreover, the lack of clinician-to-clinician interaction undermined accountability in settings. As a result, the failure to match the centralised policy and decentralised implementation left loopholes through which safety measures were evaded, and the mistake propagated along the care pathway.
[bookmark: _qtcy5onbfd6i] Key Problems & Improvement Strategies
Problem 1: Communication Failure Across Care Transitions
· Description: One of the leading causes of medication errors is communication breakdown, especially when there is a change in care.
· Data: About 40% of medication mistakes are related to poor communication and reconciliation in handovers, and up to 60% of the errors are associated with the changes between the care settings (Barnsteiner, 2020). The prescribing error was facilitated in this case by poor discharge summary clarity and by communicating with GPs indirectly.
· Improvement: Adopt an entirely electronic discharge summary system and computerised medication reconciliation, which can potentially reduce medication errors in up to 70% when used effectively.
Problem 2: Clinical Knowledge Gaps in High-Risk Medications
· Description: Lack of awareness about specialised formulations will greatly aggravate the risk of errors.
· Data: Up to 67% of patients have experienced at least one error in the medication, which was due to the incompleteness of knowledge or inaccuracy of documentation (Australian Commission on Safety and Quality in Health care, 2026). The pharmacists and GPs in this scenario did not have any clue about the 100 micrograms/ml special formulation and RED drug limitations.
· Improvement: Mandatory high-risk medication (usually paediatric dosing and specialist formulations) targeted training programmes and continuous professional development (CPD) to be introduced to decrease knowledge-related errors in prescribing.
Problem 3: System Design and Lack of Safety Alerts
· Description: Medication errors have many contributors, including weak system design, especially the lack of electronic precautions.
· Data: 50% of prescription errors are related to writing new prescriptions at the time of discharge, which is frequently not aided by decision-support systems (Alqenae et al., 2020). However, there was no electronic warning in the case regarding the RED drug choice or wrong formulation.
· Improvement: Adopt automated alerts, clinical decision support systems, and electronic prescribing systems that are capable of decreasing prescribing errors significantly by identifying high-risk pills and mismatches.
Problem 4: Inadequate Patient Counselling and Understanding
· Description: Poor patient understanding of medication instructions is a critical safety issue. 
· Data: Over 43% of the serious adverse events involve communication failures, especially among patients who have not received proper counselling (Douglas et al., 2021). In this case, parents kept on providing the wrong dosage as they had not been explained and demonstrated.
· Improvement: Develop standardised counselling protocols, such as the use of teach-back techniques, prescription of proper dosing devices, so that patients can understand and administer drugs correctly.
[bookmark: _2hoxpu36cqm9]Integrated Learning
The case illustrates the relationship between leadership, system design, and governance to shape the patient safety outcomes. Centralised regulation put the RED drug prohibitions in place; however, with poor leadership, they did not ensure that these regulations were known and put into practice at the frontline. Decentralised models gave the GP and pharmacy autonomy in decision-making, yet there were no coordination and accountability due to a lack of good leadership and communication. Due to the lack of systems thinking, there was a lack of understanding of interdependencies between the hospital, primary care and pharmacy, which allowed the spread of errors. This points out that patient safety cannot be dependent on individual controls, but integrated controls are needed. As a result, leadership should be based on alignment of governance and practice, making governance accountable throughout the board and improving communication as well as decision-making throughout the entire system.
[bookmark: _v1r6czivj3b9]3. Recommendation
[bookmark: _lqw1w5ejgwxy]Strategic Actions: Strengthening RED Drug Governance and Electronic Prescribing
Ensuring stronger RED drug governance involves poor policy awareness and enforcement by formulating digital controls that are enforceable. NHS and other studies conducted internationally indicate that electronic prescribing systems may decrease medication errors by more than half and prescribing errors by up to 47% (HSSIB, 2022). The lack of system constraints in this case permitted a RED drug to be prescribed in primary care without question. Hence, there must be hard-coded RED drugs built into prescribing systems with automatic blocking and escalation procedures. Besides, electronic records that connect to facilitate transitions can eliminate or even minimise transition-related medication errors by 40%, enhancing pre-discharge safety (University of Manchester, 2023). These controls would directly contribute to bridging the governance practice gap, which was experienced in the case.
[bookmark: _4jkc95bice9l] Leadership Recommendations: Transformational and Situational Leadership
The leadership approach should also shift to active compliance to active, flexible safety management. The researchers conclude that transformational leadership can account for up to 47.2% of the variability in the patient safety culture (p < 0.001), whereas situational leadership demonstrates that staff work better and make decisions wiser in the complex setting (Camacho et al., 2024). In this example, leaders were not able to develop a common sense of the risks of RED drugs, nor did they tailor to the high-risk paediatric environment. A hybrid leadership model in which the safety culture is propelled by transformational leadership and situational leadership by ensuring that the organisation responds appropriately to clinical risk should be adopted. This would allow frontline personnel to raise issues, question unsafe prescriptions, and enhance interdisciplinary coordination.
[bookmark: _7616ah6q0eoz] Governance & Communication: Strengthening Inter-professional Coordination
Structured and enforceable governance mechanisms need to be used to address communication failures. The statistics show that among the medication errors, more than 40% happen when transferring care between providers since they do not transfer information properly. Here, the communication between the pharmacy and GP was not direct due to the non-clinical personnel, which did not allow accurately clarifying a high-risk prescription (Camacho et al., 2024). Thus, healthcare systems must require direct clinician-to-clinician interaction with high-risk drugs, which should be backed by connected digital systems. Moreover, standardising medication reconciliation procedures must also be implemented because interoperable systems are known to decrease discrepancies and injury to a large extent. Improving communication governance will ensure that accountability is upheld and mistakes are not repeated within care settings.
[bookmark: _vzkv79s2c27q]Efficiency & Continuous Learning: Digital Systems and Feedback Integration
The enhancement of efficiency should involve integrating the digital infrastructure and ongoing learning processes. Electronic systems not only decrease the amount of prescribing mistakes by 15% but enhance the standardisation, auditability and clinical decisions (Colin et al., 2025). The second approach to increasing the allocative efficiency is to ensure specialist drugs do not enter primary care in the first place. Moreover, incident reporting and feedback should be in real-time, because data-driven learning has been previously demonstrated to lessen recurring errors and enhance safety outcomes in organisations. The lack of feedback loops in this scenario made the known risks persist. An ongoing monitoring process, audit cycles, and staff training will be integrated to guarantee a long-term enhancement and system-wide responsibility.
[bookmark: _f7muc7mluhzx]4. Conclusion
This report was aimed at critically examining the infant morphine overdose case using leadership theories, governance systems and systems thinking to determine systemic errors and suggest ways to improve patient safety. The analysis confirms that the incident was not only a case of a single, clinical mistake but a complex, multi-tiered system malfunction that included failure within the communication of the hospital discharge, unsuitable GP prescription, pharmacy checks, and administration by parents. There was centralisation of governance mechanisms, such as RED drug restrictions that collapsed during implementation, and decentralisation of autonomy in the primary care system that facilitated uncoordinated and inconsistent decision-making. The failure of the leadership was demonstrated by the lack of risk identification on the proactive level, an ineffective communication system, and a lack of ownership, as well as allowing the error to pass through multiple checkpoints.
Moreover, the analysis provides an emphasis on the fact that safety barriers that must have served as the safeguards at every stage were either insufficient or not present at all, and the error did not have a chance to be resolved. The non-standardisation of prescription formats, the evidence of no specific dosage being communicated in both micrograms and millilitres, plus the inability to raise concerns and escalate the situation, contributed to a critical incident in their own way. This supports the notion that system failures, as opposed to actions sometimes in isolation, often result in patient safety failures.
The results also prove that the alignment between the leadership, governance, and system design is one of the most important in positively influencing patient safety. In the absence of systems thinking, critical interdependencies across care transitions would be unknown, enhancing the chances of error propagation. Clearly evident in this case is the fact that neither a policy nor autonomy is adequate in itself, but the successful integration of both through effective leadership and accountability yields safety. Hence, the objective of this report has been effectively achieved, as it has critically identified the systemic, leadership and governance vulnerabilities underlying the incident and how these combined areas of vulnerability played a direct role in causing avoidable harm to patients. Additionally, it has also provided evidence-based recommendations to enhance patient safety in future settings.
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