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[bookmark: _Toc227594980]Introduction
This report discusses the case of organisational change in response to serious patient-safety failure: the case of infant morphine overdose in NHS England North East and Yorkshire. The case was of a 4 week old baby admitted to the Accident and Emergency with morphine sulphate oral solution having an approximate dose of twenty times the required dose. The family was given 10 mg/5ml oral solution rather than the planned 100 micrograms/ml oral solution, despite the fact that the lower strength formulation was being managed regionally as a hospital-only red drug, which should have ordinarily been under specialist control (NHS England North East and Yorkshire, 2023). The case is significant since it was not reported as a single accident. According to the regional case-study summary, this was the fifth such incident in the past since 2018 and that one of the earlier cases had led to the death of a baby. That trend indicates that the incident must be viewed as a sign of recurring system vulnerability, ineffective organisational learning, and insufficient control over high-risk medicines across care boundaries instead of an individual error on the part of a single individual (NHS England North East and Yorkshire, 2023).
The leadership in health and social care may be conceived as the process of exerting the influence on people and systems to accomplish the shared goals, particularly, the safe, effective, and accountable care. Leadership has no limits in the modern healthcare practice, especially when it comes to managerial positions. It is practiced by enacting escalation, communication, risk ownership, oversight, and capacity to transform learning into routine practice. Recent surveys indicate that the leadership style is a determinant of the patient-safety culture, quality of care, staff engagement, and the overall willingness of organisations to embrace change (Specchia et al., 2025). This case also revolves around centralisation and decentralisation. Centralisation describes authority and decision-making being focused at the higher levels or specialist levels and decentralisation describes the distribution of authority to the local teams and the front line professionals. Centralised control in health systems may decrease high-risk variation in key areas like medicines governance, whereas decentralisation may enhance the responsiveness and flexibility of local areas. However, in cases where the two arrangements are misaligned, patients can become vulnerable to unsafe service interface gaps. Recent surveys indicate that the impacts of decentralisation on efficiency, effectiveness, and equity are largely determined by the quality of governance, the strength of implementation, and accountability measures (Kwon and Kim, 2024).
There are various theories of leadership that assist in the analysis. Transactional leadership focuses on adherence, domination and performance in comparison to the set processes. Transformational leadership emphasises shared purpose, motivation, and culture change. Situational leadership states that the behaviour of leadership should vary based on context and level of risk. During high-risk care transitions, transactional leadership might not adequately address ambiguity, communication breakdown, and human factors, whereas adaptive and transformational leadership is more likely to facilitate anticipation, collaboration, and safe redesign (Singh, Yeravdekar and Jadhav, 2024). Five interconnected objectives are thus covered in this report. It firstly defines the problem and puts it in a broader system context through systems thinking and a rich picture. Second, it assesses whether the case is centralised, decentralised, or hybrid governance. Third, it uses theories of leadership to inform how leadership facilitated or impeded safe care. Fourth, it looks at areas of improvement and learnings to other organisations. Lastly, it provides viable suggestions to achieve long-term governance, communication, efficiency, and learning.
[bookmark: _Toc227594981]Main Body and Analysis
[bookmark: _Toc227594982]a. Identifying the problem and setting the system context: applying systems thinking and the rich picture
The short term issue in this instance was a serious medication error, yet the underlying issue was a series of system breakdowns across the discharge, prescribing, dispensing, counselling and follow-up. The hospital had already provided the proper low-strength morphine formulation, but the handwritten discharge report to primary care was not clear. The GP then ordered morphine in micrograms but lacked a strong mechanism to make sure that the right specialist formulation was obtained. The community pharmacy provided a higher concentration, and the family had been using a known amount of liquid since the concentration change had not been well explained (NHS England North East and Yorkshire, 2023). It requires a systems perspective since no individual professional was in charge of the entire pathway. Rather, the baby was found in a network of interdependent actors, such as the hospital neonatal team, discharge documentation, the GP practice, prescribing systems, the community pharmacy, the family, and the emergency services. The literature on systems thinking contends that such safety issues occur when the components that are interdependent are loosely coupled, when local solutions only redistribute risk instead of eliminating it, and when feedback loops fail to reach the appropriate decision-makers promptly (Thelen et al., 2023).
The case is also of global significance. According to the World Health Organization, unsafe medication practice and medication errors have continued to be a major cause of preventable harm and estimates the global cost of medication error to be 42 billion US dollars a year. That number shows that medication safety is not a marginal topic, but a significant systems challenge that influences the quality of care, its efficiency, and public trust both on a national and global scale (World Health Organization, 2024). Recent evidence on transitions of care supports the same argument. Jošt et al. (2024) reported a pragmatic clinical trial that medication transitions continue to be a core location of avoidable error and unwarranted healthcare utilization, and that medication discrepancies studies in older adults have shown that unintended discrepancies in care transitions are frequent and can heighten the risk of post-discharge emergency attendance (Jošt et al., 2024). The same issues can be observed in the context of paediatrics, where the emergency and discharge processes are likely to be especially susceptible to dosage, reconciliation, and communication errors (Alsabri et al., 2024).
On the national level, the NHS Staff Survey 2024 indicates the organisational background within which safety issues are handled. Over 1.5 million NHS workers in England were invited to participate in the survey and 774,828 employees responded, which provides a response rate of 50 percent. The patient-safety section reported that over eight in ten staff thought that their organisation promoted reporting of errors, near misses and incidents, but only six in ten staff thought that staff involved in such incidents were treated fairly. About one-third of the staff reported experiencing errors, near misses, or incidents that could have injured staff or patients within the last month, indicating that safety issues are still very visible in the day-to-day work of the NHS (NHS Staff Survey, 2024). Such national results are significant to this case as they demonstrate that formal promotion of reporting incidents does not necessarily result in a completely safe culture. Unless the staff can receive timely, fair and useful feedback to their concerns, the warning signs can still be missed in time to stop unsafe processes. This is supported by the psychological safety literature that indicates that employees would be more willing to recognize and communicate issues when teams endorse an open challenge, respectful response, and collaborative problem-solving (Montgomery et al., 2025).
The level of governance that affected the situation was the local and the regional. The trust, GP practice and community pharmacy each had their own processes on a local basis. The medicine was a red drug regionally, which indicated official prescribing limitations. However, since the medicine was transferred between a hospital and a community environment, the real safety of the pathway relied upon the interaction of the structures in practice. Boddy and Avery explain that the interface between primary and secondary care is a heterogeneous system that can produce unnecessary of additional harm and workload when information sharing is not well-developed, which perfectly fits this scenario (Boddy and Avery, 2024).
	System actor / process
	What ought to have been the case.
	What was unsuccessful in this instance

	Hospital discharge
	Clearly hand over electronic specialists with precise formulation, dose and volume.
	Risk of handwritten summary and incomplete transfer of medication.

	GP prescribing
	Awareness that the medicine is to be in specialist care or induce direct explanation.
	Prescriber did not know about the specials product and made a community prescription.

	Community pharmacy
	Immediate escalation and provision upon unequivocal confirmation.
	Indirect communication and provision of the more robust formulation.

	Family counselling
	Teach-back, syringe check, and explanation of changed concentration.
	Parents proceeded with a known volume since the change in the formulation has not been expressed.

	System learning
	Past incidences translated to strong preventive measures.
	The repetition of the event was in a familiar pattern as opposed to reliable learning.



This process was supposed to ensure safe and accurate information and responsibility transfer at each phase but several breakdowns enabled the mistake to be perpetuated. The medication at discharge should have been communicated electronically with explicit information on the specialist formulation, dose and volume; rather, when a handwritten summary was used, incomplete transfer of prescribing information occurred. There was a failure in the prescriber in general practice to realise that the medicine needed specialist supervision or at least to consult the patient directly, but instead, routine prescription was made by the community. In the case of the pharmacy, the personnel were supposed to have escalated at the pharmacy and only provided the medicine upon explicit confirmation, but communication was not direct and the more potent formulation was given. Counselling should have been done on the family using teach-back, syringe check and the change in concentration clearly explained, yet the family used the same volume. Overall, previous similar incidents had not resulted in strong enough system-level prevention, allowing the same pattern to recur.
The feedback loops in the systems were weak. The pharmacist knew that there was an issue with the prescription and the small dose volume but the question was not a decisive halt. The experience of the family with the medicine in the past gave an illusion of continuity as opposed to prompting them to seek renewed counselling. The greatest insight of the rich picture is then that safety was based on informal interpretation throughout in many places rather than on sound design. Such settings are advised to use a thematic, systems-based incident review process due to its ability to assist organisations in defining the recurring contributory patterns instead of paying specific attention to personal blame (Machen, 2023).
[bookmark: _Toc227594983]b. Centralisation or decentralisation within the case study
The case organisation was working under a hybrid setup that involved centralised governance and decentralised delivery. The most conspicuous centralised one was the categorisation of morphine sulphate 100 micrograms/ ml oral solution as a red drug that could only be used in a hospital. The purpose of that rule was to guarantee the initiation of specialists, specialist supervision, and minimized variation of a high-risk medicine (NHS England North East and Yorkshire, 2023). The primary benefit associated with centralisation in this aspect is control, which is safety. By centralising control over the prescription and supply of high-risk medicines to the specialist services, organisations can standardise training, decrease variation and increase accountability. Leadership and patient safety reviews have repeatedly demonstrated that standardisation and management support can empower the settings to safer care, especially when high-risk processes rely on specialist knowledge (Vibe et al., 2024).
The limits of centralisation however, come when it is purely on paper. In the present instance the formal red-drug rule failed to halt the transit of the medicine into regular community prescribing and dispensing. It implies that governance was characterized at the core but not completely implemented both in technological and operational terms. Surveys of decentralisation indicate that the results of decentralisation are not as much dependent on whether authority is centralised or decentralised in the abstract, but rather whether steering, control, and local implementation are co-ordinated (Mahmood et al., 2024). The decentralised aspect of the system was realised when the infant was transferred out of the special care of the hospital into the community. There was a lack of information, decision support, and specialist access in the GP practice and community pharmacy to deal with the risk safely and the local autonomy of each entity. White et al. believe that community pharmacists can contribute positively to medication safety, yet this requires effective cooperation with primary care providers, easy access to communication, and mutual escalation plans (White et al., 2022).
This case thus depicts an inappropriate hybrid system and not a mere problem of centralisation-versus-decentralisation. The local professionals were supposed to take action but the information and infrastructure to facilitate the same was wanting. Recent facts indicate that decentralisation can be complementing responsiveness and allocative efficiency in cases where the local teams are authorised, possess information, and are answerable, but deteriorates fragmentation in cases where these three conditions are not met (Kwon and Kim, 2024). This interpretation is supported by numerical evidence of the case. The infant got around 3.8 mg rather than 190 micrograms, which is a twenty-fold overdose. The dose volume intended was approximately 0.1 ml, which is already known to be hard to measure accurately. This being the fifth such occurrence since 2018 is also indicative of the fact that the structure had been failing over and over again to avert a known risk (NHS England North East and Yorkshire, 2023). A safer centralised alternative would have been to continue with the prescribing and dispensing in specialist secondary care until the medicine was not needed anymore or the existence of a strong shared-care pathway. Strong electronic flags, standardisation of dose-volume instructions, direct access to specialist advice and compulsory counselling prior to supply would have been necessary to the more safely decentralised alternative. Since neither of these arrangements was complete, the organisation did not enjoy the merits of either of these models but suffered the drawbacks of both.
[bookmark: _Toc227594984]c. Leadership theories and application to the case study
Part of the failure can be explained by transactional leadership. Rules, labels, formularies, prescriptions, nominal role boundaries were present in the pathway, and all these are conducive to a transactional logic of compliance and control. But transactional leadership can be as safe as the process that it oversees. Process steps in this case existed, however, they were not well-coordinated, prone to ambiguity, and fragmented across organisational boundaries. According to reviews of leadership literature in healthcare, transactional styles have the potential to aid in the routine adherence, whereas transformational styles are not as effective as transactional ones when organisations require learning, adaptation, and a change in culture (Wu et al., 2024).
Transactional Leadership
The case can be associated with transactional leadership since this style is oriented on distinct roles, responsibility, adherence to procedures, and corrective action in case of non-compliance to standards. Transactional leadership is relevant in healthcare in which patient safety requires the staff to adhere to the protocols correctly, reporting any concerns timely, and escalating risks immediately. During the described incident, multiple points of the care pathway did not work due to the lack of strong enforcement of the expected processes. Despite the concerns, they were not translated into decisive intervention. In terms of transactional leadership, this implies that there is weakness in overseeing, observing, and reinforcing safe practice expectations.
Transactional leaders operate on the basis of structured communication, standard operating procedures and performance management. Provided that this strategy was more robust, employees might have been more explicit about their duties in verifying formulations, validating prescriptions, and reporting discrepancies. It is also linked to the speaking-up literature in that transactional leadership can establish formal mechanisms in which the raising of concerns could be anticipated and taken seriously. But when the leadership is too strict or too hierarchical, employees can be passive observers instead of question unsafe decisions. Thus, transactional leadership applies both in the context of its advantages and in the context of its drawbacks in this instance: it might have enhanced compliance and accountability, but without positive relationships, it might not be able to promote bold speaking up.
Situational Leadership
The incident is also very much pertinent to the situational leadership approach, which posits that not all leadership styles can be applicable in all situations, but rather a leader should be flexible in his or her approach to situations, urgency, competence of the staff, and the amount of support that is necessary. The route in this instance encompassed various professionals, the varied risk factors and places where uncertainty ought to have caused a more proactive leadership. Situational leadership would imply that the leaders had to acknowledge the severity of the risk with the medication and change the usual management approach toward a more directive and supportive one (Kane and Srulovici, 2023).
As an illustration, the leaders ought to have modified their behaviour when issues with the medicine formulation or communication blockage were raised by providing clear directions, eliciting comprehension, and making an escalation immediate. Staff and families might have required teaching, as well as reassurance, encouragement, and follow-up. This is indicative of the speaking-up literature, which indicates that employees tend to be more inclined to voice their concerns when leaders are friendly, responsive, and are flexible. The application of situational leadership, therefore, comes in handy as to why formal policy was inadequate. In spite of existing procedures, leaders need to determine when a situation needs a more aggressive intervention, coaching, or joint decision-making. Here, the failure was not just procedural, but also adaptive: the leadership did not evolve with the growing amount of risk, and it decreased the possibility of a prompt preventive action.
Transformational leadership would have demanded the leaders to transform the knowledge gained in past incidences into shared vigilance and redesigning of systems. It does not just imply providing guidance but also developing a common belief that abnormal prescription of opioids in paediatrics entails prompt clarification, face-to-face communication, and escalation. Recent methodical findings indicate that leadership style does affect patient-safety culture, with transformational leadership being consistently linked with enhanced safety climates and enhanced team engagement (Specchia et al., 2025). It is also evidenced in the case that situational leadership is relevant. Prescription of microgram doses of neonatal opioid discharge with a specials formulation is not a typical repeat-prescribing situation. It requires other forms of leadership behaviour: a more direct communication between clinicians and clinicians, a lesser tolerance to uncertainty, and greater control at the interface. Transformational and servant leadership can have a positive impact on patient safety and quality of care, but it can only work when leadership behaviours align with the complexity and relational needs of the situation (Singh, Yeravdekar and Jadhav, 2024).
The literature on nurse and frontline leadership has also indicated that a leadership that is nearer to care delivery is significant. Nurse manager leadership reviews depict a correlation with quality of care, patient safety, error reporting, and staff outcomes. That is to say that in other cases where risk is actually perceived and responded to by local, weak leadership, formal policy cannot pay it back (Lee, Lee and Sang, 2023). This analysis is cut-throat by speaking-up research. According to Kane and Srulovici, speaking up is a medical worker who recognizes an issue that might potentially impact patient safety and communicates it to an authority figure. This definition is relevant since there was concern in the pathway but it was not converted into an intervention powerful enough to prevent harm (Kane and Srulovici, 2023). Subsequent speaking-up literature indicates that such behaviour is reliant on individual, relational, and organisational factors. According to reviews, the significance of hierarchy, professional confidence, invitation to leadership, and perceived reaction of senior staff is emphasized. When employees feel that they might be disregarded, wait for a long time, or are misinterpreted, the staff members will tend not to become decisive even in cases when the employees perceive danger (Violato, 2022).
Similar pattern is observed in the empirical studies of the speaking-up climate by nurses; Özlem Soyer Er and Gul found out that there was a positive relationship between the climate of teamwork and safety and speaking-up climate among surgical nurses. Such an observation is significant because medication safety at discharge should be seen as a team that should undergo challenge and clarification as normal safety behaviour and not interpersonal conflict (Soyer Er and Gül, 2024). This leadership was thus more reactive than proactive. The incident was not preceded by many of the recommended changes like stronger discharge summaries, enhanced visibility of red drugs, improved use of the Discharge Medicines Service, and enhanced direct communication. An active leadership style would have enquired why recurrent occurrences of the same medicine could still take place and would have established greater preventive lines earlier. One of the most obvious indicators that organisational transformation was required is that.
[bookmark: _Toc227594985]d. Improvement and lessons learned
The incident indicates that leadership and governance interrelated to give unsafe results. Governance categorized the medicine as a high-risk category, yet the leadership failed to make sure that the categorization was reflected in an effective cross-boundary process. The outcome was a discrepancy between policy and practice. Literature on systems-thinking cautions that improvement activity that only considers a single part of a pathway tends to shift risk instead of reducing it. Redesigning the entire pathway should thus be the objective instead of fixing the individual steps (Sturmberg, 2024). 
· Organisational learning due to previous incidents was one of the biggest opportunities it missed. As it was the fifth similar incident since 2018, past events should already have led to an increased regional control approach to this drug and this transition pathway. Learning about patient-safety incidents can only make a difference when it is revealed in regular work with more powerful design, improved tools, and more precise responsibilities (Machen, 2023).
· The second opportunity that was missed related to medication reconciliation and discharge communication. Paediatric quality-improvement studies provide evidence that medication reconciliation can be reinforced through the integration of staff education, electronic decision support and standardised workflows. The proportion of completed medication reconciliation in a single paediatric emergency and urgent care programme improved significantly following the implementation of educational and electronic health record interventions (Sheth et al., 2024).
· The third opportunity that was missed was related to family education. The parents of the infant were requested to place a medication in a radically different level, but the system failed to be reliable in demonstrating, teaching-back, and verifying the syringe. A paediatric emergency environment study by Samuels-Kalow et al. revealed that a medication education intervention involving simplified written information, use of dosing syringe, demonstration of doses, and use of teach-back was linked to a lasting decrease in home dose error risk (Samuels-Kalow et al., 2024).
· The evidence in general on improving discharge in paediatrics is in the same direction. Ring et al. demonstrated that incorporation of a multilingual and patient-friendly electronic discharge medication platform enhanced the effectiveness and safety of discharge medication procedures in high-risk paediatric patients. The same finding applies to this case since the infant morphine case was, in part, a communication design failure, not necessarily a failure of prescribing intent (Ring et al., 2023).
· Transition interventions that are led by pharmacists also merit attention. A pragmatic clinical trial in 2024 concluded that medication reconciliation, led by pharmacists, led to fewer discharge medication errors, which confirms that increased pharmacy roles at transition points are justified. This is not to say that pharmacists can resolve the problem of transition risk but indicates that the multi-professional design and verification is necessary when the medicines are of high risk and the concentrations are unknown (Jošt et al., 2024).
· Another lesson is related to organisational culture. The reviews of the patient safety culture indicate that teamwork and organisational learning are constantly regarded as the relative strengths, and non-punitive response to error and staffing are widespread weaknesses. It is significant because organisations should not expect incident-based learning when staff members believe that they are blamed, unsupported, or overloaded (Alabdullah and Karwowski, 2024).
The combination of the case illustrates the interaction between system structure, leadership style, and system feedback. The formal safeguard of the medicine was formed by the centralised classification of the drug, and the decentralised implementation undermined the control. The past warning signals were not translated into anticipatory redesign by leadership. Feedback on the uncertainty at the frontline existed but was not reinforced strongly. The lesson to other health organisations is obvious medication safety at interfaces should be a governance issue, a communication issue, and a leadership issue simultaneously.
[bookmark: _Toc227594986]Recommendations
The initial suggestion is to restructure the route of all paediatric high-risk red drugs in such a way that accountability is clearly stated between specialist and home delivery. A default position should be that prescribing and dispensing should be controlled by the specialists unless an approved shared-care model is in existence where a particular medicine is considered hospital only. This would decrease the risk of unsafe shifting the responsibility to an environment that lacks the necessary formulation knowledge or decision support (NHS England North East and Yorkshire, 2023).
Second, the organisation ought to embrace a hybrid leadership style which integrates transformational, situational and distributed leadership. It requires transformational leadership that can create a culture where past incidences are viewed as redesign sources and not cases to close. A high-risk situation paediatric opioid transition requires a higher level of communication and escalation than usual prescribing, a condition that situational leadership is required. There is a requirement of distributed leadership since the safe care requires the concerted effort of hospital clinicians, GPs, pharmacists, and families instead of a senior decision-maker (Specchia et al., 2025).
Third, technology should be used to enhance governance controls. All high-risk medicines should have electronic discharge summaries instead of handwritten ones. Prescribing systems must coerce input of the planned dose and the planned volume and must produce warnings when a hospital-only item is being prescribed via regular community workflows. The community pharmacy systems should also identify unexpected concentrations and demand direct confirmation before dispensing. Such redesign can be supported through a systems approach to prescribing at the primary-secondary interface, which would reveal the hidden dependencies and risk transfers (Boddy and Avery, 2024).
Fourth, inter-organisational communication must be redesigned on the basis of direct escalation. Community pharmacists are expected to have a direct line of contact with the discharging clinical team or specialist pharmacist as opposed to using an indirect method via the reception or administrative channels to communicate any unusual paediatric controlled-drug prescription. Collaboration research proves that the safety of medication use can be enhanced when pharmacists and primary care providers collaborate via direct, trusted, and timely communication tools (White et al., 2022).
Fifth, high-risk discharges among children should be mandated to receive family-centred medicine administration support. This must encompass plain-language written instructions, demonstration of the precise dose with the correct syringe, teach back by the parent or carer, visible verification of the formulation strength prior to discharge and at the initial community supply. Evidence supports the use of dose demonstration and teach-back as evidenced by paediatric emergency medicine to help minimize home administration errors, which ought to be integrated into standard care (Samuels-Kalow et al., 2024).
Sixth, multidisciplinary audit and learning cycles should be applied by the organisation to maintain improvement. These reviews must not look at whether incidents were reported, but whether recommendations altered frontline practice. Repeating incidents may be categorized through thematic reviews that aid in continuous improvement and accountability by classifying issues in documentation, leadership, technology, education, and interface governance (Machen, 2023).
Lastly, technical and allocative efficiency need to be considered. Avoidable overdose, emergency admission, the duplication of clarification work, and the repetition of incident investigation will be prevented, leading to a better patient outcome and resource utilization. Increased investment in safer discharge infrastructure, specialist pharmacy support, and interoperable communication, is not only a safety intervention but also an efficiency intervention as it minimizes waste, rework, and emergency harm.
The recommendations are aimed at ensuring that the use of high-risk medicine in paediatrics is safer due to a better accountability, leadership, enhanced technology, improved communication, family support, and ongoing learning. Unless there is an established shared-care system, prescribing and dispensing should remain the responsibility of the specialist teams. The blended leadership style is required to enhance the culture, escalation and shared responsibility amongst the services. Unsafe manual procedures should be replaced by electronic discharge, prescribing alerts and pharmacy confirmation checks. Pharmacist-specialist team communication should be developed directly. The families must be given clear demonstrations and support in terms of teach back. Real practice change should be measured by regular multidisciplinary audits. Such measures would enhance safety, minimize unnecessary damage, and utilize healthcare resources more effectively.
[bookmark: _Toc227594987]Conclusion
This report has looked at the infant morphine overdose case as a good example of how lapses in leadership, governance, and system design can intertwine to cause extreme preventable damages. Even though the direct cause was an overdose of medications, the investigation reveals that the root cause was the structural design of the entire pathway: discharging communication was poor, prescribing regulations were not full, pharmacy escalation was not direct, and parent education was incomplete. The report also indicated that a lack of alignment between centralisation and decentralisation was one of the factors that influenced the case. The drug was central to be treated as a red drug which was restricted to hospitals, but the practical accountability was shifted to the decentralised community practices without proper protection. Such a mismatch undermined accountability and subjected the baby to an already-established risk.
The reason why the pathway was not safe can be explained with the assistance of the leadership theory. There were transactional rules, which were not sufficient. Greater transformational, situational, and distributed leadership would have enhanced the anticipatory learning, direct communication, and shared ownership of the risk. Recent reviews indicate that psychological safety, speaking up, and shared learning strengthened leadership results in improved safety outcomes of healthcare organisations compared to procedure-only-approach. Finally, the case validates the usefulness of systems thinking in health and social care. A single action will rarely cause serious harm. It arises when individuals, procedures, technologies and governance structures do not co-operate in a dependable fashion. Whole-system redesign, evidence-based leadership, and a safety culture, which turns lessons of past incidents into powerful everyday practice, are therefore needed to achieve sustainable transformation.
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