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A Critical Case Report of Leadership, Governance and Systems Thinking in Improving Patient Safety: An Analysis of an NHS Infant Morphine Overdose Incident
Introduction
Patient safety is a fundamental priority within health and social care organisations, as system failures can result in avoidable harm, reduced quality of care and loss of public confidence. This report critically examines an infant morphine overdose incident within the North East and Yorkshire NHS region, where a four-week-old baby received morphine sulphate oral solution at a concentration approximately 20 times higher than intended. The infant required emergency naloxone treatment but survived; however, national incident analysis identified this as the fifth similar occurrence since 2018, with a previous case resulting in the death of a baby (NHS North East and Yorkshire, 2023). This case provides an opportunity to evaluate how leadership, governance and systems thinking influence patient safety and the prevention of avoidable harm.
Leadership in health and social care involves influencing, motivating and supporting teams to achieve shared objectives and improve outcomes (Northouse, 2022). In patient safety contexts, leadership requires creating environments where staff feel psychologically safe to raise concerns, challenge unsafe practices and contribute to improvement (Edmondson, 1999).
Healthcare organisations operate through centralised and decentralised structures. Centralisation promotes consistency and standardisation but may reduce local responsiveness, whereas decentralisation supports frontline decision-making but can create variation and accountability challenges (Mintzberg, 1983). Effective governance requires balance between national standards and local autonomy.
Different leadership approaches influence responses to safety incidents. Transformational leadership promotes shared values and improvement cultures (Bass, 1985), while transactional leadership supports procedures and compliance (Burns, 1978). Situational leadership highlights the need for adapting leadership approaches according to complexity and circumstances (Hersey and Blanchard,1969).
This report analyses the infant morphine overdose incident using systems thinking, governance theory and leadership frameworks. It examines the wider healthcare system context, evaluates centralised and decentralised structures, applies leadership theories and identifies evidence-based recommendations to strengthen patient safety and organisational performance.
A. Identifying the Problem and Setting the System Context: Applying Systems Thinking and the Rich Picture Approach
The selected case study involves a serious medication safety incident affecting a four-week-old infant in the North East and Yorkshire region of the NHS. The infant was prescribed morphine sulphate oral solution but was supplied with a formulation containing a significantly higher concentration than intended. The parents received a 10 mg/5 ml preparation instead of the intended 100 micrograms/ml preparation, resulting in a potential overdose approximately 20 times greater than the prescribed dose. Although the infant survived following emergency treatment with naloxone, the incident exposed weaknesses within medication governance, communication processes and organisational learning systems (NHS North East and Yorkshire, 2023).
A critical analysis of this incident requires moving beyond an individual error perspective and examining the wider healthcare system in which the failure occurred. Healthcare delivery involves complex interactions between professionals, policies, technology, resources and organisational structures. Therefore, patient safety incidents often occur when multiple weaknesses align rather than because of one person’s actions alone (Reason, 1997). This approach is supported by the systems perspective of patient safety, which argues that organisations must understand why safeguards failed rather than simply identifying who made the error (Kohn, Corrigan and Donaldson, 2000).
Global and National Context of Medication Safety
Medication-related harm represents a significant global patient safety challenge. The World Health Organization (WHO) identifies medication errors as a major cause of avoidable patient harm and launched the Global Patient Safety Challenge “Medication Without Harm” to reduce severe medication-related injuries worldwide (WHO, 2017). 
The global relevance of this incident is demonstrated by the fact that medication errors frequently occur because of weaknesses within healthcare systems, including inadequate communication, unclear responsibilities, poor information transfer and insufficient safety monitoring (WHO, 2021). Therefore, the infant morphine overdose should not be viewed solely as an isolated clinical mistake but as an example of wider vulnerabilities present within complex healthcare systems.
Within the United Kingdom, medication safety remains a significant priority for NHS organisations. NHS England’s Patient Safety Strategy highlights that reducing avoidable harm requires stronger safety cultures, improved reporting systems and effective learning from incidents (NHS England, 2019). High-risk medicines, including opioids such as morphine, require additional controls because small errors in prescribing or dispensing can result in severe consequences. NICE (2021) emphasises that medicines optimisation requires organisations to implement reliable processes, effective communication and appropriate monitoring systems to ensure medicines are used safely.
The repeated occurrence of similar morphine incidents demonstrates a gap between the existence of safety policies and their practical implementation. Although national controls existed regarding specialist medicines, these safeguards did not consistently prevent errors from reaching patients. This suggests weaknesses within the translation of policy into frontline practice and highlights the importance of leadership in ensuring that governance systems are actively embedded.
Applying Systems Thinking to the Incident
Systems thinking provides a useful framework for analysing healthcare failures because it recognises that organisations operate as complex adaptive systems where different components influence each other (Braithwaite et al., 2018). Within this case, the medication pathway involved multiple interconnected elements, including specialist prescribing, pharmacy dispensing, medication governance, communication between services and parental understanding of administration instructions.
Reason’s (1997, 2000) Swiss Cheese Model of organisational accidents illustrates how harm occurs when multiple protective barriers fail simultaneously. In this case, potential safety barriers included appropriate prescribing decisions, pharmacy checking procedures, clear medication labelling, communication between professionals and education provided to the family. While each individual safety measure may have existed, weaknesses across several stages allowed the error to progress until it reached the infant.
A human factors approach further demonstrates why focusing only on individual responsibility is inadequate. Dekker (2014) argues that healthcare errors should be understood within the conditions in which professionals work, including workload pressures, system design and communication processes. Therefore, improvement requires examining the organisational environment that allowed the error to occur rather than assigning blame to individual staff members.
Governance and Underlying System Challenges
The governance responsibility for this incident existed across multiple levels. Locally, NHS organisations and healthcare providers were responsible for implementing safe medication processes, monitoring risks and ensuring staff followed appropriate procedures. Regionally, systems were responsible for sharing learning and coordinating improvements. Nationally, NHS England and regulatory bodies provided standards and guidance intended to improve patient safety.
However, repeated incidents suggest weaknesses in feedback mechanisms between these levels. Effective governance requires not only developing policies but ensuring that learning from incidents leads to measurable change. The NHS Patient Safety Incident Response Framework emphasises the importance of understanding contributing factors and developing system improvements rather than relying on blame-focused investigations (NHS England, 2022).
Healthcare pressures may also influence safety performance. Workforce shortages, increasing demand and operational pressures can reduce the capacity of organisations to undertake improvement activities and reflective learning (The King’s Fund, 2023).The Care Quality Commission (CQC, 2022) highlights that workforce pressures and organisational challenges can affect the ability of health and care providers to maintain safe, effective and high-quality services. Although these factors do not directly cause errors, they may increase vulnerability by creating environments where communication failures and process weaknesses are more likely.
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Figure 1: Rich Picture illustrating the interacting system factors contributing to the NHS infant morphine overdose incident
A rich picture illustrates the complexity of the incident by mapping the relationships between people, processes and structures involved.
This reinforces a systems thinking perspective by demonstrating that the incident emerged from interactions between multiple components rather than a single individual action.
The rich picture identifies important feedback loops and dependencies. Previous incidents generated learning opportunities, but these were insufficiently converted into system redesign. Communication gaps between different healthcare settings increased risk because responsibility was distributed across several organisations. This demonstrates that patient safety depends on effective coordination between all parts of the system.
Patient and family factors
· Infant dependent on safe medication management.
· Parents reliant on accurate information and clear instructions.
· Potential risk from misunderstanding medication concentration.
Healthcare professionals
· Doctors responsible for prescribing decisions.
· Pharmacists responsible for dispensing and safety checks.
· Nurses and community professionals involved in communication and monitoring.
Organisational systems
· NHS Trust governance structures.
· Medication safety committees.
· National prescribing guidance.
· Reporting and learning systems.
Communication pathways
· Information transfer between hospital and community services.
· Communication of medication strength and administration instructions.
· Feedback from previous incidents.
Overall, the incident reflects a failure of system reliability rather than an isolated mistake. The interaction between governance weaknesses, communication problems and insufficient organisational learning created conditions where harm could occur. Understanding these factors provides the foundation for evaluating how centralised and decentralised structures influenced the organisation’s ability to manage risk and improve performance.
Table 1: CATWOE Analysis of the Infant Morphine Overdose Incident
	CATWOE Element
	Application to Case Study

	Customers
	The infant and family affected by the medication error, as well as future patients who depend on safe medication systems.

	Actors
	Doctors, pharmacists, nurses, NHS Trust leaders and medicines governance teams involved in prescribing, dispensing and monitoring medication safety.

	Transformation
	Transforming an unsafe medication pathway into a safer, learning-focused system that reduces avoidable medication harm.

	Worldview
	Patient safety incidents are caused by interactions between systems, processes and organisational factors rather than individual error alone.

	Owners
	NHS organisations, clinical leaders and governance teams responsible for implementing and sustaining safety improvements.

	Environmental Constraints
	Workforce pressures, healthcare complexity, regulatory requirements, high-risk medicines and resource limitations influencing service delivery.


Source: Analysis based on Checkland’s (1981) CATWOE framework.
B. Centralisation or Decentralisation within the Case Study
Healthcare organisations require governance structures that enable safe decision-making, effective accountability and continuous improvement. The NHS operates through a combination of centralised and decentralised approaches, where national bodies establish strategic direction and safety standards while local organisations retain responsibility for implementation and operational decisions. The infant morphine overdose incident demonstrates how the relationship between central control and local autonomy influenced medication safety, crisis management and organisational learning.
Centralisation within the Case Study
Centralisation refers to a system where authority and decision-making responsibilities are concentrated at higher organisational levels (Mintzberg, 1983). Within healthcare, centralised approaches are often used to improve consistency, reduce variation and establish minimum safety standards across services. In the NHS, centralisation is evident through national organisations such as NHS England and NICE, which develop policies, guidance and frameworks designed to improve quality and safety.
Within this case study, the classification of concentrated morphine sulphate oral solution as a specialist “red drug” demonstrates a centralised safety approach. Restricting the prescribing and dispensing of high-risk medicines aims to ensure that appropriate safeguards are applied and that specialist oversight is maintained. Standardisation is particularly important for medicines where incorrect doses or formulations can result in severe harm.
A key advantage of centralisation is that it enables learning from individual incidents to influence wider healthcare practice. Without national coordination, safety improvements may remain limited to one organisation rather than being shared across the wider health system. The WHO (2017) emphasises that medication safety requires system-wide approaches, including standardised processes, clear guidance and effective monitoring mechanisms.
National frameworks such as the NHS Patient Safety Strategy provide organisations with common principles for improving safety culture, reporting incidents and reducing avoidable harm (NHS England, 2019). This creates consistency across healthcare services and reduces the risk of significant variation in practice.
However, centralisation also has limitations. A highly centralised system may create distance between policy-makers and frontline professionals, meaning that decisions may not fully reflect practical challenges experienced during service delivery. Healthcare environments are complex, and risks identified by frontline staff may not always be visible to those developing national policies. Greenhalgh et al. (2018) argue that healthcare systems involve complexity and uncertainty, meaning that improvement cannot rely solely on top-down approaches.
In this case, although national safety guidance existed, similar morphine incidents continued to occur. This suggests that centralised policies were not sufficient on their own to ensure safe practice. A potential weakness was not the absence of standards, but the gap between national expectations and local implementation. This highlights the importance of leadership in ensuring policies become embedded within everyday practice.
Decentralisation within the Case Study
Decentralisation involves distributing authority and decision-making closer to frontline teams and local organisations (Mintzberg, 1983). Within the NHS, decentralised structures allow Trusts, clinical teams and pharmacy departments to adapt national guidance according to local circumstances. This approach recognises that healthcare professionals working directly with patients often have valuable insight into operational risks and improvement opportunities.
A significant advantage of decentralisation is increased responsiveness. Local teams can identify problems quickly and implement solutions that reflect their specific environment. For example, pharmacy teams may recognise local risks associated with medication storage, prescribing practices or communication processes and develop targeted interventions. This flexibility can support innovation and encourage staff involvement in improvement activities.
Decentralisation also supports distributed leadership, where responsibility for improvement is shared across professional groups rather than being controlled solely by senior leaders. West et al. (2015) argue that effective healthcare organisations require leadership at all levels, enabling staff to contribute their expertise and participate in decision-making.
However, decentralised systems can create challenges. Greater local autonomy may result in variation between organisations, particularly when implementing safety procedures. In medication management, inconsistency between services can increase risks because patients often move between hospitals, community services and primary care. The infant morphine incident demonstrates how fragmented responsibilities across different parts of the healthcare system can create opportunities for communication failure.
Another limitation is accountability. When multiple organisations are involved in a patient’s care pathway, responsibility for preventing harm can become unclear. Although decentralisation encourages local decision-making, it requires strong governance mechanisms to ensure that organisations remain aligned with national safety expectations.
Critical Evaluation: Finding the Balance
The case study demonstrates that neither complete centralisation nor complete decentralisation is sufficient for managing healthcare safety challenges. Centralised systems provide essential standardisation and oversight, while decentralised systems provide adaptability and frontline responsiveness. The most effective approach is therefore a balanced model where national standards are combined with local empowerment.
The incident suggests that the NHS had appropriate centralised controls, but weaknesses occurred during local implementation and coordination. The existence of national policies did not prevent the error because safety depends on how policies are translated into everyday practice. This supports the argument that healthcare organisations require both reliable systems and adaptive leadership.
A balanced governance model reflects the concept of “regulated autonomy”, where organisations maintain flexibility while operating within clear safety expectations. Local teams should have the authority to identify risks and develop solutions, but these improvements should be supported by national learning systems and shared standards.
Data and performance monitoring are essential in maintaining this balance. Healthcare organisations should use incident reports, safety audits and outcome measures to identify whether policies are achieving their intended outcomes. Bevan and Hood (2006) highlight that performance measurement can influence organisational behaviour, but leaders must ensure that targets support genuine improvement rather than simply compliance.
Therefore, the morphine overdose incident highlights that the challenge was not simply whether the NHS structure was centralised or decentralised. Instead, the problem was the interaction between different levels of governance. National policies, local decision-making and frontline practice must operate as an integrated system. Effective leadership is required to connect these levels, ensuring that safety information flows throughout the organisation and that learning from incidents results in meaningful change.
C. Leadership Theories and Application to the Case Study
Leadership is a critical factor in determining how healthcare organisations respond to safety challenges, manage change and improve performance. In complex healthcare systems, leaders influence not only operational decisions but also organisational culture, staff behaviour and the ability of teams to learn from failure. The infant morphine overdose incident highlights the importance of leadership approaches that promote accountability, collaboration and continuous improvement. Applying different leadership theories allows evaluation of whether the response to the incident was effective and what alternative approaches may have reduced the risk of recurrence.
Transformational Leadership
Transformational leadership focuses on inspiring individuals, creating shared values and motivating teams to achieve improvement beyond routine expectations (Bass, 1985). Within healthcare, transformational leaders encourage innovation, empower staff and promote cultures where patient safety becomes a collective responsibility. This approach is particularly relevant to patient safety because reducing harm requires cultural change rather than simply introducing additional policies.
Applied to the morphine incident, transformational leadership would require leaders to explore why repeated medication errors occurred and create an environment where staff could openly discuss weaknesses within the system. Rather than focusing on individual blame, leaders should encourage learning from incidents and redesign processes to prevent recurrence. This aligns with Reason’s (1997) argument that organisational failures often result from hidden system weaknesses rather than isolated human mistakes.
Evidence suggests that transformational leadership can improve healthcare quality by strengthening teamwork, engagement and organisational learning. West et al. (2015) argue that compassionate and inclusive leadership supports innovation by encouraging staff to contribute ideas and identify risks. This is important because frontline professionals are often best positioned to recognise problems within clinical processes.
However, the recurrence of similar morphine incidents indicates that leadership responses may have been more reactive than transformational. Although investigations and reviews occurred after incidents, the continued presence of similar failures suggests that learning was not sufficiently embedded into system redesign. A transformational approach would require leaders to anticipate risks, engage staff proactively and create stronger mechanisms for translating learning into practice.
Transactional Leadership
Transactional leadership focuses on structure, supervision, performance monitoring and compliance with established procedures (Burns, 1978). Within healthcare, this approach remains important because safe care depends on reliable systems, especially when managing high-risk medicines.
In this case, transactional leadership is demonstrated through medication policies, prescribing standards and restrictions surrounding specialist medicines. The existence of governance procedures shows that the healthcare system recognised the risks associated with concentrated morphine preparations. Clear rules, checking procedures and accountability structures are essential components of safe healthcare delivery.
The limitation of transactional leadership is that it may encourage staff to focus on whether procedures have been followed rather than questioning whether the system itself remains safe. Quality improvement requires organisations to move beyond compliance and develop learning cultures where staff actively identify opportunities for improvement (The Health Foundation, 2021).
Therefore, transactional leadership should support rather than replace transformational approaches. Policies and standards provide essential foundations, but leaders must ensure that these are continuously reviewed and adapted based on evidence and frontline experience.
Situational Leadership
Situational leadership suggests that effective leaders adapt their approach depending on the circumstances, the complexity of the problem and the needs of the workforce (Hersey and Blanchard, 1969). Healthcare leaders frequently need to change their approach depending on whether they are responding to an immediate crisis or implementing long-term improvement.
During the immediate morphine overdose incident, a directive leadership approach would have been necessary to ensure rapid clinical intervention, investigation and risk management. However, preventing future incidents requires a different leadership approach involving collaboration, reflection and organisational learning.
The repeated occurrence of similar medication incidents suggests that although immediate responses may have been effective, longer-term adaptive leadership was required. Leaders needed to move beyond crisis management and address underlying issues such as communication failures, fragmented responsibility and weaknesses in safety systems.
Situational leadership is therefore valuable because it recognises that healthcare challenges cannot be managed through one fixed leadership style. Leaders must balance decisive action during emergencies with inclusive approaches during improvement processes.
Distributed and Compassionate Leadership
Modern healthcare increasingly recognises the importance of distributed leadership, where responsibility for improvement is shared across professional groups. Rather than relying solely on senior managers, distributed leadership enables doctors, nurses, pharmacists and other staff to contribute to organisational decision-making (West et al., 2015).
This approach is particularly relevant to the morphine incident because the medication pathway involved multiple professionals and services. Shared leadership could improve communication between departments and reduce the risk of safety issues being overlooked between organisational boundaries.
Compassionate leadership is also essential because safety depends on psychological safety. Edmondson (1999) highlights that teams perform better when individuals feel able to raise concerns without fear of blame. In healthcare, staff must feel confident reporting risks because unreported concerns cannot be addressed.
West (2021) argues that compassionate leaders listen, understand challenges and take action to support improvement. Applying this approach would help create a culture where staff are encouraged to identify medication risks and contribute to safer systems.
Critical Evaluation of Leadership Effectiveness
Overall, the case suggests that leadership within the system was predominantly reactive rather than proactive. The organisation responded after harm occurred, but repeated incidents indicate that preventative leadership strategies were insufficient. Effective leadership requires moving beyond investigating failures towards anticipating risks and creating resilient systems.
The most appropriate approach for improving medication safety would be a combination of leadership styles. Transactional leadership remains necessary for maintaining medication standards and accountability, while transformational, distributed and compassionate leadership are required to create cultural change and continuous learning.
The incident demonstrates that healthcare leadership is not simply about managing people; it involves shaping systems, influencing behaviour and ensuring that organisations learn from experience. Leaders who combine strong governance with inclusive decision-making are more likely to create safer healthcare environments and improve long-term organisational performance.
D. Improvement and Lessons Learned
The infant morphine overdose incident demonstrates that improving healthcare performance requires more than correcting individual errors; it requires organisations to examine how leadership, governance and system design interact to influence patient safety. A systems approach recognises that healthcare failures are usually caused by multiple contributing factors rather than a single mistake (Reason, 1997). Therefore, effective improvement requires healthcare organisations to identify underlying vulnerabilities, strengthen safety culture and develop mechanisms that prevent similar incidents from recurring.
Strengthening Medication Safety Systems
The primary improvement area identified from this case is the need to strengthen medication safety processes surrounding high-risk medicines. Although concentrated morphine sulphate oral solution was recognised as requiring specialist oversight, existing safeguards failed to prevent an incorrect formulation reaching the patient. The recurrence of similar incidents indicates that previous learning opportunities were not sufficiently translated into reliable system improvements.
Table 2: Identified Safety Failures and Evidence-Based Improvement Strategies
	Problem Identified
	Supporting Evidence
	Improvement Strategy / Solution

	Handwritten discharge summary used abbreviations (‘mcg’) and did not clearly state medication strength or volume.
	The NHS North East and Yorkshire review identified repeated morphine concentration errors, with this being the fifth similar incident since 2018 (NHS North East and Yorkshire, 2023).
	Introduce mandatory electronic discharge summaries with structured medication fields requiring full drug name, concentration, dose and administration volume.

	High Risk Morphine classification was not visible across hospital, GP and community pharmacy systems.
	Although concentrated morphine was recognised as a high-risk specialist medicine, existing controls did not prevent the error occurring after transfer of care (NHS North East and Yorkshire, 2023).
	Develop integrated electronic prescribing systems with persistent high-risk medicine alerts that transfer across healthcare settings.

	Medication safety concerns were communicated indirectly through pharmacy technicians and GP reception staff rather than directly between clinicians.
	Effective communication is recognised as a key component of patient safety, while poor information transfer contributes to avoidable medication harm (WHO, 2017; O’Daniel and Rosenstein, 2008).
	Require direct clinician-to-clinician communication for any query involving controlled drugs, paediatric medicines or unfamiliar medication strengths.

	No appropriate measuring device was supplied for the very small 0.1ml dose and verbal reassurance was accepted.
	Medication errors frequently occur due to weaknesses in administration processes, communication and human factors (WHO, 2017).
	Provide appropriate oral syringes for low-volume paediatric medicines and introduce teach-back methods where parents demonstrate their understanding of dosage instructions.

	Reliance on staff familiarity with rare high-risk medicines created vulnerability.
	Workforce pressures, increasing demand and staffing shortages can reduce organisational capacity to maintain safe systems and learning processes (The King’s Fund, 2023).
	Introduce mandatory training and induction regarding high-risk medicines for locum, agency and newly rotating staff.

	Previous incidents generated learning opportunities but changes were not embedded across the wider system.
	The recurrence of five similar incidents since 2018 suggests that learning was not effectively translated into wider system redesign (NHS North East and Yorkshire, 2023).
	Establish national review of repeated medication incidents, monitor implementation of recommendations and use safety data to support continuous improvement.
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The WHO (2017) identifies medication safety as a global priority and recommends system-based interventions rather than reliance on individual vigilance. Therefore, improvements should combine electronic prescribing, pharmacist verification, clear medication labelling and strong human-factor approaches, recognising that technology alone cannot eliminate risks within complex healthcare systems (Carayon et al., 2014).
Developing a Stronger Learning Culture
Repeated morphine errors indicate that learning from previous incidents was not effectively translated into sustainable system change. Patient safety requires organisations to convert incident findings into measurable improvements.
The NHS Patient Safety Incident Response Framework promotes a shift away from blame-focused investigations towards understanding contributing factors and improving systems (NHS England, 2022). This approach reflects modern patient safety thinking, where errors are viewed as opportunities to examine weaknesses in processes, communication and decision-making.
Leaders should ensure that incident investigations involve multidisciplinary teams, including clinicians, pharmacists, governance professionals and where appropriate, patients and families. Collaborative investigation improves understanding of the factors contributing to harm and supports the development of realistic solutions.
Healthcare organisations should also evaluate whether recommended actions following incidents have achieved measurable improvement. Too often, investigations identify problems but fail to monitor whether interventions reduce future risk. Regular audits, safety indicators and feedback mechanisms are required to ensure continuous improvement.
Improving Communication and System Integration
The case highlights the risks associated with fragmented healthcare delivery. The infant’s medication pathway involved different professionals and services, meaning safe care depended on effective communication between organisational boundaries. When responsibility is distributed across multiple services, there is increased potential for information loss and unclear accountability.
Improvement should therefore focus on strengthening integration between hospitals, pharmacies, primary care and community services. Shared communication systems, structured handovers and clear responsibilities for medication management can reduce risks associated with transitions of care.
The NHS Long Term Plan emphasises the importance of integrated care systems that encourage collaboration between organisations and reduce fragmentation (NHS England, 2019). Effective integration requires leadership that promotes shared responsibility rather than allowing professional or organisational boundaries to limit communication.
Enhancing Psychological Safety and Staff Engagement
Another important lesson is the need to develop psychological safety within healthcare teams. Edmondson (1999) identifies psychological safety as essential for learning because staff are more likely to report concerns, discuss mistakes and contribute ideas when they feel supported.
A blame culture can prevent organisations from identifying risks because staff may avoid reporting problems due to fear of criticism. In contrast, compassionate leadership encourages openness and improvement by recognising the challenges faced by healthcare professionals (West, 2021).
Healthcare leaders should therefore promote environments where staff are encouraged to question processes, report safety concerns and participate in improvement activities. This is particularly important in medication safety because frontline professionals often identify risks before serious harm occurs.
Using Data to Support Continuous Improvement
Improvement strategies must be supported by reliable data. Healthcare organisations should use medication incident data, audit findings and safety performance measures to identify trends and evaluate whether interventions are effective. Quality improvement approaches provide structured methods for testing changes, measuring outcomes and sustaining improvements over time (The Health Foundation, 2021).
Data should not simply be used retrospectively after harm has occurred; it should support proactive risk identification. By monitoring patterns in medication errors, organisations can identify emerging risks and intervene before patients are harmed.
Overall Lessons for Healthcare Organisations
The incident demonstrates that patient safety depends on the interaction between leadership, governance and system design. Multiple barriers failed; therefore, improvement requires a whole-system approach.
Other healthcare organisations can learn that policies alone do not guarantee safety. Effective implementation requires leadership that supports staff, governance systems that promote accountability and data-driven approaches that enable continuous learning. Organisations should aim to become learning systems where evidence from incidents is actively used to redesign services and improve outcomes.
Overall, the case demonstrates that sustainable improvement requires moving from reactive responses towards proactive safety management. By combining strong governance, transformational leadership and systems thinking, healthcare organisations can reduce avoidable harm and improve the reliability of care.
Recommendations
Based on the analysis of the infant morphine overdose incident, several recommendations are proposed to strengthen patient safety, improve organisational performance and support sustainable healthcare improvement. These recommendations focus on leadership, governance, communication, system integration and continuous learning.
1. Adopt Transformational and Distributed Leadership Approaches
The organisation should strengthen transformational and distributed leadership approaches to create a proactive safety culture. Transformational leadership would enable leaders to develop a shared vision for safer care, encourage innovation and support staff involvement in improvement activities (Bass, 1985). Distributed leadership should also be promoted because patient safety cannot be achieved through senior leadership alone; it requires active involvement from healthcare professionals across different roles and services (West et al., 2015).
Leaders should adopt a proactive approach by anticipating risks, encouraging staff engagement and creating psychologically safe environments where concerns can be raised (Edmondson, 1999).
2. Strengthen Medication Governance and Safety Controls
High-risk medicines require strengthened governance because repeated incidents demonstrate gaps between policy and implementation.
Actions should include:
· improving electronic prescribing alerts for high-risk medicines;
· introducing robust pharmacist verification processes;
· ensuring clear differentiation between medication concentrations;
· conducting regular medication safety audits;
· monitoring compliance with safety procedures.
These measures reflect WHO (2017) recommendations that medication safety requires reliable systems rather than dependence on individual memory or vigilance.
3. Improve Communication and Integrated Working
The incident demonstrates the risks associated with fragmented care pathways. Healthcare organisations should strengthen communication between hospitals, pharmacies, general practitioners and community services.
Improvement strategies should include:
· structured transfer-of-care communication;
· shared documentation systems;
· clear accountability for medication management;
· multidisciplinary safety discussions.
Integrated working reduces the risk of information being lost between services and supports safer patient journeys. This aligns with the NHS Long Term Plan, which emphasises collaboration between organisations to improve continuity and quality of care (NHS England, 2019).
4. Develop Continuous Learning and Improvement Systems
The organisation should strengthen mechanisms for learning from incidents by ensuring that investigations result in measurable improvements. The NHS Patient Safety Incident Response Framework promotes learning-focused investigations that identify system weaknesses and support prevention of future harm (NHS England, 2022).
Healthcare leaders should monitor whether improvement actions are effective through:
· medication safety indicators;
· incident trend analysis;
· staff feedback;
· regular quality improvement reviews.
Using evidence and data in this way supports continuous improvement and strengthens accountability. This reflects the CQC’s (2022) view that effective providers require robust systems for monitoring performance, identifying risks and embedding learning to improve patient safety.
5. Increase Patient and Family Co-production
Patients and families should be recognised as important partners in improving healthcare safety. Clear communication with families regarding medicines, including confirmation of understanding, can act as an additional safety barrier. Healthcare organisations should use accessible language and encourage families to ask questions about medication instructions.
Co-production supports person-centred care by ensuring that improvement strategies consider the experiences of those receiving services.
Proposed Transformation Strategy
A systems-based transformation strategy, informed by the Plan-Do-Study-Act (PDSA) improvement cycle, should be introduced to redesign medication safety processes. The PDSA model supports iterative testing of change by allowing healthcare teams to plan interventions, implement them on a small scale, evaluate outcomes and refine processes before wider implementation (Batalden and Davidoff, 2007). The strategy would combine electronic prescribing safeguards, multidisciplinary medication reviews, staff engagement and continuous measurement of safety outcomes. Success should be evaluated through reductions in medication incidents, improved reporting culture, audit compliance and staff confidence in raising concerns. This approach would support sustainable improvement by integrating leadership, governance and evidence-based quality improvement.
Summary of Recommendations
Overall, the organisation should adopt a balanced approach combining strong governance with empowered frontline leadership. National standards remain essential for consistency, but local teams must have the authority and support to identify risks and develop improvements. By integrating transformational leadership, effective medication governance, communication systems and continuous learning, healthcare organisations can improve both technical efficiency by reducing avoidable harm and allocative efficiency by directing resources towards interventions with the greatest safety benefit.
Conclusion
This case report has examined the 2023 NHS infant morphine overdose incident to explore how leadership, governance and systems thinking interact to influence patient safety. The analysis demonstrates that the incident was not caused by an individual error alone, but by weaknesses within a complex system where centralised safety policies were not effectively translated into a decentralised and poorly integrated care pathway. Limited feedback mechanisms prevented frontline concerns from reaching decision-makers who could have prevented harm.
Evidence from the World Health Organization, NHS incident reporting systems and the Institute for Healthcare Improvement highlights that medication-related harm is a systemic and preventable challenge associated with communication failures, workforce pressures and weaknesses in safety processes. The recurrence of this incident as the fifth similar case since 2018 demonstrates that previous learning was not fully embedded into system redesign.
The central lesson for health and social care organisations is that leadership, governance and systems thinking must operate together. Governance establishes safety expectations, systems determine how these are implemented, and leadership influences whether staff feel empowered to identify and escalate risks. Sustainable improvement requires closing gaps between policy and practice, adopting leadership approaches appropriate to risk and complexity, and using incident data and near-misses as opportunities for continuous learning and redesign rather than retrospective accountability.
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