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Introduction
The issue of patient safety failure is still a systemic and international problem, revealing structural vulnerabilities in leadership, governance, and healthcare delivery mechanisms. The chosen case study, an accident at Kota Medical College Hospital in Rajasthan, when an elderly man was mistakenly operated on, rather than his son, is an example not of an isolated mistake, but a complete structural failure of organisational procedures, responsibility and checks. The event happened because of the lack of solid patient identification policies and an inherent culture of procedural complacency and poor leadership supervision. Importantly, these incidents are not unique, but the World Health Organisation approximates that about 134 million adverse events every year happen in low- and middle-income nations, leading to 3 million deaths, and 1 in 10 patients around the world suffers harm in healthcare facilities (Dhingra-Kumar, et al., 2020; World Health Organization, 2023). 
Health and social care leadership is the process of influencing people and systems to deliver safe, effective and coordinated care outcomes (Harris, et al., 2022). However, evidence of a loss of leadership not only on an individual level, but also on the governance level, where the safety measures and accountability systems were not enforced properly. Critically, leadership failure is inherent in the system design where ineffective supervision, ineffective communication and insufficient standardisation permitted unsafe practices to be tolerated. 
These outcomes are further influenced by the nature of healthcare systems and, in particular, the centralisation or decentralisation balance. Although it is possible to have uniform safety measures under centralised systems, decentralised practices create uneven measures due to insufficient control. Here, the apparent absence of enforced verification procedures demonstrates that there is a gap between policy and practice, which points to systemic inefficiencies. Systems thinking becomes crucial, as the error is an indication of systemic failures in the admission processes, surgical procedures, and the responsibility of the leadership, rather than one spot of failure.
Theories of leadership, including transactional, transformational and situational leadership, are critical in giving an insight into this failure. The lack of transactional control systems, such as protocol enforcement and transformational leadership, indicates that leadership was responsive as opposed to proactive (Salameh-Ayanian, et al., 2025). This highlights the significance of implementing context-specific leadership approaches, especially in high-risk health care settings where errors may be irreversible.
This report will critically examine the interaction of leadership, governance structures, and system dynamics, and apply evidence-based frameworks to define failures and suggest ways of improving patient safety outcomes.
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