[image: ]

Student Name: Pokal Mitesh
Student ID: 2528089
Module Title: Health Care System Organization and Leadership
Module Code: LCHS7002
Lecturer’s Name: Shaila Hussain
Assignment Title: Case Study Analysis Report
Case Study: Kota medical college hospital wrong-patient surgery incident



Table of Contents
Introduction	3
Main Body and Analysis	4
Identifying the Problem and setting the system context: Applying systems thinking and the rich picture	4
Centralization and decentralization within the case study	7
Leadership Theories and application to the case study	10
Improvement and lessons learned	13
Recommendation	15
Conclusion	16
References	17



[bookmark: _Toc227353807]Introduction
Patient safety is an acute problem in health and social care systems across the globe, where intricate interplay between human factors, organisational systems and leadership styles tend to affect outcomes. Adverse events hardly happen because of a single error; they develop as a result of systemic vulnerabilities like ineffective communication, inadequate governance and inefficient leadership (World Health Organization, 2023). The current case study discusses a severe patient safety event that took place at Kota Medical College Hospital in Rajasthan, India, during which an elderly man was mistakenly brought to the surgery, rather than his son. The mistake was made because the names of patients were similar, and an appropriate check of identity was not made, so the wrong patient was anaesthetised and incised. The incident emphasizes a breakdown in the clinical processes, as well as in leadership, accountability, and system design (South China Morning Post, 2025).
Healthcare leadership may be described as the capacity to impact individuals and groups to fulfill common objectives like patient safety, quality care and organisational effectiveness. Leadership goes beyond authority and also entails the enhancement of safety culture, communication practices and accountability mechanisms (Ystaas et al., 2023). Good leadership will make sure that not only do safety measures get developed but they are also followed in practice. Healthcare system structure also has a large impact on outcomes. Standardisation and control are encouraged by centralised systems and flexibility and responsiveness at the local level are encouraged by decentralised systems. Nevertheless, weak governance results in inconsistencies and gaps in accountability due to decentralisation (Sapkota et al., 2023).
Transformational, transactional and situational leadership theories are leadership theories that can be used to analyse such incidents. Transformational leadership is all about culture and vision, transactional leadership is all about compliance and procedures and situational leadership is all about adaptability depending on the situation. The success of these styles would be determined by their congruency to the needs and the level of risk in the organisation (Hamdan et al., 2024). This report seeks to critically examine the Kota incident in terms of systems thinking, leadership theory and governance perspectives. It will discuss the root causes of the mistake, structural and leadership failures, and will recommend evidence-based suggestions to enhance patient safety and organisational performance.
[bookmark: _Toc227353808]Main Body and Analysis 
[bookmark: _Toc227353809]Identifying the Problem and setting the system context: Applying systems thinking and the rich picture 
The main issue in this case is that the identification of the patient did not go as planned, and the patient underwent a wrong-patient surgery. Nevertheless, this accident can not be understood as a mere human error or a single failure of one employee. Rather, it is an indication of a bigger systems failure where multiple layers of protection failed simultaneously. The incident reveals flaws in communication, patient verification, governance, supervision and leadership oversight, which should have served as protection measures prior to carrying out any invasive procedure (Times of India, 2025). Proper identification of patients is among the most basic needs of safe care in high-risk healthcare settings like surgical operations. The failure of that fundamental requirement is normally an indicator of underlying organisational frailties as opposed to a frontline gaff.
Globally, patient misidentification is recognised as a serious patient safety issue. It has been reported by the World Health Organization that some percentage of patients (around one in ten) are harmed during healthcare delivery and a significant percentage of them can be prevented (World Health Organization, 2023). Inadequate surgical care, misidentification and communication errors remain factors in preventable damage across health systems in the global context (World Health Organization, 2024). This suggests that the Kota incident is not only a local exception, but a broader trend of healthcare risk whereby ineffective systems and unpredictable safety inspections put patients at risk of avoidable harm. It is also evident, based on international experience, that negative surgical incidents tend to happen when procedures are carried out in a mechanical way with a lack of significance verification, especially in stressful hospital settings.
The case is an indication of broader issues of patient safety in India at the national level. The recent reports have pointed to inconsistency in quality of healthcare, as well as the maturity of infrastructure and governance of Indian health organisations, particularly in the public sector institutions where resource demands tend to be higher (NATHEALTH, 2024). India has worked out national quality frameworks like the National Quality Assurance Standards (NQAS) that focus on the identification of patients, clinical safety, accountability and quality improvement (NHM, 2024). The fact that such frameworks do exist implies that such standards do not exist but the problem is that the implementation of such standards in clinical practice is inconsistent. That is, there were formal expectations of safe care in the system but these expectations failed to be translated into effective operational behaviour at the point of surgery.
In the systems thinking approach, the outcome of healthcare is a result of interaction among people, processes, technology, organisational culture and environmental pressures and not due to individual actions (Thelen et al., 2023). The concept of systems thinking would be applicable here since it would allow analyzing the incident as the result of a set of interdependent failures. First, there was a breakdown in communication as oral identification seems to have taken the place of sound confirmation processes. Second, task/process failure, since the identity checks, which were required to be performed prior to anaesthesia and incision, were not done or incompletely done. Third, the organisational failure occurred, since workflows at the hospital failed to stop an unauthorised individual to move to the operating theatre. Lastly, leadership failure occurred as safety measures did not reach deep enough into the organisational culture to make them strictly followed in normal clinical circumstances.
This interpretation is proven by human factors research that reveals that numerous situations in healthcare arise due to poor system design and not individual negligence (Ackbarally and Paton, 2024). The lack of a strong and standardised verification procedure in this instance provided the circumstances under which the error could occur. As an example, had the hospital mandated more than one patient identifier, confirmation of the wristband, rechecking of consent and formal surgical time-out prior to the procedure, the possibility of wrong-patient surgery would have been significantly decreased. The patient identification studies show that the implementation of two or more identifiers can reduce the chances of wrong-patient errors by a large margin, especially in clinical pathways with high risk (Pelaez, 2022). Similarly, surgical safety research has demonstrated that checklists and formal team communication can lead to better patient outcomes and decrease avoidable harm when used purposefully as opposed to paperwork (BJS Open, 2024).
The issue also portrays the lack of accountability and governance. The responsibility of patient identification must not be indistinct or scattered in a safe healthcare system. The accountability must be well distributed among all the professionals involved in the pathway, such as staff in the ward, theatre nurses, surgeons and anaesthetists. In the Kota case, it seems that no one sufficiently questioned the assumption that the right patient was presented to the court. This implies that there was a disjointed system of accountability whereby there was diffusion of responsibility within the team. The nature of such diffusion is harmful in the health sector since it leads to situations in which a crucial job is presumed to be done by another person. Thus, it was not merely an issue of the lack of procedure, but the testament to lax governance on the ground.
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Figure 1: Government State Health System
There may also be underlying structural pressures that may have contributed to the event. Healthcare systems with shortages in the work force, with high patient demand and time constraint tend to have low quality of communication and increased error rates (European Commission, 2024). In this environment, employees might be more inclined to make assumptions, shortcuts and informal practices instead of following formal procedures. Though work pressure is no excuse to practice in an unsafe manner, it may be used to justify the reason behind neglecting verification steps in over-stressed settings. This applies especially in the busy public hospitals where staffing and service needs may compromise on the dependability of safety systems.
In general, the incident is a sign of systemic failures in communication, verification, leadership, governance and organisational design and not human failure. It shows the way in which the harm to the patient takes place in case of multiple protective barriers broken at the same time. This is why the problem needs to be examined as not a wrong-patient surgical error, but rather as a broader malfunction of the healthcare system to provide safe, accountable and reliable care.
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The medical care system as demonstrated by the Kota Medical College Hospital case can be best described as a blend of a centralised ruling system and the decentralised service provision. In most modern health systems, such as in India, quality expectations and regulatory frameworks and patient safety standards are set by national and state-level agencies, and implemented in day-to-day practice by local hospitals and clinical teams. The guidelines like the National Quality Assurance Standards (NQAS) and NABH accreditation standards are centralised approaches that aim to normalise care, facilitate accountability and minimise variation in clinical practice (NHM, 2024). But in practice, the delivery of care, patient movement, verification and theatre preparation, is done in decentralised local contexts where clinical personnel can exercise operational judgement. The Kota incident thus demonstrates how the interplay between centralised standards and decentralised implementation can affect the patient safety outcomes.
There are significant advantages of centralisation in healthcare. Standardisation is one of its key assets. Centralised governance is to make sure that hospitals operate under shared guidelines of patient safety, quality assurance and risk management. This is particularly critical in surgical care as procedure consistency, like patient identification, consent checking and preoperative time-out may help avoid serious harm. Standardisation also favours accountability since it offers measurable expectations that organisations can be measured against. Centralised structures in this case theoretically offered a clear requirement to patient identification and safe preparation of surgery. The centralised systems set minimum standards with the aim of diminishing personal judgement and memory or informal custom, which are all unreliable in high-risk clinical settings.
Another benefit of centralisation is that it enables external control and organisational learning. Handling accreditation, audits and quality inspections becomes easier to apply in case expectations are well outlined at the levels of institutions. Scaling benchmarking and quality improvement can thus be aided by centralised systems. This theoretically should have been of advantage to the organisation in the Kota case since a good safety governance framework would have clarified that no patient should be taken to anaesthesia or cutting without undergoing any formal identity checks. A centralised style of governance is especially useful in low-trust or resource-stretched systems since it curbs unnecessary variability and enhances procedural discipline.
Although these powers are strong, there are also evident limitations to centralisation. It has also been widely criticized as usually being compliance-oriented as opposed to practical usability. That is, there might be policies on the paper, but the value of such policies lies in the interpretation and implementation of said policies by frontline teams. World Health Organization has indicated that the presence of patient safety policies do not necessarily ensure safe care, particularly when the implementation systems are weak or superficial (World Health Organization, 2024). This is more so applicable in the Kota case. In spite of the fact that the safety standards were probably somehow accessible with the help of the national or institutional frameworks, the standards failed to take care of the fact that the wrong patient was to be taken to the surgery. This implies that there is a disconnect between policy formulation and policy enactment. The staff might have been operating within a system that seemed to be compliant institutionally but in practice, it was not safe.
Centralised systems can also foster a procedural attitude whereby accomplishment of formal requirements holds more weight than significant interaction with safety. An example of this is when the staff are supposed to adhere to the policy without adequate training, ownership or reflection then the safety protocols may turn out to be ritualistic. In such a scenario, individuals might think that the safety is attained since a checklist is there. But patient safety is not just a matter of whether there are rules or not but also an active and situational application of the rules. Thus, centralisation is rendered useless when it creates formal organization without functional dependability.
The opposite logic is found with decentralisation. It provides local decision-making and allows hospitals and clinical teams more flexibility to respond to instant situations, existing resources and patient demands. This may be helpful in the context of healthcare since frontline staff can be the most appropriate to assess operational realities. Responsiveness can be facilitated by decentralisation, quick decision-making and local adaptation. As an illustration, local teams can make adjustments to workflows to fit heavy caseloads, infrastructure constraints or high patient risk. This flexibility in theory can enhance the efficiency of services and relevance.
But there is also significant risks associated with decentralisation. Literature demonstrates that decentralisation may result in inconsistency, fragmented responsibility and inconsistent service quality when governance and leadership are inadequate to coordinate local action (Sapkota et al., 2023). It is one of the challenges of patient safety since the patient identification processes must be highly consistent. When there is a difference in the interpretation or application of safety procedures by the local units, the quality of care becomes unreliable. It seems that decentralisation in the Kota case has also played a role in the error where the local workflows and assumptions are overriding the formal safety discipline. It is likely that local checking systems were inconsistent or were not enforced well based on the fact that the wrong person might be summoned forward, transfers and undergoes surgery.
The other drawback of decentralisation is that it may result in loss of accountability. In the case where responsibility is shared among several people and departments, important safety duties might be taken to be the responsibility of another person. In this case, no one member of staff seems to have been effective in questioning the fact that the individual being transported to the theatre was the right one. This signifies a decentralised setting where the role of identity verification was not well assigned or given seriousness. These loopholes are perilous since patient safety depends on clear ownership of important tasks. Studies have demonstrated that only in the case of the combination of decentralisation and high-quality governance, effective leadership, and well-defined accountability systems, the results of decentralisation are more effective (Mahmood et al., 2024).
The Kota example thus shows that decentralisation that lacks strong checks and balances may contribute to an increase in the probability of errors. It would be too easy to say that centralisation is the solution. It is not about whether healthcare systems are centralised or decentralised but about the success of the integration of these aspects. Safe systems need robust central standards to be able to establish expectations, but they must have solid local implementation, enthusiastic leadership, and accountability. Top-down rules have to be converted into bottom-up habits and local teams should be empowered and compelled to prevent unsafe processes. When centralisation leads to rules without ownership or decentralisation leads to flexibility without discipline, patient safety is compromised.
On the whole, the incident demonstrates a discrepancy between decentralised practice and centralised policy. Patient safety formal standards might have been present, but these were not so firmly integrated into local workflows as to avoid harm. This implies that the organisation was not harmed by having one model instead of the other, but rather poor integration of the two models. Good healthcare systems should be able to balance the regularity and predictability of the central governance and the flexibility and adaptability of the local application, at the same time making accountability evident at all levels.
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The role of leadership in healthcare safety is a key factor, as it forms the organisational culture, the way in which staff reacts to risk and the adoption of policies into daily safe practice. In the case of the Kota Medical College Hospital, the misplaced surgery was not merely an act of technical failure in the operations, but also a case of several failures in leadership. The failures can be analyzed using transformational, transactional and situational leadership theories that provide a helpful perspective on the occurrence of the incident and the ways it could have been managed differently.
The concept of transformational leadership applies especially to the medical field since it is vision, culture, and motivation-driven with collective accountability to make change. Transformational leaders do not just come and tell the staff to abide by rules but they establish a culture where patient safety is considered as an organisational value. Studies indicate that transformational leadership is linked to enhanced employee engagement, enhanced team climate and patient outcomes since it promotes learning, trust and dedication towards the common objectives (Ystaas et al., 2023). In the case of Kota, not much evidence supports the presence of such a strong safety culture. There seems to have been no seriousness on the part of the staff in the verification process and this may have indicated that safety procedures have not been entrenched as an organisational ethic of deep culture. Had the transformational leadership been more solid, patient identification should have probably been considered as an uncompromised moral duty but not as an administrational procedure. Lack of such a culture means that there is poor leadership in terms of attitude and expectation and ownership to patient safety.
Transactional leadership presents an alternative yet equally valuable point of view. The concept behind transactional leadership is founded on rules, supervision, structure and performance based on compliance. This style can be applied in healthcare frequently due to the fact that most of the activities associated with safety are highly reliant on standardisation, discipline and well-defined expectations. Transactional logic can be seen in surgical safety checklists, identity checks and formal handovers. Theoretically, such a leadership structure ought to have been used to prevent the incident since wrong-patient surgery precisely is the type of error that should be prevented by structured compliance systems. The transactional leadership however has limitations. Though it can impose regular behaviour, it can also create a tunnel vision of getting tasks done instead of significant interpretation of results (Hamdan et al., 2024). In the Kota case, a certain degree of procedural order was present, as the patient was guided through a theatrical orderly route. But even that process had an unsafe outcome. This implies that compliance might now be superficial or mechanical. Employees might have conformed to the usual course of work without being inclined to the intent of the verification process. Thus, there was procedural compliance in form rather than functional.
Situational leadership is also very applicable in this case since it focuses on the use of the leadership behaviour that should be modified based on the context, urgency and risk. Healthcare environments are dynamic and high-risk environments need more vigilance and responsiveness as compared to regular operations. Surgery is always risky and any doubts about the identity of the patient should run into heightened levels of checking and team communication. Situational leadership thus dictates that leaders and teams to be able to discern when the context requires a more close supervision or more directive response. The inability to recognize the possibility of a wrong-patient situation in the present case shows ineffective situational leadership. There was also an apparent lack of adjustment of the intensity of attention by staff to the severity of the situation even with the apparent contextual signs like patient transfer, preoperative preparation and invasive intervention. The recent literature on healthcare leadership has supported the significance of situational leadership on the complex and high-risk clinical contexts, where the standard protocols should be weighed against situational awareness (Wang et al., 2024). Kota incident is an indication that there was no such flexibility.
The leadership style in the case seems to have been reactive as opposed to proactive. Proactive leadership foresees the place of failure and develops protective measures prior to the damages. Reactive leadership on the other hand does not solve the problem until it has already occurred. The system in this instance reacted to an incorrect surgery, as opposed to the possibility of a misidentification in a busy hospital setting. This is a significant shortcoming of patient safety leadership since healthcare organisations must not wait till serious harm occurs in their systems before risks are noticed in the system. Good leaders will consistently enquire where mistakes are most prone to occur, where personnel might base their judgments on assumptions, and where safety measures are the least secure.
Safety might have been also enhanced by distributed leadership in this instance. Distributed leadership acknowledges that senior management or a single individual cannot be blamed as the sole source of responsibility in achieving outcomes like patient safety. Rather, teams share leadership, where nurses, surgeons, anaesthetists and support staff are involved in decision-making and safety assurance. It has been indicated that distributed leadership increases teamwork, communication and accountability in medical facilities since it decreases the reliance on hierarchy and fosters shared ownership of care procedures (West et al., 2025). The distributed leadership could have played a role in the Kota case, to strengthen the notion that all the staff members who participated in the patient pathway were obligated to verify identity and abort the process in case of uncertainty. The apparent lack of such common ownership can be interpreted as indicative of a culture in which responsibility was perhaps too decentralized or delegated.
Emotional intelligence is the other significant leadership dimension. Emotional intelligence is the skill to manage and be aware of emotions, communicate effectively and be mindful of the situation when it is under pressure. Higher emotional intelligence tends to enable leaders to build trust, promote speaking up and enhance good team operations under stressful circumstances. This is important in healthcare as stress, a hierarchy and routine pressure are easily able to dampen communication and heighten the risk of assumptions. Recent data shows that emotional intelligence has a beneficial impact on decision-making, teamwork and error prevention within healthcare organisations (Cherry et al., 2024). In the Kota incident, emotionally intelligent leadership that was stronger would have promoted more attentive communication, improved listening and willingness of team members to challenge the question of whether the right patient has been brought forward.
Combined, these theories imply that each of the leadership styles would not have worked alone. A stronger safety culture had to be developed using transformational leadership. Transactional leadership was needed to enforce strict verification procedures. High-risk surgical environment required situational leadership to increase attention. It required distributed leadership in order to make the entire team responsible, and emotional intelligence in order to facilitate communication and break assumptions. The incident is thus not just the failure of only a single poor style of leadership, but the lack of a balanced and integrated leadership practice.
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The Kota Medical College Hospital incident can provide valuable lessons to healthcare organisations due to its demonstration that lapses in leadership, governance and system design can interact to generate severe patient injuries. Though the immediate incident was that of wrong-patient surgery, the overall problem was that the organisation failed to make sure that safety measures were consistently functioning reliably at the point of care. The case thus shows that change cannot be restricted to scapegoating people or bringing in single procedural reminders. Rather, a system-wide response that is concerned with leadership behaviour, governance structures, communication processes and organisational learning are necessary to bring about meaningful change. In that regard, the incident is a great chance to explore the ways in which healthcare organisations can shift towards reactive correction instead of proactive improvement.
The most obvious thing learned during the case is that patient identification should be considered as a fundamental safety concern and not an administrative ritual. Wrong-patient surgery is a grave failure of the simplest protection systems of healthcare. It is always proven that the errors related to identity can be substantially decreased when using multi-step verification systems, such as at least two patient identifiers, wristband checks, document verification and organized surgical time-outs (Pelaez, 2022). In the case, such safeguards were either not in place or, where present, were not adequately taken, or taken with the necessary seriousness. 
The second key lesson is with regard to the connection between governance and frontline practice. The issue of governance in healthcare can only be effective when it goes beyond generating policies; it must make sure that standards get translated into operational reliability. The Kota incident indicates that there was a discrepancy between the official safety expectation and the real clinical practice. Even though the frameworks like NQAS or accreditation standards offer centralized guidance on patient safety, the mentioned frameworks did not suffice to avert harm (NHM, 2024). 
The third lesson is that leadership and governance need to work in concert and not independently. Standards may be described by governance, but leadership is what will make these standards integrated into day to day professional behaviour. At the Kota case, leadership in instilling a culture in which patient verification was seen as a non-negotiable safety duty seems to have been inadequate. This is indicative of a broader safety culture weakness. Patient safety research evidence indicates that companies with more robust safety cultures have reduced adverse event rates since employees tend to speak frankly, observe procedures and protocols, and criticize unsafe behaviours (World Health Organization, 2024). 
The other significant takeaway of the incident is related to communication. One of the most frequent sources of avoidable damage in health care is communication errors, particularly in high-stakes situations like surgery. Verbal calling of similar name seems to have been used in the current case instead of patient identification, which was sound and no appropriate challenge was put to interrupt the flow of the wrong person to the surgical path. This implies that there might have been too much informal and assumption-based communication within the organisation (BJS Open, 2024). The moral is that healthcare communication should be conscious, normalised and confirmation-seeking, particularly in situations where patient injury may be instant and irreversible.
Another lesson is the significance of human factors and system design. Research in human factors demonstrates that mistakes are frequently committed when systems are designed in systems that permit daily strain, fatigue, similarity and assumption to contaminate judgement (Ackbarally and Paton, 2024). This is precisely the type of vulnerability manifested in the Kota incident. This movement of the wrong patient through the system was facilitated by the use of similar names, the strain of hospital workflow and the lack of robust design barriers. This implies that not only the behaviour of the staff should be improved, but also systems that are less prone to errors should be designed. The organisational learning is also highlighted in the incident. Healthcare organisations tend to react to negative incidents by undertaking investigations, yet the bigger question is whether the investigations result in long-term learning. The World Health Organization emphasizes that the culture of adopting patient safety improvement requires learning cultures that view incidents as a chance to strengthen the system instead of an occasion of assigning blame (World Health Organization, 2024). Consequently, one of the greatest lessons that the Kota case taught is that healthcare organisations should establish more effective mechanisms to transform incidents to measurable improvements.
[bookmark: _Toc227353813]Recommendation 
To mitigate the risk of wrong-patient incidents by enhancing patient safety more generally, healthcare organisations need to take a multi-layered and evidence-based approach. Introduction of standardised identity verification protocols in all clinical areas and more so in high-risk settings like surgery should be given the first priority. Such protocols must mandate the use of two or more patient identifiers, checking of the wristbands, confirmation of documents and mandatory time-out prior to the anaesthesia and incision. It has been demonstrated that multiple identifiers and structured verification can greatly decrease the chances of patient misidentification and adverse events caused by their use (Pelaez, 2022). These must be non-negotiable and integrated into clinical workflow.
Second, there should be introduction of leadership development programmes that will encourage the leadership styles of transformational and situational leadership. A robust safety culture is impossible without transformational leadership to promote staff involvement and strengthen a sense of shared accountability toward safe care (Ystaas et al., 2023). Meanwhile, situational leadership is required since clinical leaders should be capable of changing their style when dealing with high-stakes and dynamic situations, including perioperative care (Wang et al., 2024). The focus of leadership training must be therefore not just on management skills, but also on the safety culture, communication and risk awareness.
Third, the governance systems must be enhanced to enhance accountability and compliance. It should have clear lines of responsibility in making patient identification in every phase of the care pathway, such as ward transfer, theatre preparation, and the final preoperative check. Governance is not about policy development only but should incorporate active safety audits, incident reviews and compliance leadership. Centralised standards need to be translated into safe local practice, but this requires strong governance (NHM, 2024).
Fourth, digital systems need to be extended to enhance communication and minimize the possibility of human error. Reliability can be enhanced by electronic patient identification systems, digital theatre lists, barcode scanning and automatic alerts of similar patient names to minimize the need to rely on memory or oral verification. The latter find particular use in hectic health care settings where communication breakdown is a frequent issue (World Health Organization, 2024).
Fifth, human factors and patient safety should be more emphasized as part of staff training. Communication, teamwork, speaking up, using checklists and the dangers of assumptions during clinical practice should be trained. The significance of human factors education lies in the fact that most severe accidents occur due to design and communication errors but not the insufficient technical expertise (Ackbarally and Paton, 2024).
Lastly, sustained tracking and reviewing ought to be instituted to aid in long-term development. Weaknesses should be revealed through incident reporting systems, frequent audits and feedback systems to measure compliance and to inform learning. The key to sustainable patient safety improvement lies in the fact that organisations have to be able to learn through error, to analyze change and improve their systems with time (World Health Organization, 2024).
[bookmark: _Toc227353814]Conclusion 
The Kota Medical College Hospital incident is a perfect example of how systemic leadership, governance, communication, and patient identification failures can cause severe and avoidable damages. This mistake did not occur due to any single mistake, but a set of system design flaws, verification procedures and organisational management. This renders the case a significant lesson to the understanding of patient safety failure as based predominantly on a systems approach as opposed to individual failure. It has been demonstrated that centralised standards per se cannot provide safety unless they are backed up with effective local implementation, clear accountability and good leadership. Each of the transformational, transactional and situational leadership styles provides some insight into the way the organisation might have acted to better address the situation. Meanwhile, systems thinking offers a more comprehensive model on how people, processes and structures interacted to enable the incident to take place. In sum, the case demonstrates the significance of harmonizing the governance, leadership, and operational practice to attain safe and reliable care. Healthcare organisations can mitigate risk and prevent the recurrence of such incidents in the future by enhancing verification mechanisms, fostering safety-oriented leadership and enhancing organisational learning.
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