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Executive summary 
The report evaluates a patient safety incident at Kota Medical College Hospital that highlights a serious clinical error. Analysis of transformational, transactional and situational leadership styles reflects that the organisation can improve teamwork, decision-making and compliance with patient safety procedures. This indicates that patient safety metrics such as the trends in incidents, checklist adherence, patient ID mistakes and staff training assessments should be regularly captured, analysed and openly discussed within healthcare organisations. The report examines the wrong-patient surgery incident in Kota Medical College Hospital using a leadership perspective and systems thinking. It identifies underlying systemic failure through rich picture analysis and evaluates the predominantly centralised governance structure of the organisation. The discussion highlights the ways in which leadership oversight, communication breakdown and governance weakness contributed to the incident, supported by relevant critical analysis and evidence.
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[bookmark: _tgiagt4ro72d][bookmark: _Toc236669166]Introduction
[bookmark: _x7uewstpigbu][bookmark: _Toc236669167]Background and report purpose
A serious patient safety incident occurred at Kota Medical College Hospital in Rajasthan. Jagdish suffered a stroke and has difficulty speaking, arrived at the hospital on the day of his son's surgery and was waiting outside (NDTV, 2025). In addition, this mistake happened because hospital staff failed to verify the patient’s identity before surgery. The incident raised concerns about leadership, communication, governance and patient safety within the hospital. The purpose of this report is to analyse the incident by applying leadership theories, systems thinking and evidence from healthcare organisations. 
[bookmark: _yx2gz9vxexo1][bookmark: _Toc236669168]Leadership meaning
In health and social care, leadership is the ability to influence healthcare professionals' practices to achieve shared goals. Restivo et al. (2022) stated that transformational leadership plays an important role in improving staff performance and strengthening healthcare systems to achieve organisational goals. In addition, leadership in healthcare emphasises improving patient safety and providing high-quality patient-centred care. Effective leaders motivate staff, encourage teamwork and support continuous improvement. 
[bookmark: _x680kdrgwxmu][bookmark: _Toc236669169]Centralisation and decentralisation and theories
Healthcare organisations mainly operate through centralisation, where decisions are made by senior management. Decentralisation reflects sharing authority with frontline staff to improve responsiveness, apart from applying different leadership theories. As highlighted by Ohrling (2026), managers reported that decentralised governance gave them significant decision-making authority and greater responsibility. Transformational, transactional and situational leadership styles are common in healthcare to encourage leaders to make adequate decisions during complex healthcare situations. 
[bookmark: _o4ayc79thnau][bookmark: _Toc236669170]Importance of leadership
Selecting an appropriate leadership style is essential during a crisis because healthcare professionals need to make quick decisions while maintaining patient safety. In hospital management, effective leadership is essential as it helps manage challenges, improves employee engagement and ensures providing patient-centred care (Aini and Rachman, 2024). Specifically, effective leadership improves communication, teamwork and problem-solving, besides reducing risk of preventable errors. 
[bookmark: _Toc236669171]Report Structure
The report critically examines the wrong-patient surgery incident at Kota Medical College Hospital through the perspective of governance, leadership and system thinking. Firstly, it analyses the organisational context and problem using rich pictures, followed by evaluating the centralised governance structure of the organisation. Then the report applies relevant leadership theory to analyse leadership effectiveness during the incident, before identifying key improvements and lessons learned. Lastly, evidence-based recommendations are made for improving governance, leadership, patient safety and communication, followed by highlighting the importance of effective leadership and an integrated system to improve healthcare outcomes.
[bookmark: _llkvy6ylmdfl][bookmark: _Toc236669172]Main Body
[bookmark: _Toc236669173]a. Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture
[bookmark: _exug8gtdra6h][bookmark: _Toc236669174]Defining the central problem
The central problem in the case concerns a wrong-patient surgical procedure at Kota Medical College Hospital, Rajasthan, where a 60-year-old man accompanying his son was mistakenly identified as the intended patient and underwent unnecessary surgical incision before the error was recognised. Such incidents are internationally categorised as a preventable patient safety event because they should not occur when the standard verification procedure, including the WHO surgical safety checklist and patient identification checks, is consistently followed (WHO, 2024). Hence, from the case study, it can be understood that patient safety remains a global healthcare challenge. It is estimated that approximately 1 in 10 patients experience harm while receiving health care services and nearly 50% of the incidents are mostly preventable (WHO, 2024). Additionally, lack of safe care causes around 3 million deaths annually across the world, with the highest burden occurring in middle- and low-income countries (WHO, 2024). The data and statistics demonstrate that failures similar to the quota incident are part of a wider global patient safety concern rather than isolated and individual events.
[image: ]
Figure 1: Excess death rates due to intervention delays 
(Source: WHO, 2026)
[bookmark: _wduloryd26td][bookmark: _Toc236669175]National and global context
Surgical error globally continues to represent major patient safety issues. WHO identifies lack of correct patient identification and failure in communication as the leading cause of preventable surgical error (WHO, 2024). Implementation of the WHO surgical safety checklist is effective in reducing postoperative complications by over 30% and mortality by 24% (WHO, 2024). It highlights the importance of systematic verification before conducting surgery. 
The health care quality in India continues to improve. However, the implementation remains inconsistent across different hospitals. The national quality assurance standard program and surgical safety and patient identification are mandatory quality indicators. However, compliance significantly varies between healthcare institutions (Ministry of Health and Family Welfare, 2023). National Medical Commission (2023), further emphasises effective documentation and patient identification as fundamental professional responsibilities for all healthcare practitioners. 
IHI internationally identifies lack of current patient identification as one of the leading causes for preventing adverse events and recommends two independent patient identifiers before any clinical intervention (IHI, 2023). Joint Commission International (2024) recommendations similarly reflect international patient safety goals that identify accurate patient identification as the first essential safety objective. The consistency between IHI, WHO and international accreditation standards highlights worldwide recognition that failure in the identification of the patient represents significant health care system problems. 
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Figure 2: Different causes of medical errors 
(Source: Alhewiti, 2025)
[bookmark: _algax9o1drky][bookmark: _Toc236669176]Systemic weakness and governance
Primarily, the incident reflects weakness in local governance where the leadership of the hospital is responsible for supervising staff compliance, implementing patient safety policy and monitoring adherence to standard operating procedure. National and regional governance, however, also influences organisational performance through accreditation, regulation and workforce standards. As a result, failure at one governance level can expose weakness across the entire health care system. 
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Figure 3: Fishbone diagram
(Source: Self-created)
The above fishbone diagram highlights the ways in which multiple interconnected factors across process, people, communication, governance and leadership contribute to wrong-patient surgery incidents. Healthcare leadership is an important influence of organisational safety culture. According to WHO, organisations showing strong leadership commitment to the safety of the patient experience very limited preventable adverse impact and achieve greater compliance (WHO, 2023). On the other hand, a limited accountability structure increases the chance of likelihood of staff in the organisation bypassing essential verification procedures during routine clinical practice.
[bookmark: _nqp4ih8lqzzo][bookmark: _Toc236669177]Underlying challenges, feedback loop and communication dependency
Different underlying principles and system pressure might have contributed to the case study event. WHO estimates a projected global shortage of 10 million healthcare workers by 2030, with most of the shortages concentrated in middle- and low-income countries (WHO, 2022). A shortage of the workforce increases fatigue, staff workload and dependence on assumptions rather than conducting structured verification processes. 
Similarly, India also faces continuing challenges of retaining a skilled workforce. According to the reports of the Ministry of Health and Family Welfare (2023), increasing demand among patients within public hospitals, quality assurance, and continuous improvement in staff management and clinical governance. Higher volume of patients, along with pressure in the organisation's operation, increases the dependence of the staff on efficient communication systems and adequate leadership oversight.
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Figure 4: Medicine Negligence Claims received by NHS
(Source: Gadsby Wicks Solicitors, 2026)
The communication dependencies are evident throughout the journey of the patient in the health care service provider institute. The verbal response of the patient to hearing his name was accepted without independent confirmation. Lack of cross-checking between nurses, admission staff and surgeon allowed the error to progress through different stages before detection. Failure in communication remains one of the leading contributors to serious adverse impacts on the health care event globally (WHO, 2023). Overall, the Kota incident highlights the ways in which patient harm emerges from interconnected organisational processes rather than individual isolated human error. .
[bookmark: _a3l7185cmz1k][bookmark: _Toc236669178]b. Centralisation or Decentralisation within the Case Study
[bookmark: _wwzufz5qgrq5][bookmark: _Toc236669179]Justification of the organisational structure
The Kota Medical College Hospital incident reflects a predominantly centralised health care system where policy implementation, authority and accountability are concentrated within government health authorities and hospital management. Even though the frontline clinician makes the operational decision during patient care, standard operating procedures and organisational policy, resource allocation remains controlled. India continues to experience Health Care work force shortage, with an estimated 1 physician per approximately 1511 population and a nursing shortage persisting across many public hospitals. The workforce pressure increases staff overload and can reduce compliance with patient verification procedures during a busy surgical schedule (WHO, 2023). Therefore, the incident demonstrates the ways in which weakness in centralised governance structure impacts patient safety when the leadership oversight and policy implementation fail.
[bookmark: _7vff99i5kbjd][bookmark: _Toc236669180]Characteristics of centralised decision making
In a centralised health care system, strategic decision making is concentrated among government authorities and senior hospital administrators, while the frontline healthcare service providers are expected to comply with the established clinical protocol. Surgical safety standards, patient identification procedures, and quality monitoring at Kota Medical College Hospital are determined by hospital leadership in accordance with the national healthcare regulations. Research evaluating implementation of the WHO surgical safety checklist reported an overall compliance rate of 82%, while compliance with the time-out and sign-in component remained comparatively lower, which increased the risk of operation identification error (Kandel et al., 2023). Following the wrong-patient surgery incident, the hospital principal immediately established a three-member enquiry committee, which highlights corrective actions and accountability were initiated through the senior management rather than individual departments. It highlights the concentration of authority typical of centralised governance. 
The public health care system of India follows a hierarchical governance structure in which tertiary hospitals operate under the National Quality Standards and the State Health Department. Centralised governance supports consistent implementation of quality standards, Health Care policy and patient safety initiatives across public hospitals (National Health Authority, 2022). OECD (2023) similarly highlights that centralised governance promotes standardisation of accountability and clinical practice through uniform regulation across healthcare organisations.
[bookmark: _qiqryve5cz6s][bookmark: _Toc236669181]Advantages of centralisation in the case study
One of the significant advantages of centralisation is the ability to establish consistent patient safety protocol across organisations. The standardised policy like informed consent verification, mandatory patient identification, and pre-operative surgical checklists, reduce variability in clinical practice. Hospitals operating under a standardised governance framework highlight improved consistency in patient safety monitoring and quality assurance (ISQua, 2022).
Centralised governance also improves organisational accountability during serious adverse impacts. Immediate formation of the investigation committee in the quota case enabled leadership to identify responsible departments, review procedural failure and recommend corrective actions. Centralised incident investigation facilitates organisational transparency, systematic learning and implementation of hospital-wide improvement procedures rather than individual isolated department responses (AHRQ, 2023). Further, the centralised management enables efficient allocation of organisational resources. Public hospitals operating within a centralised hospital system are more effective in distributing workforce planning, financial resources and infrastructure investment more consistently across different departments (World Bank, 2024). Thus, the coordination supports implementation of hospital-wide quality improvement initiatives and patient safety programs. 
[bookmark: _r4f6okxh3ltw][bookmark: _Toc236669182]Disadvantages of centralisation in the case study
Excessive centralisation, despite the advantages, may reduce the responsiveness of the front-line service provider.  Evidence indicates that consistent implementation of the WHO surgical safety checklist is effective in reducing major postoperative complications by nearly 30% and preoperative mortality by 24% (WHO, 2024). It highlights the importance of following the patient identification protocol. Highly centralised healthcare organisations can experience reduced frontline empowerment, communication and delayed response to the emerging safety concern (King's Fund, 2022). Staff working in an extremely rigid hierarchy can hesitate to establish procedures, questioning senior colleagues, which increases the chances of errors progressing through multiple stages before detection. 
Additionally, reduced organisational flexibility is yet another significant limitation. Hospitals with highly centralised governance usually experience reduced implementation of local quality improvement initiatives because changes require approval through multiple administrative levels (The Health Foundation, 2023). As a result, the opportunity for rapid learning following near miss incidence can be delayed. The incident also demonstrates limitations in monitoring policy compliance. Patient identification remains among one of the most frequently cited safety compliance issues despite the widespread availability of standard operating procedures (Joint Commission, 2023). It highlights organisational culture significantly influencing adherence. Even though patient identification procedures of the patient are almost certainly established within hospital policies, failure in implementation at several stages is evident. It indicates that centralised governance alone does not ensure compliance unless supported by continuous supervision, leadership engagement and auditing. 
[bookmark: _c1akr521hasc][bookmark: _Toc236669183]Impact on decision making, crisis management and accountability
The centralised governance structure both hindered and supported management of the incident. The immediate establishment of the enquiry committee from a crisis management perspective demonstrated strong organisational authority as it enabled rapid initiation of formal investigation. Thus, centralised leadership also ensured that responsibility to review the protocol and implement immediate corrective action was restored with the hospital management rather than individual departments or clinicians alone. 
The same hierarchical structure, however, can have indirectly contributed to the incident itself. Apparently, the frontline staffs were dependent upon existing administrative processes rather than independently verifying patient identity using multiple identifiers. Systems thinking suggest that responsibilities for a patient's safety should be distributed across all the members of the multidisciplinary team rather than completely concentrated within a formal management structure. Reportedly, accredited hospitals are required to achieve a hundred percent compliance with patient identification protocol before invasive procedures, which emphasises that any deviation reflects a significant overall system failure (NABH, 2023). Additionally, OECD (2023) estimated that a preventable patient safety failure accounts for 15% of hospital expenditure in the health system, which also demonstrates substantial organisational consequences of safety incidents. Further, the Commonwealth Fund (2024) reports that the health system characterised by continuous staff engagement, strong clinical governance and shared accountability achieves better patient safety outcomes compared to a system that is completely dependent on hierarchical control. The findings suggest that even though centralised governance provides organisational consistency, effective patient safety requires combining Central oversight with decentralised responsibility at the point of care. 
The Kota Medical College Hospital case illustrated that a centralised governance structure provides clear accountability following adverse impacts but is less effective at preventing incidents in the first place. As a result, the case supports a balanced governance model where centralised leadership establishes organisational structure while the decentralised clinical team retains authority to question decisions, interview whenever patient safety is threatened and verify patient identity. 
[bookmark: _Toc236669184]c. Leadership Theories and Application to the Case Study
[bookmark: _k0uq3kxj7e42][bookmark: _Toc236669185]Critical analysis of leadership theories
In Kota Medical College Hospital, weak leadership has contributed to wrong patient surgery, which indicates leadership is important to help staff work together to deliver safe patient care. Transformational leadership focuses on inspiring employees and creating a strong patient safety culture by encouraging staff to speak up when they notice risk and support continuous learning. Transformational leadership results in fewer adverse patient events as leaders focus on patient safety and effective risk management by implementing proactive measures (Tsapnidou et al., 2024). For instance, transformational leadership is associated with high staff engagement and better patient safety as employees feel confident reporting their concerns. On the contrary, transactional leadership emphasises rules, procedures and accountability. For instance, WHO Surgical Safety Checklist was created through extensive consultation to reduce surgical errors and adverse events while improving teamwork and communication (WHO, 2026). In the case of Kota Medical College Hospital, staff failed to follow require verification process before administering anaesthesia and beginning surgery. Although this leadership style promotes consistency and compliance, it may not prevent errors if staff only follows routines without assessing unusual situations. 
Situational leadership is important in hospitals that suggest leaders need to adapt their leadership style according to the situation and staff capability. As mentioned by Singh et al. (2024), situational leadership enables leaders to adjust their style considering the situation and provide clear direction during emergencies. Especially in Kota Medical College Hospital, this leadership style during high-risk procedures such as surgery indicates the importance of monitoring clinical activities closely and reporting immediately if uncertainty occurs. Evidence of nursing management and hospital administration shows that situational leadership is linked to higher staff engagement, strong teamwork, job satisfaction and improved perceptions of service quality (Ghallab and Sallam, 2026). Overall, combining different leadership styles is important to provide a strong approach to reduce preventable clinical errors. 
[bookmark: _49427649y4i8][bookmark: _Toc236669186]Appropriateness of chosen leadership style
In Kota's case, the leadership approach demonstrates an inappropriate style for a high-risk clinical situation. Safe surgical care requires leaders' ability to ensure compliance with safety procedures, apart from encouraging staff to communicate openly about concerns. Transactional leadership in Kota Medical College Hospital is necessary as surgery requires strict adherence to different policies, documentation and safety checklists. Transactional leaders take a directive approach by focusing on task completion on time, following established protocols and providing immediate feedback to staff (Al-Rjoub et al., 2024). However, transactional leadership may not be sufficient in the hospital and combining it with transformational leadership is important to prioritise patient safety over routine. Situational leadership is well suited for managing crises, specifically during the preparation and recovery stages of a crisis (Balasubramanian and Fernandes, 2022). For instance, uncertainty about patient identity requires leaders to immediately suspend procedure until verification is complete. More specifically, appropriate leadership is important in the hospital to improve patient safety and reduce adverse events in terms of enhancing overall organisational safety. 
[bookmark: _9x8h3ppwue0][bookmark: _Toc236669187]Leaders' behaviour and data
The leaders at Kota Medical College Hospital were reactive rather than proactive, which means responding to the problem only after it has occurred. Healthcare regulations often take a reactive approach to worker safety by responding only when serious incidents have occurred rather than preventing them through proactive measures (Lindström, 2025). Additionally, the mistake of taking the wrong patient into the operating theatre was discovered only after the patient’s son noticed his father was missing. Lack of trained medical attention in India is higher in rural areas than urban areas, resulting in deaths by 48.9% and 36.1%, respectively, in 2024 (Timesofindia, 2026). This incident reflects that leaders failed to establish effective systems within the organisation to prevent error before surgery began. 
[image: ]
Figure 5: Deaths unattended by professionals 
(Source: Timesofindia, 2026)
Healthcare organisations with strong leadership and patient safety cultures have higher staff engagement and fewer medical errors. A staff survey shows the highest mean score of 3.85 for effective teamwork and regular reviews of work pressure, 3.82, indicating a strong perception of teamwork (Alanazi et al., 2026). Poor leadership and weak safety systems can have serious consequences for the organisation, for which encouraging teamwork and openness are essential. Thus, the Kota Medical College Hospital case demonstrates that proactive and patient-centred leadership is more effective than reactive leadership in improving patient safety. 
[image: ]
Figure 6: Staff perception about patient safety 
(Source: Influenced by Alanazi et al., 2026)
[bookmark: _m6h7awgqaeol][bookmark: _Toc236669188]Different techniques
The case of Kota Medical College Hospital could have been prevented through distributed and emotionally intelligent leadership. Sharing responsibility among the different healthcare professionals rather than relying only on senior managers is valued in distributed leadership. NHS has promoted distributed leadership as an approach to support changes in the UK’s healthcare organisations (Svensson and von Knorring, 2025). In addition, nurses, anaesthetists and junior doctors of the hospital need to have the authority to question decisions and stop procedures if they identify a patient safety risk. However, the case shows that staff accepted the patient without completing a proper identity check, which led to a huge clinical error. On the contrary, emotional intelligence emphasises building trust and improving communication among leaders to create a positive safety culture. Emotional intelligence in healthcare is closely linked to transformational leadership through leaders’ ability to empower, encourage and inspire teams (Heikkinen et al., 2026). Specifically, emotional intelligence of leaders encourages them to listen to staff and respond quickly during unexpected situations. Overall, adopting both distributed and emotional intelligence leadership can improve communication and increase staff accountability at Kota Medical College Hospital. 
[bookmark: _Toc236669189]d. Improvement, and Lessons Learned 
[bookmark: _Toc236669190]Critical Evaluation of Leadership and Governance Interaction 
Kota Medical College Hospital is a case of wrong patient surgery, which was driven by a mix of inadequate organisation control, poor governance and poor leadership, rather than by a single mistake. The incident was a result of the patient being misidentified; however, it was indicative of issues in leadership oversight, accountability framework and patient safety governance. Leaders of the hospital seemed to have a fairly hierarchical decision-making system where frontline staff implemented routine practice and did not question unsafe assumptions. Higher direct supervisor leadership scores correlate with decreased provider burnout and increased professional fulfilment (Wallace et al., 2025). As such, theatre personnel accepted verbal confirmation made with a similar patient name only without independent verification with multiple patient identifiers (MPIs). This is a sign of a low patient safety culture where the attention put on performing tasks quickly outweighs following protocols.
Governance mechanisms were weak as key features of effective clinical governance are documented operating procedures, regular safety audits, management and leadership accountability for incidents, and incident reporting systems. Establishing a Just Culture in healthcare is essential to improving patient safety, encouraging open communication (Mohamed et al., 2026). Organisational change for sustainability will need to involve redesign of the system, and not merely a blame game. In modern health care leadership, workers are encouraged to report mistakes without repercussions and held accountable for careless behaviour. Therefore, this then will allow organisations to find the hidden weaknesses in the system before they cause harm to patients.
[bookmark: _Toc236669191]Missed Opportunities and Evidence-Based Solutions 
	Problem Identified
	solutions
	Evidence-based Discussion

	Failure to verify patient identity before surgery 
	The patient needs to match a name when there was no confirmation, and was found during surgery. 
	“The International Patient Safety Goal (IPSG) 01” states that two patient identifiers must be used prior to any invasive procedure (Metasofsda, 2026).

	Weak compliance with the WHO Surgical Safety Checklist 
	The patient needed to receive anaesthetic and began operating before it was realised that it was patient's “Peri Apparatus” instead of the surgical "Time-Out".
	For each surgical case, implementation studies indicate that higher use of a checklist significantly decreases surgical complications and fatalities.

	Hierarchical communication culture 
	Staff made assumptions and patients' identity was a lack of psychological safety and a poor team working approach.
	Requirement to implement transformational leadership and Team STEPPS to encourage nurses, anaesthetists and theatre technicians to speak up about unsafe practices in any role, irrespective of their status.

	Lack of digital patient tracking 
	Kota Medical College Hospital requires e-health records with bar code identification or biometric identification of patients in pre-operative and surgical processes.
	Digital patient safety tools in primary care can be beneficial - particularly when they combine multiple features, such as automated prescribing (Nihr, 2026).

	Reactive governance and incident management 
	Implement a “Digital Incident Reporting System (DIRS)”, regular monthly patient safety dashboards showing patient safety incident involvement, and “Root Cause Analysis (RCA)” for all serious incidents, with oversight by hospital leadership.
	Suspensions of staff only came after the incident raised public awareness to the level of monitoring undertaken, which was limited. Diagnostic errors, that is delayed or incorrect diagnoses, are estimated to occur in 5–15% of the patient visits and admissions and can cause severe morbidity and mortality (Hooftman et al., 2024). 


Table 1: Missed Opportunities and Evidence-Based Solutions
(Source: Self-Developed)
[bookmark: _Toc236669192]System-Level Discussion - Problems, Solutions and Supporting Data 
The Kota incident is a reminder that it is vital to create resilient healthcare systems and not just the competent individual. Poor communications can result in misdiagnoses and other medical mistakes that can easily lead to avoidable health complications and adverse events for patients (Hipaajournal, 2026). Patient misidentification also is one of the most common causes for wrong-site and wrong patient surgeries, adding thousands more to the mix annually around the world. 
A significant missed opportunity was the need for strong identity verifier technologies. Barcodes wristband systems have been successfully adopted in hospitals and have been found to result in a substantial decrease in patient identification errors due to the fact that human decisions are complemented by electronic verification. Patient safety has become a strategic pillar in healthcare organisations, requiring significant resources to avoid accidents during the hospital stay (El-Awady, 2023). Near-miss analysis is a standard practice for high-performing healthcare organisations, and is commonly conducted using “Root Cause Analysis” or “Failure Mode and Effects Analysis (FMEA)” to identify and address hazards before they lead to patient harm or adverse events. The Kota case was the one that resulted in the actual adverse event and only then led to an organisational review.
· It should keep track of indicators that include percent of compliance for two patient identifier verification targets of 100%.
· Completion of WHO Surgical Safety Checklist expected 100%.
· Incidents related to patient identification per 1,000 surgeries.
· Time to report serious incidents (Target within 24 hours).
[bookmark: _Toc236669193]Findings - Lessons Learned based 
The case of Kota Medical College Hospital is an example of a failed individual clinical event in the context of a combination of organisational structure, leadership behaviour and governance, which all influence patient safety. The leadership promotes a culture of patient safety by conducting different activities, including monthly patient safety walk-rounds to identify and take action on safety issues (Who, 2026). As such, many systems have failed, in tandem, and led to unnecessary harm to a patient. This incident offers other healthcare organisations a number of valuable lessons. First, patient identification procedures should never be viewed as a "formality" but rather as a critical safety step in the process of caring for the patient. 
Again, governance mechanisms need to incorporate digital technologies, regular audits, Root Cause Analysis and openness in all performance reporting, to enhance the accountability of the organisations. Critical incidents (CIs) are unexpected events that may reach patients and thus threaten patient safety (Goekcimen et al., 2022). Therefore, effective governance, transformational leadership and quality improvement through data can build a resilient health-care system that prevents similar incidents and improves patient safety, accountability and public confidence in the health system. 
[bookmark: _Toc236669194]Recommendation 
[bookmark: _Toc236669195]Strengthen Patient Safety and Clinical Processes 
Kota Medical College Hospital must focus on improving patient safety systems through introduction of compulsory patient identification methods along the surgical pathway. Healthcare is a constantly evolving field enriched by new technologies, medications, and treatment methods (Madine et al., 2025). All patients should be checked with two identifiers before transfer, anaesthesia and surgery, following the “World Health Organization (WHO)” Surgical Safety Checklist and International Patient Safety Goals (IPSG). To reduce manual identification mistakes, barcode wristbands and electronic Health Records (EHRs) should be implemented. Additionally, surgical "Time-Out" procedures should be audited regularly for compliance and the risk of wrong-patient surgery should be minimized.
[bookmark: _Toc236669196]Adopt Effective Leadership for Sustainable Improvement 
To be able to improve the current state of the organisation long term, the hospital needs transformational leadership with distributed leadership. Transformational leaders foster a patient-centred culture and motivate employees to focus not only on doing things right, but on improving processes and products continually and creatively. Transformational leadership is a relational, values-driven leadership style that emphasizes inspiration, innovation, and shared vision rather than authority and control (Chcm, 2026). These leadership styles encourage collaboration, psychological safety and accountability, which can help employees spot and mitigate potential problems before they arise, and help them be part of safer clinical care.
[bookmark: _Toc236669197]Strengthen Governance, Communication and Systems Integration 
There should be a multidisciplinary Patient Safety and Clinical Governance Committee to monitor adherence to patient safety standards and to lead organisational learning, to complement clinical governance. An incident reporting system should be in place that is digital and allows for updated reporting, Root Cause Analysis (RCA) and timely corrective action. “The SBAR (Situation, Background, Assessment, and Recommendation)” communication tool offers a structured framework that enhances clarity, efficiency, and reliability during shift transitions (Soed et al., 2025). Key performance indicators should be reviewed monthly such as patient identification compliance, checklist filling compliance, incident reporting performance, and others. 
[bookmark: _Toc236669198]Enhance Technical and Allocative Efficiency 
The normalisation of surgical procedures, implementation of barcode patient identification, and the elimination of unnecessary duplication of documentation should all be improved to achieve technical efficiency, as should providing patient safety training for all healthcare staff through simulation. Technical efficiency is about producing the most possible output for the least possible input, which is the common approach to efficiency in healthcare (Healtheconomicsunit, 2022). Allocative efficiency can be improved through investing human and financial resources in the right patient safety interventions, such as digital health technologies, staffing and ongoing quality improvement initiatives. A focus on prevention-based safety investments will likely decrease adverse events, medico-legal and unnecessary resource utilisation in the long-term.
[bookmark: _Toc236669199]Promote Continuous Learning, Stakeholder Engagement and Co-production 
Hospitals should have an ongoing process of organisational learning as part of their routine. Frequent clinical audits, Root Cause Analyses (RCA), Failure Mode and Effects Analysis (FMEA) and mandatory annual patient safety training should be carried out to detect the risks and facilitate the continuous improvement. Aging is a complex process that diminishes the reserve of every organ system and often results in a patient that is vulnerable to the stress of surgery (Vacas et al., 2022). Partnership with health care professionals, administrators and regulatory bodies will further establish accountability and promote systems for joint decision making, and boost public trust. Overall, incorporation of evidence-based learning, with stakeholder co-production as part of the organisational governance, will help Kota Medical College Hospital to build a resilient, patient-centred healthcare system.
[bookmark: _mar93p86te7m][bookmark: _Toc236669200]Conclusion
[bookmark: _8hbxwb53bnof][bookmark: _Toc236669201]Summarising findings
The analysis of the case in Kota Medical College Hospital reflects inconsistent improvement, although effective documentation is a prioritised factor in the healthcare system. Staff retention and pressure on healthcare organisations remained major problems in India, which resulted in huge clinical errors. Situational leadership is important in the organisation because leaders need to adjust their behaviour when unexpected situations arise. More than that, application of emotional intelligence leadership in the hospital can make staff comfortable reporting mistakes without fear of blame. Apart from this, strengthening leadership, communication and reporting systems adequately are important for the organisation to reduce preventable patient harm. Overall findings support the conclusion that leadership during the incident in Kota Medical College Hospital was reactive and contributed to poor communication and inadequate supervision.
[bookmark: _k406b4vf107e][bookmark: _Toc236669202]Importance of leadership, governance, and systems thinking
Analysing the case highlights these three factors that have an important role in improving healthcare quality and patient safety. Effective leadership within the organisation helps professionals work collaboratively and communicate clearly, apart from achieving shared goals. Similarly, good governance supports leadership by establishing clear policies, responsibilities and a monitoring system in Kota Medical College Hospital. In other words, good governance is essential for regular audits, incident reporting and reviewing performance in the organisation to identify risk and improve patient safety. On the contrary, systems thinking recognises that Kota Medical College Hospital is made up of connected people, processes and departments. This approach helps the organisation identify the root cause of the problem and develop long-term solutions. The case of Kota demonstrates that patient safety depends on leadership, good governance and a systems approach. Combining these elements can support continuous improvement and reduce preventable clinical errors in future, besides strengthening accountability. 
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