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Case study Number 4:
At Kota Medical College Hospital (Rajasthan, India) on 12 April 2025, an elderly man awaiting his son’s surgery was mistakenly taken to the operating theatre, anaesthetised and given an incision for a dialysis fistula procedure intended for another patient. The mix-up happened when the patient raised his hand after being called by a name similar to the intended patient and was taken into surgery without proper identity verification. The error was uncovered when the son emerged from his surgery and found his father missing.
Link- https://www.scmp.com/week-asia/health-environment/article/3307457/indian-hospital-probed-after-man-mistakenly-operated-while-waiting-sons-surgery?utm_source=chatgpt.com
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[bookmark: _Toc237253378]1. Introduction
Patient safety is a fundamental principle of healthcare, requiring every patient to receive the right treatment at the right time and in the correct manner (Leape, 2021). Despite advances in healthcare systems, preventable medical errors continue to occur because of failures in communication, leadership, teamwork, and organisational processes (Brittain and Carrington, 2021). Such incidents not only cause physical and psychological harm to patients but also undermine public confidence in healthcare organisations and increase legal and financial burdens (Wawersik and Palaganas, 2022). Healthcare delivery involves multiple professionals working within complex systems where effective coordination, standardised procedures, and strong governance are essential to minimise risk. When these systems fail, adverse events often result from a combination of human error and organisational weaknesses rather than the actions of a single individual (Brittain and Carrington, 2021). Therefore, analysing patient safety incidents through a leadership and systems perspective is essential for identifying root causes and implementing sustainable improvements that enhance the quality and safety of care (Wawersik and Palaganas, 2022).
This report examines the wrong-patient surgery that occurred at Kota Medical College Hospital, Rajasthan, India, on 12 April 2025. An elderly man waiting for his son's operation was mistakenly taken to the operating theatre after responding to a similar name. Healthcare staff failed to verify his identity before administering anaesthesia and making an incision intended for another patient. The incident exposed serious failures in patient identification, communication, teamwork, and clinical governance. Rather than representing a single human error, the case highlights systemic weaknesses in leadership, safety protocols, and organisational processes that compromised patient safety and accountability.
Leadership plays a critical role in preventing such incidents by influencing healthcare professionals to work towards shared goals while maintaining high standards of quality, safety, and accountability (Fadhel and Alqurs, 2025). Effective leaders promote clear communication, encourage multidisciplinary collaboration, ensure compliance with safety protocols, and foster continuous learning from mistakes (Ahmed et al, 2024). Healthcare organisations may operate through centralised systems, where decision-making is concentrated among senior leaders, or decentralised systems, where authority is distributed across departments and frontline teams (Ahmed et al, 2024). Different leadership approaches, including transformational, transactional, and situational leadership, influence how organisations respond to challenges, manage risks, and implement change (Fadhel and Alqurs, 2025). This report analyses the case study by applying leadership theories, governance principles, systems thinking, and organisational analysis. It examines the underlying causes of the incident, evaluates the impact of organisational structure on decision-making and accountability, assesses leadership effectiveness in preventing and responding to the event, and presents evidence-based recommendations to strengthen patient safety, governance, communication, and continuous organisational learning across healthcare settings.
[bookmark: _Toc237253379]2. Main Body and Analysis
[bookmark: _Toc237253380]2.1 Identifying the Problem and Setting the System Context
[bookmark: _Toc237253381]2.1.1 Overview of the Case Study 
The case study concerns a serious patient safety incident that occurred at Kota Medical College Hospital, Rajasthan, India, on 12 April 2025. An elderly man waiting for his son's surgery was mistakenly identified as another patient after responding to a similar name. Healthcare staff transferred him to the operating theatre, administered anaesthesia, and performed an incision for a dialysis fistula procedure without completing the required patient identity verification process (India Today, 2026). The mistake was discovered only after the patient's son completed his surgery and realised that his father was missing from the waiting area. This incident is classified as a preventable patient safety event because established identification protocols should have prevented the wrong patient from entering the operating theatre (India Today, 2026). The case highlights significant failures in communication, patient identification, teamwork, leadership oversight, and clinical governance, demonstrating how multiple organisational weaknesses can combine to produce serious harm and undermine public confidence in healthcare services.
[bookmark: _Toc237253382]2.1.2 Global and National Context of the Problem 
Patient safety incidents represent a major global challenge, affecting millions of patients annually despite advances in healthcare quality and technology (WHO, 2023). According to the World Health Organisation (WHO, 2023), approximately one in ten patients experiences harm during healthcare, with nearly half of these incidents considered preventable. Unsafe care contributes to millions of deaths and disabilities worldwide each year, particularly in low- and middle-income countries where healthcare systems often face resource limitations, workforce shortages, and inconsistent implementation of patient safety standards (WHO, 2023). Surgical errors, including wrong-patient procedures, remain among the most serious adverse events because they can lead to permanent harm, increased healthcare costs, prolonged hospitalisation, and loss of public trust (Patel and Boster, 2025).
In India, patient safety remains an important healthcare priority due to increasing patient volumes, workforce pressures, and variations in adherence to clinical safety protocols (Dave et al, 2022). Reports of wrong-patient surgeries, medication errors, and communication failures continue to highlight weaknesses in patient identification systems and organisational governance (Dhingra-Kumar et al, 2020). Although such incidents are relatively uncommon, they demonstrate the need for stronger leadership, standardised verification procedures, and continuous staff training (Dave et al, 2022). Similar patient safety challenges have also been reported internationally, including within the NHS, where wrong-site and wrong-patient procedures are classified as never events requiring immediate investigation and organisational learning (Dhingra-Kumar et al, 20220). The Kota Medical College Hospital incident therefore extends beyond an isolated local event and reflects wider global concerns regarding patient safety, clinical governance, and leadership effectiveness (Dhingra-Kumar et al, 2020). The similarities between healthcare systems emphasise that robust safety cultures, effective communication, and strict compliance with patient identification protocols are essential for preventing avoidable harm regardless of national healthcare context (Dave et al, 2022).
[bookmark: _Toc237253383]2.1.3 Systemic Weaknesses and Governance 
The wrong-patient surgery resulted from multiple interconnected system failures rather than a single human error. The most significant weakness was the breakdown in communication during patient identification and transfer (Mohr et al, 2026). Staff relied on verbal confirmation after calling a patient with a similar name instead of following established verification procedures (Sanubari, 2026). This communication failure allowed the incorrect patient to enter the surgical pathway without confirming key identifiers such as date of birth, hospital identification number, or clinical documentation (Mohr et al, 2026). As the patient progressed through preoperative assessment, anaesthesia, and surgery, each stage represented a missed opportunity to detect and correct the error before harm occurred (Mohr et al, 2026).
Patient identification failures were compounded by weaknesses in organisational governance and accountability. Clinical governance requires healthcare organisations to establish effective policies, monitor compliance, and ensure patient safety through continuous quality improvement (Sanubari, 2026). In this case, either existing procedures were not followed or safety checks were insufficiently monitored. Leadership oversight was therefore inadequate because organisational systems failed to ensure consistent compliance with patient identification standards (Kulju et al, 2022). Effective leaders are responsible for creating a culture in which safety protocols are routinely followed, staff feel empowered to question potential errors, and accountability exists at every stage of patient care (Kulju et al, 2022).
Additional organisational factors may also have contributed to the incident. High patient volumes, workforce shortages, heavy workloads, time pressures, and insufficient staff training can reduce compliance with safety procedures and increase reliance on assumptions instead of systematic verification (Mohr et al, 2026). Furthermore, organisational culture influences how healthcare professionals communicate, escalate concerns, and prioritise patient safety (Kulju et al, 2022). A culture that discourages questioning or prioritises efficiency over safety increases the likelihood of preventable adverse events (Sanubari, 2026).
From a systems thinking perspective, the incident demonstrates that healthcare organisations function through the interaction of people, processes, leadership, policies, communication systems, and organisational structures (Sanubari, 2026). Failure in one component can rapidly influence other parts of the system, creating a chain of events that ultimately compromises patient safety (Mohr et al, 2026). Therefore, preventing similar incidents requires strengthening governance, improving multidisciplinary communication, reinforcing patient identification protocols, investing in staff education, and developing leadership approaches that promote accountability, continuous learning, and a proactive culture of patient safety throughout the organisation (Kulju et al, 2022).
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[bookmark: _Toc237253385]2.2.1 Centralisation in the Healthcare System 
Centralisation is a management approach in which authority, decision-making, and policy development are concentrated at higher organisational levels, such as hospital executives, clinical directors, or government health authorities (Romiti et al, 2025). In healthcare, centralised systems promote standardisation by establishing uniform policies, clinical governance frameworks, patient safety protocols, and standard operating procedures that must be followed across all departments (Turner et al, 2016). Senior leaders are responsible for allocating resources, monitoring organisational performance, ensuring regulatory compliance, and implementing quality improvement initiatives. This approach aims to reduce variation in clinical practice, improve accountability, and ensure that evidence-based standards are consistently applied throughout the organisation (Rechel et al, 2018).
The incident at Kota Medical College Hospital demonstrates the importance of effective centralised governance in maintaining patient safety. Patient identification protocols, preoperative verification procedures, and surgical safety checklists should have been established and monitored by senior management as mandatory organisational requirements (Romiti et al, 2025). These centrally developed policies are intended to ensure that every patient undergoes consistent identity verification before anaesthesia or surgery (Turner et al, 2016). However, the occurrence of wrong-patient surgery suggests either inadequate implementation or ineffective monitoring of these safety procedures. This indicates weaknesses in governance, leadership oversight, and compliance systems rather than merely an isolated clinical error (Romiti et al, 2025).
Centralisation offers several advantages, including greater consistency in patient care, stronger regulatory compliance, improved accountability, and easier implementation of national safety standards (Turner et al, 2016). Nevertheless, excessive centralisation can also create limitations. Decision-making may become bureaucratic, reducing the ability of frontline healthcare professionals to respond quickly to emerging risks (Romiti et al, 2025). Staff may become overly dependent on formal procedures without actively questioning unsafe situations (Rechel et al, 2018). In this case, while centralised patient safety policies were expected to protect patients, insufficient oversight and limited reinforcement of compliance reduced their effectiveness, allowing multiple verification failures to progress unchecked before the error was recognised.
[bookmark: _Toc237253386]2.2.2 Decentralisation in Clinical Practice 
Decentralisation is a management approach in which decision-making authority and responsibility are delegated to frontline healthcare professionals and departmental teams (Ohrling et al, 2022). Within healthcare organisations, decentralisation enables nurses, surgeons, anaesthetists, operating department practitioners, and other multidisciplinary staff to make timely clinical decisions based on patients' immediate needs while remaining accountable to organisational policies and professional standards (Labella et al, 2022). This approach promotes staff empowerment, encourages collaboration, and improves responsiveness to changing clinical situations. By allowing decisions to be made closer to the point of care, decentralised systems can enhance efficiency, strengthen teamwork, and support patient-centred care (Ohrling et al, 2022).
In the Kota Medical College Hospital case, decentralised clinical practice meant that frontline staff were responsible for confirming the patient's identity before transferring him to the operating theatre, administering anaesthesia, and commencing surgery (Labella et al, 2022). Each professional involved in the patient's care had an independent responsibility to verify patient identity and challenge any uncertainty before proceeding (Labella et al, 2022). If these verification responsibilities had been exercised effectively, the wrong-patient surgery could have been prevented before any harm occurred. This demonstrates that decentralised authority must be supported by clear accountability and adherence to established patient safety procedures (Ohrling et al, 2022).
Although decentralisation offers important advantages, it also has limitations when communication, training, and leadership are inadequate. Greater autonomy may result in inconsistent practice if staff rely on assumptions rather than standardised verification processes (Labella et al, 2022). Differences in experience, workload pressures, or confidence levels can also influence clinical decision-making and reduce compliance with safety protocols (Ohrling et al, 2022). In this case, decentralised responsibilities were not effectively exercised because multiple healthcare professionals failed to identify the patient correctly at different stages of the surgical pathway (Ohrling et al, 2022). Therefore, decentralisation alone cannot ensure patient safety; it must operate alongside strong central governance, continuous staff education, effective communication, and a culture that encourages every healthcare professional to question potential errors before patient harm occurs (Labella et al, 2022).
[bookmark: _Toc237253387]2.2.3 Critical Analysis of the Organisational Structure
[bookmark: _Toc237253388]2.2.3.1 Organisational Structure and Decision-Making
The organisational structure evident in the Kota Medical College Hospital case reflects a combination of centralised governance and decentralised clinical practice. At the organisational level, patient safety policies, clinical governance frameworks, and standard operating procedures were expected to be centrally developed and monitored by hospital leadership (Day et al, 2018). However, responsibility for implementing these procedures rested with frontline healthcare professionals involved in patient admission, preoperative preparation, anaesthesia, and surgery (Day et al, 2018). The incident demonstrates that although governance structures may have existed, their implementation and monitoring were insufficient to prevent a serious patient safety event. Consequently, failures occurred at multiple levels of the organisation, indicating weaknesses in both central oversight and frontline accountability (Day et al, 2018).
[bookmark: _Toc237253389]2.2.3.2 Leadership, Communication, and Governance Failures
Communication failures significantly influenced decision-making throughout the patient's journey. Staff relied on verbal confirmation after calling a patient with a similar name rather than completing a structured identity verification process (Bogner, 2018). Effective organisational structures should ensure that every professional independently confirms patient identity using standard protocols before proceeding with treatment (Lei et al, 2016). In this case, communication between departments and clinical teams failed repeatedly, allowing the incorrect patient to move through several stages of care without detection. These failures suggest that organisational processes were not sufficiently integrated to identify and interrupt unsafe practices before surgery commenced (Lei et al, 2016).
Leadership and governance also played a crucial role in the incident. Clinical leaders are responsible for promoting a culture of safety, ensuring compliance with patient identification procedures, monitoring staff performance, and encouraging healthcare professionals to challenge unsafe decisions (Lei et al, 2016). The occurrence of wrong-patient surgery indicates deficiencies in leadership oversight, safety monitoring, and organisational learning (Bogner, 2018). Policies alone cannot improve patient safety unless leaders actively reinforce compliance through regular training, clinical audits, supervision, and continuous quality improvement (Bogner, 2018). Furthermore, organisational culture influences whether staff feel confident to question colleagues, report concerns, and escalate potential risks without fear of blame or criticism (Lei et al, 2016).
[bookmark: _Toc237253390]2.2.3.3 Balancing Centralisation and Decentralisation
A more balanced organisational approach could have reduced the likelihood of this incident. Strong centralised governance should establish mandatory patient identification protocols, regular competency assessments, digital verification systems, and routine compliance monitoring (Romiti et al, 2025). Simultaneously, decentralised clinical practice should empower frontline staff to stop procedures whenever patient identity is uncertain and encourage multidisciplinary collaboration during safety checks (Labella et al, 2022). Combining clear organisational leadership with empowered clinical teams creates multiple layers of protection against preventable errors (Sirajudeen et al, 2025). Therefore, this case demonstrates that effective patient safety depends not on centralisation or decentralisation alone but on their successful integration through strong leadership, robust governance, open communication, and a proactive organisational culture committed to continuous improvement and accountability (Sirajudeen et al, 2025).
2.3 Leadership Theories and Application 
2.3.1 Transformational Leadership
Transformational leadership motivates staff to achieve shared organisational goals through clear vision, innovation, professional development, and commitment to continuous improvement (Gupta, 2025). In healthcare, it is particularly relevant to patient safety because it encourages staff to view quality improvement as a collective responsibility. Transformational leaders promote open communication, teamwork, learning, and psychological safety, enabling professionals to identify and report risks without fear of blame (Tsapnidou et al, 2024). Applied to the Kota Medical College Hospital incident, this approach could have strengthened patient identification and surgical safety by making verification a shared organisational priority (Gupta, 2025). Leaders could have encouraged nurses, surgeons, anaesthetists, and theatre staff to challenge discrepancies between patient identity, documentation, and planned procedures before surgery commenced (Tsapnidou et al, 2024).
The incident also demonstrates the importance of empowering frontline professionals to maintain safety barriers. Staff should have been confident to question the patient's identity and stop the procedure when uncertainty existed (Gupta, 2025). Transformational leadership could therefore have encouraged distributed responsibility, multidisciplinary collaboration, and proactive risk management (Al-Rjoub et al, 2024). However, transformational leadership alone cannot guarantee safe practice because motivation and vision must be supported by clear policies, training, monitoring, and accountability (Mekonnen and Bayissa, 2023). In this case, effective leadership would require integration with standardised identification procedures, regular audits, competent supervision, and clinical governance (Tsapnidou et al, 2024). Therefore, transformational leadership could have shifted the organisation from reactive responses towards prevention, learning, and sustained patient safety improvement.
2.3.2 Transactional and Situational Leadership
Transactional leadership emphasises clear expectations, defined responsibilities, supervision, compliance, and performance monitoring. In healthcare, it is valuable where staff must consistently follow mandatory safety procedures (Al-Rjoub et al, 2024). Applied to the Kota Medical College Hospital case, transactional leadership could have strengthened patient identification by assigning explicit verification responsibilities to nurses, surgeons, anaesthetists, and theatre staff (Mekonnen and Bayissa, 2023). Each professional should have confirmed approved patient identifiers before transfer, anaesthesia, and incision. Regular audits, competency assessments, and documented compliance could have identified weaknesses before harm occurred (Mekonnen and Bayissa, 2023). However, excessive reliance on compliance may encourage task completion rather than active recognition of emerging risks (Al-Rjoub et al, 2024).
Situational leadership provides greater flexibility by requiring leaders to adapt their approach according to circumstances, staff capability, and risk level (Mardikaningsih and Darmawan, 2022). In this case, the presence of similar patient names should have been recognised as a high-risk situation requiring enhanced verification (Vaari, 2015). A situational leader could have required additional documentation checks, direct patient confirmation, and multidisciplinary verification before surgery (Mardikaningsih and Darmawan, 2022). This approach would have increased supervision when uncertainty existed while allowing experienced staff greater autonomy during routine care (Vaari, 2015).
The two approaches therefore provide complementary strengths. Transactional leadership offers structure, accountability, and consistency, whereas situational leadership supports responsive decision-making during uncertain circumstances (Vaari, 2015). The incident indicates that basic safety barriers were not effectively implemented (Al-Rjoub et al, 2024). A combined approach would therefore be more appropriate, using transactional controls for mandatory identification requirements and situational leadership for heightened supervision when risks emerge (Mardikaningsih and Darmawan, 2022). This combination could strengthen accountability, communication, frontline responsiveness, and crisis management while reducing preventable patient safety failures (Mekonnen and Bayissa, 2023).
[bookmark: _Toc237253391]2.3.3 Critical Evaluation of Leadership Effectiveness
The Kota Medical College Hospital incident indicates that leadership was insufficiently proactive in identifying and controlling risks associated with patient misidentification. Effective healthcare leadership requires more than responding after harm occurs; leaders must anticipate failures, establish reliable safety barriers, monitor compliance, and create conditions where staff can speak up (Al-Rjoub et al, 2024). In this case, the failure to prevent the wrong patient from progressing into surgery suggests weaknesses in leadership oversight, safety monitoring, communication, and organisational learning (Al-Rjoub et al, 2024). A more effective approach would combine transformational, transactional, and situational leadership. Transformational leadership could establish patient safety as a shared organisational value and encourage staff engagement, teamwork, and continuous learning (Tsapnidou et al, 2024). Transactional leadership could provide accountability through mandatory identity checks, defined responsibilities, audits, and performance monitoring, while situational leadership could increase supervision when risks such as similar names or incomplete documentation are identified (Mekonnen and Bayissa, 2023).
Distributed leadership could further strengthen patient safety by empowering nurses, surgeons, anaesthetists, theatre staff, and administrators to question discrepancies and stop procedures when identity cannot be confirmed (Mardikaningsih and Darmawan, 2022). Emotional intelligence is also important because leaders should respond respectfully to staff concerns, manage disagreements constructively, and encourage honest reporting (Mekonnen and Bayissa, 2023). Leadership effectiveness should be assessed using measurable indicators, including compliance with identification procedures, surgical safety checks, incident reporting, staff training, audit findings, and corrective actions (Vaari, 2015). Regular review of these measures would help identify recurring weaknesses and evaluate improvement. Overall, the case demonstrates the need to shift from reactive management towards proactive, learning-oriented governance (Mekonnen and Bayissa, 2023). Combining transformational vision, transactional accountability, situational responsiveness, and distributed decision-making would provide stronger protection against wrong-patient surgery and support a sustainable patient safety culture (Mekonnen and Bayissa, 2023).
[bookmark: _Toc237253392]2.4 Improvement and Lessons Learned
[bookmark: _Toc237253393]2.4.1 Leadership and Governance Failures 
The Kota Medical College Hospital incident demonstrates important weaknesses in leadership and clinical governance. Effective governance requires clear accountability, consistent implementation of safety policies, monitoring of clinical practice, and organisational learning from risks and adverse events (Smith and Chambers, 2019). In this case, the failure to correctly identify the patient before anaesthesia and surgery indicates that existing safety procedures were either inadequately implemented or insufficiently monitored (Mapanga, 2020). Leadership should have ensured that patient identification was treated as a mandatory safety requirement rather than a routine administrative task (Smith and Chambers, 2019). 
The incident also indicates weaknesses in communication and accountability across the clinical pathway. Several healthcare professionals had opportunities to confirm the patient's identity before the procedure, yet the error progressed until an incision had been made (Mapanga, 2020). This suggests that responsibility for patient safety was not sufficiently embedded across the multidisciplinary team. Leaders should establish clear responsibilities for identity verification and ensure that staff are empowered to stop procedures when discrepancies occur (Smith and Chambers, 2019). A blame-focused response would be insufficient because it may discourage reporting and conceal underlying system weaknesses (Mapanga, 2020). Instead, leaders should use incident investigation, audit findings, staff feedback, and multidisciplinary review to identify contributing factors (Smith and Chambers, 2019). Stronger governance therefore requires proactive leadership, transparent accountability, effective supervision, and continuous monitoring of patient safety processes (Mapanga, 2020).
[bookmark: _Toc237253394]2.4.2 Evidence-Based Improvements and Patient Safety Solutions 
Several evidence-based interventions could reduce the risk of wrong-patient surgery at the hospital. First, a mandatory two-identifier verification process should be completed before patient transfer, anaesthesia, and surgery (Madine et al, 2025). Staff should confirm identifiers against wristbands, medical records, and the planned procedure rather than relying on names alone (Ricciardi and Cascini, 2021). The use of a standardised surgical safety checklist and a formal preoperative time-out should provide additional opportunities for the multidisciplinary team to identify discrepancies before treatment begins (Ricciardi and Cascini, 2021).
Technology could further strengthen these safety barriers. Electronic patient identification systems using barcodes or other secure identifiers can reduce reliance on verbal confirmation and improve accuracy during transfers and procedures (Madine et al, 2025). However, technology should complement rather than replace professional judgement and communication. Regular competency-based training should ensure that nurses, surgeons, anaesthetists, and theatre personnel understand identification requirements and know when to stop a procedure (Ricciardi and Cascini, 2021).
Leadership should also introduce routine audits to measure compliance with identity checks and surgical safety procedures (Madine et al, 2025). Audit findings should be discussed transparently with clinical teams, with corrective actions assigned to responsible individuals and monitored to completion (Ricciardi and Cascini, 2021). Incident reporting should focus on learning rather than punishment, enabling staff to report near misses and identify risks before serious harm occurs. These interventions would create multiple safety barriers and strengthen both technical reliability and organisational accountability (Madine et al, 2025).
[bookmark: _Toc237253395]2.4.3 Lessons Learned and Continuous Improvement 
The principal lesson from this case is that patient safety depends on the interaction between effective leadership, robust governance, reliable processes, and empowered frontline staff (Moffatt-Bruce et al, 2018). The incident demonstrates that having policies is insufficient if they are not consistently implemented, monitored, and reinforced. Healthcare organisations should therefore treat patient identification as a continuous organisational responsibility involving every professional who participates in the patient's care pathway (Aldahmashi and Abdulsamad, 2026).
Continuous improvement should be based on systematic collection and analysis of safety information (Moffatt-Bruce et al, 2018). Hospitals should monitor indicators such as compliance with patient identification procedures, surgical checklist completion, near-miss reports, adverse incidents, staff training completion, and audit results (Aldahmashi and Abdulsamad, 2026). Trends should be reviewed regularly by clinical governance teams to identify recurring weaknesses and determine whether improvement interventions are effective (Aldahmashi and Abdulsamad, 2026). Where problems persist, leaders should use structured quality improvement methods such as Plan-Do-Study-Act cycles to test, evaluate, and refine interventions (Moffatt-Bruce et al, 2018).
The case also highlights the importance of organisational culture. Staff should feel psychologically safe to question decisions, report concerns, and stop procedures when patient identity is uncertain (Aldahmashi and Abdulsamad, 2026). Multidisciplinary learning sessions can encourage shared responsibility and reduce professional barriers between clinical groups (Moffatt-Bruce et al, 2018). Lessons should also be communicated beyond the individual department so that improvements become embedded across the organisation (Aldahmashi and Abdulsamad, 2026). Ultimately, continuous learning requires leaders to convert incident findings into measurable actions, monitor their effectiveness, and maintain accountability for sustained improvement. This approach can strengthen resilience and reduce the likelihood of similar preventable patient safety incidents (Moffatt-Bruce et al, 2018).
[bookmark: _Toc237253396]3. Recommendations
[bookmark: _Toc237253397]3.1 Strengthening Leadership and Clinical Governance 
Kota Medical College Hospital should strengthen clinical governance by combining transformational, transactional, and situational leadership (Liu and Mehigan, 2021. Transformational leadership should establish patient safety as a shared organisational priority, while transactional leadership should ensure mandatory compliance with patient identification procedures through clear responsibilities, audits, and performance monitoring (Liu and Mehigan, 2021). Situational leadership should enable senior clinicians to increase supervision when risks such as similar patient names or unclear documentation are identified. The World Health Organisation (WHO, 2026) emphasises that eliminating avoidable harm requires action from healthcare leaders and organisations at both policy and point-of-care levels. Leadership should therefore establish a patient safety committee responsible for reviewing incidents, monitoring compliance, and implementing corrective actions (Lyons and Popejoy, 2014). Governance meetings should regularly examine patient identification errors, near misses, checklist compliance, and staff training (Lyons and Popejoy, 2014). Leaders should also promote psychological safety so that staff can challenge unsafe decisions without fear of blame. This approach would strengthen accountability while encouraging proactive rather than reactive safety management (Liu and Mehigan, 2021).
[bookmark: _Toc237253398]3.2 Improving Communication, Patient Identification and System Integration 
The hospital should introduce a mandatory, standardised patient identification pathway covering registration, admission, transfer, preoperative assessment, anaesthesia, and surgery (Liu and Mehigan, 2021). Staff should use at least two reliable identifiers, such as full name and date of birth or hospital identification number, rather than relying on verbal confirmation of names. This is particularly important where patients have similar names (Lyons and Popejoy, 2014). WHO (2026) identifies patient misidentification as a cause of serious harm, including wrong-site surgery, and recommends systematic processes to ensure correct identification before healthcare interventions.
A formal surgical “time-out” should be compulsory immediately before anaesthesia and skin incision. During this pause, the surgeon, anaesthesia professional, and nursing staff should collectively confirm the patient's identity, planned procedure, operative site, consent, and relevant documentation (Liu and Mehigan, 2021). WHO's Surgical Safety Checklist was specifically developed to reduce errors and improve teamwork and communication, with checks occurring before anaesthesia, before incision, and before leaving the operating room (WHO, 2026). The checklist should not become a tick-box exercise; leaders should audit actual team participation and investigate deviations.
System integration should also be improved through electronic patient records, barcode identification, and electronic matching between the patient's wristband, medical record, and scheduled procedure where resources permit (Lyons and Popejoy, 2014). WHO notes that technologies such as barcoding can strengthen patient identification and may be cost-effective (WHO, 2026). However, technological systems should supplement rather than replace professional judgement and direct communication.
Communication should be strengthened through structured handovers and closed-loop communication between wards, theatre staff, surgeons, anaesthesia teams, and administrative personnel (Liu and Mehigan, 2021). Staff should have explicit authority to stop a procedure whenever identity remains uncertain. These interventions would create multiple independent safety barriers, reducing dependence on one individual and improving system reliability (Lyons and Popejoy, 2014). Regular audits should measure compliance, while identified failures should trigger corrective action and further training (Liu and Mehigan, 2021).
[bookmark: _Toc237253399]3.3 Continuous Learning, Efficiency and Stakeholder Co-production 
Continuous learning should be embedded within the hospital’s patient safety strategy. Leaders should conduct regular multidisciplinary reviews of incidents and near misses to identify recurring system weaknesses rather than blame individuals (Lyons and Popejoy, 2014). Key indicators should include patient identification compliance, surgical checklist completion, incident reporting, near misses, staff training, and completion of corrective actions (Liu and Mehigan, 2021). Technical efficiency can be improved through standardised identification procedures, reduced duplication, and electronic verification where feasible (Lyons and Popejoy, 2014). Allocative efficiency requires prioritising resources for interventions with the greatest safety benefit, including training, identification technology, auditing, and clinical governance (Liu and Mehigan, 2021).
Patients and families should actively participate by confirming their identity, planned procedure, and concerns before surgery. Nurses, surgeons, anaesthesia professionals, administrators, patients, and families should contribute to reviewing and improving safety procedures (Lyons and Popejoy, 2014). Continuous feedback, stakeholder participation, and evidence-based resource allocation can strengthen organisational resilience and sustain improvements (Lyons and Popejoy, 2014).
[bookmark: _Toc237253400]4. Conclusion
The analysis of the Kota Medical College Hospital incident demonstrates how a serious patient safety event can arise from the interaction of human, organisational, and system-level weaknesses. The wrong-patient surgery was not simply an isolated mistake caused by the patient's response to a similar name. The incident reflected failures in patient identification, communication, teamwork, leadership oversight, governance, and adherence to established safety processes. Several opportunities existed to identify errors before anaesthesia and surgery, demonstrating weaknesses in the multiple safety barriers intended to protect patients.
The analysis of centralisation and decentralisation showed that both approaches have important roles within healthcare organisations. Centralised governance is necessary for establishing consistent policies, standards, accountability, and monitoring, while decentralised clinical decision-making enables frontline professionals to respond quickly to risks and exercise professional judgement. The case demonstrated that neither approach is sufficient independently. Effective patient safety requires strong central governance combined with empowered frontline teams that are able to challenge unsafe decisions and stop procedures when concerns arise.
Leadership was also identified as a critical determinant of organisational safety. Transformational leadership can develop a shared commitment to patient safety and continuous improvement, while transactional leadership can reinforce compliance and accountability. Situational leadership can provide additional supervision when circumstances create increased risk. Combining these approaches with distributed leadership can strengthen communication, staff engagement, psychological safety, and organisational learning. Leaders must therefore move beyond reactive responses and establish proactive systems that identify risks before patient harm occurs.
Overall, the case highlights the importance of integrating leadership, governance, systems thinking, communication, and evidence-based safety interventions. Mandatory identity verification, structured surgical time-outs, effective communication, staff training, technological support, incident reporting, auditing, and continuous quality improvement can create stronger safety barriers. Healthcare organisations can learn from this incident by treating adverse events as opportunities for organisational learning rather than individual blame. Sustainable patient safety depends on leaders who establish clear standards, empower staff, monitor performance, involve patients and families, and use evidence to guide continuous improvement. Strengthening these interconnected elements can improve accountability, organisational resilience, and the reliability of healthcare delivery while reducing the likelihood of similar preventable incidents in the future.
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