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[bookmark: _Toc236917542]Introduction 
Healthcare organisations operate in critical environments where effective governance, leadership, communication and patient safety systems are essential for providing quality care. A single failure in decision-making or communication can result in serious medical errors and reduce public trust. Medical errors affect organisational overall performance. The report strongly focused on “Case Study 4”, which clearly examines a patient identification error which occurred at “Kota Medical College Hospital, Rajasthan, India, on 12 April 2025” (SCMP, 2025). The old man was waiting outside the operating theatre during his son's surgery. The surgery was wrongly identified due to another patient with a similar name. The healthcare employee transferred the patient to the operating theatre without completing the identity verification procedures. The mistake was identified after his son completed surgery and realised that his father was missing. The incident clearly shows major weaknesses in governance, communication, leadership and patient identification. The incident clearly demonstrates how failures within healthcare systems can compromise quality of care and patient safety. 
Strong Leadership in health and social care is the ability to motivate, influence and guide healthcare professionals towards achieving organisational shared goals while ensuring effective, safe and patient-centred care. Strong leaders create a clear vision, encourage teamwork, support continuous improvement and promote organisational accountability across the organisation. Leadership becomes important because leaders organise resources and manage several organisational risks to ensure that patient safety is the top priority. Healthcare organisations commonly operate through decentralised or centralised management systems. The strategy of decision-making authority is concentrated at senior management levels to ensure effective organisational policies and procedures.
Organisational decentralised systems provide decision-making authority to frontline healthcare professionals and departmental managers (Prætorius et al. 2024). Several leadership theories help to explain the prospects of how leaders respond to difficult healthcare challenges. “Transformational leadership” encourages the prospect of collaboration, innovation and organisational development through motivating employees to achieve organisational goals. “Transactional leadership” is strongly focused on the process of supervision and adherence to established effective procedures and policies. The “situational leadership” clearly suggests that leaders should adapt their leadership style based on the situation, employee capability and organisational needs. The appropriate leadership approach is essential because it influences communication, decision-making and patient outcomes. The report strongly analyses “the Kota Medical College Hospital case” through the use of leadership theories and systematic thinking. However, the report examines the systemic causes of the incident and evaluates the role of decentralised and centralised management. 
[bookmark: _Toc236917543]Discussion and analysis 
Identifying the problem and system context using systems thinking and Rich Picture 
Searching out the problem and case context 
The chosen case study has examined a serious patient safety incident at Ota Medical College Hospital. Rajasthan, India, where an elderly man waiting for surgery of his son was mistakenly transferred to the operating theatre, anaesthetised and received an incision for a dialysis fistula procedure intended for another patient. This error happened when the patient responded after a person with a similar name was called and was mistakenly taken for surgery without proper identity verification. And after that, this incident was discovered only when the son of the patient returned from his own surgery and found that his father had been incorrectly operated on (scmp.com, 2026). 
The central problem searched out from this incident is failure in identification of a patient and surgical safety processes. In this case, although the immediate cause engaged incorrect patient recognition, the broader problem demonstrates weaknesses within the system of healthcare, including inadequate checking procedures, ineffective communication, potential weaknesses in organisational governance and limited safety barriers. A systems-thinking perspective emphasises that safety incidents of patients are usually produced through interactions among people, processes, technology, environment and leadership instead of through the actions of one individual (Bowditch et al. 2026) 
International importance of patient identification Errors 
Procedure of wrong patient mainly represents a major international safety concern. The World Health Organization (WHO) searches out safety incidents of patients as a comprehensive challenge influencing healthcare systems worldwide, with millions of patients experiencing preventable harm during delivery of healthcare. Estimated by WHO that around 1 in every 10 patients internationally experience harm while receiving healthcare, with unsafe surgical care being one comprehensive contributor to avoidable harm (who.int, 2026). Identification failures of a patient are recognised as a critical risk as incorrect identification can result in wrong procedures, administration of wrong medication, unnecessary interventions and serious physical consequences. The WHO Global Patient Safety Action Plan 2021–2030 highlights strengthening systems of healthcare through reporting mechanisms, effective clinical processes, improved leadership and safety culture (who.int, 2026). The incident at the Kota Medical College Hospital demonstrates this international challenge as the failure was not only an individual mistake but a breakdown in systems of safety designed for preventing harm. 
National context: Challenges at India Healthcare Safety 
Patient safety within India remains an emerging priority because of maximising healthcare demand, pressures of workforce and variations in infrastructure of healthcare. The National Health Authority and Ministry of Health and Family Welfare have emphasised the significance of improving standards of quality, digital health systems and safety practices of patients across healthcare institutions (niti.gov.in, 2026). Sometimes Indian hospitals operate in complex environments where workforce shortages, high patient volumes, and difficulties in communication may maximise risks. Along with that, hospitals that are large public teaching institutions, such as medical colleges, manage important numbers of patients while balancing emergency care, education and specialised procedures. Such prospective conditions pose challenges in which standardized protocols, systems of reliable identification and strong governance become important. Therefore, the incident at Kota Medical College Hospital reflects how local safety failures connect with broader national healthcare challenges (scmp.com, 2026). Identification error of a patient occurring in a tertiary hospital indicates the significance of reinforcing standard operating staff training, procedures and monitoring systems across healthcare organisations.
Connection with International patient safety organisation 
The incident also demonstrates concerns searched out by global organisations such as the Institute of Healthcare Improvement that promotes patient safety improvement through practices such as safety culture development, Triple Aim framework and Quality improvement methods. The organisation emphasises that healthcare institutions must design systems that prevent predictable errors instead of depending only on individual healthcare workers (scmp.com, 2026). In the context of preventing wrong patient procedures effective communication among teams, continuous learning from incidents, checklist implementation and correct patient identification are required. 
System thinking analysis 
The system thinking analysis examines how different parts of a healthcare organisation influence outcomes and interact, thus in this case the key systems elements include 
	People
	The incident involved family members, patients, nurses, ward staff, hospital administrators, anaesthesia staff and surgeons. The patient who responded to a similar name was a human factor, nevertheless, the system must have more verification steps (scmp.com, 2026)

	Process
	The pathway of the patient involved ward transfer, surgical intervention, admissions and pre-operative preparation and failure occurred as multiple opportunities for communication did not prevent the wrong patient from reaching OT (scmp.com, 2026)

	Communication systems
	Breakdowns of communication occurred between departments as dependence on verbal confirmation without additional identities maximised risks

	Governance and leadership
	The problem was influenced by hospital-level governance as leaders are responsible for monitoring compliance, developing a safety culture and establishing policies

	Environment
	Environments of busy healthcare involving interruptions, workload pressure and multiple patient movements can maximise the likelihood of mistakes


Table 1: System thinking analysis
System challenges 
· Complex hospital operations and high patient workload 
· Reliance on manual identification processes 
· Communication gaps among clinical teams 
· Limited use of technological verification system 
· Need for stronger leadership accountability and safety culture of patient 
· Potential inconsistency in implementation of safety checklist 
Rich Picture Analysis 
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Figure 1: Rich Picture of selected case study 
(Source: Self-created)
Based on the above image, at the centre of the diagram is the failure of patient identification and verification and around this central problem are interlinked components including the patient and family, ward team, anaesthesia team, operating theatre staff, surgical procedures, policies, communication pathways and environmental pressures. For instance, ineffective reporting may prevent learning from previous incidents, while systems of strong governance and feedback can support continuous improvement. Along with that, communication gaps connect different stages of the patient journey, reflecting how failure in one area can influence another.
Centralisation or decentralisation analysis 
Centralised decision-making in the “Kota Medical College Hospital Case”
The incident at “Kota Medical College Hospital” clearly shows that the organisation operated through a centralised governance system where organisational procedures, policies and clinical decisions were managed through senior hospital management. Government medical colleges in India commonly follow hierarchical administrative structures (Mondal et al. 2023). Head of department, hospital superintendents and senior consultants are responsible for sanctioning clinical guidelines to ensure patient safety standards. The centralised approach of the organisation ensures service consistency and standardisation across healthcare departments. The hospital’s employee wrongly took an elderly man waiting for his son's surgery into the operating theatre in the selected case study (SCMP, 2025). The man was anaesthetised before the mistake was acknowledged. The investigation process was completed through the hospital principal. The investigation process clearly demonstrates that organisational accountability was focused at the senior management level instead of being shared across the clinical team. It reflects a classic governance structure where key decisions, investigations and effective actions are directed from the top. The strong strategic approaches of the organisation help to improve employee involvement and operational flexibility. Organisations show strengths and limitations in responding to patient safety incidents and organisational crises. 
An organisational centralised healthcare system provides several advantages. Strong policies develop consistency in patient care because each department of the healthcare sector is expected to follow similar operating procedures. The central leadership can focus on initial resources to ensure national safety regulations (Magerøy et al. 2023). The central governance system provides a clear chain of accountability when serious incidents happen. The case clearly demonstrates major weaknesses of excessive centralisation. Although patient identification guidelines should have existed, frontline employees appeared to depend on routine practice. Hospital reports clearly indicate that the elderly man was not wearing a patient gown. The incident shows that it is not complete routine pre-operative preparation and that standard verification checks are not conducted before entering the operating theatre. None of the employees of health care system questioned the process before anaesthesia was administered despite the warning. The incident suggests that procedural submission was weak despite the presence of formal governance arrangements.
The “World Health Organisation” identifies patient misidentification as a major cause of preventable wrong-site surgery. The incidents are preventable through strong safety systems and clinical processes (WHO, 2023). However, strong organisational policies and overall management systems may solve the challenges. 
Decentralised clinical responsibility within the case study 
Multiple operational decisions during patient preparation were strongly decentralised to frontline healthcare professionals. Ward attendants, nurses, anaesthetists, theatre technicians and surgeons each had individual responsibilities for reviewing documentation and confirming patient identity to ensure the correct patient entered the operating theatre. The distribution process within the healthcare settings represents decentralised operational decision-making because several professionals participate in maintaining patient safety activities. The incident clearly demonstrates that decentralised responsibilities were not strongly coordinated. Each member of the surgical team had an opportunity to address the errors at the beginning of the surgery. The employee could have verified the patient's identity through following hospital records, wristbands or verbal confirmation based on the family members of the specific patient. The patient progressed through multiple stages of the surgical pathway without cross-checking. 
One major advantage of decentralisation is that frontline employees can make strong decisions without senior consideration. Quick decision-making approaches of the organisation improve patient care because clinicians and nurses can respond quickly to changing clinical situations. The process of decentralisation encourages professional accountability and enhances employee engagement because responsibility is shared across multidisciplinary teams.
The decentralisation within healthcare settings has disadvantages when communication and coordination are poor. Individual employee members may predict that someone else has completed essential safety checks. Decentralisation creates gaps in accountability and enhances the probability of human error. The responsibility for patient identification appeared collapsed instead of being coordinated. Each professional depends on assumptions made earlier in the patient pathway. The surgical safety checklists of “WHO” were created to reduce communication failures. The checklist requires the surgical team to confirm patient identity, correct procedures and the correct surgical site. Global evidence clearly shows that implementation of the checklist reduced deaths and surgical complications during “early multinational pilot studies”. However, Strong leadership style and effective communication are helps in mitigate the challenges within the organisational healthcare settings.
Comparison of decentralisation and centralisation 
The selected case clearly demonstrates that centralisation or decentralisation can guarantee patient safety. Health care organisations need an appropriate balance between strong organisational policies and the perspectives of empowered frontline decision-making (Zarychta, 2026). The hospital strongly focused on key elements of centralised governance because organisational standard healthcare procedures, investigation mechanisms, and leadership hierarchy were controlled through the senior administrators. The organisation's operational safety process depended on decentralised teamwork within the operating theatre. Central governance failed to ensure that patient identification procedures were followed. Decentralised clinical teams failed to communicate or challenge unexpected circumstances (Hanley Jr et al. 2023). The elderly man was not wearing surgical clothing that shows incomplete routine preparation. 
Evidence based on international patient safety supports the conclusion. The World Health Organisation estimates that approximately 300 million surgical procedures are performed each year and approximately 7 million patients experience surgical complications (WHO, 2023). WHO reports that unsafe surgical procedures account for approximately 10 per cent of preventable patient harm in healthcare systems. “The OECD” identifies wrong-patient or similar surgical incidents. The incidents should not occur when strong organisational safety barriers are implemented. Surgical checklists, effective communication, and systematic verification are helps in mitigates the significant challenges within healthcare settings. NHS England defines significant healthcare incidents where national safety barriers exist but have not been effectively used (NHS, 2026). However, “the Kota Medical College Hospital case” demonstrates that the major weaknesses of the organisation follow the decentralised or centralised structure. Strong policies, leadership style and procedures of healthcare systems help to mitigate the major challenges. Strong collaboration between the hospital's leadership and clinical teams helps in patient identity verification. The “Surgical Safety Checklist” would improve organisational overall service performance to reduce the probability of similar incidents in the future. However, a strong governance framework and frontline teams help in implementing essential patient safety procedures.
Leadership theories and application 
Leadership failure and patient safety context 
Leadership is a critical and significant component of healthcare quality improvement as it influences organisational culture, governance process as well as staff behaviour. Effective healthcare leaders are responsible for developing systems that prevent avoidable harm and ensure that safety policies are implemented in a consistent manner. The selected case study of Kota Medical College Hospital demonstrates a patient safety and leadership failure where an elderly person waiting for his son’s surgery was mistakenly taken into operation theatre (SCMP, 2025). He was also anesthetized and also received an incision for another patient’s dialysis procedure. The incident occurred because the patient responded when a similar name was called, then the patient was transferred into the OT without any identity verification. The case study reflects on the weaknesses in leadership, communication and safety culture within the Kota Medical College Hospital. Modern patient safety approaches demonstrate that adverse kinds of events mainly occur because multiple system barriers fail (SCMP, 2025). 
Transformational leadership
Transformational leadership mainly focuses on creating shared vision and motivating employees for continuous improvements. Transformational leaders within the healthcare context promote patient centred values and encourage staff to participate in improving patient care (Alzahran et al. 2024). This leadership style would be applicable to Kota hospital by encouraging senior leaders to establish patient safety as a functional organisational priority. Leaders should ensure that healthcare professionals understand patient identification is a critical safety responsibility. 
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Figure 2: Factors of patient centred care
(Source: Alzahran et al. 2024)
A strong transformational leadership approach would encourage staff to question situations and delay procedures until the identity of the patient is confirmed. The case study demonstrates that safety values may not have been fully integrated within routine clinical practices (SCMP, 2025). The patient was transferred to OT after responding to the similar name. This situation indicates that staff may have relied on informal confirmation rather than formal identification procedure. Transformational leaders could reduce these kinds of risks by developing a culture where employees feel confident raising their concerns. Psychological safety moreover is important in healthcare because staffs who feel supported are more likely to report concerns and problems (Weiss et al. 2023). However, transformational leaders alone cannot guarantee patient safety. Besides good leadership, healthcare organizations of India also require effective systems as well as accountability structures. 
Transactional leadership
This leadership approach is mainly focused on clear responsibilities and supervision alongside performance monitoring. This approach is highly relevant in healthcare as many clinical activities require strict following of protocols. In the case study context, stronger transactional leadership could have restricted wrong patient procedure through an effective verification process. Leaders should ensure that the surgical team follows standard identification procedures including confirmation. Such as name, date of birth and registration details. Integrating patient safety positively impacts health outcomes and reduces costs related to patient harm (Who, 2025). Failure to follow these verification processes indicates weaknesses in managerial monitoring. Transactional leaders ensure regular audit and staff training to ensure safety of patients. Patient safety is one of the biggest drawbacks of Indian hospitals due to negligence. For example, 12 people died between 2023 to December 2025 negligence by government hospital staff (Timesofindia, 2026). Transactional leadership would therefore provide the necessary structure to maintain consistent safety of patients. However, excessive dependence on transactional leadership may create some limitations within healthcare practice. If healthcare workers only focus on completing necessary procedures without understanding the main purpose, they may be unable to recognise the issue. Therefore, this leadership approach must be combined with professional judgment and accurate safety culture. 
Situational leadership
According to situational leadership, effective leaders should adapt their approach according to situations and circumstances. Healthcare environments are complex as leaders must manage their routine activities while responding to the unpredictable challenges (Ghallab, 2026). Situational leadership within the case study context would require a more directive approach during high risk processes such as pre-operative procedures and transfer of patients. Leaders should therefore identify communication failure, workload pressures and other gaps instead of focusing only on individuals involved. 
Critical evaluation 
The leadership approach demonstrates the selected case as reactive because action occurred after the wrong patient issue already happened. Effective healthcare leadership should focus on proper collaboration and problem solving. The leadership approach adopted in Kota Medical College Hospital was not appropriate for managing patient safety because it relied on individual responsibility instead of system based. Following surgical procedures and maintaining operational procedures were not sufficient in this situation because required safety checks were not presented. A more appropriate approach would have involved a combination of transformational as well as distributed leadership. Leaders who follow this approach should promote a safety culture and encourage staff participation (Hamdan et al. 2024). Transformational leadership would have helped develop shared responsibility alongside proper patient safety. The leadership followed in this situation can be considered as reactive rather than proactive. The incident mainly was identified only after the incorrect procedure has already started in the operation theatre. Proactive healthcare leadership requires continued assessments and checks of safety risks that were missing in this situation. Within this case, effective leadership should have thought of the possibility of patient identification error and prevent stronger and impactful patient safety measures. The specific staff survey data from the hospital are unable so the incident outcome demonstrates weakness in communication and leadership. Effective safety culture improves teamwork and reduces preventable harms (Finn et al. 2024). A different approach involving distributed and intelligent leadership could have improved the situation. Therefore, leadership effectiveness could have been improved by proactive governance and effective decision making. 
Improvement and lessons learned 
The wrong-patient surgical procedure at Kota Medical Hospital has resulted in adverse healthcare events. These types of events rarely occur due to a single individual mistake in the administration process. An elderly man, confused, unknowingly raised his hand and was taken to the operating theatre (SCMP, 2025). However, they usually result from interaction among organisational systems, leadership practices and governance of frontline working conditions. This case study has shown that patient safety failure has occurred due to multiple protective barriers being ineffective. The incident has highlighted a weakness in the patient identification process, along with communication between clinical teams and leadership accountability. A system-based approach will provide improvement in terms of strong governance, empowering healthcare professionals to provide a reliable process to reduce the likelihood of similar incidents. 
Problem 1: Weak patient identification and dependence on manual verification processes
Problem
The primary failure in this case was the incorrect identification of a patient named Jagdish Panchal before surgery. The elderly patient was mistakenly taken for a dialysis fistula procedure instead of the right patient. This happened due to similar names and insufficient verification done by the clinical team before the procedure, such as having his arm shaved and cleaned. The case study has shown an over-reliance on manual identification methods during high-risk clinical processes. Manual systems in complex healthcare environments can create vulnerable errors due to workload on staff (Damarched, 2026). Workload pressure has occurred in the healthcare sector due to multiple patients requiring simultaneous care. 
Data evidence 
World Health Organisation has shown that around 1 in every 10 patients is harmed in healthcare. There are more than 3 million deaths that occur due to unsafe care (WHO, 2023). In low- to middle-income countries like India, as many as 4 in 100 people die from unsafe medical care. The same thing has happened with Jagdish Panchal due to low supervision. Structured checklists can significantly reduce complications when implemented consistently by healthcare systems. 
Improvement 
Kota Medical College Hospital should strengthen the patient identification system. They will introduce different verification steps before opting for surgery. The medical college should include checking patient identity by at least two identifiers such as full name, date of birth and hospital identification number. Electronic verification systems can provide additional safety barriers compared to depending on manual processes. 
Problem 2: Communication gaps between clinical teams 
Problem 
The case study has reflected communication failures between healthcare professionals involved in surgical preparation. The surgical team of Kota Medical College Hospital has taken Panchal to the operating theatre without verifying his identity properly (SCMP, 2025). He could not stop this process as he is suffering from facial paralysis and cannot talk. It has shown a complete failure of surgical team, where coordination is required between surgeons, nurses and administrative staff. 
Data evidence 
Patient harm has continued to happen due to healthcare system consistently identifying communication failure. Ineffective communication can lead to adverse events, delays in treatment and medication errors (NCBI, 2024). It has been highlighted as one of the leading causes of sentinel events within healthcare organisations. 
Improvement 
The hospital should implement a structured communication system. This will involve operative safety briefings along with team huddles and mandatory surgical verification before transferring patients to theatres. Staff should stop the procedure when they cannot confirm the identity of a patient. 
Problem 3: Inconsistent implementation of surgical safety checklists 
Problem 
Surgical safety checklists' effectiveness depends only on consistent implementation. The incident happened with an elderly man who came for his son's treatment in Kota Medical College Hospital (SCMP, 2025). This incident has indicated that existing safety procedures are not used properly and are lacking sufficient monitoring. 
Data evidence 
Surgical safety is a critical factor in modern healthcare, with increasing potential for errors. WHO Surgical safety checklist has been shown to improve surgical outcomes (NCBI, 2024). It has been used to encourage teamwork, communication and verification in complex healthcare processes. Checklist effectiveness also depends on staff leadership along with continuous monitoring. 
Improvement 
Hospital leadership should monitor checklist compliance through regular audits and feedback systems. Surgical teams of a medical college need training on checklist processes rather than simply completing them as part of documentation.
Problem 4: Weak patient safety culture and leadership accountability 
Problem 
The case has demonstrated the importance of leadership in developing a strong patient safety culture. Surgical staff saw no sign of cleaning or shaving in the hands of Panchal, who was lying on the table for anaesthesia (SCMP, 2025). This has shown completely ineffective leadership despite the presence of patient safety policies or procedures. Leaders are responsible for patient safety in an organisation rather than only clinical responsibility. 
Data evidence 
Unsafe and improper care has led to global health issues, according to the World Health Organisation. Poor quality care is considered an overlooked epidemic in healthcare settings. 10% to 20% of hospitalised patients have seen adverse events in high-income countries as well (NCBI, 2025). This evidence will be more adverse in low- to middle-income countries where patients' lives are valued only for money. 
Improvement
Kota Medical College Hospital should adopt a transformational leadership approach to influence shared responsibility in patient safety. This approach will also include continuous learning and staff involvement in safety improvement. The incident reporting system will be designed as a learning mechanism, not a punishment system. 
Lessons learned 
The case has highlighted the interaction within healthcare organisations by system structure, along with leadership style and feedback mechanism. A highly hierarchical system will provide standardised control for frontline staff. A more balanced approach would allow hospitals to maintain consistent safety standards through central governance and decentralised decision-making. Effective leadership should create feedback loops to improve healthcare processes. Other healthcare firms can learn that patient safety depends on reliable systems. Wrong patient identification has occurred due to different failures in healthcare systems (Popescu et al. 2022). Healthcare firms need to invest in technology along with staff training and leadership development for quality care. Evidence and data have shown emerging risks and effective improvement strategies for healthcare firms. 
[bookmark: _Toc236917544]Recommendations
The incident at Kota Medical College Hospital reflects the requirement for a comprehensive transformation strategy of patient safety focusing on governance strengthening, leadership improvement, and effective system integration and communication enhancement. The wrong-patient procedure happened as multiple safety barriers failed, including processes of patient identification, verification practices and communication pathways. Consequently, future improvements must focus on developing a culture of proactive safety where healthcare professionals, managers and patients contribute towards preventing avoidable harm. The effective recommendations are given below: 
· Reinforcing identification of patient and safety governance: The first priority must be the implementation of a robust framework of patient identification. The hospital must introduce mandatory use of at least two patients' identities before every clinical intervention such as date of birth, full name and identification number of the hospital. Along with that, staff must not depend only on verbal confirmation or recognition of name as similar names can generate significant risks. The WHO Surgical Safety Checklist must be fully combined into surgical workflows, with a compulsory procedure of “time-out” before anaesthesia and surgery (Wyss et al. 2023) 
· Recommending leadership style for sustaining improvement: Approach of a transformational leadership could be recommended for sustaining long term improvement within the organisation. Transformational leaders can motivate healthcare workers, generate a shared vision for patient safety, and encourage continuous improvement effectively (Romadhona et al. 2026). In this context, leaders must focus on changing organisational culture through open communication, promoting teamwork and responsibility for patient outcomes. Consequently, a blended leadership approach integrating transformational and transactional styles would be most effective for the organisation. Leaders must also apply situational leadership through adapting their approach in accordance with operational pressures, emergencies and needs of staff. 
· Improving system integration and communication: Improvement of communication among departments is important as the incident occurred partly because of failures in information exchange. The hospital must introduce methods of structured communication, including standardised handover procedures between wards, anaesthesia teams and surgical departments. Systems of digital patient identification, including verification, barcode scanning or electronics must be considered to decrease reliance on manual processes (Baptista et al. 2026). Combination of healthcare information systems can develop accuracy through making sure that patient’s details, treatments plans and surgical information are available to the authorised healthcare professionals. 
· Continuous learning, co-production and stakeholder engagement: The hospital must establish continuous learning mechanisms through daily patient safety meetings, multidisciplinary reviews and clinical audits. Healthcare professionals from different departments must participate in initiatives regarding improvement as safety of a patient relies on collaboration across the whole institution (Sharma and Tripathi, 2024). Patients and families must also be included as active partners in the case of healthcare improvement. Apart from these, providing clear information regarding procedures and encouraging patients to confirm their identity before treatment can generate an additional safety layer. 
· Enhancing allocative and technical efficiency: Technical efficiency can be developed through decreasing avoidable errors, improving processes of workflow and making sure effective use of existing resources. Staff training programmes must focus on safety of a patient, teamwork, communication skills and human factors. Additionally, simulation-based training can help healthcare professionals in practising emergency situations and search out potential risks before they affect patients. Investment must prioritise staff development, systems of digital identification, monitoring mechanism and quality improvement teams. 
· Practical implementation and evaluation: The recommended strategy must be implemented through a plan of structured improvement with measurable outcomes. The key performance indicators should be reduction in near misses, patient identification compliance, patient satisfaction and staff training completion rates (Alfayez et al. 2026). It is necessary to regularly assess if interventions are producing sustainable improvements. Stronger governance, transformational leadership, continuous learning and better communication systems can create a better and secure healthcare environment in Kota Medical College Hospital. 
[bookmark: _Toc236917545]Conclusion 
From the above study it can be concluded that patient safety failure in healthcare organisations are caused by interactions between multiple system weaknesses. The wrong patient surgical procedure at the Kota Medical College Hospital highlighted significant failures in patient identification as well as communication and leadership. Leaders should therefore ensure strict rules with identification protocols during these stages. However, after occurrence of a situation, leaders should adapt collaborative approach by involving healthcare workers in reviewing the weaknesses. The evaluation of centralisation and decentralisation demonstrated that no approach alone can guarantee patient safety. Centralised governance mainly provides accountability alongside standardised policies within organisation. Appropriate leadership is also beneficial to be implemented within the patient safety context. Transformational leadership can support staff engagement and safety culture at the same time. The case study incident has demonstrated that patient safety failures result from interconnected problems in healthcare systems. These events can be prevented by effective leadership along with systems thinking and strong governance. The study has shown that patient safety failure is not an individual error but a combination of surgeon, nurse, and administrative failure. Healthcare quality has been enhanced by improved communication processes.
Hospitals need to strengthen their identification process with the help of technological verification rather than manual processes. The case has highlighted the requirement for continuous learning along with accountability for evidence-based improvement strategies. These strategies can ensure safe patient outcomes in Kota Medical College Hospital. The analysis clearly demonstrates that the “Kota Medical College Hospital” incident shows the centralised governance and decentralised clinical practice within the health care settings. The hospital had established strong procedures and a management hierarchy in patient identity verification, communication, and accountability. Strong leadership style, governance system and effective communication are helps in mitigate the challenges within the organisational healthcare settings. Organisational multidisciplinary teams help in monitoring systems to enhance organisational performance. Effective health care policies may reduce the risk of errors in health and social care settings. The centralised approach of the organisation ensures service consistency and standardisation across healthcare departments.
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