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1. Introduction 

Healthcare systems are highly risky and complex systems where communication, leadership, 

and governance failures may result in severe patient safety events. Case Study 3 brings out 

a major mistake at Kota Medical College Hospital in India, where a senior man was wrongly 

taken to the operating room as opposed to his son because of failure to verify his identity. It is 

an important failure of patient safety systems and organisational processes reflected in this 

incident. The patient safety incidents revealed by WHO (2021-2024) result in millions of 

preventable deaths every year across the world, proving that these errors are not random but 

rather systematic. OECD (2022) states that unsafe care is a contributor to around 15% of 

hospital spending, which further highlights the economic and clinical consequences of such 

failures. The case is thus a local and a global healthcare challenge. 

 

Healthcare leadership is a key factor in patient safety, decision-making and coordination of 

the system. Singh (2024) defines leadership as the process of motivating individuals and 

groups to accomplish common healthcare objectives, especially in the complicated setting. 

Murray (2021) states that good leadership has a direct positive impact on patient safety 

outcomes because it enhances accountability and communication. Conversely, poor 

leadership leads to disjointed care and risk of medical errors, which is evident in this scenario. 

Althobaiti (2026) further indicates that leadership is a key factor in shaping patient safety 

culture, which is a critical aspect in adverse event prevention. 

 

The healthcare system can be based on centralised or decentralised systems, both of which 

have an impact on decision making and accountability. As OECD (2022) notes, centralised 

systems put power in the hands of higher levels, enhancing standardisation, but possibly 

diminishing responsiveness. Decentralised systems, on the other hand, share power, is 

flexible but more variable in practice. Stevens (2023) notes that the complexity of the system 

and the absence of coordination in healthcare systems are frequent factors in safety failures, 

implying that system design has a direct influence on the outcome. 

 

Such failures can be analysed by leadership theories. Sikalgar (2025) believes that 

transformational leadership is about motivation and cultural change whereas transactional 

leadership is about rules and compliance. Situational leadership, which is emphasised by 

Singh (2024), is a leadership style that varies depending on the situation and the needs of the 



2 | P a g e  
 

organisation. Dirik (2026) argues that the leadership styles have a great impact on safety 

results, especially in hazardous settings. 

 

Leadership is even more critical in cases of crisis where quick decision making and 

coordination is needed. Atalla et al. (2025) state that systems thinking helps leaders to realize 

interdependencies and avoid failures. In this instance, lack of a good leadership and system 

awareness led to the surgical error. 

 

This report will critically examine the case based on systems thinking, leadership theories and 

governance structures. It will look into root causes, assess system structures, and make 

evidence-based suggestions to enhance patient safety and healthcare performance. 

 

2. Systems Thinking and Leadership Analysis of 

Patient Safety Failure 

2.1 Identifying the Problem and System Context  

The chosen case study presents one of the most severe patient safety errors where an older 

man was wrongly brought into the operating room because of the improper identity verification 

procedures. Although the incident seems to be a single human failure, a systems thinking 

approach shows that it is a consequence of more systemic vulnerabilities, such as 

communication, governance, and organisational processes failures. WHO (2021-2024) states 

that millions of preventable deaths occur every year due to unsafe care, and the number of 

errors in identification is one of the major causes of adverse events. This implies that the 

problem witnessed in this case is not isolated but is a common problem in the healthcare 

systems around the world. 

 

Critically, global patient safety data may mask deeper structural inequalities across healthcare 

systems. Human error is often a symptom of latent system failures rather than the root cause, 

reflecting weaknesses in governance and organisational design (Reason, 2023). Furthermore, 

high-reliability organisations are defined not by the absence of error but by their ability to 

anticipate and mitigate risks, which was lacking in this case (Vincent, 2022). 
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On the international level, misidentification of patients and mistakes in procedures are still an 

issue. WHO (2021) notes that patient safety events are the most common causes of morbidity 

and mortality in many countries globally, especially those in the low- and middle-income region 

where the control mechanisms of the system might be less strong. Moreover, OECD (2022) 

estimates that about 15% of hospital operations relate to safety failures, implying that systemic 

inefficiencies have a substantial impact on healthcare outcomes. These statistics support the 

thesis that the case study is a wider trend of system-level failure as opposed to a single error. 

 

At the national level, the same problems have been detected in the developed healthcare 

systems. NHS England (2023) states that communication and patient identification failures 

remain key contributors to patient safety incidents, even with the introduction of systematic 

reporting models, including the Patient Safety Incident Response Framework. This shows that 

despite well-regulated systems, the breakdown of the systems occurs when there is no 

effective implementation and monitoring of the governance mechanisms. Hence, the event in 

this case study can be interpreted as a display of general systemic vulnerabilities in the world 

and nationally. 

 

To comprehend the underlying causes of this incident, a systems thinking approach is needed. 

Instead of considering the error to be caused only by individual negligence, systems thinking 

looks at the interaction of the various parts of the healthcare system and how they lead to 

results. Atalla et al. (2025) claim that systems thinking allows the detection of 

interdependencies, feedback loops, and structural weaknesses affecting patient safety. In the 

present instance, several failures, which are linked to each other, can be noted. 

 

To begin with, a breakdown of communication was a key factor in the incident. A verbal 

confirmation procedure was carried out without sufficient verification and the patient was put 

into surgery. Atalla (2025) identifies ineffective communication systems as one of the key 

factors that lead to adverse events in healthcare, especially in high-pressure settings. This 

means that it was not just a lapse in attention but a breakdown of communication procedures 

in the system. 
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Secondly, the error was greatly contributed by governance failure. The governance structures 

have the role of ensuring accountability, standardisation and compliance to safety measures. 

Nevertheless, there are no stringent measures to verify the identity, which implies that there 

is no regulation and supervision. NHS England (2023) says that effective governance 

structures are critical in ensuring patient safety and their breakdown usually leads to avoidable 

incidents. This brings out the fact that the issue lies in organisational leadership and policy 

execution and not individual performance per se. 

 

Thirdly, there were training and competency gaps that contributed to the problem. Medical 

workers should be properly trained to adhere to safety measures and to address complicated 

scenarios. Oh et al. (2025) state that a lack of skills in critical thinking and insufficient training 

is directly linked to more medical errors. This implies that the involved staff might not have 

been suitably trained to identify and avoid the mistake, which indicates a lack of workforce 

development in the system. 

Table 1: Root cause analysis of the incident  

Root Cause Evidence / 

Explanation 

Impact on Case Supporting Evidence 

Communication 

failure 

Verbal 

communication 

without proper 

verification 

procedures 

Wrong patient 

selected for 

surgery 

According to NHS 

England (2023), 

communication failures 

are a major cause of 

patient safety incidents 

Governance 

failure 

Lack of enforced 

identity verification 

protocols and 

oversight 

No accountability 

and delayed 

error detection 

According to OECD 

(2022), weak governance 

increases risk in 

healthcare systems 

Training gaps Limited staff 

awareness of safety 

protocols and 

verification processes 

Error not 

identified before 

surgery 

According to Oh et al. 

(2025), inadequate 

training increases 

likelihood of medical 

errors 
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System design 

failure 

Absence of double-

check systems or 

digital verification 

tools 

No safety barrier 

to prevent error 

According to Stevens 

(2023), lack of system 

safeguards increases 

failure risk 

Table 1 critically illustrates that the incident resulted from interconnected system failures rather 

than individual error, reinforcing the need for a systems-based approach 

However, identifying root causes alone is insufficient without examining how organisational 

culture reinforces these failures. Systems thinking highlights that weak feedback loops and 

lack of accountability can normalise unsafe practices over time, leading to a gradual “drift into 

failure” (Senge, 2023). 

 

Figure 1 RICH PICTURE 

Systems thinking approach will interpret the incident as a breakdown of interdependent 

processes and not individual actions. The system did not operate effectively in terms of 

feedback loops since there were no mechanisms to identify and rectify the error before it got 

to the surgical stage. Stevens (2023) notes that safety-critical systems must have multiple 

layers of checks, which may avert such failures, and the lack of the latter may pose a 

significant risk. 
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Moreover, the interdependency among various actors (doctors, nurses, administrative staff) 

was not well coordinated. Kakemam et al. (2025) note that ineffective integration and 

coordination in healthcare systems are some of the major causes of adverse events. This 

brings out the fact that the failure was not as a result of one point of failure but a series of 

interconnected failures. 

 

Importantly, the event is representative of a larger problem of the failure of the system and not 

personal fault. Although human error might have been the direct cause, it is the role of the 

system to predict, avoid and reduce human error. Moraca (2025) argues that organisational 

constraints and system design are a major contributing factor to the possibility of human error, 

which supports the necessity of systemic interventions. 

 

To sum up, the case study shows that patient safety incidents are the outcome of the 

complicated interactions of the communication, governance, and training systems. Systems 

thinking approach shows that such problems cannot be solved in a piecemeal way by focusing 

on individual parts of the healthcare system but by a comprehensive approach that looks at 

the whole healthcare system. This knowledge forms a basis to study leadership and 

organisational structures in the following sections. 

 

2.2 Centralisation vs Decentralisation 

The healthcare system structure, be it centralised or decentralised, is critical in influencing 

decision-making, communication, accountability and eventually patient safety outcomes. The 

organisational structure, as presented in the chosen case study, seems to be typical of a 

centralised system, with authority and decision-making processes being concentrated at 

higher ranks, and frontline employees are supposed to adhere to pre-established procedures. 

But, although centralisation helps to improve control and standardisation, it can also bring 

about rigidity and slow response which could increase the chances of making mistakes in 

complex high-pressure situations. 

 

Centralised systems are usually created in such a way that they are consistent, standardised, 

and regulatory. OECD (2022) argues that uniform policies and procedures tend to exist in 

centralised healthcare systems, which can decrease the variability in care delivery. On the 

same note, NHS England (2023) notes that structured frameworks that include the Patient 
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Safety Incident Response Framework are designed to standardise reporting and enhance 

accountability in healthcare organisations. Nonetheless, regardless of these benefits, 

centralised systems might not react to more dynamic situations well. The inability to confirm 

the identity of patients in the case study implies that the employees were using the standard 

practice without thinking, which implies that they adhered to protocols instead of making 

decisions based on the circumstances. 

 

Critically, centralised systems may suppress frontline autonomy and discourage critical 

questioning, creating a culture of compliance rather than safety (West et al., 2022). 

Conversely, decentralised systems improve responsiveness but may increase variabil ity 

without strong governance structures (Berwick, 2022). Therefore, neither structure alone is 

sufficient without effective leadership integration. 

 

One of the major weaknesses of centralisation is that it may undermine communication 

between various levels of hierarchy. Stevens (2023) holds that complex healthcare systems 

tend to break down in communication when the flow of information is limited by hierarchical 

systems. The weakness of the system of communication in this case is the absence of formal 

verification mechanisms and the use of verbal communication. Moreover, Kakemam et al. 

(2025) note that inadequate coordination and integration among healthcare professionals 

greatly contribute to the risk of adverse events. This implies that the system was centralised 

and thus the staff might not have had the opportunity to question or challenge decisions, which 

also led to the error. 

 

Conversely, decentralised systems delegate decision-making power at various levels, which 

enable front-line employees to be more autonomous and flexible. Singh (2024) suggests that 

decentralised healthcare systems allow making more responsive and context-specific 

decisions, thus enhancing patient outcomes in dynamic settings. This is especially relevant to 

those cases when quick verification and critical thinking are needed, e.g. patient identification 

prior to surgery. Had the decentralised approach been adopted in this instance, employees 

could have felt more at liberty to challenge discrepancies and conduct more verification 

checks. 

 



8 | P a g e  
 

Nevertheless, there are challenges associated with decentralisation. Moraca (2025) notes that 

greater autonomy may result in practice variability and differences in the use of safety 

measures. In the absence of powerful governance and control, the decentralised systems can 

lead to the disintegration of care and low accountability. Thus, although decentralisation is 

flexible, it should be backed up with effective training and effective communication frameworks 

in order to maintain consistency and safety. 

 

Workforce and performance data can also be used to analyse the impact of system structure 

on patient safety. WHO (20212024) lists staffing shortages and heavy workloads as some of 

the primary contributors of medical errors in the world. Centralised systems can lead to staff 

being under pressure because of strict workflow and lack of autonomy, which may decrease 

their responsiveness to unforeseen events. Moreover, NHS England (2023) reports that the 

data on incident reporting shows that communication failures and procedural errors continue 

to be among the most widespread reasons of patient safety incidents. This underscores that 

it is not individual performance but system design that has a great influence on outcomes. 

 

Table 2: Centralised VS Decentralised 

Aspect Centralised 

System 

Decentralised 

System 

Critical Insight 

Decision-

making 

Top-down and 

hierarchical 

Distributed across 

levels 

Centralised systems ensure 

control but limit flexibility 

Communication Formal and 

structured but 

slower 

Faster but less 

standardised 

Centralisation may delay 

response, decentralisation 

improves speed 

Accountability Clearly defined 

but rigid 

Shared but 

sometimes unclear 

Centralisation ensures 

clarity, decentralisation 

increases ownership 

Patient safety Standardised but 

less adaptive 

Flexible but 

variable 

Balance needed between 

consistency and adaptability 

Risk Delayed response 

to issues 

Faster response 

but inconsistent 

Hybrid approach is more 

effective 
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Table 2 highlights that neither centralised nor decentralised systems are sufficient 

independently, supporting the argument for a hybrid approach in healthcare systems. 

More importantly, both of these systems are not necessarily better, but their success lies in 

the way they are applied and incorporated into the healthcare setting. Atalla et al. (2025) state 

that systems thinking focuses on the role of balancing between structure and flexibility in order 

to achieve the best results. The centralised system in this case could not offer adequate 

flexibility to the staff to authenticate patient identity, and also lacked effective communication 

systems. 

 

Critically, a blend of the two systems that is a combination of the two systems may be more 

effective. As an illustration, keeping the patient safety protocols centralised and decentralising 

the decision-making of frontline personnel may increase its consistency and flexibility. 

Althobaiti (2026) notes that leadership is important in the development of such balanced 

systems through the development of a culture of safety and staff involvement. 

 

Notably, the outcome might have been much different had a more decentralised approach 

been taken in this case. Staff at the frontline might have been more vigilant in checking patient 

identity, raising questions, and avert the mistake before it got out of hand. This underscores 

the fact that the structure of the system directly affects the behaviour, the decision making 

process and eventually the patient safety outcomes. 

 

Finally, the analysis shows that the incident was not just a result of a single mistake, but it 

should be interpreted in the framework of a system design. Although centralisation offers 

control and standardisation, lack of flexibility and communication can lead to failures in 

complex environments. On the other hand, decentralisation provides flexibility but needs to 

have a good governance to maintain consistency. Hence, the best way of attaining the best 

results in patient safety is a balanced approach that will combine the merits of the two systems 

and deal with their weaknesses. 

 

2.3 Leadership Theories and Application 

The leadership has a key role in the development of organisational culture, decision-making, 

and patient safety outcomes in healthcare systems. The misplaced patient surgery, which is 
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the subject of the chosen case study, is not only a failure of the processes, but also a failure 

of the leadership at several levels. The critical analysis of the theories of leadership, 

transformational, transactional, and situational, will offer an understanding of how the 

leadership styles affected the outcome and how the alternatives to the leadership styles might 

have helped to avoid the incident. 

 

It is well known that transformational leadership is able to instill a culture of safety, innovation, 

and continuous improvement. Sikalgar (2025) indicates that transformational leadership aims 

at inspiring and motivating employees to go beyond expectations and create a common vision. 

This leadership style is especially useful in the context of healthcare, where open 

communication and getting the staff to question unsafe practices should be encouraged. 

Althobaiti (2026) argues that transformational leadership positively influences patient safety 

culture by increasing the chances of minimizing medical errors. The lack of such leadership in 

this situation can be seen in failure to question wrong patient identification and lack of 

accountability. A transformational leader would have encouraged a culture in which the staff 

would have felt empowered to check information and raise concerns with no fear of hierarchy 

and authority. Thus, the leadership style here can be criticised because of its inability to 

develop proactive safety culture. 

 

On the contrary, transactional leadership is more focused on structure, rules, and adherence 

to the laid down procedures. As Abbas (2025) says, transactional leadership is based on the 

concept of strict hierarchies and performance checks to make organisations efficient. Although 

this strategy can be useful in ensuring standardisation, it can also result in strict following of 

protocols without questioning. The surgery mistake in the case study implies that the 

personnel conducted the routine procedures without personally checking patient identity, 

which means that the compliance with procedures was overestimated. Dirik (2026) argues 

that leadership styles that only emphasize compliance and do not encourage critical thinking 

may enhance the chances of safety incidents. This is one of the major weaknesses of 

transactional leadership because although it brings about order and consistency, it can also 

make one not to question and be flexible in a difficult situation. 

 

Situational leadership is more flexible as it changes the style of leadership according to the 

situation and needs. Singh (2024) notes that situational leadership allows leaders to change 

their style based on the amount of risk, urgency, and ability of staff. To promote patient safety, 
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a situational leader would ensure that strict verification measures are followed in high-risk 

settings like the operating room besides promoting critical thinking and communication. In the 

given case, situational awareness is not present in the fact that the leadership behaviour was 

not adjusted to the high risk of surgery. This implies that the leadership was not sensitive to 

the situation needs, which led to the further intensification of the mistake. 

 

One important question to ask in this analysis is whether the leadership was reactive or 

proactive in the case. There is evidence that leadership was more reactive, with a more 

emphasis on routine processes instead of anticipating and preventing possible risks. Murray 

(2021) notes that proactive leadership plays a crucial role in healthcare by helping to detect 

and prevent risks before they cause any harm. The lack of proactive solutions, including the 

obligatory identity-checking or the system of double-check, points to the lack of predicting the 

possible mistakes. Moreover, as WHO (20212024) states, a significant number of incidents of 

patient safety can be avoided when systems are created to detect risks at the initial stage, 

which is why active leadership is crucial. 

 

Evidence also lends credence to the fact that the failure of leadership was also a contributing 

factor to the incident. NHS England (2023) states that the most prevalent causes of incidences 

of patient safety are communication failures and absence of verification processes. This 

implies that the focus of leadership should be on communication systems and accountability 

mechanisms in order to minimize errors. Moreover, Atalla et al. (2025) point out that systems 

thinking and leadership are closely interconnected because leaders have the task of 

comprehending and controlling interdependencies of healthcare systems. The failure to 

acknowledge such interdependencies in this instance led to lack of coordination among 

healthcare professionals. 

Table:3 Leadership Theory Application to Case Study 

Leadership Style Key 

Characteristics 

Application to Case 

Study 

Critical Insight 

Transformational Motivates staff, 

promotes safety 

culture 

Not applied effectively; 

staff were not 

encouraged to question 

or verify decisions 

Lack of 

empowerment 

contributed to patient 

safety failure 
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Transactional Focus on rules, 

hierarchy, 

compliance 

Staff followed routine 

procedures without 

critical verification 

Over-reliance on 

protocols reduced 

critical thinking 

Situational Adapts leadership 

to context 

No adaptation in high-

risk surgical situation 

Failure to respond to 

risk increased 

likelihood of error 

Table 3 highlights that the leadership approaches within the case study were insufficient in 

addressing the complexity and risk associated with the situation. 

Importantly, the case shows that none of the leadership styles alone are adequate. Rather, 

successful leadership within healthcare entails an integration of strategies. Pharmaceutical 

Journal (2025) contends that combining leadership styles can help to improve patient safety 

by striking a balance between structure and flexibility. As an illustration, transactional 

leadership may be used to enforce safety measures, whereas transformational leadership 

may be used to establish a spirit of responsibility and free communication. It may then be 

applied to situational leadership to adapt the strategies depending on the situation. 

 

Critically, the incident might have been avoided, had the leadership been more integrated and 

proactive. A transformational leader would have motivated employees to challenge 

inconsistencies, a transactional leader would have imposed tight verification measures and a 

situational leader would have realised that the situation was high-risk and would have 

responded accordingly. This would have provided several tiers of defence against failure and 

minimized the risk of system failure. 

 

Finally, the analysis shows that the failure of leadership was one of the major factors of the 

case study. The lack of transformational leaders created a poor safety culture, the constraints 

of transactional leadership created strict adherence to the processes, and the situational 

leadership lack created the possibility to adapt to a high-risk environment. Thus, to prevent 

such incidents in the future, it is crucial to improve leadership practices to ensure patient 

safety. 
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2.4 Improvements and Lessons Learned 

The case study analysis reveals that the surgical error did not occur as a consequence of a 

single mistake but instead was the consequence of failures that are interconnected in terms 

of leadership, governance, and system design. Thus, the enhancement should be a 

comprehensive process that should not only focus on the specific performance of people but 

also on organisational structures, communication and leadership practices. A systems thinking 

approach emphasizes that solutions should focus on root causes and enhance feedback and 

accountability throughout the healthcare system. 

 

Among the main problems that have been found in the case, the lack of patient identification 

processes can be classified as a critical patient safety error. WHO (20212024) indicates that 

patient misidentification is a major challenge worldwide and causes a large percentage of 

avoidable adverse events. This implies that the lack of effective verification systems in the 

case study is indicative of a bigger system problem. In this regard, the introduction of electronic 

verification systems and standardisation of identification measures is needed. According to 

Ong et al. (2024), clinical decision support systems significantly reduce the likelihood of human 

error by introducing automated checks and validation processes. More importantly, these 

systems serve as the feedback mechanism in the healthcare setting, whereby mistakes are 

identified and rectified before they grow out of proportion. 

 

Communication failure is another key factor contributing to the incident. The use of verbal 

communication with no formal verification systems implies that there are no structured 

communication processes. NHS England (2023) states that inefficient communication is 

among the most frequent causes of patient safety incidents, especially in high-risk settings, 

like surgical ones. In order to curb this, standard operating procedures and checklists should 

be used as a structured means of communication. According to Chance et al. (2024), the use 

of checklists has been shown to significantly reduce surgical errors by improving clarity and 

coordination among healthcare professionals. Systems-wise, this adds redundancy and 

various levels of verification, which are necessary in avoiding failures in complex systems. 

 

The issue of governance failure was also a key factor in the incident since no evidence of 

enforced protocols or accountability mechanisms was noted. OECD (2022) explains that 

effective governance frameworks are the key to consistency, accountability, and quality in 

healthcare delivery. Without such structures, systems are susceptible to variability and error. 
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Enhancing governance would involve having clear policies, periodic audits, and performance 

monitoring mechanisms. NHS England (2023) notes that audit and reporting systems enhance 

transparency and allow organisations to detect failure trends and take corrective measures. 

Importantly, governance is not a mechanism of strict control but is an adaptive system, which 

promotes perpetual improvement. 

 

The workforce development is also needed because of training and competency gaps. OH et 

al. (2025) found that poor training and absence of critical thinking skills are strongly linked with 

more medical errors. This implies that employees in the case study might not have been 

adequately prepared to identify and avoid the mistake. Ongoing professional development 

programmes on patient safety, communication and decision-making are thus necessary. 

According to Al Mutair et al. (2021), targeted training interventions significantly improve 

medication safety and reduce error rates, indicating that education plays a key role in 

enhancing system performance. 

 

The interplay of leadership, governance and system design is the key to realizing how the 

improvements can be maintained. Althobaiti (2026) states that leadership has a direct impact 

on patient safety culture as it shapes organisational values, behaviours, and practices. The 

lack of transformational leadership in this instance led to lack of accountability and 

communication. Engaging in leadership development programmes that foster transformational 

and situational leadership styles can increase staff engagement and proactive risk 

management. Singh (2024) states that adaptive leadership strategies enhance decision-

making and responsiveness in complicated healthcare settings. 

 

While proposed improvements are effective, their implementation may face practical 

challenges such as resistance to change and technological limitations. Digital systems, 

although beneficial, require adequate infrastructure and training to be effective (Topol, 2023). 

Similarly, safety tools such as checklists are only effective when supported by a strong 

organisational culture (Reason, 2023). 

 

These improvements can be summarised as follows: 

Table 4: Problem, Data, Solution Frame Work 
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Problem Supporting Data Solution Expected 

Outcome 

Patient 

misidentification 

According to WHO 

(2021–2024), common 

cause of adverse 

events 

Digital identification 

systems and 

verification protocols 

Reduced human 

error and 

improved 

accuracy 

Communication 

failure 

According to NHS 

England (2023), major 

cause of incidents 

Structured 

communication and 

surgical checklists 

Improved 

coordination and 

clarity 

Weak governance According to OECD 

(2022), weak oversight 

increases risk 

Stronger policies, 

audits, and 

accountability systems 

Enhanced 

compliance and 

monitoring 

Training gaps According to Oh et al. 

(2025), poor training 

increases errors 

Continuous staff 

training programmes 

Improved 

decision-making 

and awareness 

System 

weaknesses 

According to Stevens 

(2023), lack of 

safeguards increases 

failure risk 

Implementation of 

double-check systems 

Prevention of 

errors before 

escalation 

Table 4 demonstrates that sustainable improvement requires integrated solutions combining 

leadership, governance, and system design rather than isolated interventions. 

Critically, such solutions emphasize the need to incorporate leadership, governance, and 

system design. It is impossible to introduce improvements separately, since each system 

element affects the rest. To illustrate, implementing digital verification systems without 

enhancing leadership and training can lead to opposition or misuse. On the same note, 

improvement of governance without communication and culture can result in compliance 

without actual improvement. 

 

One of the lessons of this case is that patient safety requires proactive and not reactive 

strategies. Murray (2021) states that proactive leadership is concerned with risks and 

preventive strategies, whereas reactive methods are aimed at resolving the issues once they 

arise. The lack of proactive systems in this case enabled the error to escalate to a critical level. 
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This highlights the need for healthcare organisations to adopt a preventive mindset, supported 

by data, technology, and leadership. 

 

Moreover, the case shows the significance of feedback loops within the healthcare systems. 

Good systems keep an eye on performance, detecting errors and taking corrective measures. 

Kakemam et al. (2025) assert that systems thinking promotes patient safety by facilitating 

feedback and organisational learning. This implies that healthcare organisations should go 

beyond fixed policies and embrace dynamic systems that keep on changing depending on 

data and experience. 

 

To sum up, the identified improvements in this section highlight that patient safety is a complex 

problem that needs a concerted effort at the leadership, governance, and system design 

levels. Healthcare organisations can mitigate the risk of such incidents by adopting evidence-

based solutions like digital verification, structured communication, and leadership 

development. Finally, systems thinking and leadership practice should be integrated to enable 

sustainable healthcare performance and patient safety improvements. 

 

3. Recommendation 

The results of the case study indicate that the lack of patient safety is due to interrelated flaws 

in leadership, governance, communication, and system design. Thus, the suggested 

recommendations are not standalone interventions but a complex of evidence-based 

measures that will result in sustainable improvement and enhance the performance of 

healthcare systems. 

 

One of the main suggestions is the use of digital patient identification and verification systems. 

The case revealed a serious lapse in manual identity verification procedures, which enabled 

the error to go unnoticed. WHO (20212024) concludes that digital health technologies will 

considerably decrease preventable mistakes by adding automated checks and 

standardisation. Likewise, Ong et al. (2024) argue that a clinical decision support system 

improves accuracy and minimizes human error by integrating verification mechanisms within 

clinical workflows. Thus, the implementation of barcode-based identification or electronic 

health records with strict verification measures would become a solid protection against the 
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wrong-patient procedure. Importantly, these systems improve the integration of the system by 

connecting patient information, clinical processes, and decision-making in real-time. 

 

Secondly, leadership development is necessary to create a safety and accountability culture. 

As it has been analyzed in the sections above, the lack of transformational leadership led to 

poor communication and staff empowerment. Althobaiti (2026) states that transformational 

leadership enhances patient safety culture through open communication, shared 

responsibility, and continuous improvement. Healthcare organisations should therefore invest 

in leadership training programmes that promote transformational and situational leadership 

styles. This would allow the leaders to stop doing reactive management and instead implement 

proactive policies to prevent risk and improve the system. Singh (2024) notes that adaptive 

leadership improves decision-making in complex healthcare settings, and it is especially 

applicable to high-risk settings like surgery. 

 

Another important recommendation is to improve reporting systems. The case revealed the 

lack of effective feedback mechanisms to detect and avoid errors. NHS England (2023) claims 

that structured reporting systems are crucial in shaping the recognition of patterns of failure 

and facilitating organisational learning. Regular audits and performance reviews would 

enhance governance and accountability by implementing real-time incident reporting systems. 

Notably, reporting systems should not be penal to promote transparency and employee 

involvement. Moraca (2025) says that organisations that accommodate learning, as opposed 

to blaming, are more effective in minimising mistakes and enhancing performance. 

 

Another area that should be improved is Workforce training and development. The event 

indicates that the personnel were not skilled and aware of how to detect and avoid the mistake. 

According to Oh et al. (2025), training programmes that enhance critical thinking and decision-

making significantly reduce medical errors. As such, patient safety, communication, system 

awareness continuous professional development programmes should be introduced. 

According to Al Mutair et al. (2021), targeted training interventions improve safety outcomes 

by equipping staff with the knowledge and skills required to manage complex situations.  

 

Moreover, patient safety culture should be a priority area of healthcare organisations. 

Pharmaceutical Journal (2025) indicates that one of the main determinants of organisational 
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performance and patient outcomes is safety culture. A culture of transparency, collaboration, 

and responsibility allows employees to recognize hazards and take corrective measures. 

Leadership is also at the centre of developing this culture, through modeling behaviours, 

expectations, and safety as a fundamental organisational value. 

 

These suggestions can be summarised as follows: 

Tale 5: Strategic Recommendations 

Recommendation 

Area 

Evidence Base Practical Action Expected 

Outcome 

Digital verification 

systems 

According to WHO 

(2021–2024); Ong 

et al. (2024) 

Implement barcode-

based patient 

identification and 

electronic verification 

systems 

Reduced risk of 

wrong-patient 

errors 

Leadership 

development 

According to 

Althobaiti (2026); 

Singh (2024) 

Train leaders in 

transformational and 

situational leadership 

approaches 

Improved 

communication 

and safety culture 

Reporting systems According to NHS 

England (2023) 

Introduce structured 

incident reporting and 

regular audits 

Increased 

accountability and 

learning 

Staff training 

programmes 

According to Oh et 

al. (2025); Al Mutair 

et al. (2021) 

Conduct continuous 

training on patient safety 

and verification 

protocols 

Improved staff 

awareness and 

decision-making 

Patient safety 

culture 

According to 

Pharmaceutical 

Journal (2025) 

Promote open 

communication and 

non-punitive 

environment 

Enhanced error 

reporting and 

prevention 

Table 5 demonstrates that effective improvement requires an integrated and evidence-based 

approach combining technology, leadership, governance, and workforce development. 
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Critically, these recommendations are effective depending on how they are incorporated into 

the healthcare system. The introduction of digital tools in the absence of leadership and 

training can lead to resistance and minimal effects. In the same manner, the development of 

leadership without the structural change might not be able to solve the weaknesses of the 

system. Thus, there is a need to have an integrated strategy that integrates leadership, 

governance, and system design to realize sustainable improvement. 

 

To sum up, the given recommendations offer a holistic, evidence-based framework to enhance 

patient safety and healthcare performance. With the combination of technology, leadership 

development, reporting systems, and workforce training, healthcare organisations can 

mitigate the root causes that were found in the case study. Finally, the problem of sustainable 

improvement needs both technical solutions and a cultural change towards responsibility, 

education, and system improvement. 

 

4. Conclusion 

This report has critically analyzed the wrong-patient surgery case in the perspective of 

systems thinking, theories of leadership, and governance structures and has shown that the 

incident was not a case of single human error but an expression of more systemic failures. 

The review indicated that poor communication, poor governance systems, insufficient staff 

education and poor leadership were all factors that led to the failure in patient safety. This 

supports the point that healthcare errors are systemically ingrained in organisational systems 

and not just due to individual performance. 

 

A systems thinking approach revealed the significance of interdependencies, feedback loops, 

and system design in determining the outcomes. The lack of strong verification procedures 

and real-time feedback mechanisms enabled the error to go out of control, which is a 

demonstration of the results of reactive over proactive system management. Additionally, the 

analysis of leadership practices revealed that dependency on transactional processes in the 

absence of transformational and situational flexibility restricted the capability of the 

organisation to effectively respond to the high-risk situations. 
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The centralisation and decentralisation debate also highlighted that neither of the two 

structures is adequate in promoting patient safety. Whereas centralised systems offer control 

and standardisation, they can limit frontline autonomy, but on the other hand, decentralised 

systems offer greater flexibility but need to be highly governed to ensure uniformity. This 

highlights the need to have a balanced hybrid approach with adaptive and context responsive 

leadership. 

 

Notably, the results of this report indicate that sustainable change in healthcare is impossible 

to make by individual interventions. Rather, it needs a combined approach that integrates 

leadership practices, governance structures and system design with a high culture of 

accountability and lifelong learning. The digital verification systems, structured communication 

tools and leadership development programmes are all evidence-based solutions that must be 

in place, but their success will rely on the extent to which they are integrated into the 

organisational environment. 

 

In conclusion, improving patient safety demands a shift from reactive problem-solving to 

proactive system design, where risks are anticipated, mitigated, and continuously monitored. 

As the case shows, the best performing healthcare systems are not those which avoid error 

altogether, but those which are resilient, adaptive, and can learn through failure. Finally, the 

future of patient safety is the opportunity of healthcare organisations to combine systems 

thinking, leadership, and good governance into a unified system that will focus on safety and 

continuous improvement. 
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