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Wrong Patient Surgery in India
1. Introduction
1.1 Background of the Case Study
Wrong-patient surgery is included among the vital errors of patient safety, recognized as an international "never event", because it should be avoided categorically when proper security measures are in place. However, it has been noted that they are still being made in the majority of health care systems due to failures in verification, failures in Communication, and organisational susceptibility (Wrong site surgery) (Advances in Surgery) (Clarke et al., 2008). In India, where hospitals are regularly put under enormous pressure from a high patient population, workforce scarcity, and limited resources, the chances of patient misidentification and procedural errors are bound to increase when governance systems and safety guidelines are not consistently put into practice (Seiden, 2006). The studies show that the most common causes of wrong-patient/wrong-site procedures are errors during preoperative verification, poor knowledge among clinicians, and inconsistent use of safety checklists (Kwaan, 2006; Hempel et al., 2015). An event such as a patient being referred for surgery when it should have been referred to another case indicates systemic failures in healthcare systems, including a poor safety culture and failed organisational controls (Neily, 2009). Leadership is necessary to prevent such instances by shaping organisational culture and ensuring adherence to patient safety measures. Healthcare industry leadership can be defined as the capacity to influence and direct medical practitioners toward shared goals, particularly in patient safety, quality enhancement, and adequate service provision (Neily, 2009). The absence of leadership to implement stringent patient identification practices or to monitor compliance with safety measures conditions the occurrence of medical errors that could be avoided. Ineffective control of clinical procedures, lack of accountability, and poor Communication among staff were observed in the case of a wrong-patient surgery, due to poor leadership (Clarke et al., 2008). The organisation's structure also influences the healthcare systems' reactions to safety threats. Centralised systems concentrate decision-making at higher levels of administration, which are in a position to stimulate standardisation at the cost of flexibility in responding to operational issues at the hospital level (Seiden, 2006). In contrast, decentralised systems distribute decision-making power between clinical teams and are more likely to respond faster to patient-safety concerns. However, to practice variation in the event of an ineffective governance system. Some of these leadership styles that are effective in explaining how a leader can strengthen the patient safety culture and ensure compliance with surgical safety checklist procedures include transformational theory, transactional theory, situational theory, and the distributed theory of leadership (Krstulović et al., 2025). This report analyses the case through systems thinking and leadership theory can help identify the shortcomings of the governance system and define actions to prevent similar cases in the future.
2.1 Identifying the Problem and System Context
2.1.1 Description of the Core Problem
The case of wrong-patient surgery in India is a good example of a serious medical error that occurred as a result of structural failure (Rodziewicz et al., 2024). The patient was negligently operated on in this case due to the misidentification, leading to unnecessary surgery and avoidable fatal consequences to the health of the patient (Mulloy & Hughes, 2008). The origin of this error lies in a series of failures, including breakdown in Communication, lack of clinical oversight, and poor governance practices (Choudhury & Vu, 2011). The primary reason was a communication malfunction within the surgical team, as it was not thorough enough to identify the patient and continue the operation (Sheedy & Richard, 2020). Also, the clinical supervision measures were poor, allowing such verification lapses to go unchecked (Neily, 2009). It was aggravated by the lack of leadership at both hospital and organizational levels, and Governance and accountability need to be strengthened (Rodziewicz et al., 2024). This case illustrates why appropriate communication and effective identification of patients, such as through time-out procedures and electronic health records (EHRs), ought to be adopted to prevent wrong-patient error (van Schoten et al., 2014). The involved health care workers failed to follow established guidelines, leading to a series of mistakes that culminated in patient harm (Mulloy & Hughes, 2008). The lack of accountability, training, and a deficient systematic approach to the identification and management of such critical risks reflected a failure in Governance (Choudhury & Vu, 2011).
2.1.2 Global Context
Among the most significant issues the world health community is yet to resolve are wrong-patient surgery and other medical errors (World Health Organization, 2023). Medical errors are also linked to millions of preventable deaths annually, according to the World Health Organization (WHO) (World Health Organization, 2023). According to the WHO rates, medical errors are the leading cause of death all over the world, and the system causes serious injuries to patients in health care systems (Rodziewicz et al., 2024). These malpractices, including, but not limited to, wrong-patient surgery, medication errors, and misdiagnosis, create a colossal burden on health care systems worldwide (Mulloy & Hughes, 2008). Wrong-patient surgeries are a worrying problem, particularly in high-stress environments within medical institutions, such as operating rooms, where workers are required to read and digest complex information rapidly and accurately (Neily, 2009). The rates of such errors have been reduced through the adoption of standardized procedures, such as the WHO Surgical Safety Checklist (Krstulovic et al., 2025). However, the inconsistency of adherence to these protocols, both hospital-to-hospital and region-to-region, has also been a cause of avoidable incidents (van Schoten et al., 2014). It is a fact that medical errors are a global reality, and the need to improve patient safety systems is a contentious issue that requires implementing better communication systems, stronger, more rigorous leadership, and more effective regulatory frameworks (Rodziewicz et al., 2024).
2.1.3 National Context
India is no exception, as wrong-patient surgeries are a part of a larger issue of healthcare medical errors (Reza, 2024). Most recent studies show that the rates of medical errors in India are extremely high, particularly due to the complexity of the structure, including the lack of personnel, the lack of resources, and the unavailability of the right infrastructure (World Health Organization, 2023). Inaccurate surgery or patient surgery has been reported in various hospitals, and this is raising serious concerns regarding patient safety and the form of Governance (Mulloy & Hughes, 2008). It is a terrifyingly high rate compared to the rest of the world, which suggests that the patient safety and clinical governance mechanisms of the healthcare system of India have to be improved significantly (Rodziewicz et al., 2024).
Medication errors are also another serious problem in India because a study revealed that incorrect administration of medications, incorrect prescriptions, and inadequate monitoring are among the factors that lead to the deaths of thousands of individuals every year that are preventable (De, 2021). In several hospitals, it is reported that there are many problems related to medication errors due to the lack of proper safety checks, overworking medical personnel, and a lack of training (Reza, 2024). These numbers demonstrate the fact that there is an urgent need to alter the scheme of the healthcare industry in India, particularly the identification process of patients and the formation of a stronger safety culture in hospitals (Choudhury & Vu, 2011).
2.1.4 Systemic Causes
The primary issue of surgeries performed on the wrong patient is the inefficiency of the healthcare institution system (Rodziewicz et al., 2024). The hierarchical nature of Communication prevalent in most hospitals is a huge weakness (Choudhury & Vu, 2011). Messages are provided in a top-down manner in bureaucratic structures, and they tend to lead to a lack of openness between employees of different ranks (Reza, 2024). It can contribute to the scenario where critical pieces of information, such as patient identification and surgical data, have been left out or misunderstood (Sheedy & Richard, 2020). One of the most common causes of communication errors in surgery and operating on the wrong patient is a breakdown in Communication between the team members (Neily, 2009). Another system issue is the inadequate system of escalation in healthcare institutions (Rodziewicz et al., 2024). Matters are not addressed as they come because they are addressed at early stages or even rise the ranks to a greater leadership position when the need arises (Choudhury & Vu, 2011). The lack of escalation may lead to a delay in risk identification, such as the identification of the patient, and may even lead to the occurrence of mistakes (Mulloy & Hughes, 2008). Additionally, the lack of monitoring of patient safety practices, such as the verification of the name of patients before surgery, is yet another contributing factor that leads to the wrong-patient cases (van Schoten et al., 2014). Most cases have gaps in patient safety due to the lack or absence of monitoring systems (De, 2021).
Finally, divided care delivery is also a contributing factor to the issue (Rodziewicz et al., 2024). Most hospitals, particularly the ones with resource constraints like those in India, have a disintegrated care delivery process that incorporates many departments and care levels (Reza, 2024). This fragmentation leads to difficulties in the introduction of the set safety procedures and, in many cases, to errors in recognizing patients, prescribing, and operating (Sheedy & Richard, 2020).
2.1.5 Governance Level
Failure in Governance at different levels, i.e., hospital management, regional Governance, and national regulation, played a significant part in the wrong-patient surgery incident (Rodziewicz et al., 2024). The management of the hospital failed to develop and monitor adherence to safety actions, such as time-out procedures and patient identification checks (van Schoten et al., 2014). The hospital did not have a culture of safety and well-defined responsibility, which also contributed to the mistake (Choudhury & Vu, 2011). No proper guidelines or oversight existed at the level of regional Governance to ensure that the hospitals observed patient safety measures always (World Health Organization, 2023). Even though several state-level health departments have implemented regulations to reduce medical errors, their enforcement and compliance are low (Reza, 2024). Finally, the healthcare regulatory system in India, on the national level, has been unable to deal with such a systemic issue as patient misidentification (Rodziewicz et al., 2024). This lack of effective national policies on patient safety and insufficient training of medical personnel is among the factors that make the country have a high rate of surgical errors and misidentification of patients (De, 2021).
2.1.6 Supporting Data
Several statistics confirm that there exist systematic problems and governance failures that lead to wrong-patient surgery in India (World Health Organization, 2023). There have been incidences of wrong-site surgery or wrong-patient surgery whereby health authorities report that many hospitals have poor systems of patient safety (Mulloy & Hughes, 2008). In addition, patient misidentification in hospitals is far more prevalent in systems where Governance is very weak and safety is not well controlled (Choudhury & Vu, 2011). Research conducted by the ECRI Institute revealed that the error of patient misidentification is a significant factor in medical errors in medical institutions (Rodziewicz et al., 2024). One more problem that creates urgent issues and results in medical errors is staff shortage (World Health Organization, 2023). It is reported that research by the World Health Organization showed that India has a tremendous disparity between the number of healthcare professionals and the global average (World Health Organization, 2023). Deficiency in medical workers leads to an increased workload, time pressure, and more errors, such as a patient receiving the wrong surgery (Reza, 2024). Moreover, the number of delayed reports reinforces the worsening situation, as in most hospitals, medical errors are not reported immediately; as a result, the areas of weakness in the system are not identified, and corrective actions are not implemented (De, 2021).
2.1.7 Rich Picture Diagram
The multiplicities of the healthcare system that have been considered in the instance of the wrong-patient surgery crisis would be presented as a Rich Picture diagram and would serve as a guide in visualising the relationships among the different organisational factors in the clinical scenario (Choudhury & Vu, 2011). It would include such strong stakeholders as doctors, nurses, hospital management, and patients or families, as they are the main side of the patient safety and communication channels (Rodziewicz et al., 2024). The diagram would show the communication channels among these actors, as well as places of choice where errors that might result in critical outcomes, such as miscommunication or failure to confirm that the patient was who they believed them to be, occurred during the surgery process (Sheedy & Richard, 2020). It would also represent the levels of Governance in the hospital, including the functions of both the hospital administration and the regional and national governance departments that failed to warrant the application of similar protocols of patient safety (World Health Organization, 2023). The Rich Picture also reveals the interaction of various systemic phenomena such as disintegration in Communication, government failures, ineffective clinical supervision, and organisational demands in their collaboration to lead to the wrong-patient surgery event (Mulloy & Hughes, 2008). The Rich Picture assists in illustrating that medical errors do not typically occur as a result of one mistake but rather a particular mix of interacting gaps in the healthcare systems (Rodziewicz et al., 2024). The vision of such systems thinking stresses that the resolution to the situation must be holistic and entail the principles of the organisational and the national leadership change, the enhancement of the communication processes, and the improvement of the leadership systems (Reza, 2024).
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Figure 1 Surgery errors and system failures in healthcare
2.2 Decentralisation vs. Centralisation Analysis
2.2.1 Centralised Structure
The centralised healthcare is the one where the highest-ranking individuals (usually senior consultants or hospital management) make decisions, distribute resources, and oversee the processes of patient care (Rodziewicz et al., 2024; World Health Organization, 2023). Under centralisation, the application of clinical guidelines and safety policies is consistent across the departments, and thus, can make new safety measures simultaneously (Mulloy & Hughes, 2008; World Health Organization, 2023). The decision-making process in the wrong-patient surgery case in India was likely to be centralized to the top management that was in control of the organization of the surgical operations and compliance with safety measures (Neily, 2009). However, centralisation may hinder the rapid response in the critical areas like the working theatres where employees in the front line need to consult the senior staff to execute actions to reduce the danger (van Schoten et al., 2014; Choudhury & Vu, 2011). Such a delay would have served to proceed with the surgery despite the red flags (Sheedy & Richard, 2020). The autonomy of the nurses and junior physicians is also missing, which entails the inability of the former to take immediate action in the event of mistake detection (Reza, 2024). Hierarchical communication is one of the traits of centralised systems that can restrain the free communication between frontline staff and management, undermining the reporting of mistakes and their immediate escalation (World Health Organization, 2023). While centralised structures lead to uniformity, they may retard relevant safety measures in risky and high-stakes clinical settings.
2.2.2 Decentralised Structure
Decentralised healthcare system empowers teams or departments, which in turn allows the staff at the frontline to respond immediately to the risk of patients (Rodziewicz et al., 2024; Choudhury and Vu, 2011). Escalation and real-time decision-making by nurses have arguably enabled the staff to verify patients and raise their concerns instantaneously during the case of wrong-patient surgery (Sheedy & Richard, 2020; Reza, 2024). The advantages of such include faster response to degradation and increased frontline decision-making. However, decentralisation may also result in differences in the practices of safety standards across the departments without clear governance (Mulloy & Hughes, 2008; van Schoten et al., 2014). Safety in patients is linked to the necessity to have an effective system of communication, leadership, and accountability structures (Rodziewicz et al., 2024).
2.2.3 Critical Evaluation
Drawing parallels between the two systems, it is possible to add that the centralized nature of the healthcare industry in India may have offered the factors that led to the occurrence of the wrong-patient surgery, as the hierarchical decision-making system may lead to a slowness of Communication and a reduction in the frontline authority (Rodziewicz et al., 2024). Since the centralized leadership brings about uniformity in the application of policies, it can also lead to slowness in responding to disorders or no empowerment of the frontline staff to make prompt clinical judgment in case of an emergency (Fraser & Adams, 2006). The failure to act promptly in the operating room may be exacerbated by the fact that the problem is not reported to the top management in the healthcare system, which is highly hierarchical (van Hille, 2009). In contrast, a decentralized type would have led to a higher patient safety rate because the surgical staff and nurses would have made timely decisions in the process of ensuring patient identity and raising an alarm when discrepancies were identified before surgery (Popescu et al., 2022). More structured systems, such as decentralized ones, are also more likely to serve frontline employees with more opportunities to avoid the occurrence of procedures in case they identify potential errors, hence, reducing the risk of wrong-patient or wrong-site surgeries (Maul & Straub, 2022). However, the complication of coordination and homogeneity of decisions can also occur with a decentralized model, particularly in such an area as high-level risk as surgical theatres, where protocol strictness should be abided by (Romaniello et al., 2025). Better and more effective Communication between various departments, such as admissions and nursing teams, and surgical units, among others, would have led to the prevention of the error in the case of a wrong-patient surgery regardless of the organization's design (Taylor & Yonash, 2024).
2.3 Leadership Theories Applied to the Case Study
2.3.1 Transformational Leadership
Transformational leadership has been defined as leaders who inspire and urge the subordinates to perform better. Transformational leadership motivates and urges the employee to exceed expectations and bring changes to the organization (Moffatt-Bruce et al., 2018). The leaders will present a new climate, aspect professional growth and ownership, serve as role models, and sell a common vision (Rodziewicz et al., 2024; Popescu et al., 2022). The case of wrong-patient surgery could have been avoided with the assistance of transformational leadership, as the culture of the hospital would have been to consider patient safety (Romaniello et al., 2025). The leaders could have also worked on the adherence to the process of patient identification strictly, empowered their employees, and encouraged them to be open to one another in an atmosphere that is not built on punishment (Fraser & Adams, 2006; Rodziewicz et al., 2024). As an example, the leaders might have instituted regular training on the WHO Surgical Safety Checklist and promoted the lifelong learning methodology and risk reduction (Maul & Straub, 2022; Popescu et al., 2022). Transformational leadership is also associated with the increased rates of engagement, cooperation, and compliance with safety measures, which are transferred to the lower rate of surgical errors (Moffatt-Bruce et al., 2018; Romaniello et al., 2025).
2.3.2 Transactional Leadership
They are founded on clear expectations, rules, rewards, or punishments to ensure accountability and efficiency in transactional Leadership (Rodziewicz et al., 2024; Fraser & Adams, 2006). It is also practical within the formal settings due to the focus on abiding by the procedures which have been stipulated (van Hille, 2009). Transactional leadership would have applied the mandatory control and verification of patients to be operated on and the safety of the operation in the case of wrong-patient surgery, and would have accepted the compliance and responded to the frequent violations (Taylor & Yonash, 2024; Maul & Straub, 2022). Still, its hierarchy can cause subordinates not to question the authority and report mistakes and communication gaps follow, which prevents the ability to avoid mistakes cautiously (Rodziewicz et al., 2024; Fraser & Adams, 2006). It has been discovered that transactional leadership is more efficient in improving procedural and less efficient in avoiding cumulative safety mistakes like patient identification errors (Moffatt-Bruce et al., 2018; Popescu et al., 2022).
2.3.3 Situational Leadership
Situational Leadership is when the leadership style varies depending on the situation and the proficiency of a team, and is a blend of the directive and supportive Leadership (Rodziewicz et al., 2024; Taylor & Yonash, 2024). Leaders provide directions when the teams need guidelines and assistance when they are able to make independent choices (Popescu et al., 2022). The application of situational leadership in the operating theatre would result in safer practices because the leaders will be able to adopt a directive leadership style when it comes to the life and death identification checks of the patients and ensuring that the protocols are adhered to (Romaniello et al., 2025; Fraser & Adams, 2006). The leaders may be seeking a supportive style during normal work and involve the staff in safety procedures and shared responsibility (Maul & Straub, 2022). It is able to assist leaders in dealing with crises and facilitate the engagement of the team in error prevention (Rodziewicz et al., 2024; Taylor & Yonash, 2024).
2.3.5 Critical Leadership Analysis
The example of hospital leadership in the given case was reactive rather than proactive because the hospital only intervened in the issue of patient safety after the wrong surgery was carried out (Rodziewicz et al., 2024; Moffatt-Bruce et al., 2018). The frontline staff did not receive support and were not involved in the safety measures, and had poor accountability systems (Popescu et al., 2022; Fraser & Adams, 2006). The ineffectiveness and inability to perform safety checks were additional causes of the surgical error due to the communication failure (Taylor & Yonash, 2024). The discussed theories of leadership, transformational, transactional, and situational leadership, demonstrate that their contribution to preventing medical errors and patient safety is vital (Moffatt-Bruce et al., 2018). Transformational leadership encourages an active safety culture and employee empowerment, transactional leadership ensures adherence to procedures, and situational leadership allows being adaptable to high-risk circumstances (Popescu et al., 2022). The combination of these strategies will enable the healthcare leaders to strengthen the system, engage more staff, and reduce the probability of making errors, such as performing surgeries on the wrong patient, which will eventually result in a better care outcome (Rodziewicz et al., 2024; Romaniello et al., 2025).
2.4 Improvements and Lessons Learned
2.4.1 Leadership and Governance Interaction
These decisions of leaders have a significant effect on the patient safety outcomes, one of them being wrong-patient surgery. Poor implementation and monitoring failures in the implementation of patient verification protocols were also present in this case, which led to the incident. The escalation policy was not good, and this prevented the surgery from being rectified through intervention. Apparently, evident escalation procedures were required in the context of correcting the mistakes within the shortest time possible (Park et al., 2023). Also, the accountability mechanisms were not in place; the leaders failed to monitor the safety procedures to the letter at all times, undermining the control of the organizations. It has been found that the hospital in which the responsibility is shared and which is characterized by well-defined Governance and decentralized leadership is the place where patient safety outcomes are improved, as the whole Communication and accountability are improved (Woo et al., 2025). The culture of safety is dictated by the leaders, and its lack may lead to critical mistakes being committed.
2.4.2 Missed Opportunities
The different opportunities that were missed on this matter were a result of leadership as well as systems failure. The non-reporting of the problem of patient identity on time was one of the failures. The employees were not empowered and were not in a position to raise their concerns, and there were no avenues that they could have used to do that, since discrepancies were evident. According to the Institute of Medicine, report slowing and ineffective Communication are among the factors that lead to over 60 percent of medical errors in hospitals. It has been approximated that approximately 40 percent of the incidences are reported over 48 hours later, and this depicts the danger of an intervention delay (De Micco et al., 2024). Lack of proper monitoring of patients and proper checking eliminated the control of the surgical team. Moreover, the lack of effective Communication in departments such as the surgical, nursing, and admissions departments contributed to the increase in the misidentification probability.
2.4.3 Evidence-Based Solutions
These systemic failures can be solved in several ways:
Digital Reporting Systems: Electronic incident reporting is advantageous since it enhances disclosure and timeliness through which errors can be addressed in real-time (Kim et al., 2020). Clinical Escalation Protocols: The tiered reporting protocols are structured, i.e., deterioration or safety concerns will be reported immediately, and eliminate chances of committing errors (Park et al., 2023). Electronic Health Records (EHR): EHRs are a place where the patient details are stored; this feature results in the correct transfer of data during care transitions and reduces cases of errors due to misidentification (Woo et al., 2025). Leadership Training Programs: The leadership transformation programs are the ones that help to facilitate safety culture, prepare leaders with the ability to observe and address the risks in a proactive manner, and create a non-blame environment (Aranaz Ostariz et al., 2020). Interdisciplinary Communication Systems: Coherent handoff orders and systematic Communication between the staff help minimize the errors in the treatment of the multi-teams (De Micco et al., 2024).
2.4.4 Healthcare Systems Lessons
Key lessons include:
Safety Culture: The promotion of patient safety should be a shared responsibility, and the administration should instill in people a culture of reporting errors without any threat of being punished. Open Governance: The techniques of incidence reporting and analysis are open and allow for identifying patterns and continuous improvement. Distributed Leadership: Local control is enhancing the effectiveness of service delivery and the delivery of outcomes by offering control to frontline employees to deal with errors or safety issues that are presented in real-time. Systems thinking: There is the possibility to think of errors as systemic, but not individual, and address root causes (communication, culture, and leadership practices) (Aranaz Ostariz et al., 2020; Woo et al., 2025). Combining these interventions, healthcare organizations will stand a chance to improve safety in the facility, increase the competence of the leadership, and avoid such undesired outcomes as wrong-patient surgery.
Recommendations
3.1 Recommended Leadership Style
The systemic issues that have resulted in the wrong-patient surgery require transformational leadership as it helps healthcare professionals to embrace the vision of continuous enhancement of patient safety (Kim et al., 2020). Transformational leaders inculcate the feeling of responsibility and teamwork, promoting employees to follow the safety standards and prevent errors actively (Cromie et al., 2025). Implementation of distributed leadership in the team-level setting will allow the nurses, junior doctors, and surgical workers to make prompt decisions concerning safety and to be more receptive to the dangers of being misidentified (Aranaz-Ostariz et al., 2022). The other positive implications of emotionally intelligent leadership that facilitate employees to report without fear of being punished, and discourage errors from escalating proportionally, are trust, high morale, and free Communication (Woo et al., 2025).
3.2 Strengthening Governance
Proper accountable structures would be helpful in averting such cases as wrong-patient surgery since well-defined roles would hold the employees responsible for the safety measures (Herold et al., 2025). One can create a culture of accountability in the organization that can lead to compliance and reduce the opportunities of lapses (Kim et al., 2020). Open reporting systems also enhance Governance since the errors can also be identified and rectified early enough, and a culture of reporting safety concerns without fear of being punished ought to be encouraged among the personnel (Cromie et al., 2025). Online incident reporting systems are capable of assisting in the real-time reporting and analysis process with the input of the trends and improvement opportunities (Aranaz-Ostariz et al., 2022).
3.3 Improving Communication
Multidisciplinary Communication also plays a major role in preventing wrong-patient surgery since a seamless flow of information among doctors, nurses, and administrative staff will result in a patient being identified in the right way (Woo et al., 2025). Structured communication protocols are used to reduce the risk of missing crucial details, such as standard handoffs at the conclusion of the shifts (Cromie et al., 2025). The Communication between departments will be more efficient through digital platforms as they will update patients in real time, notify the teams regarding discrepancies or differences in records, and optimize the interdepartmental coordination (Herold et al., 2025).
3.4 Improving Efficiency
The hospitals should also be sure that they are optimistic in both technical and allocative Efficiency to prevent errors. One of the elements is technical Efficiency, which involves the availability of the right resources, including the staff, equipment, and technology needed and effectively used to ensure patient safety (Aranaz-Ostariz et al., 2022). An error in the identification of patients may be reduced through the improvement of patient identification infrastructure, such as implementing a biometric system or improved electronic health records (EHRs) (Kim et al., 2020). In this situation, the priority of resources should be to where the risk of patient safety is the most significant so that critical interventions can be assigned, such as in the operating room or emergency department (Woo et al., 2025).
3.5 Continuous Learning
Continuous learning is needed to enhance patient safety. The regular staff members (including the WHO Surgical Safety Checklist) should be trained on safety to ensure that the healthcare providers are aware of the best practices (Cromie et al., 2025). The exercises carried out through simulation make the staff train on the physical side of the issues related to possible errors within a controlled setting, which proves the necessity of verifying and communicating (Park et al., 2023). The errors are further minimised with the involvement of the patient in their safety, such as verifying the identity before surgery (Kim et al., 2020). Introduction of a learning health system with the incorporation of ongoing data collection and feedback mechanisms can assist hospitals in tracking incidences, defining which problems can be repeated, and updating protocols based on evidence in real-time. The culture of active improvement has to be developed (Herold et al., 2025).
Conclusion
The primary problem identified in this case study is the wrong-patient surgery that happened due to systematic errors that include poor leadership, Governance, Communication, and clinical oversight (Aranaz-Ostariz et al., 2022). The leadership and governance systems were inefficient regarding the routine application of patient safety interventions, and decision-making was concentrated, which prevented promotion and timely reaction to mistakes (Woo et al., 2025). The mistake would have been avoided through an empowered leadership approach that would have facilitated the immediate action of the frontline staff (Cromie et al., 2025). Systems thinking allows highlighting the aspect that the wrong-patient surgery is not a one-off incident, but a symptomatic issue relative to the deeper organizational issues, including communication breakdown, leadership collapse, and poor governance structures (Kim et al., 2020). The answer to these issues is in transformational and emotionally directed leadership that would build a patient safety-focused culture, and powerful structures of Governance that would hold someone accountable and publicly disclose (Herold et al., 2025). The coordination in real-time and the elimination of errors are achieved due to the digital reporting platforms and the enhancement of multidisciplinary Communication (Woo et al., 2025). One of the methods of ensuring that the resources are efficiently used is enhanced Efficiency (technical and allocative), and the system of patient identification is reliable (Aranaz-Ostariz et al., 2022). The proactive safety culture is developed, and the error rates are reduced through the sustainable learning process in which staff members are trained, simulated, and involve patients in the process (Kim et al., 2020). Through these evidence-based suggestions, medical institutions can transform the leadership style, improve Governance, improve Communication, and develop a culture of learning, and this will not only decrease the incidence of medical errors but also guarantee patient outcomes (Cromie et al., 2025; Herold et al., 2025). The systemic reforms and effective leadership are important to put patient safety at the heart of any healthcare system (Woo et al., 2025).
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