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Introduction 
The case study used to develop the present report discusses one of the severe patient safety events at the Kota Medical College Hospital in Rajasthan, India, on 12 April 2025. In this case, a senior citizen who was waiting for his son’s surgery was mistakenly sent into the operating theatre, anaesthetised and given an incision that belonged to a different patient (South China Morning Post, 2025). The mistake was caused by failure in patient identification procedures, the staff used verbal confirmation instead of official verification measures. The case illustrates important leadership, governance, and system design failures in healthcare, making it highly relevant for analysing how leadership effects patient safety and organisational performance.
The concept of leadership in health and social care may be explained as the capacity to influence people, teams, in order to fulfil common aims, especially safe, effective and patient-centred care (Schaub et al., 2021). It entails leading medical workers, promoting cooperation, and accountability in complicated systems. Leadership does not limit itself to formal authority; the leader needs to influence behaviours, shape organisational culture, and train better progress.
Centralisation is where decision making power is concentrated at the high levels of management in order to enhance uniformity and control (Dougherty et al., 2021). Conversely, decentralisation spreads power between different tiers, whereby it is flexible and able to respond to local demands (Dougherty et al., 2021). The two methods have strengths and weaknesses and their success lies on the leadership ability to combine them into the system.
Transformational leadership embraces inspiration, motivation as a way of influencing teams to have greater performance and accommodating change (Rojak et al., 2024). Transactional leadership focuses on order, rules, and monitoring performance, whereas situational leadership posits the change of leadership styles according to the situation and requirements of the team (Mardikaningsih and Darmawan, 2022). Task-based and people-based methods of leadership differ in behaviour and both can influence healthcare outcomes.
Selecting the appropriate leadership style is crucial, especially during an emergency or a risk-prone scenario like surgery. Poor leadership may result in communication failures, low accountability, and patient harm, and promote effective leadership, coordination, decision-making, and safety (Katantha et al., 2025). This report will evaluate the selected case using systems thinking, researching governance and structure, assessing leadership strategies, and offering an evidence-based solution to enhance healthcare performance and patient safety.
[bookmark: _Toc226268522]Main Body and Analysis
Identifying the Problem and System Context
The main issue in the case of the Kota Medical College Hospital is mistaken-patient surgery in which an aged man was anaesthetized and cut to perform a dialysis fistula procedure on another patient (South China Morning Post, 2025). This error occurred due to the flaws in the methods of identifying patient, especially, when the patient responded to the name which was close to the one and was sent to the surgery without the necessary check-up. This incident represents a serious “never event”, defined as avoidable patient safety event that must not take place in case proper systems and protections exist (Zaslow et al., 2022). More importantly, such was not a single human mistake but a reflection of the greater systemic failures of communication breakdown, weak governance and insufficient leadership supervision.
Another significant question on the international level is patient safety. According to the information presented by the World Health Organization (WHO), it is estimated that 1 in 10 patients on planet earth are harmed during healthcare provision, or unsafe care is a combination of negative incidents resulting in millions of cases annually (World Health Organization, 2023). Moreover, the WHO estimates indicate that 50% of these harms are avoidable, which points toward systemic flaws instead of risks that are inevitable (World Health Organization, 2023). Surgical safety specifically is a major issue, with around 234 million surgical procedures performed globally each year, and a substantial proportion associated with complications due to preventable errors such as misidentification (Barimani et al., 2020). These global statistics of patient safety directly correlate to the Kota incident, where patient identification and communication failures were witnessed due to poor local execution. This illustrates the probability of greater systemic risks being converted to a particular surgical error.
[image: ]
Figure 1: Deaths Amenable to Healthcare in India and Its Neighbours
Source: (Yadavar, 2018)
National healthcare systems also present a high number of reports on patient safety issues. As an example, the NHS in England reported more than 2 million patient safety incidents every year, with identification errors being a common issue (NHS England, 2019). Moreover, medical negligence has huge financial repercussions on the NHS, and liabilities exceeding £58 billion show the extent of damage resulting due to avoidable error (Campbell, 2025). Similarly, in India, despite underreporting of complete national data, there is evidence of a high burden of preventable harm with around 1.6 million of deaths being attributed to low quality of care and an additional 838,000 deaths being attributed to non-use of healthcare services, meaning healthcare system failures are a major contributor to avoidable mortality (Yadavar, 2018). Additional issues that contribute to such incidents in the Indian healthcare system include large patient volumes and resource scarcity.
Data provided by global agencies like the Institute of Healthcare Improvement (IHI) also support the importance of the problem. The IHI indicates that among the most dominant causes of adverse events in healthcare, there are failures in primary safety processes, such as patient identification, and communication (Albaadani et al., 2024). It has also been shown that structured safety interventions (i.e. surgical checklists) can lower complication and mortality rates by up to 30-40% which proves that such mistakes are avoidable through improvements in the system (Rodwin et al., 2020).
The Kota case clearly reflects multiple systemic weaknesses. First, the communication process was deficient, as medical personnel trusted to verbal confirmation instead of using definite identification rules. Secondly, accountability was inadequate as there were no particular responsibility lines that were laid in terms of ensuring patient identity prior to surgery (Wevling, 2024). Third, leadership failure manifests through the lack of high-quality safety culture and the inability to enforce standard operating procedures. The weaknesses highlight the principles of systems thinking where negative consequences are resultant interactions of the system components rather than the personal actions.
As far as governance is concerned, the issue can be followed at a variety of levels. Locally, the management of the hospital was not responsible enough to ensure that patient safety procedures were followed. At regional level, it seems that there are inadequate surveillance and control measures to maintain safety provisions. The gaps in regulatory frameworks and patient safety policy confuse the inconsistent implementation of the healthcare institutions on the national level (Dunbar, Keyes and Browne, 2023). This multi-level governance failure highlights the complexity of healthcare systems and the need for coordinated leadership and accountability.
The problem is also upwardly complicated by underlying challenges. Healthcare system in India experiences the problem of shortage of workforce where medical professionals are not evenly distributed across the regions (Mehta et al., 2024). Public hospitals due to a large number of patients per day cause time constraints and the risk of errors. Additionally, the underinvestment in digital health infrastructure implies that patients can be identified manually in many hospitals, which leads to the increased chances of error (Abernethy and Afsar, 2026). Healthcare environment characterized by high workload and staff deficits is likely to experience safety incidents, which supports the systemic character of the issue.
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Figure 2: Rich Picture
Source: (Self-created)
As demonstrated in Figure 1, a Rich Picture of the case can be used to visualise the interaction of people, processes, and structures to produce the result using a systems thinking approach. The main stakeholders are the patient, nursing staff, surgeons and hospital administrators. The breakdown of communication was mostly during patient identification stage where the verbal confirmation of identification was made instead of the formal verification protocols. There was a severe dependence between nurses and surgeons with a situation whereby pre-operative checks done by nurses were not independently verified by surgeons. However, the critical checkpoints, including identity check, were non-existent or not effective (Kumar et al., 2025).
Several feedback loops and dependencies influenced the outcome. A negative feedback loop exists where weak reporting system cause underreporting of errors hence does not cause learning and safety is maintained (Ebert et al., 2025). It is also possible to identify a reinforcing loop consisting of high patient load and staff pressure decreasing safety protocols, which results in more errors and additional burden on the system. These issues were complicated with communication gaps among staff members and absence of standardised procedures.
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The case of the Kota medical college hospital indicates a healthcare system adopting a hybrid design with both centralisation and decentralisation, which is common with the Indian healthcare system on the side of the state sector. Policies, standards, and regulatory frameworks are mostly made in the national and state level whereas operational decisions and service delivery is completed locally in hospitals. This two-tier structure has a major impact on the outcome of decision-making, accountability, and safety of patients.
Centralised System Analysis
Centralisation is whereby decisions are made at a greater level of management like government or a senior management of a hospital (Ramsay, 2025). India Healthcare governance in India is informed by national guidelines provided by institutions like the Ministry of Health and Family Welfare, among the state-level health authorities. These institutions develop guidelines that are concerned with patient safety, surgical operations, and hospital operations.
Centralisation can be seen through the establishment of standard operating procedures (SOPs) of surgical safety and patient identification in the context of the Kota case. As a case in point, internationally acknowledged guidelines like the WHO Surgical Safety Checklist are created to ensure that the patient is identified properly prior to surgery (World Health Organisation, 2009). These are usually specifications required at the higher levels and spread throughout the healthcare organisations.
The benefit of centralisation is that it guarantees standardisation and control by the regulator (Ramsay, 2025). To decrease the difference in clinical practice, uniform policies can help to improve safety outcomes. The traces indicate the introduction of centralised surgery safety measures can prevent complications and mortality up to 30-40%, which proves to be effective when implemented effectively (World Health Organisation, 2019). Additionally, possible allocation of resources and focus on nationwide health priorities through centralised systems.
The Kota incident, however, signifies important weaknesses of centralisation, especially in practice. Procedures must have been present but they were not applied. This is a problem inherent in centralised systems where compliance to policies at the front line is poor (Ramsay, 2025). A concentrated decision-making process at top echelons can result in loss of touch with reality on policy and its implementation. Moreover, systems of centralisation can cause bureaucratic delays, loss of such adaptability to front line employees to respond swiftly to situational risks (Ramsay, 2025).
Statistical evidence of health institutions worldwide indicates that adherence to safety measures may decline when the workload is high. Compliance with centrally prescribed practices can be uneven even in resource-dependent contexts such as in public hospitals in India, where the number of patients is large. This disconnect between policy and practice is the direct cause of the patient identification failure in the Kota case.
Decentralised System Analysis
Decentralisation is the delegation of decision-making power to lower levels or departments of a hospital or single healthcare professional (Sapkota, 2023). The healthcare system in India gives hospitals such as Kota Medical College liberty in running the day-to-day operations such as admission of patients, management of workflow, and the surgery performed.
In this case, decentralisation can be seen through the accountability of frontline employees such as nurses, ward assistants and surgical teams to confirm patient identity and proper procedures. Such decisions are executed on the fly, without the immediate supervision of superiors (Sapkota, 2023). Trained professionals are expected to use judgment and are expected to act under laid down procedures in a decentralised system.
Flexibility and responsiveness is the main benefit of decentralisation. The local teams are able to make rapid decisions that are based on the immediate situations and this is necessary in the dynamic healthcare settings. Decentralisation also leads to empowerment and accountability of the staff, since the actions directly depend on people (Sapkota, 2023).
Nevertheless, the Kota incident shows that there are serious negative aspects of decentralisation especially when there is no effective governance and control. The absence of this reassurance in identifying the patient could indicate a lack of responsibility in the local level (Akyirem et al., 2022). The absence of strong monitoring systems may create inconsistency in practice and risk of error when the decentralised decision-making is involved.
Evidence indicates that healthcare facilities characterized by insufficient oversight and excessive workload are susceptible to safety incidents. To illustrate the point, studies have shown that understaffing and time pressure can reduce adherence of safety measures by a range of 20-30%, increasing the eventual error in question (Andel et al., 2021). In India, where public hospitals often face high patient-to-doctor ratios, decentralised systems may struggle to maintain consistent quality and safety standards.
Critical Comparative Analysis
Kota case suggests centralisation or decentralisation is not quite enough to guarantee patient safety. Rather, the interplay between two structures is a decision-making factor in results.
Centralisation offered the structure of safety by having structures but could not offer proper implementation and monitoring. Decentralisation enabled frontline employees to operate without oversight, whilst the lack of proper accountability systems resulted in essential mistakes (Sapkota, 2023). This imbalance led to the system with the diffusion of responsibility and the lack of oversight. The system structure impaired effective response in terms of crisis management. Lack of stringent verification process at point of care implies that effective supervisory controls did not support decentralised decision-making (Plebani et al., 2024). Moreover, the absence of real-time monitoring systems implied that mistakes would be identified only after they were already caused.
The hybrid system was ambiguous in terms of accountability. The rules are determined at central levels yet the local, on-the-job staff had to implement them, which created lapses about responsibility. This represents a typical challenge in the healthcare systems where the lack of cohesiveness in governance undermines accountability systems (Sigawi, Yosef and Tal, 2025). This analysis is further supported with numerical evidence. Those high patient loads with inadequate staffing, are more likely to result in shortcuts to the procedure. There is research evidence indicating that hospitals with resource constraints tend to be more prone to adverse events, which supports why combined governance and leadership is essential.
[bookmark: _Toc226268524]Leadership Theories and Application
In the Kota Medical College incident, major lapses in leadership that contributed to a preventable patient safety error. The leadership theoretical frameworks of transactional, transformational, and situational leadership can be applied to this case to critically uncover how leadership behaviours contributed to the performance of the system, the behaviours of staff, and the eventual patient outcomes. This part includes an assessment of the suitability of a leadership strategy, which is backed through safety data and healthcare systems evidence.
Transactional Leadership: Presence but Ineffective
Transactional leadership is founded on regulated procedures, principles, and performance examination. In the medical field, it plays a vital role in the observation of medical protocols including patient identification and safety surgery (Mekonnen and Bayissa, 2023). In the Kota case, elements of transactional leadership were present in the form of existing protocols and standard operating procedures (SOPs). However, the effectiveness of this leadership style was severely limited due to poor enforcement and monitoring.
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Figure 3: Transactional Leadership
Source: (MBA Skool, 2021)
The inability of checking patient identity speaks of breaches of the compliance systems, which implies that the leadership failed to screen and enforce compliance with safety protocols. Healthcare system evidence indicates that effective application of strong transactional leadership can considerably minimize errors owing to accountability and habitual reviews (Mekonnen and Bayissa, 2023). As an example, an organized safety measures such as surgical checklists has been proven to help minimize complications by 30-40% (Rodwin et al., 2020). Nevertheless, these protocols in this instance became useless in the lack of monitoring structures.
Importantly, transactional leadership here involved reaction and not proactive. Leadership was based on the belief that employees would comply with rules without close supervision (Al-Rjoub et al., 2024). Transactional leadership thrives on regular supervision, feedback and reinforcement, all of which this passive style weakens. Consequently, the leadership approach did not align in a high-risk clinical unit that demanded strict adherence and attention.
Transformational Leadership: Absence of Safety Culture
Transformational leadership focuses on inspiring, motivating, and empowering staff to achieve higher standards of performance and embrace organisational goals (Hamdan et al., 2024). It is important in healthcare, where culture of safety, accountability, and continuous improvement is developed.
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Figure 4: Transformational Leadership
Source: (Ugochukwu, 2025)
Lack of transformational leadership is evident in the case with Kota. No indications of vigorous safety culture in which staff members felt accountable in checking patient identity or in challenging possible mistakes were found. Transformational leaders usually endorse shared vision and foster open communication and are very keen on patient safety as a principle (Hamdan et al., 2024). The shortage of such elements led to the system where mistakes could be made without opposition.
Healthcare system data proves the role of transformational leadership. Research indicates that hospitals whose staff is highly engaged and leadership is supportive have fewer adverse events and greater adherence to safety measures (Ystaas et al., 2023). To illustrate, enhanced engagement in leadership has been associated with decreases in harm to patients and increased safety incident reporting, which is vital to organisational learning.
Conversely, Kota case shows a low-engagement environment that might have seen employees work under pressure without obvious motivation or support in leadership. Lack of a cultural change, encouraged by leadership, implied that safety measures were rather a routine than a serious requirement (Ystaas et al., 2023). This leads to major limitations: without transformational leadership, the system is not purpose-driven but compliance-driven, which puts threat of making a mistake.
Situational Leadership: Failure to Adapt to Context
Situational leadership underscores the importance of letting the leaders adjust their leadership style; according to the situation context, complexity and situational needs. Leadership in high-risk health care settings like the operation room should change to a more commanding and alert style and holds paramount importance of taking all the essential safety measures (Ungar-Sargon, 2025).
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Figure 5: Situational Leadership
Source: (De Bruin, 2020)
The situational response taken by the leadership in the Kota case was not appropriate. The operating theatre is a high-risk environment in which it is essential to have strict protocol and active oversight. This absence of identity verification, however, implies that leadership did not appreciate the necessity to have increased control and supervision in this case (Ungar-Sargon, 2025).
Instead, situational leadership would have demanded a blend of both directive (task-oriented) and supportive (people-oriented) behaviours, which guarantees compliance and staff involvement (Wang et al., 2024). The adaptive leadership has been shown to enhance team performance and diminish mistakes especially in the complex clinical environment. The inability to modify the leadership style led to a disruption in safety processes.
Reactive vs Proactive Leadership
Leadership dynamic is a huge problem in this case. The system operated without foreseeing any risk, rather, it operated on routine. Proactive leadership, on the other hand, means knowing risks before they happen, taking preventive measures, and constantly reviewing performance (Lai, Wee and Frimpong, 2024). Data on patient safety research indicate that proactive leaders approach such as regular audits and safety education are effective ways of reducing errors (Lai, Wee and Frimpong, 2024). Without these measures, the systems are susceptible to failures that are foreseeable. The Kota incident indicates lack of foresight and risk management, that is, the leadership was not focusing on prevention.
What Could Have Been Done Differently
A better management style would have incorporated transformational, transactional, and situational aspects. Transformational leadership would have created a safety-accountability culture that would make the staff focus on patient verification (Al-Rjoub et al., 2024). The active application of the concept of transactional leadership might have ensured the protocols were followed since there would have been monitoring and feedback. With situational leadership, leaders would have been able to respond to the high-risk situations, making safety procedures strictly followed (Mardikaningsih and Darmawan, 2022). In addition, the combination of distributed and emotionally intelligent leadership could have also contributed to the improvement of communication and coordination in the group. Leaders will find it easier to discover and reduce the risks that are present by communicating with the personnel, understand their concerns, and free dialogue. Emotionally intelligent leadership will result in more effective teamwork, reduced stress, and favorable patient safety outcomes.
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Kota Medical College incident is a case of failures in leadership and governance to produce a devastating patient safety outcome. It was not a single point mistake but a result of poor management caused by the presence of inappropriate communication channels and lacking leadership behaviors. Such interactions that are critically analyzed are useful in recognizing the missed opportunities and in developing the foundation of evidence-based changes.
Interaction Between Leadership and Governance
Governance lays down policies, guidelines, and accountability frameworks whereas leadership makes sure that the policies are put into practice and efficient in operation Governance mechanisms in this case, like patient identification protocols, are likely present, but not actively applied by the leadership on the ground (Belrhiti et al., 2024).
This lack of vigilance and oversight is a lack of a connection between policy formulation (governance) and policy implementation (leadership) (Lindquist, 2020). This is a typical problem in healthcare systems in which centralised policies are not sufficiently converted into practice. Consequently, responsibility is dispersed and lack of application of safety measures is experienced.
Healthcare systems evidence that poor leadership and weak governance are both significant risk factors of adverse events (Harrison et al., 2015). Indicatively, literature indicates that organisations having weak safety governance mechanisms have increased rates of avoidable harm, a fact that supports the need to match actions of leaders with governance structures.
Missed Opportunities and Evidence-Based Solutions
Problem 1: Failure in Patient Identification Systems
The main error in the case was that a robust patient identification process was not implemented.
Data: Studies have reported that misidentification errors are a leading factor in surgical complications worldwide, and the use of standardised verification systems can eliminate them by as much as 30-40% (Rodwin et al., 2020).
Improvement: Establish the use of the multi-step identification procedures, such as wristbands, digital verification and barcode scanning as mandatory (Riplinger, Jiménez and Dooling, 2020). These systems ensure that identity of patients is verified at more than one stage, eliminating the use of verbal communication.
Problem 2: Weak Accountability and Monitoring
Monitoring and supervision were not evident as there was no distinct accountability to confirm the identity of the patients (Vrangbæk and Byrkjeflot, 2016). 
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Figure 6: Reporting of Medical Errors in Healthcare Systems
Source: (APRA, 2021)
Data: Some evidence indicates that in certain health systems, up to 31% of the cases of error remain unreported, hindering learning and improvement (APRA, 2021).
Improvement: Adopt electronic incident reporting technology that would help in keeping track of mistakes and near misses in real-time (Bell et al., 2020). Non-punitive reporting culture should support these systems to promote transparency and learning.
Problem 3: Communication Breakdown
The use of verbal identification becomes essential, which emphasizes an essential communication failure (Garcia et al., 2025).
Data: Incidents related to communication take a significant percentage of patient safety events, and many lead to moderate to severe injuries (Willingham, 2023).
Improvement: Standardise communication using measures like checklists, organised handovers (e.g., SBAR), and team briefings before surgery operations (Willingham, 2023). It has been evident that team communication enhances coordination and eliminates mistakes.
Problem 4: Leadership Failure and Lack of Safety Culture
Lack of active leadership also led to the inability to make patient safety a priority.
Data: Research findings indicate that hospitals that experience high leadership and employee engagement levels record reduced rates of adverse events and increased adherence to safety measures (Schaub et al., 2021)/
Improvement: Establish transformational leadership initiatives aimed at the creation of safety culture, staff engagement, and responsibility (Al-Rjoub et al., 2024). Leaders must personally interact with frontline personnel and build upon the value of patient safety.
Problem 5: Resource Constraints and Workforce Pressure
Procedural shortcuts were most probably caused by high patient traffic and insufficient staffing.
Data: It is proven that when there is high workload the adherence to safety measures may decrease by 20-30%, which exposes a person to made mistakes (Carayon and Gurses, 2008).
Improvement: Better workforce planning and resource allocation to have sufficient staffing and manageable workloads (Carayon and Gurses, 2008). Moreover, within digital integration, manual workload can be minimized, and efficiency enhanced.
Linking System Structure, Leadership, and Feedback
The Kota case can be explained by interacting system structure, leadership style, and feedback mechanisms. The hybrid centralised-decentralised system offered safety measures (centralisation) and did not guarantee their enforcement on the local level (decentralisation). The leadership was also not proactive to institute these protocols, it was reactive (Dougherty et al., 2021). In addition, the feedback regimes were poor which made learning discouraged in the organisation. Without a suitable reporting and monitoring, errors are not learned and systematic improvement is not created. This creates a vicious cycle and failure proceeds due to the lack of feedback and counter measure. Nevertheless, effective healthcare systems include these elements by ensuring that policies implemented at the central level are strengthened with strong local leadership and feedback. This conformity assists organisations to identify the risks, plan on how to improve them as well as uphold a high standard of care.
Lessons for Health Organisations
Several key lessons emerge from this case:
1. Patient safety requires system-wide integration: Policies alone are insufficient; they must be actively implemented and monitored through effective leadership. 
2. Leadership must be proactive and adaptive: Leaders should anticipate risks, promote safety culture, and respond dynamically to changing situation. 
3. Accountability and communication are critical: Clear roles, structured communication, and transparent reporting systems are essential for preventing errors. 
4. Data-driven decision-making enhances improvement: Collecting and analysing safety data allows organisations to identify trends, evaluate performance, and implement targeted interventions. 
Ensuring Continuous Improvement and Accountability
An organisation that provides healthcare should adopt a continuous learning model in order to sustain progress. This involves the periodic audit, national/international benchmarking and performance measurement. The data should be used to identify issues and determine the effectiveness of the interventions. As an example, it can trace compliance with patient ID practices and incident reporting rate, which might become an indicator of system performance (Hemesath et al., 2015). These organisations that incorporate the same in their governance systems are more likely to achieve accountability and improve performance.
[bookmark: _Toc226268526]Recommendation
Based on Kota medical college incident, the requirements are short-term and long-term improvement of patient safety, effective leadership and performance in the system. The organisation must emphasise on adopting a system safety regime, strengthening governance systems and developing a proactive culture of leadership to reduce such incidences in future.
First, the organisation must introduce a mandatory patient identification system, which includes multi-step ID verification like wristbands, barcode scans and electronic health records. Structured verification processes have been proven to decrease surgical errors by up to 30-40%, thus are an essential intervention (Rodwin et al., 2020). Besides this, WHO Surgical Safety Checklist must be abided by in all procedures that involve surgery (World Health Organisation, 2009). Introduction would be through hospital wide implementation of barcode systems with EHRs and staff training. Compliance rates and a decrease in errors of identification can be used to measure success. Nonetheless, obstacles include cost, training requirements, and new technology resistance.
Concerning leadership, situational coupled with transformational leadership is best suited to for improvement. A powerful safety culture, staff motivation, and accountability are impossible without transformational leadership (Hamdan et al., 2024). Concurrently, situational leadership helps leaders vary their approach depending on the situation, which is why greater control and oversight is necessary in high-value settings such as operating theatres (Mardikaningsih and Darmawan, 2022). This can be done by means of leadership development programmes and frequent safety briefs. The effectiveness can be measured in terms of staff engagement and rates of incident reporting. Cultural change may be blocked by resisting it.
To empower governance, the organisation should put in place strict accountability structures and frequent monitoring. This involves a regular audit, introduction of performance indicators (e.g. adherence to identification protocols), and digital incident reporting systems. Transparency reporting enables organisations to observe patterns, quickly react to risks and develop a culture of openness (Sigawi, Yosef and Tal, 2025). Governance systems must ensure the duty of each level is well established because there is limited ambiguity in decision making. This should be implemented by having digital reporting systems and frequent audits. Measurement of success can be done by greater transparency of reporting and shortened adverse events. Obstacles such as resistance of staff and adoption of systems are barriers.
Improving communication and systems integration is critical. The standardised communication tools that the organisation considers include structured handover (e.g., SBAR) protocols and pre-surgical briefing, as a guarantee of coherency and coordination among personnel (Willingham, 2023). Organisational practices should incorporate systems thinking to integrate element, people, processes and technology. This may be introduced by obligatory training on SBAR and pre-surgical checklists. They can be evaluated by communication error scores and team coordination score. Barriers include time and staff compliances.
To maximize efficiency in technical and allocative aspects, the organisation will need to maximize the use of resources. This involves workforce planning to reduce workload demand and staffing shortages that are reported to increase errors by 20-30% (Goklani, 2025). Digital health technology investments can also contribute to the problem of efficiency by automating routine activities and minimizing human errors. Its implementation includes planning and investment in workforce digital tools. Reduction in workload and enhanced compliance to safety are key measures of success. Implementation can be constrained by budget constraints.
Finally, long-term improvement needs constant learning and involvement of stakeholders. The organisation will need to create feedback mechanisms like regular training, safety briefing and performance review (Ebert et al., 2025). Involvement of the staff in the decision-making process will generate a sense of ownership and accountability. This can be introduced by use of routine training and feedback systems. Outcomes in terms of better reporting and decreased repeat mistakes can be measured. Some of the barriers are engagement of staff and time.
[bookmark: _Toc226268527]Conclusion 
The Kota Medical College Hospital incident review proves that the wrong-patient surgery was not an accidental human mistake but a systematic flaw that was embedded in the leadership, governance, and design of health service systems vulnerabilities. Such critical issues as lack of responsiveness, poor communication, lack of recognition to the patient, low accountability, and lack of proper monitoring were evidenced in the case. This was enhanced with work pressure on high loads and low staffing that increased the lapsing procedure risk.
The results reveal that the combination of a hybrid centralised-decentralised system and poor leadership played a significant role in the negative outcome. Though policies and protocols were in place with centralised governance, it was not well executed in the lower levels due to poor supervision. Meanwhile, decentralised decision making gave autonomy to the frontline staff, but without rational accountability and oversight. Such imbalance created loopholes in accountability and poor patient safety practices.
Leadership role is one of the main determinants. Lack of proactive, transformational leadership led to the deficiency of safety culture and staff engagement. Instead, leadership was more reactive, which did not foresee hazards and did not implement safety precautions. The review revealed that effective leadership performance, particularly a transformational, transactional, and situational can significantly improve patient safety and organisational performance.
Furthermore, systems thinking provided comprehensive thinking of how the interdependent factors, people, processes, and structures contributed to the incident. It emphasized the fact that the process of healthcare outcomes improvement should pay attention to underlying causes rather than individual mistakes. Lastly, the case attracts much attention to the pivotal role that integrates all elements of leadership, governance, and system design to seek sustainable change. A culture of accountability and continual advances and evidence-based approaches can enable healthcare organisations to enhance patient safety and avoid such incidents in the future.
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