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Introduction
Healthcare organisations are complex systems whose leadership, governance and communication are critical in ensuring patient safety and providing high quality care (Hejazi et al., 2026). The breakdowns of such interrelated factors may lead to avoidable negative incidents to reduce social trust and organisational performance. This report is a critical analysis of the patient safety event that took place at Kota Medical College Hospital, Rajasthan, India in April 2025, when an aged man with his son was mistakenly diagnosed as a different patient and was admitted into the operating theatre(SCMP’s Asia desk, 2025). He was not adequately verified as an identity and an anaesthetic was made and an incision was made before the mistake was realised. Even though no significant surgical operation was performed, what occurred revealed great inadequacies in patient identification, communication, clinical governance and organisational supervision. This report aims to critically examine such failures and come up with evidence-based approaches to enhancing leadership, governance, and patient safety.
Health and social care leadership can be defined as the process of influencing people and multidisciplinary teams to accomplish mutual organisational objectives without jeopardizing patient safety, effective, and patient-centred care (Tdmu.edu.ua, 2025). Good leaders have a clear vision, foster teamwork, enhance accountability, and foster a culture that facilitates lifelong learning and quality enhancement. Leadership also influences organisational reactions at time of uncertainty and crisis when critical action and decision are crucial.
The healthcare organisations usually have a centralised or decentralised system (Ohrling, 2026). Centralisation puts power and strategy at the top-level management, enhancing uniformity and oversight, and decentralisation spreads decision-making among frontline teams, which can be more responsive and hold front-line accountability (Umoh E., 2025). The choice of an organisational structure has a bearing on communication, governance, and patient safety outcomes. On the same note, the various leadership styles such as transformational, transactional and situational leadership have their own advantages with respect to organisational conditions. Transformational and cultural change are encouraged by transformational leadership, compliance with regular procedures by transactional leadership, adjustment of leadership behaviour based on the complexity of the environment by situational leadership (El-Hage and Sidani, 2023).
In this report, systems thinking is used to explore the cause of the incident and then analyse the governance structure and leadership approach of the organisation. It also looks at the role played by leadership in organisational performance and concludes with evidence-based recommendations which can help improve governance, communication, accountability and constant quality improvement in healthcare organisations.
[bookmark: _Toc237011239]Main Body and Analysis
Identifying the Problem and Setting the System Context- Applying Systems Thinking and the Rich Picture
The main issue in this case study was a disastrous malfunction of patient identification that led to the wrong preparation of an elderly man and anaesthesia and an unwarranted surgical incision in Kota Medical College Hospital, Rajasthan, on 12 April 2025. The patient did not come to the hospital to undergo surgery but was with his son who had been admitted to the hospital after a road traffic accident (South China morning post, 2025a). Having answered the name of another patient, he was taken directly to the operating theatre without identity verification, consent and preoperative safety checks required. Only after his son underwent surgery and informed hospital staff the error was discovered. Though the procedure has been interrupted before the completion, the incident is a graphic preventable patient safety incident, which illustrates some failures that are not limited to a single clinical error but include organisational governance, communication, leadership and safety culture.
In the system thinking approach, it is not possible to consider the incident as a result of the error made by an individual. Systems thinking is based on the argument that healthcare results are a product of interactions between individuals, organisational systems, clinical processes, technology, organisational governance arrangements and organisational culture. The events that happen adverse are those in which several defensive barriers break at the same time, and not due to a single action. Verbal confirmation was used in the current case instead of formal patient identification, interdepartmental communication was not effective, preoperative verification procedures were not used, cross-check of the multidisciplinary team did not happen, and leadership control was unable to guarantee adherence to the set surgical safety measures. All these failures, combined together, diminished the resilience of the healthcare system and enabled some harm to be caused, which could have been prevented.
This incident has a broader meaning in the evidence of patient safety globally. According to estimates by the World Health Organization (WHO), about one in every ten patients is injured in the course of healthcare delivery and over three million individuals are killed annually due to unsafe healthcare (Howick et al., 2024). Moreover, more than half of the harm to patients can be deemed to be preventable with the help of intensified governance, leadership, standardised clinical procedures and better safety systems. 
International data also prove that wrong-patient and wrong-procedure events still take place despite safety standards. These events are categorized by NHS England as Never Events, i.e., they can be completely avoided because efficient national safety nets are already in place. In 2025-2026 the NHS provisionals reflected 403 Never Events, 166 of which were wrong-site surgeries and 17 were surgeries performed on the wrong patient(England, 2025). 
Both the Institute of Healthcare Improvement (IHI) and the WHO stress the importance of creating many defensive layers of safety against human error instead of depending on competence of individual healthcare providers. These organisations encourage standardised communication, safety checklists, teamwork across multiple disciplines, incident reporting and ongoing organisational learning to enhance system resilience. However, as the case of the Kota Medical College showed, these protective mechanisms were not in place. 
Systemic weaknesses in communication, accountability and leadership are also revealed by the incident. Communication breakdown occurred due to the use of verbal recognition as opposed to normalised patient identifiers like name, date of birth and hospital registration details by the healthcare professionals. The lack of accountability was further compromised by the fact that none of the multidisciplinary surgical team questioned the identity of the patient even though normal preoperative preparation was not done. The lack of leadership was manifested in the form of poor supervision, lack of monitoring of protocol adherence and failure to entrench a robust patient safety culture whereby personnel felt obliged to challenge unsafe practices. This left the organisation reliant on personal assumptions and not solid clinical systems, which heightened the chances of avoidable harm.
The most common governance failures were at the local organisational level where hospital management, clinical governance committees, supervisors operating theatres and heads of departments have the role of implementing national standards in patient safety. Though there are extended regulatory standards set by state and national health agencies that offer policy guidance, the hospital itself is tasked with ensuring that staff training, patient identification compliance, clinical auditing and risk management. Reactive governance was evident in the formation of a three-member investigation committee after the incident, but good governance ought to have detected these weaknesses through regular monitoring, before the patients suffered injuries.
System vulnerability was compounded by underlying organisational challenges. Indian public hospitals are often forced to work with high patient flows, staff shortages, rising demand and limited resources. These pressures can be a cause of communication breakdowns, less adherence to safety measures and more cognitive load on the healthcare workers. 
b. Centralisation or Decentralisation within the Case Study
Organisational Structure and Governance: A Predominantly Centralised Healthcare System
Kota Medical College Hospital, Rajasthan, is part of the public healthcare sector in India that is characterised by a largely centralised organisational model. The State Health Department and the Ministry of Health and Family Welfare (MoHFW) have an administrative role in the operation of the public medical colleges and tertiary hospitals, and the critical decisions regarding governance, finance, staffing, quality assurance and patient safety are made by the senior hospital management(Chokshi et al., 2016). 
This centralised decision-making process is exhibited in the patient safety incident. The response was initiated by the senior management as opposed to individual clinical departments after the elderly man was mistakenly anaesthetised and an incision was made on his arm. The hospital principal instantly commissioned the establishment of a three-member investigation committee to probe the incident and report within 72 hours. This depicts how the levels of authority were still centralised at the high levels of organisations where accountability on investigating, taking corrective measures and communicating on issues was not delegated to the frontline teams but was handled by the administrative system.
Centralised system of governance offers a number of benefits to healthcare organisations. Standardisation of clinical practice is the greatest advantage (AHISP, 2026). Standardised operating procedures make sure that patient identification, informed consent, surgical safety checks and infection prevention procedures are practiced uniformly across departments. The World Health Organization (WHO) highlights that standardised patient safety practices can greatly minimise preventable harm and also estimates that over half of the adverse events that take place in healthcare can be prevented by effective safety systems and governance. Thus, centralisation allows the leaders of hospitals to implement consistent policies that minimize differences in clinical practice and enhance the quality of care.
Centralisation enhances accountability in organisations as well. The reporting relations are also well established and therefore the performance of the departments within the hospital can be monitored by the use of governance committees, clinical audits and incident reporting systems. This allows organisations to detect policy violations, inquire about negative incidents and take remedial measures in a systematic manner. In this instance, the formation of formal investigation committee was an indication of the accountability systems that were related to hierarchical governance. 
The other significant benefit is the effective distribution of scarce healthcare resources. The financial constraints of the public hospitals often lead to the growth of the patient demand and lack of workforce. Centralised leadership enables the top management to manage the staffing, development of infrastructure, acquisition and quality enhancement programmes based on organisational priorities. This integrated strategy is mostly useful in large teaching hospitals where several clinical departments are struggling over scarce resources and where uniform governance cannot be ignored to ensure efficient operations.
However, centralisation can only be effective when it is successfully implemented at the frontline. Though standardised patient identification procedures were supposed to be in place at the hospital, the event proves the fact that policies were not successfully implemented into clinical practice. The patient was taken to the operating theatre without confirming his identity, informed consent or surgical preparation, which means that there is a gap between organisational policy and operational compliance. 
demerits of the centralised system.
Although it has certain organisational benefits, the Kota Medical College incident has proven that a very centralised governance structure can also pose a considerable challenge to patient safety (Abughazalah et al., 2024). The biggest shortcoming is that decision making usually becomes top-down making less responsive frontline healthcare professionals to proactively address the risks as they occur. In the incident, the patient was moved out of the waiting area to the operating theatre where he was given anaesthesia and an unwarranted surgical incision was done without the multidisciplinary team members having to make independent identification of him. This shows that medical practitioners were dependent on past judgments rather than conducting clinical validation by themselves. This kind of behaviour is a sign of a hierarchical culture whereby adherence to routine processes can override challenging unsafe practices.
Another significant weakness of the centralised system was that communication failed. Surgical care requires constant interaction among the ward staff, the nurses, anaesthetists and the surgeons. In this instance, however, transferring information was carried out on the basis of assumptions as opposed to the organized verification processes. No medical worker questioned the identity of the patient even though there was no routine preoperative preparation, such as verifying the consent, the patient records and the clinical documentation. This indicates that communication channels failed and organisational policies were not integrated into daily clinical practice.
The need to enhance communication and patient identification systems is backed by evidence on an international level. The world health organization (WHO) estimates that every ten patients suffer injuries during healthcare delivery with over three million dying every year due to unsafe care worldwide. In addition, WHO approximates that more than half of the disease caused to patients can be avoided with better governance, leadership, communication and standardised clinical processes. These figures indicate that the issue of patient identification failures continues to be a major healthcare concern on the global level and support the idea that organisations should no longer focus on policy creation but instead shift to ensuring safety practices are implemented on a regular basis.
In a similar fashion, NHS England considers wrong-patient and wrong-site surgical events as Never Events, i.e. an occurrence that is thought to be entirely avoidable, provided nationally recommended safety measures are properly implemented(England, 2024). However, the 20252026 provisional NHS data reported 403 Never Events, of which 166 were wrong-site surgery cases, and 17 wrong patient procedures. These statistics reveal that it is possible to find preventable patient safety events even in medical systems that have well-established regulatory approaches, as long as organisational learning, communication and leadership do not support the established guidelines. Centralised governance is therefore not sufficient to eradicate clinical risk without local implementation and the monitoring process.
The weaknesses in organisational accountability are also evident in the incident. The responsibility should not be confined to investigations of incidents after they have happened but it should be geared towards avoiding adverse events before they happen. This was reactive governance and not proactive risk management despite the fact that the hospital reacted promptly by setting up an investigation committee. Healthcare organisations that are effective constantly strive to ensure that patient identification procedures are adhered to by conducting regular audits, simulation exercises, safety briefings and incident reporting systems. These governance mechanisms could have been regularly applied and the failure in patient identification could have been identified before surgery started.
The centralised governance structure had a mixed impact as far as the crisis management is concerned. On the one hand, the hospital administration acted quickly once they learned about the error by launching an official investigation and informing with external stakeholders. This shows that centralised systems are able to organize organisational responses effectively once negative events take place. Conversely, the hierarchical nature of the same structure impeded early intervention since frontline employees were neither given the authority nor the confidence to question the identity of a patient prior to anaesthesia and surgery. As a result, the crisis was detected by the family of the patient and not by the internal safety systems of the hospital, which demonstrates critical vulnerabilities in the organisational resilience.
c. Leadership Theories and Application to the Case Study
Theories of Leadership and their use in the Case Study.
Proper leadership is critical to providing quality, safe healthcare as it impacts organisational culture, employee behaviour, communication and patient outcomes (Hoxha et al., 2024). In contrast to management that is concerned with planning and controlling of organisational activities, leadership motivates medical professionals to strive to achieve a common vision as well as fostering accountability, teamwork and improvement. The patient misidentification episode at Kota Medical College Hospital proves that leadership failures may also help to produce major incidents of patient safety. The resultant waste of administration of anaesthesia and surgical incision was not only due to the human error, but also due to the leadership, governance and organisational culture weakness. 
Transformational Leadership
Transformational Leadership Theory is the theory created by Burns (1978) and Bass (1985) and is based on motivating employees with the help of the common vision, promoting innovations, empowering employees and establishing the culture of the continuous improvement (Google Books, 2026b). Transformational leaders in the health sector can influence multidisciplinary teams to focus on patient safety, facilitate learning and empower the staff to confront unsafe practices without the fear of blame. These leaders create a sense of psychological safety, which means that the welfare of patients will be the main organisational goal.
The Kota Medical College case shows that there is a substantial lack of transformational leadership. During the journey of the patient, various healthcare practitioners such as ward staff, operating theatre nurses, anaesthetists and surgeons could have verified the identity of the patient before surgery was started. Nevertheless, none of the team members asked the patient to be present in the operating theatre even though the routine preoperative verification procedures were not carried out. This implies that the organisational culture did not believe in active patient safety behaviours, but in the completion of routine tasks.
Transformational leadership is proven to be effective in healthcare. Studies have repeatedly indicated that hospitals with transformational leaders have high levels of employee engagement, better patient safety cultures and reduced adverse clinical event rates (Curado and Santos, 2021). Moreover, the World Health Organization estimates that greater patient harm can be prevented by stronger leadership and governance and safety systems (more than 50 percent). Transformational leadership would have been integrated in Kota Medical College Hospital so that the members of staff could be motivated to be open-minded to challenge anomalies and intervene before it was too late.
Transactional Leadership
Transactional Leadership is based on ensuring organisational performance by clearly defining roles, policies, supervision and accountability (Wuryaningrat, Hidayat and Kumajas, 2024). The main feature of this style of leadership is compliance with the standard operating procedures, monitoring of performance and disciplinary measures. 
The leadership model of Kota Medical College Hospital indicates some traits of transactional leadership. Patient identification and surgical verification should have been in place as standard operating procedures and the onus to bring these procedures into practice was the responsibility of the departmental managers and senior clinicians. After the occurrence, the hospital administration formed an investigation team of three to help ascertain accountability and find out the lapse of procedure. On the one hand, it indicates that there was formal governance and compliance with regulations; on the other hand, it reflects that the intervention of the leadership came after the negative event had already happened.
Importantly, the incident reveals the weakness of the approach of using transactional leadership exclusively. Even though there were rules and protocols, they were not enforced and observed properly. Employees followed standard procedures without personally checking patient identity, which means that compliance with the procedures replaced critical thinking. Thus, the role of transactional leadership in the organisation was reactive, not proactive, as the organisation only dealt with failure after patients were already injured.
Situational Leadership
The situational Leadership Theory created by Hersey and Blanchard (1969) suggests that leaders who are successful must change their leadership style based on the situation, organisational environment and competence of the team members(Marchito, García and de, 2025). The environment that healthcare organisations work in is dynamic and unpredictable, and leaders need to act swiftly to adapt to a changing clinical situation without jeopardizing the safety of patients. 
The Kota Medical College incident is an example of not using situational leadership. As the patient experienced various phases of the surgical pathway, there was no leader or healthcare professional who realised the risks that were developing and adjusted the clinical process. Rather, employees still used normal procedures even when there was no proper patient identification. 
Leadership and Emotional Intelligence (Distributed).
Despite the crucial role of the senior management in the healthcare governance, contemporary healthcare acknowledges the value of the Distributed Leadership, in which leadership is distributed among multidisciplinary teams, instead of being centralised among senior management (Svensson and von Knorring, 2025). Distributed leadership also enables nurses, anaesthetists, surgeons and staff in the operating theatres to take an active part in making decisions and confront unsafe clinical practices irrespective of professional rank.
Emotional Intelligence Leadership is closely connected with it and is centered on empathy, communication, self-awareness and relationship management (Olabode, 2026). Leaders who are emotionally intelligent have psychologically secure work environments that employees feel comfortable about expressing their concerns without fear of reprisal or punishment. 
Assessment of Leadership Effectiveness.
A critical analysis of the case reveals that the leadership strategy implemented in Kota Medical College Hospital was not suitable in the complexity of the situation. The style of leadership was more reactive (command-based) than proactive (purpose-driven). Intervention at an organisational level was only after the family of the patient realised the error and reported it to healthcare providers. The following formation of an inquiry committee was indicative of organisational responsibility but was a reaction to failure, rather than a policy of avoiding damage.
International healthcare has shown evidence of this conclusion. The World Health Organization (WHO) suggests that every tenth patient is likely to suffer some kind of harm during healthcare delivery and over 50 percent of the adverse events can be averted by means of a better leadership and governance and safety systems(World Health Organization, 2023). Likewise, NHS England still registers wrong-patient surgery cases as Never Events, which proves that such cases should not be observed in the case when the recommended safety measures are regularly applied. However, the tentative NHS statistics of 2025-2026 revealed 403 Never Events, which proves that the policies cannot work without efficient leadership and learning in organisations.
The effectiveness of the leadership can also be seen in the form of staff engagement and organisational culture. According to the 2024 NHS Staff Survey, approximately 68 percent of the employees said they were comfortable to raise concerns about their safety, which is an improvement, but the fact remains that approximately one-third of the staff members continue to have barriers to safe issue reporting. This evidence proves that leadership has a direct impact on communication, teamwork and patient safety outcomes. 
Transformational leadership would have been more effective in promoting the organisational culture of safety, situational leadership would have allowed making adaptive decisions, distributed leadership would have allowed multidisciplinary teams to question unsafe practices, and emotional intelligence would have promoted open communication and psychological safety. All these leadership strategies together would have enhanced governance, increase the involvement of staff and greatly minimized chances of patient misidentification. 
d. Improvement, and Lessons Learned
[bookmark: _Toc237011240]Improvement and Lessons Learned
The case of the wrong-patient surgery at Kota Medical College Hospital shows that the occurrence of patient safety incidents is rather unlikely to be caused by the error of a single person. Rather, the negative event occurred as a result of the combination of poor leadership, poor governance, lapse of communication and poor execution of patient safety measures. The response was reactive governance as opposed to a proactive system to prevent harm although the hospital began an inquiry after the incident had taken place. 
Among the opportunities that were lost the most was the inability to adopt effective patient identification processes prior to surgery. The international best practice dictates that healthcare professionals should ensure that they check at least two patient identifiers such as the name of the patient, date of birth or hospital identification number before any invasive procedure is performed(Riplinger, Jiménez and Dooling, 2020). Here, healthcare personnel depended on verbal confirmation more, and the wrong patient entered the operating theatre and underwent an anesthesia procedure. It is estimated by the World Health Organization (WHO) that one out of every ten patients suffer in the course of healthcare, and over half of patient injuries can be averted using a stronger governance, leadership and standardised safety practices. These results suggest that enhancing patient identification systems must be an organisational priority and not just an operational necessity.
The other significant weakness was the weak performance of organisational governance. Clinical audits, risk assessments and reviews of performance should be used to continuously check compliance with patient safety policies by the governance. But it was only after the family of the patient notified the hospital about his absence that the hospital realized the error, and this shows that the current governance mechanisms did not recognize the failure before the patient could suffer injuries. Instead of only using post-incident investigations, healthcare organisations need to implement ongoing clinical auditing of patient identification, informed consent and compliance with surgical safety checklists. Conducting governance reviews on a regular basis would help leaders recognize the emerging risks to prevent them turning into serious adverse events.
Leadership was also a lost chance of improving an organisation. During the incident, the leadership was largely command-oriented, which concentrated on investigating the incident once it had happened as opposed to preventing it. Transformational and distributed leadership styles promote multidisciplinary teamwork, accountability and proactive risk management. Patient identity should be challenged and stoppage of procedures whenever there is inconsistency as the nurses, anaesthetists and the staff at the operating theatres should be empowered to suspend procedures. This type of empowerment enhances patient safety as it develops numerous ways of catching human error before it is too late.
They should also focus on enhancing communication in organisations. Communication breakdowns continue to be among the top causes of avoidable negative occurrences in healthcare. Multidisciplinary teams can be greatly enhanced in terms of transferring information across the board using structured communication tools like the SBAR (Situation, Background, Assessment and Recommendation) framework. Another solution that would help decrease the reliance on assumptions and enhance collaborative decision-making would be the introduction of mandatory preoperative briefing of the team and making each member of the surgical team actively involved in patient verification. In the same spirit, the implementation of digital patient identification systems, such as barcode wristbands or biometric identification systems, would offer extra safety measures in the face of patient misidentification.
Organisational governance should also include evidence-based quality improvement initiatives. Plan-Do-Study-Act (PDSA) cycle is a structured model of testing and evaluating patient safety interventions to be implemented on a broader scale(Bradley et al., 2024). As an example, the hospital might implement electronic patient verification in a single surgical unit, test its validity with patient safety indicators, and implement the system step-by-step throughout the organisation. The application of Key Performance Indicators (KPIs) such as adherence to surgical safety checklists, accuracy of patient identification, the incidence rate and staff training rate would allow the leadership to objectively measure improvement and make evidence-based decisions.
Another important lesson of this case is to foster a more powerful patient safety culture. Effective healthcare organisations use incentives to motivate employees to report near misses, communication failures and patient safety issues without the fear of reprisals. These organisations are aware that it is better to learn through errors than to blame individuals. Psychological safety should thus be encouraged by leadership through open communication and multidisciplinary collaboration and lifelong learning. Simulation training and leadership development programmes with regular simulation training would enhance competence in the staff and also renew organisational commitment to patient-centred care.
It is also evident in the case that the centralisation of governance should be mixed with limited decentralisation. Although centralised leadership guarantees uniform policies, accountability and compliance with regulations, too much hierarchy can deter frontline staffs to challenge unsafe decisions. Allowing more decision making powers to the nurses, anaesthetists and operating theatre staff during patient checking would enhance the organisational resilience and not governance. There are several tiers of defence against human error provided by shared decision-making and organisational responsiveness in the event of clinical emergencies.
[bookmark: _Toc237011241]Recommendations
According to the results of this case study, Kota Medical College Hospital must embrace a holistic approach to improvement that enhances leadership, governance, communication and organisational learning. The incident was due to a patient identification error, but the analysis shows that the causes were deeper than individual negligence and were caused by flaws in the healthcare system. Thus, to promote sustainable improvement, organisational changes that are both human and systemic will be necessary. Transformational leadership is the most appropriate leadership style that the hospital should use since it ensures a patient-centred culture, empowers employees and incites them to constantly improve. Transformational leaders push healthcare professionals to be responsible in keeping the patients safe, promote innovations and open communication within the multidisciplinary teams. Nevertheless, the distributed leadership should supplement transformational leadership, as it allows nurses, anaesthetists and staff of the operating theatres to be actively involved in the process of decision-making. Giving frontline staff the authority to challenge patient identity and halt procedures when the safety of the patient is at risk would provide a range of filters to preventable errors. Moreover, the leaders are expected to possess emotional intelligence by providing the psychologically safe working environments where healthcare professionals are not afraid to report their errors, criticize unsafe practices and to promote quality improvement without having to worry about being blamed. The strengthening of governance systems should also be based on continuous checking instead of reactive investigations. The adherence to patient identification procedures, informed consent requirements and WHO Surgical Safety Checklist should be assessed with regular clinical audits. Incident reports, near miss and patient safety indicators should be reviewed monthly by governance committees to determine the organisational risks before adverse events take place. Moreover, the introduction of Key Performance Indicators (KPIs) such as patient identification compliance levels, surgical checklists fulfilled, the number of incidents reported, and the percentage of staff training would allow hospital leadership to objectively measure organisational performance and take evidence-supported actions to advance.
Standardised multidisciplinary processes should be used to improve communication. team briefings and make use of structured communication methods like the SBAR (Situation, Background, Assessment and Recommendation) framework to enhance information sharing between clinical teams. Identification of the patient should be checked by all surgical team members prior to anaesthesia and surgery. The organisation also needs to invest in digital identification of patients such as barcode wristbands or biometric verification system to minimise the use of verbal confirmation and keep off chances of patient misidentification. The hospital can also maximise the available resources to enhance technical efficiency by adopting electronic health records, digital patient verification systems and automated incident reporting platforms. These technologies decrease duplication, minimise administrative errors and enhance workflow efficiency and enhance patient safety. The ongoing staff training and training by simulating medical care should also be offered to make sure that the healthcare professionals are up to date with patient identification processes, communication and emergency decision making. 
To enhance allocative efficiency, one needs to channel the scarce healthcare resources to interventions that produce the most significant gains with respect to patient safety and quality of care. Patient safety technologies, workforce development, governance systems and continuous quality improvement programmes should be the main focus of investment as opposed to post-incident investigations alone. They should also invest in routine patient safety audits, leadership development programs and multidisciplinary training programs and make sure that the organisational developments are sustainable and cost efficient.
 Life long organisational learning must be part of the governance of a hospital. The Plan-Do-Study-Act (PDSA) cycle is a type of cycle that should be used by the hospital to test the patient safety interventions, assess the outcomes and improve them according to the evidence. Structured Root Cause Analysis (RCA) of every adverse event and near miss must be conducted and the results disseminated throughout the departments to ensure that similar events are avoided in future. Knowledge sharing through creation of learning forums, multidisciplinary case reviews and frequent patient safety meetings would promote organisational resilience. Stakeholder involvement and co-production are also essential in maintaining long-term change. Patients and their families need to be advised to engage in safety programs by ensuring that they identify themselves prior to procedures, reporting issues and other feedbacks on healthcare experiences. When formulating patient safety policies, clinical staff, hospital management, policymakers and regulatory authorities must work together to make the improvement strategies practical, evidence-based, and responsive to challenges on the frontline. This collaborative governance enhances accountability and at the same time patient-centred care is the core of organisational decision making. All in all, sustainable improvement needs to be approached in an integrated way where transformational and distributed leadership are integrated with strong governance, digital innovation, continuous quality improvement and active stakeholder involvement. By following these recommendations, the organisation would have a stronger communication and a better learning process, leading to the increased patient safety and a significant decrease in the risk of such incidents in the future.
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This report has critically evaluated the wrong-patient surgery in Kota Medical College Hospital in the context of leadership theories, governance principles, system thinking and organisational analysis. The results showed that the event was caused by interwoven patient identification, communication, leadership/governance failures and not a single clinical error. The analysis also determined that an organisational structure mostly centralised, together with reactive leadership and ineffective system feedback were factors that led to the negative outcome. The implementation of transformational, distributed and emotionally intelligent leadership, along with the presence of more robust governance and the use of evidence-based quality improvement would go a long way in enhancing patient safety and organisational performance. In conclusion, this case illustrates that a sustainable change in healthcare requires the combination of effective leadership and governance and systems thinking with unrelenting learning, multidisciplinary collaboration and evidence-based decision-making. The principles help healthcare organisations to be more accountable, minimize harm that can be avoided and provide safer and high-quality patient-centred care.
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