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[bookmark: _Toc227662608]1. Introduction
Patient safety is a fundamental indicator of health-system quality, as it not only reflects whether clinicians are aware of what to do but also whether organisations can reliably implement decisions to achieve safe outcomes. In April 2025, a high-profile case at Kota Medical College Hospital in Rajasthan attracted national attention when Jagdish Panchal, a 60-year-old man who had accompanied his son to the hospital, was erroneously scheduled for surgery after being mistaken for another patient with a similar first name (South China Morning Post, 2025). He allegedly lifted his hand, was pushed into the operating theatre, anaesthetised, and an opening was made before they realised what had been done. It was not just a single slip. It revealed failures in patient identification, consent verification, communication, perioperative checks, and organisational control.
The case is extremely applicable to health-system leadership: wrong-patient or wrong-site procedures are typical never events: events which could be avoided if the governance, team communication and safety systems function properly. WHO not only defines patient safety as minimising unwanted harm to an acceptable minimum but also emphasises that the vast majority of harm results from failures in systems and processes rather than from individual errors. The 2024 Global Patient Safety Report also indicates that patient safety is not evenly integrated into health systems, despite vigorous policy rhetoric. Thus, local failures such as this one are only one of several international issues.
Health and social care leadership is about making a difference and mobilising resources to meet common objectives, particularly safe, effective, and person-centred care. Practical leadership is manifested in the way teams are managed, risks are anticipated, accountability is distributed, and learning from failure occurs within organisations (Times of India, 2025). Transformational leadership aims to establish a common purpose and a culture of safety; transactional leadership prioritises rules, compliance, and performance management; situational leadership tailors behaviour to the needs of staff, patients, and the situation. The appropriate combination of leadership in crisis-prone environments, such as surgery, is essential, as safety depends on standardisation and adaptive judgment.
The case is critically analysed in this report using systems thinking, the theory of governance, and the theory of leadership. It first identifies the problem and situates it within the broader context of global and national safety issues. It then assesses whether the organisational environment was more centralised or decentralised and uses leadership theories to explain why the safeguards failed. Lastly, it outlines lessons, recommends evidence-based changes, and proposes a leadership style to help maintain safer performance in Indian hospital settings.
[bookmark: _Toc227662609]2. Main Body and Analysis
[bookmark: _Toc227662610]2.1 Identifying the problem and setting the system context – applying systems thinking and the rich picture.
The immediate issue in this case was that a surgical procedure was performed on the wrong person. But such an account is too limited. The underlying cause was a malfunction in the care system to verify identity and purpose at every handover point, from the waiting area to preoperative transfer, to anaesthesia, to incision. It is reported in the news that the man could not talk due to facial paralysis and reacted nonverbally when the staff called another patient with the same first name. That ought to have caused more checking up, rather than fewer suppositions. The event is thus an expression of a sequence of feeble defences as opposed to a single error.
World experience demonstrates the need to take such occurrences systemically. According to WHO, patient harm takes place in every setting and is typically a result of interrelating organisational, technological, human and communication factors. Some of the most common factors include ineffective procedures, workflow interruptions, inefficient resource utilisation, lack of teamwork, and communication failures with patients and their families. The 2024 WHO report also states that safety failures occur when policies exist on paper, but have not been translated into reliable front-line practice (World Health Organization, 2023). This is exactly what is found in the Kota case: an environment in which rudimentary surgical controls ought to have been available, yet did not function in real time.
The lens of systems thinking is appropriate, as it will enable a shift from blame to interaction. According to the Systems Thinking of Health Actions framework, health outcomes are not caused by isolated components but by the interrelationships among structures, behaviours, incentives, and feedback loops. Similarly, the SEIPS approach considers safety as a product of a work system comprising people, tasks, tools, organisation, and environment. The people in this case were the patient, his son, the surgeons, the nurses, the anaesthesia staff, and the administrative staff. The tasks involved calling patients, transferring, checking consent, preoperative preparation, site verification, and time-out (Howick et al., 2024). The tools were the identity records, consent forms, lists and the checklist. Routines, supervision and accountability were the components of the organisation. The environment also encompassed time pressure, conditions of communication and vulnerability of a speech-impaired attendant in a crowded hospital.
International experience of surgical safety supports the severity of inadequate perioperative systems. The WHO Safe Surgery programme underlines that the Surgical Safety Checklist was created to minimise errors and adverse events by enhancing collaboration and communication during critical moments (World Health Organization, 2024). A 2024 systematic review found that the use of checklists is associated with improved clinical outcomes when used substantively rather than symbolically. The 2026 surgical never-event review also revealed consistent root causes: communication failures, weak institutional processes, and poor human decision-making. The implication is also obvious: safe surgery is not determined by the presence of a checklist as much as by the organisation's level of adherence to it to prevent unsafe progression.
India has not been lacking formal quality frameworks at the national level. The National Quality Assurance Standards stipulate that operating theatre services should also encompass preoperative safety measures, patient assessment before surgery, surgical location identification, and the review of the surgical safety checklist. The same standards also highlight patient rights, informed consent and communication of treatment information. As of December 2024, the Government of India reported that 16,586 public health facilities are NQAS-certified, indicating a significant policy effort towards quality and safety standardization (National Health Systems Resource Centre / Ministry of Health and Family Welfare, India, 2024). However, the Kota incident hints at a common implementation disparity: central standards existed, but front-line execution was untrustworthy.
Structural pressures are also important. In a 2024 scoping review of the health workforce in India, shortages and uneven distribution were persistent phenomena, with national density remaining significantly below WHO recommendations and even lower in rural settings. Slow recruitment, poor supervision, burnout, and unequal use of skills were also identified as persistent impediments in the review (PIB Delhi / Ministry of Health and Family Welfare, India, 2024). Wrong-patient surgery cannot be justified by workforce strain, though it is a reason why rushed verification, poor supervision, and a lack of communication may become standard. The work system becomes brittle with respect to safety.
The communication dimension is also important. A 2024 BMJ Open protocol on communication and patient safety states that communication failure is one of the most enduring sources of avoidable harm and that, because communication is a system property rather than a personal characteristic, safety can be enhanced. In a 2023 intervention study published in Frontiers in Psychology, similar results were obtained, indicating that psychological safety enhances clarity in interprofessional communication and improves patient safety. It seems that employees in the Kota example were engaging in assumption-based interaction, rather than a closed-loop confirmation process. It cannot be just a spoken-language issue; it is an organisational communication failure.
The problem also indicates the ineffectiveness of local governance. The level of governance involved was partially national, as India sets the central standards and safety expectations, yet the failure, per se, was local and operational (Mehta et al., 2024). The hospital ought to have been in a position to ensure that no patient was taken into anaesthesia or incision without a complete identity match, confirmation of consent, and time-out reconciliation. The lack of such a reliable local check shows poor micro-governance: the governance of the daily care processes in which harm is precluded or generated.
Rich Picture
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Figure 1: National Quality Safety
This scheme demonstrates the way a severe patient-safety event may unfold in stages, even in the situation when quality and safety models at the national level exist. It tracks the patient pathway of registration and making appointments up to the ward, pre-operative transfer, operative theatre, anaesthesia and then the final cut. A protective measure fails at every level: the similarity of names of patients is not clearly identified, the vulnerability of a speech-impaired patient is not clearly comprehended, the checks of the transfer are weak, the formal theatre time-out fails, and the last line of defense just before incision also fails.
In the picture, the message is that it is not a single error but a series of system failures. Throughout the entire pathway, communication breaks, assumption-based decision making, lax supervision and disjointed accountability exist. These shortcomings result in poor explanation and poor verification among the staff teams and the patient and son. The main problem is that the vulnerability of the patient is not acknowledged as a significant risk factor, which also decreases the possibility of timely detecting the error. Consequently, the incident takes place and is accompanied by investigation, publicity, and tarnished reputation. The last point is that these incidences must be used as learning experiences and this would only be effective when the lessons are once again applied. Otherwise, there is a poor feedback loop and risks may persist.
[bookmark: _Toc227662611]2.2 Centralisation or Decentralisation in the Case Study.
This hospital served in a hybrid system. The health sector in India combines strong central policy influence with a high level of state and local responsibility for service delivery. That is, there is decentralised implementation of quality expectations and centralised quality expectations across hospitals and regions. This is important since the success of safety interventions does not lie solely in what is stated in the standards, but also in who is on the front line to own execution, monitoring, and correction.
Centralisation-wise, the benefits are apparent. Centralised systems develop unified rules, a unified safety language, and minimum unified expectations. This is useful in surgery, as certain controls must never change: confirmation of the patient's identity, checking consent, checking the location of the surgical site, and time-out (National Health Systems Resource Centre, 2024). The NQAS in India demonstrates the power of this model by formally introducing these expectations into the standards. The fact that the government has now expanded its NQAS certification to thousands of facilities is also indicative of the central policy to scale quality infrastructure and drive hospitals towards more standardised safety governance.
But there are significant boundaries to centralisation. The literature on centralised healthcare change demonstrates that standardisation can enhance structural alignment. Still, it might also promote compliance-oriented behaviour, where organisations do not aim to provide practical safety but merely meet the formal requirements (Singh, Bhattacharjee and Nandy, 2024). A 2025 study on centralisation in healthcare states that central control is best achieved when combined with managerial ability and local ownership; otherwise, it can undermine autonomy and responsiveness. In the current scenario, standards must have been in place, but the organisation fell short at the very point when it was required to be most vigilant. That implies centralisation and a lack of operational enactment.
Decentralisation, on the other hand, brings decision-making power closer to the care environment. It has the main advantage of flexibility. Front-line teams can respond to patient-specific risks, variations in workflow and workforce, or atypical communication requirements (Sapkota et al., 2024). A decentralised and safety-mature team would have identified red flags in the moment in this incident: the man was not a listed patient but an attendant; he had impaired speech, the name match was incomplete, and the change to surgery had to be confirmed by more than one professional. Decentralised authority ought to have allowed the team to stop, confirm and escalate.
However, decentralisation also poses a threat when accountability is diffuse. A systematic review of health systems decentralisation found inconclusive results and cautioned that the findings depended on governance design, funding, and local capacity. Indian experience with fiscal decentralisation also suggests that decentralised delivery may yield better results, but poor institutional procedures, inadequate accountability, and a still-centralised fiscal institution may diminish the benefits (Jalilvand, Raeisi and Shaarbafchizadeh, 2024). This is only advantageous in hospitals where responsibilities are properly assigned and actively tracked. Otherwise, the assumption that one actor has been checked is made by another actor.
Such a trend can be observed here. Safe surgery was well shared among the registration staff, nurses, porters, anaesthesia staff and surgeons (Shishkin et al., 2025). But distributed work did not turn into distributed accountability. A scoping review of hospital governance accountability finds that safer governance involves an inclusive accountability arrangement, accountability planning, and sufficient autonomy to act locally in a visible framework of accountability. The system in the Kota case seems to have distributed action but no distributed accountability, which is a far more dangerous setup.
There are also risks of uneven local implementation, as supported by operational data in India. A 2025 descriptive study of a Level 1 Trauma Centre in Delhi showed good adherence to the WHO Surgical Safety Checklist steps in certain domains but inconsistent adherence overall, indicating that even in tertiary care, adherence to surgical safety checklists is challenging to maintain (Thelen et al., 2023). This is significant because it demonstrates that the formal adoption of checklists will not ensure stable checklist performance. Inconsistent decentralised implementation is a situation in which central standards cannot be used to prevent wrong-patient procedures.
This case thus exposes a hybrid system that reaped the benefits of the language of centralisation but incurred the weaknesses of decentralisation. Standardisation was encouraged by the central policy, and local verification was poor (Gates, 2024). Implementation failure defeated the benefits of centralisation, and staff failure to use their local discretion defeated the potential benefits of decentralisation. The structure, as far as crisis management was concerned, was a deterrent to quick correction, since there was no point of reference serving as the ultimate safety gate.
The critical comparison will put the problem into a better perspective. Centralised elements facilitated the existence of procedures, documentation expectations, and safety frameworks. Decentralised elements facilitated local workflow, speed, and role flexibility. The incident, however, shows that the two had a poorly integrated relationship (Vosper and Bowie, 2024). The local system did not guarantee that results were achieved, it was the central system that defined what ought to be done. One of the most threatening aspects of illogically aligned hybrid governance is the lack of accountability when a crisis arises, which is blurred.
[bookmark: _Toc227662612]2.3 Leadership Theories and Application to the Case Study.
The theory of leadership helps clarify why the existence of standards did not lead to safety. In a wide-ranging 2024 systematic review of leadership styles in healthcare, no single style is found to be adequate in all circumstances, effective leadership in complex care environments typically entails a combination of clear expectations, relational ability, team support, and adaptive judgment. It was not the lack of leadership language in the current case, but rather the lack of leadership that translated into unreliable perioperative behaviour.
Transformational leadership is most applicable due to its close connection to the safety culture, shared purpose, and staff engagement in improvement. The 2024 study revealed a positive relationship between transformational leadership and nurses' safety practices, mediated by patient safety culture. Practically, transformational leaders do not just instruct teams to adhere to policy; they instil in employees an attitude that they have a duty to speak up, stop unsafe processes, and safeguard patients, even when it is inconvenient due to workflow (Wu et al., 2024). The incident in Kota does not provide much evidence of such a culture. The abnormal appearance of an attendant on the surgical pathway should have been challenged due to the unusual appearance, rather than silently proceeding as it did, had that culture been stronger.
Transactional leadership is also applicable since surgery also involves strict compliance with rules. Transactional leadership does not, in itself, imply anything bad; in high-risk work, standardisation and compliance are needed. The issue occurs when the compliance is on the surface (Althobaiti, 2025). When the staff thought they were following the process but failed to check the patient's identity, they demonstrated transactional leadership in principle but not in practice. A systematic review of the literature on leadership and patient safety culture indicates that leadership enhances safety when expectations are connected to consistent reinforcement, feedback, and learning. The processes, in this instance, were either not applied or applied in a highly mechanised manner, thereby losing their protective role.
The most apparent leadership style lacking in this incident is situational leadership. Situational leadership involves flexibility in response to the needs of the staff as well as the weaknesses of the given case. The patient in this case was not a typical elective patient. He was a companion relative, his features were paralysed, and he could not speak like everyone else (Wang et al., 2024). A team- or situationally alert leader would have realised that normal verbal calling was insufficient and that greater verification was needed. A 2024 scoping review of situational leadership in nursing management highlights the importance of situational, risk-adjusted support, direction, and communication for achieving leadership effectiveness. This failure to do so in this instance is a big lapse in judgment in leadership.
The management influence plays a role as well. In a mediation analysis published in 2024, the authors found that leadership affects patient safety culture by influencing the primary safety determinants: communication, management support, and organisational learning. It is important, as wrong-patient surgery is often due to a single missing check, it is more common when the leadership environment around them has become habituated to hasty assumptions, half-baked challenges, or ineffective speaking-up behaviour (Hamdan et al., 2024). Leadership, however, is not limited to the executive level but also extends to the management of the wards, the coordination of theatres, and the supervision of the preoperative team.
This is criticised by Indian evidence on safety culture. A cross-sectional study of healthcare professionals in 2025 reported mixed results regarding safety culture: 74% thought supervisors promoted it, yet only 49% thought hospital management promoted it sufficiently. Only 42% thought that reported safety errors were effectively discussed and corrected (Huang et al., 2024). Those findings imply that, in some cases, staff might perceive that they can receive immediate supervisory support without relying on the wider organisation to learn continuously from incidents. That trend is similar to the difficulty in the current case, where a hospital might seem operationally sound but not deep-learning-oriented.
There is also emotionally intelligent leadership. The literature on healthcare leadership is increasingly vocal about how emotionally intelligent leaders can more readily recognise vulnerability, communicate when it counts, and establish the conditions for speaking up. A 2024 meta-analysis found that emotional intelligence training has beneficial effects on key workforce outcomes, and a 2025 narrative review established that emotional intelligence is associated with safer clinical leadership and patient-centred care (Tadia, Kotwal and Jalaunia, 2025). The emotionally intelligent leadership in the Kota case would have entailed being sensitive to the patient's communication impairment and the likelihood that he may not understand everything that was occurring. Not only was the failure procedural, but also relational.
Leadership effectiveness also includes the leadership climate. Research on interprofessional communication indicates that psychological safety is a condition that enables team members to ask, correct, and clarify without fear (Powell et al., 2024). It is paramount in a theatre setting. When junior clinicians, porters, or nurses are not comfortable questioning a suspected transfer, they put the hierarchy itself at risk. According to the case, reactive leadership, in which the workflow progressed to the point when damage became inevitable, was used instead of proactive leadership, in which uncertainty would have led to a purposeful pause.
In general, the leadership approach in this case seems to have been poorly transformational, inadequately situational, and transactional. There might have been rules, but the leaders were unable to ensure they were implemented in a way that safeguarded a vulnerable individual in a bewildering situation (Verma et al., 2025). Instead, a hybrid leadership approach was required: transformational to establish a culture of safety-first, transactional to impose non-negotiable checks in surgical procedures, and situational to realise when standard procedures were not safe in this particular situation.
[bookmark: _Toc227662613]2.4 Improvement and Lessons Learned
The greatest lesson of this case is that not only did governance and leadership fail, but they failed jointly. Standards were provided by governance, and leadership failed to translate them into practice. It has to be improved, then, by both structural controls and behavioural culture. The mere fact that you are supposed to follow the checklist is insufficient; the organisations will need to redesign their work so that the checklist becomes an actual checkpoint, not a mere ritual.
[bookmark: _Toc227662614]Problem 1: lack of reliable identification of patients.
The initial opportunity that was missed was that there was no reliable identity protocol at all transition points. The latest evidence-based patient identification recommendations emphasizes the importance of multi-identifier systems, robust workflow design, and barcoding, photographs, or other supporting mechanisms, when suitable (Dietl et al., 2023). In surgery, it is recommended that identity be re-established prior to transfer, prior to anaesthesia and prior to incision. The process progressed in this instance though there was a weak person, ambiguity of names, and lack of confirmation. Improvement: have two-identifier verification with active confirmation and document reconciliation on all perioperative handovers.
[bookmark: _Toc227662615]Problem 2: insufficient use of the surgical safety checklist.
The incident should have been avoided with the help of the checklist. A 2024 systematic review has found evidence that the WHO checklist has the potential to enhance outcomes, although its impact is reliant on meaningful implementation (Weatherford et al., 2026). The study on the trauma-centre in Delhi is particularly educative since it demonstrates that even an environment with the checklist application can still be associated with incomplete compliance. Improvement: enhance the checklist fidelity with observational audit, briefing with team, read-back of identity and procedure as mandatory, and leadership review of sign-in, time-out and sign-out completion.
[bookmark: _Toc227662616]Problem 3: inadequate organisation and handoff discipline of the operating-room.
A systematic review of the literature on the organisation of the operating-room reported the following results: stable teams, fewer disruptions and more robust communication structures lead to better performance. The case of Kota has indicated otherwise, the Kota case implies a loosely governed highway, in which uncertainty proceeded rather than being eliminated (Pasquer et al., 2024). Improvement: reorganise transfer protocols such that no patient is admitted to theatre without direct confirmation of identity, indication, consent and procedure to be performed by the nurse-surgeon-anaesthesia. Huddles before operations should be considered as safety-critical, rather than optional.
[bookmark: _Toc227662617]Problem 4: lack of accountability and learning.
The hospital governance literature emphasizes that accountability should be apparent, designed, and participatory. When such a mistake happens it normally implies multiple checkpoints had suppose another checkpoint to be faulty. That is a governance design flaw (Alsadoun et al., 2024). The reporting of World Patient Safety Day in India has highlighted the importance of involving patients and families as partners and decreasing errors by actively learning and not reporting. Enhancement: give each checkpoint a name and utilize all serious incidents to produce local protocol amendment, simulating training, and monitored corrective action.
[bookmark: _Toc227662618]Problem 5: limited capacity and fragile systems.
The pressure of the workforce in India is not the reason behind the incident per se, yet, it predisposes fragile systems. The scoping review of human-resource shortage refers to inequitable staffing, burnout, ineffective supervision, and slow recruitment as the issues that are continuous. In this case, normalisation of shortcuts can occur (Kausar et al., 2025). Improvement: focus on high-risk units like surgery and preoperative area staffing and supervision, and specifically on the areas of induction, role clarity, and escalation authority.
It is also through these failures that the interactions between system structure, the style of leadership and system feedback are demonstrated. The hybrid model of governance generated centrally, although local delivery was dynamic. The leadership seems to have been inclined towards normal progression as opposed to adaptive safety control. The responses were reactive: it seems that harm served as the catalyst to be noticed. System thinking reveals that they were not independent issues but mutually supporting (Parmar et al., 2026). Poor communication was more threatening because of weak accountability, leadership adaptation was more needed because of poor communication and failure of the checklists was more probable because of weak adaptation.
There are three lessons that can be learnt by other health organisations. First, there is a need to layer and have active safety barriers, particularly in surgery. Second, central standards can be applied only upon training, empowering, and monitoring local teams to make use of them effectively. Third, leadership ought not to be evaluated on the presence of policy rather on the ability of vulnerable patients to stay safe in regular work. Live management tools should be patient safety data, audit results and incident reviews, and not an archival document.
[bookmark: _Toc227662619]3. Recommendations
This case needs to be handled with a combination of leadership approach by the organisation. To make patient identification a collective moral and professional responsibility and not an administrative one, transformational leadership is required. The process of identity verification, consent confirmation, and time-out compliance should be made mandatory and auditable using transactional leadership. A situational leadership is required in such a way that teams can be adjusted in situations when the patient is vulnerable, has communication problems or when the context is not presupposed by the routine. This combination is more appropriate than using any one of the leadership styles.
The introduction of a non-bypassable pathway of identity pathways to surgery should be the first practical change. Two identifiers, match of consent-form, procedure match, and receiving-team must be done before any patient leaves the waiting area to theatre (Mehta et al., 2024). At transfer, anaesthesia and incision, identity must be reconfirmed. In situations where possible, hospitals ought to include photo-based or bar code verification of surgical patients particularly in big volumes. These interventions are based on existing evidence on effective patient identification and it is directly related to the type of failure experienced in this instance.
Second, the hospital ought to enhance governance and integration of systems. One chain of responsibility should be integrated to include surgical scheduling, consent, preoperative nursing checks, porter transfer, anaesthesia preparation and surgeon time-out. Each step must be signed off by a named lead and the next step must not start until the first step is signed (Howick et al., 2024). Not only whether the forms were filled in, but whether safety controls actually worked in practice, should be the subject of review by the governance committees. Operationalisation of NQAS requirements should thus be in the form of live safety controls and not accreditation evidence.
Third, the organisation ought to enhance the technical and allocative efficiency. Technical efficiency refers to making work safer while using the same or similar resources: more transparent checklists, fewer or simpler verification forms, role definition, organized huddles, and direct observation audits (Singh, Bhattacharjee and Nandy, 2024). Allocative efficiency entails putting where the risk is greatest the limited resources. In this instance, services provided during perioperation, transfer areas prior to an operation, and employee education about consent and identification should be given a priority. In systems where the workforce is limited, it is more practical to use risk-based allocation than reform that is not focused.
Fourth, the hospital ought to institute lifelong learning and engagement of stakeholders in daily safety effort. Root-cause analysis, retraining of simulations, and subsequent measurement should be triggered by every serious incident, instead of single disciplinary response (Sapkota et al., 2024). The patients and families must be treated as safety partners: they must be informed about what procedure is supposed to be done, who the targeted patient is and when they are supposed to question the procedure. The patient-safety agenda in India has put more focus on family involvement and this case shows the significance of the same. A man who was merely escorting his son should never have been so easily able to wade silently through a surgical system.
Lastly, communication, psychological safety and emotional intelligence should be involved in leadership development. Employees must be empowered to halt a procedure that does not seem right irrespective of the rank (Shishkin et al., 2025). Leaders must be taught how to identify when they are vulnerable, encourage them to speak up, and act in a positive way to reported issues. It is through this that organisations shift to proactive resilience as opposed to reactive correction.
[bookmark: _Toc227662620]4. Conclusion
It has been demonstrated in this case that wrong-patient surgery is not only a clinical error but a failure on the system level that is influenced by leadership, governance, and organisational design. The April 2025 case with Kota Medical College Hospital revealed patient identification weaknesses, perioperative communication, use of checklists, supervision, and local accountability. Despite the official safety standards and quality frameworks in India, the case proves that the central policy is not capable of ensuring safe results in case the front-line implementation is weak.
Central lesson is made very clear with systems thinking: harm was created by the interaction of people, tasks, tools, organisational routines and environmental pressures. The communication deficiency of the patient, similar names, hasty assumptions, poor handoffs, and poor final check were all factors that lead to preventable harm. Leadership theory elaborates on this insight by demonstrating that a more potent combination of transformational, transactional, and situational leadership might have resulted in a safer culture, more disciplined verification, and more adapting to a case of vulnerability.
The broader implication to health organisations is that safe care cannot be achieved with just the right policy. It necessitates dependable implementation, purposeful examination of checklists, psychologically secure communication, visible responsibility, and on-going learning of failures. When systems of governance, leadership, and safety systems are aligned, care is more than clinically correct, it is practically safe. This is the actual change that would be needed following this incident.
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