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1.0 Introduction
Healthcare systems are a complicated, dangerous setting in which mistakes may have serious patient and organisational repercussions. The chosen case study of the Kota Medical College Hospital in Rajasthan, India (April 2025), brings to the fore a critical event where the elderly man had been wrongly identified and taken to surgery as a result of the failure of the process to identify and communicate with patients. These events are not unusual but are indicative of larger system-wide inefficiencies in healthcare delivery, such as poor safety cultures, ineffective leadership and management, and compliance with clinical guidelines. This report aims to critically review this case under the prism of leadership and organisational management in order to discover how leadership strategies impact patient safety, decision-making and crisis management in healthcare environments.
[bookmark: _Toc227618175]Leadership in Health and Social Care:
Health and social care Leadership is the capacity to influence, guide, and support individuals and groups to accomplish common organisational objectives, especially to provide safe, effective, and patient-centered care. (World Health Organization, 2022). Leadership is important in that it ensures that multidisciplinary teams are coordinated, hold accountability, and give rise to a safety and continuous improvement culture. Leaders in complicated health settings need to manage clinical, ethical, and organisational needs and address uncertainty and risk while balancing between clinical priorities, ethical issues, and organisational needs (West et al., 2022).
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[bookmark: _Toc227618215]Figure 1: Leadership in Health & Social Care
[bookmark: _Toc227618176]Healthcare leadership and centralisation and decentralization:
The concepts of centralisation and decentralisation are major organisational concepts that have an impact on the effectiveness of leadership. Centralised systems put the power of decision-making at higher levels and can provide standardisation and control that can be effective in ensuring consistency in clinical protocols (Lega et al., 2021). On the contrary, decentralised systems decentralise authority at various levels, allowing frontline employees to make fast decisions, which is essential in dynamic clinical environments (OECD, 2023). Nevertheless, centralisation can cause a lack of flexibility, and decentralisation can cause inconsistencies and a breakdown of communication, as observed in the case study.
[bookmark: _Toc227618177]Theory and Style of Leadership:
Healthcare practice is related to several theories of leadership. Transformational leadership aims at motivating and encouraging employees towards bringing change in the organisation and enhancing performance (Bass and Riggio, 2022). Transactional leadership focuses on organised work, incentives, and adherence to available procedures, which is vital in upholding clinical standards (Northouse, 2022). In contrast, situational leadership suggests adjusting leadership style depending on the situation and the needs of the team and comes in handy especially during crises (Thompson and Glasø, 2021). All these styles are crucial in the provision of effective governance and patient safety.
[bookmark: _Toc227618178]Role of leadership in crisis and change:
The choice of the leadership style to use is of paramount importance in change and crisis management in healthcare. Failure to have effective leadership may lead to a lack of effective communication, less staff accountability and high chances of medical errors as seen in the case study. On the other hand, robust leadership fosters resilience, improves decision-making, and encourages compliance with safety measures in situations of high pressure (NHS England, 2023). Leadership is also crucial in the process of executing quality improvement projects and creating the culture in which patient safety is a priority (Institute for Healthcare Improvement, 2022).
[bookmark: _Toc227618179]Structure of the Report:
The report will critically analyse the case study by discussing leadership failures and how they affect patient safety. It will discuss organisational and systemic problems in the background of the frameworks applicable to the problem and assess the importance of leadership in the prevention of similar events as well as give evidence-based recommendations on how healthcare leadership and management practices should be improved.
[bookmark: _Toc227618180]2.0 Identifying the Problem and Setting the System Context
[bookmark: _Toc227618181]Central Problem in the Case Study:
The selected case study of Kota Medical College Hospital (India, April 2025) illustrates a severe patient safety failure, where a wrong patient was admitted for surgery due to misidentification and communication breakdown. It is a typical case of a wrong patient procedure, which falls under preventable adverse incidents in healthcare systems. These are commonly known as never events, which can be prevented with the help of appropriate systems and protocols (NHS England, 2023).
According to the systems thinking approach, the problem is not just a single error but a systemic failure that involves various interrelated elements, such as leadership, communications processes, governance models, and safety culture (Sterman, 2022). The case indicates the way in which minor failures like the use of verbal recognition can lead to significant clinical errors in cases where protective measures are loose or non-existent.
[bookmark: _Toc227618182]Global Statistical Evidence of the Problem:
One of the primary health concerns globally is patient safety incidents. The World Health Organization (2023) estimates that 1 out of 10 patients in the global population suffers during healthcare delivery, and almost half of these cases can be avoided. Moreover, unsafe care has led to the deaths of about 3 million each year, especially in low- and middle-income countries (WHO, 2022).
	Indicator
	Global Estimate
	Source

	Patients harmed during care
	10% of all patients
	WHO (2023)

	Preventable harm
	~50% of cases
	WHO (2022)

	Annual deaths due to unsafe care
	3 million
	WHO (2022)

	Surgical errors (including wrong patient)
	Significant proportion of adverse events
	OECD (2023)


[bookmark: _Toc227618213]Table 1: Global Patient Safety Statistics
The Organisation for Economic Co-operation and Development (2023) also approximates that safety failures contribute to 15% of overall hospital spending, reflecting the cost of inadequate care quality. These statistics indicate that the Kota case is not a standalone case but a global trend of systematic safety shortcomings.
[bookmark: _Toc227618183]National Statistical Evidence:
Patient safety is a big issue in the high-income healthcare systems, like the UK, even though better governance frameworks are in place. According to NHS England data, well over 2 million reports of patient safety incidents are reported each year, and a major part of them is connected to communication breakdowns and patient misidentification (NHS England, 2023).
[image: ]
[bookmark: _Toc227618216]Figure 2: NHS Patient Safety Incidents
Source: england.nhs.uk
These statistics emphasise that even with highly controlled systems, human factors, leadership, and process breakdowns play a role in adverse events.
[bookmark: _Toc227618184]Global comparisons and national organisations:
The Institute for Healthcare Improvement (2022) states that approximately 70% of severe adverse events are associated with communication failures. This is in line with WHO findings and supports the systemic nature of such incidents.
In comparison, high-income countries (such as the UK) report higher rates since they have well-developed reporting mechanisms; low- and middle-income countries tend to underreport, which obscures the actual magnitude of the issue (OECD, 2023). Hence, the Kota case is probably a considerably bigger and under-reported patient safety problem in other comparable healthcare systems.
[bookmark: _Toc227618185]Weaknesses of the System in the Case:
There are several structural weaknesses in the case:
1. Communication Failure
The lack of verification in identifying with the use of verbal means points to ineffective communication procedures. Studies indicate that poor communication is among the major causes of medical errors (WHO, 2023).
2. Absence of accountability and leadership oversight
The absence of proper checks indicates weak leadership and governance structures. Leaders must make sure that safety measures are observed (West et al., 2022).
3. Standardised Processes Failure
The absence of the use of instruments, including the WHO Surgical Safety Checklist, evidences the failure of compliance with the procedures. Reducing variability and risk requires standardisation (IHI, 2022).
4. Safety Culture Deficiency
Good safety culture motivates employees to adhere to procedures and report the near-misses. The event indicates that there was no culture of prioritising compliance, which further enhanced the chances of the occurrence of mistakes (Health Foundation, 2022).
[bookmark: _Toc227618186]Level of governance that has an impact on the issue:
The event is largely a failure in local-level governance, especially in hospital leadership and management. But it is also affected by regional and national health system factors, including:
· Weak enforcement of regulations.
· Resource constraints
· Lack of continuity in applying patient safety policies.
The World Health Organization (2022) states that effective governance means that all levels, including local, regional, and national, should be aligned so that the patient safety standards could be implemented consistently.
[bookmark: _Toc227618187]Underlying System Challenges:
Such incidents are caused by a number of structural issues:
Staff Shortages
By 2030, the WHO (2023) estimates the worldwide shortage of healthcare workers to be 10 million, which will raise workload and error risk.
Resource Constraints
Infrastructure, training, and safety systems in most healthcare systems are impacted by limited funding (Deloitte, 2024).
Patient Safety Outcomes
According to the OECD (2023), avoidable harm is a primary cause of morbidity and mortality in the world, even despite the improvement of healthcare.
Workload and Burnout
The ratio of patients to staff is high, which adds to exhaustion and the inability to pay attention to details, raising the risk of errors (West et al., 2022).
[bookmark: _Toc227618188]Systems Thinking Perspective:
The healthcare system is considered by systems thinking as a complex adaptive system in which various components are interacting with one another dynamically (Sterman, 2022). In this case:
· Input: Admission and identification of patients.
· Process: Preparation and surgery.
· Output: Incorrect surgical intervention
There were failures that happened because of poor interconnections among system components that proved how failures are created by the system design rather than being created by a single action.
[bookmark: _Toc227618189]Case Rich Picture:
A rich picture can be used to visualise the complexity of the problem by drawing relationships between the stakeholders, processes and system failures.
The rich picture includes some key elements:
· Players: surgeons, son, administrative staff, patient, nurses.
· Processes: Identification of the patient, preparation for the surgery, and flow of communication.
· Organisations: Hospital management, procedures, reporting mechanisms.
· Issues Identified:
· Miscommunication between staff
· Lack of identity check.
· Deficiency of leadership control.
· Weak accountability mechanisms
Feedback Loops:
Poor communication - more errors - less trust - staff pressure - more errors.
Dependencies:
· Proper identification requires employee education, guidelines, and administration.
· Teamwork and communication are vital in safe surgery.
The rich picture points out the interaction of several minor failures resulting in a significant negative event.
The case study indicates that the issue of patient surgery is not a one-time event but is part of a global patient safety issue that has its origins in systemic vulnerabilities. Combining global, national, and organisational data, it becomes evident that the risk of adverse events is much greater in the case of failures in leadership, governance, and communication. Using systems thinking and visual aids like the Rich Picture makes it possible to better comprehend how all these aspects relate to healthcare failures and create a robust basis to create effective leadership and management interventions.
[bookmark: _Toc227618190]3.0 Centralisation or Decentralisation within the Case Study
The case of Kota Medical College Hospital (India, April 2025) is an example of a critical patient safety issue due to misidentification, communication, and weak adherence to procedures. It is important to know whether this failure has arisen in a centralised or decentralised system structure to determine how the decision-making process, accountability and crisis response were handled. Centralisation and decentralisation are two ends of a spectrum of healthcare systems, where the leadership, governance, and organisational culture determine the success of each (Lega et al., 2021). This part is a critical analysis of the impacts of these structural approaches on the case based on empirical data and evidence around the world.
[bookmark: _Toc227618191]Healthcare Systems that are Centrally Placed:
The centralised systems are those where power and decision-making are concentrated at the top organisational levels and clinical processes are standardised and controlled (World Health Organization, 2022). Senior management or regulatory authorities enforce policies, protocols, and procedures in such systems, including patient identification and surgical checklists.
Example in Practice
The majority of healthcare systems, including the UK, have surgical procedures that are required to follow centrally established guidelines such as the WHO Surgical Safety Checklist that has been demonstrated to decrease surgical complications by more than 30% (WHO, 2023). Likewise, NHS England needs to be mandatory in reporting never events and compliance with standard operating procedures (NHS England, 2023).
Advantages in regard to the case
Centralisation has a number of advantages:
· Standardisation of practices and minimisation of clinical practice variability.
· Well-defined accountability frameworks with responsibility being tracked.
· Better patient safety outcomes, which can be shown by WHO data.
In the case of the Organisation for Economic Co-operation and Development (2023), it is stated that medical errors that may be prevented are lower in the countries where the central governance frameworks are strong, in part because of the uniformity of the policy implementation.
Disadvantages as far as the case is concerned
But there are also limitations to centralisation:
· Slow decision-making as a result of sitting approval procedures.
· Decrease in frontline flexibility.
· De facto, there might be a disconnect between policy and practice.
In the case of Kota, even though there may have been protocols which were not enforced at the local level, there was a disconnect between central policy and frontline implementation, and this is a sign of inefficient governance, which suggests no rules, but not the lack of protocols.
[bookmark: _Toc227618192]Healthcare Decentralised Systems:
Decentralised systems spread power between various organisational levels, where frontline workers are able to make decisions grounded on clinical needs in the moment (OECD, 2023). This strategy enhances responsiveness and adaptability.
Example in Practice
Hospitals have decentralised aspects in which the nurses, the junior doctors and the surgical teams make real-time decisions about the patient's care. As an example, the central administration rarely handles patient admission and identification and the preparation for surgery, which is often done at the ward or departmental level.
Advantages with regard to the case
Decentralisation has a number of benefits:
· The ability to make decisions quicker, which is essential in emergencies.
· Frontline staff empowerment and responsiveness.
· Patient-centred care, based on the context.
The Institute for Healthcare Improvement (2022) claims that decentralised decision-making may boost efficiency and patient outcomes with the help of effective safety cultures and training.
Disadvantages as far as the case is concerned
Decentralisation offers several advantages, but it also comes with certain risks:
· Irregular use of procedures.
· Less supervision and responsibility.
· Higher risk of human error as a result of autonomy.
Decentralised decision-making, in the Kota incident, seems to have played a key role in the error. Employees did not use verbal validation but instead used formal identification procedures, which resulted in a severe malfunction in patient validation.
[bookmark: _Toc227618193]Mixed Character of Case Study System:
The system of the Kota Medical College Hospital can be described as a hybrid one, as it is based on centralised policies but decentralised implementation. Although the patient safety practices are probably determined at a greater level, they are carried out by frontline employees.
This hybrid model is prevalent in the world but needs a powerful leadership and surveillance system in operation (West et al., 2022). The breakdown in this instance speaks to the following:
· Poor central-local integration of practice and policy.
· Little supervision and enforcement.
· Absence of feedback to recognise mistakes in time.
[bookmark: _Toc227618194]Critical Analysis: Effect on Crisis Management
The structure of the system had a huge impact on the crisis management in the case:
1. Decision-Making
The decentralised decision-making did not permit any proper verification of the staff, and they could act fast and make mistakes. Communication failures account for 70% of adverse events, as demonstrated by IHI (2022).
2. Accountability
The lack of accountability is an indication of a gap in governance. Accountability is also well identified in centralised systems, but in the decentralised environment, it may be diffused.
3. Crisis Response
Only internal monitoring systems failed, as the error was only revealed when the son of the patient realised that something was wrong. Such errors need to be detected earlier in effective systems through proper checks and balances (WHO, 2023).
[bookmark: _Toc227618195]Supporting Numerical Evidence:
Experimental evidence shows that the organisation of the system is an essential aspect of patient safety:
· WHO (2023): 1 out of 10 patients worldwide is harmed, half of which are preventable.
· OECD (2023): 15% of hospital expenditure is associated with safety lapses.
· NHS England (2023): Each year, more than 2 million incidents related to patient safety are reported.
· IHI (2022): 70% of severe adverse events were associated with communication failures.
· WHO (2024): 10 million shortages in the number of healthcare workers globally, growing workload, and risk.
These statistics show that patient safety outcomes are directly related to system design, level of staffing and governance.
[bookmark: _Toc227618196]Staff Ratios and Workload Pressures:
The problem of staff shortage is one of the main issues that impact decentralised decision-making. According to the World Health Organization (2024), staffing shortages contribute to cognitive overload and less adherence to safety measures.
Patient-to-staff ratios in most low- and middle-income countries are high and contribute to the following:
· Less time to verify patients.
· Enhanced dependency on informal processes.
· Increased risk of making mistakes.
This background is most applicable to the case study, whereby time pressure and workload might have affected the behaviour of the staff.
[bookmark: _Toc227618197]Policy and Governance:
Good governance involves coordination between central policies and local enactment. According to NHS data, the ability to stay safe through the observance of safety protocols lowers adverse events to a significant degree (NHS England, 2023).
But in less well-governed systems:
· There may be policies, but they are not always enforced.
· There is a lack of monitoring and evaluation mechanisms.
· There is lack of leadership responsibility.
The Kota case demonstrates the importance of policy failure on the implementation level in derailing patient safety, despite the presence of guidelines.
[bookmark: _Toc227618198]Comparative Evaluation:
	Aspect
	Centralised System
	Decentralised System
	Case Study Outcome

	Decision-making
	Controlled, slower
	Faster, flexible
	Fast but incorrect

	Accountability
	Clear hierarchy
	Diffused
	Weak accountability

	Protocol compliance
	High
	Variable
	Poor compliance

	Crisis management
	Structured
	Adaptive
	Ineffective


[bookmark: _Toc227618214]Table 2: Comparative Evaluation
This contrast shows that at the same time as decentralisation supports responsiveness, lack of oversight and standardisation can result in vital disasters, as is visible inside the case.
The Kota Medical University Health Center case demonstrates that neither centralisation nor decentralisation alone guarantees affected person safety. As a substitute, the effectiveness of healthcare systems relies upon how nicely those systems are incorporated and ruled. The incident reflects a failure to balance decentralised decision-making with centralised manipulative mechanisms, resulting in poor duty, weak verbal exchange, and inadequate disaster control.
A hybrid technique, supported by means of strong management, strong governance, and effective monitoring structures, is essential to make certain affected person protection and organisational resilience.
[bookmark: _Toc227618199]4.0 Leadership Theories and Application to the Case Study
The case of Kota Medical College Hospital highlights a terrible leadership breakdown in a critical healthcare setting. A leader is also crucial in-patient safety, promoting communication, and compliance with clinical guidelines. Here, the wrong patient identification and the wrong operation that followed are an indication of how poor leadership may create a lapse in the governance, accountability and coordination of teams. Healthcare leadership is not the use of hierarchical power but the ability to influence behaviours, create the culture of a specific organisation and make sure that safety systems are employed on a regular basis (West et al., 2022). This part critically uses some of the major theories of leadership, such as transformational, transactional, and situational leadership, in the case and examines their applicability, effectiveness, and weaknesses based on empirical evidence and patient safety evidence.
[bookmark: _Toc227618200]Transformational leadership and how it is used:
Transformational leadership inspires employees to perform better and alter the organization (Bass and Riggio, 2022). Healthcare staff engagement, patient outcomes, and safety cultures improve with this leadership style. Organisations that foster excellent leadership and safety cultures reduce preventable injury, according to the WHO (2023).
[image: Inspire others through transformational leadership]
[bookmark: _Toc227618217]Figure 3: Transformational leadership
Source: myamericannurse.com
Transformational leadership is scarce in the case study. A transformational leader would have prioritised a culture of safety that encourages staff openness and strong patient identification processes. Studies show that hospitals with high staff involvement and leadership support reduce patient safety occurrences by 25% (West et al., 2022). Lack of leadership in the Kota case indicates no vision and inability to implement patient-centered values.
Transformational leadership would have prevented the incident by increasing responsibility and empowering staff to question unclear orders. But such a goal requires long-term organisational commitment and training, which may not be possible in resource-constrained situations.
[bookmark: _Toc227618201]Transactional leadership and its use:
Transactional leadership is structure-orientated, rule-based, performance-orientated, accountable, and thus especially applicable in clinical settings where adherence to protocols is crucial (Northouse, 2022). Transactional leadership in healthcare is used to ensure that the WHO Surgical Safety Checklist is adhered to.
[image: Transactional Leadership - Slide 1]
[bookmark: _Toc227618218]Figure 4: Transactional leadership
Source: collidu.com
The Kota case shows that there is a failure in transactional leadership. Even though there must have been measures in place to identify the patients, they were not implemented properly. According to the Institute of Healthcare Improvement (2022), nearly 70% of severe negative outcomes stem from a failure to adhere to standardised processes. This implies that leadership did not ensure control and monitoring and staff members would practise informal and unsafe ways.
In a more critical view, transactional leadership would have been more applicable in such a case since the incident was a definite procedural failure. Having stringent identification procedures, which are accompanied by supervision and responsibility systems, would have probably averted the mistake. Nonetheless, transactional leadership can be excessively relied upon, which could restrict innovation and empowerment of employees, pointing to the necessity of a balanced strategy.
[bookmark: _Toc227618202]Situational leadership and its application:
Situational leadership is a style that focuses on flexibility, indicating that leaders ought to change their leadership approach depending on the environment and the requirements of their group (Thompson and Glasø, 2021). This is especially useful in dynamic healthcare environments, such as with crises or high-pressure situations.
In the case study, leadership does not seem to have been responsive and adaptive. This situation needed to be carefully verified and communicated with, but members of staff went ahead without doubting the procedure. Effective situational leadership would have noticed the danger of misidentification and put in place corrective measures immediately. According to the Organisation for Economic Co-operation and Development (2023), healthcare systems that adopt adaptive leadership practices are more effective in tackling crises and reducing adverse event rates.
Imperatively, situational awareness was missing in the Kota case, which implies the leaders had not been trained properly in responding to uncertainty. Situational leadership would have allowed the staff to wait, re-evaluate and confirm patient identity before taking action and avoiding injuries.
[bookmark: _Toc227618203]Leadership Effectiveness and Data Evidence:
Empirical evidence indicates the role of leadership in influencing patient safety outcomes. According to the WHO (2023), it is estimated that 1 out of 10 patients in the world suffers harm, and 50 percent of such cases can be avoided. Also, NHS statistics reveal that one of the most frequent reasons for reported safety incidents is the lack of communication and leadership gaps (NHS England, 2023). Staff surveys also indicate that organisations that have bad leadership experience lower levels of trust, poorer communication and an increased percentage of errors made (Health Foundation, 2022).
The leadership in the Kota case seems to have been a reactionary one and not proactive. The error was revealed only when the son of a patient was concerned, which means that there was a breakdown in the internal monitoring systems. By being proactive, leadership would have put several verification checkpoints as well as motivated staff to speak up and minimised the chances of such occurrences.
[bookmark: _Toc227618204]What a Might Have Been Done Otherwise:
A mix of transformational, transactional, and situational leadership would have worked better. Leaders must have fostered safety and accountability and enforced protocols. Distributed leadership might have improved communication and decision-making by sharing responsibility across teams. An emotional intelligence-based leadership style that emphasises empathy, awareness, and communication would have allowed personnel to question and review processes (Goleman, 2021).
The Kota Medical College Hospital case indicates that inadequate leadership is a major cause of patient safety problems. Missing transformational vision, transactional control, and situational adaptability contributed to the incident. Global health organisations testify that strong leadership reduces errors, improves safety, and strengthens organisations. A balanced and combined leadership style is needed to prevent such events and improve healthcare.
[bookmark: _Toc227618205]5.0 Improvement and Lessons Learned
This case at the Kota Medical College Hospital illustrates the interaction of leadership and governance failures to lead to severe patient safety consequences. The incorrect patient surgery did not just happen due to the personal mistake but was a confluence of poor leadership control, poor governance systems and poor feedback loops of the system. The World Health Organization (2023) states that almost half of the harm that patients experience can be reduced, and effective leadership and governance are crucial in minimising the number of adverse events. This part is a critical assessment of the opportunities missed and proposed evidence-based remedies based on empirical evidence.
[bookmark: _Toc227618206]Leadership and Governance Failures:
Transactional leadership and governance were lacking in the case, as patient identification rules were not followed. International requirements like the WHO Surgical Safety Checklist were not followed operationally. According to the Institute for Healthcare Improvement (2022), 70% of significant adverse occurrences are caused by communication failures, indicating that leadership did not prioritise safe communication.
Late error detection and reporting were also major issues. The patient's son detected the incident's absence because the patient had no internal monitoring. NHS England found that thorough reporting systems reduce harm the most because they allow early intervention (NHS England, 2023).
Disjointed governance structures with no ground-level accountability were also evident. Poor healthcare governance increases preventable damage and ineffectiveness, according to the OECD (2023).
[bookmark: _Toc227618207]Missed Opportunities and Evidence-Based Improvements:
Problem: Lack of strong patient identification and communication systems
Data: According to WHO (2023), 1 out of 10 patients in the whole world suffers harm, which is usually a result of a lack of communication.
Improvement: Digital identification, which can be a barcode scan or biometric verification, has been found to help minimise identification errors by more than 50% (OECD, 2023).
Problem: Ineffective reporting and feedback systems
Data: It has been found that 40% of medical errors are not reported, which restricts organisational learning (Health Foundation, 2022).
Improvement: Introducing digital incident reporting systems in real-time and promoting a no-blame culture can enhance transparency and accountability.
Problem: Lack of effective leadership and safety culture
Data: Studies indicate that organisations that have good leadership and employee engagement record a maximum of 25% or fewer safety incidents (West et al., 2022).
Improvement: Adopting transformational and distributed leadership approaches can enhance communication, accountability, and team performance.
Problem: Workload and shortages of staff
Data: WHO (2024) approximates that there is a shortage of 10 million health workers in the world, a factor that has contributed to the rising number of errors.
Improvement: Risk can be greatly reduced by investing in workforce planning and training and better staff-to-patient ratios.
[bookmark: _Toc227618208]System Structure: Leadership-Feedback Interaction
The case demonstrates the dynamic impact of the structure of the system, style of leadership and feedback mechanisms. Frontline staff were free to make quick decisions in a decentralised operational environment, but in the absence of robust centralised controls and leadership control, the autonomy resulted in errors. Meanwhile, there were no efficient feedback systems that would allow identifying and rectifying the fault on time.
Leadership was a crucial factor in influencing this interaction. The absence of proactive and purposeful leadership resulted in poor communication, a lack of accountability, and insufficient enforcement of safety measures. Systems thinking indicates that these elements are connected; that is, enhancement in one dimension must be balanced out with all parts (Sterman, 2022).
[bookmark: _Toc227618209]Healthcare organisation lessons:
Healthcare organisations worldwide can learn a number of lessons from this case. To start with, there must be balanced forms of governance that are both centralised and decentralised. Second, leadership should be action-orientated and safety-focused, and the protocols should be adhered to in each case, and the staff should feel confident to report. Third, the use of data and evidence should be applied to enable the unending process of improvement, and there should be strong monitoring and reporting tools.
Lastly, organisations need to focus on the culture of safety and learning, in which errors are not blamed on individuals but are analysed in a systematic manner. WHO (2022) notes that to ensure ongoing improvement, data, leadership, and governance should be integrated into a single system.
The Kota Medical College Hospital case shows the paramount significance of integrating leadership, governance, and system design in the patient safety endeavour. Healthcare organisations can do a lot to mitigate the risk of such incidents and prevent communication failures, reinforce accountability, and use data-driven solutions. The experience of this case highlights the importance of comprehensive, evidence-based solutions to leadership and improvement of the system in healthcare.
[bookmark: _Toc227618210]6.0 Recommendation
The case of Kota Medical College Hospital underscores the dire necessity to develop a systematic, leadership-based solution to avert the recurrence of such crucial patient safety failure. In the future, the organization must focus on enhancing patient identification, leadership accountability, and governance mechanisms using evidence-based interventions as per global patient safety standards.
One of the recommendations is to implement a hybrid leadership style, which is a synthesis of transformational, transactional, and situational leadership styles. Transformational leadership can achieve a robust safety culture, employee motivation, and the integration of patient-centred values throughout the organisation (West et al., 2022). Simultaneously, transactional leadership must be strengthened to make certain that there is obedience to protocols like patient identification and surgical safety checklists. Situational leadership will allow leaders to be more flexible in case of high-risk or crisis situations and make the correct decisions and be responsive (Northouse, 2022). According to evidence from the World Health Organization (2022), organisations that integrate leadership strategies achieve significantly better patient safety results.
To enhance its governance, the hospital must establish robust accountability systems supported by digital systems. This covers electronic patient identification, which is mandatory and could be barcode scanning or biometric identification to minimise human errors. Moreover, the implementation of real-time incident reporting systems may help to increase transparency and early signal the risks. It has been found that an effective reporting system can decrease adverse events by enhancing organisational learning and responsiveness (NHS England, 2023). Every level should clarify accountability lines to ensure clear and implemented leadership roles.
It is also important to enhance communication and systems integration. To reduce the number of misunderstandings, the organisation should standardise communication protocols, i.e., the use of structured handover tools, i.e., SBAR (Situation, Background, Assessment, Recommendation). Regular training and simulation exercises should be promoted as an interdisciplinary teamwork approach that proved to decrease the number of communication-related errors in a significant way (Institute for Healthcare Improvement, 2022). The implementation of clinical, administrative, and digital systems will also guarantee a smooth information flow and decrease fragmentation.
The hospital needs to improve resource utilisation by investing in staff training, workforce planning, and technology to improve technical and allocative efficiency. The problem of staff shortages and workload pressures should be addressed because the high patient-to-staff ratios are directly associated with the high error rates (WHO, 2023). Allocative efficiency may be enhanced, and resources should be diverted to high-impact areas, which include patient safety systems, digital infrastructure, and quality improvement initiatives.
Lastly, the organisation ought to embrace a lifelong learning and improvement process. This involves routine auditing, performance measurement and benchmarking to national and international standards. Co-production of strategies to ensure safety by involving stakeholders, including patients, families, and frontline staff, can increase trust and improve outcomes. To maintain long-term improvements, a culture of learning that promotes reporting and reflection over blame is necessary (Health Foundation, 2022).
Finally, the recommendations focus on the combination of leadership, governance, and system redesign to establish a safer and more resilient healthcare environment. With these practical and evidence-based measures, the organisation can minimise risks, enhance patient outcomes, and sustain quality improvement.


[bookmark: _Toc227618211]7.0 Conclusion
The Kota Medical College Hospital case analysis reveals a critical error in patient safety due to poor leadership, weak governance, and poor coordination of the systems. The mis-surgery of the wrong patient was not an accident but the outcome of failure on a systemic level of communication, accountability, and enforcement of procedures. Based on the international and national data, evidence demonstrates that such events are not only a subset of a broader patient safety issue but that avoidable harm is a major concern in health care systems across the world.
The results highlight the fact that active leadership is a key factor in facilitating safe, high-quality care, and the governance frameworks have to be able to promote clarity of accountability and standardised procedures. Systems thinking also shows that healthcare outcomes are influenced by systems of interrelated processes, but not by individual actions. Enhancing leadership, better communication systems and incorporation of strong governance systems are thus essential in preventing such incidences and ensuring sustainable growth in patient safety and organisational performance.
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