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ANSWER: WRONG SITE SURGERY 

(WSS) 

 

Wrong site surgery (WSS) consists of 

“surgery performed on the wrong side or site 

of the body, wrong surgical procedure per-

formed, and surgery performed on the wrong 

patient”. WSS is defined as a sentinel event 

(i.e., an unexpected occurrence involving 

death or serious physical or psychological 

injuries, or the risk thereof) by the Joint 

Commission (JC).1  

 

It continues to be recorded in the 

USA and UK and across all surgical special-

ties, particularly Ophthalmology and Ortho-

paedics.1,2 Although these events are rare, 

WSS affects patients and the surgical teams, 

at times with adverse publicity in the com-

mon media. It has effect on various aspects 

including psychological impact on well-being 

of health care professionals involved, medi-

colegal, social and emotional damage to indi-

vidual and reputation of the organisation.2 

 

Communication failure, noncompli-

ance with procedures and issues with leader-

ship were identified as the top root causes of 

WSS by the JC. The causes of WSS have also 

been divided into system and process fac-

tors.1 

 

Various steps for prevention of WSS 

have been suggested. These include The Uni-

versal Protocol for Preventing WSS from JC 

and the WHO surgical safety checklist.1,3 

These have been universally accepted but not 

strictly followed. The goals of these protocols 

are to drastically reduce or eliminate com-

pletely the incidence of WSS by using a 

standardised routine and acceptable preoper-

ative process. The guidelines cover pre-

operative verification of procedure, marking 

the operative site and “time out” immediately 

before starting the procedure. However, the 
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effectiveness of the above tools depends 

highly on the individual or organisations.2,3  
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