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Wrong-site surgery is a broad term that can be defined as performing an operation or a surgical procedure on the wrong part of the body. Within this definition, there are several subdivisions: 
· When surgery is done on the wrong side, for instance operating on the right eye rather than the left eye.
· When surgery is done on the right side but in the wrong location, this happens when there is more than one similar anatomical structure to choose from. For instance, operating on the wrong finger on the right hand.
· When surgery is done on the right anatomical site and correct side but the wrong operation procedure is used.
Wrong-site surgery can also include surgery done on the wrong patient and using the incorrect procedures during the surgery. Ophthalmology,  a branch of surgery specializing in eye surgery, is prone to incorrect site errors (Maloley et al., 2020). These wrong-site surgery errors are mainly caused by the lack of a formal system that verifies surgery and a breakdown of the system that verifies the site of surgery. Wrong-site surgery occurs in roughly 1 in 100,000 cases but can occur as 4.5 in 10,000 cases depending on the procedure being done (Engelhardt et al., 2017). Wrong-site surgery is a sentinel event meaning an immediate extensive systematic analysis and response to the event is required (Gloystein et al., 2020)
The root causes of wrong-site surgery include; communication failure, which may result from the disruption of the flow of information and procedural non-compliance, resulting from failure to follow the proper procedure and lack of engagement from senior leadership. These factors may be within the system or act outside the system and work together to increase the potential harm.  
Causes of Wrong Site Surgery 
These factors can be divided into two; system factors and process factors. Some of these process factors include;
· Miscommunication between the surgical team and the patient.
· Late changes to the operating lists
· Moving the hospital beds around
· Involvement of more than one surgeon
· Performing multiple procedures on the same patient
· Operating site not marked clearly
· Inadequate patient assessment 
· Detaching the theatre staff in the identification process.
Some of these system factors include;
· Disbarring of some surgical team members
· Performing procedures that require unusual equipment
· Not making sure every check was performed appropriately 
· Performing procedures that require the patient to be in an awkward position.
There are some ways to reduce the occurrence of these wrong-site surgeries, and they include;
· Involving everyone, and that includes the patients. Everyone should work together to avoid these errors; the people in the theatre should counter check the patients to make sure that the right patient undergoes the surgical operation. 
Ensuring that there is a smooth flow of communication from the moment the patient is admitted to the time the surgical procedure is to be done
· They should implement a checklist at every stage used to prevent a human error that may result in wrong-site surgery. They should use these checklists in every step.
· Intensive preparations should be carried out for any procedure, and they should adequately discuss every detail.
· After identifying the errors when they happen, one should learn from them to avoid repeating those mistakes.
 The most crucial aspects are teamwork, efficient communication, engagement of all the parties involved and preparedness.

Conclusion
 Wrong-site surgery is an overwhelming calamity for the patient and their family and the doctor and institution. Prevention cannot be the duty of one individual and must be an aggregate obligation of the whole group taking care of the patient. The patient should also be encouraged to participate in the entire process. The World Health Organization surgical safety checklist is imperative in many hospitals and medical institutions around the world and this has been exceptionally powerful in limiting wrong site surgery .
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