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1. Introduction 
Wrong-site and wrong-patient surgery are among the most serious preventable clinical errors reported within modern healthcare systems, and they are classified as "Never Events" because they should not occur if robust safety processes are in place (Abosheisha et al, 2025). In the UK National Health Service (NHS), wrong-site surgery remains one of the most frequently reported never events despite long-standing national safety standards and policy frameworks designed to prevent such incidents (Erkmen and Frweeman, 2021). The case explored in this report is based on the Healthcare Safety Investigation Branch (HSIB) investigation into a wrong-patient surgical procedure, where system and human failures led to a patient undergoing surgery intended for someone else (Godwin, 2023). This incident demonstrates that surgical error is not solely the result of individual actions but reflects deeper organisational weaknesses, communication failures, and breakdowns across multiple safety checkpoints (Omar et al., 2023). While rare, wrong-patient surgery, estimated at between 1 in 50,000 to 1 in 100,000 procedures, remains a critical concern because of the serious and preventable harm it can cause (Omar et al., 2023).
National data reinforces the relevance of this issue, with wrong-site procedures accounting for nearly half of all Never Events reported in some NHS reporting periods (Omar et al., 2023). This suggests that although guidance, protocols, and safety governance structures exist, variability in compliance and implementation continues to expose patients to avoidable harm (George, 2023). The persistence of these events highlights weaknesses in operational consistency, communication, and safety culture across clinical teams and settings. The case also demonstrates how factors such as unclear documentation, inconsistent workflow adherence, and assumptions made during patient identity checks can contribute to procedural failure and result in serious clinical error (Godwin, 2023).
Wrong-site and wrong-patient surgery, therefore, represent not only clinical safety challenges but also broader organisational and policy concerns affecting service quality, equity, and public confidence (George, 2023). This case highlights systemic weaknesses, including gaps in training, workload pressures, and inconsistent implementation of national guidance such as the National Safety Standards for Invasive Procedures (NatSSIPs), as well as limited mechanisms for shared learning across NHS trusts (Underwood and Kilvington, 2024). For these reasons, applying structured quality improvement frameworks, including Root Cause Analysis, Fishbone Analysis, the Donabedian Model, and the PDSA cycle, provides a meaningful approach to understanding contributory factors and developing sustainable improvement strategies. By focusing on system learning rather than individual blame, this report aims to support improved patient safety and reduce the risk of recurrence in similar clinical contexts.
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Swiss Cheese Model 
The Swiss Cheese Model provides a useful theoretical framework to understand how the wrong-patient surgery occurred by illustrating how multiple failures aligned over time. The model emphasises that healthcare systems have multiple layers of defence, such as checklists, consent procedures and verification protocols, yet each layer contains weaknesses or “holes” (Khosla et al., 2021). In the investigated case, latent system issues such as unclear documentation, inconsistent safety protocols and limited standardisation across teams weakened the protective barriers (Brennan, 2023).
Active failures also played a key role, including incorrect assumptions during patient identification, incomplete use of checklists and gaps in communication among staff (Khosla et al., 2021). Environmental pressures such as time constraints and workflow interruptions further contributed to the breakdown of safety processes (Brennan, 2023). The model demonstrates that the error was not the result of a single failure but rather multiple interacting weaknesses across the system, aligning to permit the event (Brennan, 2023).
Root Cause Analysis 
Root Cause Analysis (RCA) revealed that the wrong-patient surgery resulted from a combination of procedural, communication and human factor failures rather than a single mistake. Using structured tools such as the 5-Whys demonstrated that assumptions made during patient identification and inconsistent compliance with mandatory safety protocols directly contributed to the event (Stretton, 2021). System pressure, unclear accountability and failure to escalate uncertainty further compounded the situation. RCA therefore highlighted the need to strengthen multidimensional safety mechanisms, improve communication across the surgical team and reinforce consistent adherence to established verification procedures to prevent similar incidents in the future (Stretton, 2021).
Fishbone Diagram Analysis 
The Fishbone Diagram demonstrates that the incident resulted from multiple contributing factors across organisational, individual and environmental domains rather than an isolated error. The model helps categorise underlying causes and offers a structured way to identify failures across different dimensions affecting patient safety.
· People: Insufficient staff training and reliance on assumptions during patient identification contributed significantly to the error. Fatigue, workload pressure and limited confidence in challenging colleagues also increased vulnerability to mistakes (Moeng and Luvhengo, 2022).
· Process: Inconsistent implementation of safety checklists and gaps in the identity-verification procedure created a significant opportunity for errors. Failure to follow standardised steps meant that critical safeguards were bypassed rather than consistently executed (Chwat et al., 2022).
· Environment: Frequent interruptions, high time pressure and theatre distractions reduced staff concentration and impaired decision-making, creating conditions where errors could progress unchecked (Moeng and Luvhengo, 2022).
· Documentation/Equipment: Outdated theatre lists, incomplete clinical notes and unclear marking tools made it difficult for staff to verify the correct patient and surgical site confidently (Chwat et al., 2022).
· Management: Limited oversight of safety compliance and insufficient monitoring of adherence to key protocols meant systemic weaknesses were not identified or addressed early enough (Moeng and Luvhengo, 2022).
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