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Objective: To provide a review of human factors re-
search within the context of surgery.

Data Sources: We searched PubMed for relevant stud-
ies published from the earliest available date through Feb-
ruary 29, 2012.

Study Selection: The search was performed using the
following keywords: human factors, surgery, errors, team-
work, communication, stress, disruptions, interven-
tions, checklists, briefings, and training. Additional ar-
ticles were identified by a manual search of the references
from the key articles. As 2 human factors specialists, a
senior clinician, and a junior clinician, we carefully se-
lected the most appropriate exemplars of research find-
ings with specific relevance to surgical error and safety.

DataExtraction: Seventy-seven articles of relevance were
selected and reviewed in detail. Opinion pieces and edi-
torials were disregarded; the focus was solely on articles
based on empirical evidence, with a particular emphasis
on prospectively designed studies.

Data Synthesis: The themes that emerged related to
the development of human factors theories, the applica-
tion of those theories within surgery, a specific interest
in the concept of flow, and the theoretical basis and value
of human-related interventions for improving safety and
flow in surgery.

Conclusions: Despite increased awareness of safety, er-
rors routinely continue to occur in surgical care. Dis-
ruptions in the flow of an operation, such as teamwork
and communication failures, contribute significantly to
such adverse events. While it is apparent that some in-
cidence of human error is unavoidable, there is much evi-
dence in medicine and other fields that systems can be
better designed to prevent or detect errors before a pa-
tient is harmed. The complexity of factors leading to sur-
gical errors requires collaborations between surgeons and
human factors experts to carry out the proper prospec-
tive and observational studies. Only when we are guided
by this valid and real-world data can useful interven-
tions be identified and implemented.
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W HILE THE PRECISE IN-
cidence and epide-
miology of medical
mistakes still elicit
debate, all can agree

that human errors are inevitable in any en-
deavor. Errors typically have little to no
consequence and often go unnoticed, but
occasionally they translate into an ad-
verse event. In the medical setting, this may
be reflected in prolonged hospital stays,
morbidities, or mortalities.1-3 A growing
consensus acknowledges that while er-
rors and adverse events are often commit-
ted by individuals, they are mostly the
product of faulty systems and inadequate
organizational structure set forth by the
institution.4-6 Because of the critical na-
ture of many operative interventions, sur-
gery accounts for a large number of medi-
cal errors. In one retrospective review by

Gawande et al,7 66% of all adverse events
were found to be surgical in nature, most
of which occurred in the operating room;
54% of these were judged to be prevent-
able.1 Beyond their cost in human lives,
preventable medical errors result in finan-
cial costs projected to be between $17 bil-
lion and $29 billion per year in US hos-
pitals.8

Human factors engineers seek to iden-
tify the root causes of medical and surgi-
cal errors within vulnerable systems with
the intent of optimizing performance.9 Hu-
man factors research can provide a prag-
matic framework for analyzing and assess-
ing risk and reducing error by considering
where system designs could take better ac-
count of human capabilities and fallibili-
ties. In this article, we will review (1) the
systematic nature of errors and how they
relate to the field of surgery, (2) human
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factors studies within the practice of surgery, and (3) the
most promising interventions that have been imple-
mented to date.

METHODS

We searched PubMed for relevant studies published from
the earliest available date through February 29, 2012. The
search was performed using the following keywords: hu-
man factors, surgery, errors, teamwork, communica-
tion, stress, disruptions, interventions, checklists, brief-
ings, and training. The breadth of the topic and
methodological and theoretical diversity of human fac-
tors research meant that a systematic review was nei-
ther possible nor desirable. Instead, as 2 human factors
specialists, a senior clinician, and a junior clinician, we
carefully selected the most appropriate exemplars of re-
search findings with specific relevance to surgical error
and safety. Opinion pieces and editorials were disre-
garded; we focused solely on articles based on firm evi-
dence, with a particular emphasis on prospectively de-

signed studies. Seventy-seven articles of relevance were
selected and reviewed in detail. The themes that emerged
related to the development of human factors theories, the
application of those theories within surgery, a specific
interest in the concept of flow, and the theoretical basis
and value of human-related interventions for improv-
ing safety and flow in surgery.

HUMAN FACTORS AND SYSTEMS

Human factors can be described as the study and design
of environments and processes to ensure safer, more ef-
fective, and more efficient use by humans.10-12 The gen-
eral objective of human factors engineers within the do-
main of health care is to maximize human performance
and system efficiency while promoting health, safety, com-
fort, and quality of life.13,14 Adopting a systems ap-
proach to understanding surgical errors is based on 3 prin-
ciples: (1) human error is unavoidable, as it is an inherent
aspect of human behavior, (2) defective systems allow
human error to cause harm to the patient, and (3) sys-
tems can be designed to prevent or detect human error
before a patient is harmed.15 According to this perspec-
tive, errors are the natural consequences, not the causes,
of those systemic breakdowns that affect performance.16

Perhaps the most familiar human factors theory is the
“Swiss cheese” model of accident causation. This pro-
vides a theoretical framework for the cause of errors within
the context of systems (Figure1). According to this model,
accidents are a result of both active and latent failures. Ac-
tive failures are unsafe acts committed by the people at the
human-system interface whose actions can have immedi-
ate, adverse consequences. Latent failures are the result of
poor systems design or decision making by members of the
organizational and management spheres. The damaging
consequences of latent failures may lie dormant for a long
time, only to become evident when they combine with ac-
tive failures. Each slice of “cheese” is analogous to a sys-
temic defense against error, and the holes within each slice
are a combination of active and latent failures. Occasion-
ally, the holes within each layer of defense will line up to-
gether, allowing an error to bypass the system’s defenses
and translate into an accident.18-20

Preventable adverse events are therefore not simply
the result of human error but rather are due to defective
systems that allow errors to occur or go unnoticed.15 The
Systems Engineering Initiative for Patient Safety model
is a useful illustration of the components of a system
(Figure 2). It places the individual at the center and car-
ries the notion that all the elements of the system have
an effect not only on the individual but also on the other
elements within the system. This model suggests that sur-
gical skill, overall performance, and outcomes are strongly
affected by such factors as teamwork and communica-
tion, the physical working environment, technology,
workload factors, and other organizational variables. In
turn, the components of the system can influence each
other.21 For example, introduction of a new technology
such as a surgical robot requires new skills to be learned,
a suitable environment in which to operate and main-
tain it, and organizational support for the technology and
people using or being treated with the new technique.

Organizational
factors Failed or absent

defenses
Unsafe

supervision

Preconditions
for unsafe acts

Unsafe acts

Accident
prevented

Accident!

Figure 1. Swiss cheese model of accident causation. Adapted with
permission from Ashgate Publishing Ltd.17
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• Care 
 process
• Other
 processes

Patient outcomes:
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Technology
and tools
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Tasks Environment

Figure 2. The Systems Engineering Initiative for Patient Safety model.
Adapted with permission from BMJ Publishing Group.21
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HUMAN FACTORS IN SURGERY

There is a growing body of literature relating human fac-
tors science to the practice of surgery. Operating rooms
are commonly intricate, high-stress environments occu-
pied by a broad array of technological tools and inter-
disciplinary staff. The operating room has a unique set
of team dynamics, as professionals from multiple spe-
cialties whose goals and training differ widely are re-
quired to work in a closely coordinated fashion.22 This
complex setting provides multiple opportunities for sub-
optimal communication, clashing motivations, and er-
rors arising not from technical incompetence but from
cognitive biases, poor interpersonal skills, and substan-
dard environmental factors.22,23

Environmental factors within the operating room such
as clutter, congestion, noise, lighting, and temperature
have been shown to negatively affect surgical perfor-
mance.24-26 Congestion due to the location of equip-
ment and displays as well as the disarray of wires, tubes,
and lines, known as the “spaghetti syndrome,” is a com-
mon scenario in the operating room.27 Consequently,
movements by members of the surgical team are often
obstructed, wiring is difficult to access and maintain, and
the risks of accidental disconnection of devices and hu-
man error increase.26 Noise can hinder the ability of a sur-
geon to concentrate by masking acoustic cues and inter-
fering with internal thought processes.13 Excessive noise
may also prevent critically relevant communications from
occurring among team members.28

Poor communication has been increasingly regarded
as a causal factor in a large percentage of sentinel events
within the health care system.28-31 The Joint Commis-
sion reports communication as the number one root cause
of sentinel events from 1995 through 2004. In one study,
incomplete or erroneous communication was a causal fac-
tor in 43% of errors made during surgery.32 Yet another
study found that 36% of communication errors in the op-
erating room resulted in inefficiency, team tension, re-
source waste, patient inconvenience, and procedural er-
ror.31 Surgeons who are capable of adapting their
communication style when operating with new or inex-
perienced team members have been able to foster team
coordination in a manner that reduces errors and im-
proves patient outcomes.33

Similarly, technical surgical errors cannot be under-
stood in isolation from the actions of other members of
the team. In one study, teamwork factors alone ac-
counted for 45% of the variance in the errors committed
by surgeons during cardiac cases.30 In a study compar-
ing the effectiveness of primary (familiar) and second-
ary (unfamiliar) surgical teams, primary teams revealed
significantly fewer surgical errors and miscommunica-
tion events per case.16 The stability of a cohesive team
fosters the development of trust among team members,
which allows for adaptation to nonverbal communica-
tion styles and facilitates the anticipation of others’ actions.

Although effective teamwork and communication are
fundamental to patient safety in the operating room, acute
stress increasingly is recognized as a key component of
surgical performance.34,35 Surgeons encounter frequent
stressors in the operating room, including technical com-

plications, time pressure, distractions, interruptions, and
increased workload.36 Excessive levels of intraoperative
stress can compromise both technical and nontechnical
skills.37,38 Indeed, being able to operate effectively un-
der such stress-inducing conditions is a hallmark of ex-
pertise.36 A marker of surgical excellence is not error-
free performance but rather the ability to manage errors
and problematic events during an operation.29 In es-
sence, because patient anatomy and physiological re-
sponse to surgery may not always be predictable, it makes
sense to control for as many other uncertainties as pos-
sible and thus allow a more appropriate individualized
response for each patient. This may ultimately illustrate
the need for surgery-specific human factors theoretical
development, as aviation models, for example, become
increasingly outdated.

PROSPECTIVE ANALYSIS
OF FLOW DISRUPTIONS

Methods of capturing systemic errors include both ret-
rospective reviews and prospective observational stud-
ies. Retrospective studies are prone to hindsight bias.39

For example, it is difficult to determine how sleepless-
ness, distractions, poor communication, and technical fac-
tors may have contributed to the occurrence of a re-
tained sponge in the abdomen weeks after the event
transpired. Additionally, retrospective studies cannot de-
tect near harm or potential adverse events, which occur
far more frequently and offer as much information as the
catastrophic but rare adverse event.40-42 In contrast, pro-
spective observational research offers objective analysis
of events and allows for the study of near misses, errors,
adverse events, team performance, and organizational cul-
ture.43,44 However, the rarity of capturing an uncom-
mon death or adverse event makes it difficult to justify
endless hours of observation. This dilemma has prompted
researchers to monitor the quality of performance through
the measurement of outcome events other than death.45

Surrogate measures, such as errors and disruptions, can
often be used to predict the occurrence of a catastrophic
adverse event or death if the proposed measure corre-
lates with a clinically meaningful outcome and fully cap-
tures the effect of a particular treatment.46

The concept of flow was first promulgated in the 1960s
by Mihaly Csikszentmihalyi when he observed artists who
would get lost in their work, disregarding their need for
food, water, and even sleep. Flow is a mental state in which
a person is fully immersed in a complex activity that is in-
trinsically motivated by his or her own talents and inter-
ests; flow imparts a distorted sense of time and a loss of
any feeling of self-consciousness. According to Csikszent-
mihalyi, flow can be attained only if an individual
possesses the proper skill set necessary to carry out a
task worthy of the challenge. While flow shares some
surface characteristics with other urgent tasks, it is el-
evated by the matching of hard-won skills and innate tal-
ents with a meaningful and noble purpose.47,48 When this
concept is applied to the field of surgery, flow could refer to
the ease and fluidity with which an operation progresses.

Surgical flow disruptions are deviations from the natu-
ral progression of a procedure that potentially compro-
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mise the safety of the operation.30 The significance of flow
disruptions lies in their ability to provide a window to
the quality and safety of the system before a serious ac-
cident occurs.39 Indeed, flow disruptions can be viewed
as a surrogate measure for errors occurring in the oper-
ating room. Although a single flow disruption will likely
result in little to no consequence on the outcome of an
operation, the accumulation of flow disruptions has em-
pirically been linked to a higher prevalence of surgical
errors.30 Observational studies focusing on flow disrup-
tions allow for a systematic, quantitative, and replicable
assessment of the relationships between the surgical en-
vironment, processes, and outcomes.49

Through the observation of 31 cardiac surgery opera-
tions, Wiegmann et al30 showed that surgical errors in-
crease significantly with increases in flow disruptions such
as impaired teamwork, communication failures, equip-
ment and technology problems, extraneous interrup-
tions, and issues in resource accessibility. Catchpole et
al22,50 confirmed that complications during operations can
arise from an escalation of smaller problems and that these
problems can be mitigated by effective teamwork and com-
munication. de Leval et al29 prospectively observed 243
arterial switch operations among pediatric patients in 16
British institutions and analyzed the effects of major and
minor events. They found that both major events (those
errors that are likely to have direct and serious conse-
quences to the patient) and the accumulation of minor
events (those that disrupt the smooth flow of the proce-
dure) had significant effects on death and/or near misses.
They also found that as the number of minor events in-
creased, the ability of a surgical team to cope with major
problems significantly decreased.51 They concluded that
the accumulation of minor events appeared to diminish
the compensatory resources of the surgical team, increas-
ing their susceptibility to committing errors.33

In another prospective ethnographic study, commu-
nication breakdown, information loss, increased work-
load, and competing tasks were found to pose the great-
est threats to patient safety in the operating room.12 Healey
et al25 found that distractions and interruptions related
to communication, equipment, procedures, and the op-
erative environment occurred most frequently and were
most visibly disruptive. They also found the most dis-
tracting communications to be related to operating room
equipment, responses to queries about other patients, and
ongoing management of the operating list with the mem-
bers of the operating room team.52 Similar patterns have
been obtained in urological surgery as well as special-
ties outside surgery, including intensive care units and
emergency departments.53-56

INTERVENTIONS

The analysis of errors and adverse events in health care
has prompted the implementation of several types of in-
terventions to help reduce the frequency of such events.
Checklists, most notably the World Health Organiza-
tion Surgical Safety Checklist, have been proposed to im-
prove safety and process reliability. Checklists ensure
against errors of omission, promote explicit consistency
of repetitive tasks, and improve procedural learning as

well as process reliability.19 However, a checklist is ef-
fective only if it is well designed and used appropriately;
as a consequence, not all checklist studies show effi-
cacy.57,58 In the wrong situation, a poorly implemented
checklist could itself lead to flow disruptions during the
case. Thus, where such interventions do not comple-
ment existing systems of work, they may be met with cul-
tural resistance, particularly when they are viewed as just
another task to complete.59,60 Despite the adoption of a
surgical site marking checklist mandated by the Joint
Commission on Accreditation of Healthcare Organiza-
tion in 2004, wrong-site operations and near misses con-
tinue at an unchanged pace.61

Another potential solution to improving safety and ef-
ficiency in the operating room is the preoperative brief-
ing. Briefings improve team awareness or knowledge
through shared information, explicit confirmation, re-
minders, and education. They also help identify prob-
lems, encourage prompt decision making, and initiate fol-
low-up actions.31 Briefings have been found to significantly
reduce the perceived risk for wrong-site surgery and im-
prove perceived collaboration among the operating room
staff.62,63 They have also been found to reduce commu-
nication failures, reduce disruptions in surgical flow, re-
duce delays, and allow better identification of problems
and knowledge gaps.31,64,65 Despite the benefits that they
provide, briefings may be viewed negatively by some be-
cause of associated delays and the need to simultane-
ously assemble all members of the operating team.

A third solution that has become increasingly popular
is the implementation of teamwork-based training courses.
These courses aim to improve interpersonal relationships
through the improvement of nontechnical skills such as
communication and leadership. They have been shown to
deliver better observed team skills, better satisfaction with
care, improved compliance with briefings, and reduced er-
ror rates.66-71 They can also lead to better organizational per-
ceptions that help sustain institutional change.68,72,73 Im-
proved teamwork ultimately leads to intersecting goals
among team members, thereby improving the flow with
which an operation progresses. However, such training
largely derives from aviation principles that may not al-
ways apply to the specific needs of the teams, and in most
cases, the requirements for refresher training are poorly con-
sidered. The complexity of patient physiology requires that
a physician approach the human body as an interrelated
system composed of multiple organs constantly commu-
nicating and interacting with one another. Pathologic con-
ditions are rarely corrected by a “silver bullet” approach
but rather require multimodal treatments. The systemic fail-
ures within health care, which lead to errors and adverse
events, may also need to be remediated in a similar man-
ner. Checklists, briefings, and teamwork training can all
be effective in reducing systemic failures; however, there
are many more opportunities to improve flow. In fact, the
Systems Engineering Initiative for Patient Safety and other
human factors models suggest that training and behav-
ioral change should be seen as a last resort. Improving the
design of equipment, the order, allocation, and definition
of surgical tasks, the design of the surgical environment,
and the organization of services and support around the
maintenance and improvement of surgical flow could all
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yield improvements in surgical performance and eventu-
ally outcomes. Therefore, the best approach to improving
safety is likely to be a combination of approaches.

CONCLUSIONS

Although most recommendations for surgical improve-
ment would be to carefully implement checklists, brief-
ings, and training, organizational leaders must consider
the effects that such changes will have on the system as
a whole. To improve working environments for the en-
tire team and sustain positive systemic changes, one must
fully understand the violations and why individuals and
organizations drift away from safety. The continuation
of prospectively designed studies through direct obser-
vation of flow disruptions coupled with incident report-
ing systems and the use of morbidity and mortality con-
ferences will help us to understand why errors occur and
thus allow us to develop the best solutions for change.

While it is apparent that some incidence of human er-
ror is unavoidable, there is much evidence in medicine and
other fields that systems can be better designed to prevent
or detect errors before a patient is harmed. The complex-
ity of factors leading to surgical errors requires collabora-
tions between surgeons and human factors experts to carry
out the proper prospective and observational studies. Only
when we are guided by valid and real-world data can use-
ful interventions be identified and implemented.
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