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KEY POINTS

� The surgeon functions as a team leader in the operating room. In this role, it is incumbent on the
surgeon to act as a role model for ensuring patient safety. Several tools are necessary to
achieve this safe environment. These include use of perioperative huddles, surgical
checklists, operating room standardization, ensuring surgeon proficiency, and creating an
environment that practices Just Culture.

� Perioperative huddles and checklists are modified to accommodate the needs of a patient
population served by an institution. These are properly performed in a brief period of
time, yet they create improved communication of team members.

� Standardized operating room teams familiar with the procedures performed and teams using
standardized protocols provide increased quality of care and safety. This is especially evident
when the team is functioning in an environment that is openly committed to Just Culture.

Surgery is one of the few times that parents
relinquish all responsibility for their children’s
well-being to someone else. Thus, surgeons
have a tremendous responsibility to their pa-
tients. To relinquish their child parents must as-
sume that surgeons will provide their children
as safe an environment as possible. Surgeons un-
derstand that the operating room (OR) is a high-
ly complex environment with the constant
potential for great risk. Therefore, it is incum-
bent on surgeons to understand the factors
contributing to risk and to develop the necessary
mechanisms to ensure as safe an environment as
possible. There are many complex factors
contributing to this risk. These include the
following:

� Communication errors between team
members1

� Inconsistency of team members
� Indifferent team members

� Surgeon proficiency
� Team members’ lack of understanding of

the procedure and its risks2

� Wide variation in procedures, techniques,
equipment, and protocols

� Team hierarchy3,4

Although it is generally recognized that these
risk factors cannot be completely eliminated it is
also understood that they are mitigated by
several necessary actions. Many surgeons
believe that they have little control over many
of these factors, attributing obstacles imposed
by hospital leadership as impediments to
change these behaviors. However, it is the belief
of the authors that the surgeon, as a front-line
leader, should be the key proponent to ensure
safety for the patient in and around the OR. It
is the responsibility of the surgeon to continu-
ously challenge his/her staff and the administra-
tive leadership to continually work together to
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optimize patient safety in and around the OR.
Only through relentless pursuit is success
achieved.

To optimize (ensure) this safety one must
develop a consistent team that communicates
well; is not afraid to speak openly about poten-
tial risks; is engaged in the process; has a base-
line understanding of the procedures and events
anticipated for the day; can follow standardized
procedures, guidelines, and policies when appli-
cable; and is led by a surgeon that promotes
open discussion and is proficient in the surgical
technique. Surgeon leaders in the OR can pro-
vide or at the least help team members work to-
ward all of these necessary components of safe
care. Evidence exists that team performance is
most improved through a combined approach
of using teamwork training with systems
improvement.5 All of these factors are estab-
lished by instituting the following protocols in
the OR:

� Preoperative huddles or briefings
� Surgical checklists
� OR team standardization
� Ensuring surgeon proficiency
� Just Culture

PERIOPERATIVE HUDDLES OR BRIEFINGS

Most successful sports teams huddle before
every game or match and frequently at various
times throughout. In the high stress situation of
competition, huddles enable each member or
the team to gain a better understanding of
the game plan, help them to understand their
roles for that given plan, give an opportunity
to ask questions when the plan is not under-
stood, potentially improve communication of
team members, provide a feeling of team
camaraderie for the members, and provide a
mental model and common goal for the entire
team.

Formal team briefings are also a mandatory
part of high reliability teams functioning in
high-risk processes, such as the airline industry.6

Team huddles are currently being used in the
health care setting in numerous venues. These
include the use of huddles on inpatient floors,
in labor and delivery, at the managerial or
administrative level, and in the OR. Although it
is difficult to demonstrate a direct relationship
between perioperative or preoperative huddles
and improved safety, there is evidence that the
huddle improves the surgical teams’ attitude to-
ward safety.7 It is also readily apparent that pre-
operative huddles decrease communication

errors8 and improve team function,9,10 which
would certainly improve safety for patients.
Furthermore, preoperative huddles are believed
to be associated with reduced risk for wrong-site
surgery and improved collaboration because of
increased awareness of the surgical site and
the side being operated on.11

In addition, there is a discrepancy in the
perception of teamwork and communication
among teams in the OR. Physicians tend to
rate teamwork as high, whereas nurses at
the same institution often rate the teamwork
as mediocre.12 This suggests that there may
be a surgeon-centric opinion that he/she has
a well-functioning team when in fact in Just
Culture the team cannot function at its opti-
mum unless all members of the team are
empowered to speak up and possibly even
“stop the system” if they believe there is inor-
dinate risk to the patient or another team
member.

The mechanics of the team huddle may differ
slightly among institutions and is often depen-
dent on the best time available, the availability
of the team members, geographic space avail-
able in the perioperative space, and the previ-
ously determined poignant issues to discuss
during the huddle. It is important that surgeons
understand that they should be free to develop
that huddle, along with input from their team,
to accommodate these different parameters.
However, there are some general key recom-
mendations for huddles that all institutions
should strive to perform.

The first consideration is the team members
involved in the huddle. At a minimum there
should be one representative of each service
that will be present in the OR throughout the
day. This typically involves one member each
of anesthesia, OR nursing, surgical technicians,
radiology technicians, and any other ancillary
service to be used during the day. If feasible, it
is also helpful to include preoperative and post-
operative personnel because many issues carry
over to and from each of these areas. In our
experience, having the preoperative and post-
operative team involved has led to markedly
improved processing of the patients before
and after surgery.

Second, it is necessary to follow a simple,
scripted outline of the key considerations to be
covered for the huddle. This varies from institu-
tion to institution dependent on many factors
unique to each institution and the population
that it cares for (Box 1).

Third, the script should include all cases of the
day as they are reviewed in sequence one at
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