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What can surgery learn from other high-performance disciplines?☆
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A B S T R A C T

High-performance disciplines have always been concerned with safety and exceptional performance. They have
established a culture of vigilance and accepted that human error is both inevitable and ubiquitous. These dis-
ciplines, therefore, have all implemented a ‘systems approach’ to error by focusing on predicting, preventing,
rescuing and reporting errors that occur so that they can constantly adapt and improve. Given the complexity of
surgery, and the error-prone environment within which it takes place, extracting positive behaviours from other
high-performance disciplines will serve to improve performance and enhance patient safety. Surgery is being
practiced in an ever-changing environment. Currently, there is less available operative experience for surgical
trainees; multi-morbidity in patients is growing and rapidly evolving technology means that more high-tech
equipment is being used in procedures. This article evaluates the effectiveness of current surgical protocol in
reducing errors and possible modifications that can be made to fit the new environment that surgery is now
being practiced in. It will then describe how three different high-performance disciplines: aviation, professional
sport and Formula 1, have developed in their approaches to safety and excellence, which will serve as the basis
for a discussion about what more can be learnt from these disciplines so that the surgical profession can continue
to excel in the face of change.

1. Introduction

Aviation, Formula 1 and professional sport, though seemingly dif-
ferent, are examples of high-performance disciplines. Each has the po-
tential for catastrophic failure yet achieves nearly error-free perfor-
mance. What makes these disciplines unique is their commitment to
safety at the highest level and their specialist approaches to its pursuit
[1]. The surgical profession has already adopted some strategies from
aviation and Formula 1 (F1) including checklists, team training in-
itiatives and simulations, with demonstrated benefits in team perfor-
mance and reductions in medical errors [2–5]. However, surgery is
being practiced in an ever-changing environment and safety improve-
ment strategies must continuously adapt. At present, there is less
available operative experience during surgical training [6]; high-tech
equipment is being used in procedures more than ever before [7]; and
an increasing number of patients are multimorbid [8]. This article
evaluates the effectiveness of current surgical protocols and suggests
ways that they can be modified to fit the new, dynamic surgical en-
vironment. Methods that can be extrapolated from aviation, F1 and
professional sport in order to continue to reduce errors and drive ex-
cellence are discussed and what this will mean for the future of surgery.

2. What surgery has already learned

The surgical profession has begun to follow the lead of industries
like aviation and F1 in their approaches to safety and performance. The
seamless teamwork and coordination demonstrated by F1 pit-stop

crews has been emulated in surgical practice to reduce handover errors
[5]. In addition, surgery has applied the theories of aviation crew re-
source management (CRM) to promote teamwork and communication
among care teams and checklists to reduce the risk of adverse events
[9,10].

Adverse events account for significant morbidity and mortality and
it was found that almost half of these events were preventable in sur-
gery [11–14]. Furthermore, a systematic review including hospitals in
the USA, UK, Canada, Australia and New Zealand, found that most
adverse events were associated with a surgical care provider (58.4%)
and the majority of these were operation-related (39.6%) [15]. On
closer examination, many adverse events classified as ‘operation-re-
lated’ are actually found to be due to problems in ward management
rather than intraoperative care [16]. This demonstrates that patient
safety improvement efforts should not only target errors in surgical
technique but critically focus on post-operative management.

The implementation of surgical safety checklists has reduced
common intraoperative errors (such as wrong-site surgery and incorrect
anaesthesia), increased communication and teamwork and led to a
decline in mortality rates [2,17]. Despite these known benefits, it is
important to acknowledge that successful checklist usage requires high
compliance rates and must be appropriate for the environments in
which they are implemented since the type and frequency of errors are
not homogenous throughout all surgical specialties. For instance,
equipment-related errors occur more often in specialties that rely
heavily on technology such as orthopaedic surgery [18]. Therefore,
these checklists should include items addressing the main categories of

https://doi.org/10.1016/j.amsu.2020.04.007
Received 25 January 2020; Received in revised form 28 March 2020; Accepted 8 April 2020

☆ This paper placed first in the 2020 ASiT Medical Student Essay Prize.

Annals of Medicine and Surgery 55 (2020) 334–337

2049-0801/ © 2020 The Author. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY license 
(http://creativecommons.org/licenses/BY/4.0/).

T

http://www.sciencedirect.com/science/journal/20490801
https://www.elsevier.com/locate/amsu
https://doi.org/10.1016/j.amsu.2020.04.007
https://doi.org/10.1016/j.amsu.2020.04.007
https://doi.org/10.1016/j.amsu.2020.04.007
http://crossmark.crossref.org/dialog/?doi=10.1016/j.amsu.2020.04.007&domain=pdf


equipment problems: availability, configuration and settings and mal-
functioning/failure then modified to reflect the technology of the pro-
cedure [19]. Checklists also represent a low-cost intervention for
standardising postoperative care; enhancing the quality of ward rounds
and allowing for early identification and management of postoperative
complications.

Furthermore, following a public inquiry into the high mortality
rates for paediatric cardiac surgery, Ferrari helped Great Ormand Street
Hospital to develop a 4-stage handover process and adopt the metho-
dology of the ‘lollipop man’ (the anaesthetist) to coordinate this [20].
The F1 pit‐stop crew was a model example of how a multi‐professional
team works as a single unit to perform a complex task under huge time
pressure with minimal error. Streamlining of the preoperative process,
treatment and recovery was optimised through standard operating
procedures with a multidisciplinary team where all stakeholders were
actively engaged, but this is not consistent practice. On weekends, staff
are often stretched and unfamiliar with the patients under their care
and a structured, comprehensive electronic handover system could
provide better continuity of care than verbal/written handovers [21].

Non-Technical Skills Training for Surgeons (NOTSS), modelled on
aviation CRM, was introduced in 2006 and has resulted in improved
attitudes to safety, team performance and technical error rates both in
the operative field and outside it [4,22,23]. With these improvements in
safety, such courses should be formally embedded into all medical and
nursing schools' standard curricula to improve students’ handling of
emergencies. A curricular design that combines regular practical si-
mulation sessions with debriefings and human factors seminars appears
to be crucial [24]. Regular assessments (of individuals and teams) are
also necessary to change workplace culture and stakeholder attitudes in
order to foster long-term benefits.

3. The Cockpit vs. The operating room

Cockpit behaviour is analysed through routine use of simulators and
Line Operations Safety Audits (LOSAs) [25]. LOSAs involve audio-vi-
sual recordings of aviation staff in live flight; an approach that can be
applied to the assessment of surgical team functioning in the operating
room. Direct observation enables the reliable assessment of non-tech-
nical skills for each individual in the team, as well as how team func-
tioning changes with case complexity, stress level and distractions. Such
assessments with human observers have been piloted and errors in
surgical technique had a strong association with situational awareness
[26,27].

However, this approach has only been validated in general surgery
and, because of the complex nature of observing and detecting human
behaviour, it is plausible that there may be observer bias and dis-
crepancies in scoring amongst observers from different training back-
grounds. Moreover, as the Hawthorne effect may artificially raise per-
formance standards in short-term observational studies, taking a
continuous monitoring approach parallel to LOSAs may prove more
effective [28]. To date, video-analysis of technical skills has demon-
strated the additional educational value of video recording in a range of
specialties but is not often used for non-technical skills [29]. A range of
ethical, legal and financial restrictions may account for this, such as
patient consent and the cost of multiple audio-visual devices to capture
all of the operating room being assessed. Nevertheless, such a tool is
highly valuable to benchmark good teamwork skills and guide for-
mative feedback and debriefing in clinical practice, which will ulti-
mately save lives.

Simulation has the potential to prepare trainees to manage a range
of scenarios from basic procedures to intraoperative complications,
rather than refining their technical skills in real-life situations. Virtual
Reality (VR) and Augmented Reality (AR) are propelling surgery to-
wards this [30]. The ability to reproduce the complexity of human
anatomy and obtain realistic simulation haptics would allow surgeons
to train in complex 3D anatomical environments with realistic tissue

and organ behaviour [31]. Current evidence suggests that basic surgical
skills acquired on simulators can be transferred to the clinical setting
[32,33] therefore, developing an educational curriculum that in-
corporates regular simulation could begin to tackle the reduction in
operative experience available for surgical trainees and reduce the
chance of patient harm.

4. The surgeon and the professional sportsperson

Professional athletes are successful due to natural ability and hard
work but even the most elite turn to coaches to ensure they continue to
perform their best. Should surgeons?

Surgeons spend over a decade acquiring technical skills and refining
these under the supervision of more experienced colleagues, though
what happens after completing this formal training is far less rigorous.
Since traditional teaching is based on a presumption that after a certain
point the student no longer needs instruction, surgeons are responsible
for maintaining and improving their own skills for most of their careers.
Despite this, current strategies for professional development are sub-
optimal and without the opportunity for longitudinal learning from
other talented colleagues, surgeons risk plateauing as their careers
progress.

Coaching is one promising approach to tackle this. The GMC and the
foundation programme curriculum identify coaching and mentoring as
“essential to supporting and developing good practice” [34,35]. De-
tailed monitoring of performance allows a coach to give constructive
feedback, facilitate self-reflection, guide action planning, and support
implementation and self-evaluation of changes in practice, which plays
an integral part in the success of athletes [36,37]. Evidence to support
the effectiveness of surgical coaching is in its early stages but is growing
quickly, with studies showing that it enhances learning and results in
better skill acquisition than conventional training for both trainees and
practicing surgeons across a range of contexts [38,39].

A national coaching programme for UK trainees does not currently
exist but has great potential to become a standard component of sur-
gical practice. The growing pool of retirees represents a reserve of ac-
cumulated experience and near-peer surgical coaching relationships
represent a useful approach in specialties with rapidly evolving tech-
nologies such as orthopaedics, urology and ENT.

Furthermore, with improving remote connectivity, technology like
AR has allowed surgical experience to be distributed across the world
via platforms such as Proximie, paving the way for ‘tele-mentoring’. In
the UK, a single junior member of staff will often be responsible for out-
of-hours surgery and tele-mentoring could enable them to share a real-
time view of difficult cases with an off-site senior surgeon for im-
mediate advice, reducing the likelihood of clinical error and un-
necessary patient transfers [40].

5. Benchmarking in Formula 1

F1 is a data-driven sport. Every variable of the car, from aero-
dynamics to tyre pressures, is monitored and analysed. The data col-
lected is then used to establish a target performance level (benchmark)
– informing driver tactics and prompting F1 teams to change strategy
and redesign the car week-by-week to beat the competition. In
healthcare, establishing benchmarks has been less specific, where
comparisons often do not target the best but average results. With a lack
of objective data on surgical performance and comparison with peers
and best practices, surgeons cannot determine whether their efforts are
satisfactory or exceptional, and more importantly, what needs im-
provement.

A shift has occurred over the past decade with increasing focus on
morbidity instead of mortality in surgical outcomes, and there con-
tinues to be expansion and validation of Patient Reported Outcome
Measures [41]. Therefore, new benchmarks must be defined for every
type of operation, incorporating patient-specific factors, and
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continually updated. This means that future strategy will rely on na-
tional and international databases – requiring surgeons to participate in
regular audits. Despite potentially large improvements in patient safety,
major challenges to this approach include the time and labour-intensive
collection of data, the potential for inaccuracy, and balancing com-
peting ideals of achievability and perfectionism.

Artificial intelligence (AI) is becoming increasingly used by high-
performance disciplines to predict risk, allowing crises to be averted
and outcomes optimised. In surgery, AI analysis of ‘Big Data’, as seen in
F1, could allow the automated transmission of pre- and post-operative
mobile data (e.g. health apps and fitness trackers) directly into
Electronic Health Records. This could provide a more patient-specific
risk score for operative planning and yield valuable predictors for
postoperative care [42,43]. Interventions could then be undertaken to
reduce risk at every stage of the patient journey: targeted ‘pre-
habilitation’ could be employed to optimise modifiable risk factors
before surgery; operative techniques and monitoring could be tailored
to the patient's needs, balancing safety with efficacy; personalised post-
operative monitoring and care could be utilised to enable effective re-
source allocation and potentially reduce the harm of post-operative
complications by early detection and prevention.

6. Conclusion

The surgical field has already utilised concepts developed in other
high-performance industries with positive effects on patient safety and
team performance. Yet such systems need further adaptations to suit the
ever-changing environment that surgery is being practiced in. In pro-
fessional sports, coaching provides continual analysis and feedback on
performance which underpins the success of athletes and should be
formally introduced into surgical practice. Regular video analysis of
team functioning in the operation room can monitor and refine fun-
damental technical and non-technical skills. The NHS must optimise
benchmarks for operations, incorporating patients' factors and national
operative registries. Effective use of ‘Big Data’ has the potential to op-
timise patient outcomes and minimise risk, whilst VR & AR can be used
to improve surgical performance and safety. Employed correctly, these
methods can lead to better efficacy, efficiency and safety in surgery.

Ethical approval

Nothing to declare.

Sources of funding

Nothing to declare.

Author contribution

Nothing to declare.

Reasearch registration number

1. Name of the registry: N/A.
2. Unique Identifying number or registration ID: N/A.
3. Hyperlink to the registration (must be publicly accessible): N/A.

Guarantor

Jessica O’Logbon.

Provenance and peer review

Not commissioned, externally peer reviewed.

Declaration of competing interest

None.

References

[1] M.K. Christianson, K.M. Sutcliffe, M.A. Miller, T.J. Iwashyna, Becoming a high re-
liability organization, Crit. Care 15 (6) (2011) 314.

[2] I.A. Walker, S. Reshamwalla, I.H. Wilson, Surgical safety checklists: do they im-
prove outcomes? Br. J. Addiction: Br. J. Anaesth. 109 (Issue 1) (July 2012) 47–54,
https://doi.org/10.1093/bja/aes175.

[3] R. Aggarwal, O.T. Mytton, M. Derbrew, et al., Training and simulation for patient
safety BMJ, Quality & Safety 19 (2010) i34–i43.

[4] J. Crossley, J. Marriott, H. Purdie, J.D. Beard, Prospective observational study to
evaluate NOTSS (Non-Technical Skills for Surgeons) for assessing trainees' non-
technical performance in the operating theatre, Br. J. Surg. 98 (2011) 1010–1020.

[5] K.R. Catchpole, M.R. De Leval, A. Mcewan, N. Pigott, M.J. Elliott, A. Mcquillan,
C. Macdonald, A.J. Goldman, Patient handover from surgery to intensive care: using
Formula 1 pit‐stop and aviation models to improve safety and quality, Paediatr.
Anaesth. 17 (2007) 470–478.

[6] E. Toll, C. Davis, More trainees and less operative exposure: a quantitative analysis
of training opportunities for junior surgical trainees, Bull. Roy. Coll. Surg. Engl. 92
(2010) 170–173.

[7] R.M. Satava, Advanced technologies and the future of medicine and surgery, Yonsei
Med. J. 49 (6) (2008) 873–878, https://doi.org/10.3349/ymj.2008.49.6.873.

[8] A.A. Uijen, E.H. van de Lisdonk, Multimorbidity in primary care: prevalence and
trend over the last 20 years, Eur. J. Gen. Pract. 14 (2008) 28–32, https://doi.org/
10.1080/13814780802436093.

[9] N. Singh, On a wing and a prayer: surgeons learning from the aviation industry, J.
R. Soc. Med. 102 (9) (2009) 360–364, https://doi.org/10.1258/jrsm.2009.090139.

[10] N. Kapur, A. Parand, T. Soukup, T. Reader, N. Sevdalis, Aviation and healthcare: a
comparative review with implications for patient safety, JRSM open 7 (1) (2015),
https://doi.org/10.1177/2054270415616548 2054270415616548.

[11] L.T. Kohn, J.M. Corrigan, M.S. Donaldson, (Institute of Medicine) to Err Is Human:
Building a Safer Health System, National Academy Press, Washington, DC, 2000.

[12] G. Baker, Harvard medical practice study, Qual. Saf. Health Care 13 (2) (2004)
151–152, https://doi.org/10.1136/qshc.2002.003905.

[13] A.A. Gawande, E.J. Thomas, M.J. Zinner, T.A. Brennan, The incidence and nature of
surgical adverse events in Colorado and Utah in 1992, Surgery 126 (1) (1999)
66–75, https://doi.org/10.1067/msy.1999.98664.

[14] A.K. Kable, R.W. Gibberd, A.D. Spigelman, Adverse events in surgical patients in
Australia, Int. J. Qual. Health Care 14 (Issue 4) (August 2002) 269–276, https://doi.
org/10.1093/intqhc/14.4.269.

[15] E.N. de Vries, M.A. Ramrattan, S.M. Smorenburg, D.J. Gouma, M.A. Boermeester,
The incidence and nature of in-hospital adverse events: a systematic review, Qual.
Saf. Health Care 17 (3) (2008) 216–223, https://doi.org/10.1136/qshc.2007.
023622.

[16] G. Neale, M. Woloshynowych, C. Vincent, Exploring the causes of adverse events in
NHS hospital practice, J. R. Soc. Med. 94 (7) (2001) 322–330, https://doi.org/10.
1177/014107680109400702.

[17] J. Bergs, J. Hellings, I. Cleemput, O. Zurel, V. De Troyer, M. Van Hiel, J.L. Demeere,
D. Claeys, D. Vandijck, Systematic review and meta-analysis of the effect of the
World Health Organization surgical safety checklist on postoperative complications,
Br. J. Surg. 101 (3) (2014) 150–158.

[18] E. van Delft, T. Schepers, H.J. Bonjer, G. Kerkhoffs, J.C. Goslings, N. Schep, Safety
in the operating room during orthopedic trauma surgery-incidence of adverse
events related to technical equipment and logistics, Arch. Orthop. Trauma Surg. 138
(4) (2018) 459–462, https://doi.org/10.1007/s00402-017-2862-0.

[19] R.A. Weerakkody, N.J. Cheshire, C. Riga, et al., Surgical technology and operating-
room safety failures: a systematic review of quantitative studies, BMJ Qual. Saf. 22
(2013) 710–718.

[20] I. Kennedy, The Report of the Public Inquiry into Children's Heart Surgery at the
Bristol Royal Infirmary 1984–1995: Learning from Bristol, HMSO, London, 2001.

[21] C. Culwick, C. Devine, C. Coombs, Improving surgical weekend handover, BMJ
Open Qual. (2014), https://doi.org/10.1136/bmjquality.u203298.w1533 Quality
2014; 3: u203298.w1533.

[22] R. Flin, R. Patey, R. Glavin, N. Maran, Anaesthetists' non-technical skills, Br. J.
Addiction: Br. J. Anaesth. 105 (Issue 1) (July 2010) 38–44, https://doi.org/10.
1093/bja/aeq134.

[23] L. Mitchell, R. Flin, S. Yule, J. Mitchell, K. Coutts, G. Youngson, Evaluation of the
scrub practitioners' list of intraoperative non-technical skills (SPLINTS) system, Int.
J. Nurs. Stud. 49 (Issue 2) (2012) 201–211, https://doi.org/10.1016/j.ijnurstu.
2011.08.012.

[24] V. Hagemann, F. Herbstreit, C. Kehren, J. Chittamadathil, S. Wolfertz, D. Dirkmann,
A. Kluge, J. Peters, Does teaching non-technical skills to medical students improve
those skills and simulated patient outcome? Int. J. Med. Educ. 8 (2017) 101–113,
https://doi.org/10.5116/ijme.58c1.9f0d.

[25] E.J. Hickey, F. Halvorsen, P.C. Laussen, G. Hirst, S. Schwartz, G.S. Van Arsdell,
Chasing the 6-sigma: drawing lessons from the cockpit culture, J. Thorac.
Cardiovasc. Surg. 155 (Issue 2) (2018) 690–696 e1.

[26] H. Niitsu, N. Hirabayashi, M. Yoshimitsu, T. Mimura, J. Taomoto, Y. Sugiyama,
W. Takiyama, Using the Objective Structured Assessment of Technical Skills
(OSATS) global rating scale to evaluate the skills of surgical trainees in the oper-
ating room, Surg. Today 43 (3) (2013) 271–275.

Annals of Medicine and Surgery 55 (2020) 334–337

336

http://refhub.elsevier.com/S2049-0801(20)30048-0/sref1
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref1
https://doi.org/10.1093/bja/aes175
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref3
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref3
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref4
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref4
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref4
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref5
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref5
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref5
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref5
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref6
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref6
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref6
https://doi.org/10.3349/ymj.2008.49.6.873
https://doi.org/10.1080/13814780802436093
https://doi.org/10.1080/13814780802436093
https://doi.org/10.1258/jrsm.2009.090139
https://doi.org/10.1177/2054270415616548
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref11
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref11
https://doi.org/10.1136/qshc.2002.003905
https://doi.org/10.1067/msy.1999.98664
https://doi.org/10.1093/intqhc/14.4.269
https://doi.org/10.1093/intqhc/14.4.269
https://doi.org/10.1136/qshc.2007.023622
https://doi.org/10.1136/qshc.2007.023622
https://doi.org/10.1177/014107680109400702
https://doi.org/10.1177/014107680109400702
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref17
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref17
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref17
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref17
https://doi.org/10.1007/s00402-017-2862-0
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref19
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref19
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref19
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref20
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref20
https://doi.org/10.1136/bmjquality.u203298.w1533
https://doi.org/10.1136/bmjquality.u203298.w1533
https://doi.org/10.1093/bja/aeq134
https://doi.org/10.1093/bja/aeq134
https://doi.org/10.1016/j.ijnurstu.2011.08.012
https://doi.org/10.1016/j.ijnurstu.2011.08.012
https://doi.org/10.5116/ijme.58c1.9f0d
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref25
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref25
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref25
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref26
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref26
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref26
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref26


[27] K. Catchpole, A. Mishra, A. Handa, P. McCulloch, Teamwork and error in the op-
erating room: analysis of skills and roles, Ann. Surg. 247 (4) (2008) 699–706.

[28] A.F. Yanes, L.M. McElroy, Z.A. Abecassis, J. Holl, D. Woods, D.P. Ladner,
Observation for assessment of clinician performance: a narrative review, BMJ Qual.
Saf. 25 (1) (2015) 46–55.

[29] M.G. Goldenberg, T.P. Grantcharov, Video-analysis for the assessment of practical
skill, Tijdschr Urol 6 (2016) 128–136, https://doi.org/10.1007/s13629-016-
0156-x.

[30] W.S. Khor, B. Baker, K. Amin, A. Chan, K. Patel, J. Wong, Augmented and virtual
reality in surgery - the digital surgical environment: applications, limitations and
legal pitfalls, Ann. Transl. Med. 4 (23) (2016) 454.

[31] D. Zerbato, D. Dall'Alba, Role of virtual simulation in surgical training, J. Vis. Surg.
3 (2017) 23, https://doi.org/10.21037/jovs.2017.01.11.

[32] S.S.Y. Tan, S.K. Sarker, Simulation in surgery: a review, Scot. Med. J. 56 (2) (2011)
104–109.

[33] A. Hyltander, E. Liljegren, P.H. Rhodin, et al., The transfer of basic skills learned in
a laparoscopic simulator to the operating room, Surg. Endosc. 16 (2002) 1324.

[34] General Medical Council, Leadership and Management for All Doctors, (2012).
[35] Academy of Medical Royal Colleges, Foundation Programme Curriculum, Academy

of Royal Medical Colleges, 2012.
[36] H.L. Beasley, H.N. Ghousseini, D.A. Wiegmann, N.A. Brys, S.R. Pavuluri Quamme,

C.C. Greenberg, Strategies for building peer surgical coaching relationships, JAMA
Surg. 152 (4) (2017) e165540, , https://doi.org/10.1001/jamasurg.2016.5540.

[37] M. Chand, T. Qureshi, Evolution in surgical training: what can we learn from
professional coaches and elite athletes? J. R. Soc. Med. 107 (7) (2014) 290–292,

https://doi.org/10.1177/0141076814532395.
[38] E.M. Bonrath, N.J. Dedy, L.E. Gordon, T.P. Grantcharov, Comprehensive surgical

coaching enhances surgical skill in the operating room, Ann. Surg. 262 (2) (2015)
205–212.

[39] H. Min, D.R. Morales, D. Orgill, D.S. Smink, S. Yule, Systematic review of coaching
to enhance surgeons' operative performance, Surgery 158 (5) (2015) 1168–1191.

[40] S. Erridge, D.K.T. Yeung, H.R.H. Patel, S. Purkayastha, Telementoring of surgeons: a
systematic review, Surg. Innovat. 26 (1) (2019) 95–111, https://doi.org/10.1177/
1553350618813250.

[41] R.D. Staiger, H. Schwandt, M.A. Puhan, P. Clavien, Improving surgical outcomes
through benchmarking, Br. J. Surg. 106 (2019) 59–64, https://doi.org/10.1002/
bjs.10976.

[42] D.A. Hashimoto, G. Rosman, D. Rus, O.R. Meireles, Artificial intelligence in surgery:
promises and perils, Ann. Surg. 268 (1) (2018) 70–76.

[43] B.R. Matam, H. Duncan, Technical challenges related to implementation of a for-
mula one real time data acquisition and analysis system in a paediatric intensive
care unit, J. Clin. Monit. Comput. 32 (3) (2018) 559–569.

Jessica O'Logbon
GKT School of Medical Education, King's College London, Hodgkin Building,

Newcomen St., London SE1 1UL, UK.
E-mail address: jessica.o'logbon@kcl.ac.uk.

Annals of Medicine and Surgery 55 (2020) 334–337

337

http://refhub.elsevier.com/S2049-0801(20)30048-0/sref27
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref27
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref28
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref28
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref28
https://doi.org/10.1007/s13629-016-0156-x
https://doi.org/10.1007/s13629-016-0156-x
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref30
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref30
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref30
https://doi.org/10.21037/jovs.2017.01.11
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref32
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref32
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref33
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref33
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref34
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref35
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref35
https://doi.org/10.1001/jamasurg.2016.5540
https://doi.org/10.1177/0141076814532395
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref38
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref38
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref38
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref39
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref39
https://doi.org/10.1177/1553350618813250
https://doi.org/10.1177/1553350618813250
https://doi.org/10.1002/bjs.10976
https://doi.org/10.1002/bjs.10976
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref42
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref42
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref43
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref43
http://refhub.elsevier.com/S2049-0801(20)30048-0/sref43
mailto:jessica.o'logbon@kcl.ac.uk

	What can surgery learn from other high-performance disciplines?
	Introduction
	What surgery has already learned
	The Cockpit vs. The operating room
	The surgeon and the professional sportsperson
	Benchmarking in Formula 1
	Conclusion
	Ethical approval
	Sources of funding
	Author contribution
	Reasearch registration number
	Guarantor
	Provenance and peer review
	Declaration of competing interest
	References




