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ABSTRACT
Introduction Robot- assisted surgery is spreading 
worldwide, accounting for more than 1.2 million 
procedures in 2019. Data are sparse in the literature 
regarding the surgeon’s mechanisms that mediate risk- 
taking during a procedure, especially robot- assisted. This 
study aims to describe and understand the behaviour 
of the surgeons during robot- assisted surgery and the 
change in their behaviour with increasing experience in 
using the robot.
Methods and analysis This is a qualitative study using 
semistructured interviews with surgeons who perform 
robot- assisted surgery. An interview guide comprising 
open questions will be used to ensure that the points to 
be discussed are systematically addressed during each 
interview (ie, (1) difference in behaviour and preparation 
of the surgeon between a standard procedure and a robot- 
assisted procedure; (2) the influence of proprioceptive 
modifications, gain in stability and cognitive biases, 
inherent in the use of a surgical robot and (3) the intrinsic 
effect of the learning curve on the behaviour of the 
surgeons. After transcription, interviews will be analysed 
with the help of NVivo software, using thematic analysis.
Ethics and dissemination Since this project examines 
professional practices in the field of social and human 
sciences, ethics committee was not required in 
accordance with current French legislation (Decree no 
2017- 884, 9 May 2017). Consent from the surgeons 
is implied by the fact that the interviews are voluntary. 
Surgeons will nonetheless be informed that they are free 
to interrupt the interview at any time.
Results will be presented in peer- reviewed national 
and international congresses and submitted to peer- 
reviewed journals for publication. The communication 
and publication of the results will be placed under the 
responsibility of the principal investigator and publications 
will be prepared in compliance with the ICMJE uniform 
requirements for manuscripts.
Trial registration number NCT04869995.

INTRODUCTION
Arthrobot, the world’s first surgical robot, was 
developed in Vancouver, Canada in 1983,1 to 
manipulate and position the patient’s limb 
on voice commands from the surgeon during 
orthopaedic surgery. Since this pioneering 

development, dozens of other surgical robots 
have been developed to assist surgeons in 
various ways during diagnostic and thera-
peutic procedures,1 making them increas-
ingly safe2 and less invasive.2–4

The different robotic surgery devices can 
be categorised into three groups according 
to the degree of surgeon involvement.5 6 First, 
active systems are capable of autonomously 
executing an operating procedure following 
a preplanned sequence input by the surgeon 
prior to the procedure.7 They are mainly used 
in orthopaedics. Second, semiactive systems 
make it possible to position and guide the 
tools and the surgeon then performs the 
actual intervention.8 9 They are mainly used 
in neurosurgery. Finally, passive systems are 
subordinate to the surgeon’s action in real 
time. The surgeon performs the action. These 
types of systems are mainly used in urological, 
gynaecological and digestive surgery.

To complete this classification, a further 
parameter to consider is the location of 
the surgeon with regard to the operating 
field. When the surgeon is at a distance 

Strengths and limitations of this study

 ► Using semistructured interviews, we will elicit 
surgeons’ perceptions and viewpoints on their be-
haviour during robot- assisted procedures.

 ► Different levels of experience (ie, beginner, in-
termediate and advanced) will ensure wide 
representativeness.

 ► Thematic analysis will be used to describe major 
and minor themes.

 ► As a qualitative study conducted in France, input will 
be influenced by the cultural context and represen-
tations about technology among French surgeons.

 ► The advent of robots in the operating theatre also 
impacts the other workers (ie, operating nurses, an-
aesthetist nurses and anaesthetists), but this study 
will focus only on the surgeons’ perspectives.
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from the patient or operating theatre, and is following 
or performing the procedure from a console, then this 
is called a teleoperated robot.6 The Da Vinci robot, 
commercialised by Intuitive Surgical, is the most wide-
spread passive, teleoperated robot.10 In their annual 
report for 2019, the company claimed that they had 5582 
devices in service around the world (of which 977 are in 
Europe), accounting for approximately 1 229 000 proce-
dures performed in 2019.11

The presence of surgical robots in the operating 
theatre is now well established. There has been growing 
interest in this topic among the scientific community over 
the last few years, and the number of scientific publica-
tions in this field has plateaued at around 2000 articles 
per year since 2016. However, numerous controversies 
persist, mainly regarding two key points: (1) the efficacy 
of robotic surgical procedures vs the gold standard12–18; 
(2) the safety and harmlessness of robotic surgical proce-
dures.19–27 The first of these two issues needs to be studied 
specifically in each specialty, and in each surgical indi-
cation. Conversely, the second point has more general 
applicability, and is of relevance for all surgeons who may, 
at one time or another, be called on to interact with a 
surgical robot.

In a retrospective study of the Food and Drug Adminis-
tration data for the period from 2000 to 2013, Alemzadeh 
et al estimated the number of adverse events to be 83.4 
injury and death events per 100 000 procedures.19 
However, this number could be underestimated due to 
underreporting of complications and adverse incidents.27 
Two main types of adverse events can be distinguished, 
according to whether they result from material malfunc-
tion or human error.19 23 24 The latter type of event seems 
to decline with increasing operator experience, and when 
the robot is in routine use in the specialty.19

Numerous factors can influence the decisions made by 
the surgeon during a procedure. Hendra et al propose 
a classification of these factors based on whether they 
are related to the patient, to the surgeon’s experience, 
or to external factors.28 Leung et al propose a different 
categorisation, according to whether the influential 
factors are ‘’avowed’ (eg, first, do no harm), ‘unavowed’ 
(eg, rushing to finish a case on time to avoid cancella-
tion of the next case), or ‘disavowed’ by the surgeon (eg, 
financial motives).29 The full set of decisions made by 
the surgeon before and during the operation lead them 
to stay within, or to venture outside of their comfort 
zone.30–33 In every situation, the surgeon has to reassess 
their own capabilities and adapt the therapeutic option 
proposed.30 By working at the boundary of their personal 
comfort zone, each surgeon is likely to be more or less 
comfortable with risk- taking during a procedure.30 Data 
are sparse in the literature regarding the mechanisms 
that mediate this behaviour,29–35 and no study has specif-
ically examined how surgeons manage risk during robot- 
assisted procedures.

Lastly, the development of robot- assisted surgery has 
prompted investigation of the learning curves for various 

procedures.36–38 Findings indicate that the surgeon’s posi-
tion on the learning curve seems to be associated with 
variables such as the length of the procedure, the volume 
of blood loss during the operation and postoperative 
complications, etc.39 40 While experience seems to influ-
ence the performance of surgeons using a robot, no study 
has yet investigated the impact of learning curves on the 
perception of risk by the surgeon using the robot.

Considering the relevance of these factors, we aim to 
describe and understand the behaviour of the surgeons 
during robot- assisted surgery and the change in their 
behaviour with increasing experience in using the robot.

METHODS AND ANALYSIS
Design and setting
We will perform a qualitative study using semistructured 
interviews with surgeons who perform robot- assisted 
surgery. Semistructured interviews make it possible 
to elicit the surgeon’s perception and viewpoint on a 
predefined topic via a guided conversation between the 
interviewer and the interviewee.41 An interview guide 
comprising open questions will be used to ensure that the 
points to be discussed are systematically addressed during 
each interview. Considering the literature for conducting 
qualitative study, more than eight main questions would 
threaten the richness and the openness of the discussion, 
while less than five would limit the benefit of follow- up 
questions.42 43 In this study, we opted for five main ques-
tions and five additional follow- up questions. The first 
question is related to the moments before the surgery, 
with the assumption that the behaviour of the surgeon 
before the surgery is different between robotic and stan-
dard procedures. Questions 2–5 specifically ask about the 
surgeon’s behaviour during the robotic- assisted proce-
dures, based on a literature search and findings from 
preliminary interviews with two hepatobiliary surgeons 
who commonly perform robot- assisted procedures. 
The interview guide is provided in online supplemental 
appendix 1.

Study population
Multicentre study including surgeons performing robot- 
assisted surgery in one general (non- academic) hospital 
and one University Hospital in eastern France, the 
multisite Paris public hospital system (AP- HP) and one 
private clinic in Paris.

Eligibility criteria
The following participants will be eligible: senior abdom-
inal and pelvic cavity surgeons (ie, visceral surgeons, 
gynaecological surgeons and urologists) having 
completed their robot- assisted surgery training. Many of 
the procedures performed by these specialists are laparo-
scopic surgeries, so they are experienced in using remote 
tools like graspers, and in performing surgery through a 
screen, which are attributes shared with robotic- assisted 
procedures.
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An intentional sampling procedure will be used to 
recruit participants for the study based on their age, sex 
and experience with robot- assisted surgery. The aim is to 
access the various levels of experience and promote trans-
ferability of the findings.44 Participation will be voluntary. 
Surgeons will receive no compensation (financial or gift) 
for their participation.

Data collection procedure
Recruitment of surgeons for voluntary participation is 
currently ongoing. Each surgeon will participate in an 
individual semistructured interview, which will follow the 
interview guide. Interviews will be performed until satura-
tion is reached,45 that is, the point beyond which further 
interviews fail to bring forth any new information. Inter-
views will be recorded and transcribed. The threshold for 
saturation cannot be determined in advance; however, we 
aim to perform a minimum of 20 interviews.

At the surgeons’ convenience, the interviews will be 
conducted online using videoconferencing software or 
in- person in their usual place of work.

Patient and public involvement
No patients will be involved in this study.

Data analysis
After transcription, interviews will be analysed with the 
help of NVivo software, using thematic analysis.46 47 The 
aim of thematic analysis is to identify and categorise the 
different themes occurring in a cross- sectional manner 
across all interviews. Each theme is then considered as a 
meaningful and independent unit of the discourse. Major 
themes and secondary themes may be identified. Major 
themes are relevant points that are spontaneously well 
developed by all participants. Minor themes are less well 
developed by participants, seeming of lesser importance 
in their discourse, and not necessarily mentioned by all 
participants.

In view of the learning curve inherent to the acquisition 
of competence in the use of the surgical robot, results will 
be analysed through the prism of the surgeon’s experi-
ence. Surgeons’ sociodemographic data may be used to 
complement the profiles that emerge, according to their 
attitude towards risk.

Study status
Recruitment is ongoing. The first interview was conducted 
on 26 May 2021. To date, 14 surgeons have agreed to 
participate, and 8 interviews have been performed. The 
study is expected to end on 31 January 2022.

ETHICS AND DISSEMINATION
Since this project examines professional practices in the 
field of social and human sciences, ethics committee was 
not required in accordance with current French legisla-
tion (Decree no 2017–884, 9 May 2017). Consent from 
the surgeons is implied by the fact that the interviews are 
voluntary. Surgeons will nonetheless be informed that 

they are free to interrupt the interview at any time. They 
will also be informed that citations from their interview 
may be used (after translation into English) to substan-
tiate results in future scientific publications.

Data will be processed and managed in compliance 
with the French and European regulations relating to 
data privacy (Reference Methodology MR- 004, Deliber-
ation no 2018- 155, 3 May 2018). Data will be rendered 
anonymous using an alphanumeric coding system that 
will prevent identification of the participants. Only the 
lead investigator will have access to the correspondence 
list, which will be conserved for 2 years after the publica-
tion of the results, or a maximum of 20 years. Interview 
recordings will be conserved until the data have been 
published and will then be deleted.

Access to data
All researchers in the Behav’Robot study team will have 
access to the final data and interview transcripts. Because 
the interviews are rendered anonymous, interview tran-
scripts may not be shared if they contain identifying infor-
mation about the surgeon, but data strictly required for 
monitoring, quality control and audit of the study will be 
available, in accordance with the statutory and regulatory 
provisions in force in France.

Dissemination
Results will be presented in peer- reviewed national and 
international congresses and submitted to peer- reviewed 
journals for publication. The communication and publi-
cation of the results will be placed under the responsi-
bility of the principal investigator and publications will be 
prepared in compliance with the ICMJE uniform require-
ments for manuscripts.

DISCUSSION
To the best of our knowledge, this will be the first qual-
itative study to describe how surgical robots impact on 
surgeons’ behaviour in the operating theatre.

Since the 1990s, the adage ‘the bigger the incision, 
the bigger the surgeon’ has evolved into ‘the smaller the 
incisions for the laparoscopic procedure, the bigger the 
surgeon’.48 As robot- assisted surgery becomes more wide-
spread, the next catchphrase could become ‘the more at 
ease with the robot, the bigger the surgeon’.

However, the use of the robot spatially and socially 
isolates the surgeon from the rest of the operating room, 
leading to a loss of non- verbal information.49 Therefore, 
maintaining a high level of awareness,50 that is, an under-
standing of the activities of others, which provides context 
for their own activity, will come at the cost of a concerted 
effort in verbal communication, mobilising non- technical 
skills that need to be practised.26 51

It remains unclear how surgeons apprehend the appor-
tioning of risk between the robot and their own actions, 
and how they integrate the robot’s performance into 
their own ongoing risk assessment during the procedure. 
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Some surgeons may find it reassuring to have the support 
of the robot, which they may judge to be less prone to 
error than humans, whereas others may feel that they 
have less control when the robot is participating. These 
crucial points regarding the attitude towards risk evalua-
tion may be elucidated by our study, and help to identify 
the limits of maximum robotic involvement that surgeons 
would find acceptable.

Possible limitations of this qualitative study include the 
fact that the introduction of robot- assisted surgery affects 
all the staff in the operating theatre, but our study focuses 
only on the surgeons’ perspective. Second, surgeons 
from the participating centres may not be representative 
of the overall population of surgeons in France. Even if 
they are, the results will nevertheless be coloured by the 
French context and healthcare system, and may not be 
representative of the perceptions, behaviours or opinions 
of surgeons in other countries. Finally, surgeons may be 
reluctant to admit to feelings or practices that may reflect 
poorly on their performance or abilities.

In summary, there is a need to understand the behaviour 
of surgeons during procedures with robotic assistance. 
This qualitative study will provide new insights that may 
help improve training programmes in robot- assisted 
surgery and elucidate risk evaluation by the surgeon 
during robot assisted procedures.

Author affiliations
1Pôle Territorial Santé Publique et Performance des Hôpitaux Champagne Sud, 
Centre Hospitalier de Troyes, Troyes, France
2LIST3N/Tech- CICO, Université de Technologie de Troyes, Troyes, France
3Department of Gynecology Obstetrics II and Reproductive Medicine, Hôpital Cochin, 
Paris, France
4Department of Digestive Surgery, Hôpital Saint- Louis, Paris, France
5EA3920, Burgundy Franche- Comté University, Besancon, France
6Département de chirurgie gynécologique, mammaire et carcinologique, Centre 
Hospitalier de Troyes, Troyes, France
7Health Data Department, Hospices Civils de Lyon, Lyon, France
8Research on Healthcare Performance (RESHAPE), Université Claude Bernard Lyon 
1, Lyon, France

Contributors CC, DL, GV and SS conceived the study. CC, GP, CJ, FE, DL, GV, AD 
and SS contributed to the development of the study design and final protocols 
for sample selection and interviews. GP, CJ and GV are the local supports for the 
study. CC, GP, CJ, FE, AD and SS contributed to writing the manuscript. All authors 
reviewed and approved the final version of the paper.

Funding The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not- for- profit sectors.

Competing interests None declared.

Patient and public involvement Patients and/or the public were not involved in 
the design, or conduct, or reporting, or dissemination plans of this research.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iD
Clément Cormi http://orcid.org/0000-0003-3567-0082

REFERENCES
 1 Yates DR, Vaessen C, Roupret M. From Leonardo to da 

Vinci: the history of robot- assisted surgery in urology. BJU Int 
2011;108:1708–13.

 2 Fiani B, Quadri SA, Farooqui M, et al. Impact of robot- assisted 
spine surgery on health care quality and neurosurgical economics: a 
systemic review. Neurosurg Rev 2020;43:17–25.

 3 Howe RD, Matsuoka Y. Robotics for surgery. Annu Rev Biomed Eng 
1999;1:211–40.

 4 Smith JA, Jivraj J, Wong R, et al. 30 years of neurosurgical robots: 
review and trends for manipulators and associated navigational 
systems. Ann Biomed Eng 2016;44:836–46.

 5 et alTroccaz J, Berkelman P, Cinquin P. Interactive robots for medical 
applications. In: Lemke HU, Inamura K, Doi K, eds. CARS 2002 
Computer Assisted Radiology and Surgery. Berlin, Heidelberg: 
Springer, 2002: 175–80.

 6 Troccaz J, Dagnino G, Yang G- Z. Frontiers of medical robotics: from 
concept to systems to clinical translation. Annu Rev Biomed Eng 
2019;21:193–218.

 7 Paul HA, Bargar WL, Mittlestadt B, et al. Development of a surgical 
robot for cementless total hip arthroplasty. Clin Orthop Relat Res 
1992;285:57???66–66.

 8 Lavallee S, Troccaz J, Gaborit L. Image guided operating robot: a 
clinical application in stereotactic neurosurgery. Proceedings 1992 
IEEE International Conference on Robotics and Automation. France: 
IEEE Comput. Soc. Press, 1992: 618–24.

 9 Fiani B, Quadri SA, Ramakrishnan V, et al. Retrospective review on 
accuracy: a pilot study of robotically guided Thoracolumbar/Sacral 
pedicle screws versus Fluoroscopy- Guided and computerized 
tomography Stealth- Guided screws. Cureus.

 10 Beasley RA. Medical robots: current systems and research 
directions. J Robot 2012;2012:1–14.

 11 Intuitive Surgical, Inc. Annual report 2019, 2020. Available: https:// 
isrg.gcs-web.com/static-files/31b5c428-1d95-4c01-9c85- 
a7293bac5e05 [Accessed 22 Dec 2020].

 12 Rai BP, Bondad J, Vasdev N. Robot- assisted vs open radical 
cystectomy for bladder cancer in adults: robot vs open cystectomy 
for bladder cancer. BJU Int 2020;125:765–79.

 13 Ilic D, Evans SM, Allan CA, et al. Laparoscopic and robotic- assisted 
versus open radical prostatectomy for the treatment of localised 
prostate cancer. Cochrane Database Syst Rev;2017.

 14 Shi C, Gao Y, Yang Y, et al. Comparison of efficacy of robotic surgery, 
laparoscopy, and laparotomy in the treatment of ovarian cancer: a 
meta- analysis. World J Surg Oncol 2019;17:162.

 15 Restaino S, Mereu L, Finelli A, et al. Robotic surgery vs laparoscopic 
surgery in patients with diagnosis of endometriosis: a systematic 
review and meta- analysis. J Robot Surg 2020;14:687–94.

 16 Zhang L, Yuan Q, Xu Y, et al. Comparative clinical outcomes of 
robot- assisted liver resection versus laparoscopic liver resection: a 
meta- analysis. PLoS One 2020;15:e0240593.

 17 Tejedor P, Sagias F, Flashman K, et al. The use of robotic or 
laparoscopic stapler in rectal cancer surgery: a systematic review 
and meta- analysis. J Robot Surg 2020;14:829–33.

 18 Tan A, Ashrafian H, Scott AJ, et al. Robotic surgery: disruptive 
innovation or unfulfilled promise? A systematic review and meta- 
analysis of the first 30 years. Surg Endosc 2016;30:4330–52.

 19 Alemzadeh H, Raman J, Leveson N, et al. Adverse events in robotic 
surgery: a retrospective study of 14 years of FDA data. PLoS One 
2016;11:e0151470.

 20 Gupta P, Schomburg J, Krishna S, et al. Development of a 
classification scheme for examining adverse events associated with 
medical devices, specifically the DaVinci surgical system as reported 
in the FDA MAUDE database. J Endourol 2017;31:27–31.

 21 Manoucheri E, Fuchs- Weizman N, Cohen SL, et al. MAUDE: analysis 
of robotic- assisted gynecologic surgery. J Minim Invasive Gynecol 
2014;21:592–5.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-3567-0082
http://dx.doi.org/10.1111/j.1464-410X.2011.10576.x
http://dx.doi.org/10.1007/s10143-018-0971-z
http://dx.doi.org/10.1146/annurev.bioeng.1.1.211
http://dx.doi.org/10.1007/s10439-015-1475-4
http://dx.doi.org/10.1146/annurev-bioeng-060418-052502
http://dx.doi.org/10.1097/00003086-199212000-00010
http://dx.doi.org/10.7759/cureus.1437
http://dx.doi.org/10.1155/2012/401613
https://isrg.gcs-web.com/static-files/31b5c428-1d95-4c01-9c85-a7293bac5e05
https://isrg.gcs-web.com/static-files/31b5c428-1d95-4c01-9c85-a7293bac5e05
https://isrg.gcs-web.com/static-files/31b5c428-1d95-4c01-9c85-a7293bac5e05
http://dx.doi.org/10.1002/14651858.CD009625.pub2
http://dx.doi.org/10.1186/s12957-019-1702-9
http://dx.doi.org/10.1007/s11701-020-01061-y
http://dx.doi.org/10.1371/journal.pone.0240593
http://dx.doi.org/10.1007/s11701-020-01126-y
http://dx.doi.org/10.1007/s00464-016-4752-x
http://dx.doi.org/10.1371/journal.pone.0151470
http://dx.doi.org/10.1089/end.2016.0396
http://dx.doi.org/10.1016/j.jmig.2013.12.122


5Cormi C, et al. BMJ Open 2022;12:e056002. doi:10.1136/bmjopen-2021-056002

Open access

 22 Carpenter BT, Sundaram CP. Training the next generation of 
surgeons in robotic surgery. Robot Surg 2017;4:39–44.

 23 Rajih E, Tholomier C, Cormier B, et al. Error reporting from the dA 
Vinci surgical system in robotic surgery: a Canadian Multispecialty 
experience at a single academic centre. Can Urol Assoc J 
2017;11:197.

 24 Ferrarese A, Pozzi G, Borghi F, et al. Malfunctions of robotic system 
in surgery: role and responsibility of surgeon in legal point of view. 
Open Med 2016;11:286–91.

 25 Ficko Z, Koo K, Hyams ES. High tech or high risk? An analysis of 
media reports about robotic surgery. J Robot Surg 2017;11:211–6.

 26 Randell R, Alvarado N, Honey S. Impact of robotic surgery on 
decision making: perspectives of surgical teams 2015;10.

 27 Cooper MA, Ibrahim A, Lyu H, et al. Underreporting of robotic 
surgery complications. J Healthc Qual 2015;37:133–8.

 28 Hendra L, Hendra T, Parker SJ. Decision- Making in the 
emergency laparotomy: a mixed methodology study. World J Surg 
2019;43:798–805.

 29 Leung A, Luu S, Regehr G, et al. "First, do no harm": balancing 
competing priorities in surgical practice. Acad Med 2012;87:1368–74.

 30 Zilbert NR, Murnaghan ML, Gallinger S, et al. Taking a chance or 
playing it safe: Reframing risk assessment within the surgeon's 
comfort zone. Ann Surg 2015;262:253–9.

 31 Moulton C- anne, Regehr G, Lingard L, et al. 'Slowing down when 
you should': initiators and influences of the transition from the routine 
to the effortful. J Gastrointest Surg 2010;14:1019–26.

 32 Moulton C- anne, Regehr G, Lingard L, et al. Slowing down to 
stay out of trouble in the operating room: remaining attentive in 
automaticity. Acad Med 2010;85:1571–7.

 33 Moulton C- anneE, Regehr G, Mylopoulos M, et al. Slowing down 
when you should: a new model of expert judgment. Acad Med 
2007;82:S109–16.

 34 Mello MM, Livingston EH. Managing the risks of concurrent 
surgeries. JAMA 2016;315:1563.

 35 de Montbrun S, Patel P, Mobilio MH, et al. Am I cut out for this? 
transitioning from surgical trainee to attending. J Surg Educ 
2018;75:606–12.

 36 Abboudi H, Khan MS, Guru KA. Learning curves for urological 
procedures: a systematic review: learning curves for urological 
procedures. BJU Int 2014;114:617–29.

 37 Soomro NA, Hashimoto DA, Porteous AJ, et al. Systematic review of 
learning curves in robot- assisted surgery. BJS Open 2020;4:27–44.

 38 Kassite I, Bejan- Angoulvant T, Lardy H, et al. A systematic review of 
the learning curve in robotic surgery: range and heterogeneity. Surg 
Endosc 2019;33:353–65.

 39 Magistri P, Guerrini GP, Ballarin R, et al. Improving outcomes 
defending patient safety: the learning journey in robotic liver 
resections. Biomed Res Int 2019;2019:1–8.

 40 Tucker K, Staley S- A, Gehrig PA, et al. Defining the learning curve for 
successful staging with sentinel lymph node biopsy for endometrial 
cancer among surgeons at an academic institution. Int J Gynecol 
Cancer 2020;30:346–51.

 41 Kvale S, Brinkmann S. Interviews: learning the craft of qualitative 
research interviewing. 3rd edn. SAGE Publications I, 2014.

 42 Morgan DL. Focus groups. In: Hesse- Biber SN, Leavy P, eds. 
Approaches to qualitative research. New York: Oxford University 
Press, 2003: 263–85.

 43 Smithson J. Using and analysing focus groups: limitations and 
possibilities. Int J Soc Res Methodol 2000;3:103–19.

 44 Ciria- Suarez L, Jiménez- Fonseca P, Palacín- Lois M, et al. 
Ascertaining breast cancer patient experiences through a journey 
map: a qualitative study protocol. PLoS One;15:e0244355.

 45 Krueger RA, Casey MA. Focus Groups: A Practical Guide for Applied 
Research. 5th edn. Thousand Oaks, California: SAGE Publications, 
Inc, 2014.

 46 Braun V, Clarke V. Using thematic analysis in psychology. Qual Res 
Psychol 2006;3:77–101.

 47 Ecarnot F, Meunier- Beillard N, Seronde M- F, et al. End- of- life situations 
in cardiology: a qualitative study of physicians' and nurses' experience 
in a large university hospital. BMC Palliat Care 2018;17:112.

 48 Curcillo PG, Podolsky ER, King SA. The road to reduced Port 
surgery: from single big incisions to single small incisions, and 
beyond. World J Surg 2011;35:1526–31.

 49 El- Hamamsy D, Walton TJ, Griffiths TRL, et al. Surgeon- Team 
separation in robotic Theaters: a qualitative observational and 
interview study. Female Pelvic Med Reconstr Surg 2020;26:86–91.

 50 Dourish P, Bellotti V. Awareness and coordination in shared 
workspaces. Proceedings of the 1992 ACM conference on 
Computer- supported cooperative work - CSCW ’92. Toronto. 
Ontario, Canada: ACM Press, 1992: 107–14.

 51 Schiff L, Tsafrir Z, Aoun J, et al. Quality of communication in robotic 
surgery and surgical outcomes. JSLS 2016;20:e2016.00026.

http://dx.doi.org/10.2147/RSRR.S70552
http://dx.doi.org/10.5489/cuaj.4116
http://dx.doi.org/10.1515/med-2016-0055
http://dx.doi.org/10.1007/s11701-016-0647-z
http://dx.doi.org/10.1111/jhq.12036
http://dx.doi.org/10.1007/s00268-018-4849-6
http://dx.doi.org/10.1097/ACM.0b013e3182677587
http://dx.doi.org/10.1097/SLA.0000000000001068
http://dx.doi.org/10.1007/s11605-010-1178-y
http://dx.doi.org/10.1097/ACM.0b013e3181f073dd
http://dx.doi.org/10.1097/ACM.0b013e3181405a76
http://dx.doi.org/10.1001/jama.2016.2305
http://dx.doi.org/10.1016/j.jsurg.2017.09.034
http://dx.doi.org/10.1002/bjs5.50235
http://dx.doi.org/10.1007/s00464-018-6473-9
http://dx.doi.org/10.1007/s00464-018-6473-9
http://dx.doi.org/10.1155/2019/1835085
http://dx.doi.org/10.1136/ijgc-2019-000942
http://dx.doi.org/10.1136/ijgc-2019-000942
http://dx.doi.org/10.1080/136455700405172
http://dx.doi.org/10.1371/journal.pone.0244355
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1191/1478088706qp063oa
http://dx.doi.org/10.1186/s12904-018-0366-5
http://dx.doi.org/10.1007/s00268-011-1099-2
http://dx.doi.org/10.1097/SPV.0000000000000829
http://dx.doi.org/10.4293/JSLS.2016.00026

	Understanding the surgeon’s behaviour during robot-assisted surgery: protocol for the qualitative Behav’Robot study
	Abstract
	Introduction
	Methods and analysis
	Design and setting
	Study population
	Eligibility criteria
	Data collection procedure
	Patient and public involvement
	Data analysis
	Study status

	Ethics and dissemination
	Access to data
	Dissemination

	Discussion
	References


