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 It was observed that in Colombia there is little research on the individual 

responsibility of the surgical instrumentator. However, the studies 

identified in the country show that in the professional practice their 

disciplinary participation can generate iatrogeny. The most frequent and 

individual corresponds to insufficient inputs for the needs of the patient, 

which may be associated with the social security system. Other iatrogenies 

related to the surgical instrumentator are burns, incomplete counts of the 

material, improper handling of specimens, incorrect completion of records 

and lack of verification of the state of the technological elements. These 

aspects were considered among the fundamental results, since they are a 

starting point to evaluate iatrogenies in health care institutions related to the 

function of surgical instrumentation. Identify the impact that the 

professional in surgical instrumentation has on the reduction of error in the 

surgical field.  Within the research carried out, it was possible to identify 

that there are different factors that influence the participatory responsibility 

of a surgical instrumentator and the importance it has in the surgical field 

and the relationship it has with the entire multidisciplinary team. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. INTRODUCTION 

Quality care, according to WHO, must be delivered throughout the health system as a measure for quality, in 

addition to an enabling policy environment, to provide quality services, good governance is needed; qualified 

and competent health personnel who are supported and motivated; financing mechanisms that enable and 

promote quality care; information systems that continuously carry out surveillance tasks and learn to promote 

better care; medicines, devices and technologies that are available, wicked and properly regulated; and 

accessible and well-equipped health facilities. Taking into account the above, it is necessary to involve human 

talent based on ethical principles that allow the work to be carried out in accordance with the patient's need, 

responding with relevance, responsibility, veracity, among other principles established by Law 1164 of 2007 
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on the performance and ethics of human talent in health. The surgical instrumentator as a health professional 

is no stranger to these principles, his actions must be focused on the surveillance and control of patient safety, 

preventing contamination of the surgical field through good surgical and aseptic practices, seeking an integral 

and team work [1]. 

 

In general, there is an approach that seeks to take care of and ensure the protocols that must be complied with, 

for example: the aseptic rules that avoid a cross-infection, and other needs in the surgical environment, which 

make us professionals with skill and with a lot of scientific solidity. While it is true that the surgical 

instrumentator has several occupational profiles in which it has stood out, it is in the care area in which its 

action predominates, taking into account that the hospital environment is one of the most difficult, so it is the 

operating room area where patients arrive with more affective needs, added to the physics of their state [2]. 

 

In health care there is a risk of harm to the patient, even if the procedure is allowed and beneficial. Therefore, 

it is pertinent to clarify that the mere fact that a patient visits a health entity can mean a possible damage 

caused by the environment and consequently violate its emotional character. The current approach seeks 

patient safety and in the operating room area is stricter because of the complexity of surgical procedures [3]. 

 

Errors in patient safety are not the product of perverse or negligent people, but of bad processes and systems; 

professional practice and the consequences of possible mistakes are now subject to public scrutiny as never 

before; strengthening the capacity to act and avoid, as far as possible, what should not happen and protecting 

patients from extreme and unnecessary risks is the goal of all the work being done in patient safety worldwide 

[4]. 

 

The management of the surgical patient requires the participation of a multidisciplinary team and often the 

error is not the result of individual medical actions but the predictable consequence of a series of actions and 

factors of teamwork, where nurses, technicians, students, employees participate [5]. 

 

2. Methodology 

A descriptive study was conducted under a quantitative research and the framework of an empirical –

analytical paradigm. The population of this project are the professionals in Surgical Instrumentation, 

according to the professional competences in the different fields of action, so that a resolute, integral and 

pertinent service presentation is guaranteed in accordance with each institutional mission.  Several sources 

were used for the location of the bibliographic documents. We conducted a literature search in August 2021, 

using the descriptors: damage and perjury, lawsuit, negligence, errors, surgical awareness, adverse events, 

professional ethics and etiology.  An internet search was also carried out in the search engine "Google scholar" 

with the same terms. Those documents that inform about the aspects and capacities that must be developed 

in the surgical field and the good management of knowledge were selected. 

 

3. Importance of the evaluation to the multidisciplinary team 

The ability to accurately and validly assess the skills of human teams working in the operating room is crucial 

for the improvement and prerequisite for integrating teamwork within workplace-based training and 

assessments. Surgical team evaluation is a means of structuring feedback for members [including staff in 

training], by identifying and prioritizing training needs and determining the effectiveness of interventions. To 

date, a large part of the research has focused on identifying the fundamental technical skills required for the 

equipment to function safely and effectively in the perioperative situation, and on developing assessment 

instruments specifically designed to reflect the quality of those skills [6]. 
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The evaluation of work performance in health institutions is a management element that allows the employee's 

performance to be integrated within the framework of the strategic platform, in order to account for the 

effective fulfillment of the agreed goals. If this is applied with objectivity and systematicity, it constitutes a 

strength of the organization, being a cross-cutting tool to all processes that provides information based on 

evidence that demonstrates the employee's competencies and their results; in addition, it guides decision-

making in relation to human talent and contributes to achieving significant advances in the organization, such 

as the continuous improvement of quality in the provision of health services. Evaluating job performance is 

essential for any organization to know the results of the work of each of its employees [7]. 

 

3.1 Process and care responsibility of the surgical instrumentator 

The surgical instrumentation as a professional responsible for adjuvant processes of the treatment and 

recovery of the surgical patient corresponds to perform with the highest scientific and ethical levels. Be aware 

of being professional with social duties and personal requirements to achieve excellence. In this sense, the 

ethical training of the professional in surgical instrumentation goes beyond the decision to apply a surgical 

protocol, or maintain the surgical instruments suitable for the treatment of the patient, such training must 

permeate all interaction, in order to allow the professional to integrate values, competencies and concepts in 

situations in which the action is not correct and could threaten the integrity of the other,  in those moments is 

where professional ethics seeks that the surgical instrumentator is responsible and gives reason for the action 

or omission of each act [8]. 

 

The surgical instrumentation has become professionalized in its knowledge taking into account scientific 

advances and assumes every day the commitment it has in the care of surgical patients, perfecting its 

techniques and knowledge to provide in the end a better care to the patient. In general, there is an approach 

that seeks to take care of and ensure the protocols that must be complied with, for example: aseptic rules that 

avoid cross-infection6 and other needs in the surgical environment, which make them professionals with skill 

and with great scientific solidity [9]. 

 

3.2 Strategies for quality surgical care 

One of the main keys to excellent surgical care is surgical awareness which is understood as an act to minimize 

negligence that this in turn generates an error, either by execution or by the wrong plan by the surgical team. 

Such is the case, of surgical verification, this in turn refers to the moral principles that govern them, in any 

case, for the surgical team is a major challenge in health systems, which is based on improving the quality of 

care. The only effective way to achieve this is by establishing quality strategies safely and responsibly led, 

which are mentioned below: 

 

• Creating the culture of safety [checklist, checklist] 

• Cultivating the culture of humility [communication] 

• Creating a culture of teamwork 

• Develop the culture of open and direct communication. In this section the fundamental thing is to 

lose the fear / fear of the recognition of the error. 

• Strategies to reduce errors in the surgical act. 

• Create the culture of voluntary error reporting 

 

Taking into account the leadership, communication, lack of surgical awareness and decision-making in the 

surgical team, it allows to obtain good performance results that lead to quality in health care in the patient. 

Therefore, teamwork is an integral component of a culture of good communication in the operating room, 

patient safety [10]. 
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For the analytical construction, the following terms were focused: 

Health team: "The health team was defined by the WHO, in 1973, as a non-hierarchical association of people, 

with different professional disciplines, but with a common objective that is to provide in any field to patients 

and families the most comprehensive health care possible" [11]. 

 

Surgical instrumentator: "It is defined as the health professional trained to integrate the team that provides 

comprehensive care to the surgical patient with ethical principles and attitudes that guide their action as a 

social being" [12]. 

 

Medical responsibility: "It is the obligation that doctors have to repair and satisfy the consequences of 

voluntary and involuntary acts, omissions and errors even, within certain limits, committed in the exercise of 

their profession" [13]. 

 

Medical error: "It is any failure that occurred during health care that has caused some type of harm to the 

patient, and whose origin can be related to the organization and implementation of the service, through 

multiple and complex mechanisms" [14]. 

 

Safe practices: These are the types of processes or structure whose application reduces the probability of 

adverse events associated with health care, which are based on the best available scientific evidence and 

which seek to prevent, minimize or eliminate the risk associated with clinical practice [15]. 

 

Asepsis: "Preservation of sterility at all times of healing material or consumer goods and medical devices, for 

the indicated use" [16]. 

 

Antisepsis: "Application of an antiseptic on skin and/or mucous membranes to decrease bacterial 

concentration, just before the invasive or surgical procedure, the amplitude and extent of antisepsis depends 

on the anatomical region" [16]. 

 

4. Conclusion 

Within the research carried out, it was possible to identify that there are different factors that influence the 

participatory responsibility of a surgical instrumentator and the importance it has in the surgical field and the 

relationship it has with the entire multidisciplinary team. 
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