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Automated assessment of
simulated laparoscopic surgical skill
performance using deep learning

David Power'™, Cathy Burke?, Michael G. Madden®* & Ihsan Ullah3*

Artificial intelligence (Al) has the potential to improve healthcare and patient safety and is currently
being adopted across various fields of medicine and healthcare. Al and in particular computer vision
(CV) are well suited to the analysis of minimally invasive surgical simulation videos for training and
performance improvement. CV techniques have rapidly improved in recent years from accurately
recognizing objects, instruments, and gestures to phases of surgery and more recently to remembering
past surgical steps. Lack of labeled data is a particular problem in surgery considering its complexity,
as human annotation and manual assessment are both expensive in time and cost, and in most cases
rely on direct intervention of clinical expertise. In this study, we introduce a newly collected simulated
Laparoscopic Surgical Performance Dataset (LSPD) specifically designed to address these challenges.
Unlike existing datasets that focus on instrument tracking or anatomical structure recognition, the
LSPD is tailored for evaluating simulated laparoscopic surgical skill performance at various expertise
levels. We provide detailed statistical analyses to identify and compare poorly performed and well-
executed operations across different skill levels (novice, trainee, expert) for three specific skills: stack,
bands, and tower. We employ a 3-dimensional convolutional neural network (3DCNN) with a weakly-
supervised approach to classify the experience levels of surgeons. Our results show that the 3DCNN
effectively distinguishes between novices, trainees, and experts, achieving an F1 score of 0.91 and an
AUC of 0.92. This study highlights the value of the LSPD dataset and demonstrates the potential of
leveraging 3DCNN-based and weakly-supervised approaches to automate the evaluation of surgical
performance, reducing reliance on manual expert annotation and assessments. These advancements
contribute to improving surgical training and performance analysis.
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Minimally invasive surgery (MIS) offers numerous patient and organizational advantages, such as reduced pain
post-operatively, lower incidence of operative and post-operative major complications, less scarring, smaller
incisions, lower immune system stress, and faster recovery times! ™. However, it is not without risk; a study in the
UK and Ireland found 47% of surgeons reported performing an error during MIS in the preceding 12 months,
while 75% knew of a surgical colleague who had’. There are similar findings in the US, where 8.9% of surgeons
reported making a major error in the previous 3 months*. Surgical complications occur most frequently during
the first 10 procedures that trainee MIS surgeons perform®. For example, bile duct injuries from MIS, which are
associated with a threefold increase in mortality in one year, cost over $1 billion in the US alone, with increased
hospital stays and litigation. The rate of bile duct injuries has not improved over the last three decades, and the
rate of incidence is three times higher in MIS compared to open surgery®. Furthermore, surgical technical errors
are a leading cause of preventable patient harm, with a 2016 review finding that if medical errors were classified
as a disease in the US, it would be the third leading cause of death’.

Mastering MIS skills is a significant undertaking, and requires skill acquisition well beyond those of open
surgery’. Unlike open surgery, MIS lacks direct tactile tissue palpation, degrading tactile feedback as the surgeon
is using instruments through trocar ports or robot manipulators. There is an inversion of the perceptual-motor
correlation, due to the fulcrum effect posed by the patient’s abdominal wall, as the surgeon moves their hand
in one direction the working end of the instrument moves in the opposite direction. There is also a loss of
binocularity, as the surgeon must form impressions of 3D anatomical structures while tracking instruments,
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devices, and other hidden structures from available 2D images from the monitor>*. These are difficult, time-
consuming skills to master, and are prone to error, especially for trainee surgeons®.

However, a significant portion of teaching and learning occurs in the operating theatre, often following
on from a period of simulation-based training using VR simulators or surgical box trainers where skills such
as suturing, knot tying, needle passing, and instrument handling are honed®. The acquisition of high-quality
surgical skills is a time-intensive process for experts with regard to both supervision and evaluation throughout
the entire training pathway. Tools such as the objective structured assessment of technical skills (OSATS) were
developed to reduce subjectivity, but it remains a time-consuming manual assessment’. Trainees must master
basic skills such as instrument handling and tissue manipulation, then demonstrate competence in suturing and
knot-tying before moving on to more complex tasks®!?. The use of video can be a powerful assessment tool for
both discrete surgical skills and an entire surgical procedure. In fact, a positive correlation has been demonstrated
between video-based surgical skill assessment and postoperative patient outcomes'!2, The automation of skills
assessment potentially offers massive benefits in surgery, through computer vision techniques.

The rest of the paper is organized as follows. Section 1 will give background, related works, and their
limitations. Section 2 will explain the methodology, and describe LSPD data acquisition, augmentation, and the
proposed DL model. Experiments and their analysis are given in Section 3, the results are presented in section 4.
Finally, Section 5 will conclude the paper.

Background and related works

Literature review: A literature review was undertaken to gain an understanding of the current use and state-
of-the-art CV for training and assessment in MIS. The search terms used in Google Scholar were initially
‘Computer Vision” and ‘Laparoscopic Surgery’ which yielded results across a spectrum of journals from surgery
and computer science. Further terms such as ‘Neural Networks, ‘Artificial Intelligence, and ‘Machine Learning’
were used with combinations of ‘Laparoscopy, ‘Laparoscopic, and ‘Minimally Invasive Surgery. The search was
also widened to include ‘Robotic Surgery’ and ‘Robot Assisted Surgery; as this is a form of computer and robotic-
assisted laparoscopic surgery. On each iteration, the journals were examined and fell across several domains,
namely surgery, computer vision, and to some extent biomedical engineering. The search continued using
Scimago to check both the H-index and Scimago Journal Rank (SJR) of each of the journals identified. Scimago
was also used to identify other journals of relevance in similar categories not yet identified. Mostly the journals
identified had high SJR scores of Q1. There were several with a lower score of Q2 and one with a score of Q3,
however, several papers were identified in these journals that may be of use for the literature review. Once the
SJR score was identified for specific journals, searches were widened further to include Scopus (n=169) and
PubMed (n=69) for medical/surgical journals (Fig. 1). Further searches were carried out on IEEE for conference
papers. Ninety-one papers were then selected from the first sweep of reading the title, and abstract. The abstract,
conclusion, and main findings were then scrutinized to determine which papers to retain for the literature
review based on relevance, reducing the final number in the literature review to fifty.

The literature reveals that AT and CV demonstrates considerable promise in the surgical field, particularly
in the analysis of high-definition surgical video, which can contain up to 25 times the volume of data found
in a high-resolution CT scan'. The use of Al and CV techniques in surgery has primarily focused on object
detection and gesture recognition, with the aim of augmenting the process of surgical training and performance
evaluation. Despite their potential, the lack of suitable, high-quality annotated data for training machine
learning models remains a significant challenge, as manual annotation requires expert involvement, which is
both time-consuming and costly. This bottleneck is especially problematic in complex surgical tasks, where
expert annotation is necessary for accurate skill classification.

Several efforts have been made to mitigate this issue. For instance, crowdsourcing of annotations and the
use of semi-supervised and unsupervised machine learning methods have been explored'*. However, expert
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knowledge remains central for accurately assessing surgical performance, and these methods are not always
sufficient for nuanced skill classification, particularly in laparoscopic surgery.

Most open-source laparoscopic datasets, such as Cholec80, SurgAl, Heidelberg Colorectal, LapGyn4, and
Dresden Surgical Anatomy, are designed for detecting surgical phases, tracking anatomical structures, or
instrument identification'>~!°. These datasets, while valuable for instrument tracking and phase recognition,
do not lend themselves easily to classifying laparoscopic surgical performance skill levels (i.e., novice, trainee,
expert) in the simulated environment. Similarly, while the JIGSAWS dataset was designed for surgical robotic
gesture and skill assessment, it does not provide the necessary annotations or features to evaluate laparoscopic
surgical skills in a simulated setting®. As such, there is still a significant need for datasets that can easily lend
themselves to the task of automating the classification of surgical skill performance levels.

Many previous studies in the past have described successful systems for assessing surgical training involving
tracking instruments, navigation, gesture recognition, and real-time knowledge of their pose with respect to
underlying anatomy and tissue. These systems have employed techniques such as electromagnetic tracking,
optical tracking, and robot kinematics?!~2%. In the early 2000s, CV approaches for instrument tracking were
introduced, using pre-processing, feature extraction, and filtration methods?%. Other techniques like Continuous
Adaptive Mean Shift (CamShift) have aimed to replicate the actions of surgeons during simulator-based
training'®. A common approach is tracking, which has been framed as an object detection problem in which
image features are used to estimate the position and orientation of instruments. Instrument tracking and gesture
recognition in laparoscopic surgery have generally relied on traditional CV techniques, including the use of
colour and gradient features to detect instruments and surgical gestures?®-2%. While reasonably effective, these
techniques suffer from limitations due to lighting reflections and occlusions during surgery, which can distort the
appearance of instruments and interfere with tracking accuracy?%. As a result, some researchers have turned to
semantics-based approaches, which use classification algorithms to identify surgical objects based on pixel-level
features?!. However, these traditional approaches still struggle with capturing the temporal dynamics inherent in
surgical procedures, which requires an approach capable of modelling both spatial and temporal data. Automated
classification of MIS skills has been described using spatiotemporal motion approaches like HOG and histogram
of flow (HOF). Hidden Markov models (HMMs) have been used to represent surgical motion flow?>2. Other
approaches include linear dynamical systems and bag of features (BOF), which extract features from images
to build a visual vocabulary or bag of visual words?”?%. Support vector machines and random forests are also
common machine-learning techniques in MIS*-3!. With the introduction of Deep Learning (DL), significant
improvements have been made in surgical phase identification and instrument detection. The first successful
application of DL in MIS was in 2016 with the development of EndoNet, a convolutional neural network (CNN)
used for phase detection in laparoscopic surgery®2. CNNs have proven to be particularly effective in recognizing
surgical objects and gestures, although they are typically more suited to still images than video sequences, which
require the ability to model temporal dependencies. Researchers in the EndoNet paper augmented a CNN with
a HMM technique to improve temporal modelling and identification consistency®. Other researchers have
since reported the successful use of combining CNNs and HMMs, as well as CNNs and gradient-boosting
techniques**%. Gradient boosting is an ensemble technique using decision trees. This led to further research
in improving temporal learning in MIS with the addition of long short-term memory (LSTM) neural networks,
which allows for more efficiency in identifying phases of surgery and tracking surgical instruments. Combining
a CNN and LSTM gives the advantage of more efficiently identifying phases of surgery and tracking surgical
instruments***’. The EndoNet researchers published follow-up research comparing a CNN with HMM versus
a CNN with LTSM?’. Jaccard scores for the CNN with LSTM were 0.64, versus 0.62 for the CNN with HMM.
Accuracy for the CNN with LSTM was 80.7% versus 71.1% for the CNN with HMM. A significant shortcoming
of the HMM is its Markov assumption, which is that the current state depends solely on the previous state.
The LSTM, a special type of recurrent neural network (RNN), differs from standard deep neural networks as it
has a “memory” function, whereas standard feed-forward deep neural networks work on the assumption that
outputs depend solely on their current input, whereas the output of an RNN depends on the sequence of prior
information. However, traditional RNN architectures struggle with long-term dependencies, causing an RNN
model to have difficulty accurately predicting the current state in longer sequences. LSTMs handle these long-
term dependencies by using memory blocks and gates to control the flow of selected useful information to the
next cell, discarding irrelevant information3®.

Some efforts have improved surgical phase identification accuracy using CNNs and LSTMs, with rates
between 85-90%%~42. These rates are similar to, or slightly better than, inter-rater agreements between expert
surgeons when annotating the same images. Deep neural networks have been used for detecting and tracking
surgical instruments with an average precision of 91%**. However, tool detection and surgical phase have been
reported separately in most works using CNNs and LSTMs. The first successful report using a CNN and LSTM
to identify surgical phases and instruments in MIS was in 2020 by Jin et al.*4, who reported precision of 86.9,
recall of 88.0, and accuracy of 89.0% when identifying surgical phases, and 89.1 mean average precision for
identification of surgical instruments. A recent study by Bamba et al.*> used a YOLO V3 CNN which attained
good but slightly less impressive results with 80% precision, recall of 92%, and accuracy of 83%. Others reported
using a CNN and LSTM architecture to identify instruments and phases of surgery, with a mean average precision
of 89.1% and 87.4%, respectively*. Some researchers have demonstrated distinguishing between novices and
experts using traditional CV methods including background subtraction, thresholding, Hough transform, and
straight-line detection for tasks such as suturing, knot tying, needle passing and instrument handling, mostly
using simulators or surgical box trainers’’. One study successfully differentiated experts from novices using
performance metrics like task completion time, velocity, work density, and instrument cross-time. Experts
consistently outperformed novices across all metrics and showed greater use of their left hand*’. Other research
has focused on systems for detecting and tracking instruments while calculating performance metrics through
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motion analysis parameters*. Although, these systems showed promise in distinguishing novice from expert
laparoscopic surgeons, a key limitation was that instrument tips were occasionally obscured by other objects,
affecting the accuracy of position data.

Limitations and key findings: Despite the reported success of DL in detecting surgical phases and tracking
instruments, there is a notable gap in the literature regarding the automated classification of laparoscopic surgical
skill levels in simulated settings. There is also a gap in existing datasets to automate this problem. To fill this
gap, we introduce the Laparoscopic Surgical Performance Dataset (LSPD), a newly collected dataset specifically
designed to classify simulated laparoscopic surgical skill levels. The LSPD dataset addresses the lack of datasets
that can classify skill levels in laparoscopic surgery training and represents a significant advancement in the field.
Unlike existing datasets, which focus on tracking instruments or recognizing phases of surgery, the LSPD dataset
is specifically tailored to evaluate skill performance in laparoscopic surgery at different levels of expertise: novice,
trainee, and expert. This dataset is designed for weakly-supervised learning, reducing the reliance on highly
detailed frame-level annotations, a major bottleneck in surgical Al development!**°. Furthermore, this study
explores the application of 3D Convolutional Neural Networks (3DCNNGs) for classifying simulated laparoscopic
surgical skill levels based on the LSPD dataset. While 3DCNNs have been successfully used in medical imaging
to analyze volumetric data such as CT and MRI scans, their application to spatiotemporal feature learning for
skill classification in laparoscopic surgery is novel. To our knowledge, this is the first study to apply 3DCNNs
to spatiotemporal learning in the context of surgical skill classification, and we argue that this approach has the
potential to overcome many of the challenges faced by traditional CV and deep learning methods in this domain.
By combining the LSPD dataset with a 3SDCNN architecture, we aim to demonstrate a promising new approach
to automatically classify performance skill levels based on simulated laparoscopic surgery, with minimal expert
annotation. This weakly-supervised approach represents a significant step forward in the development of
scalable, automated systems for evaluating surgical skills, which could ultimately streamline the training and
assessment of laparoscopic surgeons, and other healthcare professionals.

Methodology

Laparoscopic surgical performance dataset (LSPD) -data acquisition

A new dataset was acquired and analyzed to assess simulated laparoscopic surgical performance. The LSPD was
created to address a deficiency in the available resources for evaluating surgical skills in laparoscopic simulation
training. Unlike existing datasets, which are largely focused on detecting and tracking surgical instruments,
identifying anatomical structures, or analyzing surgical phases and robotic gestures, the LSPD is specifically
designed to assess the procedural fluency and technical proficiency of surgeons within simulated laparoscopic
environments. This specialization makes the LSPD an essential tool for advancing research in surgical skill
assessment and simulation-based training programs. The participants for data collection were recruited from
local doctor-in-training programs and consultant-level doctors. The study aims to automatically classify
performance levels into novice, trainee, and expert groups, and assess the ability of a deep learning model to
discriminate skill performance in laparoscopic surgical training skills. Novices are intern doctors with less
than 12 months of experience, trainees are those in specialist training programs, and experts are consultant-
level surgeons and gynecologists, or senior registrars who have completed their specialist training. All novices,
trainees, and experts were recruited voluntarily from university-affiliated teaching hospitals in the Cork City
region. Ethical approval was obtained from the Social Ethics Committee (SREC) at University College Cork, and
the study followed all guidance and regulations as set out by SREC.

Three laparoscopic surgical simulation training skills were identified using the Laparo™ laparoscopic
surgical simulator. Participants watched three short Laparo™ training videos on how to perform the skills
before attempting each skill**. They could re-watch the videos, ask questions, familiarise themselves with the
instruments, or practice a separate skill before attempting any of the three skills. Many researchers have a time
limit for attempting a skill, however, this leaves the less experienced at a significant disadvantage, can introduce
significant measurement bias, and lastly, time as a metric for performance is controversial®. Short videos were
collected of participants performing basic laparoscopic surgical simulation skills within the Laparo™ system,
from its camera connected to a laptop computer. The three skills varied from relatively easy to very difficult.

The study involved 40 participants, including 8 experts, 12 trainees, and 20 novices. The three tasks were:
(1) bands, moving elastic bands onto pegs (Fig. 2, left); (2) stack, stacking balls on stacks (Fig. 1, center); (3)
tower aligning rubber triangles into a tower (Fig. 1, right). Videos were collected from each group, with some
performing all three skills multiple times. Some videos were discarded due to obstructed views, to reduce bias
in the system. The number of videos was, for the expert group: bands=4, stack=9, and fower=6; for the trainee

Fig. 2. Skills: Bands (left), Stack (center), Tower (right).
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group: bands=10, stack=11, and tower=18; and for the novice group: bands=8, stack=21, and tower=19. This
resulted in a total of 106 videos. OpenCV was used to edit the videos to remove noise at the beginning and end
while preserving participant actions®®. The last 60 seconds of each of the video clips in the dataset was used for
the analysis due to computational constraints.

Training a deep learning-based video classifier can be challenging due to the need for a large amount of data
to avoid over-fitting and to have a generalized model. Data augmentation increases the size and diversity of
the training dataset by applying various transformations to the original dataset. It creates new instances of the
data with minor alterations while preserving the semantic content of the images®’. Data augmentation acts as a
form of regularisation, preventing over-fitting by introducing variations in the dataset, increasing the model’s
robustness and ability to generalize to unseen data. It also minimizes the model’s sensitivity to small changes
in input videos®®. Data augmentation exposes the model to a wider range of data changes, including noise,
occlusions, and varying lighting conditions. Hence, it reduces bias in training data by introducing more diverse
samples, leading to a more balanced and representative dataset’®.

For this dataset, the specific forms of data augmentation we applied were: (1) Gaussian blur; (2) adjustments
to brightness and contrast; (3) salt and pepper noise; (4) horizontal flipping. Gaussian blur of ¢ = 0.2 is applied
to each pixel using a weighted average, determined by a Gaussian kernel, achieving a slight blur but retaining
essential spatial information®. The brightness o was adjusted to 1.2 to increase the brightness level in the
samples. The contrast was adjusted to 8 = 1.2 to enhance the difference between light and dark areas of video
frames, making edges and features more pronounced resulting in a noticeable but not overly drastic increase in
contrast transformation in the samples®. In addition, salt and pepper noise was added to about 2% of the pixels
in each frame, to prevent excessive distortion of the original data. The final data augmentation technique was
horizontal flipping, creating a mirrored version of each frame. This technique doubled again the transformed
dataset and made the model invariant to horizontal orientation®'. The final dataset contained 2244 videos in
total.

A weakly supervised approach was taken to discriminating between surgical performance levels using video
classification. In this approach, a machine learning model is trained with coarse or noisy labels, rather than
fully annotated data. In this case, the labels provided during training do not correspond directly to specific
frames or segments of the video but instead indicate general performance levels across entire procedures.
General annotation is achieved from the folder-based organization of videos representing different surgical
skills and operator levels. This contrasts with fully-supervised learning, where precise labels are available for
each frame or action within the video which may be datapoints that pinpoint moments or actions within videos
that contributed to the overall performance assessment. Therefore, a weakly-supervised video classifier must
infer relevant features from the data, often relying on global cues rather than fine-grained, frame-by-frame
information. This might involve recognizing overall procedural fluency, movement smoothness, or the time
taken to complete specific steps, rather than detecting individual errors or successes. The absence of detailed
annotations can potentially introduce ambiguity between classes, however, there are clear benefits to this
approach in significantly reducing expert annotation time and effort.

Proposed 3DCNN architecture

Standard 2D-CNNs use a two-dimensional filter to perform convolutions, moving the kernel in two directions.
There are also 1D and 3D variants. 1D-CNNss slide kernels along one dimension and are generally used with
time-series data. 3DCNNs perform convolutions in three dimensions and are mainly used for video analysis
or volumetric data processing, such as MRI or CT scan analysis®*®* (Fig. 3). Kernels are small tensors that
perform convolution operations on input images, defining a specific pattern or transformation applied to extract

(2 + 1)D convolution

N 7 Temporal convolution
b Kemel: 3x1x1
Spatial convolution
Kernel: 1x3x 3

Fig. 3. Spatial and temporal kernel sliding in a 3DCNN. [figure from www.keras.io].
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Fig. 5. Feature maps, left: input image, centre: conv layer, right: max pooling layer.

features®. Each element of the kernel is a weight, which is learned during the training process through back-
propagation. They are good at detecting simple features like edges, corners, and textures®. Each kernel in a CNN
layer is responsible for detecting different aspects of the input data.

The 3DCNN model structure, with four 3D convolution layers (Fig. 4), is optimized for classifying videos. The
first, second, third and fourth layer have 64, 128, 256, and 512 kernels of size 3x3x3, respectively. Following each
layer, there is a batch normalization, max-pooling, and dropout layer to normalize and reduce the complexity of
the model. The final output layer has either one or three neurons depending on whether it is working as a binary
classifier or a multi-class classifier. The image size was reduced from its original 1280 x 720 to an input of size 128
x 128 for computational efficiency; however, the essential spatial information was retained at these dimensions
(Fig. 5, left). Zero-padding was used to ensure all frames were the same length. Frames were normalized by
dividing the pixel values by 255 to bring them within the range [0, 1].

The ReLU activation function is used which introduces non-linearity to networks, enabling them to model
complex relationships in video frames with diverse patterns and features®. It does not suffer from vanishing
gradients, which occur when the gradients of activation functions become very small or close to zero. This
results in slow or stalled learning in the early layers. ReLU may lead to more efficient learning and generalization
through sparse activation, as activated neurons are either fully active when the input is positive or completely
inactive when the input is negative>®,

A batch normalization layer is introduced after each 3D convolutional layer to improve network training
and convergence. This layer normalizes and stabilizes intermediate activations within the network during each
training batch, reducing the risk of slow convergence, vanishing, or exploding gradients. Batch normalization
standardizes the mean and variance of each feature across a batch, bringing the data closer to a standard Gaussian
distribution®. It also reduces internal covariate shift, allowing the network to focus on learning higher-level
features. Batch normalization can reduce dependence on hyperparameters for performance, such as learning
rate, and accelerate model training. Generally, networks trained using batch normalization converge faster than
those without. Batch normalization introduces a small amount of noise to the network, similar to dropout or
weight decay, which helps prevent the network from relying too heavily on specific activations and encourages
learning more robust features. This layer can be effective when used in combination with other regularisation
methods®’.

Following each batch normalization layer is a max-pooling layer that uses a 2x2x2 window to slide over
the input feature map, which down-sample the spatial dimensions of the feature maps while preserving the
most important features (Fig. 5, right). This process reduces computational complexity and improves translation
invariance®-¢¢,
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Following each max-pooling layer, dropout layers are introduced which are a regularisation technique that is
used to prevent overfitting and improve generalization of the network. The first three dropout layers have small
dropout rates of 0.1 and 0.2, while the final two have a rate of 0.5, reflecting approximately half of the neurons
in that layer being dropped out in that training iteration. During the inference or prediction phase, no neurons
are dropped out, but the weights of the remaining neurons are scaled down by the dropout rate to account for
more neurons being active®®.

The input in the network is then converted into a one-dimensional array through a flatten operation, which
reshapes the multidimensional tensor into a one-dimensional vector while maintaining its order. This process is
a transition between convolutional layers and fully connected layers, as it takes the multi-dimensional tensor as
input and outputs a one-dimensional vector to the fully connected layers. The flatten layer in a neural network
serves as a transition between these layers, ensuring all elements are laid out sequentially in a single row®~7°. The
first fully connected layer has 1024 neurons, while the second has 512 neurons. The final fully connected layer is
the output layer, which consists of three neurons representing each class, expert, trainee, and novice after passing
it through the sigmoid activation function.

It uses binary cross entropy as the loss function, optimized with Adam, and accuracy measure as a
performance metric. The goal is to predict the correct class label for each input. The output is a probability score
for each class, with the binary cross-entropy loss measuring the difference between the predicted probability
and true label. The loss function encourages the model to assign high probabilities to the correct class and lower
probabilities to the opposite class. The model is penalized when the predicted probability deviates significantly
from the ground truth®. Gradient descent is used to update the model’s weights and minimize the loss function.
This optimization process adjusts the model’s parameters to improve its ability to classify input videos, resulting
in higher probabilities for positive videos and lower probabilities for negative ones”2.

The 3DCNN video classifier underwent cross-validation to reduce overfitting and ensure robust evaluation.
The dataset was randomly divided into k=5 subset folds, and the model was trained and evaluated k=5 times
using different folds as validation and training sets. This method provides a more reliable estimate of the model’s
performance on different dataset subsets. All experiments were conducted using Google Colab™™, a cloud-
based Jupyter notebook, and the NVIDIA Tesla™ A100 GPU, Google’s top-performance GPU.

Experiments & results analysis

Statistical analysis of videos

Three skills were chosen to discriminate between performance level and were considered at three different
difficulty levels ranging from easy to very difficult with bands being easy, stack moderately difficult and tower
very difficult. However, statistical analysis of the videos was carried out to quantify this assumption by gauging
skill difficulty, and as a benchmark for the model. The assumption was that an easy task would be easy for all
performance groups, however it may be difficult for the model to discriminate between performance levels. A
very difficult task could be a real discriminator between performance levels, and it would be easier for the model
to discriminate between groups if there is less ambiguity between the performance level groups. The scoring
system developed for this study was intentionally designed as a basic tool to gauge the relative difficulty of
different tasks (band, stack, and tower). The primary objective was to establish a benchmark for task complexity,
rather than to evaluate detailed performance outcomes. This tool focuses on end results rather than the nuances
of procedural performance, offering a straightforward measure to facilitate comparison across the different tasks.

Time was recorded from the start to the end of each skill, and the median of each group was calculated. A
basic scoring system was developed for each skill, with a total score of 8/8 for the stack skill. The final score was
calculated by the number of balls remaining on the stacks at the end of the skills video. The total performance
score for the band skill was 6/6, with 1 for each band moved correctly to the correct pegs and 1 for exact
symmetry with the starting position pegs. The total score for the tower skill was 12/12, with 1 for each of the six
triangles placed in the correct location and 1 per triangle for the exactness of direction and angle of points. The
median was chosen as the dataset was small with a few outliers and therefore may be a more stable and reliable
estimate of the central tendency®>7°.

Two healthcare simulation experts marked 30 videos of skills, with inter-rater reliability measured using
Cohen’s Kappa. The stack skill had very high agreement (Cohens Kappa = 1.0), while the tower skill (Cohen’s
Kappa = 0.76), and the band skill (Cohen’s Kappa = 0.72) had moderately high agreement (Fig. 6a). As the aim
is to measure the performance of the model, rather than human performance, this was considered sufficiently
robust for this study.

The median time of experts to complete the stack skill was 3.47 minutes, compared to 5.11 minutes for
trainees and 5.45 minutes for novices. The median performance score for experts for the stack skill was 8/8.
This is compared to a median performance score of 6 for trainees and 4 for novices for stack skill. The median
time of experts to complete the tower skill was 4.98 minutes, compared to 7.46 for trainees and 6.47 minutes for
novices. The median performance score for experts for the tower skill was 11.5/12. This is compared to a median
performance score of 0 for trainees and 2 for novices for the tower skill. The median time of experts to complete
the band’s skill was 1.17 minutes, compared to 2.17 minutes for trainees and 3.2 minutes for novices. The median
performance score for experts for the band’s skill was 5/6 (Fig. 6b). This is compared to a median performance
score of 5 for trainees and 4 for novices for the band’s skill. See the distribution of performances across skills in
Fig. 7 and time plotted against performance for each skill in an area plot in Fig. 8.

Interpretation of statistical analysis of video results
For the stack skill, all experts got a full performance score of 8/8 and finished the skill in a considerably
faster time than both the trainees and novices. The trainee’s performance was 6/8 compared to the novice’s
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Cohen's Kappa Comparison For Each Skill

perfect agreement
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B 1.00 Wallis H
substantial agreement Statistic*
Y 0.76 . Stack Time 3.47 (1.14) 5.11(2.0) 6.45 (2.32) 14.08 <0.05
3 ; (0.0087)
S o moderate agreement Stack Score 8.0 (0.0) 6.0 (2.11) 4.0(2.6) 11.70 <0.05
g (0.0028)
- , Tower Time | 4.98 (1.06) 7.46 (4.0) 6.47 (3.34) 1.28 0.52
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(a) (b)
Fig. 6. (a) Inter-rater reliability of the scoring system for each skill, (b) Median time and score for each skill
with p-values, SD, and H-statistic.
Stack Scores Tower Scores Bands Scores
Distribution by Group Distribution by Group Distribution by Group
g IMEISTERR00 12 -MediEl.SO o 6.0
;1
10 1 5.5 1
o Med ! .00 !
Median: 5.00 Med 5.00
[0} O s L 50
3 : =
R o] Med 4.00| R 6 ) 454
ﬁ 3 fn‘ 44 % 40 o Med 4.00
i -
N , Medjan: .00 55
ol ol Median: 0.00 . 304
Exp;ert Trainee Novice Exp;ert Trainee Novice Exp;ert Trainee Novice
Group Group Group
Fig. 7. Distribution plots of performance for each skill.
Stack Tower Bands
Score by Time (Area Plot) Score by Time (Area Plot) Score by Time (Area Plot)
8 mmm Expert 12 wem Expert 6 wem Expert
Trainee Trainee Trainee
79 e Novice W Novice s Novice
10 A 54
&l
g & O 84 O 4
o o o
O O ]
n 4 0 6 0 3
0 0 4 0 21
5
21 14
1]
04 0 04
2 2 6 8 10 3 6 8 0 12 1 16 1 2 3 4 5
Time (min.) Time (min.) Time (min.)

Fig. 8. Area plots of time and performance for each skill. *In cases where participants scored full performance

scores or zero, the plot collapses to a line.

performance of 4/8 for this skill and trainees finished the skill marginally faster than the novices, 5.11 minutes
versus 5.45. See the relationship trend between performance score and time for each group for the stack skill
(Fig. 9). The red trend line represents the linear relationship between performance score and time®”7%. With a
median performance score of 11.5 for experts, compared to 0 for trainees and 2 for novices, the tower skill was
a difficult skill for all groups. Experts completed the skill in 4.98 minutes, whilst trainees took 7.46 minutes to
complete it, and novices 6.47 minutes (Fig. 10). Although it would have appeared that novices were speedier and
performed better, this was not the case. By the time the video ended, some of the trainees had almost erected
the fower correctly when they unintentionally toppled it. This skill was also the most challenging, and many
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Fig. 10. Relationship trend between performance and time: Tower skill.

novices gave up after an attempt to stack only a few triangles. In fact, the median tower built by the trainee
group was 3, over a median time of 6.00 minutes. The range of the size of tower built in this group was zero to
five and attempts to build a tower ranged from once to four times. In one instance a trainee built four towers in
a 12-minute window of 4 triangles high but knocked it over each time. The rudimentary scoring system simply
considers the single tower that is upright at the conclusion of the video, not actual participant performance
throughout the entire video.A simple scoring system was selected to provide a consistent and easily interpretable
benchmark for assessing task difficulty across different procedural skills. However, we acknowledge that this
basic system may not capture the full complexity of procedural execution, particularly for tasks like tower’ that
require a more nuanced assessment of performance throughout the procedure, where focusing solely on the end
result may overlook important aspects of procedural performance.

For the band’s skill, both the experts and trainees received the same performance score of 5 out of 6.
However, the experts completed the skill more quickly, in 1.17 minutes as opposed to 2.17 minutes. The novice’s
performance was 4, and they took longer to complete it, taking 3.2 minutes (Fig. 11).

It is not surprising that the experts were faster at completing every skill and scored the highest performance
score for all three skills. The tower skill was the most difficult and a real discriminator between expert and non-
expert as reflected in the performance scores. There is the odd outlier within the novice group that completed
skills both quickly and with high performance scores, an interesting example of which can be seen at the top
left-hand corner of the fower skill in Fig. 12. This novice had never undertaken any laparoscopic training, was
on a medical rotation, and denied playing a lot of video games. Anecdotally there is a perception of cross-over
and correlation between video game playing and laparoscopic skills, however, evidence to support this remains
controversial”’78.

3DCNN classification results

The proposed 3SDCNN model was tested in two ways i.e. as a multiclass classifier and as a binary classifier. Firstly,
it is trained to classify among performance classes novice, trainee, and expert over the three skills. However, the
model frequently misclassified instances and had poor test accuracy, especially for the tower and bands skills, as
seen in the confusion matrices Fig. 13. The testing accuracy of the stack skill (i.e. 79%) is higher than the other
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two, tower (i.e. 49%), and bands (i.e. 54%) skills (Table 1). This aligns with the results shown in the statistical
analysis i.e. tower is the most difficult of the tasks.

In the second test, the cases classed as trainee were dropped and the model was trained as a binary classifier,
with two classes of novice and expert for the same three skills, with much-improved performance as shown in Fig.
14. Being able to reliably and accurately classify expert proficiency from novices was seen as most important. All
three skills were trained with a cross-validation procedure (k=5). The data was divided into training and testing
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True Label
expert

novice

Multi-class | Accuracy | Binary | Accuracy
Stack 79% Stack | 91%
Tower 49% Tower | 97%
Bands 54% Bands | 79%

Table 1. Multiclass vs Binary classifier accuracy.

Stack Tower Bands

Test Accuracy: 0.91 Test Accuracy: 0.97 Test Accuracy: 0.79
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novice
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Predicted Label Predicted Label Predicted Label

Fig. 14. Binary class confusion matrices.

Precision | Recall | F1 Score | AUC

Stack

Expert | 0.94 0.88 0.91 0.92

Novice | 0.88 0.94 091 0.89
Tower

Expert | 0.95 1.0 0.97 0.99

Novice | 1.0 0.95 0.97 0.99
Bands

Expert | 0.71 0.97 0.82 0.86

Novice | 0.96 0.61 0.74 0.79

Table 2. Precision, Recall, F1 Score and AUC for each skill for Binary classifier.

i.e. 80% for training and the remaining 20% for testing. From the training data, 20% was used for validation. The
data was shuffled for randomness.

The test accuracy of the stack skill was 91%. Expert class precision was 0.94 and recall was 0.88. Novice class
precision was 0.91. Both classes had an F1 score of 0.91. The expert class had an AUC of 0.92 and the novice
class had 0.92. The tower skill’s test accuracy was 0.97. Expert class precision was 0.95 and recall 1.0. Novice
class precision was 1.0, and recall was 0.95. Both classes had an F1 score of 0.97. The AUC for expert and
novice classes was 0.99. The model has excellent predictive ability and can discriminate easily between these
class instances for both the stack and tower skills. The band skill’s test accuracy was 79%. Expert class precision
was 0.71, and recall of 0.97. The expert class achieved an F1 score of 0.82. Novice class precision was 0.96, and
the recall score was 0.61. The novice class has an F1 score of 0.74. The model’s AUC for the expert class was 0.86
and 0.79 for the Novice class (Table 2). The model achieved reasonable performance for this skill however, it
struggled to correctly classify all experts as experts and missed significant numbers of novices within the dataset.
This is not unsurprising as it was the easiest skill according to the statistical analysis.

Human performance and results

The study involved human raters with healthcare simulation expertise classifying skill performance levels into
three groups (expert, trainee, and novice) and two groups (expert and novice) on separate datasets. The goal was
to gauge human-level performance and compare it with the model’s performance. Two datasets were randomly
selected with balanced numbers of each class within each dataset, with 63 videos for the three groups and 60
videos for the two groups. The raters watched Laparo™ training videos for each skill and were presented with
examples of real performance from each group. For the first task, the raters were asked to classify for each of the
three skills whether they believed the participant was an expert, trainee, or novice. For the second task, the raters
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Fig. 16. (a) Cohens Kappa for each skill for the three-class problem and two-class problem, (b) Accuracy of all
predictions between both raters.

were asked whether they believed the participant was an expert or a novice. The two raters were independent of
each other, and their predictions were measured from the ground truth labels. In both instances, raters used the
basic scoring metrics described in the statistical analysis section.

Human performance with three classes (multi-class) With three classes for the stack skill, Rater-1 had an
accuracy of 53%, precision of 0.5, recall of 0.4, and F1 score of 0.44. Therefore, rater-1 predicted about 50% of
the correct classes, reflecting the ratio of true positive predictions to the total number of predictions made for
each class. Rater-1 captured about 40% of the actual instances of each class, or the ratio of true positive predic-
tions to the total actual instances of each class. Poor performance is reflected in the low F1 score®. Rater-2 had
an accuracy of 47%, precision of 0.25, recall of 0.2, and F1 score of 0.22 when classifying between three classes
for the stack skill (Fig. 15, left). Cohen’s Kappa coefficient was used to measure agreement between the two
raters, beyond what would be expected by chance. It is particularly useful in measuring inter-rater reliability
and agreement between categorical data®. Cohen’s Kappa ranges between -1 and 1, where -1 indicates complete
disagreement and 1 indicates perfect agreement. The Cohen’s Kappa between Rater-1 and Rater-2 for the stack
skill is 0.4, which is considered fair agreement (Fig. 16a). For the tower skill, Rater-1 had an accuracy of 47%,
precision of 0.2, recall of 0.2, and F1 score of 0.2. Rater-2 had an accuracy of 60%, precision of 0.2, recall of 0.33,
and F1 score of 0.25 (Fig. 15, left). The Cohen’s Kappa between the two raters for the fower skill was 0.41, which is
also considered fair agreement (Fig. 16a). For the bandss skill, Rater-1 had an accuracy of 33%, precision of 0.33,
recall of 0.6, and F1-score of 0.43. Rater 2 also had an accuracy of 33% for this skill. Rater-2’s precision was 0.33,
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the recall was 0.4, and the F1 score was 0.36 (Fig. 15, left). The Cohen’s Kappa between Rater-1 and Rater-2 for
the band’s skill was 0.12, which is considered very low (Fig. 16a).

Human performance with two classes (binary) When performing a binary classification between expert and
novice on the stack skill, Rater-1 had an accuracy of 65%, precision of 0.71, recall of 0.5, and F1-score of 0.59.
Rater-2 had an accuracy of 75%, precision of 1.0, recall of 0.5, and F1 score of 0.65 (Fig. 15, right). The Cohen’s
Kappa between the two raters for the binary classification of the stack skill was 0.53, which is considered between
fair and moderate agreement (Fig. 16a). For the tower skill, Rater-1 had an accuracy of 95%, precision of 1.0,
recall of 0.9, and F1 score of 0.95. Rater-2 had an accuracy of 90%, precision of 1.0, recall of 0.8, and F1 score of
0.89 (Fig. 15, right). The Cohen’s Kappa between the two raters was 0.9, indicating substantial agreement (Fig.
16a). For the bandss skill, Rater-1 had an accuracy of 35%, precision of 0.36, recall of 0.4, and F1 score of 0.38.
Rater-2 had an accuracy of 45%, precision of 0.44, recall of 0.4, and F1 score of 0.42 (Fig. 15, right). The Cohen’s
Kappa between the two raters for the band’s skill was -0.18, which is less than chance (Fig. 16a). In other words,
this means that the coefficient indicates that the observed agreement between the two raters is worse than would
be expected by random chance.

Human performance with two classes (binary)

Human performance discussion Both Rater-1 and Rater-2 had more difficulty classifying 3 groups, rather than
two groups. The accuracy of predictions between both Rater-1 and Rater-2 are relatively similar (Fig. 16b). With
regards to the stack and tower skills, both raters could make predictions above random chance when classifying
between three classes, however, accuracy was still not particularly useful between 47%-60%. Both raters had an
accuracy of 33%, which is no better than random for the band’s skill when attempting to classify between three
groups. When the trainee class was removed, accuracy improved considerably for the tower skill to 90% and
above, and moderately for the stack skill to between 65%-75%. However, there was only a slight increase in the
band’s skill to 35-45%. The poor Cohen’s Kappa between the raters with this skill indicates, that there was signif-
icant disagreement between the classifications. Indicating that the band’s skill is particularly difficult to classify
between skill levels, both as a multi-class problem and as a binary problem for humans. There was a significant
increase in the accuracy levels in all skills except the band’s skill when the trainee group was removed (Fig. 16b).
This indicates that the trainee class was possibly problematic for humans to predict in the presence of expert and
novice classes.

Conclusion

This study successfully demonstrated automated assessment of laparoscopic surgical performance in a simulated
setting using a 3DCNN model on a custom dataset and lays the foundation for a new research area. The model
demonstrated excellent performance and predictive ability for both the tower (accuracy 97%) and stack (accuracy
91%) skills, and reasonable performance and predictive ability for the bandss skill (accuracy 79%) on test data, as
a binary classifier. This approach is viable for a binary classification to discriminate between expert and novice
classes performing basic simulated laparoscopic surgical skills in a desktop laparoscopic surgical simulator.
However, this approach could be expanded to other skills beyond simulated laparoscopic skills and has scope for
assessment of performance for other procedural and clinical skills’*%. There is significantly less domain expert
time needed using this approach as there is no need for frame-level annotation, which is well recognized as a
significant bottleneck and impedance to the development of surgical, and clinical simulation-based intelligent
assessment tools in general’.

The model encountered difficulties in predicting three distinct performance skill levels in a multi-class
classification problem. Similarly, human raters also struggled to accurately classify performance skill levels in
this context. It is not surprising that the model showed the lowest accuracy when predicting the band’s skill, as
statistical analysis of the videos revealed no significant difference in mean performance for this skill. Human
raters also had difficulty distinguishing skill levels in this area, whether approached as a multi-class or binary
classification problem. When comparing the model’s performance to that of human raters, similar trends were
observed: human accuracy was notably higher for binary classification tasks (ranging from 65% to 75%) than
for multi-class tasks (ranging from 47% to 53%). While this comparison offers some insight, a larger sample of
human raters would be needed to draw more definitive conclusions.

The distribution of skill levels in the trainee group was too broad, with some participants near novice and
others near expert, which made it especially challenging for the model to accurately classify the group (Fig. 13).
Human raters also found this difficult. Future work would benefit from more detailed definitions of each skill
level, particularly an intermediate group such as trainees. A clearer definition of what constitutes a trainee should
be established at the outset. The dataset was also small, comprising 106 original videos, with data augmentation
accounting for the remainder of the dataset. Ideally, the original dataset would be larger to provide greater
diversity, which may make it easier for the model to differentiate between the classes.

A 3DCNN automatically learns and processes spatiotemporal features, which are crucial in tasks like
laparoscopic skill classification, where the movement and coordination of instruments over time are key to
determining skill level. This research demonstrated that a 3DCNN model can classify skill levels efficiently
and automatically from video data, significantly speeding up the process of skill evaluation, allowing for faster
assessments in surgical training programs, with the potential of making the model highly valuable for further
development in real-time or large-scale applications. Fast and efficient automated identification of non-experts
allows for faster throughput through training programmes and allows for more timely expert feedback and
intervention, with more focused and deliberate practice. Furthermore, as our model could robustly discriminate
between performance skills levels, it offers potential towards standardising non-subjective approaches to
automating skills assessment in laparoscopic surgery and other healthcare domains.
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We have demonstrated that weakly-supervised methods using a 3DCNN is a viable approach to automatically
discriminate between performance skills in simulated laparoscopic surgical skills using the LSPD dataset.
The videos were relatively short due to high computational demands, future work could look at augmented
approaches of attention mechanisms, or temporal segmentation to increase the video length sequences and
widen the application of use of this approach within the healthcare simulation field.

Data availability

The data that support the findings of this study are available on request from the corresponding author, [DP].
The data are not publicly available due to containing information that could compromise the privacy of research
participants.

Received: 12 June 2024; Accepted: 27 March 2025
Published online: 19 April 2025

References

1. Bouget, D., Allanb, M., Stoyanov, D. & Jannin, P. Vision-based and marker-less surgical tool detection and tracking: a review of the
literature. Med. Immage. Anal. 35, 633-654 (2017).

2. Kumar, S., Krovi, V. & Singhal, P. Computer-vision-based decision support in surgical robotics. IEEE Design & Test 32(5), 89-97
(2015).

3. Dimick, J. D. & Ryan, A. M. Taking a broader perspective on the benefits of minimally invasive surgery. JAMA Surg. 48(7), 648
(2013).

4. Shah, N. A,, Jue, J. & Mackey, T. K. Surgical data recording technology: A solution to address medical errors?. Ann. Surg. 271(3),
431-433 (2020).

5. White, A. D. et al. Inconsistent reporting of minimally invasive surgery errors. Ann. R. Coll. Surg. Engl. 97(8), 608-12 (2015).

6. Gallagher, A., Cowie, R., Crothers, I., Jordan-Black, J.-A. & Satava, R. M. An objective test of perceptual skill that predicts
laparoscopic technical skill in three initial studies of laparoscopic performance. Surg. Endosc. 17, 1468-1471 (2003).

7. Mascagni, P. et al. Multicentric validation of EndoDigest: a computer vision platform for video documentation of the critical view
of safety in laparoscopic cholecystectomy. Surg. Endosc. 36, 8379-8386 (2022).

8. Forestier, G., Riffaud, L., Petitjean, E, Henaux, P. & Jannin, P. Surgical skills: Can learning curves be computed from recordings of
surgical activities?. Int. J. Comput. Assist. Radiol. Surg. 13, 629-636 (2018).

9. Zia, A. & Essa, I. Automated surgical skill assessment in RMIS training. Int. J. Comput. Assist. Radiol. Surg. 13, 731-739 (2018).

10. Zia, A. et al. Automated video-based assessment of surgical skills for training and evaluation in medical schools. Int. J. Comput.
Assist. Radiol. Surg. 11, 1623-1636 (2016).

11. Birkmeyer, J. D. et al. Surgical skill and complication rates after bariatric surgery. N. Engl. ]. Med. 369, 1434-1442 (2013).

12. Scally, C. P, Varban, O. A., Carlin, A. M., Birkmeyer, J. D. & Dimick, J. B. Video ratings of surgical skill and late outcomes of
bariatric surgery. JAMA Surg. 151(6), 160428 (2016).

13. Pugh,C. M, Hashimoto, D. A., & Korndorffer, J. R. Jr. The what? How? And Who? Of video based assessment. Am. J. Surg. 221, pp.
13-18, (2021).

14. Hashimoto, D. A. Surgeons and machines can learn from operative video will the system let them?. Ann. Surg. 274(1), 96 (2018).

15. Carstens, M. et al. The dresden surgical anatomy dataset for abdominal organ segmentation in surgical data science. Nature 10(3),
1-8(2023).

16. Rios, M. et al. Cholec80-CVS: An open dataset with an evaluation of Strasberg’s critical view of safety for Al Nature 10(194), 1-7
(2023).

17. Zadeh, S. et al. SurgAl: deep learning for computerized laparoscopic image understanding in gynaecology. Surg. Endosc. 34(12),
5377-5383 (2020).

18. L. Maier-Hein, M. Wagner, T. Ross, et al. Heidelberg colorectal data set for surgical data science in the sensor operating room. Sci.
Data. 8(1010) 1-11 (2021).

19. A. Leibetseder, S. Petscharnig, M. Primus, et al., Lapgyn4: a dataset for 4 automatic content analysis problems in the domain of
laparoscopic gynecology, MMSys ’18: Proceedings of the 9th ACM Multimedia Systems Conference, June 2018, pp. 357-362.

20. R. Nagyn, E. Elek, T. Haidegger et al., Surgical tool segmentation on the JIGSAWS dataset for autonomous image-based skill
assessment, ICCC 2022, IEEE 10th Jubilee International Conference on Computational Cybernetics and Cyber-Medical Systems,
July 6-9, 2022, Reykjavik, Iceland.

21. Hashimoto, D. et al. Computer vision analysis of intraoperative video: automated recognition of operative steps in laparoscopic
sleeve gastrectomy. Ann. Surg. 270(3), 414-421 (2019).

22. Ward, T. M. et al. Challenges in surgical video annotation. Comput. Assist. Surg. 26(1), 58-68 (2021).

23. Maier-Hein, L., Vedula, S. S. & Speidel, S. Surgical data science for next-generation interventions. Nat. Biomed. Eng. 1(9), 691-696
(2017).

24. Fried, M. P. et al. Image-guided endoscopic surgery: results of accuracy and performance in a multicenter clinical study using an
electromagnetic tracking system. Laryngoscope. 107, 594-601 (1997).

25. Elfring, R., de la Fuente, M. & Radermacher, K. Assessment of optical localizer accuracy for computer aided surgery systems.
Comput. Assist. Surg. 15(1), 1-12 (2010).

26. A.Reiter, A. Bajo, K. Iliopoulos, N. Simaan and P. K. Allen, Learning-based configuration estimation of a multi-segment continuum
robot, 2012 4th IEEE RAS & EMBS International Conference on Biomedical Robotics and Biomechatronics (BioRob), 2012, pp.
829-834.

27. P. Dutkiewicz, M. Kielczewski, M. Kowalski & W. Wroblewski. Experimental verification of visual tracking of surgical tools,
proceedings of the fifth international workshop on robot motion and control, 2005. RoMoCo *05., 2005, pp. 237-242.

28. Chui, C. et al. Learning laparoscopic surgery by imitation using robot trainer. IEEE International Conference on Robotics and
Biomimetics 2011, 2981-2986 (2011).

29. Ward, T. M. et al. Computer vision in surgery. Surgery. 169, 1253-1256 (2021).

30. Stoyanov, D. Surgical vision. Ann. Biomed. Eng. 40, 332-345 (2012).

31. Bouget, D. et al. Detecting surgical tools by modelling local appearance and global shape. IEEE. Trans. Med. Imaging. 34(12),
2603-2617 (2015).

32. Sznitman, R., Becker, C. & Fua, P. Fast part-based classification for instrument detection in minimally invasive surgery. Med.
Image. Comput. Comput. Assist. Interv. 2014, 692-699 (2014).

33. Ahmidi, N. et al. A dataset and benchmarks for segmentation and recognition of gestures in robotic surgery. IEEE. Trans. Biomed.
Eng. 64(9), 2025-2041 (2017).

34. Dockter, R., Lendvay, T., Sweet, R. & Kowalewski, T. The minimally acceptable classification criterion for surgical skill: intent
vectors and separability of raw motion data. Int. J. Comput. Assist. Radiol. Surg. 12, 1151-1159 (2017).

Scientific Reports |

(2025) 15:13591 | https://doi.org/10.1038/541598-025-96336-5 nature portfolio


http://www.nature.com/scientificreports

www.nature.com/scientificreports/

36.

37.

38.

39.
40.

41.

42.
43.

44,

45.
46.

47.
48.

49.

50.

51.

52.

53.

80.

A

. Q. Zhang, B. Li. Relative Hidden Markov Models for Video-Based Evaluation of Motion Skills in Surgical Training. IEEE. Trans.
Pattern. Anal. Mach. Intell. 37(6), 1206-1218 (2015).

B. Haro, L. Zappella & R. Vidal. Surgical Gesture Classification from Video Data. Med. Image. Comput. Comput. Assist. Interv. 15(pt
1), 34-41 (2012).

Zappella, L., Béjar, B., Hager, G. & Vidal, R. Surgical gesture classification from video and kinematic data. Med. Image. Anal. 17(7),
732-45 (2013).

Derathé, A. et al. Predicting the quality of surgical exposure using spatial and procedural features from laparoscopic videos. Int. J.
Comput. Assist. Radiol. Surg. 15, 59-67 (2010).

Stauder, R. et al. Lecture Notes in Computer Science 8498, 2014 (Springer, Cham., 2014).

Malpani, A., Lea, C., Chen, C. & Hager, G. D. System events: readily accessible features for surgical phase detection. Int. J. Comput.
Assist. Radiol. Surg. 11, 1201-1209 (2016).

Twinanda, A. P. et al. Endonet: a deep architecture for recognition tasks on laparoscopic videos. IEEE Trans. Med. Image. 36(1),
86-97 (2016).

Ward, T. M. et al. Automated operative phase identification in perioral endoscopic myotomy. Surg. Endosc. 35, 4008-4015 (2020).
Kitaguchi, D. et al. Real-time automatic surgical phase recognition in laparoscopic sigmoidectomy using the convolutional neural
network-based deep learning approach. Surg. Endosc. 34, 4924-4931 (2020).

A. P. Twinanda, D. Mutter, J. Marescaux, M. de Mathelin, N. Padoy. Single- and multi-task architectures for surgical workflow
challenge at M2CALI 2016, Available online: arXiv:1610.08844v2 [cs.CV]

Hochreiter, S. & Schmidhuber, J. Long short-term memory. Neural. Comput. 9(8), 1735-1780 (1997).

Jin, Y. et al. SV-RCNet: workflow recognition from surgical videos using recurrent convolutional network. IEEE. Trans. Med.
Imaging. 37(5), 1114-1126 (2018).

Zisimopoulos, O. et al. Lecture notes in computer science 11073, 2018 (Springer, Cham., 2018).

Sarikaya, D., Corso, J. & Guru, K. Detection and localization of robotic tools in robot-assisted surgery videos using deep neural
networks for region proposal and detection. IEEE. Trans. Med. Imaging. 36(7), 1542-1549 (2017).

Y. Jin, H.Li, Q. Dou, H. Chen, J. Qin, C.W. Fu, P. A, Heng. Multi-task recurrent convolutional network with correlation loss for
surgical video analysis, Med. Image. Anal. 59, €101572 (2020).

Bamba, Y. et al. Object and anatomical feature recognition in surgical video images based on a convolutional neural network. Int.
J. Comput. Assist. Radiol. Surg. 16, 2045-2054 (2021).

Yamaguchi, T. & Nakamura, R. Laparoscopic training using a quantitative assessment and instructional system. Int. J. Comput.
Assist. Radiol. Surg. 13, 1453-1461 (2018).
A. Gazis, P. Karaiskos, C. Loukas. Surgical gesture recognition in laparoscopic tasks based on the transformer network and self-
supervised learning. Bioengineering. 9, 737. (2022).
Ghatwary, N., Zolgharni, M., Janan, E. & Ye, X. Learning spatiotemporal features for esophageal abnormality detection from
endoscopic videos. IEEE. J. Biomed. Health. Inform. 25(1), 131-142 (2021).

. Laparo Training System. https://laparosimulators.com/about-us/ Accessed online: 13/08/2022.

. Jackson, T. Does speed matter? The impact of operative time on outcome in laparoscopic surgery. Surg. Endosc. 25(7), 2288-2295
(2011).

. OpenCV. Release 4.9.0. https://opencv.org/releases/. Accessed online: 01/01/2024

. Grus, J. Data science from scratch: first principles Python (O’Reilly, Sebastopol, 2019).

. Weidman, S. Deep learning from Scratch: building with Python from first principles (O’Reilly, Sebastopol, 2019).

. Muller, A. & Guido, S. Introduction to machine learning with Python: a guide for data scientists (O'Reilly, Sebastopol, 2017).

. Python for Data Analysis. Data Wrangling with Pandas, Numpy and IPython 2nd edn. (O’Reilly, Sebastopol, 2017).

. Kannan, S. Future-state predicting LSTM for early surgery type recognition. IEEE. Trans. Med. Imaging. 39(3), 556-566 (2019).

. H. Ye. Evaluating Two-Stream CNN for Video Classification, IMCR 2015, Proceedings of the 5" ACM international conference on
multimedia retrieval. June 2015, Shanghai, pp. 435-442.

. Keras. 3D image classification from CT scans.

. Sandro, S. Introduction to deep learning: from logical calculus to artificial intelligence (Springer, London, 2018).

. W. Ertel. Introduction to artificial intelligence. 2™ Ed. London: Springer, 2017.

. Moolayil, J. Learn keras for deep neural networks: a fast-track approach to modern deep learning with Python (Apress, New York,
2019).

. Hastie, T, Tibshirani, R. & Friedman, J. The elements of statistical learning: data mining, inference and prediction 2nd edn. (Springer,
New York, 2017).

. Challot, E Deep learning with Python (Manning, London, 2017).

. Bishop, C. Pattern recognition and machine learning: Applications in R (Springer, New York, 2021).

. Geron, A. Hands on machine learning with scikit-learn and tensorflow: concepts, tools and techniques to build intelligent systems
(O'Reilly, Sebastopol, 2017).

. J. Kelleher, B. Mac Namee, A. D’Arcy. Fundamentals of machine learning for predictive analysis. London: MIT Press, 2015.

. Mitchell, T. Machine learning (McGraw-Hill Science, New York, 1997).

. Hand, D., Mannila, H. & Smyth, P. Principles of data mining (MIT Press, London, 2001).

. Witten, L, Frank, E. & Hall, M. Data mining: practical machine learning tools and techniques 3rd edn. (Elsevier, Oxford, 2011).

. M. Deisenroth, A. Faisal, C. Ong. Mathematics for Machine Learning. Cambridge: Cambridge University Press: Cambridge, 2019.

. M. Campbell, D. Machin, J. Walters. Medical Statistics: A Common Sense Approach. 34 Ed. Chichester: Chichester, 2021.

. Glassman, D. et al. 2Effect of playing video games on laparoscopic skills performance: A systematic review. J. Endourol. 30(2),
146-52 (2016).

. Gupta, A. et al. Can video games enhance surgical skills acquisition for medical students? A systematic review. Surgery. 169,
821-829 (2021).

. Bonrath, E., Dedy, N., Zevin, B. & Grantcharov, P. Defining technical errors in laparoscopic surgery: a systematic review. Surg.
Endosc. 27, 2678-2691 (2013).
Tang, B., Hanna, G., Joice, P. & Cuschieri, P. Identification and categorization of technical errors by observational clinical human
reliability assessment (OCHRA) during laparoscopic cholecystectomy. Arch. Surg. 139, 1215-1220 (2004).

cknowledgements

The authors would like to thank the volunteers who gave their time for data collection. This publication has
emanated from research supported by a grant from Research Ireland under Grant number SFI/12/RC/2289_P2.

A

uthor contributions

D.P. and I.U. conceived the experiments, D.P., C.B. and I.U. conducted the experiments, D.P.,, L.U. and M.M.
analysed the results. All authors reviewed the manuscript.

Scientific Reports |

(2025) 15:13591 | https://doi.org/10.1038/s41598-025-96336-5 nature portfolio


http://arxiv.org/abs/1610.08844v2
https://laparosimulators.com/about-us/
https://opencv.org/releases
http://www.nature.com/scientificreports

www.nature.com/scientificreports/

Declarations

Competing interests
The authors declare no competing interests.

Ethical approval
Ethical approval was obtained from the Social Research Ethics Committee (SREC) at University College
Cork to undertake this study [Log number 2022-178]. Informed consent was obtained from all subjects who
participated in this study, and the study followed all guidance and regulations as set out by SREC, University
College Cork.

Additional information
Correspondence and requests for materials should be addressed to D.P.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and
indicate if changes were made. The images or other third party material in this article are included in the article’s
Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy
of this licence, visit http://creativecommons.org/licenses/by/4.0/.

© The Author(s) 2025, corrected publication 2025

Scientific Reports|  (2025) 15:13591 | https://doi.org/10.1038/s41598-025-96336-5 nature portfolio


http://creativecommons.org/licenses/by/4.0/
http://www.nature.com/scientificreports

	﻿Automated assessment of simulated laparoscopic surgical skill performance using deep learning
	﻿Background and related works
	﻿Methodology
	﻿Laparoscopic surgical performance dataset (LSPD) -data acquisition
	﻿Proposed 3DCNN architecture

	﻿Experiments & results analysis
	﻿Statistical analysis of videos
	﻿Interpretation of statistical analysis of video results

	﻿3DCNN classification results
	﻿Human performance and results
	﻿Human performance with two classes (binary)

	﻿Conclusion
	﻿References


