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Residents are likely to have increased operating times — et oeoP e 159 videos (attending = 96, resident = 63). Good interrater reliability for intraoperative grade and CVS scores. Residents achieved clearer visualization of CVS in more difficult cases.
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+ (Total) operative time alone does not identify training needs. cystic plate is Resident cases Positive relationships between intraoperative grade score and CVS score (r’=0.07158 p=0.0340), the CVS.
shown
* Video analysis can be used to assess surgical skill and Hepatocystic Tesue T Tiangie | Some obscurement | Flepatocysic and intraoperative grade score and of dissection of HCT operative time (r’=0.09829 p=0.0123) were found. There - This finding could represent the experience of the attending and training need for residents.
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error (2) structures all tisc?ue exgeptthe were no 5|gn|flcant relatlonShlpS found between CVS score and Operatlves times. e The more severe attending cases were associated with |onger port insertion/exposure,
cyst duct and cystic
+ Validated intraoperative scores can be used to gain arery Attending cases No significant relationship between intraoperative grade score and CVS score. Positive gallbladder dissection and total times.
Table 1. Critical view of safety (CVS) score adapted from Carr et al. (2018) A maximum of 2 . . . . . . - —
understanding of case severity in the absence of clinical points can be scored in each domain. A score of 6 indicates the CVS is clearly visible. relationships were found between CVS score and dissection of hepatocystic triangle (HCT) (r=0.1014 p=0.0016), - Which likely reflects that intraoperative grade score is dependent on the presence of adhesions
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information (3-4). Sesermiion — ligation/division of cystic structures (r*=0.1041 p=0.0013) and total operatives times (r<=0.1349 p=0.0002). Positive and appearance of the gallbladder wall and case selection.
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 Artificial neural networks (artificial intelligence) (ANN) can  [Adnesions burying galibladder 3 relationships were found between intraoperative grade score and port insertion/exposure (r*=0.3114 p<0.001),  Low-severity matched cases show significantly longer operating times for residents in
Maximum score . . H H
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« The aim of this study was to compare resident and Body Mass Index >30 1 differences in operative times Median, IOR (range) gallbladder dissection and total operative times.
Adhesions from surgery limiting access 1 34.8, 13.2 (16.8- 50.1, 17.6 (22.5-
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phase times Of attending and Figure 4. Box and whisker plots representing median, IQR and range of resident (R) and attending (A) operative times (matched for intraoperative need.
Workflow Assessment Analytics grade score 1 (right) and 2 (left). Arrows mark statistically significant differences between R and A times. l
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