Needs Analysis for the Development of a Virtual Laparoscopic Hiatal Hernia Simulator
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* Minimally invasive approach has become the standard for repairing hiatal hernias (HH).

* Itis a difficult procedure to master, and it is associated with higher recurrence rate in patients with
larger hernias (types 3 and 4).

* Low-volume foregut centers have been associated with worse postoperative outcomes.

e Currently training in this procedure is based on case volumes and unless you are in one of the high- | Q S
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volume centers, trainees typically don’t get enough case volumes to master this procedure.

* To address this gap, we are developing a virtual laparoscopic hiatal hernia simulator with funding
from the National Institute of Health (NIH).

* The ObjeCtive of this work is to develop a structured needs analySiS to identify current Iaparoscopic Crural Suture Placement Suturing the Crura Use of Pledgets During Crura Closure | Relaxing Incision Along the Right Crus Type of Mesh Mesh Use Frenquecy Proficiency Reach in
HH repair practices and define important features for development of our virtual simulator. 25- 15- 301 Laparascapls Histal Hevnlas Rapsir
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20 - Live intraoperative teaching during residency
- Dedicated fellowship
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* A 48-item survey was created in REDCap to assess demographics, prior experience, procedure
specific training, and preferences regarding technical details and distributed to practicing foregut

expert surgeons in North America (n = 250) via the SAGES Foregut Task Force with approval from
the UTSW IRB Table 1: Weighted Averages of Responses Table 2: Weighted Averages of Responses for the Importance of

for the Importance of Various HH Steps

Various HH Virtual Reality Simulator Features

* The responses were grouped into three categories based on the clinical experience (G1: < 5 years,
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 Descriptive statistics including percentages, mean, standard deviation, and median (when = m 3 : : - g themestastar assecton o e miror pumonry (NI CRE N I e S
appropriate) were calculated. : : : 3. - : S S — Md'l'h - ) ) ) .

e For analyzing consensus on select responses as well as the ratings of the importance of the various 5 g 8 : g B I R . - - - o
HH procedural steps and preference on the simulator, a non-parametric Kruskal-Wallis test was - 5 2 g 2 4 41 29 0.032 AT e A T DO 4 31 35 0.136
used. The ratings among the three groups are in agreement when there is no observed significant g g 2 B I W imlatingthe dssection ofesser omentum to acess the igh crus [N 9 0196
difference (null hypothesis, p > 0.05). Dunn’s test with Benjamini-Hochberg correction was used for & o0 S086 >3e 43 42 43 0.805 X reallstic interface with forca feedback (haptice) for the simulator [EE; 38 36 0.774
post hoc testing of responses that had disagreement L = 2

*P < 0.05 denotes disagreement
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