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Purpose: To evaluate a haptic-based simulator, MicroVisTouch™, as an assessment tool 

for capsulorhexis performance in cataract surgery. The study is a prospective, unmasked, 

nonrandomized dual academic institution study conducted at the Wilmer Eye Institute at Johns 

Hopkins Medical Center (Baltimore, MD, USA) and King Khaled Eye Specialist Hospital 

(Riyadh, Saudi Arabia).

Methods: This prospective study evaluated capsulorhexis simulator performance in 

78 ophthalmology residents in the US and Saudi Arabia in the first round of testing and 

40 residents in a second round for follow-up.

Results: Four variables (circularity, accuracy, fluency, and overall) were tested by the simula-

tor and graded on a 0–100 scale. Circularity (42%), accuracy (55%), and fluency (3%) were 

compiled to give an overall score. Capsulorhexis performance was retested in the original cohort 

6 months after baseline assessment. Average scores in all measured metrics demonstrated statisti-

cally significant improvement (except for circularity, which trended toward improvement) after  

baseline assessment. A reduction in standard deviation and improvement in process capability 

indices over the 6-month period was also observed.

Conclusion: An interval objective improvement in capsulorhexis skill on a haptic-enabled 

cataract surgery simulator was associated with intervening operating room experience. Further 

work investigating the role of formalized simulator training programs requiring independent 

simulator use must be studied to determine its usefulness as an evaluation tool.

Keywords: medical education, computer simulation, educational assessment, technology 

assessment, cataract surgery

Introduction
Surgical training using simulators has been adopted by many specialties to provide 

training in a controlled environment and generate objective assessment of skills to 

track progress.1–6 The need for surgical simulators in cataract surgery education is 

driven by many forces, including pressure to optimize surgical training with a reduced 

work week for trainees.7 The Accreditation Council for Graduate Medical Education 

(ACGME) is in the process of mandating milestones that will monitor the development 

of surgical competencies in training of residents in surgical specialties, and objective 

assessment tools are vitally important in this process.8

The ACGME deems that ophthalmology residents must perform a minimum of 

86 cases before they practice as primary cataract surgeons.9 From ACGME published 

reports, current ophthalmology residents graduate after performing an average of 

150 cases,9 one report states that full surgical maturity is not achieved until the sur-

geon has performed between 400 and 1,000 cases.10 This finding suggests that freshly 
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graduated surgeons likely have not reached their full surgical 

maturity. While it is understandable that a resident cannot be 

expected to perform over 400 cases – about three times the 

average resident caseload – it can be suggested that surgi-

cal simulators might help the ophthalmology resident gain 

additional experience and log practices that would otherwise 

be challenging to perform in the operating room (OR).

Three cataract surgery simulators are currently avail-

able: Eyesi (VRmagic Holding AG, Mannheim, Germany), 

PhacoVision® (Melerit Medical, Linkoping, Sweden), and 

MicroVisTouch™ (ImmersiveTouch, Chicago, IL, USA).

The number of published articles describing the use of 

ImmersiveTouch and PhacoVision simulators is limited, 

while the Eyesi simulator has been described in peer-reviewed 

publications.11–17 The ImmersiveTouch simulator is the only 

device that has incorporated a haptic (tactile) feedback inter-

face. In a published survey, a majority of the participating 

ophthalmologists agreed that integration of tactile feedback 

could provide more realistic operative experience.18

A previous study has shown that simulators retain realism 

or “face validity” and present a parallel that can be used to 

further enhance the resident’s skill set.19 With their realism 

and accuracy in depicting ocular surgery, it is assumed that 

improvement on the simulator may result in concurrent 

improvement in OR performance. This paper attempts to 

assess the reverse, ie, whether OR experience can enhance 

performance on the surgical simulator and be used as an 

assessment tool for microsurgical skill. While current edu-

cational efforts are geared toward reducing the number of 

surgical cases needed to achieve competency with simulator 

use, this paper seeks to correlate real-life operating experi-

ence with improvements in simulator performance. In the 

future, the authors plan prospective masked training on the 

simulator to evaluate the simulator’s influence on cataract 

surgery capsulorhexis performance using the same metrics 

and statistical analysis.

Previous work specifically addressed the validity of the 

MicroVisTouch simulator.19,20 The haptic-based simulator 

MicroVisTouch was evaluated over a 1-year period at two 

primary institutions: Wilmer Eye Institute at Johns Hopkins 

Medical Center (Baltimore, MD, USA) and King Khaled Eye 

Specialist Hospital (Riyadh, Saudi Arabia [SA]) to assess 

whether simulator performance improved over the course 

of a 6-month interval of OR experience.

Methods
Study design
This prospective study was carried out at the Wilmer Eye 

Institute and the King Khaled Eye Specialist Hospital, 

affiliated with the Wilmer Eye Institute with its own 

independent residency training program. Institutional 

review board approval was obtained at both sites, and all 

participants provided written consent. An invitation was 

made to residents at both locations to participate in the 

study (n=25 US; n=65 SA). Those residents who were 

interested contacted the research coordinators to participate. 

Those who participated in the first round were contacted 

to participate at the 6-month interval. Participation was 

completely voluntary.

With regards to simulator experience, capsulorhexis 

and wound creation were specifically assessed. Performing 

a capsulorhexis on the MicroVisTouch begins with using a 

virtual keratome to make a corneal incision (Figure 1). When 

the keratome moves through the cornea, haptic resistance is 

felt. The user is notified (visually and haptically) if the instru-

ment is in contact with the lens and cornea, or the wound 

is distorted. After the corneal incision is made, the user 

withdraws the keratome and changes to a virtual cystotome. 

The cystotome is used to create a radial slit in the capsule. 

After the slit is made, the cystotome changes to virtual for-

ceps. A pressure sensor, attached to the haptic stylus, opens 

and closes the virtual forceps to tear the capsule (Figure 1). 

Once the capsule is completely torn, it is removed through 

the corneal wound.

Inclusion criteria
Ophthalmology residents from the Baltimore region were 

invited to participate in the study at the Wilmer Eye Institute 

(n=25) as well as residents in Riyadh (n=65). Participants had 

not previously used the simulator and were acclimated before 

the first training session by completing a dexterity program. 

The dexterity program allowed the user to trace around a 

set circular path using the haptic device, allowing them to 

orient to the simulator (Figure 1). Participants were given 

instructions once in a demonstration of the capsulorhexis 

module prior to performing capsulorhexis. The participants 

then performed the capsulorhexis simulation six times. 

Computer generated scores following the procedure were 

recorded with their lowest score dropped. The data was saved 

for future comparison.

Training program
The study was conducted on the MicroVisTouch surgical 

simulator, with the following specifications: Dell® Preci-

sion T7500 with Intel® Xeon® X5690 6-core CPU, 12 GB 

RAM, NVIDIA® Quadro® FX 6000 graphics card, Sens-

Able Phantom® Omni haptic device, Microsoft® Windows® 

7 64-bit OS. A 10-day study was conducted at the King 
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Figure 1 Capsulorhexis simulation.

Khaled Eye Specialist Hospital in Riyadh, followed by a 

7-day study in Baltimore at the Wilmer Eye Institute. Six 

months later, this study was repeated at the King Khaled 

Eye Specialist Hospital and Wilmer Eye Institute. In the 

intervening period, participants self-reported surgical and 

simulator experience. Surgical cases reported were those 

as the resident as a primary or assistant surgeon on cataract 

and non-cataract cases.

Variables
The simulator tested four variables on a 0–100 scale (100 being 

a perfect score). The sample size for baseline testing was (n=49 

SA; n=29 US). Ten of the residents from the US were non-

Wilmer Maryland residents. In the 6-month testing, the same 

residents were re-evaluated, although decreased participation 

was noted (n=25 SA; n=15 US). Decreased participation from 

the first round of testing to the second round was a result of 

increased OR requirements and student availability.

The four variables measured were circularity, accuracy, 

fluency, and overall score. Circularity was a measure of how 

perfectly circular the capsulorhexis was made. To determine 

how perfect of a circle was made, the average radius from the 

performance was used along with how smooth and circular 

the capsulorhexis was. Accuracy was a measure of contact 

frequency of the cornea with the virtual instrumentation 

(keratome, cystotome, or forceps). When the cornea was 

touched for a third time, a 4% penalty was applied, as well as 

for each subsequent touching of the cornea. While the virtual 

instrument was in the anterior chamber, if the instrument put 

an unacceptable amount of pressure on the corneal incision, 

a 5% penalty was applied each time this happened. Fluency 

was a measure of how many times the capsule was grasped 

and torn with the virtual forceps during capsulorhexis. The 

ideal number of grasps and tear was set to four, with each 

subsequent grasp and tear resulting in a 3% penalty. The 

overall score metric was calculated by assigning a weight to 
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each of the above-mentioned variables – circularity (42%), 

accuracy (55%), and fluency (3%).

A six sigma-based statistical quality control measure was 

used.14 Process capability indices were used to compute the 

training process improvement from baseline simulator test 

(T1) to simulator tests performed after 6 months of clinical 

training (T2). Process capability indices assessed the distance 

of a lower specification limit from the mean by comparing it 

to three sigma. Similarly the distance of higher specification 

limit from the mean was also compared to three sigma.

Average and standard deviation were calculated for the 

two groups of residents. A two-sample t-test with a signifi-

cance level of 0.05 was conducted for data comparison after 

the normality of the data was checked.

Results
Study participants for baseline data collection were post-

graduates who were in the first (PGY-1; n=11 SA; n=0 US), 

second (PGY-2; n=16 SA; n=11 US), third (PGY-3; n=8 

SA; 11 US), or fourth (PGY-4; n=14 SA; n=7 US) year of 

residency.

Study participants for the 6-month data collection were 

in PGY-1 (n=8 SA; n=0 US), PGY-2 (n=10 SA; n=6 US), 

PGY-3 (n=4 SA; n=5 US), or PGY-4 (n=3 SA; n=4 US). The 

ophthalmology training program in SA is a 4-year program 

(excluding internship), whereas the duration of the training 

in the US is 3 years.

The first round of testing (baseline) from hereafter will 

be referred to as T1 (Fall of 2012) and second round of test-

ing (after 6 months) is referred to as T2 (Spring of 2013). 

For T1, there were 49 residents from SA and 29 residents 

from the US. For T2, there were 25 residents from SA and 

15 residents from the US. The average and standard deviation 

of resident performance in each subgroup were computed 

for comparison (Tables 1–2). The two-sample t-test was 

conducted for comparing the data. A significance value of 

0.05 was used for the hypothesis test (Table 3).

Comparing the 6-month data to the baseline data, with the 

exception of circularity, the improvement in all test variables 

was statistically significant for both SA and US ophthalmol-

ogy residents (P0.05). Reduction in standard deviation in 

the performance score was also calculated (Figures 2–5). The 

results are summarized in Tables 1 and 2. The intervening OR 

and simulator experience for the participants are described 

in Tables 4 and 5. As expected, more senior trainees had 

increased surgical experience. Of the 40 residents who were 

retested in both centers, 28 (n=7 PGY-1; n=10 PGY-2; n=5 

PGY-3; n=6 PGY-4) performed better the second time. Five 

of the six residents that practiced on the simulator between 

the two rounds of testing showed improvements from the 

first time being tested.

Discussion
Using a surgical simulator as an assessment tool to teach 

surgical concepts in conjunction with training in the OR may 

streamline the teaching of ophthalmic surgery and address 

criticisms aimed at wet laboratory training and microsurgical 

skills courses.14 Ideally, the use of a simulator should be a 

part of a specific curriculum that assesses the knowledge and 

skill of the user and adapts to the individual learner.

Using the concept of face validity, it can be hypothesized 

that resident performance on the simulator will indicate how 

he or she will perform in the OR. The face validity of the 

MicroVisTouch has previously been presented.19,20 Such face 

validity studies on a simulator would be ideal but can be 

challenging to design and execute for cataract surgery with 

Table 1 Experimental results from all residents of Saudi Arabia in the first (n=49) and second (n=25) round of testing

Circularity Accuracy Fluency Overall

SAT2 SAT1 SAT2 SAT1 SAT2 SAT1 SAT2 SAT1

Mean, % 68.29 65.32 84.54 71.41 88.71 94.48 77.84 67.65
Standard deviation, % 14.50 15.69 10.46 25.97 6.9 3.9 6.67 15.56

Abbreviations: SAT1, residents from Saudi Arabia in the first round of testing; SAT2, residents from Saudi Arabia in the second round of testing.

Table 2 Experimental results from all residents from the US in the first (n=29) and second (n=15) round of testing

Circularity Accuracy Fluency Overall

UST2 UST1 UST2 UST1 UST2 UST1 UST2 UST1

Mean, % 82.50 80.84 96.57 89.33 91.32 89.44 90.5 85.82
Standard deviation, % 12.97 9.09 2.85 9.23 4.09 9.73 6.18 6.06

Abbreviations: UST1, residents from the US in the first round of testing; UST2, residents from the US in the second round of testing.
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Table 3 P-values of the t-tests from residents present in both 
rounds of testing

SAT2SAT1 UST2UST1 T2T1
(SA and US  
combined)

Circularity 0.16 0.43 0.16
Accuracy 0.031 0.004 0.006
Fluency 0.0002 0.002 2.941E-06
Overall 0.002 0.03 0.0004

Abbreviations: SA, Saudi Arabia; SAT1, residents from Saudi Arabia in the first 
round of testing; SAT2, residents from Saudi Arabia in the second round of testing; 
T1, first round of testing; T2, second round of testing; UST1, residents from the 
US in the first round of testing; UST2, residents from the US in the second round 
of testing.

Circularity
100

80

60

40

20

0
US PGY-2 SA PGY-2 US PGY-3 SA PGY-3 US PGY-4 SA PGY-4

(6 residents) (5 residents)(10 residents) (4 residents) (4 residents) (3 residents)

T1 – baseline T2 – after 6 months

Figure 2 Mean and standard deviation of circularity scores for residents present in both rounds of testing.
Abbreviations: PGY, postgraduate year; SA, Saudi Arabia; T1, first round of testing; T2, second round of testing.

a new simulator without pilot data. As a corollary, it can 

be proposed for a pilot study that a performance improve-

ment on the simulator can be correlated to a performance 

improvement in the OR. The purpose of this study was to 

demonstrate performance changes on the simulator in two 

groups of residents after a 6-month interval with exposure 

to surgery.

Previous retrospective studies using the Eyesi simulator 

have been used to examine the outcomes of implementing the 

simulator in ophthalmology training programs and its effect 

on clinical skills. Belyea et al21 retrospectively compared 

the performance of the non-simulator experienced residents 

trained by a single attending with a newer group of residents 

who have been trained by the same attending ophthalmologist 

with the Eyesi simulator. For all the measured parameters, the 

simulator group showed significantly better results, with the 

exception of the complication rate and complication grade in 

which there were no significant differences. Complications 

were graded as follows: 1) Descemet’s membrane tear 

or detachment, 2) anterior chamber or posterior chamber 

capsule tear without vitreous loss, 3) vitreous loss and a 

sulcus intraocular lens, 4) vitreous loss, vitrectomy, and 

anterior chamber intraocular lens placement. Pokroy et al22 

also investigated retrospectively the incidence of posterior 

capsule rupture and operation time for the first 50 phacoemul-

sification procedures of the non-simulator trainees (before 

2007–2008) and simulator trainees (after 2009–2010). A total 

of 20 trainees (ten in each group) performed 1,000 cases. 

Both groups showed no significant difference in the number 

of posterior capsular rupture and the overall operation time 

for the first 50 cases. However, the simulator group showed 

a shorter median operating time in cases 11 to 50. A recent 

study by McCannel et al demonstrates a reduction in errant 

capsulorhexis with simulator training.23 Daly et al conducted 

a prospective study demonstrating efficacy of using simula-

tors to train when evaluating clinical skills (capsulorhexis) 

in the OR.24

The international cohort in this prospective study com-

prised residents from differing training levels. The simulation 

protocol acquired several scores for comparison, including 

individual variables evaluating components of capsulorhexis 

performance and an overall performance metric. Reductions 

in standard deviation of performance scores and process capa-

bility indices over the 6-month period were also calculated.

The study showed improved performance by the residents 

in both institutions on the simulator and was statistically 

significant for all parameters except circularity. Improved 
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Figure 4 Mean and standard deviation of fluency scores for participants participating in both rounds of testing.
Abbreviations: PGY, postgraduate year; SA, Saudi Arabia; T1, first round of testing; T2, second round of testing.

Fluency
100

80

60

40

20

0
US PGY-2 SA PGY-2 US PGY-3 SA PGY-3 US PGY-4 SA PGY-4

(6 residents) (5 residents)(10 residents) (4 residents) (4 residents) (3 residents)

T1 – baseline T2 – after 6 months

Figure 3 Mean and standard deviation of accuracy scores for residents present in both rounds of testing.
Abbreviations: PGY, postgraduate year; SA, Saudi Arabia; T1, first round of testing; T2, second round of testing.

Accuracy
100

80

60

40

20

0
US PGY-2 SA PGY-2 US PGY-3 SA PGY-3 US PGY-4 SA PGY-4

(6 residents) (5 residents)(10 residents) (4 residents) (4 residents) (3 residents)

T1 – baseline T2 – after 6 months

simulator performance correlated with cataract surgery 

experience in the OR for 28 residents at all levels of train-

ing. These findings suggest that the simulator may be used 

as a measure to index the actual surgical proficiency and 

OR performance of an individual at two time intervals. An 

alternative explanation for improved simulator performance 

might be improved familiarity with the simulator system 

during T2, resulting in improved performance independent 

of OR experience. However, it is to be noted that in the 

6-month period between T1 and T2 the residents had no 

access to the simulator. On average, the more advanced train-

ing level the individual had, the higher their simulator score. 

As Figures 2–5 show, the average of circularity, accuracy, 

fluency, and overall score for US PGY-2 residents were lower 

than the PGY-3 and PGY-4 residents. With the exception 

that the PGY-2 residents scored a slightly higher average 

on accuracy than PGY-3 and PGY-4, the correlation was 

valid for all other parameters for residents in all experience 

levels (P0.05). The trend of slightly decreased overall 

performance of the SA PGY-2 residents was related to a 

decrease in the measured circularity, although the accuracy 

and fluency were noted to increase.

The correlation between experience in the OR and 

improved performance on the simulator is further substantiated 
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Figure 5 Mean and standard deviation of overall scores for participants participating in both rounds of testing.
Abbreviations: PGY, postgraduate year; SA, Saudi Arabia; T1, first round of testing; T2, second round of testing.

Overall
100

80

60

40

20

0
US PGY-2 SA PGY-2 US PGY-3 SA PGY-3 US PGY-4 SA PGY-4

(6 residents) (5 residents)(10 residents) (4 residents) (4 residents) (3 residents)

T1 – baseline T2 – after 6 months

by stratification of data by levels of resident surgical experi-

ence. In general, residents who were more experienced in cata-

ract cases demonstrated an increase in their performance.

Another important trend that surfaced when examining 

the longitudinal data for both SA and US ophthalmology 

residents was the reduction in standard deviation for all 

variables, which is measured by process capability indices14 

based on six sigma quality improvement metrics. This trend 

was particularly strong in the SA data (Tables 1 and 2). In 

the US data, the 2013 population had slightly higher standard 

deviation in the circularity and overall score parameters 

despite higher averages, but the trend of standard deviation 

decreasing was still sound for the accuracy and fluency 

parameters. Similar trends were noticed for the SA data, but 

to a lesser extent. When relating the differences in standard 

deviation using process capability indices,14 results show 

that process improvement from 2012 to 2013 as a result of 

simulation-based training combined with more practice. With 

the lower performance limit set to 70% (as is commonly 

defined as “pass” in medical education) for the baseline T1 

data, an improvement from 70% in T1 to 87.44% in T2 was 

noted on average for accuracy, to 84.29% in T2 on average 

for fluency, and to 78% in T2 on average for overall scores 

for all residents.

Increased standard deviations in performance score 

likely represents increased variability in performance, 

which can be observed in T1. A more uniform performance 

as observed in T2, characterized by a low standard devia-

tion, is characteristic of data with few outliers.16 A similar 

trend was noted in a previous publication using the Micro-

VisTouch.19 The authors suggest that decreasing standard 

deviation in the various components of assessment over time 

may be a sensitive indicator to evaluate surgical maturity 

and serve as a reasonable evaluation tool. Whether this 

measure was true for other simulators on the market is yet 

to be determined.

Intervening OR experience and simulator use may play 

a role in the trends. The data indicates that the performance 

of residents with low to moderate OR experience improved 

their performance more substantially than the residents with 

Table 4 Range of surgical caseload reported by postgraduate 
year level in Saudi Arabian residents in 2012–2013

SA resident surgical caseload range  
(cataract and non-cataract, primary  
and assistant surgeon) in 2012–2013

Simulator  
performance

PGY-1 (7 residents): 17–75 cases Improved by 13.02%
PGY-2 (9 residents): 46–171 cases Declined by 0.74%
PGY-3 (3 residents): 124–315 cases Improved by 10.1%
PGY-4 (3 residents): 95–150 cases Improved by 7.84%

Abbreviations: PGY, postgraduate year; SA, Saudi Arabia.

Table 5 Range of surgical caseload reported by postgraduate 
year level in US residents in 2012–2013

US resident surgical caseload range  
(cataract and non-cataract, primary  
and assistant surgeon) in 2012–2013

Simulator 
performance

PGY-2 (6 residents): 20–64 cases Improved by 3.71%
PGY-3 (5 residents): 58–139 cases Improved by 1.52%
PGY-4 (4 residents): 85–140 cases Improved by 4.2%

Abbreviation: PGY, postgraduate year.
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more OR experience, indicating that the simulator may be 

more useful earlier on in their training. Limitations of this 

study include the limited sample size, due to the number of 

residents available. Furthermore, the attrition in follow-up 

testing may also lead to sample bias as it is unclear if those 

who did not follow-up had significant improvement in their 

surgical skills. Additionally, there may be biases due to a lack 

of exposure to simulator technology. Given the constraints 

of testing subjects within a live surgical training residency, 

a control group of subjects with no interval live training was 

not included as part of the study. Although not ideal, those 

trainees with lower surgical experience served as a surrogate 

for this group. A lower standard deviation, higher average 

score, and statistically significant improvement all seem to 

point to the fact that the users did improve from their initial 

attempts on the simulator. An improvement in the simulator 

performance may signify an improvement in the OR as well, 

but needs to be tested in more rigorous future experiments 

designed to confirm this hypothesis.

Acknowledgments
This study was funded by King Khaled Eye Specialist 

Hospital (Riyadh, Saudi Arabia), National Eye Institute: 

5R42EY018965-03 (Bethesda, MD, USA), and Research 

to Prevent Blindness (New York, NY, USA). The authors 

would like to acknowledge University of Illinois at Chicago 

pre-med undergraduate student Naga Dharmavaram for his 

assistance with this paper.

Disclosure
Mr Kania, Dr Banerjee, Mr Luo, and Dr Luciano’s work 

was supported in part by ImmersiveTouch, Inc (Chicago, 

IL, USA). The other authors report no conflicts of interest 

in this work.

References
1.	 Miskovic D, Wyles SM, Ni M, Darzi AW, Hanna GB. Systematic review 

on mentoring and simulation in laparoscopic colorectal surgery. Ann 
Surg. 2010;252(6):943–951.

2.	 Aucar JA, Groch NR, Troxel SA, Eubanks SW. A review of surgical 
simulation with attention to validation methodology. Surg Laparosc 
Endosc Percutan Tech. 2005;15(2):82–89.

3.	 Balasundaram I, Aggarwal R, Darzi LA. Development of a training 
curriculum for microsurgery. Br J Oral Maxillofac Surg. 2010;48(8): 
598–606.

4.	 Kirkman MA, Ahmed M, Albert AF, Wilson MH, Nandi D, Sevdalis N.  
The use of simulation in neurosurgical education and training. 
J Neurosurg. 2014;121(2):228–246.

5.	 Cannon WD, Nicandri GT, Reinig K, Mevis H, Wittstein J. Evaluation 
of skill level between trainees and community orthopaedic surgeons 
using a virtual reality arthroscopic knee simulator. J Bone Joint Surg Am. 
2014;96(7):e57.

	 6.	 Ahlborg L, Hedman L, Nisell H, Fellander-Tsai L, Enochsson L. 
Simulator training and non-technical factors improve laparoscopic 
performance among OBGYN trainees. Acta Obstet Gynecol Scand. 
2013;92(10):1194–1201.

	 7.	 Jamal MH, Rousseau MC, Hanna WC, Doi SA, Meterissian S, Snell L.  
Effect of the ACGME duty hours restrictions on surgical residents and 
faculty: a systematic review. Acad Med. 2011;86(1):34–42.

	 8.	 Accreditation Council for Graduate Medical Education; American 
Board of Ophthalmology. The Ophthalmology Milestone Project. 
Chicago, IL: ACGME; 2012. Available from: http://www.acgme.org/
acgmeweb/Portals/0/PDFs/Milestones/OphthalmologyMilestones.pdf. 
Accessed August 29, 2014.

	 9.	 Accreditation Council for Graduate Medical Education. Ophthalmol-
ogy Case Logs. Chicago, IL: ACGME; 2012. Available from: http://
www.acgme.org/acgmeweb/Portals/0/OphNatData1112.pdf. Accessed 
August 29, 2014.

10.	 Solverson DJ, Mazzoli RA, Raymond WR, et al. Virtual reality simu-
lation in acquiring and differentiating basic ophthalmic microsurgical 
skills. Simul Healthc. 2009;4(2):98–103.

11.	 Mahr MA, Hodge DO. Construct validity of anterior segment anti-
tremor and forceps surgical simulator training modules: attending versus 
surgeon performance. J Cataract Refract Surg. 2008;34(6):980–985.

12.	 Privett B, Greenlee E, Rogers G, Oetting TA. Construct validity of a 
surgical simulator as a valid model for capsulorhexis training. J Cataract 
Refract Surg. 2010;36(11):1835–1838.

13.	 Selvander M, Asman P. Cataract surgeons outperform medical students 
in Eyesi virtual reality cataract surgery: evidence for construct validity. 
Acta Ophthalmol. 2013;91(5):469–474.

14.	 Selvander M, Asman P. Virtual reality cataract surgery training: learn-
ing curves and concurrent validity. Acta Ophthalmol. 2012;90(5): 
412–417.

15.	 Spiteri AV, Aggarwal R, Kersey TL, et al. Development of a virtual 
reality training curriculum for phacoemulsification surgery. Eye (Lond). 
2014;28(1):78–84.

16.	 Saleh GM, Theodoraki K, Gillan S, et al. The development of a virtual 
reality training programme for ophthalmology: repeatability and repro-
ducibility (part of the International Forum for Ophthalmic Simulation 
Studies). Eye (Lond). 2013;27(11):1269–1274.

17.	 Saleh GM, Lamparter J, Sullivan PM, et al. The international forum of 
ophthalmic simulation: developing a virtual reality training curriculum 
for ophthalmology. Br J Ophthalmol. 2013;97(6):789–792.

18.	 Huynh N, Akbari M, Loewenstein JI. Tactile feedback in cataract 
and retinal surgery: a survey-based study. Journal of Academic 
Ophthalmology. 2008;1(2):79–85.

19.	 Banerjee PP, Edward DP, Liang S, et al. Concurrent and face validity of 
a capsulorhexis simulation with respect to human patients. Stud Health 
Technol Inform. 2012;173:35–41.

20.	 Sikder S, Alfawaz A, Song J, et al. Validation of a virtual cataract 
surgery simulator for simulation-based medical education [abstract]. 
Invest Opthalmol Vis Sci. 2013;54:abstract 1821.

21.	 Belyea DA, Brown SE, Rajjoub LZ. Influence of surgery simulator 
training on ophthalmology resident phacoemulsification performance. 
J Cataract Refract Surg. 2011;37(10):1756–1761.

22.	 Pokroy R, Du E, Alzaga A, et al. Impact of simulator training on resident 
cataract surgery. Graefes Arch Clin Exp Ophthalmol. 2013;251(3): 
777–781.

23.	 McCannel CA, Reed DC, Goldman DR. Ophthalmic surgery simula-
tor  training improves resident performance of  capsulorhexis  in the 
operating room. Ophthalmology. 2013;120(12):2456–2461.

24.	 Daly MK, Gonzalez E, Siracuse-Lee D, Legutko PA. Efficacy of 
surgical  simulator  training versus traditional wet-lab training on 
operating room performance of ophthalmology residents during 
the  capsulorhexis  in cataract surgery. J Cataract Refract Surg. 
2013;39(11):1734–1741.

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com
http://www.acgme.org/acgmeweb/Portals/0/OphNatData1112.pdf
http://www.acgme.org/acgmeweb/Portals/0/OphNatData1112.pdf


Clinical Ophthalmology

Publish your work in this journal

Submit your manuscript here: http://www.dovepress.com/clinical-ophthalmology-journal

Clinical Ophthalmology is an international, peer-reviewed journal 
covering all subspecialties within ophthalmology. Key topics include: 
Optometry; Visual science; Pharmacology and drug therapy in eye 
diseases; Basic Sciences; Primary and Secondary eye care; Patient 
Safety and Quality of Care Improvements. This journal is indexed on 

PubMed Central and CAS, and is the official journal of The Society of 
Clinical Ophthalmology (SCO). The manuscript management system 
is completely online and includes a very quick and fair peer-review 
system, which is all easy to use. Visit http://www.dovepress.com/
testimonials.php to read real quotes from published authors.

Clinical Ophthalmology 2015:9 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

Dovepress

149

Haptic-based simulator for assessment of cataract surgical skill

Powered by TCPDF (www.tcpdf.org)

http://www.dovepress.com/clinical-ophthalmology-journal
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
www.dovepress.com
www.dovepress.com
www.dovepress.com
www.dovepress.com

	Publication Info 2: 
	Nimber of times reviewed: 


