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Abstract
Purpose Surgical fluorescence guidance has gained popularity in various settings, e.g., minimally invasive robot-assisted 
laparoscopic surgery. In pursuit of novel receptor-targeted tracers, the field of fluorescence-guided surgery is currently moving 
toward increasingly lower signal intensities. This highlights the importance of understanding the impact of low fluorescence 
intensities on clinical decision making. This study uses kinematics to investigate the impact of signal-to-background ratios 
(SBR) on surgical performance.
Methods Using a custom grid exercise containing hidden fluorescent targets, a da Vinci Xi robot with Firefly fluorescence 
endoscope and ProGrasp and Maryland forceps instruments, we studied how the participants’ (N = 16) actions were influenced 
by the fluorescent SBR. To monitor the surgeon’s actions, the surgical instrument tip was tracked using a custom video-based 
tracking framework. The digitized instrument tracks were then subjected to multi-parametric kinematic analysis, allowing 
for the isolation of various metrics (e.g., velocity, jerkiness, tortuosity). These were incorporated in scores for dexterity (Dx), 
decision making (DM), overall performance (PS) and proficiency. All were related to the SBR values.
Results Multi-parametric analysis showed that task completion time, time spent in fluorescence-imaging mode and total 
pathlength are metrics that are directly related to the SBR. Below SBR 1.5, these values substantially increased, and han-
dling errors became more frequent. The difference in Dx and DM between the targets that gave SBR < 1.50 and SBR > 1.50, 
indicates that the latter group generally yields a 2.5-fold higher Dx value and a threefold higher DM value. As these values 
provide the basis for the PS score, proficiency could only be achieved at SBR > 1.55.
Conclusion By tracking the surgical instruments we were able to, for the first time, quantitatively and objectively assess how 
the instrument positioning is impacted by fluorescent SBR. Our findings suggest that in ideal situations a minimum SBR of 
1.5 is required to discriminate fluorescent lesions, a substantially lower value than the SBR 2 often reported in literature.
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Introduction

In recent years, fluorescence-guided surgery has rapidly 
gained popularity. While many different fluorescent dyes 
have seen implementation in patients [1], surgical use of 
fluorescence is most often related to use of the near-infrared 
dye indocyanine green (ICG). This dye has been applied for 
diagnostic purposes in, for example, cardiology and oph-
thalmology since the late 1950s [2]. During the last decade 
surgeons have used ICG in applications such as lymph node 
(LN) mapping [3, 4], angiography (e.g., anastomosis) [5–8] 
and real-time identification of lesions (e.g., hepatobiliary 
lesions) [9, 10]. ICG is most extensively used during plas-
tic surgery [11], urology [12] and gynecology [13, 14], but 
applications are rapidly expanding into general oncologic 
surgery [15], and head and neck surgery [16]. To facilitate 
ICG-based fluorescence guidance, established minimally 
invasive surgery platforms, such as laparoscopes and the da 
Vinci surgical robot, now include a near-infrared ICG imag-
ing option [17, 18].

Generally, “free” or non-bound ICG is used for physi-
ological imaging in doses of 5-25 mg/patient [19], thus 
providing relatively high local fluorescent concentra-
tions. Fueled by the constant flow of nuclear medicine-
based molecular imaging successes obtained with small 
molecules, peptides and antibodies, the field has moved 
toward the use of receptor-targeted fluorescent tracers. 
There are, however, some fundamental differences in the 
application of a receptor-targeted radiotracer at quanti-
ties below the micro-dosing level (< 100 µg/patient) [20] 
and use of a fluorescent-based receptor-targeted tracer 
at, e.g., 0.18 mg/kg [21]. For one nuclear medicine has a 
superior sensitivity and is capable of accurately detect-
ing very low tracer quantities, hence the general com-
patibility with microdosing. The detection sensitivity 
for fluorescence is a.o. limited by light scattering and 
tissue attenuation. This means it not only is limited to 
superficial targets but also its sensitivity  is inferior to 
that of nuclear medicine [21, 22]. Second, while the sig-
nal intensity at physiological imaging is directly related 
to the amount of tracer administered (in relation to the 
biological clearance half-life), the number of cell-sur-
face receptors that can be targeted in a tumor volume is 
dictated by biology, at least in patients. Despite the posi-
tive effects that receptor internalization has on signal 
intensity, this still means there is a limit to the degree 
of tracer that can be accumulated in a tumor. One may 
even suggest that the accumulation of tracer in a tumor 
is fixed and can be calculated with, for example, positron 
emission tomography (PET) standard uptake volume 
(SUV) values. If that is the case it means that above cer-
tain doses the tracer uptake is no longer directly related 

to the quantity of tracer administered, while the increase 
in background signals in non-target tissues is. Combined 
this means that key challenges are the prevention of false 
negatives (e.g., lesions missed due to ‘underdosing’ or 
low camera sensitivity [22]) or false positives (e.g., due 
to mistaking the reflectance of excitation light as signal 
or background signals in non-target tissue as the result 
of ‘overdosing’ [23]). Knowing this, physics indicates 
that, unless the brightness of fluorescent dyes and the 
sensitivity of cameras improve radically, most receptor-
targeted fluorescence-guided surgery applications will 
come with relatively low signal intensities and relatively 
high background signals. This will ultimately reflect on 
the signal-to-background ratio (SBR) and the ability of 
fluorescence imaging to guide surgical decision making.

It has been posed that image-guided surgery relies upon 
obtaining good SBRs [24]. As long-term outcome data and 
randomized clinical studies are still rare, often visualization 
of targets, with a SBR ≥ 2, is considered a surrogate endpoint 
for success [25, 26]. The significance of SBR values is fur-
ther underlined by the rigorous pursuit of ways to increase 
the SBR. Approaches vary from using ‘therapeutic’ quanti-
ties of fluorescent tracers [21], to extended intervals between 
tracer administration and surgical imaging [27], and tuning 
of tracer pharmacokinetics to reduce local background [28]. 
More exotic approaches include the use of activatable dyes 
[29] or fluorescence lifetime imaging [29]. Despite all these 
efforts, as far as we know, there are no studies that describe 
how SBR values, and with that, fluorescence imaging, reflect 
on the surgical procedure itself. Meaning it is still unclear 
how a specific SBR value alters the way surgeons approach 
a target.

In robotic surgery most of the proficiency scoring is 
still qualitative (i.e., expert (video) assessment). Recent 
literature, however, suggests that objective and quantitative 
performance scoring can be realized by tracking mechani-
cal movements of the robotic instruments (e.g., dVLog-
ger Intuitive). A concept has even allowed first steps to be 
made to relate surgical performance to outcome [30–32]. 
Kinematic analysis has even become standard during vir-
tual simulation training [33–35]. Recently, we reported 
that kinematics can also support the comparison between 
image guidance modalities [36]. We argue such quantita-
tive assessments need to be inclusive for all laparoscopic 
and robotic surgery. With that in mind video-based isola-
tion of kinematic metrics provides a universal and inter-
changeable solution that can easily be disseminated across 
different platforms.

Given the theoretical impact that fluorescence SBR 
has on surgical movement, we performed multi-dimen-
sional kinematic analysis during a fluorescence guided 
surgery exercise. Following automated video assessments 
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surgical instrument movements were digitized and ana-
lyzed in detail.

Methods

Phantom Design

To evaluate the sufficient fluorescent SBR needed for 
robotic surgery, we created a custom silicone (4 × 7) 
grid-phantom setup (Dragon Skin FXPro silicone, 
mixed with coloring pigment, FormX, Amsterdam, the 
Netherlands) that contained 28 possible target locations 
that could be sealed off with silicone lids. As targets 
we used 33.33 µL fluorescent beads [37], containing 
different concentrations of ICG (1–0.0625 mg/mL dis-
solved in methanol) incorporated in epoxy resin (ratio: 
1:6:1 for epoxy resin, epoxy hardener and ICG solution, 
respectively).

Instrument Tracking Framework

The surgical system used during these experiments was 
a da Vinci Xi robot with Firefly fluorescence chip-on-
a-tip endoscope and ProGrasp™ and Maryland forceps 
instruments (Intuitive Surgical, Sunnyvale, CA; see 
Fig. 1). During the exercise as explained below, the Pro-
Grasp served as the dominant instrument. To acquire 
the coordinate data of the ProGrasp™ instrument tip 
in 3-dimensional (3D) space, we made use of a previ-
ously described custom marker-based tracking frame-
work [36]. In this setup the marker-based tracking accu-
racy proved to be 1.10 ± 0.74 mm, 0.50 ± 0.53 mm and 
0.88 ± 0.99 mm in the x, y and z directions, respectively 

[36]. As marker a yellow-colored and rectangular-
shaped marker was placed on one side of the ProGrasp 
(Fig. 2A). Matching computer-vision software was cre-
ated to segment the markers (based on shape and color) 
in the endoscopic-video output. The obtained 3D instru-
ment paths were then digitized using custom algorithms 
(constructed in MATLAB®, the MathWorks, Inc.). From 
the data we extracted multi-dimensional kinematic 
metrics such as spatial features (e.g., total pathlength, 
straightness index) and temporal features (e.g., time of 
completion, speed, acceleration, jerkiness). For better 
interpretation of the movement data, the percentage of 
time spent in each square centimeter of the Firefly image 
plane (%s/cm2) was calculated and used to calculate a 
color-coded density plot [36].

Fluorescence Intensity Determination

The SBR values of the individual targets in the grid phan-
tom were determined using a color-based image segmen-
tation algorithm created in MATLAB® on video mate-
rial recorded from the Firefly camera at around 20 cm 
distance. In these algorithms, non-fluorescent but satu-
rated parts (i.e., presented as white reflections) of the 
images were first removed using HSV (hue saturation 
value) color segmentation. Afterward, green fluorescent 
intensity was determined of each pixel in the image using 
the green color channel of the filtered RGB (red green 
blue) images. The target’s fluorescent intensity, and there-
fore signal value, is then determined as the mean pixel 
intensity value within a manual defined rectangle-shaped 
region of interest around the target’s location. For back-
ground calculation the average of three locations adjacent 
to the targets was used.

Fig. 1  Schematic overview of the phantom-based study setup. Surgical instruments are tracked to be digitized for kinematic feature extraction. 
These features are then used to determine performance scores in relation to fluorescence signal-to-background ratios
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Exercise

Participants (n = 16; MD’s (n = 4), researchers (n = 6), and 
engineers (n = 6) aged between 20 and 50) were asked to 
perform the exercise in which they had to locate and remove 
three randomly placed fluorescent targets from the grid 
phantom using the da Vinci Xi surgical system. Each par-
ticipant was asked to perform one to five of such exercises, 
and the exercises did not end until all targets (three per 
exercise) were removed. This resulted in a total of three to 
fifteen fluorescent targets. The Firefly fluorescent imaging 
mode could be used to identify the target locations, but in 

line with clinical practice removal of the fluorescent beads 
had to take place in ‘white light’ mode. Non-visualization 
in fluorescent imaging mode meant the participant had to 
randomly check potential target locations in the 4 × 7 grid, 
thus substantially altering his/her movement kinematics. 
During the exercise, opening of locations not containing a 
fluorescent target, was considered a handling error. Exer-
cises were timed, as was the use of fluorescence mode. To 
limit occlusions in instrument tracking, the participants 
were instructed to keep the instrument marker visible as 
much as possible during the exercises.

Fig. 2  A-D) Experiment process 
consisting: A), start in white 
light image, B) target identifi-
cation in Firefly fluorescence 
mode, C) target resection, D) 
confirm the right target location 
in Firefly fluorescence mode. E) 
X, Y, Z component of instru-
ment movement resulting from 
customized tracking program, 
F) digitized traveled path of the 
ProGrasp instrument tip in 3D 
with position density (%s/cm2) 
plot on XY plane overlaid on 
phantom image and G) cluster 
analysis of Pearson correla-
tion applied on the kinemetric 
metrics extracted from the 
traveled paths by the ProGrasp 
instrument tip, handling errors 
occurring during the exercises 
and SBR’s from all participants. 
The color bar implies the cor-
relation strength between the 
features (red positive and green 
negative correlation).(SBR: 
signal-to-background ratio,  Jext: 
number of extreme peeks in 
Jerkiness, HE: handling error, 
Cr: curvature, AD: angular dis-
persion, ST: straightness index, 
J = jerkiness, a = acceleration, 
v = speed,  ttask: task time,  tFirefly: 
Firefly fluorescent time, S: 
pathlength)
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Surgical Performance Scoring

Surgical performance is a sum of dexterity (Dx) and deci-
sion making (DM) [38]. In the exercise, the overall dexterity 
is represented by the normalized jerkiness (derivative of 
acceleration) in 3D over the entire procedural time from 
start ( t1 ) to finish ( t2) corrected for the pathlength (s). The 
Dx index can be calculated using Eq. 1 wherein a low dex-
terity index indicates a more focused performance [39].

The DM index can be described by a correlation between 
the intentional movements; sudden changes in dexterity 
( ΔDxextr ), handling errors ( HE ) and procedural fluency ( F ), 
where a low DM index indicates a more certain participant. 
The changes in dexterity are described by the number of 
extreme peaks within the jerkiness (#Jextr ;  extreme peaks 
are above 100,000 m/s3). Procedural fluency F is defined 
as a combination of the time spent in Firefly fluorescence 
mode (tFirefly) and straightness index (ST), as shown below.

The weight factors (i.e., wf 1 , wf 2 , wf 3 and wf 4 ) in which 
each of the features contribute to the DM were determined 
using a maximization on the linear fit between the fea-
tures and the total pathlength, based on the assumption that 
lesser movements resemble a more proficient procedure 
[40]. This was realized using a MATLAB® optimization 
program. Here the sum of the weight factors equals to 1; 
wf 1 + wf 2 + wf 3 + wf 4 = 1 and wf  range between [0, 1] 
with step size 0.02.

Furthermore, an overall performance score (PS) can 
be created using the Dx and DM indices. This PS, rang-
ing from 0 to 1, is depicted in Eq. 3, where a low score 
resembles a poor performance and is constructed in the 
following manner based on the method published by Ganni 
et al. [41]. To establish this PS range [0–1], the Dx and DM 
indices are linearly transformed into performance compo-
nents PDx and PDM . This transformation was constructed 
in such manner that the median Dx value of the exercises 
with handling errors is resembled by a PDx of 0.6 and the 
median Dx value of the exercises without handling errors 
is resembled by a PDx of 0.9. The DM indices were trans-
formed in an equal manner. The weightings in which the 

(1)Dx =

(

∫
t2

t1

(

�
3x

�t3

)2

+

(

�
3y

�t3

)2

+

(

�
3z

�t3

)2

dt ⋅
Δt5

s2

)

(2)DM = wf 1 ⋅ ΔDxextr + wf 2 ⋅HE + wf 3 ⋅ F

ΔDxextr = #Jextr

F = wf 3 ⋅ e
−log(ST) + wf 4 ⋅ tFirefly

PDx  and PDM  contribute to the PS were determined using 
a principal component analysis (PCA) wherein the sum of 
the weight factors equals to 1: wf Dx + wf DM = 1.

To determine what PS cutoff is considered to be pro-
ficient and therefore establish a proficiency level, the 
Z-score method can be used [42]. To avoid an underesti-
mation of proficiency, only exercises showing no handling 
errors have been included in the Z-score calculation. Here 
the performance was rated proficient when the individual 
PS values are within a Z-score interval of [-2, 2] as is most 
common.

Statistics

Statistical significance between the performance was estab-
lished via a two sampled t-test with the SPSS statistical 
software (IBM SPSS Statistics for Windows, Version 25.0), 
using a confidence interval of 95%.

Results

Kinematic Metrics Extraction of the Traveled 
Instrument Path and the Intra‑feature Correlation

Figure 2A and B shows typical examples of white light and 
fluorescence imaging visualizations of the grid phantom, 
respectively. Figure 2C and D illustrates how opening of 
a lid can reveal a fluorescent target. During the exercises, 
SBRs of the targets as detected by the Firefly camera var-
ied between 1.0027 and 3.4638 (total 120 targets). Analysis 
of the path traveled by the ProGrasp instrument helped to 
objectively evaluate the effect of SBR on the surgical pro-
ficiency (Fig. 2E and F). The position density in 2D (%s/
cm2) could be visualized through color coding. To get an 
indication in which location instrument time was largest, 
this value could be overlaid onto the phantom, see Fig. 2F x-, 
y- plane. Following the direct relation between SBR values 
and kinematic metrics extracted from the digitized instru-
ment trajectories (Pearson correlation coefficient; Fig. 2G), 
we observed that the SBR is negatively correlated with 
pathlength, time to complete the task, time spent in Firefly 
fluorescent mode and number of handling errors. Positive 
correlations, in which the two variables move in tandem, are 
found for SBR and straightness index. Also, pathlength, task 
time, time spent in Firefly fluorescent mode are positively 
correlated with the number of handling errors and extremes 
in jerkiness.

(3)PS = wf Dx ⋅ PDx + wf DM ⋅ PDM
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In general, minimizing handling errors is considered a criti-
cal aspect of refining surgical procedures [43, 44]. Hence, we 
grouped the exercises into sub-classes with and without han-
dling errors. Relating these handling errors to the SBR values, 
helped identify what SBR support selective target removal and 
how it affects dexterity and decision making. Figure 3 shows 
that handling errors, total procedural time, total pathlength, as 
well as time spent in Firefly fluorescence mode were SBR 
dependent. The cutoff SBRs were defined where sudden change 
is observed in these features and results in SBR = 1.52, SBR 

1.42, SBR 1.52 and SBR 1.55, respectively. Averaging these 
values indicates that the ‘sweet spot’ for target identification 
means SBR > 1.50 is desirable. At lower SBR values partici-
pants increased the number of handling errors which also con-
verted to increased pathlength (Savg,SBR<1.50 = 1256 vs 
Savg,SBR>1.50 = 568.3mm)  a n d  t a s k  t i m e 
( tTaskavg ,SBR<1.50 = 99.57 vs tTaskavg ,SBR>1.50 = 19.77s ). The 
uncertainty of the target location also meant participants spent 
more ‘search’ time in Firef ly f luorescence mode 
(tFireflyavg ,SBR<1.50 = 10.23 vs tFireflyavg ,SBR>1.50 = 3.12s ). In 

Fig. 3  A) The relation between 
SBR and handling errors and 
the sufficient SBR of 1.52. A 
similar setup for the relation 
between the SBR and proce-
dural time (B), total pathlength 
(C) and the time spend in Fire-
fly fluorescence mode (D) with 
sufficient SBR of 1.42, 1.52 and 
1.55, respectively

A B

C D

A B C

Fig. 4  A)The dexterity index, B) decision-making index and C) the overall performance score plotted against the SBR. This clearly shows with 
SBR > 1.55 the performance score is mostly above proficiency level with no handling errors (green)
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some cases, however, the increased time in fluorescence mode 
did mean the targets could still be identified (see Fig. 3D).

The Relation Between SBR and Surgical 
Performance Scoring

From the kinematic metrics and handling errors we were 
able to determine the Dx and DM indices, which are posi-
tively correlated with the total pathlength. Note: Path-
length and completion time are the most common meas-
ure for performance indicated in the literature [45–47]. 
Figure 4A and B suggests that lowering of the SBR con-
verts to a decreased performance as indicated by a higher 
Dx and DM . A comparison between SBR < 1.50 and 
SBR > 1.50 groups suggests that the latter group generally 
yields a 2.5-fold higher Dx value and a threefold higher 
DM value ( Dxavg,SBR>1.50 = 3.75 vs Dxavg,SBR<1.50 = 9.20 
and DMavg,SBR>1.50 = 2.34 vs DMavg,SBR<1.50 = 8.09 ). To 
score the performance (PS), these indices were weighted 
according to the PCA results, yielding  wf Dx = 0.49 and 
wf DM = 0.51 (see Fig. 4C). Participants were considered 
proficient at PS ≥ 0.816. Relating proficiency to the SBR, 
shows a SBR cutoff at 1.55 (Fig. 4C, pink line) above which 
all participants performed proficient. Note fully, some 
individuals still performed proficient even when showing 
handling errors. However, none of the participants show-
ing multiple handling errors reached the proficiency level. 
There is a difference between the average PS of the exercises 
showing no handling errors (Fig. 4C; green) and the exer-
cises with handling errors (Fig. 4C; red) ( PSavg = 0.888 vs. 
PSavg = 0.509;p = 0.06 ). Furthermore, no handling errors 
occurred above a SBR of 1.53.

In the current study it was not possible to relate the 
backgrounds of the individuals to the performance, MD’s 
( PSmedian = 0.7920 ), researchers ( PSmedian = 0.8245 ) and 
engineers ( PSmedian = 0.8641 ; p = 0.27 ). If anything, the 
trend suggests the technical expertise/insight of the partici-
pant reflects positively on the score.

Discussion

By analyzing the kinematics of surgical instrument move-
ment, it has become possible to objectively and quantita-
tively define below which SBR the value of fluorescence 
guidance starts to deteriorate. Our findings indicate that the 
cutoff lies around SBR > 1.5 (average value calculated from 
cutoffs indicated in Fig. 3 and 4). This value is markedly 
lower than the artificial SBR cutoff value of 2 that is often 
used in the literature [48, 49]. We argue that studies such 
as the one presented here help gain fundamental insight in 
the fluorescence signal intensities that are needed to guide 
surgeons in their actions. 

We observed that lower concentration of fluorescent 
contrast showed impact on a variety of kinematic metrics, 
namely, time in Firefly fluorescence mode, time of task com-
pletion and total pathlength of the movement of the partici-
pant. Not only do these metrics relate to each other, feature 
correlation analysis also indicates they relate to: SBR, han-
dling errors, extremes in jerkiness and straightness index 
(Fig. 2G). Below the SBR 1.5 cutoff value the decision-mak-
ing process is negatively impacted by the operators inabil-
ity to discriminate between the reflection of excitation light 
and low-intensity fluorescent emissions. Interestingly, this 
means that at low signal intensities also more non-targets 
are pursued (so-called false positives) and handling errors 
become more frequent. In actual surgery, false positives can 
of course also be caused by accumulation of a fluorescent 
tracer in non-target tissue.

Surgical training literature relies heavily on handling 
errors for performance scoring [50]. Our findings indi-
cate that participants could show a high proficiency 
( PS ≥ 0.816 ), despite having a single handling error 
(Fig. 4C). Since lower fluorescence intensities in targets 
automatically convert to a drop in SBR, there will be a direct 
link between our phantom data and clinical findings that 
indicate that the accuracy of fluorescence guidance deterio-
rates with decreasing fluorescence concentrations (for ICG 
in SN surgery, the concentration threshold has been defined 
as < 0.003  nmol/cm3) [21]. It should however be noted 
that the exercises that we used present a quite ideal situa-
tion viz. no bleeding. Therefore in vivo SBR values could 
be slightly different. Hence, implementing the SBR analysis 
and kinematic scoring in clinical trials is required to vali-
date  if the current SBR threshold directly translates to the 
in vivo situation. This is something that is currently under 
investigation. Hereby we should realize that the kinematic 
scoring of instrument movements only relates to the SBR 
values encountered in situ. Values that in general are much 
lower than values determined during back table analysis. For 
example, in their study Moore et al. indicated in situ fluo-
rescent SBR values in the range 1.5–2.5 converted to much 
higher SBR values ex vivo (range 3.0–4.0) [51]. Recently, de 
Barros et al. reported a similar trend for radioguidance [52].

We based our current study on the commonly used fluo-
rescent dye ICG and the da Vinci platform equipped with 
a Firefly fluorescence camera that is optimized to identify 
this particular dye. As such our findings reflect on a situation 
wherein all parameters are fully optimized. As mentioned 
before in the clinic multiple fluorescent dyes have been used 
[1], and there have been reports on using the Firefly camera 
for other dyes such as fluorescein [53] and IRDye800CW 
[54]. In these situations, the fluorescent emission may not 
be optimally matched to the camera. As such the SBR val-
ues may be structurally lower. However, assuming the fluo-
rescence is displayed to the surgeon in the same (artificial) 
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green coloration with black and white background, the inter-
pretation of the images and this SBR values will remain 
identical. That said, representation of the fluorescent emis-
sion in another coloration, e.g., white [55] or blue [56] or 
heatmap [48, 57], may change the interpretation of the surgi-
cal field, as will the display of white light images in conjunc-
tion with fluorescence [58].

Almost half the study participants could identify targets 
and show a proficient performance below the SBR 1.5 cutoff 
(Fig. 4C), but their accuracy dropped from 100% to 78.95%. 
This underscores that individual vision can play an impor-
tant role in overall performance. A difference that did not 
relate to the background of the individuals. It still needs to 
be defined if training in fluorescence imaging could help 
enhance a surgeon’s ability to identify low-intensity fluo-
rescent hotspots. This requirement may, however, become 
obsolete in the future when neural networks take over such 
tasks and automatically analyze fluorescence signal intensi-
ties at a per pixel-level basis and a video-rate speed [59–61]. 
A similar effect has been reported for the surgeon’s ability 
to perceive objects in 3D [62–65]. For the latter training and 
selection programs have already been proposed [62].

Our findings show some limitations. For one, we per-
formed our initial evaluations in a phantom setup, rather than 
in clinical trials. The reason for this is the ease of instru-
ment tracking [36, 66] and the ability to have controlled SBR 
values. Here it should be noted that the setup used (epoxy 
fluorescent beads in a silicon phantom) does not allow us to 
translate the SBR values detected by the camera to fluores-
cence concentrations in the targets or the attenuating effect 
of ‘tissues’ covering a target, for that we refer to previous 
studies [21, 53]. Furthermore, in this study, the efficiency 
of the task is based on the movements of the dominant hand 
only. Future studies should determine whether the same 
trends extend to both hands. Obviously, handling errors in 
phantom exercises do not per se translate to a potential sur-
gical complication and thus may appear somewhat artifi-
cial. During actual surgery on patients, however, resecting 
healthy tissue may lead to complications. In these instances, 
the anatomical location of the target will strongly influence 
the impact that handling errors yield. Hence the number of 
potential handling errors should be expanded with a score of 
severity, meaning the DM and PS scores should be tailored 
specifically to these applications.

Conclusion

Through multi-parametric kinematic analysis and perfor-
mance scoring we have gained practical insight in how fluo-
rescence SBRs impact on the ability to surgically resect a 
target, indicating that a SBR > 1.5 is required. Given that the 

quest for receptor-targeted fluorescent agents approaches the 
use of signal intensities at the boundaries of what is techni-
cally feasible, such insights may help refine the implemen-
tation of fluorescence guidance in clinical trials and during 
routine care. Ultimately, they may also help guide the further 
development of fluorescent tracers and fluorescence imaging 
modalities.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s11307- 022- 01736-y.

Acknowledgements We thank all participants for their time and effort 
in participating, and Dr. Anne van der Eijk for facilitating use of the 
da Vinci Xi robotic system.

Funding The research is funded by an NWO-TTW-VICI grant 
(#16141).

Declarations 

Conflict of Interest The authors declare that they have no further con-
flicts of interest.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, 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:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. van Beurden F, van Willigen DM, Vojnovic B et al (2020) Multi-
wavelength fluorescence in image-guided surgery, clinical feasibil-
ity and future perspectives. Mol Imaging 19:1536012120962333

 2. Boni L, David G, Mangano A et al (2015) Clinical applications of 
indocyanine green (ICG) enhanced fluorescence in laparoscopic 
surgery. Surg Endosc 29:2046–2055

 3. Rossi EC, Ivanova A, Boggess JF (2012) Robotically assisted flu-
orescence-guided lymph node mapping with ICG for gynecologic 
malignancies: a feasibility study. Gynecol Oncol 124:78–82

 4. van der Vorst JR, Schaafsma BE, Verbeek FP et al (2013) Near-
infrared fluorescence sentinel lymph node mapping of the oral 
cavity in head and neck cancer patients. Oral Oncol 49:15–19

 5. Lavazza M, Liu X, Wu C et al (2016) Indocyanine green-enhanced 
fluorescence for assessing parathyroid perfusion during thyroid-
ectomy. Gland Surg 5:512

 6. De Nardi P, Elmore U, Maggi G et al (2020) Intraoperative angi-
ography with indocyanine green to assess anastomosis perfu-
sion in patients undergoing laparoscopic colorectal resection: 
results of a multicenter randomized controlled trial. Surg Endosc 
34:53–60

 7. Aslim EJ, Lee FJ, Gan VHL (2018) The utility of intraoperative 
near infrared fluorescence (NIR) imaging with indocyanine green 

187

1 3

https://doi.org/10.1007/s11307-022-01736-y
http://creativecommons.org/licenses/by/4.0/


Molecular Imaging and Biology (2023) 25:180–189

(ICG) for the assessment of kidney allograft perfusion.  Journal 
of Transplantation 2018. https:// doi. org/ 10. 1155/ 2018/ 67030 56

 8. Hellan M, Spinoglio G, Pigazzi A, Lagares-Garcia JA (2014) The 
influence of fluorescence imaging on the location of bowel tran-
section during robotic left-sided colorectal surgery. Surg Endosc 
28:1695–1702

 9. Achterberg FB, Mulder BGS, Meijer RP et al (2020) Real-time 
surgical margin assessment using ICG-fluorescence during laparo-
scopic and robot-assisted resections of colorectal liver metastases. 
Annals of Translational Medicine 8(21). https:// doi. org/ 10. 21037/ 
atm- 20- 1999

 10. Ishizawa T, Fukushima N, Shibahara J et al (2009) Real-time iden-
tification of liver cancers by using indocyanine green fluorescent 
imaging. Cancer 115:2491–2504

 11. Burnier P, Niddam J, Bosc R, Hersant B, Meningaud J-P (2017) 
Indocyanine green applications in plastic surgery: a review of the 
literature. J Plast Reconstr Aesthet Surg 70:814–827

 12. Cacciamani GE, Shakir A, Tafuri A et al (2020) Best practices 
in near-infrared fluorescence imaging with indocyanine green 
(NIRF/ICG)-guided robotic urologic surgery: a systematic review-
based expert consensus. World J Urol 38:883–896

 13. Zapardiel I, Alvarez J, Barahona M et al (2021) Utility of intraop-
erative fluorescence imaging in gynecologic surgery: systematic 
review and consensus statement. Ann Surg Oncol 28:3266–3278

 14. Handgraaf HJ, Verbeek FP, Tummers QR et  al (2014) Real-
time near-infrared fluorescence guided surgery in gynecologic 
oncology: a review of the current state of the art. Gynecol Oncol 
135:606–613

 15. Marano A, Priora F, Lenti LM, Ravazzoni F, Quarati R, Spinoglio 
G (2013) Application of fluorescence in robotic general sur-
gery: review of the literature and state of the art. World J Surg 
37:2800–2811

 16. van Keulen S, Nishio N, Fakurnejad S et al (2019) The clinical 
application of fluorescence-guided surgery in head and neck can-
cer. J Nucl Med 60:758–763

 17. Daskalaki D, Aguilera F, Patton K, Giulianotti PC (2015) Fluo-
rescence in robotic surgery. J Surg Oncol 112:250–256

 18. Pathak RA, Hemal AK (2019) Intraoperative ICG-fluorescence 
imaging for robotic-assisted urologic surgery: current status and 
review of literature. Int Urol Nephrol 51:765–771

 19. van Manen L, Handgraaf HJ, Diana M et al (2018) A practical 
guide for the use of indocyanine green and methylene blue in flu-
orescence-guided abdominal surgery. J Surg Oncol 118:283–300

 20. Tewari T, Mukherjee S (2010) Microdosing: concept, application 
and relevance. Perspect Clin Res 1:61

 21. KleinJan GH, Bunschoten A, van den Berg NS et al (2016) Fluo-
rescence guided surgery and tracer-dose, fact or fiction? Eur J 
Nucl Med Mol Imaging 43:1857–1867. https:// doi. org/ 10. 1007/ 
s00259- 016- 3372-y

 22. Meershoek P, Buckle T, van Oosterom MN, KleinJan GH, van 
der Poel HG, van Leeuwen FW (2020) Can intraoperative fluores-
cence imaging identify all lesions while the road map created by 
preoperative nuclear imaging is masked? J Nucl Med 61:834–841

 23. Hernot S, van Manen L, Debie P, Mieog JSD, Vahrmeijer AL 
(2019) Latest developments in molecular tracers for fluorescence 
image-guided cancer surgery. Lancet Oncol 20:e354–e367

 24. Keereweer S, Kerrebijn JD, Van Driel PB et al (2011) Optical 
image-guided surgery—where do we stand? Mol Imag Biol 
13:199–207

 25. Jiang JX, Keating JJ, De Jesus EM et al (2015) Optimization of 
the enhanced permeability and retention effect for near-infrared 
imaging of solid tumors with indocyanine green. Am J Nucl Med 
Mol Imaging 5:390

 26. Cho SS, Jeon J, Buch L et al (2018) Intraoperative near-infrared 
imaging with receptor-specific versus passive delivery of fluores-
cent agents in pituitary adenomas. J Neurosurg 131:1974–1984

 27. Xia X, Gai Y, Feng H et al (2020) Florescence Imaging Lung Can-
cer with a Small Molecule MHI-148. J Fluoresc 30:1523–1530

 28. Hensbergen AW, Buckle T, van Willigen DM et al (2020) Hybrid 
tracers based on cyanine backbones targeting prostate-specific 
membrane antigen: tuning pharmacokinetic properties and explor-
ing dye–protein interaction. J Nucl Med 61:234–241

 29. Rood MT, Oikonomou M, Buckle T et al (2014) An activatable, 
polarity dependent, dual-luminescent imaging agent with a long 
luminescence lifetime. Chem Commun 50:9733–9736

 30. Hung AJ, Chen J, Jarc A, Hatcher D, Djaladat H, Gill IS (2018) 
Development and validation of objective performance metrics 
for robot-assisted radical prostatectomy: a pilot study. J Urol 
199:296–304

 31. Judkins TN, Oleynikov D, Stergiou N (2009) Objective evaluation 
of expert and novice performance during robotic surgical training 
tasks. Surg Endosc 23:590–597

 32. Hung AJ, Chen J, Che Z et al (2018) Utilizing machine learning 
and automated performance metrics to evaluate robot-assisted rad-
ical prostatectomy performance and predict outcomes. J Endourol 
32:438–444

 33. Perrenot C, Perez M, Tran N et al (2012) The virtual reality simu-
lator dV-Trainer® is a valid assessment tool for robotic surgical 
skills. Surg Endosc 26:2587–2593

 34. Bric JD, Lumbard DC, Frelich MJ, Gould JC (2016) Current state 
of virtual reality simulation in robotic surgery training: a review. 
Surg Endosc 30:2169–2178

 35. Chan J, Pangal DJ, Cardinal T et al (2021) A systematic review of 
virtual reality for the assessment of technical skills in neurosur-
gery. Neurosurg Focus 51:E15

 36. Azargoshasb S, van Alphen S, Slof LJ et al (2021) The Click-On 
gamma probe, a second-generation tethered robotic gamma probe 
that improves dexterity and surgical decision-making. Eur J Nucl 
Med Mol Imaging 48(13):4142–4151. https:// doi. org/ 10. 1007/ 
s00259- 021- 05387-z

 37. van Oosterom MN, den Houting DA, van de Velde CJ, van Leeu-
wen FW (2018) Navigating surgical fluorescence cameras using 
near-infrared optical tracking. J Biomed Opt 23:056003

 38. Spencer F (1978) Teaching and measuring surgical techniques: 
the technical evaluation of competence. Bull Am Coll Surg 
63:9–12

 39. Ghasemloonia A, Maddahi Y, Zareinia K, Lama S, Dort JC, 
Sutherland GR (2017) Surgical skill assessment using motion 
quality and smoothness. J Surg Educ 74:295–305

 40. Brunyé TT, Gardony AL, Holmes A, Taylor HA (2018) Spatial 
decision dynamics during wayfinding: Intersections prompt the 
decision-making process. Cogn Res: Princ Implications 3:1–19

 41. Ganni S, Botden SM, Chmarra M, Li M, Goossens RH, Jakimow-
icz JJ (2020) Validation of Motion Tracking Software for Evalu-
ation of Surgical Performance in Laparoscopic Cholecystectomy. 
J Med Syst 44:1–5

 42. No A, Committee AM (2016) z-Scores and other scores in chemi-
cal proficiency testing—their meanings, and some common mis-
conceptions. Anal Methods 8:5553–5555

 43. Conen D (2011) Measures to enhance patient safety. Importance 
of efficiency evaluation. Bundesgesundheitsbl Gesundheitsforsch 
Gesundheitsschutz 54:171–175

 44. Carayon P, Wood KE (2009) Patient safety. Inf Knowl Syst Manag 
8:23–46

 45. Alaker M, Wynn GR, Arulampalam T (2016) Virtual reality train-
ing in laparoscopic surgery: a systematic review & meta-analysis. 
Int J Surg 29:85–94

 46. Mason JD, Ansell J, Warren N, Torkington J (2013) Is motion 
analysis a valid tool for assessing laparoscopic skill? Surg Endosc 
27:1468–1477

 47. Farcas MA, Azzie G (2020) Performance assessment-The knowl-
edge, skills and attitudes of surgical performance. Semin Pediatr 

188

1 3

https://doi.org/10.1155/2018/6703056
https://doi.org/10.21037/atm-20-1999
https://doi.org/10.21037/atm-20-1999
https://doi.org/10.1007/s00259-016-3372-y
https://doi.org/10.1007/s00259-016-3372-y
https://doi.org/10.1007/s00259-021-05387-z
https://doi.org/10.1007/s00259-021-05387-z


Molecular Imaging and Biology (2023) 25:180–189

Surg 29(2):150903. https:// doi. org/ 10. 1016/j. sempe dsurg. 2020. 
150903

 48. de Vries HM, Bekers E, van Oosterom MN et al (2022) c-MET 
Receptor-Targeted Fluorescence on the Road to Image-Guided 
Surgery in Penile Squamous Cell Carcinoma Patients. J Nucl Med 
63:51–56

 49. Korb ML, Huh WK, Boone JD et al (2015) Laparoscopic fluores-
cent visualization of the ureter with intravenous IRDye800CW. J 
Minim Invasive Gynecol 22:799–806

 50. Gallagher AG (2012) Metric-based simulation training to profi-
ciency in medical education:-what it is and how to do it. Ulst Med 
J 81:107

 51. Moore LS, Rosenthal EL, Chung TK et al (2017) Characterizing 
the utility and limitations of repurposing an open-field optical 
imaging device for fluorescence-guided surgery in head and neck 
cancer patients. J Nucl Med 58:246–251

 52. de Barros HA, van Oosterom MN, Donswijk ML et al (2022) 
Robot-assisted prostate-specific membrane antigen–radioguided 
salvage surgery in recurrent prostate cancer using a DROP-IN 
gamma probe: The first prospective feasibility study. Eur Urol. 
https:// doi. org/ 10. 1016/j. eururo. 2022. 03. 002

 53. Meershoek P, KleinJan GH, van Oosterom MN et al (2018) Mul-
tispectral-fluorescence imaging as a tool to separate healthy from 
disease-related lymphatic anatomy during robot-assisted laparos-
copy. J Nucl Med 59:1757–1760

 54. Liss MA, Farshchi-Heydari S, Qin Z et al (2014) Preclinical evalu-
ation of robotic-assisted sentinel lymph node fluorescence imag-
ing. J Nucl Med 55:1552–1556

 55. van den Berg NS, Miwa M, KleinJan GH et al (2016) (Near-infra-
red) fluorescence-guided surgery under ambient light conditions: a 
next step to embedment of the technology in clinical routine. Ann 
Surg Oncol 23:2586–2595

 56. KleinJan GH, van den Berg NS, Brouwer OR et  al (2014) 
Optimisation of fluorescence guidance during robot-assisted 
laparoscopic sentinel node biopsy for prostate cancer. Eur Urol 
66:991–998

 57. Krishnan G, van den Berg NS, Nishio N et al (2022) Fluorescent 
molecular imaging can improve intraoperative sentinel margin 
detection in oral squamous cell carcinoma. Journal of Nuclear 
Medicine. https:// doi. org/ 10. 2967/ jnumed. 121. 262235

 58. KleinJan GH, van den Berg NS, de Jong J et al (2016) Multimodal 
hybrid imaging agents for sentinel node mapping as a means to 

(re) connect nuclear medicine to advances made in robot-assisted 
surgery. Eur J Nucl Med Mol Imaging 43:1278–1287

 59. Buckle T, van Alphen M, van Oosterom MN et al (2021) Transla-
tion of c-Met Targeted Image-Guided Surgery Solutions in Oral 
Cavity Cancer—Initial Proof of Concept Data. Cancers 13:2674

 60. Cahill R, O’shea D, Khan M et al (2021) Artificial intelligence 
indocyanine green (ICG) perfusion for colorectal cancer intra-
operative tissue classification. Br J Surg 108:5–9

 61. Zhuk S, Epperlein JP, Nair R et al (2020) Perfusion quantifica-
tion from endoscopic videos: learning to read tumor signatures. 
In: International Conference on Medical Image Computing and 
Computer-Assisted Intervention MICCAI 2020. Lecture Notes in 
Computer Science, vol 12263. Springer, Cham

 62. Bogomolova K, Hierck BP, van der Hage JA, Hovius SE (2020) 
Anatomy dissection course improves the initially lower levels of 
visual-spatial abilities of medical undergraduates. Anat Sci Educ 
13:333–342

 63. Bogomolova K, Vorstenbosch MA, El Messaoudi I et al (2021) 
Effect of binocular disparity on learning anatomy with stereo-
scopic augmented reality visualization: A double center rand-
omized controlled trial. Anat Sci Educ 00:1–12. https:// doi. org/ 
10. 1002/ ase. 216

 64. Bogomolova K, Hierck BP, Looijen AE et al (2021) Stereoscopic 
three-dimensional visualisation technology in anatomy learning: 
A meta-analysis. Med Educ 55:317–327

 65. Bogomolova K, van der Ham IJ, Dankbaar ME et al (2020) The 
effect of stereoscopic Augmented Reality visualization on learn-
ing anatomy and the modifying effect of visual-spatial abilities: 
a double-center randomized controlled trial. Anat Sci Educ 
13:558–567

 66. Azargoshasb S, Houwing KH, Roos PR et al (2021) Optical nav-
igation of a DROP-IN gamma probe as a means to strengthen 
the connection between robot-assisted and radioguided surgery. 
Journal of Nuclear Medicine 62(9):1314–1317. https:// doi. org/ 10. 
2967/ jnumed. 120. 259796

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

189

1 3

https://doi.org/10.1016/j.sempedsurg.2020.150903
https://doi.org/10.1016/j.sempedsurg.2020.150903
https://doi.org/10.1016/j.eururo.2022.03.002
https://doi.org/10.2967/jnumed.121.262235
https://doi.org/10.1002/ase.216
https://doi.org/10.1002/ase.216
https://doi.org/10.2967/jnumed.120.259796
https://doi.org/10.2967/jnumed.120.259796

	Quantifying the Impact of Signal-to-background Ratios on Surgical Discrimination of Fluorescent Lesions
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Phantom Design
	Instrument Tracking Framework
	Fluorescence Intensity Determination

	Exercise
	Surgical Performance Scoring
	Statistics


	Results
	Kinematic Metrics Extraction of the Traveled Instrument Path and the Intra-feature Correlation
	The Relation Between SBR and Surgical Performance Scoring

	Discussion
	Conclusion
	Acknowledgements 
	References




