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Abstract
Background: Surgery is a central component of healthcare but involves significant risks, with complications occurring in
16.4% patients, accounting for 7.7% of worldwide fatalities. “Surgery 4.0” or digitisation of surgery, has introduced
extended reality (XR) technology, offering opportunities to enhance peri-operative care. This study explored the current
uses of XR to improve outcomes for general surgery patients.
Method: A systematic search of MEDLINE, EMBASE, and Cochrane databases was performed in August 2024 to include
studies using XR for pre-operative planning, navigation or patient experience for adult patients undergoing general
surgery. Data on pre-operative planning, post-operative complications, patient experience, image segmentation and
study reporting were presented using a narrative approach.
Results: The search returned 966 articles. 26 studies were included featuring 1142 patients. The most investigated
procedure was liver resection (n = 11, 42%), with XR interventions showing significant reductions in length of stay,
blood loss, operative time and complication rates. Improved outcomes were only seen for patients undergoing
liver resection. For patient experience (n = 5, 19%), XR systems were shown to significantly improve anxiety, pain
and mood scores. Most studies (n = 11, 73%%) utilised manual methods for image segmentation, costing up to
€650 and taking 3-6 hours per model. Reporting of the XR technology, assessment and future development was
variable.
Conclusion: The benefits of XR technology to improve patient outcomes in liver surgery are emerging but are yet to
materialise in other general surgical procedures. Future research should focus on automatic image segmentation to
improve workflow efficiency and innovation frameworks to generate robust evidence.
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Introduction

Around 310 million major surgical procedures are
performed each year worldwide.1 Despite advances in
surgery and perioperative care, surgery still involves
significant risks, accounting for 7.7% of all worldwide
fatalities.2 One or more surgical complications occur in
16.4% patients, with 9% being potentially life-
threatening and requiring intervention. The risk of
surgical complications increases with the complexity of
the procedure. For complex surgery, such as pancreatic
or liver resections, the risk of surgical complications
has been reported as high as 48% and 60%,
respectively.3,4 One way to reduce the rate of
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complications is to improve surgical planning. Im-
plementation of new technologies, which enhance the
review of individual patient anatomy, might improve
surgical planning and improve patient outcomes. Sur-
gical navigations systems, leveraging data from ra-
diological imaging, could improve efficiency and safety
in the operating theatre, reducing operative duration,
complication rates and length of stay for patients.5

“Surgery 4.0” is a concept that encompasses the
digitisation of surgery, including the internet of things,
artificial intelligence, surgical data science, and extended
reality (XR).6 XR is an umbrella term for all devices that
alter the human-computer interaction.7 This includes
virtual reality (VR), where the user sees digitally rendered
images without the physical world; augmented reality
(AR), involving the physical world augmented by digital
information, and mixed reality (MR), which uses a
mixture of methods to blend the physical and digital
world. Individual patient anatomy can now be displayed
in XR using medical imaging segmentation, a process
involving partitioning of images into distinct regions,
enabling three dimensional reconstructions.8 XR tech-
nology has been mainly used in general surgery for
surgical training and education.9 Clinical interventions
using XR for patient care are emerging, but their efficacy
is largely unknown. This systematic review aims to de-
termine the current uses of XR to improve outcomes for
patients undergoing general surgery.

Methods

Study Design and Definitions

The study protocol was developed in accordance with the
PRISMA and AMSTAR 2 guidelines and was prospec-
tively registered with PROSPERO (registration number
CRD42024569448).10,11 XR interventions were defined
as XR technology (VR, AR and MR) used as an inter-
vention to influence patient outcomes in all pre-operative,
intra-operative and post-operative aspects of care. The
review focused on applications in general surgery, defined
as gastrointestinal, endocrine, breast, trauma or organ
transplantation procedures, in adult patients (aged 18 and
over).

Selection Criteria

To enrich the data captured in this systematic review, all
study types, excluding conference abstracts and case re-
ports, were included. The studies included had to use XR
as a patient intervention for perioperative care in adult
patients undergoing a general surgical procedure. There
were no time or language restrictions. Specific exclusion
criteria included.

· Conference abstracts or case reports;
· Studies involving other modes of surgical visual-

isation technology rather than XR, such as robotic
platforms or indocyanine green (ICG) fluorescence
used without XR technology;

· Studies focusing on procedures not considered to be
general surgery.

Systematic Literature Search

Embase (Ovid), MEDLINE (Ovid) and Cochrane Li-
brary databases were systematically searched in August
2024. All identified studies were reviewed against the
inclusion and exclusion criteria to assess eligibility.
Referenced studies within identified literature were
accessed and considered for inclusion. Screening was
performed by two independent investigators (MK and
TW) and studies identified were analysed for relevance
to the systematic review prior to full inspection. Any
discrepancies between the independent investigators
were addressed by a third senior investigator (DJ) until
consensus was achieved. The search strategies used are
displayed in full in Appendix S1.

Primary and Secondary Outcomes

The primary outcomes included post-operative compli-
cations (blood loss, resection margin status, operative
time, complications, length of stay, mortality) to assess the
impact of XR technology for pre-operative planning and
surgical navigation. The secondary outcomes were col-
lected to explore other XR interventions as part of the peri-
operative pathway and the current reporting of XR
technologies in the literature. Secondary outcomes were
grouped into.

· Surgical planning and navigation uses (pre-opera-
tive review of anatomy, anatomical structure
identification);

· Patient experience (pain levels, anxiety);
· Modality of primary source imaging;
· Mode of segmentation;
· Reporting of performance, safety and preparatory

steps for definitive clinical trials.

Data Extraction

Two independent investigators (MK & TW) extracted
data in duplicate using a standardised data collection form.
The senior author (DJ) was consulted on any discrep-
ancies. Data were extracted on patient characteristics (age,
sex, type of surgery), intervention (type of XR, peri-
operative stage), study characteristics (number of
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patients, study type, country of origin) and primary and
secondary outcomes.

Data Synthesis

Included studies were tabulated and grouped according to
type of general surgical procedure. Data relating to the
outcomes of interest were recorded, but due to the hetero-
geneity amongst study types, meta-analysis of effect esti-
mates were not performed. When applicable, treatment
effects were displayed in odds ratios (ORs) or risk ratios
(RRs) with 95% confidence intervals (CIs) for dichotomous
data. Continuous data treatment effects were expressed as
mean differences with 95% CIs. Alongside the traditional
approach to reporting data, a structured narrative synthesis
was conducted in line with the Guidance on the Conduct of
Narrative Synthesis in Systematic Reviews from the Eco-
nomic and Social Research Council.12

Risk of Bias

Risk of bias assessment were conducted independently by
MK and TW. Any disagreements were consulted with the
senior author DJ. For studies which involved a comparison

group, the Cochrane’s tool for assessing risk of bias was
used.13 Where applicable, the RoB-2 score was used for
randomised controlled trials (RCT) and the ROBINS-I for
non-randomised studies (NRS). The risk of bias was as-
sessed as “low risk”, “high risk” or “unclear risk” for each
study. The results were depicted graphically using a visu-
alisation tool by McGuinness et al14

Results

Included and Excluded Studies

The search strategy returned 966 articles after removing
duplicate studies. Following abstract screening, 907 arti-
cles were excluded. Full-text reviews excluded 36 studies
and three studies meeting inclusion criteria were identified
through reference searches. The 26 included studies
subsequently underwent data extraction. The selection
process together with reasons for exclusion are outlined in
the PRISMA flowchart in Figure 1.

Study Characteristics

The 26 included studies featured a total of 1142 patients
within case series (1 study, 9 patients), NRS (19 studies,

Figure 1. PRISMA flow diagram for study selection. Adapted from10
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503 patients) and RCTs (6 studies, 630 patients). RCTs
were all single-centre and involved 23% of the included
studies. The most investigated general surgical procedure
using XR technology was liver resection in eleven studies
(42%). Colorectal resection was the next most frequent in
five studies (19%), followed by pancreatic resection (n =
3, 11%), cholecystectomy (n = 2, 8%), splenectomy (n =
1, 4%), pelvic exenteration (n = 1, 4%) and thyroidectomy
(n = 1, 4%). Two studies involved a mixture of abdominal
procedures (8%). The most frequent XR technology used
was AR in 18 studies (69%), followed by VR (n = 6, 23%)
and MR (n = 2, 8%). The research was primarily focused
on intra-operative use (n = 21, 81%), and included in-
terventions dedicated to patient education and recovery
(n = 5, 19%). The full study characteristics are displayed
in Table 1 and the main findings are depicted graphically
in Figure 2.

Quality Assessment

For studies involving a comparison between two groups
(case series excluded), quality assessments were

performed for 25 studies (19 NRS and 6 RCTs). Using
ROBINS-I, the risk of bias in NRS was assessed as “low”
in two studies (n = 2/19, 11%), “moderate” in eight studies
(n = 8/19, 42%) and “high” in nine studies (n = 9/19,
47%). The reasons most likely to lead to an overall “high”
rating included the presence of confounders or poorly
defined interventions. For RCTs, the risk of bias according
to ROB-2 was assessed as “low” in four studies (n = 4/6,
67%) and “some concerns” in two studies (n = 2/6, 33%).
The results are shown graphically in Appendix S2 and S3.

Operative Planning and Navigation

When examining pre-operative uses of XR, there were no
studies solely dedicated to anatomical assessment or
surgical planning. All studies involving the use of XR
technology for pre-operative visualisation also used their
technology intra-operatively. The studies reporting on
operative planning and navigation are outlined in Table 2.
There were no studies that investigated the use of XR to
enhance MDT meetings. In liver surgery, pre-operative
AR has been used to calculate predicted resected liver

Table 1. Study and Patient Characteristics

Ref. Study type Origin n

Patient and study characteristics

Risk of biasAge Sex (M/F%) Surgery XR technology Interventional use

15 NRS China 12 54 83/77 Liver resection AR Intra-operative Moderate risk
17 NRS China 16 58 19/81 Liver resection AR Intra-operative Moderate risk
26 NRS China 85 53 82/18 Liver resection AR Intra-operative Moderate risk
25 NRS China 98 55 38/62 Liver resection AR Intra-operative Moderate risk
39 NRS China 76 52.5 84/16 Liver resection AR Intra-operative Moderate risk
24 NRS China 10 64.5 80/20 Liver resection AR Intra-operative Moderate risk
18 RCT Germany 16 70 75/25 Liver resection VR Intra-operative Low risk
40 NRS China 11 63.4 55/45 Liver resection AR Intra-operative Moderate risk
41 NRS China 48 NA NA Liver resection AR Intra-operative Serious risk
16 NRS France 3 60 33/67 Liver resection AR Intra-operative Serious risk
34 NRS Switzerland 2 75 50/50 Liver resection AR Intra-operative Serious risk
29 RCT Germany 62 NA NA Colorectal resection VR Patient use Low risk
42 NRS Japan 13 NA NA Colorectal resection MR Intra-operative Serious risk
30 RCT Spain 126 64 57/43 Colorectal resection AR Intra-operative Low risk
21 NRS Italy 3 NA NA Colorectal resection VR Patient use Serious risk
22 NRS Ireland 26 68 55/45 Colorectal resection MR Pre-operative Moderate risk
19 NRS Germany 5 66 20/80 Pancreatic resection AR Intra-operative Serious risk
43 NRS Japan 19 NA NA Pancreatic resection AR Intra-operative Serious risk
20 NRS Japan 7 75 43/67 Pancreatic resection AR Intra-operative Serious risk
31 RCT Iran 150 41 15/85 Cholecystectomy VR Patient use Low risk
27 NRS Japan 27 51 56/44 Cholecystectomy AR Intra-operative Serious risk
28 NRS China 34 49 25/65 Splenectomy AR Intra-operative Low risk
23 Case series South Korea 9 39 22/78 Endocrine surgery AR Intra-operative Not applicable
44 NRS Russia 8 NA NA Pelvic exenteration AR Intra-operative Low risk
32 RCT Turkey 225 40 59/41 Mixed abdominal VR Patient use Some risks
33 RCT Romania 51 NA NA Mixed abdominal VR Patient use Some concerns

AR: Augmented reality; MR: Mixed reality; NRS; Non-randomised study; Randomised Controlled Trial; VR: Virtual reality.
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volume (PRLV) from preset resection plans. Zeng et al15

performed this for laparoscopic anatomical liver resection
in 12 patients, and found good agreement when compared
with actual resected liver volume (ARLV) (r = 0.98, P <

0.05, relative error = 8.62 +/� 6.66%). For colorectal
liver metastasis (CRLMs), Ntourakis et al16 used an AR
system to locate tumours which were not identifiable
post-chemotherapy using intra-operative ultrasound.

Figure 2. Graphical illustration of immersive reality technology applications and characteristics in general surgery
CME: Complete mesocolic excision; CVL: Central venous ligation; EBL: Estimated blood loss; FLR: Future liver remnant; LOS: Length of stay; PPPD:
Pylorus-preserving pancreaticoduodenectomy; Peri-op: Peri-operative; R0: Resection for cure; XR: Extended reality

Table 2. XR Interventions for Pre-operative Planning and Surgical Navigation

Ref. Surgery
XR
technology Pre-operative planning Surgical navigation

15 Liver resection AR PRLV calculated using AR
technology, good correlation
with ARLV

16 Liver resection AR AR used to identify CRLMs not visible using intra-
operative ultrasound

17 Left hepatectomy AR Display of dissection plane
18 Liver resection VR No difference in the quotient of planned to intra-

operative resection volume between VR and
control groups

19 Pancreatic resection AR Identification of vascular structures
20 Pancreaticoduodenectomy AR Identification of vascular structures
21 Colorectal resection VR Identification of arterial

anatomical abnormalities
22 CME and CVL AR Identification of arteriovenous

anatomical abnormalities
23 Thyroidectomy AR Identification of nerve structures

ARLV: Actual resected liver volume; CME: Complete mesocolic excision; CRLM: Colorectal liver metastasis; CVL: Central venous ligation; FLR: Future
liver remnant; PRLV: Predicted resected liver volume.
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Using AR models created from imaging before chemo-
therapy, all CRLMs were identified and resected suc-
cessfully. AR navigation systems were also found to be
useful in another liver study, involving displays of a
dissection plan for left hepatectomy.17 Huber et al dis-
puted these navigation findings in their RCT of 16 pa-
tients. They compared two groups (VR and control) of
patients undergoing liver tumour resection. Their primary
endpoint was the quotient of planned to intra-operative
resection volume, which did not show any significant
difference between the groups (0.94 vs 1.11, P = 0.305).18

In pancreatic surgery, XR technology has been used to
identify key anatomical structures. Javaheri et al19 used an
AR system for pancreatic resection in five patients. Using
AR intra-operative overlay, surgeons were able to identify
all planned anatomical structures including the gastro-
duodenal artery, superior mesenteric artery, hepatic artery,
splenic vein, inferior and superior mesenteric vein and
portal vein. These structures were confirmed with intra-
operative ultrasound. Onda et al20 also found their AR
system useful in seven patients undergoing pan-
creaticoduodenectomy. They were able to identify jejunal
arteries and the inferior pancreaticoduodenal artery, which
facilitated early intraoperative vascular ligation.

For colorectal procedures, Guerriero et al21 used VR
for pre-operative planning in three patients undergoing
colorectal resections. The use of VR was crucial for one
patient where an anatomical variant was detected with the
left colic artery having an abnormally short origin from
the inferior mesenteric artery, enabling the surgeon to
anticipate the anomaly and execute safe surgery. Kearns
et al22 also tested their AR system for laparoscopic
complete mesocolic excision and central venous ligation.
Their 3-D models displayed in AR were able to detect
96% of arteriovenous variations in a cohort of 26 patients.

XR technologies have also been used for surgical plan-
ning and navigation in other general surgical procedures. An
AR systemwas tested in the setting of robotic thyroidectomy
to aid location of the recurrent laryngeal nerve.23 In a pilot
study involving six patients, all recurrent laryngeal nerves
were successfully identified using an AR system with a
1.9 mm mean difference between the AR image and actual
nerve position. To conclude, XR technologies have been
used for pre-operative planning (such as calculating FLR)
and intra-operative navigation, frequently to identify specific
anatomical structures (vessels or nerves) or aid tumour
identification. The current literature is limited to individual
specific uses within small, early studies.

Intra-and Post-operative Outcomes

For studies which compared XR intervention and control
groups, intra- and post-operative outcomes were analysed
and detailed in Table 3. Liver surgery involved the most
comparative studies, featuring four papers (3 NRS and

1 RCT).18,24-26 Three studies found significantly reduced
estimated blood loss (EBL), with mean differences of
100 mL (P = 0.002), 100 mL (P = 0.005), and 156.7 mL
(P < 0.001), when AR was used for navigation in
laparoscopic anatomical hepatectomy.24-26 Zhang et al26

also showed reduced length of stay (LOS) by 2 days
(P = 0.003). Lou et al24 found additional significant
differences for AR navigation, including reduced opera-
tive time (mean difference 63.9 minutes, P < 0.001) and
complication rate (31% difference, P = 0.021). In contrast,
Huber et al18 did not demonstrate any differences between
their AR and control groups undergoing liver resection.
Similar results were seen in the study by Onda which used
an AR navigation system for pancreaticoduodenectomy
with no differences seen when compared to their control
group.20 Laparoscopic cholecystectomy was investigated
in one AR study.27 The authors did not find any significant
differences, but qualitative results suggested the tech-
nology was more beneficial for trainee grade surgeons
compared to those who had completed training. Tao et al28

also investigated an AR system, but in the setting of
laparoscopic splenectomy. Their comparison revealed
significantly reduced LOS (3.8 days vs 4.5 days, P =
0.040) and EBL (306.6 mL vs 462.6 mL, P = 0.047) for
the AR navigation group. In summary, improved out-
comes as a result of XR interventions have been displayed
in liver resections. It is important to note the small sample
sizes (n < 100) and moderate risk of bias for these studies,
limiting these findings to a potential signal of clinical
benefit rather than strong evidence of efficacy.

Patient Experience

A total of five studies investigated the use of XR for
patient education and rehabilitation (Table 4). In colo-
rectal surgery, Schrempf et al29 used VR for post-
operative bedside fitness exercises for patients who had
undergone a colorectal resection. The results showed
significantly improved mood scores (Distress thermom-
eter difference = 0.76, P < 0.001) and a numerical re-
duction in LOS, which failed to reach statistical
significance. Turrado et al30 also focused on colorectal
surgery, using VR pre-operatively for patient education
and found significantly reduced pre-operative anxiety
(Hospital Anxiety and Depression Scale difference = 2,
P < 0.001) in their VR group. One study involved two
intervention groups for laparoscopic cholecystectomy,
using VR for either distraction or education.31 Both VR
groups showed significantly improved pre-operative
anxiety (State-Trait Anxiety Inventory Scale differ-
ence = 6, P < 0.001) as well as post-operative pain (Visual
Analogue Scale difference = 2.13, P < 0.001) compared to
controls. Similar results were found in two studies in-
cluding mixed abdominal procedures. Okutan et al
compared VR exposure post-operatively for distraction

6 Surgical Innovation 0(0)
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against standard of care, and showed improved post-
operative pain (Visual Analogue Scale difference =
1.03, P < 0.05) and comfort in the VR group.32 Droc
et al33 performed a similar study on patients undergoing
major abdominal surgery and also found improved post-
operative pain levels (Visual Analogue Scale difference =
1.2, P < 0.05) in the VR group. The use of XR has been
shown to improve patient education and post-operative
rehabilitation in multiple ways. The evidence presented is
derived from five RCTs, with quality assessments de-
termining three at low risk of bias and two with some
concerns, strengthening the evidence of XR benefit for
this part of peri-operative care.

XR Technology Reporting

Reporting of XR technology methodology, primary
source imaging modality, assessment and steps for de-
finitive research was variable (Table 5). For studies that
required segmentation of imaging to produce XR dis-
plays, six (n = 6/21, 29%) did not report on their methods.
Eleven (n = 11/21, 52%) studies reported manual methods
of segmentation, taking up three to six hours per patient in
one paper.20 Kearns et al was the only group to discuss
cost implications, stating that each virtual model cost
650 euros to produce. One (5%) study used semi-
automatic systems and three (14%) used automatic sys-
tems. Out of these, two studies utilised a commercially
available system18,34 whilst the other utilised locally
developed software. With regards to the origin of imaging
for XR models, a majority (n = 14/21, 67%) used
Computed Tomography (CT). Four studies (n = 4/21, 19%)
used a combination of CT and Magnetic Resonance Im-
aging (MRI), whilst three (n = 3/21, 14%) did not report
their source of imaging data. Aminority of studies (n = 6/21,
29%) provided detail on their imaging protocols and quality
assurance. 21 (81%) studies reported at least one measure of
performance, whilst only four (15%) reported specifically
on safety and four (15%) discussed steps for a definitive trial
of their technology. In summary, the majority of the liter-
ature uses manual methods for XR image production, with
limited reporting of primary image source and quality,
safety outcomes and performance outcomes.

Discussion

XR systems have been found to be useful in surgical
planning and navigation, particularly in identifying vas-
cular structures and tumours in hepato-pancreato-biliary
(HPB) and colorectal resections. The benefits for patient
outcomes have been reported in liver surgery for primary
and metastatic tumours, with reduced LOS, EBL, oper-
ative time and complication rates. These results are from
small, unpowered studies; however, they provide a signal
of potential benefit. Improved outcomes are yet to be

defined for other general surgical procedures. For patient
education and recovery, XR systems have been shown to
produce significant improvements in pre-operative and
post-operative anxiety, pain and mood. There are cur-
rently no studies which focus on the use of XR for patient
consent or for MDT purposes within general surgery.
Current XR technologies rely on primarily manual
methods for imaging segmentation, which were ineffi-
cient, taking 3-6 hours per model in one study, and costly,
at 650 euros per model extraction and processing. The
quality of current literature is variable, with over 75% of
studies at moderate or high risk of bias, and infrequent
reporting of imaging source and quality, intervention
safety and next steps for definitive trials and technology
development. To our knowledge, this is the first sys-
tematic review to report on XR interventions in general
surgery.

VR technology was first described in a science-fiction
story in 1935 and has evolved considerably.7 Current MR
systems enable display of digital and real-world content
through a merged reality. This facilitates their use in
healthcare environments, such as the operating theatre,
where space and sterility are frequent barriers for tech-
nology implementation. Despite the technological evo-
lution, clinical uses with an evidenced benefit for patient
outcomes are limited. The most recent scoping review of
XR research found that much of the XR literature (40%) is
aimed at surgical education rather than clinical inter-
ventions.35 When examining studies aimed at clinical
uses, literature reviews in other surgical specialities also
agree that current evidence for the benefit on patient
outcomes is limited.36 The versatility of XR technology
has the potential to enhance all aspects of peri-operative
care, but the opportunities are yet to be developed and
investigated in high-quality studies.

The strengths of this systematic review include de-
fined inclusion criteria for XR use in general surgery. The
results provide a granular description of XR utilisation as
well as the benefits for patient outcomes, with significant
results for patients undergoing liver surgery. The review
also provides a detailed analysis of study reporting,
which is variable within this emerging technological
field. The quality assessments performed enable a
comprehensive review of the current evidence, which is
shown to be of limited quality at present. In addition, the
review provides an assessment of XR technology, such
as imaging source, segmentation methods, along with
current limitations and the research required for wider
adoption. The limitations of this study are also ac-
knowledged. The heterogeneity of studies prohibited
quantitative synthesis by meta-analysis, however, the
narrative synthesis provides a meaningful analysis of
research across general surgery and the XR field. The
low quality of evidence found precludes recommenda-
tions for clinical practice at the current stage, but it does
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highlight the need for robust, high-quality research to
assess the evolving XR technology.

The areas for further research in surgical XR have
been highlighted. The main factor limiting widespread
adoption is manual segmentation. Having experienced
clinicians performing image analysis for three to six
hours per patient is not feasible in a large healthcare
system, such as the National Health Service (NHS).
External services providing such analysis are costly, and
therefore unlikely to be cost-effective. Artificial intel-
ligence (AI) offers a possible solution for automated
segmentation, enabling surgeons to view patient anat-
omy, operative plans, and intra-operative navigation on
demand, and unlocking the potential of XR for wide-
spread use.37 Another challenge to address will include
fusion of multiple imaging modalities, as in this review
19% of studies were noted to include more than one type
of imaging in their XR models. Automatic segmentation
will have to account for variables, such as patient
movement and timing of scans, in the image co-
registration, but if solved XR models will harness the
benefits of different imaging modalities. For example,
CT and MRI scans can miss lesions close to the liver
surface, whereas ultrasound is able to locate these, but
lacks the definition to find deep small lesions in the liver
parenchyma, showing that a fusion of the modalities
could enhance MDT review, surgical planning and op-
erative navigation. Another barrier to adoption involves
the diversity of current XR systems. Nearly all studies
involved locally developed early-stage XR systems
aimed for one specific surgical application. A generic XR
platform that can display multiple organ systems would
be beneficial, but would require further innovation. The
platforms must be versatile to cater for all surgical ap-
proaches. The included studies frequently involve an
additional screen or headset to display 3D reconstruc-
tions next to laparoscopic stack systems.22 To reduce the
task load associated with new surgical tools, XR tech-
nologies must provide a seamless experience integrated
within existing surgical equipment, such as laparoscopic
stack systems or robotic platforms. Headsets will need to
remain an option for open surgery, providing a similar
experience to integrated laparoscopic or robotic solu-
tions. In this systematic review, only four studies re-
ported further plans for clinical trials. Ideally, XR
systems should be subjected to the same prospective
evaluation frameworks as other surgical technologies
with minimum standards for reporting, which should
include primary imaging source and quality, methods for
segmentation, along with safety, efficacy, and utility.38

XR technology has the potential to improve all aspects of
peri-operative care and further studies are required to
investigate its utility across the whole surgical care
pathway, including multi-disciplinary decision-making
and post-operative follow-up. There is scope for more

research in other surgical specialties, rather than the
current focus on HPB surgery. XR could also explore
challenges within surgical subspecialties, such as
anastomotic leak or advanced/recurrent cancer.

Conclusion

The use of XR technology has been reported for pre-
operative planning, patient education, intra-operative
navigation and patient rehabilitation in the field of
general surgery. A signal towards improved outcomes
has been shown for patients undergoing liver resec-
tions, including reduced LOS, EBL, operative time and
complication rates. Similar patient benefits are yet to be
documented for other general surgical procedures. The
findings are limited by the quality of evidence and
varied reporting standards of primary imaging source,
methods of segmentation and safety. Areas for further
research include AI-powered automatic image seg-
mentation, fusion of multiple imaging modalities, in-
terdisciplinary XR platforms, and the use of XR
systems across surgical care pathways.
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