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A. Microscopy: Does your protocol involve video microscopy? N 
B. Does your protocol include software usage? N
C. Which steps of from the protocol section below will viewers benefit most from having filmed?
2.7., 2.8., 2.9., 2.10., 2.11., 2.12., 2.14. 
D. What is the single most difficult aspect of this procedure and what do you do to ensure success? 
2.8.-2.10. (placement of the U stich.)
E. Will the filming need to take place in multiple locations? N
1. Introduction (Experimental Goal and Author Interviews) – As the beginning of your video, the introduction should clearly present the goal of your method to the viewer and its significance. Other information can be provided according to the various statements below, but the total introduction should not exceed 150 words. 
A.  Required Interview Statements: (Said by you on camera. Don’t forget to smile!)  

1.1. Steven Cunningham: This is a novel method of pancreaticojejunostomy, the one part of a pancreaticojejunostomy reconstruction that is still plagued with a high leak rate.  
1.2. Steven Cunningham: The main advantages of this technique are that it is easy to perform, learn, and teach, and that it has a very low associated leak rate.
B.  Optional Interview Statements: (Said by you on camera. Don’t forget to smile!)   
C. Introduction of Demonstrator: (Said by you on camera. Don’t forget to smile!)
1.3. Steven Cunningham: Demonstrating the procedure with me will be Shirali Patel, a pancreatic and hepatobiliary surgeon. 
1.3.1. Interview style: Author saying the above 

1.3.2. The named technician, post doc, student looks up from workbench or desk or microscope and acknowledges the camera.
D. Ethics title card: (for human subjects or animal work, does not count toward word length total)
1.4. Procedures involving human subjects have been approved by the Institutional Review Board (IRB) at Saint Agnes Hospital (2016-020).
Protocol: (read by voice talent at JoVE)
2. Colonial Wig Pancreaticojejunostomy (CWPJ)
2.1. For pancreatic neck transection, first perform a pancreaticoduodenectomy (“pancreatic-oh-duo-den-ecto-mee”) according to standard protocols [1-WIDE-TXT].

2.1.1. Talent making skin incision (TEXT: See text for full pre-operative preparation details) (Author Comment: This was not filmed) (Editor: If no alternative shot was provided here, I recommend omitting the VO and starting at 2.2)
2.2. When the pancreas is visible… place four, full-thickness, transpancreatic, 3-0 silk stay sutures on the superior [1-CU] and inferior edges of the pancreas… and divide the pancreatic neck between the sutures [3-ECU].
2.2.1. Suture being placed/shot of superior edge suture

2.2.2. Suture being placed/shot of interior edge suture

2.2.3. Neck being divided

2.3. Then place a Crile clamp on each of the silk sutures [1-CU] and complete the resection in standard fashion [2-CU]. 
2.3.1. Clamp being placed

2.3.2. Resection being completed

2.4. After removal of the specimen, dissect the posterior surface of the pancreas… free from the retroperitoneum (“retro-perih-toe-knee-uhm”) for several centimeters [1-CU] and bring the stapled end of the jejunum (“jeh-june-uhm”) into position [2-ECU].
2.4.1. Posterior surface being dissected

2.4.2. Stapled end being positioned 
2.5. To create the anastomosis, first use two 3-0 (“three-oh”) silk Colonial-Wig sutures to make one generous, seromuscular (“seh-row-muscular”), full-thickness bites, through the jejunum… and then the pancreas, [1-CU] a few centimeters from the cut surface of the pancreas… at the superior border, and one at the inferior border of the pancreas [2-CU-TXT]. 
2.5.1. Superior bite being made

2.5.2. Inferior bite being made (TEXT: The jejunal bites should be approximately 6 cm apart, i.e. 2 cm from either side of 2-cm jejunotomy)
2.6. Use electrocautery to make an approximately 2-cm jejunotomy (“jeh-june-auto-mee”) along the antimesenteric (“ant-ee-mehsen-teric”) border of the jejunum… just large enough to accommodate the pancreas remnant, but no bigger [1-CU].
2.6.1. Jejunotomy being made

2.7. Leaving the Colonial-Wig sutures untied [1-ECU], place one 3-0 silk horizontal, outer suture between the posterior jejunal serosa (“jehjune-uhl ser-oh-sah”) and the posterior pancreas… about 1 to 1.5 cm from the jejunotomy, and about 1.5 to    2 cm from the cut surface of the pancreas [2-CU] [3-CU].
2.7.1. Shot of untied suture(s)

2.7.2. Pancreas suture being placed (Editor: The authors were informed that the VO and shots for 2.7.2 and 2.7.3 needed to match the order they occurred in. They shifted things despite this and now they do not quite match. For now, I recommend either showing these shots as written or showing them side-by-side, depending on the order the footage seems to show)
2.7.3. Jejunum suture being placed
2.8. Use a 3-0 Vicryl (“vy-crill”) suture with a straightened needle to place one U-suture through the full-thickness of the anterior portion of the jejunotomy into the lumen… and then through the pancreas superior to the pancreatic duct, about 1 cm from the cut surface, and just a few mm from the superior border of the pancreas [1-CU].

2.8.1. 12-15 s anterior suture being place

2.9. Next, take a full-thickness bite through the posterior wall, in and out of the jejunum… [1-CU] and with the needle at the bottom of the “U,” turn the needle 180 degrees to reverse the path [2-CU].
2.9.1. Posterior bite being made

2.9.2. Needle orientation being reversed
2.10. Now, while travelling posterior-to-anterior, and taking a full-thickness bite through the posterior jejunum, pancreas, and anterior wall of the jejunum [1-CU]… use a metallic probe in the pancreatic duct to make sure that the needle does not puncture the duct [2-ECU-TXT].
2.10.1.  Bite being taken through pancreas and anterior wall of jejunum
2.10.2.  Probe being inserted (TEXT: Each bite should encompass most of width of pancreatic parenchyma on either side of main pancreatic duct)

2.11. Then, place a second U-suture in a similar fashion… but inferior to the pancreatic duct… taking care not to include the pancreatic duct in the suture, and again, to encompass most of the pancreatic parenchyma inferior to the duct [1-CU].
2.11.1.  10-12 s second U-suture being placed

2.12. Now, attach a French eye needle to the previously placed stay stitches on the pancreatic remnant [1-ECU]… and take a full-thickness bite, in-to-out through the jejunum, 1 cm away from the jejunotomy to secure the invagination of the corners of the pancreatic remnant deep into the jejunotomy [2-CU].
2.12.1.  Needle being attached

2.12.2.  Bite being taken 

2.13. After both stay sutures have been passed through the jejunum with the French eye needle, pull taut on the stay sutures and the U-sutures to invaginate the pancreatic remnant into the jejunotomy [1-CU]… and then tie the U-sutures [2-ECU], the stay sutures [3-ECU], and the Colonial-Wig sutures [4-ECU]. 
Next, apply gentle tension to a tail of the U-suture to be sure that it pulls, or “saws”, easily back and forth… demonstrating that the U-suture follows a direct path through the pancreas… and that the pancreas is deeply invaginated in the jejunum.  Remember to not overdo this.
2.13.1.  Stich(es) being pulled taut

2.13.2.  Shot of tied U suture(s)

2.13.3.  Shot of tied stay suture(s)

2.13.4.  Shot of tied Colonial-Wig suture(s)

2.13a. If the stay sutures do not adequately dunk the corners of the pancreatic cut surface, an additional stay suture can be placed to better invaginate and secure the corners, deep within the jejunotomy.


2.13.5. [Added Shot]: (Editor: I’m not sure how this is slated or what exactly is shown here. This was added but not in the original script)
2.14. The jejunum should now look much like a colonial wig, fitted snugly around the sides of a colonial Whig’s head [1-CU].
2.14.1.  Shot of jejunum looking like a colonial Whig’s head 
2.15. To provide the final outer layer, place several interrupted 3-0 silk sutures very closely together in a vertical fashion… between the anterior border of the pancreatic remnant and the cut edge of the jejunum to hermetically seal the redundant cuff of jejunum [1-CU-TXT].

2.15.1.  Outer silk sutures being placed (TEXT: Optional: If the posterior outer sutures were not placed, place sutures here)

2.16. Now, wrap the pancreaticojejunostomy anastomosis (“pancreatic-oh-jeh-june-austo-mee an-ah-stow-moh-sis”) with a harvested tongue of healthy omentum (“oh-men-tum”). Here, the harvested tongue of omentum is sutured in place with 3-0 silk sutures… and then place zero, one, or two 19-F, round, fluted drains, depending on surgeon preference and fistula risk.
2.16.1.  Anastomosis being wrapped

2.16.2.  Drains being placed 

2.17. Then perform the remainder of the reconstruction as previously described [1-MED-over the shoulder-TXT].

2.17.1.  Talent performing reconstruction (TEXT: See text for full reconstruction details) 

2.18. At the end of the procedure, extubate when the patient is stable from a hemodynamic (“he-moh-dynamic”) and respiratory standpoint [1-CU]… and admit the patient to the intensive care unit for overnight close monitoring [2-MED]. 
2.18.1.  Endotracheal tube being removed

2.18.2.  Talent entering ICU
3. Results: Comparison of Conventional Pancreaticoduodenectomy (PD) and CWPJ
3.1. In this series, there were three grade-A [1-LM] clinically insignificant fistulas, four grade-B [2-LM], and zero grade-C clinically-relevant postoperative pancreatic fistulas in the control pancreaticoduodenectomy group.
3.1.1. Table_1.xlsx: Video Editor: please emphasize 3 (12%) Conventional PD data cell

3.1.2. Table_1.xlsx: Video Editor: please emphasize 4 (15%) Conventional PD data cell

3.1.3. Table_1.xlsx: Video Editor: please emphasize 0 Conventional PD data cell

3.1.4. Table_1.xlsx: Video Editor: no animation

3.2. In the Colonial-Wig pancreaticojejunostomy group, the clinically-relevant postoperative pancreatic fistula rate was 0 among the eligible cases [1-LM]… with one grade-A postoperative pancreatic fistula in the Colonial-Wig group [2-LM].
3.2.1. Table_1.xlsx: Video Editor: please emphasize both 0 CWPJ data cells

3.2.2. Table_1.xlsx: Video Editor: please emphasize 1 (5%) CWPL data cell
3.3. The lower postoperative pancreatic fistula rate in the Colonial-Wig group was not due to the presence of lower-risk glands in that group [1-LM]… and the two groups were similar regarding other important parameters such as gland texture, pancreatic duct diameter [3-LM], distribution of pathologies [4-LM], and estimated blood loss [5-LM].
3.3.1. Table_2.xlsx: Video Editor: please emphasize Authors: what data from the Table should be emphasized to illustrate this point?
3.3.2. Table_2.xlsx: Video Editor: please emphasize Conventional PD and CWPJ gland texture data row
3.3.3. Table_2.xlsx: Video Editor: please emphasize Conventional PD and CWPJ duct diameter data row

3.3.4. Table_2.xlsx: Video Editor: please emphasize Conventional PD and CWPJ PDAC data row

3.3.5. Table_2.xlsx: Video Editor: please emphasize Conventional PD and CWPJ blood loss data row
4. Conclusion (said by authors on camera):
4.1. Steven Cunningham: While attempting this procedure, it’s important to remember that the best anastomosis may be the one that you are most comfortable performing.

4.2. Author’s name: The information contained in this video is intended merely to demonstrate a single technique and should not be used in isolation for direct patient care and is not mean to be a substitute for formal surgical training. 

4.3. Author’s name: The authors, contributors, and affiliated hospital accept no responsibility for harm or benefit that may arise in conjunction with this video.
Provided Media

Authors, please list all images, movie files, or 3-D rendered animations that are to be included in the video per editor’s request. The step in the script/video where the files will be inserted should be indicated before the file name (please do not name files with step number, as step numbers may change with revisions). For example:

3.1.1. Figure1.tif - dual color imaging of tumor angiogenesis at 40X 

3.1.2. Figure2.tif - dual color imaging of tumor angiogenesis at 100X

Formats: For static images, we prefer .tiff, .eps, Illustrator, PowerPoint or Photoshop files at dimensions of at least 720X480 pixels and 300 dpi. The higher resolution, the better. Likewise, any exported movie files should have at minimum these dimensions and be rendered to .mov, .mp4, or .avi files. 
Table_1.xlsx
Table_2.xlsx
General Preparation

It’s critical for a smooth and organized shoot that all reagents are accounted for, in advance.  

Any overnight or long incubation steps should be recognized and specimens/samples be prepared in advance so that prior steps can be recorded and shooting can continue with pre-prepared specimens/samples. 
All tubes/flasks should be pre-labeled neatly before we arrive. 
Ex. Luciferase assay done in 96 well plates should be labeled with negative/positive control wells and experimental samples are labeled accordingly.

You will receive more detailed preparation instructions in the email accompanying the finalized script.
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