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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 your protocol will viewers benefit most from having filmed? 
2.3., 2.6., 2.8., 2.9., 3.5., 3.9.
D. What is the single most difficult aspect of this procedure and what do you do to ensure success? 
3.5. It’s important to fully resect the urethral stricture as well as the surrounding spongiofibrosis in order to obtain two well-vascularized urethral ends. 

3.9. To prevent urethroplasty failure, it is of utmost importance to complete the anastomosis without any tension after sufficient proximal and distal mobilization of the urethra. 
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. Wesley Verla: This vessel-sparing technique aims to reduce surgical trauma during urethroplasty by excision and primary anastomosis procedures.
1.2. Nicolaas Lumen: Preserving the bulbar arteries potentially reduces the risk of postoperative erectile dysfunction and glans ischemia and could be beneficial for subsequent urethral interventions requiring a well-sustained vascularization.  

B.  Optional Interview Statements: (Said by you on camera. Don’t forget to smile!)  

D. Introduction of Demonstrator: (Said by you on camera. Don’t forget to smile!)
1.3. Wesley Verla: Assisting the procedure will be NAME, a urology resident, and NAME, an instrumentalist trained in urologic procedures. Video editor: 
E. 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 local Ethics Committee at Ghent University Hospital.
Protocol: (read by voice talent at JoVE)
2. Bulbar Urethra Access and Mobilization
2.1. After confirming the presence of a stricture by retrograde and/or antegrade urethrography [1-LM-TXT], adjust the patient on the operating table in the supine position [2-WIDE-TXT] in a modified lithotomy position with the knees and hips flexed 60-90° with 45° of abduction [3-MED] and the calves supported in leg holders  [4-CU].
2.1.1. *To be provided by Authors: Image of Patient urethrography (TEXT: See text for full pre-operative preparation/anesthesia delivery details

2.1.2. Talent adjusting Patient in supine position (TEXT: Check for excessive compression to prevent neurovascular compression syndrome)
2.1.3. Knees and hips being flexed

2.1.4. Feet and/or calves being placed into boot(s)/Shot of feet and calves in boots
2.2.  Disinfect the exposed perineum [1-CU] and external genitals with an iodine-based antiseptic scrub [2-CU] and place sterile drapes around the operating field, including the penis and scrotum without the anus [3-MED].
2.2.1. Perineum and/or genitals being shaved

2.2.2. Antiseptic being applied
2.2.3. Talent placing drape(s)
2.3. To access the bulbar urethra, use a #24 scalpel blade to make a midline perineal skin incision [1-CU] and dissect the subcutaneous fat tissue through Colles’ fascia with a monopolar electrocauter until the bulbospongious muscle is encountered [2-CU-TXT], cauterizing any bleeding vessels as necessary [3-ECU].

2.3.1. Incision being made

2.3.2. Tissue being cauterized (TEXT: Coagulation and cutting mode on 25 W and pure)
2.3.3. Vessel being cauterized
2.4. Incise the bulbospongious muscle at the midline [1-ECU] and use Jones scissors to dissect the muscle away from the underlying corpus spongiosum [2-CU], fixing the bulbospongious muscle at the perineal skin with four silk 2-0 stay sutures [3-CU].
2.4.1. Muscle being incised

2.4.2. Muscle being dissected 
2.4.3. Suture being placed

2.5. Apply a self-retaining retractor [1-CU] and attach elastic stay hooks to the bulbospongious muscle [2-ECU] with sufficient traction, securing the elastics to one of the slots of the retractor [3-CU].
2.5.1. Retractor being placed
2.5.2. Hook(s) being attached/traction being created (Videographer: Split action into separate shots as necessary)
2.5.3. Elastics being secured 

2.6. Next, dissect the bulbar urethra sharp in a circumferential manner, starting at the mid-bulbar region [1-CU], to allow further dorsal dissection of the urethra and a detachment of the dorsal Buck’s fascia from the tunica albuginea of the corpora cavernosa [2-CU]. 

2.6.1. Incision(s) being made

2.6.2. Urethra being dissected/fascia being detached

2.7. Encircle the exposed bulbar urethra with a vessel loop [1-ECU] and secure the loop with a Kocher clamp to facilitate manipulation [2-CU].

2.7.1.  Urethra being encircled
2.7.2.  Loop being secured 

2.8. Continue the dorsal dissection and detachment in the distal direction toward the penoscrotal angle, using sharp scissors and closely following the avascular surgical plane of Buck’s fascia [1-CU-TXT].
2.8.1.  Dissection being continued (Video Editor: please indicate Buck’s fascia when mentioned as possible/appropriate) (TEXT: Cauterize communicating vessels between corpus spongiosum and corpora cavernosa)
2.9. Then continue the dorsal dissection proximally toward the urogenital diaphragm without dissecting the bulb of the corpus spongiosum at the anal side and leaving the perineal body intact [1-CU].
2.9.1.  Dissection being continued (Video Editor: please indicate bulb of corpus spongiosum when mentioned if possible/appropriate)
3. Bulbar Stricture Opening and Urethral Anastomosis
3.1. To open the stricture, introduce a 20-French silicone urethral catheter [1-WIDE] into the meatus urethrae and pass the catheter up toward the distal extent of the urethral stricture [2-CU].
3.1.1. Talent picking up catheter 
3.1.2. Catheter being inserted/extended into stricture
3.2. At this level, use a #15 scalpel blade to open the urethra dorsally in a longitudinal manner [1-ECU] and place one silk 3-0 stay suture on each side of the opened urethra to facilitate exposure of the urethral lumen [2-CU].
3.2.1. Incision being made

3.2.2. Second suture being placed, with first suture visible in frame if possible
3.3. Insert a 3-French ureteral catheter through the urethra and proximally up through the strictured area [1-CU], opening the stricture along the catheter until healthy urethral tissue is encountered [2-ECU].

3.3.1. Catheter being inserted 
3.3.2. Stricture being opened/healthy tissue being encountered

3.4. Introduce a 20-French metal sound up toward the bladder to evaluate the patency and caliber of the proximal urethra [1-CU] and place one silk 3-0 stay suture on each side of the opened proximal urethra [2-ECU].
3.4.1. Sound being introduced

3.4.2. Suture being placed  
3.5. Then resect the stricture as well as the surrounding spongiofibrosis until healthy spongious tissue is encountered ventrally [1-CU-TXT] and grasp the urethral mucosa with a DeBakey forceps with a large grip [2-CU].
3.5.1. Stricture being resected (TEXT: Leave healthy spongious tissue intact)
3.5.2. Mucosa being gripped

3.6. Nicolaas Lumen: It’s important to fully resect the urethral stricture as well as the surrounding spongiofibrosis to obtain two well-vascularized urethral ends [1-MED-interview style]. 
3.6.1. Nicolaas Lumen, speaking the above interview style (looking just off-camera)

3.7. Using interrupted 4-0 sutures, ligate the ventral ends of the proximal and distal urethra from the inside of the urethral lumen for creation of the ventral urethral plate [1-CU].
3.7.1. Suture being placed 
3.8. Dorsally spatulate the healthy urethral edges for about 1 cm [1-CU] and remove the stay sutures [2-ECU].
3.8.1. Edges being spatulated

3.8.2. Suture(s) being removed 

3.9. Then use interrupted 4-0 sutures to close the dorsal edges of the urethral ends transversely over the silicone catheter [1-CU] and to close the corpus spongiosum over the urethra [2-CU].

3.9.1. Sutures being placed over catheter

3.9.2. Sutures being placed over urethra 

3.10. Wesley Verla: To prevent urethroplasty failure, it is of the utmost importance to complete the anastomosis without any tension after sufficient proximal and distal mobilization of the urethra [1-MED-interview style]. 
3.10.1.  Wesley Verla, speaking the above interview style (looking just off-camera)
4. Catheter Drain and Wound Closure

4.1. Leaving the silicone catheter in place, place a 10-French suction drain between the corpus spongiosum and the bulbospongious muscle [1-WIDE] and perforate the skin of the right inguinal region with the 10-French drain needle [2-CU].
4.1.1. Talent placing drain

4.1.2. Skin being perforated

4.2. After clipping the needle, cut the stay sutures with Mayo-Stille scissors [1-CU], remove the retractor, and use a 3-0 running suture close the bulbospongious muscle over the underlying urethra, corpus spongiosum, and suction drain [2-CU].
4.2.1. Sutures being cut

4.2.2. Shot of incision without retractor, then suture being placed
4.3. Suture Colles’ fascia in a running manner [1-CU] and suture the skin with interrupted Donati stitches, both using 3-0 sutures [2-CU]. 
4.3.1. Fascia being sutured

4.3.2. Skin being sutured

4.4. Use a silk 2-0 suture to fix the suction drain at the groin [1-ECU]. Then,  attach the suction drain to the vacuum flask [2-MED]. 
4.4.1. Drain being sutured

4.4.2. Talent attaching drain to flask Video editor: The authors said they did not “specifically” film this. I am not sure if that means this was captured in another shot or just removed from the script entirely. If it was the latter, the second sentence of VO can be removed. 
4.5. Then apply a perineal compressive dressing [1-CU-TXT].
4.5.1. Dressing being placed (TEXT: See text for full post-operative monitoring/care details)
5. Results: Representative Pre- and Post-Surgical Analyses 
5.1. Between 2011 and 2017, a total of 117 patients with isolated short bulbar [1-LM] or posterior urethral strictures [2-LM] were treated with vessel-sparing excision and primary anastomosis at Ghent University Hospital, with a median follow-up time of 35 and 45 months for bulbar and posterior strictures, respectively [3-LM].
5.1.1. Table 1 – emphasis bulbar.xlsx: no animation
5.1.2. Table 1 – emphasis posterior.xlsx: no animation
5.1.3. Table 1. Baseline characteristics_revised.xlsx: no animation

5.2. Although the operation time and the catheter stay were longer in the posterior vsEPA group [1-LM], the complication rate was low between the groups and mainly consisted of low-grade events, such as wound dehiscence, wound infection, urinary infection, bladder spasms, and hematoma [2-LM].
5.2.1. Table 2. Per-and postoperative charactertisits_revised.xlsx: please emphasize Median hospital stay data for Bulber and Posterior vsEPA groups

5.2.2. Table 2 – emphasis complications.xlsx: no animation
5.3. Overall, the estimated failure-free survival was 95.3%, 95.3%, and 87% at 1, 2, and 5 years respectively for the bulbar vessel-sparing excision and primary anastomosis group [1-LM], and 88.3% over the same monitoring periods for the posterior vessel-sparing excision and primary anastomosis group [2-LM].
5.3.1. Fig 1 - emphasis blue.tif: please emphasize blue data line
5.3.2. Fig 1 - emphasis red.tif: please emphasize red data line
6. Conclusion (said by authors on camera):
6.1. Wesley Verla: To conclude, vessel-sparing excision and primary anastomosis provides excellent success rates with low complication rates for isolated short bulbar and posterior urethral strictures.
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 – emphasis bulbar.xlsx
Table 1 – emphasis posterior.xlsx
Table 1. Baseline characteristics_revised.xlsx

Table 2. Per-and postoperative charactertisits_revised.xlsx
Table 2 – emphasis complications.xlsx
Fig 1 – emphasis blue.tif
Fig 1 – emphasis red.tif
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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