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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? 

2.3.1., 2.3.2., 2.4.2., 2.5.1., 2.10.1.

D. What is the single most difficult aspect of this procedure and what do you do to ensure success? 2.5.1.
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 significance of your method to the viewer. 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. Liping Zeng: This procedure was developed to protect patient fertility by preventing the possibility of uterine rupture in post-myomectomy pregnancies induced by large, barely-closed, residual cavities and poorly-healed myometria. 

1.2. Liping Zeng: The key advantage of this procedure is that it minimizes the surgical injury to the myometrium on the outside of pseudo-capsule and the vascular tissue inside of the pseudo-capsule. 
B.  Optional Interview Statements: (Said by you on camera. Don’t forget to smile!)  

1.3. Weixia Wei: This intracapsular rotary-cut procedure requires patience and care, especially at the beginning of the procedure and during the application of the electrical monopolar knife.

C. Introduction of Demonstrator: (Said by you on camera. Don’t forget to smile!)
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 Peking University Shenzhen Hospital.
Protocol: (read by voice talent at JoVE)
2. Intracapsular Rotary-Cut Procedure (IRCP)

2.1. Before beginning the procedure, use standard techniques to establish a 10-mm umbilical port [1-WIDE-TXT] and one two 5-mm ports and one 10-mm ancillary port in the lower and middle abdomen in the anesthetized patient [2-CU-TXT].

2.1.1. [shot by the photographer] Talent placing port (TEXT: Sterilize skin according to standard procedures)

2.1.2. [shot by the photographer] 10-mm ancillary port being placed, with 5-mm port visible in frame if possible (TEXT: General anesthesia/monitoring according to institutional guidelines)

2.2. When all of the ports have been placed, carefully inspect the pelvis to confirm the size, number, and location of the fibroids [1-MED-TXT] and use a 10-mL syringe to inject an ischemic solution into the myometrium around the fibroids [2-CU-TXT].
2.2.1. [shot by the photographer]Talent inspecting pelvis [video-1. 00:10-00:15] [video-1. 07:12-07:23]  (TEXT: Maintain intraabdominal pressure at 13 kPa; gas flow rate at 12 L/min) 
2.2.2. [shot by the photographer] Solution being injected [video-1. 10:14-10:30] (TEXT: See text for all solution preparation details) 
2.3. Determine the incision position on the most-protruding site of the fibroid [1-CU] and use a monopolar hook electrode at 30 Watts to make a longitudinal incision, taking care the length is no longer than half of the fibroid diameter [2-CU].

2.3.1. Fibroid incision point being determined [video-1. 10:53-10:59]
2.3.2. Incision being made [video-1. 11:10-11:46]
2.4. After exposing the fibroid surface [1-ECU], use laparoscopic forceps to pull the fibroid outward to expose the boundary between the fibroid and the pseudo-capsule [2-CU].

2.4.1. Pseudo-capsule being opened [video-1. 12:07-12:25]  [video-1. 12:54-13:05]
2.4.2. Fibroid being pulled outward/boundary being exposed [video-1. 15:44-15:50]  [video-1. 16:01-16:10]
2.5. Use a monopolar electrical knife to make multiple, to make the first cut on the exposed part of the fibroid [1-CU], then hold the edge of the first cut with the forceps to pull the fibroid outward [2-CU].

2.5.1. Cut being made [video-1. 17:02-17:10] [video-1. 17:27-17:51] [video-1. 18:08-18:23] [video-1. 18:41-18:52] [video-1. 18:58-19:03] [video-1. 19:17-19:26]  [video-1. 20:19-20:43]
2.5.2. Edge being grasped [video-1. 19:42-19:52] [video-1. 21:05-21:13]
2.6. Next, make multiple, long rotary cuts on all sides of the fibroid that have been isolated from the capsule at different levels of the fibroid that partially overlapping with the prior cuts to shirt the dimeter of the tumor [1-CU-TXT].

2.6.1. At least some cuts being made overlapping with each other [video-1. 22:36-22:43] [video-1. 24:01-24:13] [video-1. 24:45-24:54] (TEXT: Do not repeat cuts in same location/cut off any pieces of fibroid)

2.7. While the cuts are being made, switch the forceps from the previous cut to the next cut to keep pulling the tissue outward to facilitate further exposure of the gap between the fibroid and the pseudo-capsule [1-CU], use vacuum drainage to remove the smoke to maintain a clear viewing field as necessary [2-CU].

2.7.1. Fibroid being pulled and cut [video-1. 25:13-25:25][ video-1. 28:49-29:00][ video-1. 39:59-40:08]
2.7.2. [shot by the photographer] Smoke being aspirated 
2.8. When more than half of the fibroid is outside of the incision [1-ECU], the pseudo-capsule and the myometrium will contract, squeezing the fibroid out of the cavity [2-CU]. The pseudo-capsule should slip to the base of the fibroid [3-CU].

2.8.1. Shot of longest dimension outside of incision [video-1. 43:49-44:14]
2.8.2. Fibroid being squeezed [video-1. 45:21-45:33] [video-1. 47:37-47:51] (TEXT: Avoid blunt dissection/protect fibers and vessels of pseudo-capsule)

2.8.3. Pseudo-capsule slipping to base of fibroid [video-1. 44:03-44:05] [video-1. 44:23-44:29] [video-1. 45:59-46:21]
2.9. Continue making the incisions until the base of the fibroid is exposed [1-ECU] and can be isolated from its pseudo-capsule [2-CU].

2.9.1. Incisions being made/shot of base of fibroid [video-1. 48:53-49:09] [video-1. 49:33-49:35] [video-1. 49:40-49:45] [video-1. 49:57-50:09] [video-1. 51:20-51:25] [video-1. 51:31-51:45] [video-1. 54:29-54:35] [video-1. 54:44-54:52]
2.9.2. Fibroid being isolated from pseudo-capsule [video-1. 53:42-50:56]
2.10. Then use bipolar electrocautery forceps to coagulate and cut off the blood vessels to completely remove the fibroid [1-CU], leaving only a shallow residual cavity [2-ECU].
2.10.1.  Blood vessels being excised/fibroid being removed [video-1. 55:28-55:30] [video-1. 55:31-55:34] [video-1. 55:37-55:40] [video-1. 57:55-57:59] [video-1. 58:14-58:17] [video-1. 58:34-58:37] [video-1. 58:40-58:44] [video-1. 59:00-59:04] [video-1. 59:08-59:17]
2.10.2.  Shot of residual cavity [video-1. 59:40-59:50] [video-1. 01:04:49-01:05:00]
2.10.3. [Added shot] The comparison between residual cavity and fibroid [video-1. 01:00:46-01:00:50] [video-1. 01:04:02-01:04:07]
2.11. Starting at 5 mm outside of the incisal edge, close the empty fibroid cavity in a single layer with a running 30-cm 1-0 polyglyconate unidirectional barbed suture in 1 cm increments, taking care that the stitching passes through the bottom of the residual cavity [1-CU-TXT].

2.11.1.  12-15 s suture being placed [video-1. 1:05:37-1:05:49] [video-1. 1:07:01-1:07:04] [video-1. 1:20:08-1:20:12]  (TEXT: Leave no dead space) 
2.11.2. [Added shot]  Uterine appearance after suture. [video-1. 1:21:16-1:21:18]
2.12. Then enlarge the 10-mm port to 15-20-mm for the introduction of the morcellator [1-ECU] and morcellate the fibroid with a reusable morcellator [2-CU]. There is only a little bleeding in the whole procedure.
2.12.1. [shot by the photographer] Port being enlarged

2.12.2. [shot by the photographer] Fibroid(s) being morcellated [video-2. 09:01-09:16]
2.12.3. [Added shot] [shot by the photographer]  CU: removed morcellated fibroids.

2.12.4. [Added shot] [shot by the photographer]  CU: volume of hemorrhage (ml).
3. Results: Representative Perioperative Outcomes between IRCP- and Laparoscopic Myomectomy (LM)-Treated Patients 
3.1. In this clinical study, after excluding the 9 laparoscopic myomectomy cases that were converted to laparotomy [1-LM], the average age of patients in the two groups was statistically similar [2-LM] as were the mean diameters of the fibroids [3-LM].

3.1.1. Table 1.xlsx: no animation

3.1.2. Table 1.xlsx: Video Editor: please emphasize age data cells in both LM and IRCP group data columns
3.1.3. Table 1.xlsx: Video Editor: please emphasize diameter data cells in both LM and IRCP group data columns
3.2. However, the time of enucleation and suturing [1-LM], intraoperative bleeding [2-LM], and decline of hemoglobin [3-LM] were all significantly lower in the intracapsular rotary-cut procedure group than in the laparoscopic myomectomy group [4-LM].

3.2.1. Table 1.xlsx: Video Editor: please emphasize time of enucleation and suture data cell in IRCP group data column
3.2.2. Table 1.xlsx: Video Editor: please emphasize intraoperative bleeding data cell in IRCP group data column
3.2.3. Table 1.xlsx: Video Editor: please emphasize decline of hemoglobin data cell in IRCP group data column
3.2.4. Table 1.xlsx: Video Editor: please emphasize time enucleation and suture, intraoperative bleeding, and decline of hemoglobin data cells in LM group data column

4. Conclusion (said by authors on camera):

4.1. Ruifang Wu: The intracapsular rotary-cut procedure significantly minimizes the damage to the uterus, protects the myofibers of the pseudo-capsule, and leaves a shallower residual cavity for easier stitching and healing of the myometrium, all of which help to preserve patient fertility.
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

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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