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Author Questionnaire:
1. Microscopy: Does your protocol involve video microscopy? N
2. Does your protocol demonstrate software usage? N
3. Which steps from the protocol section below are the most important for viewers to see? 
3.2., 3.3., 4.5., 5.2., 5.7.
4. What is the single most difficult aspect of this procedure and what do you do to ensure success? 
n/a
5. Will the filming need to take place in multiple locations (greater than walking distance)? N


Section - Introduction
Videographer: Interviewee Headshots are required. Take a headshot for each interviewee.

1. REQUIRED Interview Statements (Said by you on camera): All interview statements may be edited for length and clarity.

1.1. Neal Ramchandani: Esophagogastric anastomotic leaks represent one of the more frequent complications after esophagectomy, causing significant morbidity and occasional mortality [1]. 

1.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera

1.2. Neal Ramchandani: This novel “side-to-side: staple line-on-staple line” technique creates a larger diameter anastomosis while simultaneously maintaining a conduit blood supply, reducing the incidence of anastomotic leaks and strictures [1].

1.2.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera

Introduction of Demonstrator (Said by you on camera):

1.3. Author Name: Demonstrating the procedure will Kenneth Kesler, a Harris B. Shumaker professor of thoracic surgery at the Indiana University Simon Cancer Center [1][2].  

1.3.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera
1.3.2. The named technician, post doc, student looks up from workbench or desk or microscope and acknowledges the camera

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 Boards (IRB) at Indiana University and Purdue University.


Section - Protocol
2. Initial Laparotomy Phase
2.1. [bookmark: _Hlk13576559]To perform the initial laparotomy, use electrocautery to make an upper midline incision including the xiphoid process [1-TXT] and place a self-retaining abdominal wall retractor within the incision for peritoneal cavity exposure [2].
2.1.1. WIDE: Talent making incision TEXT: See text for patient anesthesia details
2.1.2. Retractor being placed
2.2. Perform a wide Kocher maneuver to mobilize the entire duodenum from the retroperitoneum [1-TXT] and temporarily place a standard size laparotomy sponge under the duodenum to elevate the conduit [2].
2.2.1. Maneuver being performed TEXT: Maneuver straightens gastric conduit and allows well-vascularized stomach conduits to advance above azygos arch
2.2.2. Sponge being placed
2.3. Place a nasogastric tube along the greater curvature to avoid manipulation of the right gastroepiploic vessels [1] before cauterizing and dividing the omental blood vessels with a standard energy device to divide the gastrocolic ligament [2].
2.3.1. Vessels being cauterized/divided
2.3.2. Tube being placed
2.4. Score the peritoneum circumferentially around the diaphragmatic crus with electrocautery [1] and temporarily place a Penrose drain around the intraabdominal esophagus [2].
2.4.1. Peritoneum being scored
2.4.2. Drain being placed
2.5. Ligate the left gastroepiploic and short gastric vessels with a combination of suture and surgical clips [1] before dividing these vessels with electrocautery [2].
2.5.1. Suture and/or clip being placed
2.5.2. Vessel(s) being divided
2.6. Use vascular endostaplers to clear the lesser gastric curve of fat and blood vessels, typically located 3-5 centimeters distal to the gastroesophageal junction [1], and beginning from the greater gastric curve into the cleared area on the lesser gastric curve, use three to five 60-millimeter endoscopic staplers to cleave the upper gastric fundus and cardia from the remainder of the stomach [2-TXT].
2.6.1. Staplers being used to clear lesser gastric curve of fat and blood vessels
2.6.2. Staplers being used to clear upper gastric fundus and cardia TEXT: See text for all technique modifications in cases of malignancy
3. Gastric Conduit Creation
3.1. For gastric conduit creation, debulk lesser omental fat around the right gastric vessels to allow the conduit to be straightened and lengthened [1].
3.1.1. WIDE: Talent debulking fat
3.2. To secure the stomach and to provide outward retraction [1], create a narrow, uniform, 7-8-centimeter diameter conduit with an initial fire of the 100-millimeter stapler, which delivers two rows of 4.8-millimeter staples aiming just beneath the previous staple line [2].
3.2.1. Shot of straightened and lengthened gastric vessels Videographer: Important step
3.2.2. 100-mm stapler being fired Videographer: Important step
3.3. Then complete the conduit construction with 2 or 3 additional fires of the 60-millimeter endoscopic tri-stapler into the cleared area on the lesser gastric curve [1].
3.3.1. 60-mm stapler being fired Videographer: Important step
3.4. When all of the staples have been placed, inspect the tip of the conduit [1]. Within 3-5 minutes, punctate bright red bleeding should be observed through the lesser curve staple line, representing a good conduit perfusion [2-TXT].
3.4.1. Shot of tip
3.4.2. Shot of tip with punctate bleeding TEXT: Trim conduit tip w/ 100-mm stapler until punctate bleeding observed as necessary
3.5. When the punctate bleeding is observed, perform a standard Heineke-Mikulicz pyloroplasty to ensure good conduit emptying [1] and comfortably stretch the conduit toward the neck without undue tension to make an initial estimate of how high the chest the conduit will reach [2].
3.5.1. Pyloroplasty being performed
3.5.2. Conduit being stretched
3.6. Next, open the right pleura through the diaphragmatic crus [1] and place the conduit tip into the right chest, keeping the lesser curve staple line facing rightward [2].
3.6.1. Right pleura being opened
3.6.2. Conduit tip being placed into right chest 
3.7. Then temporarily close the abdomen with a few interrupted fascial sutures and skin staples [1].
3.7.1. Suture or staple being placed
4. Thoracic Phase
4.1. To initiate the thoracic phase of the procedure, place the Patient in the left lateral decubitus position [1] and perform a serratus muscle sparing right thoracotomy through the fifth intercostal space [2].
4.1.1. WIDE: Talent adjusting Patient position
4.1.2. Serratus muscle sparing right thoracotomy being performed
4.2. Divide the intercostal muscle under the incision within 3-5 centimeters of the vertebral body posteriorly and the sternum anteriorly, allowing additional movement of the fifth and sixth ribs with minimal risk of fracture or bruising [1].
4.2.1. 10-15 s Muscle being divided
4.3. Excise the arch of the azygos vein [1] and divide the inferior pulmonary ligament [2] to facilitate delivery of the conduit into the right chest until there is no redundancy, limiting the tension on the right gastric and right gastroepiploic vascular pedicles to determine the superior extent of the esophageal dissection needed [3].
4.3.1. Arch being excised
4.3.2. Ligament being divided
4.3.3. Conduit being delivered 
4.4. Then carefully occlude the lymphatics with surgical clips [1] and dissect the esophageal wall from the surrounding mediastinal soft tissues at the level of the tracheal carina superiorly to a level at which the tip of the conduit reaches without tension, usually 3-5 centimeters superior to the carina [2].
4.4.1. Lymphatics being occluded Videographer: Important step
4.4.2. Wall being dissected Videographer: Important step
5. Esophagogastric Anastomosis Creation
5.1. For esophagogastric anastomosis creation, align the mid left lateral aspect of the upper third of the intrathoracic esophagus over the lesser curve staple line [1].
5.1.1. WIDE: Talent aligning aspect 
5.2. Place four tacking sutures approximately 2-3 centimeters apart to maintain the alignment [1] and transect the esophagus 1 centimeter distal to the inferior set of tacking sutures [2].
5.2.1. Shot of alignment, then suture being placed Videographer: Important step
5.2.2. Esophagus being transected
5.3. Create a corresponding 1-2-centimeter opening in the conduit across the lesser curve staple line [1] and place interrupted sutures within the common lumen, incorporating the adjacent conduit and esophageal walls beginning in the middle through the lesser curve staple line and progressing to either side [2].
5.3.1. Opening being created
5.3.2. 10-15 s Suture(s) being placed 
5.4. The length of the cut end of the esophagus is typically somewhat longer than the edge of the gastric conduit, so an ellipse of the conduit should be removed over the lesser curve staple line rather than extending the rent laterally to preserve the collateral blood supply [1].
5.4.1. Ellipse being removed
5.5. To optimize the length of the side-to-side communication between the esophagus and the conduit, use an oscillating saw to trim 5 millimeters from the distal plastic tip of the stapler cartridge [1] and fire the stapler to cut through and re-staple the lesser curve staple line [2].
5.5.1. Tip being trimmed
5.5.2. Stapler being fired
5.6. Then place the narrow anvil of a 45-millimeter endoscopic stapler with a 4.1-millimeter staple height in the esophageal lumen and the large anvil in the conduit [1].
5.6.1. Stapler being placed
5.7. Close the open common lumen in two layers of sutures beginning with an inner layer of inverted interrupted 3-0 polyglactin suture [1] and followed by a second layer of interrupted 3-0 silk using a Lembert technique [2].
5.7.1. Inner layer suture being placed Videographer: Important step
5.7.2. Second layer suture being placed Videographer: Important step
5.8. Over secure the upper aspect of the lesser curve conduit staple line with interrupted 3-0 silk sutures in a Lembert fashion extending inferiorly until the right gastric vessels are encountered [1].
5.8.1. Suture(s) being placed 
5.9. When all of the sutures have been placed, have the Anesthesiologist place a nasogastric tube into the conduit to the level of the crus by palpation [1].
5.9.1. Tube being placed 
5.10. For anastomoses created near the thoracic inlet, use a pleural flap to seal the anastomosis in the posterior mediastinum [1].
5.10.1. Flap being used to seal anastomosis 
5.11. For anastomoses in the middle aspect of the posterior mediastinum, mobilize a pericardial fat pad from the anterior mediastinum [1] and loosely wrap the pad to cover the esophagogastric anastomosis [2].
5.11.1. Fat pad being mobilized
5.11.2. [bookmark: _GoBack]Anastomosis being wrapped 
5.12. Then close the thoracotomy incision [1]. 
5.12.1. Incision being closed
6. Re-Laparotomy: “Double Flip” Phase
6.1. To perform a re-laparotomy, with the Patient in the supine position, reopen the midline laparotomy incision [1] and carefully push any excess right gastroepiploic fat upward through the left diaphragm crus into the chest [2].
6.1.1. WIDE: Talent opening incision
6.1.2. Fat being pushed through diaphragm
6.2. Use interrupted 2-0 silk sutures to secure the right gastroepiploic fat and conduit to the diaphragmatic crus [1] and place a feeding jejunostomy tube as necessary [2-TXT].
6.2.1. Suture(s) being placed
6.2.2. Feeding tube being placed TEXT: e.g. place tube in elderly patients or patients w/ preoperative nutritional deficits
6.3. Then, after removing the laparotomy sponge, formally close the midline laparotomy incision [1-TXT].
6.3.1. Suture(s) being placed TEXT: See text for patient post-surgical care details 



Section – Results
7. Results:  Intrathoracic Esophagogastric Anastomotic Technique Outcome Comparison
7.1. From 2009 to 2017, a total of 368 patients were identified who underwent a staple line-on-staple line intrathoracic esophagogastric anastomosis and of these 12 had anastomotic leaks [1].

7.1.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize 3.8% data cells

7.2. Of the staple line-on-staple line patients, 18 required a median of two dilatations for symptomatic anastomotic strictures [1] and supplemental jejunostomy feedings were required in only 11.1% of these patients following hospital discharge [2].

7.2.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize 5.2% data cell
7.2.2. LAB MEDIA: Table 1: JoVE Video Editor please emphasize 11.0% data cell

7.3. In contrast, of the 112 patients identified who underwent thoracoscopic end-to-end mechanical stapler anastomosis over this same time interval [1], 16.1% demonstrated anastomotic leaks [2] and 14.3% exhibited symptomatic strictures, despite all of these patients being maintained on a limited diet with supplemental jejunostomy tube feedings for at least one month following surgery [3].

7.3.1. LAB MEDIA: Table 1
7.3.2. LAB MEDIA: Table 1: JoVE Video Editor please emphasize 16.1% data cell
7.3.3. LAB MEDIA: Table 1: JoVE Video Editor please emphasize 14.3% data cell

7.4. Demographic and comorbidities of both staple line-on-staple line and end-to-end mechanical stapler anastomosis groups were statistically similar [1], however, there was a trend toward more cardiac disease in the staple line-on-staple line cohort [2].

7.4.1. LAB MEDIA: Table 2: JoVE Video Editor please emphasize all five Gender and Comorbidity rows
7.4.2. LAB MEDIA: Table 2: JoVE Video Editor please emphasize 114 (41.0%) data cell





Section - Conclusion
8. Conclusion Interview Statements: (Said by you on camera) - All interview statements may be edited for length and clarity.
8.1. Neal Ramchandani: This novel and easily adaptable and reproducible technique can significantly reduce anastomotic complications following esophagectomy and can optimize upper gastrointestinal tract function [1].
8.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera
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