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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? 
2.9.-2.13. 
4. What is the single most difficult aspect of this procedure and what do you do to ensure success? 
2.10.-2.12.
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. Ming Liu: Our center has adopted a new method for treating the ureteral end. Compared to previous methods, this new technique increases the operating space and reduces the difficulty of the procedure [1].

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

1.2. Yaqun Zhang: Disconnecting the umbilical artery allows the visual field to be opened, increasing access to the surgical space and helping reduce the risk of injury to the surrounding tissues [1].

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

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

1.3. Ming Liu: In addition, this tumor treatment technique reduces the overall surgery and anesthesia time, reduces the risk of local tumor implantation, and reduces the difficulty of the surgery [1].

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

1.4. Shengcai Zhu: The best application of this technology is for upper tract urothelial carcinoma, but we can also use these techniques in laparoscopic surgery for other diseases [1].

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

Ethics title card: (for human subjects or animal work, does not count toward word length total)

1.5. Procedures involving human subjects have been approved by the Institutional Review Board (IRB) at Beijing Hospital, National Center of Gerontology.


Section - Protocol
2. Transperitoneal Laparoscopic Nephroureterectomy
2.1. Before beginning the procedure, administer an intravenous antibiotic [1-TXT].
2.1.1. WIDE: Talent delivering antibiotic to i.v. line Videographer: never show Patient face in shot TEXT: e.g., cefuroxime sodium 1.5 g/100 mL 0.9% NaCl

2.2. After administering general anesthesia, position the healthy side of the Patient in a 60-degree recline at the waist so that the Patient is in a V-shaped position on the operating table [1].

2.2.1. Talent moving Patient into position/Shot of Patient in position

2.3. 

2.3.1. Author comment: This shot was not filmed——Included in 2.5.1shooting
2.3.2. Author comment: This shot was not filmed——Included in 2.5 .1shooting

2.4. 

2.4.1. Author comment: This shot was not filmed——There are some mistakes in this part of the shooting, so it's cancelled.
2.4.2. Author comment: This shot was not filmed——There are some mistakes in this part of the shooting, so it's cancelled.

2.5. Place a second trocar near the lateral edge of the rectus abdominis along the umbilical level of the affected side [1] and third trocar under the affected part of the midline of the clavicle [2]. With the Patient in the left lateral position, use Tracor to establish pneumoperitoneum and maintain the pneumoperitoneum pressure at 14 millimeters of mercury

2.5.1. Trocar being placed near to the lateral edge of the rectus abdominis along the umbilical level of the affected side
[Add shot]: Talent inserting Tracor
[Add shot]: Talent adjusting pressure/shot of pressure read out at 14 mmHg
2.5.2. Trocar being placed under clavicle midline

2.6. Place an additional trocar on the front side of the affected side at the umbilical level [1], at the midline of the clavicle and the midpoint of the inguinal ligament [3], and under the xiphoid process [4].
2.7. 
2.7.1. Trocar being placed at umbilical level
2.7.2. Trocar being place at clavicle midline and inguinal ligament midpoint
2.7.3. [bookmark: OLE_LINK1]Trocar being placed under xiphoid process

2.8. To treat the kidney and upper and middle ureters, [1] dissect the peritoneum on the affected side to fully release the colon [2].

2.8.1. Author comment: This shot was not filmed——Although this part of the content has been photographed, it can not be well expressed, so it is recommended to cancel
2.8.2. Peritoneum being dissected

2.9.       2.10 Sequentially treat the renal artery [1] and the renal vein to completely free the kidney [2]. 
2.9.1.    2.10.1 Renal artery being treated Videographer: Important/difficult step 
2.9.2.    2.10.2 Renal vein being treated Videographer: Important/difficult step
Author comment: The original plan 2.10 shooting content should be revised 2.9

2.10.       2.9 Use a vascular closure clip to free and clamp the ureter at the distal end of the tumor [1] and dislodge the tissue upward along the ureter until the renal hilum is reached [2].
2.10.1.    2.9.1 Ureter being cleared/clamped Videographer: Important step
2.10.2.    2.9.2 Tissue being dislodged Videographer: Important step
Author comment: The original plan 2.9 shooting content score should be revised 2.10

2.11. Then free the ureter to the external vascular level [1].

2.11.1. Ureter being freed Videographer: Important/difficult step

2.12. To treat the terminal ureter [1] use an ultrasonic scalpel to open the anterior peritoneum of the ureter [2].

2.12.1. Author comment: This shot was not filmed——Although this part of the content has been photographed, it can not be well expressed, so it is recommended to cancel
2.12.2. Peritoneum being opened Videographer: Important/difficult step

2.13. After crossing the iliac vessels, identify the umbilical medial iliac crest at which the umbilical artery is located [1] and cut the medial iliac crest so that the artery can reach the outside of the bladder [2].

2.13.1. Shot of crossed vessels, then crest being identified Videographer: Important step
2.13.2. Medial iliac crest being cut Videographer: Important step
2.14. Yaqun Zhang: It is critical to cut the medial iliac crest before the terminal ureter treatment [1].

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

2.15. Clamp and cut the distal end of the vascular structure according to standard protocols [1] and free the bladder until the point at which the ureter enters the bladder [2].

2.15.1. Structure being clamped and/or cut
2.15.2. Bladder being freed

2.16. Cut the entire layer of the bladder wall at the upper side of the ureteral junction [1] and suture the full layer of the bladder with 3-0 absorbable thread to provide traction and to allow visualization of the normal bladder mucosa [2].

2.16.1. Bladder being cut
2.16.2. Bladder being sutured

2.17. Then use a scalpel to remove the ureteral bladder wall segment and part of the bladder mucosa [1] before completely suturing the bladder wall with absorbable lines [2].

2.17.1. Bladder wall segment/bladder mucosa being removed
2.17.2. Bladder wall being sutured

2.18. When the specimen has been located, extend the incision for cannula A [1] and remove the specimen [2].

2.18.1. Shot of specimen, then incision being extended
2.18.2. Specimen being removed

2.19. Then load the surgical specimen into the specimen bag [2] and layer off each incision [2].

2.19.1. Specimen being placed into bag
2.19.2. Incision being closed 

3. Postoperative Care

3.1. At the end of the procedure, allow the Patient to lay in bed in the postoperative care unit for approximately 1 hour with monitoring [1].

3.1.1. Talent monitoring patient
[bookmark: _GoBack]
3.2. When the Patient is completely awake, return the Patient to the ward [1].

3.2.1. Patient being transferred to ward/out of care unit
3.2.2. Author comment: This shot was not filmed——Because the patient has a heart attack, this part of the content must be stopped, but it has no effect on the overall content.
3.2.3. Author comment: This shot was not filmed——Because the patient has a heart attack, this part of the content must  be stopped, but it has no effect on the overall content.




Section – Results
4. Results: Representative Perioperative Data and Postoperative Pathology Data

4.1. In this representative analysis of 87 patients who underwent the surgery as demonstrated, the average patient age was 67.25 ± 9.9 years [1], with 47 cases of renal pelvic cancer [2], 10 cases of pelvic cancer with ureteral cancer [3], 10 cases of upper ureteral cancer [4], 9 cases of middle ureteral cancer [5], and 11 cases of lower ureteral cancer [6].

4.1.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Age (years) row
4.1.2. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Renal pelvic carcinoma row
4.1.3. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Renal pelvic carcinoma and ureteral cancer row
4.1.4. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Upper ureteral cancer row
4.1.5. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Middle ureteral cancer row
4.1.6. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Bottom ureteral cancer row

4.2. Forty-nine cancers were on the left side of the patient [1] and 38 were on the right side [2].

4.2.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Left tumors row
4.2.2. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Right tumors row

4.3. The average tumor diameter was 3.24 ± 1.47 centimeters [1] and the average operation time was 162.50 ± 45.64 minutes [2].

4.3.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Tumor diameter row
4.3.2. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Operative time (min) row

4.4. The volume of intraoperative blood loss was 113.33 ± 59.74 milliliters [1] and no patients required perioperative blood transfusion [2].

4.4.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Bleeding (mL) row
4.4.2. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Blood transfusion rate (%) row

4.5. On average, the drainage tubes were in place for 4.56 ± 1.12 days [1] and the catheters were in place for 5.63 ± 2.17 days [2].

4.5.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Draining duration (days) row
4.5.2. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Catheter duration (days) row

4.6. The postoperative pathological stages ranged from T1N0M0 (T-one-N-zero-M-zero) to T4N0M0 [1].

4.6.1. LAB MEDIA: Table 2: JoVE Video Editor please emphasize Number column

4.7. No complications occurred during the operations [1], although two patients had complications after the surgery [2].

4.7.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Intraoperative complications row
4.7.2. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Postoperative complications row

4.8. The follow-up time was 1-44 months with a median follow-up time of 13 months [1].

4.8.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Median follow-up time (months) row

4.9. Eight patients had postoperative tumor recurrence, all of which were bladder recurrence [1].

4.9.1. LAB MEDIA: Table 1: JoVE Video Editor please emphasize Tumor recurrence row





Section - Conclusion
5. Conclusion Interview Statements: (Said by you on camera) - All interview statements may be edited for length and clarity.
5.1. Ming Liu: Excision of the umbilical medial iliac crest can significantly increase the surgical field of vision, improving the success of the procedure [1]. 
5.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera (Step: 3.7.)
5.2. Shengcai Zhu: Note that routine surgeries, however, can be performed without cutting the medial iliac crest [1].
5.2.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera
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