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Author Questionnaire 

1. Microscopy: Does your protocol require the use of a dissecting or stereomicroscope for performing a complex dissection, microinjection technique, or similar?  N  

2. Software: Does the part of your protocol being filmed demonstrate software usage?  Y
Videographer: Authors cannot provide, please film

3. Interview statements: Considering the Covid-19-imposed mask-wearing and social distancing recommendations, which interview statement filming option is the most appropriate for your group? Please select one.

☒ 	Interviewees wear masks until the videographer steps away (≥6 ft/2 m) and begins filming. The interviewee then removes the mask for line delivery only. When the shot is acquired, the interviewee puts the mask back on. Statements can be filmed outside if weather permits. 

4. Filming location: Will the filming need to take place in multiple locations (greater than walking distance)?   N

Protocol Length
Number of Shots: 38


Introduction

1. Introductory Interview Statements

REQUIRED: 
1.1. Byron L. Lam: Full field electroretinogram is an important objective retinal function test. Our method optimizes retinal dark adaptation to acquire valid and reliable full-field ERG responses in infants and young children under anesthesia [1].

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

REQUIRED: 

1.2. Carlos Mendoza: Performing full-field ERG in young children under general anesthesia in the operating room improves patient safety and facilitates the performance of additional diagnostic testing [1].

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

OPTIONAL: 
1.3. Mu Liu: Full-field ERG is important for detecting retinal dysfunction, including early onset inherited retinal diseases such as Leber congenital amaurosis, in settings in which approved gene therapy and clinical trials are available [1].

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

Ethics Title Card

1.4. This diagnostic procedure involving human subjects has been approved by the operating room committee of the Bascom Palmer Eye Institute, University of Miami.


Protocol
2. Operating Room and Foldable Portable Darkroom Modification
2.1. After selecting an appropriate operating room, install black, washable, opaque, non-reflective, stain- and bacterial-resistant curtains onto tracks to fully cover the operating room door and window openings without light leakage [1-TXT].
2.1.1. WIDE: Talent showing installed curtains on tracks over doors TEXT: See text for OR selection details
2.2. Place translucent red filter films over monitors [1] and opaque black tape over LEDs and other light sources [2] and check for unblocked light sources [3-TXT].
2.2.1. Talent placing filter over monitor 
2.2.2. Talent placing tape over LED 
2.2.3. Talent turning lights off to check for unblocked light sources TEXT: Block light leaks from ceiling as necessary 
2.3. [bookmark: _Hlk48130521]Set up a portable darkroom that is easy to install and store and large enough to enclose the patient’s head, ERG (E-R-G) examiner, and full-field ERG stimulus [1-TXT].
2.3.1. Talent setting up darkroom Videographer: Important step TEXT: ERG: electoretinogram 
2.4. The backside of the portable darkroom should be modified with a small opening with flaps to allow the routing of connections and cables without light leak [1].
2.4.1. Talent showing modified opening, with connections/cables visible in frame as possible 
3. Patient Preparation and Retinal Dark Adaption 
3.1. After obtaining informed consent, administer ocular anesthetic to each eye [1] followed by the delivery of pupillary dilation combo drops [2]. 
3.1.1. WIDE: Talent administering ocular anesthetic
3.1.2. Pupillary dilation combo drop being applied
3.2. To patch the eyes for retinal dark adaptation, with the eyelids gently and completely closed, place one, regular-sized, self-adhesive eye occlusion patch in a conventional, horizonal orientation over each eye, with the wider end of the patch temporally oriented [1]. 
3.2.1. Patch being placed Videographer: Important step
3.3. Place a second patch over the first patch and adjust the position with a tilt to prevent nasal light leak [2].
3.3.1. Second patch being placed Videographer: Important step
3.4. After both patches have been placed, cover both eyes with opaque black tape with a small vertical cut at the inferior edge over the bridge of the noise without applying significant pressure to the eyes [1].
3.4.1. Shot of patched eyes, then tape being placed, with cut at bridge of nose visible in frame 
3.5. Then place a black opaque relaxation sleeping mask with a headband over the patched eyes for at least 30 minutes of retinal dark adaptation [1].
3.5.1. Shot of tape in place, then mask being placed Videographer: Important step
4. Dark-Adapted Full Field Electroretinogram (ffERG) Recording 
4.1. For dark-adapted scotopic ERG recording, transfer the patched Patient to the operating room [1-TXT] and administer general anesthesia according to standard hospital protocols [2-TXT].
4.1.1. WIDE: Talent wheeling Patient into OR TEXT: Procedure for infants, young children, and uncooperative adults
4.1.2. Talent delivering anesthesia to IV TEXT: Adult volunteer for demonstration purposes
4.2. Before starting the dark adapted ERC recording, put on a very dim red light mounted on a forehead band [1], place a ground ERG electrode coated with conductive jelly on one ear lobe [2].
4.2.1. Talent putting on forehead light
4.2.2. Talent placing electrode onto ear lobe Videographer: Important step
4.2.3. Talent placing darkroom into place
4.3. Insert the ground ERG electrode connection and full-field ERG light stimulus cable through the modified flap opening of the portable darkroom [1] and have the ERG technician connect the cables to the ERG system outside of the darkroom [2].
4.3.1. Talent snaking cable(s) through opening
4.3.2. Other Talent connecting cable(s) to system
4.4. Then, turn off the room lights [1] and cover any remaining uncovered light sources with black tape [2-TXT].
4.4.1.  Talent turning off lights NOTE: reuse 2.2.3
4.4.2. Talent covering light source with tape TEXT: Perform dark-adapted ffERG recording in darkness
4.5. Using the minimum amount of rim red light, remove the black mask covering both eyes [1-TXT] and remove the black tape and patches from the right eye [2-TXT]. 
4.5.1. Talent removing mask TEXT: Procedure takes place in darkness
4.5.2. Talent removing tape and/or patches from right eye TEXT: Procedure takes place in darkness
4.6. Place the corneal ERG recording electrode on the right eye [1-TXT] and use a hand-held full field light stimulus in accordance to ISCEV (I-S-C-E-V) standards to record the scotopic full-field ERG responses [2-TXT].
4.6.1. Electrode being placed onto eye TEXT: Procedure takes place in darkness with dimmest red forehead light possible Videographer: Important/difficult step
4.6.2. Stimulus being applied/responses being recorded Videographer: Important/difficult step TEXT: ISCEV: International Society for Clinical Electrophysiology of Vision
4.7. After checking for ERG electrode impedance and electrical baseline stability [1], record the dark-adapted rod responses, the combined rod-cone responses, and the dark-adapted flash oscillatory potential responses [2-TXT].
4.7.1. SCREEN: Shot of electrode impedance and baseline stability
4.7.2. SCREEN: Dark-adapted rod, combined rod-cone, and dark-adapted flash oscillatory potential responses TEXT: Samples responses shown, not in real acquisition time. Maintain recommended time intervals between light stimuli to maintain dark adaptation
4.8. Then remove the black tape and patches from the left eye [1] and repeat the scotopic full-field ERG recording for the left eye as just demonstrated [2].
4.8.1. Tape and/or patches being removed from left eye
5. Light-Adapted ffERG Recording 
5.1. When all of the scotopic full-field ERG readings have been recorded, turn on all of the overhead room lights [1] and disconnect the ERG electrode connections and full-field ERG light stimulus cable from the ERG recording system [2].
5.1.1. WIDE: Talent turning on light NOTE: videographer used wrong slate and notes this in audio
5.1.2. Other Talent disconnecting cables and pushing cables into opening
5.2. Remove the portable dark room [1] and light adapt both eyes for 10 minutes with the overhead lights in accordance with ISCEV standards [2].
5.2.1. Talent removing dark room
5.2.2. Talent setting timer
5.3. During the light adaptation, keep the bipolar Burian-Allen ERG electrodes in place for both eyes [1-TXT]. 
5.3.1. Shot of electrodes in place TEXT: If DTL lenses used, keep eyes open with eyelid speculums 
5.4. Then connect the ERG electrode connections and full-field ERG light stimulus cable to the ERG system [1]. 
5.4.1. Talent connecting cables
5.5. At the end of the light adaptation period, record the cone flash [1] and cone flicker responses in accordance with ISCEV standards [2-TXT].
5.5.1. SCREEN: Cone flash responses being recorded
Added shot: SCREEN: Cone flash response TEXT: Cone flash response
5.5.2. SCREEN: Cone flicker response TEXT: Cone flicker Response



Protocol Script Questions
A. Which steps from the protocol are the most important for viewers to see? 
2.3., 3.2., 3.3., 3.5., 4.2., 4.6.

B. What is the single most difficult aspect of this procedure and what do you do to ensure success? 
4.6. Because it is done in almost pure darkness


Results
6. [bookmark: _Hlk27388131]Results: Representative ffERG Responses

6.1. Using the method as demonstrated, valid, reliable, interpretable normal and abnormal full-field ERG responses are feasibly obtained in the operating room for infants and young children under sedation or general anesthesia [1].

6.1.1. LAB MEDIA: Figure 7

6.2. For example, the preservation of scotopic full-field ERG responses is important for differentiating Leber congenital amaurosis from achromatopsia [1], as the cone full-field ERG responses are diminished in both conditions [2] but the scotopic full-field ERG responses are preserved in achromatopsia only [3].

6.2.1. LAB MEDIA: Figure 7 Video Editor: please emphasize top three rows of graphs
6.2.2. LAB MEDIA: Figure 7 Video Editor: please emphasize Combined Rod-Cone:LCA and :Acrhomatopsia graphs
6.2.3. LAB MEDIA: Figure 7 Video Editor: please emphasize Combined Rod-Cone:Achromatopsia data line

6.3. The presence of a negative b-wave in the scotopic combined rod-cone full-field ERG response is a key feature of congenital stationary night blindness [1].

6.3.1. LAB MEDIA: Figure 7 Video Editor: please emphasize Combined Rod-Cone:CSNB graph

6.4. The method can also be used to reliably determine disease progression over time [1].

6.4.1. LAB MEDIA: Figure 8

6.5. For example, the systemic features of Alström syndrome are subtle in very young patients [1] and the initial full-field ERG responses may be similar to achromatopsia with a relative preservation of scotopic full-field ERG responses and diminished cone responses [2].

6.5.1. LAB MEDIA: Figure 8 Video Editor: please emphasize Alstrom Initial Visit column
6.5.2. LAB MEDIA: Figure 8 Video Editor: please emphasize Combined Rod-Cone:Alstrom Initial visit graph

6.6. Over time, the scotopic full-field ERG responses worsen, as in this case of Alström’s syndrome, demonstrating a cone-rod dysfunction pattern that is also seen in conditions such as cone-rod dystrophy and other secondary syndromic cone-rod degenerations [1].

6.6.1. LAB MEDIA: Figure 8 Video Editor: please emphasize Alstrom Follow-Up column





Conclusion
7. Conclusion Interview Statements
7.1. Byron L. Lam: It is important to dilate the pupils fully, to place the multi-layer eye patches and mask well, and to use the least amount of dim red light during the dark-adapted ERG recording [1].
7.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera (3.1.-3.5., 4.6.) 
7.2. Byron L. Lam: After the procedure, ophthalmic examination, retinal imaging, including OCT and fundus photos, and a blood draw for genetic testing can also be performed for patient diagnosis and management [1].
7.2.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera  
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