[image: ] FINAL SCRIPT: APPROVED FOR FILMING


Submission ID #: 64600
Scriptwriter Name: Pallavi Sharma
Project Page Link: https://review.jove.com/files_upload.php?src=19703048

[bookmark: _Hlk126314162]Title: Full-Endoscopic Interlaminar Approach for Decompression of Lateral Recess Stenosis 

Authors and Affiliations: 

Cafer Ikbal Gulsever, Duran Sahin, Sefa Ozturk, Tural Ahmadov, Pulat Akin Sabanci

Department of Neurosurgery, Istanbul University, Istanbul Faculty of Medicine


Corresponding Authors: 
[bookmark: _Hlk25233958]Cafer Ikbal Gulsever			(cafer.gulsever@gmail.com)



[bookmark: _Hlk126314124]Email Addresses for All Authors: 
duransahn@gmail.com
dr.sefaozturk@gmail.com
tural.156@mail.ru
sabanci.akin@gmail.com
cafer.gulsever@gmail.com




Author Questionnaire 
1. We have marked your project as author-provided footage, meaning you film the video yourself and provide JoVE with the footage to edit. JoVE will not send the videographer. Please confirm that this is correct. 
√ Correct 

2. Software: Does the part of your protocol being filmed include step-by-step descriptions of software usage?  No

3. Filming location: Will the filming need to take place in multiple locations?   No

[bookmark: Text5]4. Proposed filming date: To help JoVE process and publish your video in a timely manner, please indicate the proposed date that your group will film here: MM/DD/YYYY


When you are ready to submit your video files, please contact our Content Manager, Utkarsh Khare. 

Current Protocol Length

Number of Steps:  11
Number of Shots:  18


Introduction 

AUTHORS: Since the script template has been updated, could you please go through the following questions and answer a maximum of 5 questions in 30 words each. Some statements have been edited here from the earlier shotlist.  Please edit if required

REQUIRED: What is the scope of your research? What questions are you trying to answer? 
1.1. Cafer Ikbal Gulsever: The protocol is significant because it is easy to apply when mastered. It is also minimally invasive and has the same efficacy as microscopic surgery.
1.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. B-roll: 2.3.1, 2.3.2

What are the most recent developments in your field of research?
1.1. Duran Sahin: The use of endoscopy in medicine and surgery is quite extensive. But here we described its use in spinal pathologies, especially lateral recess stenosis.
1.3.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. B-roll: 2.6.1, 2.6.2
What technologies are currently used to advance research in your field?
1.2. Enter author name: Click here to answer question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 30 or fewer words.
What are the current experimental challenges?
1.3. Enter author name: Click here to answer question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 30 or fewer words.

What significant findings have you established in your field?
1.4. Enter author name: Click here if you choose this question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 30 or fewer words.

What research gap are you addressing with your protocol?
1.5. Enter author name: Click here if you choose this question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 30 or fewer words.

What advantage does your protocol offer compared to other techniques?
1.1. Cafer Ikbal Gulsever: The main advantage of this technique is being minimally invasive without muscle retraction. Postoperative surgical site pain is less in comparison to traditional techniques.
1.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. B-roll: 2.11.1
How will your findings advance research in your field?
1.1. Duran Sahin: This technique is described for single-level unilateral recess stenosis. However, it can be applied to bilateral and multiple-level pathologies.
1.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. 
What new scientific questions have your results paved the way for?
1.2. Enter author name: Click here if you choose this question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 30 or fewer words.
What research questions will your laboratory focus on in the future?
1.3. Enter author name: Click here if you choose this question. Please write in a style that you will be comfortable memorizing and speaking aloud. Limit length to 30 or fewer words.

Ethics Title Card
This research has been approved by the Institutional Review Board (IRB) at the Istanbul Faculty of Medicine.  


Protocol  

2. Surgical Technique for Full-Endoscopic Interlaminar Approach
Demonstrator: Click here to enter name of demonstrator(s)
2.1. To begin, set up the tools required for performing the preoperative procedures [1], then flex the hip and the knee at the adjustable operation table to provide a wider interlaminar window [2]. 
2.1.1. WIDE: Shot of all the tools available for the procedure.
2.1.2. Shot of the patient positioned for the procedure.

2.2. Obtain an anteroposterior X-ray view to mark the L4-5 interlaminar window near the midline on the ipsilateral side. Ensure that the entry point is close to the midline to enable lateral access below the zygapophyseal joints [1]. 
2.2.1. Talent obtains an anteroposterior X-ray view. 

2.3. Then insert the dilator until it touches the facet joint [1] and introduce the working sleeve over it with an oblique opening showing the medial side [2].
2.3.1. [bookmark: _Hlk126314295]Talent inserts a dilator.
2.3.2. Talent introduces the working sleeve over the dilator.
[bookmark: _Hlk126314336]
2.4. After achieving access, remove the soft tissues, mainly the paraspinal muscles, using the rongeur [1]. Remove the superficial layer of the ligamentum flavum with a 5.4- millimeter punch for a total exposure of the descending facet [2]. Videographer: This step is important!
2.4.1. Talent removes the soft tissues.
2.4.2. Talent removes the superficial layer of the ligamentum flavum.
2.5. To expose the ascending facet, use the 5.5 millimeters oval burr with lateral protection [1], and remove the bone from the medial side of the descending facet from its inferior tip [2]. Videographer: This step is important!
2.5.1. Shot of the oval burr
2.5.2. Talent removes the bone from the medial side.

2.6. Use the oval burr with lateral protection again for thinning the ascending facet so that the total removal can be achieved by the Kerrison punch [1]. Use the Kerrison punch for further bone removal toward the lateral [2].  Videographer: This step is important!
2.6.1. Talent thins the ascending facet.
2.6.2. Talent performs the bone removal.

2.7. Then, resect the ligamentum flavum using the punch from the midline toward the lateral [1-TXT].  Videographer: This step is important!
2.7.1. Talent cuts the ligamentum flavum. TXT: Resect from the tip of the ascending facet to the caudal pedicle

2.8. Ensure that the ligamentum flavum is removed from medial to lateral and cranial to caudal to visualize the below lateral recess completely [1-TXT]. 
2.8.1. Talent checks the removal of the ligamentum flavum. TXT: See manuscript for ligamentum flavum resection details

2.9. Then, using the rongeur, cautiously remove the epidural fat tissue until adequate exposure to the neural structures is obtained [1].
2.9.1. Talent removes the epidural fat tissue.

2.10. Mobilize the nerve root medially using the dissector to relieve it from any adhesions. Address any discopathy contributing to the lateral recess stenosis [1]. Medialize the nerve root using the dissector, or turn the long side of the working sleeve [2-TXT]. Videographer: This step is important!
2.10.1. Talent mobilizes the nerve root.
2.10.2. Talent medializes the nerve root. TXT: Check manuscript for extruded or subligamentous protruding material

2.11. Achieve decompression by resecting half of the pedicle and the ligamentum flavum at the lateral recess [1]. Close the wound with a single suture without any drainage [2]. Videographer: This step is important!
2.11.1. Talent cuts half of the pedicle and ligamentum flavum.
2.11.2. Talent closes the wound

Results

3. Results 

3.1. The preoperative sagittal and axial magnetic resonance images show right-sided lateral recess stenosis [1]. 
3.1.1. LAB MEDIA:  Figure 1 Video editor: Please emphasize figure 1A

3.2. Postoperative images confirm the persistence of this finding [2].
3.2.1. LAB MEDIA:  Figure 1 Video editor: Please emphasize figure 1B
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