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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 something similar?  No  

2. Software: Does the part of your protocol being filmed include step-by-step descriptions of software usage?  Yes
We recommend using the screen capture program OBS. JoVE’s tutorial for using OBS Studio is provided at this link: https://www.jove.com/v/5848/screen-capture-instructions-for-authors?status=a7854k
Please upload all screen captured video files to your project page after the filming.

[bookmark: bookmark=id.30j0zll]3. 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: 09/06/2023

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


Current Protocol Length
Number of Steps:  14
Number of Shots:  28

Interviews 
1. Video 1: Author Spotlight: Recent Advancements in Reoperative Foregut Surgery

Ethics Title Card
This research has been approved by the Institutional Review Board of the University of Minnesota. The patient provided written informed consent before redoing foregut surgery.

What is the scope of your research? What questions are you trying to answer? 

1.1. David Leishman: Our research focuses on thoracic surgery with specific regard to reoperative foregut operations. A large portion is surgical outcomes-based research, but we also emphasize quality improvement in surgery, such as with this protocol. In this video, we discuss our approach to reoperative foregut surgery.

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

What are the most recent developments in your field of research?
1.2. David Leishman: In foregut surgery, technological advances continue to be made in the intra-op and pre-op settings. Improvements in diagnostic technology, such as the EndoFLIP system and High-resolution manometry, provide more accurate information and diagnoses of the foregut, while robotic technology and intra-op monitoring help us provide the best patient care in surgery.

1.2.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B roll: 2.6.1 and 2.6.2

What research gap are you addressing with your protocol?
1.3. David Leishman: Most literature looking at reoperative foregut surgery emphasizes the outcomes but not necessarily the approach to performing the operation. We describe a step-by-step approach to the operation while maintaining the general principles broadly and thus providing a reference for other foregut surgeons.

1.3.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B roll: 2.8.1, 2.9.1, and 2.9.2

What research questions will your laboratory focus on in the future?
1.4. David Leishman: In the future, we will continue to focus on reviewing outcomes of other reoperative foregut surgeries with the goal of developing guidelines and standardizing the management of these cases.

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



Protocol Videos 
2. Video 2: Robotic Reoperative Hital Hernia Repair After Post-Laparoscopic Procedure 
Demonstrator: Madhuri Rao
Ethics Title Card
 Procedures involving human subjects have been approved by the Institutional Review Board of the University of Minnesota. The patient provided written informed consent before redoing foregut surgery.

Protocol
2.1. [bookmark: _heading=h.1fob9te]To begin, position the anesthetized patient supine with arms out and a footboard to facilitate steep reverse Trendelenburg positioning [1-TXT]. 
2.1.1. WIDE: Establishing shot talent placing the patient in Trendelenburg positioning. TXT: General anesthesia per the discretion of the anesthesiologist

2.2. Using the open Hasson technique, enter the peritoneal cavity in the left supra-umbilical space to insert the camera port [1].
2.2.1. Talent inserting the camera port.

2.3. Next, insert two 8-millimeter ports in the left upper quadrant [1] and one in the right upper quadrant 10 centimeters above the umbilicus [2-TXT].
2.3.1. Talent inserting 8 mm Ports in the left upper quadrant.
2.3.2. Talent inserting an 8 mm port in the right upper quadrant. TXT: Maintain a handbreadth space between the ports	Comment by David Leishman: Steps 2.3.2 and 2.3.1 were done in the opposite order (the right upper port was placed before the left upper ports).

2.4. Place the assistant port in the right lower quadrant [1]. Insert the liver retractor through a 5-millimeter port placed in the extreme lateral part of the right upper quadrant [2]. Then, dock the surgical robot [3].
2.4.1. Talent placing an assistant port in the right lower quadrant.
2.4.2. Talent inserting liver retractor through a 5 mm port.
2.4.3. Talent docking the surgical robot. 

Surgery Procedure
2.5. To reduce hiatal hernia, begin by removing the adhesions of the bowel to the abdominal wall [1]. Then using a robotic bipolar surgical energy device, open the gastrohepatic ligament [2]. Open the lesser sac by removing adhesions and additional short gastric artery branches [3].
2.5.1. SCREEN: Removing adhesions of the bowel to the abdominal wall.
2.5.2. SCREEN: Opening the gastrohepatic ligament.
2.5.3. SCREEN:  Removing adhesions and short gastric artery branches.

2.6. Using a combination of blunt and electrocautery dissection with the robot, dissect the hernia sac circumferentially at the hiatus [1]. Then, use laparoscopic scissors to carefully dissect the dense adhesions between the liver and stomach [2].
2.6.1. SCREEN: Dissecting hernia sac circumferentially at the hiatus.
2.6.2. SCREEN: Dissecting dense adhesions between the liver and stomach.

2.7. To note previous fundoplications, perform sharp dissection with laparoscopic scissors [1] and undo the wrap to completely free the stomach [2].
2.7.1. SCREEN: Performing dissection at fundoplications.
2.7.2. SCREEN: Undoing the wrapping around the stomach. 

2.8. Next, using the combination of blunt and sharp dissection, mobilize the esophagus transhiatally in the mediastinum [1-TXT].
2.8.1. SCREEN: Mobilizing the esophagus transhiatally in the mediastinum. TXT: Minimize the use of energy close to the esophagus

2.9. Under endoscopy, identify the gastroesophageal junction [1]. Then, measure the esophagus from the hiatus to the gastroesophageal junction [2-TXT]. 
2.9.1. SCREEN: Shot of identified gastroesophageal junction.
2.9.2. SCREEN: Measuring esophagus from the hiatus to the GEJ. TXT: Intraabdominal esophagus should be 3 cm long	Comment by David Leishman: There was no specific measuring during this. This was confirmed visually by the surgeon.

2.10. Next, perform endoscopy and visualize the mucosa clearly to ensure no injuries [1]. Then, fill the upper abdomen with warm water [2] and insufflate the esophagus and stomach to ensure no air leakage [3].	Comment by David Leishman: [2] did not occur during this surgery.	Comment by David Leishman: Maybe change phrasing to "Next, perform endoscopy and visualize the mucosa clearly to ensure no injuries and insufflate the esophagus and stomach to ensure no air leakage. If inconclusive, fill the upper abdomen with warm water and inspect for bubbling."
2.10.1. SCREEN: Muscosa being examined.	Comment by David Leishman: Step 2.10.3 occurs at the same time as 2.10.1
2.10.2. SCREEN: Upper abdomen being filled with water.	Comment by David Leishman: This time the surgeon did not fill the abdomen with water
2.10.3. SCREEN: Insufflating the esophagus and stomach. 

2.11. Begin hiatal repair by performing a crural repair using 0 (oh)-silk sutures, applying two posterior crural stitches [1] and one anterior crural stitch [2]. 	Comment by David Leishman: Three posterior crural stitches were made.	Comment by David Leishman: Can change phrasing to "Begin hiatal repair by performing a crural repair using 0-silk sutures, applying two to three posterior crural stiches. An anterior crural stich may be performed if right crus appears under tension".	Comment by David Leishman: [2] was not performed
2.11.1. SCREEN: Posterior crural stitches are being placed.
2.11.2. SCREEN: Anterior crural stitch is placed.	Comment by David Leishman: 2.11.2 was not performed; no anterior crural stitch was made

2.12. Pass a 56 French bougie into the esophagus [1], and with the bougie in place, pass a grasper comfortably into the hiatus [2].
2.12.1. SCREEN: Placing a 56 Fr bougie into the esophagus.	Comment by David Leishman: 2.12.1 there is no video of the bougie actually going into the esophagus but in the video clip, the bougie can be seen advancing through the esophagus into the stomach.

It is difficult to tell so if not clear enough, this clip can be excluded. 

If kept can say on screen "Advancing a 56 Fr bougie into the esophagus and stomach"
2.12.2. SCREEN: Passing a grasper into the hiatus.

2.13. Next, for Nissen fundoplication, bring the fundus across the right side, posterior to the esophagus, and beneath the vagus nerve [1]. Pass a 58 French bougie into the esophagus [2] and perform a loose fundoplication over the bougie using three 2-0 (two-oh) silk sutures [3].
2.13.1. SCREEN: Fundus being positioned.
2.13.2. SCREEN: Placing a 58 Fr bougie into the esophagus.	Comment by David Leishman: 2.13.2 there is no video of the bougie going into the esophagus but in the video clip, the bougie can be seen through the esophagus into the stomach.

The on screen may be changed to ""Advancing a 58 Fr bougie into the esophagus and stomach"
2.13.3. SCREEN: Suture being placed over the bougie.

2.14. Finally, insert a percutaneous endoscopic gastrostomy tube into the stomach to serve as a gastropexy and venting tube [1].
2.14.1. SCREEN: Inserting a percutaneous endoscopic gastrostomy tube into the stomach.	Comment by David Leishman: 2.14.1 was performed but we were unable to obtain a video of it.

Representative Results
2.15. This study shows data from the last 5 years with 43 patients undergoing reoperative hiatal hernia repairs [1]. 23% of patients undergoing the redo foregut surgery experienced 30 day morbidity [2].
2.15.1. LAB MEDIA: Table 1 Video Editor: Please emphasize the ‘N’ row at 43
2.15.2. LAB MEDIA: Table 1 Video Editor: Please emphasize ‘30 day morbidity’ row at 23.20%
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