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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?  YES  
If Yes, can you record movies/images using your own microscope camera?
YES  
Authors: Please use your microscope camera to film all shots labeled SCOPE and upload them to your project page
2.2.2, 2.3.1, 2.3.2, 2.3.3, 2.4.1, 2.4.2, 2.4.3, 2.5.1, 2.5.2, 2.6.1, 2.7.1, 2.8.1, 2.8.2, 2.9.1, 2.9.2, 2.10.1, 2.10.2, 2.10.3, 2.11.1, 2.11.2, 2.12.1, 2.12.2, 2.12.3, 2.13.1, 2.13.2
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://review.jove.com/v/5848/screen-capture-instructions-for-authors?status=a7854k
Please upload all screen captured video files to your project page as soon as possible.
Videographer: Please film the screen for all shots labeled 'SCREEN' on the day of shoot as backup

3. Filming location: Will the filming need to take place in multiple locations?   Yes
Procedures will be filmed in the same room, but interviews will be in the technician office next door


Current Protocol Length
Number of Steps: 26
Number of Shots: 51

Interviews 
1. Video 1: Author Spotlight: Evaluating the Role of Right-Sided Inflammation in Cardiac Arrhythmias and Atrial Fibrillation Through Pulmonary Artery Trunk Banding

Ethics Title Card
This research has been approved by the Montreal Heart Institute ethics committee and strictly followed the Canadian Council on Animal Care guidelines
Videographer: Obtain headshots for all authors. 


REQUIRED: What is the scope of your research? What questions are you trying to answer? 
1.1. Roddy Hiram: This project aims to provoke severe right-sided cardiac remodeling to evaluate whether the induced myocardial inflammatory profile is associated with susceptibility to cardiac arrhythmias. The pulmonary artery trunk banding successfully leads to right-heart failure and physiological changes responsible for the development of cardiac rhythm disorders, including atrial fibrillation (AF).
1.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B roll: 2.9.1
What are the current experimental challenges?
1.2. Marie-Ève Higgins: Most available models of inflammation induced in vivo involve genetic or drug-induced systemic inflammatory status. Unlike the well-known model of left-sided heart disease by myocardial infarction or aortic constriction, proof of concept was lacking to study arrhythmias and inflammation specifically localized in the right side of the heart.
1.2.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.

What research gap are you addressing with your protocol?
1.3. Charles-Alexandre LeBlanc: Recent clinical and fundamental studies converge to designate inflammation as an important common denominator of most AF risk factors. In addition, the pathophysiology of AF in right heart failure is poorly understood. Our approach helps to characterize the role of inflammation in the development of AF in right heart failure.
1.3.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.

What advantage does your protocol offer compared to other techniques?
1.4. Marie-Ève Higgins: Compared to experimentally drug-induced right heart failure (RHF), including the monocrotaline approach, which leads to pulmonary inflammation, our method helps to focus on RHF-associated inflammation to study atrial and ventricular arrhythmias.
1.4.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B roll: 2.10.2 and 2.10.3

How will your findings advance research in your field?
1.5. Charles-Alexandre LeBlanc: Our findings will help to better understand and describe the mechanisms orchestrating the association between right heart failure and the activation of inflammation leading to atrial fibrillation.
1.5.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera. Suggested B roll: 3.10.2

Videographer: Obtain headshots for all authors.

Protocol Videos 
2. Video 2: Optimized Surgical Approach for Pulmonary Artery Constriction to Induce Severe Cardiac Remodeling in Rats
Demonstrators: Charles-Alexandre LeBlanc and Marie-Ève Higgins
Ethics Title Card
Procedures involving animal subjects have been approved by the Montreal Heart Institute ethics committee and strictly followed the Canadian Council on Animal Care
[bookmark: _Hlk164261745]NOTE to Authors: Please consider the following key points for shots involving live animals/survival surgery (as applicable) to avoid raising concerns by JoVE’s veterinary reviewers.
· If lifting the animal by the tail, hold it close to the tail base, not far from it.
· Shave 150% of the area surrounding a surgical site (preferably using a depilatory cream). Ensure that there are no skin injuries and no fur in the surgical field.
· Prep the surgical site with both iodine-based scrubs and alcohol.
· Use sterile gloves only for surgery (not examination or non-sterile gloves).
· Make skin incisions with a surgical blade, not scissors.
· Avoid using silk thread for closing skin incisions in survival surgeries.

Protocol
2.1. To begin, bend the 19 gauge needle to a 90 to 110-degree angle using forceps [1].
2.1.1. WIDE: Establishing shot of talent bending the 19 gauge needle to a 90–110 degree angle using forceps. 

2.2. After anesthetizing the rat, intubate it with an endotracheal tube [1-TXT]. To initiate a left-side thoracotomy, using curved dissecting sharp forceps, pierce a small hole in the mid-clavicular line of the muscle located between the third and fourth ribs [2] and complete the hole using a forceps with blunted tips.
2.2.1. Shot of an anesthetized intubated rat placed supine on a surgical platform. TXT: Anesthesia: 3% Isoflurane and 100% oxygen 2 - 3 L/min
2.2.2. SCOPE: Shot of the forceps piercing a small hole in the mid-clavicular line of the muscle between the third and fourth ribs (part 1) and a shot of a second forceps with blunted tips completing the piercing of the muscle (part 2).
2.2.2 Part 1_Hole piercing (sharp).mp4
2.2.2 Part 2_Piercing completion (blunted).mp4

2.3. Introduce the curved forceps into the opening and slide it along the left interior wall of the muscle between the two ribs [1] to slightly lift the left chest wall and avoid touching the lungs while cutting the muscle [2]. Use the introduced forceps as a guide to make an incision longitudinally along the ribs, approximately 1 centimeter, with iris scissors [3-TXT].
2.3.1. SCOPE: Inserting the curved forceps into the opening and sliding it along the left interior wall of the muscle between the two ribs. 
2.3.1_Curved forceps insertion.mp4
2.3.2. SCOPE: Lifting the left chest wall and cutting the muscle. 
2.3.2_Left chest wall lifting.mp4
2.3.3. SCOPE: Making a 1-centimeter incision along the ribs using iris scissors. TXT: Keep the left chest wall lifted and avoid damaging the left lung lobes.
2.3.3_Incision with scissors.mp4

2.4. Expand the intercostal incision to 1 to 2 centimeters to the left of the rat using round-tip scissors [1]. Reposition the retractors under the ribs to keep the wound open [2]. Observe the inferior part of the thymus and a portion of the left lobe of the lung [3].
2.4.1. SCOPE: Expanding the intercostal incision to 1 to 2 centimeters to the left of the rat.
2.4.1_Intercostal incision expansion.mp4
2.4.2. SCOPE: Repositioning retractors under the ribs and shot of opened wound.
2.4.2_Retractors repositioning.mp4
2.4.3. SCOPE: Shot of the inferior part of the thymus and a portion of the left lobe of the lung. Authors: Using forceps or any such pointed item, please point out to the thymus and left lobe of the lung.
2.4.3_Inferior thymus and left lobe of the lung.mp4 

2.5. Separate the thymus lobes using blunt dissection with forceps and hold the lung on the left side using wet gauze [1]. Then, expose the upper portion of the heart, the left atrium, the pulmonary trunk, and the aortic arch [2].
2.5.1. SCOPE: Separating the thymus lobes using blunt dissection with forceps and bluntly dissect the thin layer of pericardium and attached adipose tissue (avoid touching the pleural membrane) (part 1). Holding the lung on the left side using wet gauze (part 2). 
2.5.1 Part 1_Thymus lobes separation.mp4
2.5.1 Part 2_Thymus lobes separation and wet gauze
2.5.2. SCOPE: Shot of exposed upper portion of the heart, left atrium, pulmonary trunk, and aortic arch. Authors: Using forceps or any pointed item, please point out these structures. 
2.5.2_Pulmonary trunk and left atrium.mp4

2.6. Carefully blunt dissect the thin layer of pericardium covering the heart, along with any attached adipose tissue, to locate the portion where the aorta and the pulmonary trunk are still attached [1-TXT]. 
2.6.1. SCOPE: Bluntly dissecting the thin layer of pericardium and attached adipose tissue. TXT: Minimally dissect the pericardium and avoid touching the pleural membrane This step was included in step 2.5.1

2.7. Now, insert the curved forceps in a closed position into the space between the left atrial appendage and the pulmonary trunk to reach the other side of the vessel [1]. 
2.7.1. SCOPE: Inserting the curved forceps into the space between the left atrial appendage and the pulmonary trunk and a shot of the forceps passing through the middle of the vessel.
2.7.1_Curved forceps insertion under artery.mp4

2.8. Visualize the tip of the forceps through the conjunctive membrane cranially to the pulmonary trunk [1]. Using a second forceps, dissect over the tip and carefully pierce the membrane to create a small opening [2]. 
2.8.1. SCOPE: View of the forceps tip through the conjunctive membrane. Authors: Using forceps or any such item, please point out the pulmonary trunk.
2.8.1_Forceps tip observation.mp4
2.8.2. SCOPE: Dissecting over the tip and piercing the membrane to create a small opening. 
2.8.2_Forceps tip dissection.mp4

2.9. Slightly open the curved forceps positioned under the pulmonary trunk to grab a 5-0 (five-oh) Silk thread [1]. Retract the forceps to bring the thread from one side to the other of the pulmonary trunk [2].
2.9.1. SCOPE: Opening the curved forceps and grabbing the 5-0 silk thread.
SCOPE: Retracting the forceps and bringing the silk thread from one side to the other of the pulmonary trunk.
Those two steps are combined in one shot.
2.9.1 and 2.9.2_Silk grabbing and forceps rectraction.mp4

2.10. Next, perform the constriction of the pulmonary trunk by first practicing a loose double knot of the 5-0 Silk close to the artery [1]. Insert the 19 gauge needle along the vessel and under the thread [2]. Then, tighten the first knot and fix it with a second simple knot before removing the 19 gauge needle [3].
2.10.1. SCOPE: Tying a loose double knot of 5-0 Silk around the pulmonary trunk.
2.10.1_Loose double knot around artery.mp4
2.10.2. SCOPE: Inserting the 19 gauge needle along the vessel and under the thread.
2.10.2_19G needle positioning.mp4
2.10.3. SCOPE: Tightening the first knot, and rapidly, tying a second simple knot and removing the 19 gauge needle.
2.10.3_1st and 2nd knots then needle removal.mp4

2.11. Perform a final simple knot and cut the remaining 5-0 Silk thread around 0.5 to 1 centimeter from the knot [1]. To close the rib cage, perform a cross-stitch pattern using a synthetic absorbable 5-0 suture thread [2].
2.11.1. SCOPE: Tying a knot and cutting the 5-0 Silk thread (part 1). A shot of the tied knot showing the constriction on the pulmonary trunk (part 2).
2.11.1 Part 1_Final knot tying.mp4
2.11.1 Part 2_Pulmonary trunk constriction.mp4
2.11.2. SCOPE: Closing the rib cage by performing a cross-stitch pattern with absorbable 5-0 suture thread. 
2.11.2_Rib cage closure.mp4

2.12. Apply a few drops of 0.9% saline over the wound area [1]. Then, compress each side of the chest wall to remove air bubbles and re-establish thoracic negative pressure [2]. Reposition the pectoral muscles and wipe off the remaining saline with a sterile gauze [3].
2.12.1. SCOPE: Applying saline over the wounded area.
2.12.1_Saline on wounded area.mp4
2.12.2. SCOPE: Compressing the sides of the chest wall to remove air bubbles. 
2.12.2_Chest compression.mp4
2.12.3. SCOPE: Repositioning the pectoral muscles and wiping the area with sterile gauze.
2.12.3_Pectoral muscles repositioning and area cleaning.mp4

2.13. Using a syringe, apply a splash block of lidocaine on the surface and surrounding area of the wound [1]. Close the skin using a synthetic absorbable 5-0 suture thread with a needle in a continuous subcuticular pattern [2].
2.13.1. SCOPE: Applying a splash block of lidocaine on the surface and surrounding area of the wound using a syringe.
2.13.1_Splash block of lidocaine.mp4
2.13.2. SCOPE: Closing the skin with a continuous subcuticular suture.
We added a second version of this shot because we observed some irritations on the skin around the wound for the first version. We’ll let you choose the best version. 
2.13.2 v1_Continuous subcuticular suture.mp4
2.13.2 v2_Continuous subcuticular suture.mp4

Post-Operative Recovery
2.14. After removing isoflurane inhalation, maintain the rat under mechanical ventilation with oxygen flow [1]. Turn the rat on its right side or ventral position to facilitate breathing [2]. Once the rat starts to move on its own [3], transfer it from the heating pad to a new sterile cage for recovery [4-TXT].
2.14.1. Talent adjusting the oxygen concentration on the ventilator. 
2.14.2. Talent repositioning the rat to facilitate breathing.
2.14.3. ECU: Shot of the rat showing movement.
2.14.4. Talent transferring the rat to a sterile cage. TXT: Provide water and wet food ad libitum

2.15. During the postoperative period, place the cage over a heating pad to maintain body temperature and monitor the rat [1].
2.15.1. Talent placing the cage on a heating pad.
3. Video 3: Advanced Transthoracic Echocardiography and Electrophysiological Techniques for Cardiac Assessment in Post-Pulmonary Artery Banding Rat Models
Demonstrators: Charles-Alexandre LeBlanc and Marie-Ève Higgins
Ethics Title Card
Procedures involving animal subjects have been approved by the Montreal Heart Institute ethics committee and strictly followed the Canadian Council on Animal Care

Protocol
3.1. After pulmonary artery trunk banding or PAB (P-A-B) surgery, place the anesthetized rat on an image-acquisition system for transthoracic echocardiography [1-TXT]. Use color mapping in a 2D (two-dimensional) parasternal short-axis view by positioning the 12S (twelve-single letter ‘S’) probe at the level of the aortic valve [2].
3.1.1. WIDE: Talent placing the anesthetized rat on an image-acquisition system. TXT: Anesthesia: 3% Isoflurane and 100% oxygen 2 - 3 L/min Videographer: Please take a still image of talent performing this action. Make sure that it is at least a half-body shot with the talent's face visible and zoom out so we have room for cropping. 
3.1.2. Talent positioning the 12S probe at the level of the aortic valve.

3.2. Click on the Color Doppler button on the echo machine to visualize the blood flow pattern crossing the PAB area in the pulmonary trunk [1].
3.2.1. SCREEN: To be uploaded by Authors: Clicking on Color Doppler and displaying the blood flow pattern crossing the PAB area. Videographer: Please film the screen for all shots labeled 'SCREEN' on the day of shoot as backup
3.2.1 PAB_Color doppler_Pulmonary artery blood flow.avi
3.2.1 PAB_Color doppler_Pulmonary artery blood flow.png
3.2.1 Sham_Color doppler_Pulmonary artery blood flow.avi
3.2.1 Sham_Color doppler_Pulmonary artery blood flow.png
Authors: Acquire screen capture videos for all shots labeled SCREEN and upload them to your project page: https://review.jove.com/account/file-uploader?src=20435353
3.3. Perform continuous wave Doppler in the 2D parasternal short-axis view to record the properties of the blood flow crossing the PAB area, including the peak velocity and the mean pressure gradient [1]. To obtain the Doppler curves, adjust the sample volume at the level of PAB to obtain the Doppler curves [2].
3.3.1. SCREEN: To be uploaded by Authors: Performing continuous wave Doppler in the 2D parasternal short-axis view and recording the peak velocity and the mean pressure gradient.
3.3.2. SCREEN: To be uploaded by Authors: Adjusting the sample volume and displaying the Doppler curves showing peak velocity and pressure gradient.
Those two steps are combined in one shot
3.3.1 & 3.3.2 PAB_PSAX_CW_Pulmonary artery blood flow.png
3.3.1 & 3.3.2 Sham_PSAX_CW_Pulmonary artery blood flow.png

3.4. Apply a 2D apical 4-chamber view by positioning the 12S probe at the level of the apex of the heart [1]. Demonstrate the enlargement of the right atrium or RA (R-A) and right ventricle or RV (R-V) following the surgery and determine the RA horizontal dimension at the end of cardiac systole [2].
3.4.1. Talent positioning the 12S probe at the apex of the heart.
3.4.2. SCREEN: To be uploaded by Authors: View of the enlarged RA and RV on the screen. Then, measuring the RA horizontal dimension at the end of cardiac systole.
3.4.2 PAB_2D apical 4-chamber_RA & RV.avi
3.4.2 PAB_2D apical 4-chamber_RA diameter.png
3.4.2 Sham_2D apical 4-chamber_RA & RV.avi
3.4.2 Sham_2D apical 4-chamber_RA diameter.png
3.5. Apply color mapping in a 2D apical 4-chamber view to reveal tricuspid regurgitation due to PAB by acquiring cine-loops on the echo machine [1].
3.5.1. SCREEN: To be uploaded by Authors: Applying color mapping in 2D apical 4-chamber view and a shot of cine-loops showing tricuspid regurgitation.
3.5.1 PAB_Color 2D apical 4-chamber_RA_RV.avi
3.5.1 PAB_Color 2D apical 4-chamber_RA_RV.png
3.5.1 Sham_Color 2D apical 4-chamber_RA_RV.avi
3.5.1 Sham_Color 2D apical 4-chamber_RA_RV.png

3.6. To study the tricuspid annulus plane systolic excursion, perform M-Mode echocardiography in the apical 4-chamber view by crossing the conjunction of the tricuspid annulus and RV lateral wall [1]. 
3.6.1. SCREEN: To be uploaded by Authors: Performing M-Mode echocardiography in the apical 4-chamber view and measuring tricuspid annulus plane systolic excursion.
3.6.1 PAB_M-mode 4-chamber_TAPSE.png
3.6.1 Sham_M-mode 4-chamber_TAPSE.png

3.7. Use Tissue Doppler Imaging in the apical 4-chamber view at the level of the conjunction of the tricuspid annulus and RV lateral wall [1] for the measurement of the RV lateral wall systolic contractility to evaluate RV systolic performance [2].
3.7.1. SCREEN: To be uploaded by Authors: Performing Tissue Doppler Imaging at the conjunction of the tricuspid annulus and RV lateral wall.
SCREEN: To be uploaded by Authors:  Display and measurement of the RV lateral wall systolic contractility and evaluating the RV systolic performance. 

Those two steps are combined in one shot
3.7.1 & 3.7.2 PAB_Tissue Doppler Imaging_Right heart.png
3.7.1 & 3.7.2 Sham_Tissue Doppler Imaging_Right heart.png

3.8. Record diastolic trans-tricuspid flow using pulsed wave Doppler in the apical 4-chamber view [1] to study peak velocity in the early filling wave, atrial filling wave, and the ratio of the early filling wave by atrial filling wave [2].
3.8.1. SCREEN: To be uploaded by Authors: Recording diastolic trans-tricuspid flow Doppler in the apical 4-chamber view.
3.8.2. SCREEN: To be uploaded by Authors: Measuring E and A waves with the ratio of E/A.

Those two steps are combined in one shot

3.8.1 & 3.8.2 PAB_Apical 4-chamber_PW_Trans-tricuspid flow.png
3.8.1 & 3.8.2 Sham_Apical 4-chamber_PW_Trans-tricuspid flow.png

3.9. Perform M-Mode echocardiography in the parasternal long-axis view at the level of the aortic valve [1]. Measure the RV outflow tract at the end of cardiac diastole [2] and the left atrium dimension at the end of cardiac systole [3].
3.9.1. Talent positioning the probe for M-Mode echocardiography in the parasternal long-axis view.
3.9.2. SCREEN: To be uploaded by Authors: Measuring RV outflow tract at the end of cardiac diastole.
3.9.2 PAB_PLAX M-mode_RV.avi
3.9.2 PAB_PLAX M-mode_RVIDd and RVAWd.png
3.9.2 Sham_PLAX M-mode_RVIDd and RVAWd.png
3.9.3. SCREEN: To be uploaded by Authors: SCREEN: Measuring left atrium dimension at the end of cardiac systole.
3.9.3 PAB_PLAX M-mode_LA dimension.png
3.9.3 Sham_PLAX M-mode_LA dimension.png

Electrophysiological Study
3.10. Using the following sets of simulation thresholds [1], apply a voltage burst equivalent to four times the threshold voltage to evaluate the atrial fibrillation vulnerability [2].
3.10.1. TEXT ON PLAIN BACKGROUND:
3 sets of 2 stimulation bursts, each lasting 3 s at 50 Hz,
followed by 2 s of rest. 
Between each set, rest the rat for 1 min
3.10.2. SCREEN: To be uploaded by Authors: Evaluating the atrial fibrillation vulnerability. 
3.10.2_PAB_Resting ECG + Burst +AF.avi
3.10.2_Sham_Resting ECG + Burst +AF.avi
3.10.2_ZOOMED_PAB_Resting ECG + Burst +AF.mp4
3.10.2_ZOOMED_Sham_Resting ECG + Burst +AF.mp4

3.11. Identify and quantify the occurrence of cardiac tachyarrhythmias, including atrial fibrillation or atrial flutter, after each burst [1-TXT].
3.11.1. [bookmark: _GoBack]SCREEN: To be uploaded by Authors: Quantification and identification of cardiac tachyarrhythmias after a burst. TXT: Stop the next stimulations if sinus rhythm doesn’t recover during the rest period Videographer: Please film the screen for all shots labeled 'SCREEN' on the day of shoot as backup
3.11.1_PAB_AF identification + measurement.avi
3.11.1_PAB_Atrial flutter identification + measurement.avi
3.11.1_ZOOMED_PAB_AF identification + measurement.mp4
3.11.1_ZOOMED_PAB_Atrial flutter identification + measurement.mp4
Authors: Acquire screen capture videos for all shots labeled SCREEN and upload them to your project page: https://review.jove.com/account/file-uploader?src=20435353
Representative Results
3.12. Compared to the Sham group [1], PAB rats exhibited significantly higher pulmonary artery peak velocity and mean gradient, confirming increased pulmonary artery pressure [2].
3.12.1. LAB MEDIA: Figure 4 Video Editor: Please emphasize Sham images from Figures 4A and B and Sham labeled bars from Figures C and D
3.12.2. LAB MEDIA: Figure 4 Video Editor: Please emphasize PAB images from Figures 4A and B and PAB labeled bars from Figures C and D

3.13. Increased RV thickness and RA dilation were confirmed through echocardiography and histological analysis post-PAB [1]. RV systolic pressure was significantly increased [2], and RV contractility rate was decreased in PAB rats [3] compared to sham [4].
3.13.1. LAB MEDIA: Figure 5A and 5D Video Editor: Highlight the RV marked region from PAB of Figure 5D and RA marked region from PAB of Figure 5A
3.13.2. LAB MEDIA: Figure 5B Video Editor: Highlight the PAB labeled bar
3.13.3. LAB MEDIA: Figure 5C Video Editor: Highlight the PAB labeled bar
3.13.4. LAB MEDIA: Figure 5B and C Video Editor: Highlight the Sham labeled bars from both images

3.14. PAB induced a significant increase in right atrial diameter, while left atrial diameter remained unchanged [1]. Tricuspid valve malfunction leading to regurgitation was observed in PAB rats, characterized by blood leakage into the RA during systole [2].
3.14.1. LAB MEDIA: Figure 6A and B Video Editor: Highlight the PAB labeled bars from both the images 
3.14.2. LAB MEDIAL Figure 6C-E Video Editor: Highlight the PAB labeled image from Figure 6C and PAB labeled bars from Figure 6D and 6E

3.15. The R-R interval and P-wave duration were significantly increased in PAB rats [1] compared to sham, indicating altered heart rate and atrial conduction [2]. The QT (Q-T) interval was significantly prolonged in PAB rats, suggesting impaired ventricular contractility [3].
3.15.1. LAB MEDIA: Figure 7A and B Video Editor: Please emphasize PAB labeled bars from both the images
3.15.2. LAB MEDIA: Figure 7A and B Video Editor: Please emphasize Sham labeled bars from both the images
3.15.3. LAB MEDIA: Figure 7E Video Editor: Please emphasize PAB labeled bar 

3.16. PAB rats exhibited a significantly higher inducibility and duration of atrial fibrillation [1] compared to sham rats [2].
3.16.1. LAB MEDIA: Figure 8B and C Video Editor: Highlight the PAB labeled bars
3.16.2. LAB MEDIA: Figure 8B and C Video Editor: Highlight the Sham labeled bars
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