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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  
If Yes, can you record movies/images using your own microscope camera?
Enter Yes or No.  
If your protocol involves microscopy but you are not able to record movies/images with your microscope camera, JoVE will need to use our scope kit. 
If your microscope does not have a camera port, the scope kit will be attached to one of the eyepieces and you will have to perform the procedure using one eye.
Enter make and model of microscope.
If a dissection or stereo microscope is required for your protocol, please list all shots from the script that will be visualized using the microscope (shots are indicated with the 3-digit numbers, like 2.1.1, 2.1.2, etc.).
Click here to list microscope shots, using the shot numbers from the protocol section of the video script.

2. Software: Does the part of your protocol being filmed include step-by-step descriptions of software usage?  Yes
If Yes, we will need you to record using screen recording software.
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
As these files are necessary for finalizing your script, please upload all screen-captured video files to your project page as soon as possible.

3. Filming location: Will the filming need to take place in multiple locations?   No
If Yes, how far apart are the locations? Click to enter distance between locations.

To ensure that your script can be filmed in one day, the protocol sections are cumulatively restricted to 55 shots (shots are the 3-digit numbers like 2.1.1, 2.1.2…etc)

Current Protocol Length
Number of Steps:  25
Number of Shots:  55 

Interviews 
1. Video 1: Author Spotlight: Title (Filled by scriptwriter during script finalization)

Ethics Title Card

This research has been approved by the Ethics Committee at Sichuan Provincial People's Hospital. Patient consent was obtained to include anonymized data for the protocol and video publication

Videographer: Obtain headshots for all authors available at the filming location. 

Answers to these questions will become interview statements that you will deliver on camera.
· Answer the 1st REQUIRED question and at least 2 other questions (1.2 – 1.10) below. Up to 5 interview statements will be included in the video.
· Enter the full name of the author who will deliver the statement.
· If possible, each author should deliver no more than two statements.
· Answer in full sentences, in a style suitable for being spoken aloud. 
· Limit the length of each statement to 50 words or fewer.
· Answers will be edited for length, clarity, and consistency with journal style guidelines.

[bookmark: OLE_LINK3]REQUIRED: What is the scope of your research? What questions are you trying to answer? 
1.1. Yunshan Cao: My research scope is the diagnosis and treatment of fibrosing mediastinitis (FM), pulmonary arterial hypertension, and interventional treatment of pulmonary vascular stenosis, aiming to improve the quality of life and prognosis of FM patients.
What are the most recent developments in your field of research?
1.2. [bookmark: OLE_LINK2][bookmark: OLE_LINK15]YunShan Cao: A recent study by our team showed that the incidence of in-stent restenosis (ISR) was significantly high in pulmonary vein stenosis (PVS) caused by FM (PVS-FM), with cumulative ISR rates of 6.3%, 21.4%, and 39.2% at 3, 6, and 12 months, respectively. Moreover, ISR was independently associated with smaller reference vessel diameter (RVD) and the presence of corresponding pulmonary artery (Cor-PA) stenosis.
[bookmark: OLE_LINK7]What technologies are currently used to advance research in your field?
1.3. [bookmark: OLE_LINK8][bookmark: OLE_LINK32]Yunshan Cao: We adopted multi-omics combined analysis at the molecular and genetic levels, constructed animal models that more closely mimic human phenotypes, and conducted clinical cohort studies to explore the mechanisms of ISR, potential intervention targets, and clinical outcomes in patients with PVS-FM.
[bookmark: OLE_LINK11]What are the current experimental challenges?
1.4. [bookmark: OLE_LINK13]Qingqiong Zhang: Given the unique pathophysiological mechanisms involved, the incidence of vascular injury, stent migration, inadequate stent deployment, and the failure rate of percutaneous pulmonary angioplasty are elevated in the interventional management of fibrosing mediastinitis.
What significant findings have you established in your field?
1.1. [bookmark: OLE_LINK14]Yunshan Cao: We discovered the special imaging features of FM, found that simultaneous stenosis of the pulmonary artery and pulmonary vein is a key feature distinguishing Chinese patients from others, developed a pulmonary vascular stenosis scoring system, and revealed that the RVD and Cor-PA stenosis are independent predictive factors for ISR of the pulmonary vein.
[bookmark: OLE_LINK4]What research gap are you addressing with your protocol?
1.2. Qingqiong Zhang: Owing to the complexity of treatment strategies and the absence of standardization for interventional procedures, the clinical application of this technique is limited. This protocol presents a stepwise approach for the transcatheter procedure in patients with FM-associated PVS to popularize the technique.
What advantage does your protocol offer compared to other techniques?
1.3. [bookmark: OLE_LINK9]Qingqiong Zhang: Compared to surgical operations, transcatheter interventional therapy has a lower risk of death and can achieve immediate therapeutic effects.
[bookmark: OLE_LINK5]How will your findings advance research in your field?
1.1. Yunshan Cao: The application of the dyad, triad, and tetrad of FM improves the diagnosis rate and reduces missed diagnoses and misdiagnoses. Through small-sample observations, it was found that the diagnosis rate of FM increased from 0% in 2016 to 39.7% in 2023. 
[bookmark: OLE_LINK10]What new scientific questions have your results paved the way for?
1.2. Qingqiong Zhang: We found that the expression level of platelet RPS27A was significantly increased in patients with pulmonary vein in-stent restenosis, which may be helpful for exploring the mechanism of pulmonary venous ISR and identifying potential intervention targets. 
What research questions will your laboratory focus on in the future?
1.3. [bookmark: OLE_LINK6]Yunshan Cao: In-stent restenosis (ISR) is the main challenge currently faced in pulmonary vein interventional therapy. Our team will focus primarily on elucidating the mechanisms of ISR in the future, exploring potential intervention targets, and developing a stent system that suitable for pulmonary veins.
Videographer: Obtain headshots for all authors available at the filming location.


Testimonial Questions (OPTIONAL): 

Answers to these questions will not appear in the video but may be featured in our journal's promotional materials.
· Enter the full name of the author who will deliver the statement.
· Answer in full sentences, in a style suitable for being spoken aloud. 
· Limit the length of each statement to 50 words or fewer.


[bookmark: OLE_LINK1]What motivated you to choose JoVE for publishing your research?
1.4. Qingqiong Zhang: I learned the experimental method from JoVE videos and hope to present our research method through JoVE as well.
How does the research community benefit from video publications as compared to standard text publications?
1.5. [bookmark: OLE_LINK12]Qingqiong Zhang: Video publications allow researchers to understand the main points of the study more quickly and clearly, saving a lot of time and effort that would otherwise be spent interpreting obscure text descriptions.


Protocol Videos 
Each video will include a section of your protocol and accompanying results, if applicable. Use Track Changes when making edits or revisions.
· The two-digit steps (e.g., 2.1., 2.2.) are the narration. Professional voiceover artists will narrate the video. 
· Red italics are pronunciation guides indicating how the word will be spoken. 
· Filming should take no more than 10 minutes per step. If a step takes more than 10 minutes, prepare the product for that step in advance.
Protocol:
· The three-digit shots (e.g., 2.1.1., 2.2.2.) are the actions that the videographer will capture. 
Representative Results: 
· The three-digit numbers (e.g., 2.3.1., 2.3.2.) are the figures/tables from your manuscript. These will not be recorded by the videographer.
· Please review the result section to make sure it logically follows the video.
· Please note that the video cannot include voiceover without an accompanying visual.

2. Video 2: Pulmonary Vein Access and Transseptal Catheterization for Pulmonary Vein Stenosis Management
Demonstrator: Yunshan Cao and Xuechun Sun.
Ethics Title Card
Procedures involving human subjects have been approved by the Ethics Committee at Sichuan Provincial People's Hospital. Patient consent was obtained to include anonymized data for the protocol and video publication
Protocol

AUTHORS: Please confirm that the shots labelled SCREEN/SCOPE are accurately labelled. If you disagree, please re-label as necessary. 

2.1. To begin, assist a patient in lying down on their back [1]. Connect the monitoring equipment [2]. Record the electrocardiogram, heart rate, peripheral oxygen saturation, and blood pressure [3].
2.1.1. WIDE: Talent assisting the patient to lie down.
Videographer: In addition to this video shot, please also take a photograph 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. 
2.1.2. Talent connecting the monitoring equipment.
2.1.3. Talent looking at the ECG, heart rate, peripheral oxygen saturation, and blood pressure is being seen on the monitor.

2.2. Next, establish a peripheral venous access line [1]. Connect it to 500 milliliters of normal saline [2].
2.2.1. Talent inserting a peripheral venous access line.
2.2.2. Talent attaching it to an intravenous bag containing normal saline.

2.3. Flush all the catheters with heparinized saline to prevent thromboembolic complications [1].
2.3.1. Shot of a catheter being flushed with heparinized saline.

2.4. To establish femoral vein access, first insert an 8-French catheter sheath into the right femoral vein on the sterilized right groin [1-TXT]. Insert a 0.035-inch guide wire [2]. Deliver the guiding catheter to the RIPA (Ree-pah) via the guide wire [3-TXT].
2.4.1. Shot of a 8-French catheter sheath into the right femoral vein on the sterilized right groin. TXT: Sterilize with povidone-iodine solution
2.4.2. Talent threading the guide wire through the catheter sheath.
2.4.3. [bookmark: OLE_LINK22]Talent advancing the guiding catheter into the pulmonary artery. TXT: RIPA: Right Inferior Pulmonary Artery

2.5. Now, withdraw the guide wire [1]. Perform selective right inferior pulmonary artery angiography to establish the location of the left atrium in the 45-degree right anterior oblique view [2]. 
2.5.1. Talent withdraws the guide wire. 
2.5.2. SCREEN/SCOPE: Angiography imaging showing the left atrium in the 45-degree right anterior oblique view. 
Authors: Please create screen capture videos of the shots labeled as SCREEN/SCOPE, create a screenshot summary, and upload the files to your project page as soon as possible: https://review.jove.com/account/file-uploader?src=20579313
Transseptal Catheterization
2.6. Insert a 0.032-inch J-tip guide wire into the superior vena cava [1]. Then remove the 8-French catheter sheath [2].
2.6.1. Talent inserting the "J" tip guide wire.
2.6.2. Talent carefully removing the catheter sheath.

2.7. Advance the transseptal guiding sheath/dilator assembly (trans-septal-guiding sheath-dilator-assembly) into the superior vena cava over the J-tip guide wire under anterior-posterior fluoroscopy [1].
2.7.1. SCOPE: Fluoroscopic imaging showing the advancement of the transseptal guiding sheath into the superior vena cava over the "J" tip guide wire. 
2.8. Remove the guide wire from the dilator [1]. Position the transseptal needle and stylet assembly until the stylet is positioned just proximal to the dilator tip inside the sheath [2]. Then remove the stylet [3]. 
2.8.1. Talent carefully removing the guide wire from the dilator.
2.8.2. SCREEN/SCOPE: The transseptal needle and stylet assembly is being positioned accurately.
2.8.3. Talent removing the stylet from the assembly.

2.9. Next, adjust the pointer flange so that the needle is positioned perpendicular to the fossa ovalis in the anteroposterior view [1-TXT]. 
2.9.1. SCREEN/SCOPE: The needle is being positioned perpendicular to the fossa ovalis, in the anteroposterior view. TXT: Ensure the needle position is between 3:00 and 5:00 o’clock

2.10. Use fluoroscopy to verify that the needle tip is within the dilator [1]. Gradually retract the entire assembly [2]. 
2.10.1. SCOPE: The needle tip’s position is being seen. 
2.10.2. SCOPE: The entire assembly is being retracted. 

2.11. Visualize and identify anatomic landmarks in the 45-degree right anterior oblique view [1]. Then, extend the needle to full engagement within the sheath/dilator assembly [2]. Advance it across the interatrial septum [3]. 
2.11.1. SCREEN/SCOPE: The anatomical landmarks in the 45-degree right anterior oblique view are being seen. 
AUTHORS: Please use the mouse or a pointer to point to the landmarks,if possible.
2.11.2. SCREEN/SCOPE: The needle is being extended to full engagement within the sheath/dilator assembly. 
2.11.3. SCREEN/SCOPE: The needle is being moved across the interatrial septum. 

2.12. Maintain a fixed needle position within the left atrium [1]. Then, advance the sheath/dilator assembly fully over the needle into the left atrial cavity [2]. Remove the transseptal needle from the dilator [3].
2.12.1. [bookmark: OLE_LINK23]SCREEN/SCOPE: The fixed position of the needle within the left atrium is being seen. 
2.12.2. SCREEN/SCOPE: The sheath/dilator assembly is being advanced over the needle into the left atrial cavity.
2.12.3. . Talent removing the transseptal needle from the dilator.

2.13. Next, insert a 0.035-inch guide wire [1] and advance it into the left superior pulmonary vein [2].
2.13.1. SCREEN/SCOPE: The guide wire is being inserted. 
2.13.2. SCREEN/SCOPE: The guide wire is being advanced into the left superior pulmonary vein.

2.14.  Advance the sheath fully into the left atrial cavity over the dilator [1]. Then withdraw the dilator [2].
2.14.1. SCREEN/SCOPE: The sheath is being advanced fully into the left atrial cavity.
2.14.2. Talent withdrawing the dilator.
2.15. Now, insert the guiding catheter [1]. Advance it into the left atrium over the guide wire [2] and withdraw the guide wire [3].
2.15.1. Talent inserting the guiding catheter into the left atrium.
2.15.2. SCREEN/SCOPE: The guide catheter is being advanced into the left atrium over the guide wire.
2.15.3. Talent withdrawing the guide wire.

2.16. [bookmark: OLE_LINK24]Measure the left atrial pressure via the guiding catheter [1].
2.16.1. SCREEN: Measurement display of left atrial pressure using the guiding catheter.
3. Video 3: Selective Pulmonary Venography, Angioplasty and Stent Implantation for Pulmonary Vein Stenosis Management
Demonstrator: Yunshan Cao and Xuechun Sun.

Ethics Title Card
Procedures involving human subjects have been approved by the Ethics Committee at Sichuan Provincial People's Hospital. Patient consent was obtained to include anonymized data for the protocol and video publication

Protocol
3.1. To begin, monitor the vitals of a patient with fibrosing mediastinitis -associated pulmonary vein stenosis [1].
3.1.1. WIDE: Talent looking at the vitals of the patient. 
AUTHORS: Please note that this step was added to facilitate the mandatory WIDE opening shot of this video. 

3.2. [bookmark: OLE_LINK25]Insert a 0.014-inch run-through guide wire into the distal left superior pulmonary vein on the left groin of the patient [1]. Gently pass the guiding catheter over the wire [2]. Position its tip at the distal part of the stenosis [3].
3.2.1. Talent inserts the guide wire into the distal left superior pulmonary vein.
3.2.2. [bookmark: OLE_LINK26]SCREEN/SCOPE: The guiding catheter is being passed over the wire. 
3.2.3. SCREEN/SCOPE: The catheter tip is being positioned at the distal part of the stenosis. 

3.3. Perform selective pulmonary venography to evaluate the lesion's location, severity of stenosis, and grade of pulmonary vein flow [1]. Record pressure measurements of the distal part of the stenosis [2]. 
3.3.1. SCREEN/SCOPE: The lesion’s location, severity of stenosis and grade of pulmonary vein flow are being seen. 
3.3.2. SCREEN: The pressure measurements of the distal part of the stenosis are being recorded. 
3.4. Retract the JR (J-R) guiding catheter to the proximal part [1]. Then measure the proximal pressure and calculate the pressure gradient between the two sides of the lesion [2].
3.4.1. SCREEN/SCOPE: The JR guiding catheter is being retracted to the proximal part. 
3.4.2. SCREEN: The proximal pressure and pressure gradient is being calculated. 

Balloon Angioplasty and Stent Implantation
3.5. Choose an appropriately sized balloon based on computed tomography pulmonary angiography and pulmonary venography data [1]. Perform sequential dilation at the most stenotic part of the vein [2]. Then remove the balloon delivery catheter [3].
3.5.1. [bookmark: OLE_LINK35]Talent selecting the balloon based on imaging data.
3.5.2. [bookmark: OLE_LINK27]SCREEN: Sequential dilation is being done at the stenosis. 
3.5.3. Shot of the balloon catheter being removed. 
3.5.4. [bookmark: OLE_LINK28]Repeat angiography and measure the pressure of the distal part of the stenosis.
3.5.5. Retract the JR guiding catheter to the proximal part to measure the proximal pressure.

3.6. For the stent implantation, first select an appropriately sized stent based on imaging assessments [1]. Exchange the guide wire with a 0.035-inch angled guide wire [2]. 
3.6.1. Talent selecting a stent suitable for the lesion.
3.6.2. Talent replaces the guide wire with a 0.035-inch angled guide wire.

3.7. Withdraw the guiding catheter [1]. Advance the stent over the guide wire into the vein [2]. Then, perform the stenting procedure [3]. 
3.7.1. SCREEN/SCOPE: The guiding catheter is being withdrawn. 
3.7.2. [bookmark: OLE_LINK34]SCREEN/SCOPE: The stent is being advanced over the guide wire into the dedicated vein.
3.7.3. SCREEN/SCOPE: The stenting procedure is being done. 
3.7.4. [bookmark: OLE_LINK21][bookmark: OLE_LINK29]Repeat angiography and measure the pressure of the distal part of the stenosis.
3.7.5. [bookmark: OLE_LINK30]Repeat pressure measurement of the proximal part of the stenosis.

3.8. Confirm the stent location via anatomic landmarks [1]. Now, deliver a suitably sized balloon and perform in-stent dilation [2-TXT]. 
3.8.1. SCREEN/SCOPE: The stent location is being confirmed based on anatomical landmarks. 
3.8.2. [bookmark: OLE_LINK31]SCREEN/SCOPE: The stent balloon is being delivered and in-stent dilation is being done. TXT: Similarly perform angioplasty in the proximal right superior pulmonary vein
3.8.3. Repeat measurements of the pressure in the distal and proximal parts of the stenosis.

3.9. Finally, remove the guide wire and transseptal sheath [1]. Press the puncture site manually [2] and apply a tight pressure bandage to prevent bleeding [3]. 
3.9.1. Talent removing the guide wire and sheath.
3.9.2. [bookmark: OLE_LINK33]Talent applying manual pressure to the puncture site.
3.9.3. Talent applies a tight pressure bandage on the puncture site.
[bookmark: Text2]     
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