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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?  Enter Yes or 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?  Enter Yes or No.
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?   Enter Yes or 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:  26
Number of Shots:  54

Introduction
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 30 words or fewer.
· Answers will be edited for length, clarity, and consistency with journal style guidelines.

REQUIRED: What is the scope of your research? What questions are you trying to answer? 
1.1. 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 most recent developments in your field of research?
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 technologies are currently used to advance research in your field?
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 are the current experimental challenges?
1.4. 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?
1.5. 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 research gap are you addressing with your protocol?
1.6. 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?
1.7. 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.
How will your findings advance research in your field?
1.8. 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 new scientific questions have your results paved the way for?
1.9. 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?
1.10. 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.


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

Testimonial Questions (OPTIONAL): 

Videographer: 

· Please ensure that all testimonial shots are captured in a wide-angle format, while also maintaining sufficient headspace, given that the final videos will be rendered in a 1:1 aspect ratio.
· Also, kindly note that testimonial statements will be presented live by the authors, offering their spontaneous perspectives.

· Note: Testimonial statements will not appear in the video but may be featured in our promotional materials.
· Provide the full name and position (e.g., Director of [Institute Name], Senior Researcher [University Name], etc.) of the author delivering the testimonial. This will appear in our journal’s promotional materials.
· During the shoot, the author should speak naturally in their own words, using complete sentences and a conversational tone—no script will be provided.

How do you think publishing with JoVE will enhance the visibility and impact of your research?
1.11. Enter author name, Enter author title: (authors will present their testimonial statements live)
Can you share a specific success story or benefit you’ve experienced—or expect to experience—after using or publishing with JoVE? (This could include increased collaborations, citations, funding opportunities, streamlined lab procedures, reduced training time, cost savings in the lab, or improved lab productivity.)
1.12. Enter author name, Enter author title: (authors will present their testimonial statements live)


Ethics Title Card
This research has been approved by the Institutional Animal Care and Use Committee (IACUC) at Rhode Island Hospital and Brown University



Protocol  
[bookmark: _Hlk188263998]Please review this section to make sure that it accurately describes your protocol. Use Track Changes when making edits or revisions.
· The two-digit steps (e.g., 2.1., 2.2.) with purple font are the narration.  JoVE is responsible for the narration of the protocol and results.
· 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.
· The three-digit shots (e.g., 2.1.1., 2.2.2.) are the actions that the videographer will capture. 

2. Thoracotomy-Based Approach for Ameroid Constrictor Placement in Porcine Models
Demonstrator: Click here to enter name of demonstrator(s) 

If the same person is the demonstrator throughout, mention them once here and remove the "Demonstrator" field from the other sections; if the demonstrator changes, retain the field in the respective sections.

2.1. To begin, ensure that the swine receive daily doses of pre and post-operative aspirin starting from the day before surgery to 5 day post-operatively [1]. 
2.1.1. WIDE: Talent administering aspirin to the pig. 
2.2. On the day of the surgery, position the anesthetized pig right side down [1] and extend its left forelimb [2]. Tie the left forelimb to the table [3-TXT]. 
2.2.1. Talent positioning the anesthetized pig right side down. TXT: Anesthesia: Telazol (4.4 mg/kg) and xylazine (2.2 mg/kg) injections (i.m)
2.2.2. Shot of the left forelimb being extended. 
2.2.3. Talent tying the left forelimb to the table. TXT: Tilt the right side of the table up
2.3. Swab the surgical site with 2% chlorohexidine scrub [1].  Then drape the incisional site with 4 small stick-on drapes and 1 large laparotomy drape [2]. 
2.3.1. Shot of the surgical site being swabbed with 2% chlorohexidine scrub.
2.3.2. Talent placing 4 small stick on drapes and 1 large laparotomy drape over the incisional site. 
2.4. Next, inject 2 percent lidocaine subcutaneously at the anticipated incision site [1]. Use a number 10 scalpel to make a 5-centimeter oblique incision beginning near the axillary skin fold and extending laterally through the second to third intercostal space [2].
2.4.1. Talent injecting lidocaine subcutaneously at the marked surgical site.
2.4.2. Talent making the oblique skin incision with a number 10 scalpel.
2.5. Using the same scalpel, extend the incision down through the muscle layer until the fascial layer is visible [1]. Now use electrocautery to achieve hemostasis of the skin and muscle [2]. Bluntly open the fascial plane in a superior direction until the clavicle is palpable [3].
2.5.1. Talent deepening the incision through the muscle layer to expose the fascia.
2.5.2. Talent applying electrocautery to cauterize bleeding from the incision site.
2.5.3. Talent using blunt dissection to open the fascia and palpating for the clavicle.
2.6. Palpate the rib spaces to identify the second rib space [1]. Then, score the intercostal muscle using electrocautery [2] and enter the pleural space with a large Kelley clamp [3].
2.6.1. Talent palpating along the rib cage to identify the correct intercostal space.
2.6.2. Talent scoring the intercostal muscle using electrocautery.
2.6.3. Talent inserting the Kelley clamp into the pleural cavity.
2.7. Use the electrocautery to extend the pleural opening medially and laterally [1] while guiding with a large Kelley clamp to protect the lung and pericardium [2].
2.7.1. Talent carefully extending the incision medially and laterally. 
2.7.2. Shot of the large Kelly clamp in place. 
2.8. Next, insert a small Finochietto retractor to separate the ribs [1]. Place a wet gauze to retract the lung into the left pleural space, improving the view of the pericardium [2].
2.8.1. Talent placing the Finochietto retractor and gradually opening it to spread the ribs.
2.8.2. Talent placing wet gauze to gently push the lung away, revealing the pericardium.
2.9. Using Debakey forceps, tent up the pericardium [1]. Then make a small incision with Metzenbaum scissors [2]. 
2.9.1. Talent lifting the pericardium with Debakey forceps.
2.9.2. Talent making a small incision using scissors.
2.10. Extend the incision medially and laterally to expose the left atrial appendage [1], identifying and protecting the lung and phrenic nerve when cutting laterally [2].
2.10.1. Talent extending the incision carefully medially and laterally. 
2.10.2. Talent pointing to the lung and phrenic nerve
2.11. Tack up the pericardium using 3-0 (Three-oh) silk suture as needed [1].
2.11.1. Talent placing silk sutures to secure the pericardial edges.
2.12. Now, use a small Satinsky clamp to grasp a distal section of the left atrial appendage [1]. Ligate the appendage with a 0-silk tie [2]. Then retract it with a small hemostat to expose the left circumflex artery and the left anterior descending artery [3].
2.12.1. Talent clamping a distal section of the left atrial appendage. 
2.12.2. Talent ligating the distal part of the left atrial appendage.
2.12.3. Talent retracting the appendage with a hemostat to reveal the coronary arteries.
2.13. Once the vessels are exposed , switch to Gerald forceps [1].  Then make a small nick in the epicardial fat overlying the left circumflex artery near its origin from the left main coronary artery using Metzenbaum scissors [2].
2.13.1. Talent switching to Gerald forceps.
2.13.2. Talent use Metzenbaum scissors to expose the left circumflex artery.
2.14. Use a small right-angle clamp and peanut sponges held in Allis clamps to dissect around the left circumflex artery [1]. Once around the artery with the right angle, place a vessel loop around the artery and secure both ends with a small hemostat [2].
2.14.1. Talent dissecting carefully around the artery using clamps and sponges.
2.14.2. Talent placing and securing the vessel loop with a hemostat.
2.15. Administer 80 International Units per kilogram of heparin systemically to prevent thrombus formation [1].
2.15.1. Talent injecting heparin systemically using a syringe.

3. Myocardial Perfusion Mapping
Demonstrator: Click here to enter name of demonstrator(s) 
3.1. Instruct the assistant to gently retract the vessel loop to fully occlude the left circumflex artery [1]. Confirm occlusion by observing ST segment or T wave changes on the ECG monitor [2].
3.1.1. Talent instructing assistant and assistant retracting vessel loop.
3.1.2. Shot of the ECG monitor with changes in ST segment or T wave indicating occlusion.
3.2. During the first 30 seconds of occlusion, inject 5 milliliters of gold microspheres into the left atrial appendage using a 28-gauge needle [1]. At halfway through, pull back the syringe slightly [2] to check for blood flashback to confirm correct placement [3].
3.2.1. Talent injecting gold microspheres into the appendage.
3.2.2. Talent pulling back syringe.
3.2.3. CU: Shot of blood flashback. 
3.3. Use a peanut sponge to apply pressure to the injection site until hemostasis is achieved [1-TXT]. Continue retracting the vessel loop for the full 2 minutes while monitoring ECG for continued occlusion [2].
3.3.1. Talent applying pressure to the injection site with sponge. TXT: If bleeding persists, place figure of eight suture using 6-0 polypropylene suture
3.3.2. Shot of ECG showing occlusion trace changes. 
3.4. After 2 minutes and once ECG changes subside, place an ameroid constrictor around the proximal left circumflex artery [1-TXT]. Grasp the ameroid using either an Allis clamp or Kelly clamp for easier application, ensuring it is well-lubricated [2].
3.4.1. Talent placing the ameroid constrictor onto the proximal portion of the artery. TXT: Choose constrictor size between 2.0 and 2.75 mm
3.4.2. Talent gripping the lubricated ameroid with a clamp.
3.5. Have the assistant retract the dissected pocket using Gerald forceps or a peanut sponge to open the space [1]. Gently guide the ameroid through the keyhole onto the artery and confirm that the keyhole is rotated outward [2]. Confirm that the ameroid is placed as proximally as possible to ensure uniform ischemia [3].
3.5.1. Shot of assistant retracting the tissue pocket using instruments to expose the artery.
3.5.2. Talent positioning the ameroid through the keyhole and verifying orientation.
3.5.3. Talent visually confirming proximal placement of the ameroid constrictor.
3.6. Then remove the vessel loop [1]. Spray approximately 2 milliliters of topical nitroglycerin onto the artery to reduce vasospasm [2].
3.6.1. Talent removing the vessel loop.
3.6.2. Talent applying nitroglycerin spray over the artery.
3.7. Cut the tie on the atrial appendage and allow it to return to its natural position [1]. Then close the pericardium using a running 3-0 absorbable suture on a reverse bevel needle [2].
3.7.1. Talent cutting the silk tie and releasing the appendage back into position.
3.7.2. Talent suturing the pericardium in a continuous fashion.
3.8. After removing the wet gauze retracting the lung, inspect the area for any signs of injury [1]. Reapproximate the rib space using 0 Polydioxanone suture on a blunt tip needle [2].
3.8.1. Talent removing gauze and checking for damage or bleeding in the surrounding tissue.
3.8.2. Talent closing the rib space by placing sutures through intercostal muscles.
3.9. Close the muscular layer with a 3-0 absorbable suture [1]. Just before finishing the closure, insert a small red rubber catheter attached to suction into the pleural space [2]. As the final suture is tied, obtain a breath hold and have the assistant retract the red rubber out of the cavity [3].
3.9.1. Talent suturing the muscle layer.
3.9.2. Talent inserting the red rubber catheter connected to suction.
3.9.3. Shot of assistant removing the catheter during breath hold as the final suture is tied.
3.10. Now, close the subcutaneous layer with 3-0 absorbable suture [1]. Then, close the skin using a running subcuticular 4-0 Monocryl suture [2].
3.10.1. Talent closing the subcutaneous tissue with absorbable sutures.
3.10.2. Talent performing subcuticular closure with Monocryl suture.
3.11. Allow the swine to recover under the supervision of the veterinary team in a padded recovery cage with heat support [1].
3.11.1. Shot of Swine resting in a recovery cage with visible heat lamp overhead and a veterinary staff member monitoring the animal.
3.11.2. 

Results
Please review this section to make sure that it accurately reflects your findings.
· This section will not be recorded by the videographer. It only includes the figures/tables from your manuscript (called LAB MEDIA). 
· Use Track Changes when making edits or revisions. Ensure the voiceover length is below 200 words. Current word count: 75.
· Please note that the video cannot include voiceover without an accompanying visual.

4. Results 

4.1. Regional myocardial perfusion was quantified by measuring gold microsphere content normalized to tissue weight across multiple left ventricular sections [1].
4.1.1. LAB MEDIA: Table 1. Video editor: Show the full table, making sure all rows and columns are visible.
4.2. Sections 3B and 4B had no detectable gold microspheres, indicating the most ischemic myocardial territories, corresponding to the left circumflex artery region [1]. Section 1A showed the highest gold content per gram of tissue, confirming it as the most perfused and least ischemic regions, consistent with the left anterior descending artery territory [2].
4.2.1. LAB MEDIA: Table 1. Video editor: Highlight the rows “3B” and “4B”
4.2.2. LAB MEDIA: Table 1. Video editor: Highlight the rows “1A”. 
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