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Author Questionnaire
1. Software: Does the part of your protocol being filmed include step-by-step descriptions of software usage?  NO

2. Filming location: Will the filming need to take place in multiple locations?   NO


Current Protocol Length

Number of Steps:  08
Number of Shots:  16
 
Introduction
Videographer: Obtain headshots for all authors. 


REQUIRED: 
Briefly describe this case, the treatment reported here, and the outcome of this treatment. 
1.1. Liyun Wang：This case involved a patient with a giant hepatic cavernous hemangioma, which was successfully removed by laparoscopic anatomical right hemihepatectomy via the in-situ anterior approach, and the patient recovered well after surgery.
1.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.  


How does this case contribute to the current knowledge in your field?
1.2. Liyun Wang：This video demonstrates a technique that offers a safer and more precise anatomical anterior approach to laparoscopic hemihepatectomy.
1.2.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.  

Were there any specific challenges or unusual circumstances during this case's management?
1.3. Junming Ma: The solitary hemangioma in the right hepatic lobe demonstrated expansive growth, compressing the hepatic pedicles and abutting the inferior vena cava while partially encircling the middle hepatic vein root, resulting in a high risk of surgical bleeding.
1.3.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.  


Why was this treatment chosen for this particular case?
1.4. Junming Ma: Conventional technique requires mobilizing the right liver, which carries a risk of tumor rupture and bleeding, and may even lead to conversion to open surgery. 
1.4.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.  



Were there any ethical dilemmas or considerations involved in the management of the case?
1.5. Jing Liu: We strive to maximize patient comfort by implementing comprehensive pain management strategies throughout the treatment process.
1.5.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.  

What is the long-term follow-up plan, if any, and how has the patient’s condition progressed since treatment?
1.6. Bo Peng: Long-term follow-up serves two primary purposes: to validate the anatomical success of the procedure, including complete resection with patent vasculature, and to ensure normal physiological function of the remnant liver, such as adequate regeneration without complications. Currently, the patient is progressing favorably in all aspects.
1.6.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.  

What are the key lessons or takeaways from this case for other clinicians?
1.7. Bo Peng: Laparoscopic anatomical right hemihepatectomy via the in-situ anterior approach demonstrates significant advantages in treating giant hepatic hemangiomas. By precisely defining the hilar structures and transection plane, it ensures complete resection while avoiding tumor injury caused by manipulation, thereby reducing complications and shortening recovery time.
1.7.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera.  


Videographer: Obtain headshots for all authors.
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Protocol  
2. Main Steps of Surgery
Demonstrator: Liyun Wang

2.1. To begin, the gallbladder triangle was dissected. The cystic artery and cystic duct were ligated and dissected. The gallbladder was then dissected from the fundus downward, and the right hepatic hilar plate was lowered through the gallbladder bed approach to expose the right anterior hepatic pedicle [1].
2.1.1. LAB MEDIA: 005.MOV Time: 03:15-03:35,04:18-04:28,05:50-06:00

2.2. Then, the left and right caudate lobes were split anterior to the inferior vena cava. A part of the short hepatic veins was transected. The caudate process was then divided longitudinally, and the Glisson pedicle of segment 1c was transected. This exposure revealed the right posterior hepatic pedicle [1].
2.2.1. LAB MEDIA: IMG-017.MOV Time: 02:15-02:25,03:25-03:35,08:45-08:55.   
LAB MEDIA: IMG-018.MOV Time: 01:55-02:05,02:25-02:35
2.3. Next, the right anterior and posterior hepatic pedicles were bluntly dissected [1]. Using silk sutures, both pedicles were suspended [2]. After confirming the integrity of the structures, a laparoscopic non-crushing vascular clamp was used to clip the pedicles. Ischemic demarcation lines were then observed and marked on the liver surface [3].
2.3.1. LAB MEDIA: IMG-011.MOV: 00:25-00:30.       
2.3.2. LAB MEDIA: IMG-013.MOV:  07:30-07:45,   
2.3.3. IMG-014.MOV: 07:45-07:55, 09:55-10:10.

2.4. After that, an intermittent Pringle's maneuver was performed using cycles of 15-minute occlusion followed by 5-minute reperfusion [1]. The liver parenchyma was then transected along the ischemic demarcation line using an ultrasonic surgical device [2].
2.4.1. LAB MEDIA: IMG-015.MOV: 01:15-01:25, 06:30-06:35   
2.4.2.  LAB MEDIA: IMG-020.MOV: 01:45-01:55,05:25-05:35

2.5. A middle hepatic vein branch was identified at the liver base during intraoperative exploration. This branch was carefully traced to anatomical landmark B [1]. After controlled transection of the right anterior middle hepatic vein tributary, the parenchyma was systematically dissected along the middle hepatic vein axis [2]. The transection plane was maintained in direct alignment with the course of the middle hepatic vein, extending precisely toward its root at the inferior vena cava [3].
2.5.1. LAB MEDIA: IMG-023.MOV: 09:35-09:45 
2.5.2. LAB MEDIA: IMG-024.MOV: 04:45-04:55,09:05-09:15
2.5.3. LAB MEDIA: IMG-027.MOV: 04:40-04:50, IMG-029.MOV:02:20-02:30

2.6. After completing the parenchymal transection, the right hepatic pedicle was meticulously dissected to achieve full circumferential exposure. It was then securely transected using a vascular linear stapler [1]. 
2.6.1. LAB MEDIA: IMG-030.MOV: 04:30-04:40,05:30-05:35.

2.7. The liver parenchyma was carefully dissected in a cephalad and dorsal direction along the anterior surface of the inferior vena cava [1]. The short hepatic veins and Makuuchi’s ligament were systematically transected to expose the root of the right hepatic vein. The right hepatic vein was then securely transected using a vascular linear stapling device [2].
2.7.1. LAB MEDIA: IMG-032.MOV: 00:08-00:13, 09:10-09:20
2.7.2. LAB MEDIA: IMG-034.MOV: 03:50-04:00, 07:45-07:55.

2.8. Then, the right hepatic lobe was completely mobilized and resected along the predetermined transection plane [1]. The resected specimen was carefully placed into an endoscopic retrieval bag [2]. The resection surface was meticulously inspected, and definitive hemostasis was achieved through systematic coagulation and compression [3].
2.8.1. LAB MEDIA: IMG-035.MOV: 05:35-05:45, IMG-036.MOV: 04:45-04:55,09:55-10:00
2.8.2. LAB MEDIA: IMG-037.MOV, 02:35-02:45
2.8.3. LAB MEDIA: IMG-041.MOV: 05:20-05:45



Results
3. Results 

3.1. Follow-up liver computed tomography showed normal vascularization and venous drainage of the left lobe after resection of the hepatic cavernous hemangioma [1].
3.1.1. LAB MEDIA: Figure 3A–D.
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