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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.


4. Testimonials (optional): Would you be open to filming two short testimonial statements live during your JoVE shoot? These will not appear in your JoVE video but may be used in JoVE’s promotional materials. Enter Yes or No.  
If Yes, please provide the full name and position (e.g., Director of [Institute Name], Senior Researcher [University Name], etc.) of the author willing to participate.
Enter full author name, Enter author position


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: 45 

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 up to 2 introduction and up to 3 conclusion questions. No more than 5 interview statements will be included in the video.
· Enter the full name of the author who will deliver the statement.
· Speak naturally and avoid reading the lines.
· Answer in full sentences, the questions will not be displayed in the video. 
· Limit the length of each statement to 20 words or fewer.
· Answers will be edited for length, clarity, and consistency with journal style guidelines.

INTRODUCTION:

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 20 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 20 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 20 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 20 or fewer words.

CONCLUSION:

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 20 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 20 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 20 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 20 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 20 or fewer words.
What questions will future research focus on?
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 20 or fewer words.


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


Ethics Title Card

This research has been approved by the Institutional Review Board (IRB) or equivalent body at (insert Institutional Name)	Comment by Pallavi  Sharma: Authors: Please provide this information



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. Drawing of the Incision Lines and Realization of the Orbitonasal Approach
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, draw the incision line on each side of the face by following the Tessier orbitonasal incision along a bayonet-shaped line at the medial canthus, extending into a sub-tarsal approach [1]. Create a sequence of broken lines along the incision to assist in dissection and reduce the risk of visible retractile scarring [2].
2.1.1. WIDE: Talent marking the bayonet-shaped incision line at the medial canthus, extending laterally following the sub-tarsal path.
2.1.2. Talent drawing interrupted or dashed lines over the initial incision path.

2.2. For a unilateral medial transnasal canthopexy, draw the Tessier orbitonasal incision on the affected side [1]. On the opposite side, draw a curved incision line approximately 1.5 centimeters long, placed in front of the medial canthal tendon [2].
2.2.1. Talent marking the orbitonasal incision on the affected side of the face.
2.2.2. Talent drawing a 1.5-centimeter arcuate line anterior to the medial canthal tendon on the contralateral side.

2.3. Infiltrate the incision sites and the medial canthus area with a subperiosteal injection of 1 percent adrenaline-lidocaine solution, provided there are no contraindications [1].
2.3.1. Talent injecting the adrenaline-lidocaine solution beneath the periosteum at the marked incision lines and medial canthus region.

2.4. Using an 11-scalpel blade, perform a skin incision along the previously marked lines, cutting down to the orbicularis muscle plane and extending laterally toward the lateral canthus [1].
2.4.1. Talent performing the skin incision with an 11-scalpel blade along the broken line, reaching the orbicularis muscle, and continuing laterally.

2.5. Then, using Ragnell scissors, continue dissection through the preseptal plane until reaching the periosteum at the infraorbital margin [1]. Using a 15-scalpel blade, incise the periosteum along the infraorbital margin [2].
2.5.1. Talent dissecting through the tissue in the preseptal plane using Ragnell scissors, advancing down to the periosteum at the infraorbital margin.
2.5.2. Talent performing a periosteal incision along the infraorbital margin using a 15-scalpel blade.

2.6. With an elevator, dissect the infraorbital margin in a subperiosteal plane [1]. Then, roughen approximately 2 centimeters of the orbital floor and medial wall to achieve sufficient exposure [2].
2.6.1. Talent using an elevator to dissect beneath the periosteum along the infraorbital margin.
2.6.2. Talent scraping and roughening the orbital floor and medial wall to extend the exposure area.

2.7. Now, insert a lacrimal probe into the lower lacrimal passage to assist in identifying anatomical structures during dissection [1]. Gradually dissect the orbicularis muscle medially using Ragnell scissors until the medial canthal tendon is fully exposed [2].
2.7.1. Talent gently probing the lower lacrimal passage with a lacrimal probe.
2.7.2. Talent using Ragnell scissors to dissect the orbicularis muscle medially and expose the medial canthal tendon.

2.8. Isolate the medial canthal tendon along its entire length [1]. Then, use Ragnell scissors and an elevator to detach it from the periosteal plane [2].
2.8.1. Talent carefully isolating the medial canthal tendon from surrounding tissues.
2.8.2. Talent detaching the medial canthal tendon from the periosteum using Ragnell scissors and an elevator.

2.9. Using an elevator, dissect the medial orbital wall in a subperiosteal plane, pushing the lacrimal sac downward [1]. Continue the dissection to include the superior orbital rim and the inner part of the orbital roof, being cautious not to fracture the lamina papyracea [2].
2.9.1. Talent dissecting the medial wall in a subperiosteal plane with an elevator, depressing the lacrimal sac.
2.9.2. Talent continuing the dissection upward toward the superior orbital rim and orbital roof with caution.

2.10. With an elevator, release the lacrimal passages and the lacrimal sac down to the lacrimonasal canal [1]. Expose the ascending process of the maxilla using an elevator [2-TXT]. 
2.10.1. Talent using an elevator to mobilize the lacrimal passages and sac up to the lacrimonasal canal.
2.10.2. Talent exposing the ascending process of the maxilla by dissecting with an elevator. TXT: Similarly, perform the orbitonasal approach on the contralateral side 

2.11. For a unilateral medial canthopexy, perform the orbitonasal approach on the side where the medial canthus needs to be reattached [1]. On the opposite side, make a curved incision measuring approximately 1.5 centimeters in length and located about 10 millimeters anterior to the medial canthal tendon using a 15-scalpel blade [2].
2.11.1. Talent performing the orbitonasal approach on the affected side of the face.
2.11.2. Talent making a curved incision in front of the medial canthal tendon on the contralateral side using a 15-scalpel blade.

3. Creating the Tansosseous Wire
Demonstrator: Click here to enter name of demonstrator(s) 

3.1. To create the transosseous wire, perforate the maxillary frontal process using the largest square pin, behind the anterior lacrimal crest or at the level of the posterior lacrimal crest [1]. Angle the perforation slightly backward to direct the medial canthus traction toward the orbital apex [2]. Use a malleable retractor to shield the eye and lacrimal sac during the procedure [3].
3.1.1. Talent positioning the largest square pin against the frontal process of the maxilla.
3.1.2. Talent perforating the bone in a backward direction to align traction with the orbital apex.
3.1.3. Talent placing a malleable retractor to protect the eye and lacrimal sac during drilling.

3.2. Using a fine square pin, perforate the nasal septum with a deeper and more posterior trajectory compared to the initial perforation [1].
3.2.1. Talent using the fine square pin to perform a second perforation through the nasal septum.

3.3. On the contralateral side, perform a bone perforation at the level of the lacrimal crest, just above the upper edge of the medial canthal tendon [1]. Use a malleable retractor to protect the eyeball and the lacrimal sac during this step [2].
3.3.1. Talent performing a bone perforation at the lacrimal crest, directly above the superior border of the medial canthal tendon.
3.3.2. Talent inserting a malleable retractor to shield the eye and lacrimal sac during the perforation.


4. Creating a Transnasal Wire "Shuttle" and Insertion of Staged Wires on the Medial Canthal Tendon, and Contralateral Transnasal Passage 
Demonstrator: Click here to enter name of demonstrator(s) 

4.1. To begin creating a transnasal wire shuttle, fold the wire in half to form a loop [1]. Pass this loop through the bone defect from one side to the opposite side [2].
4.1.1. Talent folding a non-locking steel wire into a loop.
4.1.2. Talent inserting the looped wire through the bony tunnel from one side of the nasal structure to the other.

4.2. Insert two additional wire loops head-to-head using the first loop [1].
4.2.1. Talent inserting two additional steel wire loops through the initial loop 

4.3. For unilateral medial canthopexy, insert the looped wire from the affected side toward the opposite side [1]. Then, insert only one additional loop through the first loop, using it as a guide [2].
4.3.1. Talent inserting a single looped wire from the affected medial canthus side across to the contralateral side.
4.3.2. Talent inserting one additional wire loop through the first one.

4.4. Carefully pass three separate 3-0 locking steel wires through the medial canthal tendon, ensuring each wire has a firm and secure hold [1].
4.4.1. Talent threading three different 3-0 locking steel wires through the medial canthal tendon with precision.

4.5. Cut each of the three steel wires to different lengths to prevent confusion during placement [1] and secure them individually using mosquito clamps [2].
4.5.1. Talent trimming each steel wire to a unique length.
4.5.2. Talent securing the ends of each wire with mosquito clamps.

4.6. Pass the wires in pairs through the metal loop located on the affected side and fold them back onto themselves to prepare for transnasal passage [1].
4.6.1. Talent inserting the steel wires, two at a time, through the metal loop and folding them over themselves.

4.7. Gradually pull the loop from the opposite side to draw the steel wires transnasally through the bone tunnels [1]. Once the loop has successfully pulled the wires through, remove the loop and arrange the wires in separate pairs for later fixation [2].
4.7.1. Talent gently pulling the metal loop to guide the steel wires across the nasal bridge.
4.7.2. Talent removing the metal loop and organizing the passed steel wires into two distinct pairs.


5. Contralateral Fixation of the Medial Canthus Tendon by Blocking the Steel Wires on a Metallic Cleat
Demonstrator: Click here to enter name of demonstrator(s) 

5.1. Create a metallic cleat by twisting together three or four number 1 steel wires, each approximately 1 centimeter in length, and tighten them securely [1].
5.1.1. Talent twisting and tightening multiple short steel wires to form a compact metallic cleat.

5.2. Anchor the passed steel wires onto the metallic cleat, positioning it firmly against the maxillary process [1-TXT]. 
5.2.1. Talent anchoring the steel wires to the metallic cleat and placing it against the maxillary process. TXT: Achieve an overcorrection

5.3. On the contralateral side, perform insertion of staged steel wires into the medial canthal tendon [1]. Use the wire shuttle to perform the transnasal passage of these wires [2] and fix the medial canthal tendon by securing the wires to a metallic cleat, following the same procedure as previously done [3].
5.3.1. Talent threading staged steel wires through the contralateral medial canthal tendon.
5.3.2. Talent passing the wires transnasally using the loop shuttle.
5.3.3. Talent fixing the contralateral tendon by anchoring wires to a metallic cleat.

5.4. To begin closure of the orbitonasal approach, perform a two-layer closure. First, reapproximate the maxillary periosteum to the periorbital tissue using 4-0 Polyglactin sutures [1]. Then, close the skin layer using interrupted 6-0 Polypropylene sutures [2].
5.4.1. Talent suturing the maxillary periosteum to the periorbital tissue using 4-0 Polyglactin sutures.
5.4.2. Talent performing interrupted skin sutures using 6-0 Polypropylene.

5.5. On the contralateral side in a case of unilateral canthopexy, perform a single-layer closure of the skin using interrupted 6-0 Polypropylene sutures [1].
5.5.1. Talent closing the contralateral incision with interrupted 6-0 Polypropylene sutures.

5.5.2. 

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: 71.
· Please note that the video cannot include voiceover without an accompanying visual.

6. Results 

6.1. In patients with craniosynostosis, transnasal medial canthopexy achieved visibly improved facial symmetry and orbital alignment postoperatively [1], with corresponding changes confirmed by craniofacial CT scans [2].
6.1.1. LAB MEDIA: Figure 4. Video editor: Show the clinical photograph labeled “after surgery,” highlighting the improved facial symmetry and orbital alignment.
6.1.2. LAB MEDIA: Figure 4. Video editor: Show the postoperative CT scan (fourth image), highlighting the corrected alignment of the medial orbital wall and bone fixation.

6.2. Over the past 10 years, 9 unilateral and 5 bilateral transnasal medial canthopexies were performed in patients aged 9 to 79 years with congenital dystopia or traumatic orbital bone injuries, achieving satisfactory results [1].
6.2.1. LAB MEDIA: Table 1. Video editor: Highlight the “Procedure” column 

6.3. Two patients required dacryocystorhinostomy due to persistent epiphora following the procedure [1].
6.3.1. LAB MEDIA: Table 1. Video editor: Highlight the column “post-operative epiphora”.
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