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Author Questionnaire 
1. We have marked your project as author-provided footage, meaning you film the video yourself and provide JoVE with the footage to edit. JoVE will not send the videographer. Please confirm that this is correct. 
☐ Correct 
☐ Incorrect 

 2. 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 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.

3. 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.

[bookmark: Text5]4. Proposed filming date: To help JoVE process and publish your video in a timely manner, please indicate the proposed date that your group will film here: MM/DD/YYYY

DO NOT use this draft script for filming. Please wait until your script is finalized to begin the filming process. 

When you are ready to submit your video files, please contact our China Location Producer, Yuan Yue.

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:  14
Number of Shots:  50

Introduction 

Answers to these questions will become interview statements that you will deliver on camera.
· Introduction: Answer the 1st REQUIRED prompt and 1 additional question; Conclusion: Answer any 3 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.
· Limit the length of each statement to 20 words or fewer.
· Answers will be edited for length, clarity, and consistency with journal style guidelines.

Authors: Please note that the questions will not appear on screen. Please answer in stand-alone full sentence with sufficient context.

INTRODUCTION:
REQUIRED: Summarize your research focus and the main questions it aims to answer.
1.1. Enter full 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.

Describe the research gap or limitation in existing methods and how this protocol addresses them.
1.2. Enter full 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.
Describe the research contexts or systems in which this protocol can be applied.
1.3. Enter full 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 does this protocol allow researchers to study or measure?
1.4. Enter full 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.
Describe the most important consideration or challenge when performing this protocol.
1.5. Enter full 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.
Are there any additional methods or analyses that can be performed following this procedure?
1.6. Enter full 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 can future studies build on this work? Describe the questions or research directions that can be investigated next.
1.7. Enter full 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.






Ethics Title Card
This research has been approved by the Ethics Committee of Guangdong Provincial Hospital of Traditional Chinese Medicine



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.) 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 you/your videographer will capture. 
Authors: During filming, please point out the organs or veins before dissecting them.

2. Patient Selection and Preoperative Assessment
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, confirm surgical eligibility by reviewing the patient record for complex hepatolithiasis with indications for major hepatectomy, including unilateral stones, parenchymal atrophy, biliary strictures, or suspected cholangiocarcinoma [1]. Confirm that preoperative biliary drainage has been performed in patients presenting with acute cholangitis, severe hyperbilirubinemia or sepsis [2].

2.1.1. WIDE: Talent reviewing the patient’s clinical records to confirm complex hepatolithiasis and indications for major hepatectomy. 
Authors: Please highlight relevant areas in the patient record to indicate the presence of complex hepatolithiasis.
2.1.2. Talent reviewing the chart to confirm preoperative biliary drainage in the indicated patient.
Authors: Please highlight the relevant sections of the patient record that document preoperative biliary drainage.

2.2. Verify afebrile status, a normalized or declining white blood cell count, and the procalcitonin level to confirm that the acute infection is controlled [1]. Ensure that jaundice has significantly improved before proceeding with surgery [2]. To confirm suitability for major hepatectomy, assess liver function, functional reserve, and volumetric adequacy using the parameters presented [3].
Authors: What is the parameter that is verified in [2]?

2.2.1. Talent reviewing the patient’s temperature chart and laboratory results. Authors: Please highlight the relevant sections of the patient record that indicates that acute infection is controlled.
2.2.2. Talent confirming improvement of jaundice in the preoperative assessment record. 
Authors: Please highlight the relevant sections of the patient record that indicates jaundice has significantly improved.
2.2.3. TEXT ON A PLAIN BACKGROUND:
Assess liver function: 
Confirm Child-Pugh Class A
Check functional reserve: 
Indocyanine green retention: 10-15%, Performance status: 0-1
Review liver volumetry:
Three‑dimensional reconstruction analysis
Confirm adequacy: 
Total liver volume and future liver remnant sufficient for liver condition

2.3. Discuss with the patient and family the surgical indications, planned procedure, risks, benefits, and alternatives, then obtain and document written informed consent. [1].

2.3.1. Shot of the talent discussing the details about the surgery with the patient and their family and obtaining written informed consent from them.

2.4. Review the recently ordered laboratory test results [1-TXT]. Obtain and review contrast-enhanced computed tomography scans of the upper abdomen and magnetic resonance cholangiopancreatography data to assess stone burden and to rule out malignancy [2]. Import the data into a dedicated three-dimensional reconstruction software [3]. 

2.4.1. Talent reviewing the required laboratory test results. TXT: Laboratory Tests: CBC, LFT, RFT, PCT, CRP, AFP, CEA, coagulation profile
2.4.2. Talent reviewing the contrast-enhanced computed tomography and magnetic resonance cholangiopancreatography images.
2.4.3. SCREEN: Show the dedicated reconstruction software being opened and the computed tomography Digital Imaging and Communications in Medicine data being imported into the software.
Authors: Please create screen capture videos of the shots labeled as SCREEN, create a screenshot summary, and upload the files to your project page as soon as possible: https://review.jove.com/account/file-uploader?src=21396103

2.5. Use the semi‑automatically generated segmentation as the initial template, and manually refine the segmentation of the liver, tumors, and vascular structures [1] and reconstruct the biliary tree [2]. Measure liver volumes, analyze anatomical relationships, and document any anatomical variants relevant to surgical planning [3].

2.5.1. SCREEN: Show semi-automatic segmentation of the liver, tumors, and vasculature and then show manual corrections being implemented.
2.5.2. SCREEN: Show the biliary tree reconstruction in the software followed by a shot of the reconstructed biliary tree.
2.5.3. SCREEN: Show the volume measurements for the liver and resection segments, the reconstructed anatomy with the relevant ducts and vessels displayed and show an anatomical variant being documented (if applicable).

3. Procedural Setup, Surgical Technique and Postoperative Care

Demonstrator: Click here to enter name of demonstrator(s)

3.1. After induction of general anesthesia as per institutional protocol, place the patient in the supine lithotomy position [1]. To establish a five‑port technique, insert the appropriate trocars sequentially at the indicated locations [2].

3.1.1. Talent positioning the anesthetized patient in the supine lithotomy position.
3.1.2. TEXT ON A PLAIN BACKGROUND:  
Insert: 
1. 10 mm trocar superior and to the right of the umbilicus 
2. 12 mm trocar in the subxiphoid region 
3. 5 mm trocar in the midline
4. 12 mm trocar in the right midclavicular line below the costal margin
5. 5 mm trocar in the right anterior axillary line below the costal margin

3.2. After establishing pneumoperitoneum using standard procedures, divide any abdominal adhesions to fully expose the liver [1]. Dissect the hepatoduodenal ligament [2]. Extract stones from the common bile duct [3], then divide the common bile duct and close the stump [4]. Ligate and divide the right hepatic artery [5].
Authors: Please confirm if pneumoperitoneum is established using standard procedures and whether its demonstration can be skipped.

3.2.1. Talent dividing abdominal adhesions to expose the liver.
3.2.2. Talent dissecting the hepatoduodenal ligament.
3.2.3. Talent extracting stones from the common bile duct.
3.2.4. Talent dividing the common bile duct and closing the stump.
3.2.5. Talent ligating and dividing the right hepatic artery.

3.3. Divide the round, falciform, and right coronary ligaments to fully mobilize the right liver [1]. Identify the short hepatic veins draining anterior to the inferior vena cava [2]. Ligate and divide the short hepatic veins sequentially from caudal to cephalad [3]. Expose the fossa between the middle hepatic vein or MHV (M-H-V) and the right hepatic vein to identify their anatomical positions [4].

3.3.1. Talent dividing the round, falciform, and right coronary ligaments.
3.3.2. Talent identifying the short hepatic veins anterior to the inferior vena cava.
3.3.3. Talent ligating and dividing the short hepatic veins from caudal to cephalad.
3.3.4. Talent exposing the fossa between the MHV vein and the right hepatic vein.

3.4. Fashion a tourniquet from a trimmed 14 French T-tube [1]. Place the tourniquet around the hepatoduodenal ligament at the first hilum to prepare for the intermittent Pringle maneuver [2]. Now, scan the liver with intraoperative ultrasound to confirm the position of the MHV [3]. Mark the projected course of the MHV on the liver surface with electrocautery [4]. 
Authors: Please confirm if you will be using  trimmed 14 French T-tube to fashion the tourniquet during demonstration in [1].

3.4.1. Talent fashioning a tourniquet from a trimmed 14 French T-tube. 
3.4.2. Talent placing the tourniquet around the hepatoduodenal ligament at the first hilum.
3.4.3. Talent scanning the liver with intraoperative ultrasound.
3.4.4. Talent marking the projected course of the MHV on the liver surface with electrocautery.

3.5. Initiate the Pringle maneuver with 15‑minute occlusion and 5‑minute reperfusion cycles [1]. Then, initiate hepatic parenchymal transection between segments S4b and S5, extending through the caudate process [2]. Proceed from caudal to cephalad with the harmonic scalpel [3]. Identify a peripheral branch of the target landmark vein, the MHV [4]. 

3.5.1. Shot of the Pringle maneuver being initiated. 
3.5.2. Talent initiating parenchymal transection between segments S4b and S5 and through the caudate process.
3.5.3. Talent continuing the transection from caudal to cephalad with the harmonic scalpel.
3.5.4. Talent identifying a peripheral branch of the MHV.

3.6. Dissect along the MHV branches toward the trunk [1]. Expose the MHV meticulously throughout the dissection plane [2]. Coagulate fine structures smaller than 2 millimeters with bipolar energy [3]. Apply Hem-o-lok or titanium clips to larger structures greater than 2 millimeters before division [4].

3.6.1. Talent dissecting along the branches of the MHV toward the trunk.
3.6.2. Talent exposing the MHV along the dissection plane.
3.6.3. Talent coagulating fine structures with bipolar energy.
3.6.4. Talent applying Hem-o-lok or titanium clips to a larger structure before division.

3.7. Clip the peripheral end of a thick G7 branch near the inferior vena cava with a Hem-o-lok [1]. Divide the branch with the harmonic scalpel [2]. Fully expose the angle between the MHV and the right hepatic vein [3]. Divide the right hepatic vein with a powered linear stapler [4]. Then, divide the right portal vein with the powered linear stapler [5].

3.7.1. Talent clipping the peripheral end of a thick G7 branch near the inferior vena cava with a Hem-o-lok.
3.7.2. Talent dividing the G7 branch with the harmonic scalpel.
3.7.3. Talent exposing the angle between the MHV and the right hepatic vein.
3.7.4. Talent dividing the right hepatic vein with a powered linear stapler.
3.7.5. Talent dividing the right portal vein with the powered linear stapler.

3.8. Divide the transverse portion of the left hepatic duct with the harmonic scalpel [1]. Extract any residual stones [2]. Complete the right hemihepatectomy [3]. Place the resected specimen in a retrieval bag and extract it [4]. Place closed-suction drains in the resection bed and the subhepatic space [5].

3.8.1. Talent dividing the transverse portion of the left hepatic duct with the harmonic scalpel.
3.8.2. Talent extracting residual stones.
3.8.3. Talent completing the right hemihepatectomy.
3.8.4. Talent placing the resected specimen in a retrieval bag and extracting it.
3.8.5. Talent placing closed-suction drains in the resection bed and the subhepatic space.

3.9. Monitor vital signs regularly [1]. Perform daily or as-needed laboratory tests including complete blood count, liver function tests, coagulation profile, renal function tests, electrolyte levels, and procalcitonin [2]. Record the daily drain output volume and character [3]. Irrigate the drains when necessary [4]. Follow the steps shown to ensure appropriate postoperative management and outcome review [5].

3.9.1. Talent monitoring the postoperative vital signs.
3.9.2. Talent reviewing the postoperative laboratory tests.
3.9.3. Talent recording the daily drain output volume and character.
3.9.4. Talent irrigating the drains.
3.9.5. TEXT ON A PLAIN BACKGROUND:
 Manage postoperative care: 
 Administer analgesia; encourage early ambulation
 Plan follow‑up: 
 Arrange telephone and outpatient clinic follow‑up
 Document surgery: 
 Record diagnosis, findings, techniques, challenges, and solutions
 Review outcomes: 
 Assess complications and integrate findings into quality improvement




Results
Please review this section to make sure that it accurately reflects your findings.
· You/Your videographer does not have to record this section. 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: 82
· Please note that the video cannot include voiceover without an accompanying visual.

4. Results 

4.1. After the initial caudal parenchymal division, a peripheral branch of the MHV was identified [1].

4.1.1. LAB MEDIA: Figure 1. Video editor: Highlight the exposed vessel in the center of the image labelled “MHV”

4.2. The liver resection was performed along the right side of the MHV from caudal to cephalad [1], with the MHV fully exposed throughout the procedure [2].

4.2.1. LAB MEDIA: Figure 1. Video editor: Emphasize the red arrows that trace the path upward along the vessel
4.2.2. LAB MEDIA: Figure 1. Video editor: Zoom in on the exposed vessel labelled “MHV” and keep it centered on screen

4.3. A computed tomography scan on postoperative day 3 confirmed no fluid collection [1]. The same computed tomography scan confirmed no residual stones [2].

4.3.1. LAB MEDIA: Figure 5. Video editor: Show the follow-up scan and highlight the surgical area where no fluid collection is seen.
Authors: Please specify which area needs to be highlighted in the figure.
4.3.2. LAB MEDIA: Figure 5. Video editor: Highlight the area in the scan where no residual stones are seen.
Authors: Please specify which area needs to be highlighted in the figure.

4.4. Postoperative liver function tests showed a typical pattern of recovery after major hepatectomy [1].

4.4.1. LAB MEDIA: Table 2. Video editor: Show the full table titled “Liver function recovery and incidence of postoperative complications.”
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