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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: 25
Number of Shots: 57 

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.
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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. Cervical and Facial Nerve Dissection
Demonstrator: Click here to enter name of demonstrator(s) 

2.1. To begin the cervical dissection, use a number 15 scalpel blade to make a cervical incision extending from the superior border of the clavicle to the earlobe [1].
2.1.1. WIDE: Talent making a cervical skin incision with a number 15 scalpel blade from the clavicle toward the earlobe.

2.2. Using strabismus scissors, dissect the neck area to identify the sternocleidomastoid muscle [1]. Perform a circumferential dissection of the external jugular vein [2]. Ligate the external jugular vein and divide it using strabismus scissors [3].
2.2.1. Talent carefully dissecting cervical tissues with strabismus scissors to expose the sternocleidomastoid muscle.
2.2.2. Talent dissecting circumferentially around the external jugular vein.
2.2.3. Talent placing ligatures around the external jugular vein and dividing the ligated external jugular vein with strabismus scissors.

2.3. Next, with a Farabeuf retractor, retract the sternocleidomastoid muscle laterally to gain access to the vascular pedicles [1-TXT]. 
2.3.1. Talent placing a Farabeuf retractor and retracting the sternocleidomastoid muscle laterally. TXT: Free the muscle laterally to expose the vessels

2.4. Using strabismus scissors, dissect carefully to expose the internal jugular vein to reveal the thyro-linguofacial trunk and identify and preserve the facial vein [1]. Dissect carefully to expose the common carotid artery to reveal the carotid bifurcation [2].
2.4.1. Talent dissecting to expose the internal jugular vein, extending the dissection to visualize the thyro-linguofacial trunk.
2.4.2. Talent dissecting along the common carotid artery and exposing the carotid bifurcation.

2.5. Using strabismus scissors, dissect the external carotid artery cranially and identify the arterial branches [1]. Ligate and divide the superior thyroid artery, ascending pharyngeal artery, occipital artery [2].
2.5.1. Talent dissecting the external carotid artery in a cranial direction and identifying branches of the external carotid artery.
2.5.2. Talent ligating and dividing the superior thyroid artery, ascending pharyngeal artery, and the occipital artery.

2.6. Continue the dissection to ligate and divide the lingual artery. Identify and preserve the facial branch of the external carotid artery [1]. Now, identify the posterior belly of the digastric muscle and identify the stylohyoid muscle [2].
2.6.1. Talent ligating and dividing the lingual artery and preserving the facial branch.
2.6.2. Talent pointing out the posterior belly of the digastric muscle and the stylohyoid muscle.

2.7. Using a fine-tip monopolar electrocautery set to approximately 30 degrees Celsius in coagulation mode, transect the posterior belly of the digastric muscle near its insertion [1]. Then, transect the stylohyoid muscle near its insertion to enhance surgical exposure [2].
2.7.1. Talent transecting the posterior belly of the digastric muscle with monopolar electrocautery.
2.7.2. Talent transecting the stylohyoid muscle with monopolar electrocautery.

2.8. Locate the hypoglossal nerve and section it proximally to obtain maximal length for potential nerve grafting [1]. Next, ligate and divide the submandibular gland, duct, and vessels, excluding the submandibular gland from the allograft [2-TXT].
2.8.1. Talent sectioning the hypoglossal nerve proximally.
2.8.2. Talent identifying the submandibular duct and associated vessels.
2.8.3. Talent ligating and dividing the submandibular duct, and vessels. TXT: Repeat the cervical dissection on the opposite side

2.9. For facial nerve dissection, use a number 15 scalpel blade to perform the pretragal incision [1]. Using strabismus scissors, dissect a preauricular skin flap in the sub-superficial musculoaponeurotic system plane [2].
2.9.1. Talent making a pretragal skin incision with a number 15 scalpel blade.
2.9.2. Talent dissecting the preauricular skin flap with strabismus scissors in the sub superficial musculoaponeurotic system plane.

2.10. Transect the external auditory canal and expose the facial nerve at its origin [1]. Then, using strabismus scissors, liberate all anterior soft tissues en bloc [2]. Isolate the facial nerve with a vessel loop and dissect the facial nerve with strabismus scissors to obtain maximal length [3-TXT].
2.10.1. Talent transecting the external auditory canal and exposing the facial nerve at its point of origin.
2.10.2. Talent dissecting and mobilizing the anterior soft tissues as a single unit.
2.10.3. Talent placing a vessel loop around the facial nerve and carefully dissecting the facial nerve to maximize its length. TXT: Repeat the pretragal and facial nerve dissection on the contralateral side 


3. Coronal Approach for Scalp Dissection and Periorbital Management
Demonstrator: Click here to enter name of demonstrator(s) 
3.1. To begin the coronal approach, using a number 15 scalpel blade, make a coronal incision [1]. Elevate the scalp flap in a sub-periosteal plane from posterior to anterior until the supraorbital nerve is encountered [2].
3.1.1. Talent making a coronal scalp incision with a number 15 scalpel blade.
3.1.2. Talent elevating the scalp flap in a sub periosteal plane and exposing the supraorbital nerve.

3.2. Using strabismus scissors, ligate the supraorbital neurovascular contents close to the bony foramen [1]. Divide the supraorbital contents, then Ligate and divide the supratrochlear neurovascular contents close to the bony foramen [2].
3.2.1. Talent ligating the supraorbital neurovascular bundle near the foramen.
3.2.2. Talent dividing the supraorbital neurovascular contents, ligating and dividing the supratrochlear neurovascular contents.

3.3. With the globe in situ, locate the levator palpebrae superioris muscle and place a marking suture using Ethilon on it [1]. Next, proceed with periorbital dissection in the sub-periosteal plane and divide the upper eyelid horizontally to preserve the orbicularis oculi within the graft [2].
3.3.1. Talent placing a marking suture on the levator palpebrae superioris muscle.
3.3.2. Talent dissecting the periorbital tissues and dividing the upper eyelid horizontally.

3.4. Using a number 15 scalpel blade, perform circumferential transconjunctival incisions [1-TXT]. Now, with an osteotome, elevate the lateral canthus with a small segment of the lateral orbital rim to ensure proper canthal support within the graft [2].
3.4.1. Talent making circumferential transconjunctival incisions with a number 15 scalpel blade. TXT: Preserve the superior and inferior tarsal plates, orbital septum, levator palpebrae superioris and the Müller muscle 
3.4.2. Talent using an osteotome to elevate the lateral canthus with a segment of the orbital rim.

3.5. Excise the lower eyelid while preserving the conjunctiva. Using strabismus scissors, dissect through the inferior fornix just inside the orbital rim [1-TXT]. After identifying the infraorbital nerve, transect the infraorbital nerve near its foramen to ensure maximal nerve length for future neurorrhaphy [2].
3.5.1. Talent dissecting through the inferior fornix with strabismus scissors and excising the lower eyelid. TXT: Preserve the orbital septum, orbital fat and the lower eyelid retractors 
3.5.2. Talent transecting the infraorbital nerve close to the foramen.


3.6. Employing a strabismus scissors, section the facial nerve at its exit from the stylomastoid foramen [1] and shave the masseter muscle to expose the mandibular surface [2].
3.6.1. Talent identifying and sectioning the facial nerve at the stylomastoid foramen with strabismus scissors.
3.6.2. Talent shaving the masseter muscle to expose the mandibular surface.

3.7. Raise the flap anteriorly on top of the masseter muscle [1]. Identify the buccal fat pad at its anterior border and continue the anterior dissection along the buccal fat pad while leaving it in situ [2]. After harvesting the buccal mucosa in full, extend the dissection superiorly to the orbit and continue the dissection laterally to include the zygoma [3].
3.7.1. Talent elevating the flap anteriorly over the masseter muscle.
3.7.2. Talent dissecting anteriorly along the buccal fat pad without removing it.
3.7.3. Talent extending the dissection toward the orbital region and extending the dissection to expose the zygoma.



4. Midface Osteotomies, Intraoral Dissection and Flap Liberation
Demonstrator: Click here to enter name of demonstrator(s) 

4.1. To begin the midface osteotomies, employ strabismus scissors to perform a sub-periosteal dissection lateral to the nose [1-TXT]. Using a reciprocating saw, perform a low-to-low lateral nasal osteotomy and then extend the osteotomy inferiorly to the hard palate with a curved osteotome [2].
4.1.1. Talent performing sub periosteal dissection lateral to the nose with strabismus scissors. TXT: Preserve the medial canthal tendon attachments 
4.1.2. Talent creating a lateral nasal osteotomy with a reciprocating saw and extending the osteotomy to the hard palate with a curved osteotome.

4.2. Next, extend the osteotomy laterally to include the zygomatic buttress [1-TXT]. Using strabismus scissors, divide the nasal septum longitudinally [2]. Harvest the nose together with the skin, cartilage including alar, triangular, and most of the septum, nasal bones, and nasal mucosa [3].
4.2.1. Talent extending the osteotomy laterally through the zygomatic buttress. TXT: Follow the zygomaticofrontal suture and the sphenozygomatic suture of the maxilla and zygoma 
4.2.2. Talent dividing the nasal septum longitudinally with strabismus scissors.
4.2.3. Talent harvesting the nose together with the skin, cartilage, triangular, septum, nasal bones, and mucosa.

4.3. For Intraoral dissection, pick up a number 10 or number 15 scalpel blade to make a circumferential intraoral incision along the gingivobuccal mucosal junction [1]. Then, incise the superior gingival mucosa following the maxillary dental arcade and the inferior gingival mucosa following the mandibular dental arcade [2]. Now, incise the gingival mucosa along the mandibular line using the scalpel [3].
4.3.1. Talent picking up the scalpel blade and making a circumferential intraoral incision along the gingivobuccal mucosal junction.
4.3.2. Talent incising the maxillary gingival mucosa and mandibular gingival mucosa precisely.
4.3.3. Talent incising the gingival mucosa along the mandibular line.

4.4. After identifying the mental nerve near its mental foramen, divide it close to the foramen while preserving maximal length for potential neurorrhaphy [1-TXT]. Using the scalpel, cut the mucosa at the gingiva on the dental part of the maxilla [1]. Continue cutting the mucosa at the gingiva on the dental part of the mandible [2].
4.4.1. Talent identifying and dividing the mental nerve close to the foramen with strabismus scissors. TXT: Use strabismus scissors
4.4.2. Talent cutting the gingival mucosa on the maxillary dental surface.
4.4.3. Talent cutting the gingival mucosa on the mandibular dental surface.

4.5. Now, using strabismus scissors, divide the mental nerve close to its foramen on the contralateral side [1].
4.5.1. Talent dividing the contralateral mental nerve near the mental foramen.

4.6. Using a fine tip monopolar electrocautery set to approximately 30 degrees Celsius in coagulation mode, mobilize the cervical soft tissue planes medially [1]. Direct the tissues toward the oral cavity [2]. Dissect in the plane above the sternohyoid and superior omohyoid muscles [3], with or without inclusion of the anterior jugular vein [4].
4.6.1. Talent mobilizing cervical soft tissue planes medially with monopolar electrocautery.
4.6.2. Talent directing the mobilized tissues toward the oral cavity.
4.6.3. Talent dissecting above the sternohyoid and superior omohyoid muscles.
4.6.4. Talent pointing to the anterior jugular vein during dissection.

4.7. Then, elevate the graft en bloc [1]. Using the monopolar electrocautery, liberate the allograft from all remaining soft tissue attachments while preserving the bilateral vascular pedicles [2].
4.7.1. Talent elevating the composite graft as a single unit.
4.7.2. Talent freeing remaining soft tissue attachments while preserving vascular pedicles.

4.8. Using absorbable monofilament, ligate the internal jugular veins as distally as possible [1]. Ligate the external jugular veins [2] and the carotid arteries as distally as possible [3]. Finally, detach the face entirely [4].
4.8.1. Talent ligating the internal jugular veins distally.
4.8.2. Talent ligating the external jugular veins.
4.8.3. Talent ligating the carotid arteries distally.
4.8.4. Talent completing detachment of the facial allograft.

4.8.5. 

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: 110.
· Please note that the video cannot include voiceover without an accompanying visual.

5. Results 

5.1. The donor face dissected for this study was a male measuring 1.72 meters in height with a malnourished body morphology [1].
5.1.1. LAB MEDIA: Figure 6

5.2. The facial nerve was marked with a blue suture on each side of the graft [1].
5.2.1. LAB MEDIA: Figure 6A. Video editor: Zoom in on both left and right sides of the graft in Panel A to show the blue sutures marking the facial nerve.

5.3. The internal view of the graft showed the orbital septum [1], superior gingival mucosa [2], and inferior gingival mucosa [3].

5.3.1. LAB MEDIA: Figure 6A. Video editor: In Panel A, point to the white arrow indicating the orbital septum.
5.3.2. LAB MEDIA: Figure 6A. Video editor: In Panel A, point to the black arrow indicating the superior gingival mucosa.
5.3.3. LAB MEDIA: Figure 6A. Video editor: In Panel A, point to the green arrow indicating the inferior gingival mucosa.

5.4. The diameters of the harvested arteries and veins, including the facial artery, superficial temporal artery, facial vein and internal jugular vein, were generally consistent with or within the range [1] of published literature values [2].
5.4.1. LAB MEDIA: Figure 7. Video editor: Highlight ‘CADAVER’ bars for “Facial artery”, “Superficial temporal artery”, “Facial vein”, “Internal jugular vein” and “External 
5.4.2. LAB MEDIA: Figure 7. Video editor: Highlight ‘LITERATURE’ bars for “Facial artery”, “Superficial temporal artery”, “Facial vein”, “Internal jugular vein” and “External 

5.5. The measured nerve diameters, including the facial nerve trunk and infraorbital nerve, were slightly smaller [1] than published averages [2].
5.5.1. LAB MEDIA: Figure 7. Video editor: Highlight the “cadaver” bars for “Facial nerve” and “Infraorbital nerve”
5.5.2. LAB MEDIA: Figure 7. Video editor: Highlight the “literature” bars for “Facial nerve” and “Infraorbital nerve”
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