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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:  57 (17 Scope)

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.
· 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
Answers will be slightly edited in accordance with the journal guidelines

INTRODUCTION:

REQUIRED: Summarize your research focus and the main questions it aims 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.

Describe the research gap or limitation in existing methods and how this protocol addresses them.
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.
Describe the research contexts or systems in which this protocol can be applied.
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.
CONCLUSION:
What does this protocol allow researchers to study or measure?
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.

Describe the most important consideration or challenge when performing this protocol.
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.

Are there any additional methods or analyses that can be performed following this procedure?
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.

How can future studies build on this work? Describe the questions or research directions that can be investigated next.
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.


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)


Authors: Please fill this

Protocol  
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2. Abdominal Phase of Esophagectomy
Demonstrator: Click here to enter name of demonstrator(s) 

2.1. To begin, position the patient in the supine position [1]. Disinfect the surgical area and sterilely expose the operative field [2]. Insert a 12-millimeter trocar and the camera supra-umbilically [3-TXT].
2.1.1. WIDE: Talent positioning the patient in the supine position on the operating table.
2.1.2. Talent disinfecting the abdominal surgical area and sterilely exposing the operative field with sterile drapes.
2.1.3. Talent inserting a 12 millimeter trocar and camera supra-umbilically. TXT: Create pneumoperitoneum: 10 – 12 mmHg CO2

2.2. Insert one 10 millimeter trocar, 2 of 5-millimeter trocars and a Nathanson laparoscopic liver retractor [3].
2.2.1. Talent inserting a trocars and a Nathanson laparoscopic liver retractor to retract the liver.

2.3. Open the hepatogastric ligament [1] and Mobilize the esophagogastric junction in the hiatus, including the left and right paracardial lymph node stations [2].
2.3.1. SCOPE: Surgical instrument opening the hepatogastric ligament. Authors: Would you be providing a screen recording of this procedure or the actual surgery footage?
2.3.2. SCOPE: Surgical instruments mobilizing the esophagogastric junction within the hiatus, with the left and right paracardial lymph node stations.

2.4. Perform lymphadenectomy through the hepatogastric ligament. Continue lymphadenectomy along the hepatoduodenal ligament, the common hepatic artery, the splenic artery, the left gastric artery, and around the celiac trunk [1]. Ligate the vena coronaria and the left gastric artery [2]. Now, mobilize the greater curvature of the stomach while preserving the right gastroepiploic artery and vein [3].
2.4.1. SCOPE: Surgical instruments dissecting lymph nodes along the hepatoduodenal ligament, common hepatic artery, splenic artery, left gastric artery, and around the celiac trunk.
2.4.2. SCOPE: Surgical instruments ligating the vena coronaria and the left gastric artery.
2.4.3. SCOPE: Surgical instruments mobilizing the greater curvature of the stomach with the right gastroepiploic artery and vein being preserved.

2.5. Ligate the left gastroepiploic artery and vein [1]. Transect the short gastric arteries [2] and skeletonize the lesser curvature at the level of the angulus while preserving the right gastric artery [3].
2.5.1. SCOPE: Surgical instruments ligating the left gastroepiploic artery and vein.
2.5.2. SCOPE: Surgical instruments transecting the short gastric arteries.
2.5.3. SCOPE: Surgical instruments skeletonizing the lesser curvature at the level of the angulus while preserving the right gastric artery.

2.6. Next, create a gastric conduit by stapling longitudinally from the angulus toward the fundus to form a 4-centimeter-wide gastric tube [1]. Oversew the staple lines with interrupted absorbable braided 3-0 (3-oh) sutures [2].
2.6.1. SCOPE: Surgical stapler creating a longitudinal staple line from the angulus toward the fundus to form a gastric tube.
2.6.2. SCOPE: Surgical instrument oversewing the staple line with interrupted absorbable braided 3-0 sutures.

2.7. Then, create a feeding jejunostomy 20 centimeters distal to Treitz [1]. Secure the jejunostomy to the abdominal wall with a pouch suture using absorbable braided 3-0 sutures [2]. Secure the jejunostomy to the skin with non-absorbable braided sutures [3] and place two anti-rotation sutures [4-TXT].
2.7.1. SCOPE: Surgical instruments creating a feeding jejunostomy 20 centimeters distal to Treitz.
2.7.2. Talent securing the jejunostomy to the abdominal wall with a pouch suture using absorbable braided 3-0 sutures.
2.7.3. Talent securing the jejunostomy to the skin with non-absorbable braided sutures.
2.7.4. Talent placing two anti-rotation sutures. TXT: Test the gastric tube to confirm absence of leakage and adequate patency

3. Administration of ICG
Demonstrator: Click here to enter name of demonstrator(s) 

3.1. Inject 5 milligrams of indocyanine green in 2 milliliters into the mesenteric root at the level of the planned jejunostomy site [1].
3.1.1. SCOPE: Surgical instrument injecting indocyanine green solution into the mesenteric root at the level of the planned jejunostomy site. 

3.2. After removing the trocars, close the fascia and the skin [1].
3.2.1. TEXT ON PLAIN BACKGROUND:
- Remove the trocars and liver retractor under direct visualization
- In case of Ivor Lewis esophagectomy:
 Close the fascia with absorbable braided 0 sutures
Close the skin with intracutaneously synthetic absorbable monofilament 4-0 sutures.

3.3. Now, use ultrasound guidance to locate a superficial inguinal lymph node on the right side [1]. Inject 2 milliliters of indocyanine green solution containing 5 milligrams percutaneously into the right inguinal lymph node [2-TXT]. 
3.3.1. Talent using ultrasound to locate a superficial inguinal lymph node in the right inguinal region. Videographer will film the shots 3.3.1 and 3.3.2
3.3.2. Talent injecting 2 milliliters of indocyanine green solution percutaneously into the right inguinal lymph node under ultrasound guidance. TXT: Similarly, inject the superficial inguinal lymph node on the left side 



4. Thoracic Phase of Esophagectomy 
Demonstrator: Click here to enter name of demonstrator(s) 

4.1. Turn the patient to the prone position [1]. Disinfect the surgical area and sterilely drape the operative field [2].
4.1.1. Talent turning the patient to the prone position on the operating table.
4.1.2. Talent disinfecting the thoracic surgical area and placing sterile drapes.
Videographer will film the steps 4.1 and 4.2

4.2. Insert a 12-millimeter trocar and camera at the level of the posterior axillary line at the tip of the scapula [1-TXT]. Insert two 12-millimeter and one 5-millimeter trocars along the scapula and one 5-millimeter trocar more distally at intercostal space 8 or 9 [2].
4.2.1. Talent inserting a 12 millimeter trocar at the posterior axillary line at the tip of the scapula. TXT: Create a right pneumothorax: 6 - 8 mmHg of CO2
4.2.2. Talent inserting two 12 millimeter and one 5 mm trocars along the scapular line.


4.3. Dissect the right pulmonary ligament [1]. Expose the pericardium from the right pulmonary vein to the left pulmonary vein [2].
4.3.1. Talent dissecting the right pulmonary ligament in the thoracic cavity.
4.3.2. Closer view of the operative field as the pericardium is exposed between the right pulmonary vein and the left pulmonary vein.

4.4. Dissect the hiatus [1] and perform subcarinal lymph node dissection [2]. Isolate and ligate the arc of the azygos vein using a vascular stapler [3].
4.4.1. Talent dissecting the diaphragmatic hiatus within the thoracic cavity.
4.4.2. Talent dissecting and removing subcarinal lymph nodes.
4.4.3. Talent isolating and ligating the arch of the azygos vein from surrounding tissue.

4.5. Perform a lower paratracheal lymph node dissection on the left and right sides and in the aorto-pulmonary window [1].
4.5.1. Talent dissecting lower paratracheal lymph nodes on one side.



5. Thoracic Duct Resection
Demonstrator: Click here to enter name of demonstrator(s) 

5.1. Use the near-infrared camera to assess fluorescence lymphography [1]. Evaluate fluorescent enhancement of the thoracic duct through the pleura [2].
5.1.1. Talent positioning and activating the near-infrared camera to assess fluorescence lymphography in the thoracic cavity.
5.1.2. SCOPE: Fluorescent visualization of the thoracic duct seen through the pleura.

5.2. Open the mediastinal pleura along the azygos vein [1] and isolate the thoracic duct circumferentially at the distal portion at the level of the arch of the azygos vein [2].
5.2.1. Talent opening the mediastinal pleura along the azygos vein.
5.2.2. Talent circumferentially isolating the thoracic duct at the level of the arch of the azygos vein.

5.3. Under fluorescence visualization, place two metal clips on the thoracic duct at the level of the arch of the azygos vein for Ivor Lewis or at the level of the thoracic inlet for McKeown [1]. Transect the thoracic duct between the clips [2].
5.3.1. SCREEN: Talent placing two metal clips on the thoracic duct at the indicated level under fluorescence visualization.
5.3.2. SCREEN: Talent transecting the thoracic duct between the clips.

5.4. Then, dissect the thoracic duct en bloc with the esophagectomy specimen [1]. Continue the dissection from the tissue between the azygos vein and the thoracic descending aorta toward the proximal direction until several centimeters above the level of the diaphragm [2].
5.4.1. SCOPE: Talent dissecting the thoracic duct en bloc with the esophagectomy specimen.
5.4.2. SCOPE: Continued proximal dissection of the thoracic duct between the azygos vein and the thoracic descending aorta.

5.5. Place a metal clip on the thoracic duct 4 to 5 centimeters above the level of the diaphragm [1] and transect the thoracic duct between the clips [2]. Inspect the operating area for chyle leakage 10 minutes after completing thoracic duct resection and again 30 minutes after the resection [3-TXT]. 
5.5.1. SCOPE: Talent placing a metal clip on the thoracic duct approximately 4 to 5 centimeters above the diaphragm under fluorescence visualization.
5.5.2. SCOPE: Talent transecting the thoracic duct between the clips.
5.5.3. Talent inspecting the operative field for evidence of chyle leakage. TXT: If chyle leakage is identified, clip the leaking duct or collateral vessels 



6. Anastomosis and Ending Thoracoscopy

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

6.1. Pull the gastric tube up into the chest [1].
6.1.1. Talent pulling the gastric tube upward into the thoracic cavity.

6.2. Transect the esophagus at the level of the arch of the azygos vein [1] and luxate the specimen in the wound [2].
6.2.1. Talent transecting the esophagus at the level of the arch of the azygos vein.
6.2.2. Talent luxating the specimen within the surgical wound.

6.3. Using a linear stapler, completely dissect the specimen from the gastric conduit [1].
6.3.1. Talent dissecting the specimen from the gastric conduit with a linear stapler.

6.4. Insert the anvil of 25 or 29 millimeters into the esophageal stump with a purse string suture [1] and measure the length of the gastric conduit [2].
6.4.1. Talent inserting the anvil into the esophageal stump and securing it with a purse string suture.
6.4.2. Talent measuring the length of the gastric conduit.

6.5. Insert the stapler into the gastric conduit and perforate the wall with the stapler tip [1]. Align the stapler parts and close the stapler [2]. Fire the stapler and check the doughnuts [3]. Then, close the gastric conduit with a linear stapler [4-TXT].
6.5.1. Talent inserting the circular stapler into the gastric conduit and perforating the gastric conduit wall with the stapler tip.
6.5.2. Talent aligning the stapler parts and closing the stapler.
6.5.3. Talent firing the stapler and inspecting the doughnuts.
6.5.4. Talent closing the gastric conduit using a linear stapler. TXT: Mark the specimen and deliver to the pathologist 

6.6. Oversew the stapler crossings with interrupted resorbable braided 3-0 sutures [1]. Fixate the tip of the gastric conduit below the pleural flap [2]. Perform omentoplasty [3]. Finally, insert chest and drainage tubes, remove the trocars, and close the fascia and skin with absorbable sutures [4].
6.6.1. Talent oversewing the stapler crossing points with interrupted resorbable braided 3-0 sutures.
6.6.2. Talent fixating the tip of the gastric conduit below the pleural flap.
6.6.3. Talent positioning the omentum around the anastomosis to perform omentoplasty.
6.6.4. Talent inserting a silicone 27 French chest tube into the right pleural cavity. Videographer will film this shot




6.6.5. 

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

7. Results 	Comment by Poornima  G: Authors: Please check if the narration is correct and if the figures and areas being highlighted match with the narration

7.1. The thoracic duct was successfully visualized in 18 of 20 patients undergoing fluorescence lymphography during esophagectomy [1], while visualization was unsuccessful in 2 patients [2].
7.1.1. LAB MEDIA: Figure 1. Video editor: Highlight the section labeled “Successful visualization: 18”.
7.1.2.  LAB MEDIA: Figure 1. Video editor: Highlight the section labeled “Unsuccessful visualization: 2”.

7.2. In 12 of the 18 patients with successful fluorescence lymphography, the visualization resulted in a change in surgical management [1].
7.2.1. LAB MEDIA: Figure 1. Video editor: Highlight the flow leading to the section labeled “Additional clipping: 7”.

7.3. In 1 patient, thoracic duct injury during proximal clipping was identified by indocyanine green leakage [1], and an additional clip was applied [2].
7.3.1. LAB MEDIA: Figure 1. Video editor: Highlight the section labeled “Leakage during proximal clipping: 1”.
7.3.2. LAB MEDIA: Figure 1. Video editor: Highlight the flow leading to the section labeled “Additional clipping: 7”.

7.4. In 1 patient, chyle leakage occurred at the distal level during dissection, and a collateral duct was clipped with a hemolock [1].
7.4.1. LAB MEDIA: Figure 1. Video editor: Highlight the section labeled “Leakage during distal dissection: 1”.

7.5. In 5 patients, a collateral duct was identified during dissection of the thoracic duct and was double clipped and divided [1].
7.5.1. LAB MEDIA: Figure 1. Video editor: Highlight the section labeled “Collateral found: 5”.

7.6. The thoracic duct fluorescence signal was visible through the pleura before opening the pleura [1].
7.6.1. LAB MEDIA: Figure 2A. Video editor: Zoom in on the bright green line visible beneath the thin tissue layer.

7.7. Opening the pleura increased the fluorescence signal of the thoracic duct [1].
7.7.1. LAB MEDIA: Figure 2B. Video editor: Highlight the bright green duct that becomes more visible after the tissue layer is opened.

7.8. Optimal fluorescence visualization of the thoracic duct was observed after opening the pleura and isolating the duct circumferentially [1].
7.8.1. LAB MEDIA: Figure 2C. Video editor: Highlight the bright green tubular structure being held by surgical instruments.

7.9. Distal clipping of the thoracic duct was performed under optimal fluorescence visualization [1].
7.9.1. LAB MEDIA: Figure 2D. Video editor: Zoom in on the clip being applied to the bright green duct.
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