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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?  No  


2. Software: Does the part of your protocol being filmed include step-by-step descriptions of software usage?  Yes
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: _Hlk204179977][bookmark: _Hlk201650592]Videographer: Please record the computer screen for the shots labeled as SCREEN. The screen should be in focus and the fonts should be clearly visible.


3. Filming location: Will the filming need to take place in multiple locations?   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. Yes



Current Protocol Length
Number of Steps:  18
Number of Shots:  50 (22 SC)

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


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. Xu Peng: We studied minimally invasive lumbar fusion, asking which perioperative factors predict a longer postoperative hospital stay.
1.1.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera

Describe the research contexts or systems in which this protocol can be applied.
1.2. Xu Peng: This approach fits any spine center, comparing surgical recovery across hospitals or healthcare systems with different preoperative pathways.
1.2.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera
CONCLUSION:
What does this protocol allow researchers to study or measure?
1.3. Xu Peng: Our protocol allows researchers to measure true surgical recovery time, separated from preoperative workup, and test whether predictors hold.
1.3.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera

Describe the most important consideration or challenge when performing this protocol.
1.4. Xu Peng: The key challenge is choosing the extended-stay threshold carefully, then checking whether the predictors survive at alternative cutoffs.
1.4.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera


How can future studies build on this work? Describe the questions or research directions that can be investigated next.
1.5. Xu Peng: Future multicenter trials should test ERAS pathways and standardized discharge, since recovery seems driven by system factors, not patients.
1.5.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera


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


`Testimonial Questions (OPTIONAL): 

Videographer: Please capture all testimonial shots in a wide-angle format with sufficient headspace, as the final videos will be rendered in a 1:1 aspect ratio. Testimonial statements will be presented live by the authors, sharing their spontaneous perspectives.

· Testimonial statements will not appear in the video but may be featured in the journal’s promotional materials.
· Provide the full name and position (e.g., Director of [Institute Name], Senior Researcher [University Name], etc.) of the author delivering the testimonial. 
· Please answer the testimonial question live during the shoot, speaking naturally and in your own words in complete sentences.


What problem in your field of research does your JoVE article address?
1.6. Xu Peng, Senior Researcher of People’s Hospital of Chongqing Hechuan: (authors will present their testimonial statements live)
1.6.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera

How does the video format of your article help you to share your work with the broader scientific community?
1.7. Xu Peng, Senior Researcher of People’s Hospital of Chongqing Hechuan: (authors will present their testimonial statements live)
1.7.1. INTERVIEW: Named talent says the statement above in an interview-style shot, looking slightly off-camera



[bookmark: _Hlk201651599]Authors: Could you please also deliver the above statements in Chinese?
Videographer: Please film the testimonials in both English and Chinese




Ethics Title Card

This research has been approved by the Institutional Review Board of Hechuan District People's Hospital


Protocol  
Videographer: Please always record an audio slate while filming each shot mentioned in the shotlist.
2. Patient Positioning and Surgical Preparation
Demonstrators: Xiaobin Li, Chengguang Wang 

2.1. To begin, position the anesthetized patient prone on a radiolucent operating table fitted with a Wilson frame [1-TXT]. Adjust the Wilson frame to achieve moderate lumbar flexion [2] and maintain a free abdomen [3].
2.1.1. WIDE: Talent positioning the patient prone on a radiolucent operating table fitted with a Wilson frame. Videographer: Please obtain CU shot as well for this shot. TXT: General anesthesia
2.1.2. Talent adjusting the Wilson frame to produce moderate lumbar flexion.
2.1.3. Talent pointing to the abdomen to show it is free of compression.

2.2. Support the head in a neutral position on a padded prone headrest, with the cervical spine in neutral alignment and without rotation [1]. Check the eyes to ensure that no direct pressure is applied to the globes [2]. Position the arms with both shoulders abducted to no more than 90 degrees and the elbows flexed to approximately 90 degrees, with the forearms resting on padded arm boards [3].
2.2.1. Talent supporting the head in a neutral position on a padded prone headrest.
2.2.2. Talent checking the eyes to ensure that no direct pressure is applied to the globes.
2.2.3. Talent positioning the arms with the forearms resting on padded arm boards.

2.3. Next, pad the pressure points with gel or foam cushions, with specific attention to the knees, anterior iliac crests, chest, elbows, and forearms [1]. Flex the knees to approximately 30 degrees [2] and support the ankles with a pillow [3]. 
2.3.1. Talent padding the pressure points with gel or foam cushions.
2.3.2. Talent flexing the knees to approximately 30 degrees.
2.3.3. Talent supporting the ankles with a pillow.


2.4. Verify overall spinal alignment [1] and obtain a preliminary lateral fluoroscopic image to confirm that the target lumbar segment is clearly visualized in the lateral plane [2]. Prepare the skin with chlorhexidine–alcohol or povidone–iodine solution according to the institutional protocol [3] and drape the surgical field using a standard sterile technique [4].
2.4.1. Talent pointing to the spinal alignment.
2.4.2. SCREEN: preliminary lateral fluoroscopic image of the target lumbar segment.
Videographer: Please record the computer screen for the shots labeled as SCREEN. The screen should be in focus and the fonts should be clearly visible
2.4.3. Talent wiping the skin with antiseptic solution.
2.4.4. Talent draping the surgical field using standard sterile technique.


3. Neural Decompression and Discectomy

3.1. Under fluoroscopic guidance, localize the target lumbar level before beginning the surgical approach [1]. To perform minimally invasive-TLIF, make a paramedian skin incision over the localized target level [2].	Comment by Poornima  G: Authors: Is this correct?
3.1.1. SCREEN: localizing the target lumbar level under fluoroscopic guidance.
3.1.2. Talent making a paramedian skin incision over the localized target level. TXT: TLIF: Transforaminal Lumbar Interbody Fusion

3.2. Use sequential dilators to create a 22- to 24-millimeter muscle-splitting corridor [1]. Then, dock the tubular retractor over the target level [2].
3.2.1. Talent using sequential dilators to create a muscle-splitting corridor. 
3.2.2. Talent docking the tubular retractor over the target level.

3.3. Using a high-speed burr, perform facetectomy [1]. Then, using Kerrison rongeurs, remove the ligamentum flavum to expose the neural elements [2].
3.3.1. Talent performing facetectomy with a high-speed burr.
3.3.2. Talent removing the ligamentum flavum with Kerrison rongeurs.

3.4. Begin neural decompression under direct tubular or endoscopic visualization [1]. Using a blunt nerve hook, gently mobilize the traversing nerve root medially [2]. Visualize or palpate the exiting nerve root at the foraminal zone without residual compression [3]. Verify restored pulsation of the thecal sac under direct tubular or endoscopic visualization [4].
3.4.1. Talent beginning decompression procedure and looking at the endoscopic visualization screen.
3.4.2. SCREEN: gently mobilizing the traversing nerve root medially with a blunt nerve hook.
3.4.3. SCREEN: visualizing or palpating the exiting nerve root at the foraminal zone.
3.4.4. SCREEN: verifying restored pulsation of the thecal sac under direct tubular or endoscopic visualization.

3.5. Perform discectomy by removing the nucleus pulposus and mobile annular fragments from the target disc space under tubular or endoscopic visualization [1]. Confirm complete discectomy by directly visualizing the contralateral annulus and posterior longitudinal ligament through the working channel [2]. Ensure that there is no residual bulging disc material at the midline [3]. Pass the blunt probe or angled curettes freely across the full width of the disc space from the ipsilateral to the contralateral pedicle [4]. Perform a final inspection with angled curettes and pituitary rongeurs to ensure that no residual soft disc fragments remain [5].
3.5.1. SCREEN: removing the nucleus pulposus and mobile annular fragments under tubular or endoscopic visualization.
3.5.2. Talent directly visualizing the contralateral annulus and posterior longitudinal ligament through the working channel.
3.5.3. SCREEN: pointing to the midline showing no residual bulging disc material.
3.5.4. SCREEN: passing a blunt probe or angled curette across the full width of the disc space.
3.5.5. SCREEN: performing a final inspection with angled curettes and pituitary rongeurs.





4. Endplate Preparation and Interbody Reconstruction
Demonstrators: Xiaobin Li, Xin Shu 



4.1. Remove the cartilaginous endplate until the subchondral bone is exposed across the planned cage footprint under direct visualization [1]. During endplate preparation, preserve the cortical bony endplate to maintain structural support and minimize the risk of cage subsidence [2]. Confirm adequate preparation by observing punctate bleeding from the subchondral bone [3] and use tactile feedback from the curette to verify contact with firm cortical bone rather than cancellous bone [4].
4.1.1. Talent removing the cartilaginous endplate to expose the subchondral bone.
4.1.2. SCREEN: showing the preserved cortical bony endplate.
4.1.3. SCREEN: checking for punctate bleeding from the subchondral bone.
4.1.4. SCREEN: using tactile feedback from the curette to verify firm cortical bone.


4.2. After endplate preparation, trial the disc space using sequential cage sizers of progressively larger footprint [1]. Select the largest footprint that seats fully within the prepared disc space without excessive insertion resistance, iatrogenic endplate injury, or cortical rim fracture [2]. Select the cage height using trial spacers and lateral fluoroscopic confirmation to restore foraminal height while avoiding over-distraction [3].
4.2.1. Talent trialing the disc space using sequential cage sizers.
4.2.2. Talent selecting the largest cage footprint that seats fully within the prepared disc space.
4.2.3. SCREEN: selecting the cage height using trial spacers and lateral fluoroscopic confirmation.

4.3. Harvest local autologous bone from the laminectomy and facetectomy bone removed during exposure and decompression [1]. Morselize the bone manually using a rongeur and graft-packing funnel [2]. Pack the morselized bone into the interbody cage immediately before insertion [3].
4.3.1. Talent harvesting local autologous bone from the removed laminectomy and facetectomy bone.
4.3.2. Talent morselizing the bone manually using a rongeur and graft-packing funnel.
4.3.3. Talent packing the morselized bone into the interbody cage.

4.4. Next, insert the curved cage unilaterally through the working corridor [1] and rotate it transversely to span the midline of the disc space [2].
4.4.1. Talent inserting the curved cage unilaterally through the working corridor.
4.4.2. Talent rotating the curved cage transversely to span the midline of the disc space.

4.5. Confirm cage position on intraoperative lateral and anteroposterior fluoroscopy [1] by verifying that the anterior margin of the cage lies at or just posterior to the anterior vertebral cortex on lateral imaging [2] and that the cage crosses the midline on anteroposterior imaging [3].
4.5.1. SCREEN: Show intraoperative lateral and anteroposterior fluoroscopy data.
4.5.2. SCREEN: pointing to the anterior margin of the cage on lateral fluoroscopy.
4.5.3. SCREEN: showing the cage crossing the midline on anteroposterior fluoroscopy.

4.6. Verify that there is no cage overhang at the posterior vertebral margin that could impinge on the thecal sac or traversing nerve root [1].
4.6.1. SCREEN: verifying the absence of cage overhang at the posterior vertebral margin.

4.7. Complete the construct with bilateral percutaneous pedicle screw–rod fixation [1]. Then, verify the final construct on anteroposterior fluoroscopy [2].
4.7.1. SCREEN: completing the construct with bilateral percutaneous pedicle screw–rod fixation.
4.7.2. SCREEN: verifying the final construct on anteroposterior fluoroscopy.


4.7.3. 

Results
5. Results 

Authors: The figures in your manuscript are all mislabeled. Figures 2, 3 and 4 do not match their legends and we will not be able to script it before you correct them.

5.1. Median postoperative length of stay was 4 days [1].
5.1.1. LAB MEDIA: Table 1. Video editor: Highlight the row reporting postoperative length of stay.

5.2. Under the pre-specified primary definition of extended postoperative length of stay of 7 days or more, 18 of 101 patients were classified as having extended postoperative length of stay [1], and 83 as non-extended [2].
5.2.1. LAB MEDIA: Table 1. Video editor: Highlight the columns “eLOS ≥7 days (n=18)” 
5.2.2. LAB MEDIA: Table 1. Video editor: Highlight the columns “Non-eLOS (n=83)”.


5.3. Patients with extended postoperative length of stay had a significantly lower body mass index [1] than patients without extended postoperative length of stay [2].
5.3.1. LAB MEDIA: Table 1. Video editor: Highlight the row “Body mass index” in “eLOS ≥7 days (n=18)” column.
5.3.2. LAB MEDIA: Table 1. Video editor: Highlight the row “Body mass index” in “Non-eLOS (n=83)” columns.

5.4. In univariate logistic regression analysis, body mass index was the only candidate predictor associated with extended postoperative length of stay [1].
5.4.1. LAB MEDIA: Table 2. Video editor: Highlight the row “Body mass index” under the univariate analysis columns.



[bookmark: _Hlk215154137][bookmark: _Hlk215844323]NOTE to the Authors:

You have two options for filming and submitting the SCREEN footage:

Option 1: Uploading Separate Clips (Highly Recommended)

Please upload a separate video file for each SCREEN shot (tagged as SCREEN), naming the file according to the shot number (e.g., 2.4.3, 1.5.1, 3.2.1, 3.1.3, etc.).

- Each clip must be a maximum of 20 to 25 seconds to match the voice narration.
- If an action takes longer, provide only the best, most representative 20-25 second segment.
- Please do not provide longer clips as we won’t be able to use them.



Option 2: Uploading a Single Continuous Video

If you prefer to record all steps together and upload a single video file, that is acceptable. In this case, you must write the precise timestamp for each shot within the script.

For example, if the action described in shot 2.13.1 is present in the file xxx.mp4 and occurs between timestamps 00:30 and 00:45 , then write the following in the script after each shot description or as a comment bubble.
(write the file name and timestamp after each shot): [File name] [Start Time]-[End Time]
 

- Example 	2.13.1  SCREEN: performing ...........action. xxx.mp4 00:30-00:45
2.13.2, SCREEN: cutting the…..........action. xxx.mp4 01:10-01:20

- The duration between the start and end times for each shot must be limited to 20 to 25 seconds.

- If a shot is longer than 25 seconds, choose two short segments (one at the beginning and one at the end) that collectively do not exceed 25 seconds.
- Example: 3.1.1 SCREEN: inserting a needle... xxx.mp4 00:00-00:10 and 02:30-02:40
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