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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 Content Manager, Utkarsh Khare. 

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:  34
Number of Shots:  55 

Interviews 

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. 
1.1. 
1.2. 
1.3. 
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
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	Comment by Lakshmi Priya: Authors: Please check
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. 

2. Preoperative Preparation
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, position the patient for preoperative computed tomography or CT (C-T) evaluation [1]. Measure the size of the hernia defects in centimeters and record the quantity of hernia [2].
2.1.1. WIDE: Patient lying on the computed tomography scanner table during preoperative evaluation.
2.1.2. SCREEN: Using the measurement tool, mark the hernia defect in the CT images and record the number of hernias in the patient record
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=21534878
Videographer: Please film the computer screen as a back up

2.2. After a detailed discussion with the patient and their family, obtain informed consent before surgery [1].
2.2.1. Talent obtaining the signed informed consent form from the patient.
2.3. Perform routine skin preparation [1], urinary catheterization [2], and establish intravenous access as required [3].
2.3.1. Talent preparing the patient’s skin.
2.3.2. Shot of talent inserting a urinary catheter 
2.3.3. Shot of a peripheral intravenous cannula being inserted into a vein in the patient's forearm and connected to intravenous tubing
2.4. Select an appropriately sized mesh to ensure adequate coverage of the hernia defects [1]. If the retromuscular space is not wide enough to accommodate the mesh, extend the dissection into the preperitoneal space using transversus abdominis release or TAR (T-A-R), a posterior component separation technique or CST (C-S-T) [2].
2.4.1. Talent selecting a mesh of appropriate size.
2.4.2. Talent extending the dissection to the preperitoneal space using TAR.

3. Creation of the Retro-rectus Space
Demonstrator: Click here to enter name of demonstrator(s)

3.1. Under general anesthesia, place the patient in the supine position [1].
3.1.1. Patient lying supine on the operating table.
3.2. Make a 10-millimeter incision in the left subcostal region [1]. Carry out the dissection through the subcutaneous tissue to the anterior rectus sheath [2]. After incising the anterior rectus sheath, retract the rectus muscle laterally to expose the posterior rectus sheath [3]. Authors: Point out the anterior rectus sheath
3.2.1. Close-up of the surgeon making a 10mm incision in the left upper abdominal wall.
3.2.2. Close-up of the surgeon dissecting through the subcutaneous tissue to the anterior rectus sheath.
3.2.3. Close-up of the rectus muscle being retracted laterally to expose the posterior rectus sheath.
3.3. Enter the retro-rectus space bluntly [1], and insert a 10-millimeter trocar to establish the space at a pressure of 12 millimeters of mercury [2].
3.3.1. Close-up of the surgeon performing blunt dissection to enter the retro-rectus space. 
3.3.2. Close-up of the 10mm trocar being inserted into the retro-rectus space.
3.4. Introduce a laparoscope [1] and expand the retro-rectus space using a pushing technique [2]. Place two 5-millimeter trocars in the left abdominal wall to provide additional access to the retro-rectus space [3].
3.4.1. Close-up of the laparoscope being inserted.
3.4.2. SCOPE: Shot of the retro-rectus plane being expanded as the laparoscope advances with gentle pushing movements.
3.4.3. External view of the surgeon inserting two 5mm trocars into the left abdominal wall under laparoscopic guidance.

4. Bilateral Retromuscular Dissection and Femoral Hernia Exposure.
Demonstrator: Click here to enter name of demonstrator(s)

4.1. Under direct vision, dissect the loose connective tissue in the retro-rectus space using blunt and sharp dissection [1] with electrocautery for hemostasis [2].
4.1.1. SCOPE: Shot of loose connective tissue being dissected within the retro-rectus space using blunt and sharp techniques.
4.1.2. SCOPE: Shot of electrocautery being applied to control bleeding within the dissected plane.
4.2. Proceed with the dissection into the Retzius space [1]. Expose the pubic symphysis and Cooper's ligament [2]. Authors: Point out the Retzius space 
4.2.1. SCOPE: Shot of dissection being extended into the Retzius space.
4.2.2. SCOPE: Shot of the pubic symphysis and Cooper's ligament being exposed.
4.3. Continue the dissection laterally along the inferior epigastric vessels to the Bogros space [1]. Reach the anterior superior iliac spine and expose the iliopubic tract [2].
4.3.1. SCOPE: Shot of dissection proceeding laterally along the inferior epigastric vessels into the Bogros space.
4.3.2. SCOPE: The anterior superior iliac spine and iliopubic tract are exposed. Authors: Point out the inferior epigastric vessels, anterior superior iliac spine, iliopubic tract 
4.4. Identify the internal ring of the femoral hernia [1], and carefully dissect the hernia sac [2].
4.4.1. SCOPE: The internal ring of the femoral hernia is identified. Authors: Point out the internal ring of the femoral hernia. 
4.4.2. SCOPE: Shot of hernia sac being dissected.
4.5. Ligate the right round ligament of the uterus, and divide it with clips [1]. Fully dissect the lateral space [2].
4.5.1. SCOPE: Clips are applied to the right round ligament of the uterus, and the ligament is divided between the clips. 
4.5.2. SCOPE: The lateral space is fully dissected and developed.
4.6. Incise the posterior rectus sheath approximately 5 millimeters lateral to the linea alba [1]. Incise the contralateral posterior rectus sheath to access the contralateral retro-rectus space [2].
4.6.1. SCOPE: Shot of the posterior rectus sheath being incised approximately 5 millimeters lateral to the linea alba. Authors: Point out the posterior rectus sheath 
4.6.2. SCOPE: Shot of the contralateral posterior rectus sheath being incised to enter the contralateral retro-rectus space. Authors: Point out the contralateral posterior rectus sheath 
4.7. Place a 10-millimeter trocar and two 5-millimeter trocars on the right side, and repeat the dissection as previously demonstrated [1].
4.7.1. External view of the surgeon inserting a 10-millimeter trocar and two 5-millimeter trocars into the right abdominal wall.
4.8. Incise the posterior sheath around the internal ring [1]. Extend the dissection cranially to the xiphoid process and caudally to the pubic symphysis, creating a wide bilateral retro-rectus space [2].
4.8.1. SCOPE: Shot of the posterior sheath being incised around the internal ring. Authors: Point out the posterior sheath 
4.8.2. SCOPE: Shot of the dissection being extended cranially toward the xiphoid process and caudally toward the pubic symphysis. 

5. Transversus Abdominis Release and Fascial Reconstruction
Demonstrator: Click here to enter name of demonstrator(s)

5.1. Using sharp and blunt dissection with electrocautery, identify the transversus abdominis muscle and incise it longitudinally approximately 0.5 to 1 centimeter medial to the linea semilunaris, allowing entry into the lateral retromuscular plane [1].
5.1.1. SCOPE: Shot of the transversus abdominis muscle being incised longitudinally medial to the linea semilunaris. Authors: Point out the transversus abdominis muscle 
5.2. After carefully identifying and preserving the segmental neurovascular bundles, gently sweep them posteriorly along with the muscle [1].
5.2.1. SCOPE: The neurovascular bundles are swept posteriorly with the muscle.
5.3. Continue the dissection laterally in the plane between the transversus abdominis muscle and the underlying transversalis fascia or peritoneum [1]. Create sufficient space for mesh placement with a minimum overlap of 5 centimeters beyond the defect edges bilaterally [2].
5.3.1. SCOPE: Shot of dissection proceeding laterally between the transversus abdominis muscle and the transversalis fascia.
5.3.2. SCOPE: Shot of a wide retromuscular plane being developed for mesh placement.
5.4. Repeat the procedure on the contralateral side to create a symmetrical extensive retromuscular space incorporating both the retro-rectus and transversus abdominis release planes for mesh placement [1].
5.4.1. SCOPE: Shot of the transversus abdominis release dissection being performed on the contralateral side.

5.5. Reconstruct the linea alba [1], and close the hernia defects using interrupted 0 nonabsorbable sutures [2].
5.5.1. SCOPE: Shot of the linea alba being reconstructed. 
5.5.2. SCOPE: Shot of the hernia defects being closed with interrupted nonabsorbable sutures.
5.6. Reconstruct the posterior rectus sheath with a continuous 2-0 nonabsorbable suture to restore anatomical integrity [1].
5.6.1. SCOPE: Shot of a continuous nonabsorbable suture being used to close the posterior rectus sheath.

6. Hernia Repair and Postoperative Management
Demonstrator: Click here to enter name of demonstrator(s)

6.1. Place two 20-centimeter × 15-centimeter titanized meshes to cover the incisional hernia defects [1]. Place one 10.8-centimeter × 16-centimeter pre-formed polypropylene mesh for the right femoral hernia through the 10-millimeter port [2].
6.1.1. SCOPE: Shot of two titanized meshes introduced and positioned over the incisional hernia defects.
6.1.2. SCOPE: Shot of the pre-formed polypropylene mesh being inserted through the 10mm port and positioned over the right femoral hernia defect.
6.2. Ensure that each mesh extends at least 5 centimeters beyond the edges of the respective hernia defects to achieve adequate overlap [1].
6.2.1. SCOPE: Shot of the mesh margins being adjusted to provide at least 5 centimeters of overlap beyond the defect edges.
6.3. Position the meshes flat within the retromuscular space, with the edges extending at least 5 centimeters beyond the hernia defects [1].
6.3.1. SCOPE: Shot of the meshes being spread flat within the retromuscular space.

6.4. Secure the meshes using interrupted nonabsorbable sutures [1], with approximately 4 to 6 fixation points per mesh, depending on the size and location of the defect [2].
6.4.1. SCOPE: Shot of the Interrupted nonabsorbable sutures being placed to secure the meshes.
6.4.2. SCOPE: Shot of the Multiple fixation points being distributed around the mesh margins.
6.5. For incisional hernia repair, anchor the meshes to the posterior rectus sheath and adjacent fascial structures within the retromuscular space to ensure stable positioning [1].
6.5.1. SCOPE: The meshes are sutured to the posterior rectus sheath and adjacent fascia.
6.6. For the femoral hernia repair, secure the mesh medially to Cooper's ligament, taking care to avoid injury to neurovascular structures [1].
6.6.1. SCOPE: The femoral hernia mesh is fixed medially to Cooper's ligament.
6.7. Achieve additional stabilization through intra-abdominal pressure and tissue apposition within the retromuscular plane [1].
6.7.1. SCOPE: The meshes conform closely to the retromuscular plane with tissue apposition.
6.8. Place a negative-pressure drainage tube [1].
6.8.1. SCOPE: A negative-pressure drainage tube is positioned within the surgical field.
6.9. Release the extraperitoneal insufflation [1], and close all trocar sites in layers [2].
6.9.1. SCOPE: The extraperitoneal space is desufflated.
6.9.2. Close-up of trocar-site incisions being closed in layers with sutures.

6.10. After closely monitoring the drainage volume, color, and quality, remove the negative-pressure drainage tube on postoperative day 5 [1].
6.10.1. Close-up of the negative-pressure drainage tube being removed from the patient.
6.11. Monitor patients for postoperative complications, including bleeding, infection, and chronic pain [1].
6.11.1. Surgeon examining the patient during a postoperative assessment.
6.12. Conduct postoperative follow-up to assess recovery and long-term outcomes [1].
6.12.1. Surgeon evaluating the patient during a follow-up clinic visit.





























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: 62.
· Please note that the video cannot include voiceover without an accompanying visual.

7. Results 

7.1. Preoperative computed tomography and intraoperative assessment identified midline epigastric incisional hernia [1], midline hypogastric incisional hernia [2], drain-site incisional hernia [3], and right femoral hernia [4].
7.1.1. LAB MEDIA: Figure 1A. Video editor: Highlight the circled area. 
7.1.2. LAB MEDIA: Figure 1B. Video editor: Highlight the circled area. 
7.1.3. LAB MEDIA: Figure 1C. Video editor: Highlight the circled area. 
7.1.4. LAB MEDIA: Figure 1D. Video editor: Highlight the circled area. 
7.2. The operative time was 320 minutes [1] with an estimated blood loss of 40 milliliters [2].
7.2.1. LAB MEDIA: Table 1. Video editor: Emphasize the row “Operating time (min)” with the value “320”
7.2.2. LAB MEDIA: Table 1. Video editor: Emphasize the row “Estimated blood loss (mL)” with the value “40”
7.3. The postoperative hospital stay was 5 days [1], and the pain score at 3 months postoperatively was 0 [2].
7.3.1. LAB MEDIA: Table 1. Video editor: Emphasize the row “Postoperative hospital stay (days)” with the value “5”
7.3.2. LAB MEDIA: Table 1. Video editor: Emphasize the row “VAS pain score at 3 months postoperatively” with the value “0”
7.4. The postoperative abdominal image showed a negative-pressure drainage tube [1].
7.4.1. LAB MEDIA: Figure 9. Video editor: Highlight the red arrow pointing to the drainage tube
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