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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 

2. Interview statements: Which interview statement filming option is the most appropriate for your group? Please select one.


☒ 	Interview Statements are read by JoVE’s voiceover talent. 




Current Protocol Length

Number of Steps: 19
Number of Shots: 26 

Interviews 

Authors: As your study is a single case report, we have modified the questions to discuss the case study in a better manner. Can you please answer the 1st question and another 2 to 4 other questions in 20 words each?

INTRODUCTION:
REQUIRED: Briefly describe the clinical case presented in this video and the treatment approach used. 
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.

Explain why this treatment approach was selected for this particular case.
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 any unique or rare clinical features observed in this case. 
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:

Describe any important challenges or complications encountered during treatment and how they were managed
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.

Summarize the key clinical lessons or takeaways from this case for other clinicians
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.

Describe how the patient’s condition has progressed following treatment.
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.
Describe any further investigation or follow-up that would be relevant based on this case.
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.



Title Card
According to the institutional policy of “ASST Settelaghi Varese – Ospedale Galmarini di Tradate”, formal ethics committee approval is not required for a single-patient case report

Protocol  
Video editor: If the indicated timestamps are a bit longer than the narration during editing, please show the beginning and the end of the procedure for all indicated timestamps. Do not cut in the middle
2. Diagnostic Laparoscopy and Appendectomy
Demonstrator: Luca Broggi
2.1. After positioning the patient and placing the trocars, perform a systematic exploration of the abdominal cavity, with particular attention to the right femoral orifice and the inguinal region. Then, identify the right femoral hernia sac, and assess its contents [2]
2.1.1. LAB MEDIA: Vid 001 00:00-00:25 TXT: Refer to the text protocol for the patient positioning and trocar placement

2.2. Evaluate the appendix and the mesoappendix for incarceration, strangulation, ischemic changes or other abnormalities [1].
2.2.1. LAB MEDIA: Vid 001 00:30-00:50

2.3. Divide the mesoappendix using bipolar forceps, proceeding from the appendiceal tip toward the base to maintain hemostasis [1].
2.3.1. LAB MEDIA: Vid 001 03:18-03:24 and 04:21-04:24 and 04:34-04:36

2.4. Ligate the appendiceal base with 2 absorbable ligatures or a pre-tied absorbable loop, to prevent stump leakage [1].
2.4.1. LAB MEDIA: Vid 001 06:49-06:54 and 08:33-08:39

2.5. Divide the appendix between the 2 ligatures. Then, gently grasp the appendix, and reduce it from the femoral hernia sac into the abdominal cavity [1]. Authors: Should we say "resect" here instead of "reduce" as the structure is pulled out?
2.5.1. LAB MEDIA: Vid 001 09:35-09:40 and 09:45 – 09:53

2.6. Place the specimen in an endoscopic retrieval bag, and extract it without allowing the specimen to contact the abdominal wall or the trocar sites [1].
2.6.1. LAB MEDIA: Vid 002 00:00-00:08 and 00:15-00:20

3. Peritoneal Opening and Preperitoneal Dissection
3.1. For the transabdominal preperitoneal repair, open the right parietal peritoneum transversely, beginning lateral to the epigastric vessels [1-TXT].
3.1.1. LAB MEDIA: Vid 002 01:48-01:52 and 02:09-02:12 

3.2. Extend the peritoneal incision medially for approximately 6 centimeters, to adequately expose the preperitoneal space [1].
3.2.1. LAB MEDIA: Vid 002 02:31-02:35 and 02:45-02:50

3.3. Then, dissect the preperitoneal plane using blunt and sharp techniques with laparoscopic forceps and scissors [1].
3.3.1. LAB MEDIA: Vid 002 03:13-03:25

3.4. Expose the Cooper's ligament medially to serve as a landmark for mesh fixation [1].
3.4.1. LAB MEDIA: Vid 002 07:45-07:50

3.5. Continue the dissection laterally until a space extending at least 5 to 6 centimeters beyond the margins of the femoral defect is created [1].
3.5.1. LAB MEDIA: Vid 002 08:15-08:20 and 08:35- 08:40

3.6. Reduce the femoral hernia sac away from the round ligament [1].
3.6.1. LAB MEDIA: Vid 003 04:13-04:20 and 04:34 – 04:51

3.7. Then, excise the hernia sac completely, to reduce the risk of postoperative seroma formation [1].
3.7.1. LAB MEDIA: Vid 004. 00:00 – 00:09; 00:50 – 01:03

4. Mesh Placement and Peritoneal Closure
4.1. Select a permanent synthetic mesh measuring 7.9 by 13.4 centimeters [1-TXT].
4.1.1. LAB MEDIA: Vid 004 07:22-07:39

4.2. Insert the mesh into the preperitoneal space, and position it to cover the femoral orifice with an overlap of at least 3 to 4 centimeters beyond the margins of the hernia orifice [1].
4.2.1. LAB MEDIA: Vid 004 07:42-07:51

4.3. Close the peritoneal flap over the mesh using an absorbable monofilament suture, in a continuous fashion [1].
4.3.1. LAB MEDIA: Vid 004 08:39-08:45 and 10:15 – 10:22

4.4. Ensure complete separation of the prosthesis from the abdominal cavity, to reduce the risk of bacterial seeding and prevent contact between the mesh and the intra-abdominal viscera [1].
4.4.1. LAB MEDIA: Vid 005 04:30-04:38 and 04:50-04:55

4.5. Inspect the operative field and confirm hemostasis before closure [1-TXT]. 
4.5.1. LAB MEDIA: Vid 005 07:50 – 07:57 TXT: See the text protocol for hemostasis and closure 



Results
5. Results
5.1. The axial non-contrast computed tomography showed a right femoral hernia containing a blind-ending tubular structure with intraluminal air [1], an 8 millimeter hernia orifice, and a sac measuring 65 by 14 millimeters [2]. Authors: Please confirm the wording in this narration.

5.1.1. LAB MEDIA: Figure 1B and Figure 1C. Video editor: Please emphasize the arrow in each panel 
5.1.2. LAB MEDIA: Figure 1A. Video editor: Please emphasize the arrow 

5.2. Laparoscopy confirmed the vermiform appendix incarcerated within the right femoral hernia sac [1], appearing dusky and congested from strangulation of the mesoappendix, without perforation, tissue necrosis, or abscess [2].
5.2.1. LAB MEDIA: Figure 2. Video editor: Please emphasize the femoral hernia orifice with the appendix entering it without deleting other parts. The image is sufficiently clear, as the hernia and the appendix are the only two structures visible in the image.
5.2.2. LAB MEDIA: Figure 3. Video editor: Please emphasize the discolored, congested segment of the appendix running across the center of the image without deleting other parts. The image is sufficiently clear, as the hernia and the appendix are the only two structures visible in the image.

5.3. A single-stage appendectomy with transabdominal preperitoneal hernioplasty was completed in 67 minutes, without significant blood loss [1].
5.3.1. LAB MEDIA: Figure 4. 
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