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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
Authors: As these files are necessary for finalizing your script, please create screen capture videos for the shots labeled as SCREEN, create a screenshot summary, and upload all the files to your project page as soon as possible: https://review.jove.com/files_upload.php?src=21893863

[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: 22
Number of Shots: 53 ( 25 Screen)  

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
The patient provided written informed consent for all aspects of the treatment plan, including each surgical intervention. This study complies with the ethical standards outlined in the Declaration of Helsinki and is based on approval from the ethics committees of the Westfalen-Lippe Medical Association and the University of Muenster
	Comment by Ruchira  Mukherji: Authors, please check if this is correct.
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. Begin by confirming that the patient has provided written informed consent for each surgical intervention and that retrospective use of the patient’s data is covered by the relevant institutional ethics approval [1]. 
2.1.1. WIDE: Talent at the computer checking the consent forms provided by the patients.	Comment by Ruchira  Mukherji: Authors: please check if this shot description is correct. Please modify if needed.

2.2. The day before surgery, perform mechanical bowel preparation with 3 to 4 liters of oral polyethylene glycol solution [1]. Administer oral antibiotic prophylaxis consisting of 1 gram of neomycin and 400 milligrams of metronidazole at 14:00, 15:00, and 22:00 [3].
2.2.1. WIDE: Talent displaying the oral polyethylene glycol solution used for mechanical bowel preparation on the day before surgery.
2.2.2. Talent administering oral antibiotics to one of the patients at a particular time point. (representative shot)

2.3. Start thromboprophylaxis on the evening before surgery by administering 40 milligrams of enoxaparin subcutaneously, once daily, and continue it throughout the hospital stay [1]. Have a specialist stoma therapist mark the terminal descendostomy site while the patient is lying, sitting, and standing to determine the optimal position [2].
2.3.1. CU: Talent administering 40 milligrams of enoxaparin subcutaneously as the preoperative thromboprophylaxis dose.
2.3.2. WIDE: Talent marking the terminal descendostomy site while the patient is shown sequentially in the lying, sitting, and standing positions.

2.4. Provide perioperative nutritional therapy, physiotherapy, psycho-oncological counseling, social work support, and specialized oncology consultation through the established OncoCareTeam [1]. Before surgery, conduct a joint briefing between the urology and visceral surgery teams to coordinate the dissection planes and procedural sequence [2-TXT].
2.4.1. WIDE: Talent reviewing the patient's coordinated perioperative support plan with representatives of the multidisciplinary OncoCareTeam.
2.4.2. WIDE: The urology and visceral surgery teams conducting preoperative briefing. TXT: Abdominal rectal extirpation; radical prostatectomy; perineal phase

3. Anesthesia and Patient Positioning
Demonstrator: Click here to enter name of demonstrator(s)

3.1. Induce and maintain general anesthesia [1]. Establish continuous arterial blood pressure monitoring through a radial artery catheter [2]. Monitor blood glucose continuously, providing glucose supplementation for hypoglycemia and targeted insulin for hyperglycemia as indicated [3].
3.1.1. WIDE: Talent inducing and maintaining general anesthesia.
3.1.2. CU: Talent connecting the radial artery catheter for continuous arterial blood pressure monitoring.
3.1.3. CU: Talent monitoring the intraoperative blood glucose value and preparing glucose or insulin according to the displayed value.

3.2. Place the patient in a modified lithotomy position [1] and carefully pad all pressure points [2]. Apply a steep 30-degree Trendelenburg tilt for the robotic pelvic procedure [3].
3.2.1. WIDE: The surgical team placing the anesthetized patient in the modified lithotomy position.
3.2.2. CU: Talent padding the patient's pressure points before final positioning.
3.2.3. WIDE: The operating table moving to a 30-degree Trendelenburg tilt.

4. Port Placement and Diagnostic Laparoscopy
Demonstrator: Click here to enter name of demonstrator(s)

4.1. Establish pneumoperitoneum using a Veress needle in the left upper quadrant [1]. Place a 12-millimeter robotic port between the umbilicus and the right anterior superior iliac spine [2]. Position three additional 8-millimeter robotic ports along a slightly oblique line extending toward the left upper quadrant [3]. Place a 12-millimeter assistant port in the right upper quadrant [4].
4.1.1. SCREEN: The Veress needle being inserted in the left upper quadrant to establish pneumoperitoneum.
4.1.2. SCREEN: The 12-millimeter robotic port being placed between the umbilicus and the right anterior superior iliac spine.
4.1.3. SCREEN: The three 8-millimeter robotic ports being positioned along the oblique line toward the left upper quadrant.
4.1.4. SCREEN: The 12-millimeter assistant port being positioned in the right upper quadrant.
Authors: Please create screen capture videos for the shots labeled as SCREEN, create a screenshot summary, and upload all the files to your project page as soon as possible: https://review.jove.com/files_upload.php?src=21893863

4.2. Perform diagnostic laparoscopy at a pneumoperitoneum pressure of 12 millimeters of mercury to rule out peritoneal carcinomatosis [1]. Dock the robotic system from the patient's left side [2] and position the bedside assistant on the patient's right side [3].
4.2.1. SCREEN: The laparoscope surveying the peritoneal cavity at a pneumoperitoneum pressure of 12 millimeters of mercury.
4.2.2. WIDE: The robotic system being docked from the patient's left side.
4.2.3. WIDE: The completed operating-room setup with the bedside assistant positioned on the patient's right side.

5. Robotic Rectal Resection
Demonstrator: Click here to enter name of demonstrator(s)

5.1. Identify the inferior mesenteric artery and vein at their origins [1]. Ligate the vessels using monopolar curved scissors and Hem-o-lok (hem‑o‑lock) clips [2].
Authors: Please point to veins/organs before dissection
5.1.1. SCREEN: Identification of the inferior mesenteric artery and vein at their origins.
5.1.2. SCREEN: The vessels being ligated using monopolar curved scissors and Hem-o-lok clips.

5.2. Mobilize the sigmoid colon in a medial-to-lateral direction while identifying and preserving the ureter [1]. Then, mobilize the descending colon sufficiently to permit formation of a tension-free terminal descendostomy [2].
5.2.1. SCREEN: Medial-to-lateral mobilization of the sigmoid colon with identification and preservation of the ureter.
5.2.2. SCREEN: Mobilization of the descending colon to obtain adequate reach for a tension-free terminal descendostomy.

5.3. Mobilize the rectum circumferentially according to the principles of total meso-rectal excision [1]. Begin posteriorly in the presacral plane [2], then continue with anterior and lateral dissection while preserving the hypogastric and pelvic autonomic nerves [3].
5.3.1. SCREEN: Circumferential rectal mobilization following the total meso-rectal excision plane.
5.3.2. SCREEN: Posterior rectal dissection proceeding within the presacral plane.
5.3.3. SCREEN: Anterior and lateral rectal mobilization with the hypogastric and pelvic autonomic nerves preserved.

5.4. Divide the rectosigmoid junction using a robotic stapling device [1]. Do not transect the distal rectum abdominally; keep it in continuity with the specimen for the subsequent abdominoperineal extirpation [2].
5.4.1. SCREEN: The robotic stapling device dividing the rectosigmoid junction.
5.4.2. SCREEN: The distal rectum remaining in continuity with the specimen after proximal division.

6. Robotic Prostatectomy and Vesicourethral Anastomosis
Demonstrator: Click here to enter name of demonstrator(s)

6.1. After completing the abdominal rectal resection phase, reposition the robotic arms toward the pelvic midline [1]. Re-dock the robotic system for the prostatectomy using the existing trocar arrangement without introducing new trocars [2].
6.1.1. WIDE: The robotic arms being repositioned toward the pelvic midline after the abdominal rectal resection.
6.1.2. WIDE: The robotic system being re-docked for prostatectomy using the existing trocar arrangement.

6.2. Perform the standard robotic radical prostatectomy without sparing the neurovascular bundles, in accordance with the oncological plan [1]. Perform bilateral pelvic lymphadenectomy up to the external iliac bifurcation using monopolar scissors and bipolar forceps [2].
6.2.1. SCREEN: The standard robotic radical prostatectomy being performed without sparing the neurovascular bundles.
6.2.2. SCREEN: Bilateral pelvic lymphadenectomy being performed extending to the external iliac bifurcation.

6.3. Construct a tension-free vesicourethral anastomosis with a running 3-0 (three – oh) barbed suture over a 20-French three-way Foley catheter [1]. Test anastomotic integrity by instilling 200 milliliters of sterile saline through the catheter and confirming the absence of extravasation [2]. 
6.3.1. SCREEN: The 3-0 barbed suture being run forming the vesicourethral anastomosis over the 20-French three-way Foley catheter.
6.3.2. SCREEN: 200 milliliters of sterile saline being instilled through the catheter with no visible extravasation.

6.4. Secure the distal sigmoid colon with an atraumatic bowel clamp for subsequent stoma maturation [1]. Insert a 14-French pelvic drain through the 12-millimeter da Vinci trocar and position it within the pelvis [2].
6.4.1. SCREEN: The atraumatic bowel clamp being applied to the distal sigmoid colon.
6.4.2. SCREEN: The 14-French pelvic drain being introduced through the 12-millimeter da Vinci trocar and positioned in the pelvis.

7. Perineal Resection and Stoma Formation
Demonstrator: Click here to enter name of demonstrator(s)

7.1. After robotic undocking, return the patient to the lithotomy position [1]. Perform a cylindrical perineal resection, completing the dissection of the remaining rectum and anal canal [2]. Extract the rectum, anal canal, and prostate en bloc through the perineal wound [3], and close the perineal wound in three layers [4].
7.1.1. WIDE: The operating-room team repositioning the patient in the lithotomy position after robotic undocking.
7.1.2. SCREEN: The cylindrical perineal resection completing dissection of the remaining rectum and anal canal being performed.
7.1.3. SCREEN: The rectum, anal canal, and prostate being extracted en-bloc through the perineal wound.
7.1.4. SCREEN: The perineal wound being closed in three layers.

7.2. Bring the descending colon through the pre-marked site and construct the terminal descendostomy [1]. Mature the bowel to the skin using interrupted absorbable sutures [2].
7.2.1. SCREEN: The descending colon being delivered through the pre-marked site to form the terminal descendostomy.
7.2.2. SCREEN: Interrupted absorbable sutures maturing the bowel to the skin.

8. Immediate Postoperative Care
Demonstrator: Click here to enter name of demonstrator(s)

8.1. Transfer the patient to the intensive care unit for postoperative monitoring [1]. Continue sedation overnight [2] and extubate the patient on postoperative day 1 [3].
8.1.1. WIDE: The care team transferring the patient to the intensive care unit after surgery.
8.1.2. WIDE: The sedated patient being monitored in the intensive care unit overnight.
8.1.3. WIDE: The intensive care team extubating the patient on postoperative day 1.

8.2. Administer multimodal analgesia with 1 gram of intravenous paracetamol every 6 hours [1] and patient-controlled analgesia with piritramide [2].
8.2.1. CU: Talent administering the scheduled intravenous paracetamol dose through the patient's intravenous line.
8.2.2. CU: Talent explaining and positioning the patient-controlled analgesia control for piritramide administration.

8.3. Initiate early mobilization on postoperative day 1 and advance nutritional support gradually as tolerated [1]. Provide stoma self-care education [2] and continue the established multidisciplinary OncoCare support throughout the postoperative period [3].
8.3.1. WIDE: Talent assisting the patient with early mobilization while a meal tray indicates gradual resumption of nutritional intake.
8.3.2. CU: A stoma therapist demonstrating basic terminal descendostomy self-care to the patient.
8.3.3. WIDE: The multidisciplinary OncoCareTeam reviewing the patient's postoperative support plan.

8.4. Leave the urethral catheter indwelling during the initial postoperative period [1]. Remove the catheter only after a voiding trial confirms adequate bladder emptying [2].
8.4.1. CU: Talent securing and checking the indwelling urethral catheter during postoperative care.
8.4.2. CU: Talent documenting adequate bladder emptying after the voiding trial before catheter removal.



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: 44
· Please note that the video cannot include voiceover without an accompanying visual.

9. Results 

9.1. Colonoscopy showed thickening of the distal rectal wall without compromise or obstruction of the rectal lumen [1].
9.1.1. LAB MEDIA: Figure 1. Video Editor: Please highlight the distal rectal wall thickening enclosed by the red dashed outline, followed by the adjacent patent rectal lumen.
9.2. Preoperative sagittal pelvic MRI following radio-chemotherapy showed distal rectal wall thickening consistent with the observed treatment response [1]. The prostate showed no evidence of bladder invasion or extra-prostatic extension [2].
9.2.1. LAB MEDIA: Figure 2. Video Editor: Please highlight the distal rectal wall thickening enclosed by the red dashed outline.
9.2.2. LAB MEDIA: LAB MEDIA: Figure 2. Video Editor: Please highlight the prostate enclosed by the blue dashed outline and emphasize the absence of extension into the surrounding structures or bladder.
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