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Author Questionnaire 
1. 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.

2. 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 the distance between locations.


Current Protocol Length

Number of Steps:  xx
Number of Shots:  xx
 

Interviews
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 prompt; Conclusion: Answer any 3 prompts. 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: 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.
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) at (insert Institutional Name) for retrospective assessment of the reported outcomes.

Authors: Please provide the name of the institution and confirm the ethics information 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 the videographer will capture. 
Videographer: Please always record an audio slate while filming each shot mentioned in the shotlist.

2. Arthroscopic Evaluation and Subacromial Preparation	Comment by Paromita  Sarbadhikary: Dear Authors,
Please carefully review the entire script and the corresponding SCOPE and/or SCREEN shots to ensure that they accurately reflect your manuscript and that the intended meaning has been preserved throughout. Kindly provide any necessary corrections or clarifications.
Demonstrator: Click here to enter the demonstrator(s) name

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.
Authors: Please confirm whether the arthroscopic SCOPE footage will be displayed on the monitor during filming and should therefore be captured as SCREEN shots, or whether the original arthroscopic footage will be provided directly to JoVE.

2.1. To begin, position the anesthetized patient in the lateral decubitus position for arthroscopic surgery [1-TXT]. Introduce the arthroscope through a high posterolateral viewing portal [2]. Examine the bursal surfaces of the supraspinatus and infraspinatus tendons to confirm the segmental partial-thickness tears [3].
2.1.1. WIDE: Talent positioning the anesthetized patient laterally on the operating table with the surgical shoulder exposed. TXT: Anesthesia: Single injection interscalene regional block
2.1.2. CU: Talent introducing the arthroscope through the high posterolateral portal.
2.1.3. SCOPE: Arthroscopic view of the bursal surfaces of the supraspinatus and infraspinatus tendons, showing the segmental partial-thickness tears.
Authors: Please point out the supraspinatus tendon, infraspinatus tendon, and partial-thickness tears in the scope footage.
Video Editor: Use labels or arrows to identify the supraspinatus, infraspinatus, and partial-thickness tear in the arthroscopic footage.

2.2. Using an arthroscopic shaver, lightly debride the frayed bursal surfaces of both tendons [1]. After debridement, inspect the tendons to confirm the absence of full-thickness tearing [2]. Then, examine the coracoacromial (KOR-uh-koh-uh-KROH-mee-ul) ligament for fraying suggestive of external impingement on the superior rotator cuff tendons [3].
2.2.1. SCOPE: Using an arthroscopic shaver, the frayed bursal tendon surfaces are being lightly debrided.
2.2.2. SCOPE: The debrided tendons being inspected to confirm that no full-thickness tear is present.
2.2.3. SCOPE: Fraying of the coracoacromial ligament being visualized arthroscopically.
Authors: Please point out the debrided tendon surfaces and frayed coracoacromial ligament on the scope footage.
Video Editor: Use arrows to identify the partial-thickness tendon damage and frayed coracoacromial ligament.

2.3. Perform subacromial decompression by releasing the coracoacromial ligament [1]. Then, carry out acromioplasty (uh-KROH-mee-oh-plas-tee) to create a flat undersurface along the anterior and lateral acromion [2].
2.3.1. SCOPE: The coracoacromial ligament being released during subacromial decompression.
2.3.2. SCOPE: Acromioplasty being performed to flatten the undersurface of the anterior and lateral acromion.

3. Allograft Preparation and Arthroscopic Delivery
Demonstrator: Click here to enter the demonstrator(s) name
3.1. Place a silicone cannula in the anterior and lateral portals [1-TXT]. Using a suture lasso, pass two high-strength sutures through the medial aspect of the rotator cuff tendons [2], creating four limbs of suture for securing the perinatal tissue membrane allograft medially [3].
3.1.1. CU: Talent placing the silicone cannulas into the anterior and lateral portals. TXT: Silicone cannula: 8 mm × 4 cm
Authors: Please confirm whether one cannula is moved between the two portals or a separate cannula is placed in each portal.
3.1.2. SCOPE: Two high-strength sutures being passed through the medial rotator cuff using a suture lasso.
3.1.3. SCOPE: Four suture limbs positioned within the rotator cuff tendon for medial allograft fixation.
Authors: Please point out the four suture limbs during the scope footage.
Video Editor: Use labels or arrows to identify the four suture limbs.

3.2. Remove the perinatal tissue membrane allograft from its sterile packaging [1] and prehydrate it on the back table in sterile saline for at least 30 seconds [2].
3.2.1. Talent removing the allograft from its sterile packaging on the back table.
3.2.2. Talent prehydrating the allograft in sterile saline.

3.3. Retrieve the two middle suture limbs through the lateral portal [1] and pass them through the prehydrated allograft [2-TXT]. Pass the anterior suture limb through the anteromedial corner of the allograft [3] and the posterior suture limb through its posteromedial corner [4].
3.3.1. SCOPE: The two middle suture limbs being retrieved through the lateral portal.
3.3.2. CU: Talent passing the retrieved suture limbs through the prehydrated allograft. TXT: Allograft dimensions: 2 cm × 3 cm
3.3.3. CU: Talent passing the anterior suture limb through the anteromedial corner of the allograft.
3.3.4. CU: Talent passing the posterior suture limb through the posteromedial corner of the allograft.
Authors: Please confirm whether passage of the sutures through the allograft occurs entirely on the back table and can be captured as close-up footage.

3.4. Tie the two suture limbs together with a bulky knot outside the cannula [1], then cut the excess suture limb length [2]. Place a luggage-tag suture through the remaining corners of the allograft for subsequent lateral fixation [3].
3.4.1. CU: Talent tying a bulky knot in the suture limbs outside the cannula.
3.4.2. CU: Talent trimming the excess suture length.
3.4.3. CU: Talent placing luggage-tag sutures through the remaining allograft corners.

3.5. Retrieve the posterior-most rotator cuff suture limb through the portal near the acromial edge [1], followed by the anterior-most suture limb through the anterior portal [2]. 
3.5.1. SCOPE: The most posterior suture limb being retrieved through the portal adjacent to the acromial edge.
3.5.2. SCOPE: The most anterior suture limb being retrieved through the anterior portal.
Authors: Please specify the name or exact location of the portal adjacent to the acromial edge.

3.6. Fold the allograft in half twice [1], then grasp it using a nonpenetrating Allis (AL-iss) clamp without perforating teeth [2]. Using the clamp, gently introduce the folded allograft into the cannula [3]. 
VO note: Pronounce “Allis” as AL-iss (rhymes with “palace”).
3.6.1. CU: Talent folding the allograft in half twice.
3.6.2. CU: Talent grasping the folded allograft with a nonpenetrating Allis clamp.
3.6.3. CU: Talent gently introducing the folded allograft into the cannula.
Authors: Please confirm whether the allograft is unfolded or repositioned after it enters the joint. If so, please explain if this action will be demonstrated during filming and how?

3.7. Maintain gentle tension on the free suture limbs from the other portals to prevent entanglement [1], while advancing the allograft to the bursal surface of the rotator cuff using the double-pulley technique [2].
3.7.1. CU: Talent maintaining tension on the free suture limbs during allograft advancement.
3.7.2. SCOPE: The allograft being advanced through the cannula to the bursal surface using the double-pulley technique.
Authors: Please confirm whether the graft insertion and double-pulley advancement can be clearly shown using both external close-up and arthroscopic footage.

3.8. Once the allograft is positioned on the bursal surface, place two 3.5-millimeter knotless anchors for lateral fixation [1]. Secure each luggage-tag stitch together with one medial suture limb in the corresponding anchor [2]. Inspect the final position and fixation of the allograft [3].
3.8.1. SCOPE: Talent placing two 3.5-millimeter knotless anchors for lateral fixation.
3.8.2. SCOPE: Talent securing each luggage-tag stitch together with one medial suture limb in the corresponding anchor.
3.8.3. SCOPE: Final arthroscopic view showing the allograft secured over the rotator cuff tears.
4. Postoperative Rehabilitation
Demonstrator: Click here to enter the demonstrator(s) name
Authors: Please confirm whether representative rehabilitation exercises will be demonstrated during filming or should be provided as a summarized table (see TEXT ON A PLAIN BACKGROUND) below.
4.1. Immobilize the operated shoulder in a sling for the first 2 postoperative weeks [1]. Beginning on postoperative Day 1, initiate pendulum exercises and range-of-motion exercises for the elbow, wrist, and hand [2]. Beginning at 2 weeks, allow a gentle active range of motion up to 90 degrees of elevation [3].
4.1.1. The patient wearing a sling to immobilize the operated shoulder.
4.1.2. The patient performing pendulum exercises and elbow, wrist, and hand range-of-motion exercises.
4.1.3. The patient performing gentle active shoulder elevation to 90 degrees under therapist supervision.

4.2. At 6 weeks, gradually progress overhead range-of-motion exercises and initiate strengthening exercises [1]. At 12 weeks, permit return to work after confirming sufficient shoulder motion and strength [2]. Subsequently, assess postoperative pain and shoulder function at the scheduled follow-up visits [3].
4.2.1. The patient performing exercises.
4.2.2. The physical therapist assessing the patient’s shoulder range of motion and strength.
4.2.3. Talent assessing and recording the patient’s postoperative pain and shoulder-function outcomes during a follow-up visit.
TEXT ON A PLAIN BACKGROUND:
	Postoperative period
	Rehabilitation

	Day 1
	Pendulum and elbow, wrist, and hand exercises

	Weeks 0–2
	Sling immobilization

	Week 2
	Active elevation up to 90°

	Week 6
	Overhead motion and strengthening

	Week 12
	Return to work if motion and strength are sufficient





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

5. Results 	Comment by Paromita  Sarbadhikary: Authors: Please confirm that the representative results selected for the final video accurately reflect all relevant findings presented in the manuscript.

5.1. Across both patients, the average visual analog scale pain score decreased from 7.5 preoperatively to 1.0 at 3 months and 0 at final follow-up [1]. The average American Shoulder and Elbow Surgeons score increased from 55 to 86.5 and then 93 [2], while the Single Assessment Numeric Evaluation score increased from 55 to 97 and then 99, respectively [3].
5.1.1. LAB MEDIA: Table 2: Video editor: Highlight the VAS (first) row sequentially across the preoperative, 3-month, and final follow-up columns.
5.1.2. LAB MEDIA: Table 2: Video editor: Highlight the ASES (second) row sequentially across the preoperative, 3-month, and final follow-up columns.
5.1.3. LAB MEDIA: Table 2: Video editor: Highlight the SANE (third) row sequentially across the preoperative, 3-month, and final follow-up columns.
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