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

☐ 	Interviewees self-record interview statements. JoVE can provide support for this option.

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


[bookmark: Text5]3. Proposed interview filming date: Please indicate the proposed date that your group will self-film interviews: MM/DD/YYYY

DO NOT use this draft script for filming Interviews. Please wait until your script is finalized to begin the filming process. 

When you are ready to submit your video files, please contact our China Location Producer, Junling Cheng.

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:  37
Number of Shots:  73 

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
This research has been approved by the Institutional Animal Care and Use Committee (IACUC) at Fuwai Hospital, Chinese Academy of Medical Sciences  


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. Harvesting the Internal Mammary Veins
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, obtain a healthy male Bama miniature pig aged 10 to 12 months and weighing 35 to 40 kilograms [1]. 	Comment by Lakshmi Priya: Please film this shot
2.1.1. WIDE: Talent sitting with a Bama miniature pig. 
2.2. After anesthetizing and placing the pig in the supine position, make a midline incision from the mid-cervical region to below the xiphoid process with an electrosurgical unit or ESU (E-S-U) [1-TXT].
2.2.1. FILE: 72141_converted: 1:10–1:31 TXT: Anesthesia: IM ketamine (10 mg/kg) + Midazolam (1 mg/kg)
2.3. Perform a median sternotomy along the midline from the xiphoid process upward using a sternal saw [1]. Cauterize the sternal cut edges with an ESU [2]. Apply bone wax to the marrow cavity to achieve hemostasis [3].
2.3.1. FILE: 72141_converted: 10:12–10:22, 12:07-12:12
2.3.2. FILE: 72141_converted: 12:31–12:40
2.3.3. FILE: 72141_converted: 15:44-16:00
2.4. Maintain the chest open with a sternal retractor. [1]
2.4.1. FILE: 72141_converted: 17:35–17:56
2.5. With an ESU, dissect the surrounding tissue of the internal mammary veins or IMV (I-M-V) [1]. Using scissors, transect the side branches [2]. With an ESU, achieve hemostasis [3].
2.5.1. Talent dissecting the surrounding tissue of the internal mammary veinwith an ESU. FILE: 72141_converted: 18:12–31:46	Comment by Lakshmi Priya: As per JoVE guidelines, kindly provide timestamps of 20 seconds or less for each shot (from 2.5.1 to 7.4.1) to match the narration length. Please follow the format used for shots 2.1.1–2.4.1. We understand that some shots are longer than 20 seconds. For those shots, please provide the timestamps for the first and last 10 seconds. Please change the red font timestamps in this same file and send me
2.5.2. Talent transecting the side branches with scissors. FILE: 72141_converted: 18:12–31:46
2.5.3. Talent achieving hemostasis with the ESU. FILE: 72141_converted: 18:12–31:46
2.6. Clamp the distal end of the left IMV with a hemostatic clamp [1]. Make an incision with a scalpel just proximal to the clamp [2]. Insert a blunt flushing needle through the incision [3]. Secure it with a 5-0 (five-oh) nonabsorbable polypropylene suture [4]. After ligation, completely transect the distal end of the left IMV [5]
2.6.1. Talent clamping the distal end of the left internal mammary veinwith a hemostatic clamp. FILE: 72141_converted: 31:53–33:34
2.6.2. Talent making an incision just proximal to the clamp with a scalpel. FILE: 72141_converted: 31:53–33:34
2.6.3. Talent inserting a blunt flushing needle through the incision. FILE: 72141_converted: 31:53–33:34
2.6.4. Talent securing the needle with a 5-0 nonabsorbable polypropylene suture. FILE: 72141_converted: 31:53–33:34
2.6.5. Talent completely transecting the distal end of the left internal mammary veinafter ligation. FILE: 72141_converted: 31:53–33:34
2.7. Clamp the proximal end of the left IMV with a hemostatic clamp [1]. Transect the IMV distal to the clamping site [2]. Ligate the proximal end with a 5-0 nonabsorbable polypropylene suture [3]. Ensure the harvested IMV is 7–8 centimeters in length, free of obvious spasm or twisting, and without visible side-branch bleeding [4].
2.7.1. Talent clamping the proximal end of the left internal mammary veinwith a hemostatic clamp. FILE: 72141_converted: 34:30–35:10
2.7.2. Talent transecting the internal mammary veindistal to the clamping site. FILE: 72141_converted: 34:30–35:10
2.7.3. Talent ligating the proximal end with a 5-0 nonabsorbable polypropylene suture. FILE: 72141_converted: 34:30–35:10
2.7.4. Talent presenting the harvested internal mammary veinto show a length of 7 to 8 centimeters, with no obvious spasm, twisting, or visible side-branch bleeding. FILE: 72141_converted: 34:30–35:10
2.8. Harvest the right IMV using the same procedure [1].
2.8.1. Talent harvesting the right inferior mesenteric vein.  FILE: 72141_converted: 36:00–47:35

3. Establishing Cardiopulmonary Bypass
Demonstrator: Click here to enter name of demonstrator(s)

3.1. Open the pericardium longitudinally [1]. Suspend it with traction sutures [2]. Ensure the activated clotting time exceeds 480 seconds [3].
3.1.1. Talent opening the pericardium longitudinally. FILE: 72141_converted: 48:10–52:05
3.1.2. Talent suspending the pericardium with traction sutures. FILE: 72141_converted: 48:10–52:05
3.1.3. SCREEN: Show the activated clotting time measurement on the monitoring device or analyzer displaying a value greater than 480 seconds.
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=22003053
3.2. Place two concentric purse-string sutures using 5-0 nonabsorbable polypropylene sutures [1]. Establish central arterial cannulation with an 18 French arterial cannula [2]. After thorough de-airing, connect the arterial cannula to the arterial line of the cardiopulmonary bypass circuit [3].
3.2.1. Talent placing two concentric purse-string sutures using 5-0 nonabsorbable polypropylene sutures. FILE: 72141_converted: 57:00–1:04:54
3.2.2. Talent establishing central arterial cannulation with an 18 French arterial cannula. FILE: 72141_converted: 57:00–1:04:54
3.2.3. Talent connecting the de-aired arterial cannula to the arterial line of the cardiopulmonary bypass circuit. FILE: 72141_converted: 57:00–1:04:54
3.3. Establish venous cannulation with a 24 French venous cannula in the right atrium [1]. Connect it to the venous line [2].
3.3.1. Talent establishing venous cannulation with a 24 French venous cannula in the right atrium. FILE: 72141_converted: 1:05:44–1:08:50
3.3.2. Talent connecting the venous cannula to the venous line. FILE: 72141_converted: 1:05:44–1:08:50
3.4. To initiate cardiopulmonary bypass, slowly establish arterial inflow followed by venous drainage [1]. Increase the pump flow over the next several minutes according to systemic arterial pressure, venous return, reservoir level, and global perfusion parameters [2].	Comment by Lakshmi Priya: Please film this step
3.4.1. Talent establishing arterial inflow followed by venous drainage.
3.4.2. Talent adjusting the pump flow according to systemic arterial pressure, venous return, reservoir level, and global perfusion parameters.


4. Distal Coronary Anastomoses
Demonstrator: Click here to enter name of demonstrator(s)

4.1. Place an antegrade cardioplegia cannula in the aortic root through a purse-string suture. [1]. Connect the cardioplegia cannula to the cardioplegia line [2].
4.1.1. Talent placing an antegrade cardioplegia cannula in the aortic root through a purse-string suture. FILE: 72141_converted: 1:08:55–1:09:28
4.1.2. Talent connecting the cardioplegia cannula to the cardioplegia line.	Comment by Lakshmi Priya: Please film this shot.
4.2. Cross-clamp the ascending aorta at a position between the arterial cannula and the cardioplegia access site [1].
4.2.1. Talent cross-clamping the ascending aorta between the arterial cannula and the cardioplegia access site. FILE: 72141_converted: 1:09:48–1:10:19
4.3. Induce cardiac arrest with 4 °C cold modified St. Thomas solution [1]. Apply ice slush to the cardiac surface to rapidly cool and protect the myocardium [2].
4.3.1. Talent administering 4 degrees Celsius cold modified St. Thomas solution to induce cardiac arrest. FILE: 72141_converted: 1:10:20–1:11:00
4.3.2. Talent applying ice slush to the cardiac surface for rapid cooling and myocardial protection. FILE: 72141_converted: 1:10:20–1:11:00 
1. 
2. 
3. 
4. 
4.1. 
4.2. 
4.3. 
4.4. Inject 4 degrees Celsius heparin-papaverine normal saline, prepared previously, into the IMV graft through a blunt flushing needle to check for leakage [1]. Trim the free end of the graft [2] and place an 8-0 nonabsorbable polypropylene suture [3].
4.4.1. Talent injecting 4 degrees Celsius heparin-papaverine normal saline into the internal mammary vein graft through a blunt flushing needle to check for leakage. FILE: 72141_converted: 1:11:03-1:15:17 
4.4.2. Talent trimming the free end of the internal mammary vein graft. FILE: 72141_converted: 1:11:03-1:15:17 
4.4.3. Talent placing an 8-0 nonabsorbable polypropylene suture. FILE: 72141_converted: 1:11:03-1:15:17 
4.5. Using microsurgical scissors, open the left circumflex coronary artery or LCX (L-C-X) [1]. Insert an intraluminal shunt [2].
4.5.1. Talent opening the left circumflex coronary artery with microsurgical scissors. FILE: 72141_converted: 1:16:34-1:19:19
4.5.2. Talent inserting an intraluminal shunt into the left circumflex coronary artery. FILE: 72141_converted: 1:16:34-1:19:19
4.6. Using an 8-0 nonabsorbable polypropylene suture, perform an end-to-side anastomosis between one end of the IMV graft and the LCX with a parachute suture technique [1].
4.6.1. Talent performing an end-to-side anastomosis between the internal mammary vein graft and the left circumflex coronary artery with a parachute suture technique. FILE: 72141_converted: 1:19:20-1:31:23
4.7. Remove the shunt [1]. Inject heparinized autologous blood into the IMV graft to distend the vessel, expel trapped air, and check for leakage at the anastomotic sites and side branches [2]. Confirm that the graft distends smoothly without focal narrowing, twisting, or leakage from the side branches or distal anastomosis [3].
4.7.1. Talent removing the intraluminal shunt. FILE: 72141_converted: 1:31:33-1:50:38
4.7.2. Talent injecting heparinized autologous blood into the internal mammary vein graft to distend the vessel and expel trapped air while checking for leakage. FILE: 72141_converted: 1:31:33-1:50:38
4.7.3. Shot of the distended graft without focal narrowing, twisting, or visible leakage from the side branches or distal anastomosis. FILE: 72141_converted: 1:31:33-1:50:38
4.8. Complete the anastomosis between the IMV graft and the LCX [1].
4.8.1. Talent completing the anastomosis between the internal mammary vein graft and the left circumflex coronary artery. FILE: 72141_converted: 1:31:33-1:50:38
4.9. Using the same method, completely anastomose one end of the other IMV graft to the side of the LAD [1].
4.9.1. Talent completely anastomosing one end of the other internal mammary vein graft to the side of the left anterior descending coronary artery. FILE: 72141_converted: 1:50:45-2:14:11

5. Proximal Aortic Anastomoses
Demonstrator: Click here to enter name of demonstrator(s)
5.1. Remove the cardioplegia cannula [1]. Create an opening at the cannulation site using a 3.5-millimeter punch [2].
5.1.1. Talent removing the cardioplegia cannula. FILE: 72141_converted: 2:14:32-2:15:03
5.1.2. Talent creating an opening at the cannulation site with a 3.5-millimeter punch. FILE: 72141_converted: 2:14:32-2:15:03
5.2. Inject room-temperature heparin-papaverine normal saline into the IMV graft anastomosed to the LAD through a blunt flushing needle [1]. After the graft is distended, partially clamp it and transect the end connected to the blunt flushing needle [2]. Using tissue scissors, further trim the free end [3].
5.2.1. Talent injecting room-temperature heparin-papaverine normal saline into the internal mammary veingraft anastomosed to the left anterior descending coronary artery through a blunt flushing needle. FILE: 72141_converted: 2:15:11-2:16:32
5.2.2. Talent partially clamping the distended graft and transecting the end connected to the blunt flushing needle. FILE: 72141_converted: 2:15:11-2:16:32
5.2.3. Talent trimming the free end of the graft with tissue scissors. FILE: 72141_converted: 2:15:11-2:16:32
5.3. Trim a segment of the arterial catheter [1]. Connect the trimmed arterial catheter to the left ventricular vent [2]. Insert the arterial catheter into the aorta through the punched opening [3].
5.3.1. Talent trimming a segment of the arterial catheter. FILE: 72141_converted: 2:16:32-2:16:41
5.3.2. Talent connecting the trimmed arterial catheter to the left ventricular vent. FILE: 72141_converted: 2:16:32-2:16:41
5.3.3. Talent inserting the arterial catheter into the aorta through the punched opening. FILE: 72141_converted: 2:16:32-2:16:41
5.4. Process the IMV graft anastomosed to the LCX in the same manner as the previously processed graft [1].
5.4.1. Talent processing the internal mammary veingraft anastomosed to the left circumflex coronary artery in the same manner as the previously processed graft. FILE: 72141_converted: 2:15:11-2:16:32
5.5. Create an opening on the left side of the aortic root using a 3.5-millimeter punch [1].
5.5.1. Talent creating an opening on the left side of the aortic root with a 3.5-millimeter punch. FILE: 72141_converted: 2:19:29-2:19:42
5.6. Perform an end-to-side anastomosis of the free end of the IMV graft, anastomosed to the LCX, to the opening on the left side of the aortic root, leaving the anastomosis incomplete [1].
5.6.1. Talent performing an incomplete end-to-side anastomosis of the internal mammary veingraft anastomosed to the left circumflex coronary artery to the opening on the left side of the aortic root. FILE: 72141_converted: 2:19:53-2:28:32
5.7. Insert the left heart vent catheter into the aortic root through the anastomotic opening [1].
5.7.1. Talent inserting the left heart vent catheter into the aortic root through the anastomotic opening. FILE: 72141_converted: 2:28:32-2:29:06
5.8. Perform an end-to-side anastomosis of the free end of the IMV graft, distally anastomosed to the LCX, to the other opening in the aortic root [1].
5.8.1. Talent performing an end-to-side anastomosis of the internal mammary vein graft distally anastomosed to the left anterior descending coronary artery to the other opening in the aortic root. FILE: 72141_converted: 2:29:10-2:34:32
5.9. Remove the left heart vent catheter [1]. Clamp both internal mammary vein grafts with microsurgical hemostatic clips [2]. Complete the anastomoses of both IMV grafts to the aorta [3].
5.9.1. Talent removing the left heart vent catheter. FILE: 72141_converted: 2:34:33-2:35:54
5.9.2. Talent clamping both internal mammary vein grafts with microsurgical hemostatic clips. FILE: 72141_converted: 2:34:33-2:35:54
5.9.3. Talent completing the anastomoses of both internal mammary vein grafts to the aorta. FILE: 72141_converted: 2:34:33-2:35:54

6. Reperfusion and Graft Assessment 
Demonstrator: Click here to enter name of demonstrator(s)

6.1. Release the aortic cross-clamp and reperfuse the heart [1].
6.1.1. Talent releasing the aortic cross-clamp to reperfuse the heart. FILE: 72141_converted: 2:35:55-2:36:00
6.2. Place an additional 8-0 nonabsorbable polypropylene sutures at the anastomotic sites or along the internal mammary vein grafts as needed to achieve hemostasis [1].
6.2.1. Talent placing an additional 8-0 nonabsorbable polypropylene sutures at the anastomotic sites or along the internal mammary vein grafts to achieve hemostasis. FILE: 72141_converted: 2:36:40-3:02:22
6.3. Decannulate the aorta and right atrium [1]. Secure hemostasis at all cannulation sites [2].
6.3.1. Talent decannulating the aorta and right atrium. FILE: 72141_converted: 3:06:30-3:18:09
6.3.2. Talent securing hemostasis at all cannulation sites. FILE: 72141_converted: 3:06:30-3:18:09
6.4. After separation from CPB, assess both grafts using intraoperative ultrasonography [1]. Use color Doppler imaging to identify blood-flow signals within the aorta-to-left anterior descending coronary artery and aorta-to-left circumflex coronary artery grafts [2]. Record the graft location, flow direction, and qualitative patency [3].
6.4.1. Talent assessing both grafts using intraoperative ultrasonography. FILE: 72141_converted: 3:25:04-3:28:01
6.4.2. SCREEN: Show the color Doppler imaging display identifying blood-flow signals within the aorta-to-left anterior descending coronary artery and aorta-to-left circumflex coronary artery grafts. FILE: 72141_converted: 3:25:04-3:28:01
6.4.3. SCREEN: Show the recorded graft location, flow direction, and qualitative patency. FILE: 72141_converted: 3:25:04-3:28:01
6.5. Insert two drainage tubes [1].
6.5.1. Talent inserting two drainage tubes. FILE: 72141_converted: 3:37:05-3:38:44
6.6. Reapproximate the sternum [1]. Close the muscle, fascia, subcutaneous tissue, and the skin in layers [2].
6.6.1. Talent reapproximating the sternum. FILE: 72141_converted: 3:38:46-4:08:31
6.6.2. Talent closing the muscle, fascia, subcutaneous tissue, and skin in layers. FILE: 72141_converted: 3:38:46-4:08:31
6.7. Transfer the pig to a monitored postoperative recovery [1].	Comment by Lakshmi Priya: Please film this step
6.7.1. Talent transferring the pig to a monitored postoperative recovery area. 









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: 122.
· Please note that the video cannot include voiceover without an accompanying visual.

7. Results 	Comment by Lakshmi Priya: Please check whether the shots are correctly matched with their corresponding narration. Also, verify that the key findings of the protocol described above are presented.

1. 
2. 
3. 
4. 
5. 
6. 
7. 
7.1. Intraoperative ultrasonography detected flow signals in both the aorta-to-LCX graft [1] and the aorta-to-LAD graft [2], supporting immediate technical patency of the 2 grafts [3].
7.1.1. LAB MEDIA: Figure 2A. Video editor: Highlight the ultrasound image labelled "Aorta-to-LCX graft" showing the colored flow signal.
7.1.2. LAB MEDIA: Figure 2A. Video editor: Highlight the ultrasound image labelled "Aorta-to-LAD graft" showing the colored flow signal.
7.1.3. LAB MEDIA: Figure 2A
7.2. Postoperative computed tomography angiography performed on postoperative day 1 confirmed the patency of the ascending aorta-to-LAD graft [1].
7.2.1. LAB MEDIA: Figure 2B. Video editor: Highlight the red arrow and the structure its pointing to.
7.3. Postoperative echocardiography showed a left ventricular ejection fraction of 55% in pig 1 or P1 (P-one) on postoperative day 11 [1] and 57% in P2 on postoperative day 28 [2].
7.3.1. LAB MEDIA: Figure 3A. Video editor: Highlight the measurement panel showing the value labelled "LVEF MOD A4C 55" and the echocardiographic image labelled "P1".
7.3.2. LAB MEDIA: Figure 3B. Video editor: Highlight the measurement panel showing the value labelled "EF(Teich) 57" and the echocardiographic image labelled "P2".
7.4. In P1, hemoglobin and hematocrit were lower than baseline intraoperatively [1] and on the day of surgery [2], and both remained below the normal range during the first 7 postoperative days [3].
7.4.1. LAB MEDIA: Table 1. Video editor: Highlight the values in the rows labelled "Hb (g/dL)" and "HCT %" in the column "Intra-op".
7.4.2. LAB MEDIA: Table 1. Video editor: Highlight the rows labelled "Hb (g/dL)" and "HCT %" in the column "POD 0".
7.4.3. LAB MEDIA: Table 1. Video editor: Highlight the rows labelled "Hb (g/dL)" and "HCT %" across the columns "POD 1", "POD 3", and "POD 7".
7.5. In P1, thrombin time was prolonged [1], and the fibrinogen level was markedly higher than baseline on postoperative day 3 [2], and both decreased by postoperative day 7 [3].
7.5.1. LAB MEDIA: Table 2. Video editor: Highlight the row labelled "TT (s)" in the column "POD 3".
7.5.2. LAB MEDIA: Table 2. Video editor: Highlight the row labelled "FIB (g/L)" in the column "POD 3".
7.5.3. LAB MEDIA: Table 2. Video editor: Highlight the rows labelled "TT (s)" and "FIB (g/L)" in the column "POD 7".
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