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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. 


3. Proposed interview filming date: Please indicate the proposed date that your group will self-film interviews: The author has chosen JoVE’s voiceover Talent



Current Protocol Length

Number of Steps: 16
Number of Shots: 46 

Interviews 


Authors: Please note that the questions will not appear on screen. Please answer in stand-alone full sentence with sufficient context.

INTRODUCTION:
NOTE to VO: Please record the introductory and conclusion interview statements.

REQUIRED: Summarize your research focus and the main questions it aims to answer.
1.1. This research focuses on applying the artery-first approach in 3D laparoscopic pancreaticoduodenectomy for safer resection of pancreatic head cancer.
1.1.1.   2.4.3

Describe the research gap or limitation in existing methods and how this protocol addresses them.
1.2. Conventional pancreaticoduodenectomy carries a risk of uncontrolled bleeding, while the artery-first approach secures the superior mesenteric artery early to improve surgical safety.
1.2.1.   5.1.2

CONCLUSION:
What does this protocol allow researchers to study or measure?
1. 
1.1. 
1.2. 
1.3. 
1.3. This technique enables assessment of intraoperative blood loss, lymph node yield, complication rates, and oncological outcomes.
1.3.1.   4.1.3 and 5.2.3

Describe the most important consideration or challenge when performing this protocol.
1.4. Precise identification of the arterial anatomy and careful control of the superior mesenteric artery are critical considerations when performing this procedure.
1.4.1.   3.1.4

Are there any additional methods or analyses that can be performed following this procedure?
1.5. Following surgery, patients are monitored for bleeding, pancreatic fistula by assessing ascitic amylase levels, and delayed gastric emptying.
1.5.1.   7.2.2


Ethics Title Card
This research has been approved by the Institutional Ethics Committee of Dong'e County People's Hospital.

Protocol  


2. Initial Exposure and Infracolic Access
Demonstrator: Zhongnan Chen

2.1. Begin by preparing the operative field and arranging the surgical instruments for the pancreaticoduodenectomy [1]. Open the gastrocolic ligament to enter the lesser sac [2]. Mobilize the inferior border of the pancreas and expose the anterior wall of the superior mesenteric vein, or SMV, (S-M-V) [3]. 
2.1.1. File: Wide-angle video: 00:00-00:06, 00:16-00:18
2.1.2. FILE: Section02_0115_100023: 04:46–04:53 
2.1.3. FILE: Section03_0115_102437: 01:21–01:29

2.2. Fix the transverse mesocolon to the liver retraction purse-string suture using polymer locking clips [1]. Perform a reverse Kocher incision [2]. Completely mobilize the pancreatic head and duodenum [3].
2.2.1. FILE: Section03_0115_102437: 03:55–04:02
2.2.2. FILE: Section03_0115_102437: 04:26–04:32
2.2.3. FILE: Section03_0115_102437: 06:24–06:32

2.3. Dissect the jejunal mesentery horizontally toward the left side at the level of the third portion of the duodenum [1]. Follow the jejunal arterial branches using combined dorsal and ventral dissection [2]. Divide the proximal jejunum at the predetermined site and continue the dissection cephalad along the middle colic artery [3].
2.3.1. FILE: Section04_0115_104701: 04:57–05:06
2.3.2. FILE: Section04_0115_104701: 08:41–08:45, 14:55–14:59
2.3.3. FILE: Section04_0115_104701: 16:00–16:06

2.4. Dissect the lymphatic and adipose tissues surrounding the SMV and superior mesenteric artery, or SMA (S-M-A), using the ultrasonic scalpel [1]. Skeletonize the vessels [2]. Expose the main trunk of the SMA and dissect cephalad along its right lateral wall using low-power ultrasonic dissection [3].
2.4.1. FILE: Section05_0115_110935: 02:08–02:16
2.4.2. FILE: Section05_0115_110935: 03:18–03:22
2.4.3. FILE: Section05_0115_110935: 03:46–03:54
3. Vascular Variants: Identification and Safe Management
3.1. Identify the dorsal pancreatic artery [1]. Trace the vessel proximally and distally to confirm its origin and course before division [2]. Confirm the origin and distal course of a dorsal pancreatic artery arising from the right hepatic artery [3]. Ligate the dorsal pancreatic artery with vascular clips at the inferior border of the pancreas [4].
3.1.1. FILE: Section07_0115_115730: 00:15–00:22
3.1.2. FILE: Section07_0115_115730: 00:49–00:53, 01:13-01:17
3.1.3. FILE: Section07_0115_115730: 02:10–02:14, 02:35-02:39
3.1.4. FILE: Section07_0115_115730: 03:02–03:09

3.2. Identify any common trunk between the first jejunal artery and the inferior pancreaticoduodenal artery. Dissect the common trunk proximally toward its origin from the SMA [1]. 
3.2.1. FILE: Section04_0115_104701: 19:02–19:14
4. Gastric, Pancreatic, and Arterial Dissection
4.1. Dissect the tissues along the greater and lesser curvatures of the stomach [1]. Divide the stomach using a linear stapler [2]. Dissect the lymph nodes at stations 8a and 8p along the common hepatic artery [3].
4.1.1. FILE: Section05_0115_110935: 10:21–10:25, 12:50–12:56
4.1.2. FILE: Section05_0115_110935: 16:50–16:53, 17:47–17:50
4.1.3. FILE: Section06_0115_113450: 00:24–00:28, 00:54–00:58

4.2. Fully expose the pancreatic neck [1]. Divide the pancreatic parenchyma using the ultrasonic scalpel and achieve hemostasis [2]. Identify the main pancreatic duct, divide it with scissors, and prepare it for pancreaticojejunostomy [3].
4.2.1. FILE: Section07_0115_115730: 10:08–10:15
4.2.2. FILE: Section07_0115_115730: 13:07–13:13
4.2.3. FILE: Section07_0115_115730: 14:53–15:00

4.3. Assess the right branch of the middle colic artery for dense tumor adhesion or suspected invasion [1]. Ligate and divide the branch when required for oncological resection [2]. Carefully expose the first jejunal artery between the SMA and SMV [3]. Ligate and divide the vessel [4].
4.3.1. FILE: Section09_0115_124030: 00:01–00:04; 00:50–00:52; 01:14–01:17
4.3.2. FILE: Section09_0115_124030: 04:17–04:22
4.3.3. FILE: Section09_0115_124030: 10:30–10:36
4.3.4. FILE: Section09_0115_124030: 15:53–16:00

4.4. Assess the gastroduodenal artery for dense adhesion to adjacent tissues [1]. Apply temporary atraumatic bulldog vascular clamps to the common hepatic artery and proper hepatic artery when vascular control is required [2]. Incise the arterial sheath with scissors, then carefully mobilize and divide the gastroduodenal artery [3].
4.4.1. FILE: Section11_0115_132832: 03:50–03:57
4.4.2. FILE: Section11_0115_132832: 04:34–04:42
4.4.3. FILE: Section11_0115_132832: 07:10–07:18; 18:17–18:22
5. Bile Duct Division and Specimen Resection
5.1. Fully dissect the bile duct and divide the bile duct at the predetermined level [1]. In complex cases with dense tumor-vein adhesion, apply bilateral temporary SMV occlusion using vascular clamps [2].
5.1.1. FILE: Section12_0115_135215: 12:33–12:37; 12:51–12:54
5.1.2. FILE: Section12_0115_135215: 21:57–22:02; 22:44–22:48

5.2. Carefully dissect the SMV from the tumor tissue [1]. Release the temporary vascular clamps after safely completing the tumor-vein dissection [2]. Perform en bloc resection of the tumor and pancreaticoduodenal specimen and confirm complete macroscopic tumor resection without visible residual disease [3].
5.2.1. FILE: Section13_0115_141526: 01:27–01:33
5.2.2. FILE: Section13_0115_141526: 02:36–02:42
5.2.3. FILE: Section14_0115_145002: 16:57–17:05
6. Pancreaticojejunostomy
6.1. Place U-shaped sutures through the full thickness of the pancreatic parenchyma at the superior and inferior margins of the pancreatic stump [1]. Place 6-8 interrupted sutures between the main pancreatic duct and jejunal mucosa using a 4-0 (Four-oh) non-absorbable polypropylene vascular suture with a 26-millimeter needle [2].
6.1.1. FILE: Section16_0115_153721: 04:23–04:30
6.1.2. FILE: Section16_0115_153721: 18:20–18:28

6.2. Achieve precise mucosa-to-mucosa apposition. Insert a short pancreatic duct stent across the anastomosis [1]. Advance the distal end of the stent completely into the jejunal lumen [2]. Place interrupted sutures between the anterior pancreatic parenchyma and jejunal seromuscular layer using a 4-0 vascular suture [3].
6.2.1. FILE: Section16_0115_153721: 02:40–02:52
6.2.2. FILE: Section16_0115_153721: 20:01–20:08
6.2.3. FILE: Section17_0115_155912: 11:23–11:30

7. Hepaticojejunostomy, Gastrojejunostomy, and Drainage
7.1. Suture the posterior wall from lateral to medial with a running full-thickness 4-0 absorbable barbed suture [1]. Achieve precise mucosal apposition [2]. Suture the anterior wall separately with another running 4-0 absorbable barbed suture [3]. Secure each suture upon completion [4].
7.1.1. FILE: Section18_0115_162132: 01:48–01:54
7.1.2. FILE: Section18_0115_162132: 05:44–05:50
7.1.3. FILE: Section18_0115_162132: 06:12–06:17
7.1.4. FILE: Section18_0115_162132: 11:06–11:14

7.2. Close the common opening with a running 3-0 barbed suture [1]. Place an additional drainage tube below the pancreaticojejunostomy [2].
7.2.1. FILE: Section19_0115_164242: 05:20–05:28
7.2.2. FILE: Section21_0115_172608: 03:04–03:08

NOTE: There are no figures or tables that appear to qualify for inclusion in the Results section, as the results presented in the article are already covered in the protocol. 
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