SURGICAL TECHNIQUE - WORKING MODEL FOR FEEDBACK
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Why entry matters The technique The confirmation cascade Proposed study
Injury at laparoscopy clusters at entry. Decades of trials have 0 S . re - . Five checks before the trocar, set out the way a cockpit checklist is: Stage 1is a prospective single-surgeon series. Every case in a
etup. Standard gynecologic positioning and preparation. : : .
not settled how to enter. The Cochrane review pooled 57 up gy gicp g Prep challenge on the lett, response on the right, read in order every time, even row, entered by SURE, no selection, definitions set first. A
. . o , A fixed setup makes every case comparable. when nothing feels wrong. . : :
randomized trials, 9,865 participants, and 25 entry techniques. retrospective audit of the author's three years and more than
ict: evi ' iCi ' . i . . o . . SURE ENTRY BEFORE THE TROCAR ' ' initions. Hi
Its verdict: evidence was msgfﬂuent to support one technique e Skin. Kocher clamps grip the inferior umbilical skin and spread it _ 300 cases comes first, to fIX. the definitions. Hilgers 1992
over another. Vascular and visceral events are too rare, and flat ClAMP FASCIA, NOT SKIN reported 243 patients and Vilos 2003 reported 259 women, so
the trials too small, to separate. Failed entry is the one ) that range is the published norm. Stage 2 repeats it across
’ p. Y : A flat target sets the incision line. . WALL MOVES ° g i : i ° ihili
outcome where a comparison reached moderate-quality | 1 confirms fascia (not subcutaneous tissue) surgeons once the fellowship teaches it. Reproducibility can
evidence. Meanwhile surgeons tent the skin and feel secure. . . e e e only be tested that way. Both stages stratify by BMI, because
| od. its posit @ 'ncision. An 11 blade cuts a 5 mm skin incision. Veress e et P ! . o BT Y
The fascia stays untouched, its position unknown. - , , , ascia, then peritoneum many entry trials left out high BMI.
Small enough to stay minimally invasive, admits the clamp. <8 TO 10 mmH
- g OpPEeNing PreSSUIe ... maher, STOP. mombitic) (1) First-attempt entry success: one pass, opening pressure at or
0 Dissect to fascia. The Kocher dissects bluntly down to the Camera . ENTRY SITE CONFIRMED below threshold, no repositioning. Primary.
. . fascia (2) Number of Veress passes.
W hat 1S the SAIMMC and What 1S NCW * Read aloud, in order. Any item not confirmed: stop, reposition, read again. ) . o )
’ Reads this patient's adipose depth before any blind step. (3) Opening pressure, plus the first five insufflation pressures.
TECHNIQUE WHAT IT DOES  WHAT SURE WHAT SURE DOES ) § - 7 @ Extraperitoneal insufflation: preperitoneal, subcutaneous,
SHARES PIFFERENTLY e Grasp the fascia. The clamp takes the fascia itself. omental.
Hasson Cutdown to the  Named layers The peritoneum is Held fascia has a known location. W Time from skin incision to confirmed pneumoperitoneum.
open entry peritoneum, found under never opened by N 2 hat the hands feel and SCC @ : . : :
) : g \ @ Injury and conversion: vascular, visceral, solid organ, or entry
blunt cannula control, nevera  dissection. The Lift and watch. The clamp lifts and the whole abdominal wall SIDE VIEW - through the abdominal wall by another route
placed under blind pass from skin opening ’ ~ ) é y '
direct vision skin stays 5 mm moves. LEFT HAND RIGHT HAND Skin-to-fascia depth is logged at dissection. It reads this patient's
Wall m ment firms the ti held is f: 3. Kocher on the fascia, lifting ; .
Closed Blind needle The needle, The needle starts N I [MOVEment conmirms the Hssue Aeld s fascla J \ 2 throu\éirterf:'hgleclafrazlcjzlioa; HOEETE R
skin
Veress pass from a skin insufflation at a fascia already i i . ) +
entry incision, before the trocar, seen, held, and o Veress thl‘ough held fascia. Left hand holds the Clamp, rlght ) #6D 1: fascia
insufflation, then the opening- confirmed hand drives a standard clear-hub needle. Two pops felt. gebess il o o
trocar pressure read Fascia, then peritoneum. Held tissue makes both readable. v A Limits
. L o \ y NPT L © AT Y |
B'rﬁgg. i‘r?r)girsh'ciﬁgtl'zsg il_claeyr?’cri;itc):g_tli?r/we;s tayf;zéd:nn;'zeg Drob test (optional: adds litt . . d) fascia, held and lfted___ .-~ POP Z:PERRONUD e SURE has no audited outcome data yet. The author has used it
pt o gt oo ) Elth b ]3/ e rop test {optional; a s. ittie once opgnlng prgssure IS read). peritoneum consistently at high volume for three years, more than 300
SN 29 Wil UOSELS < GOSN =l Ulitie el Liolfis Kept by preference. The opening pressure carries the evidence. : L .
advances safety principle the needle cases, with no entry Compllcat|0n and no failed entry, but that
p— Ten fixed steps, Mechanical S | Fflat tehing th ] Worki 15 is an unaudited recollection, not a series. The safety argument
' ' nsutriate. watc |ng e Qpen"‘]g pressure. or |ng pressure bowel and vessels: farther from the needle when the wall is lifted - .
one Kocher feedback of one order, five e 4 stays a mechanism and a hypothesis, to be measured, not

clamp, Veress  open entry, 5 named g‘mHg'g 0 e oF below: ab " ; N SURGEON'S VIEW - from above, head to the right asserted. One surgeon, one center, no comparison group. In
pening & to 10 mmHg or below; above that, stop and reposition. the study, known umbilical hernia and prior midline surgery are

through held mm footprint of  checkpoints, Surgeon stands at the patient's left.
fascia closed entry every case Veress in the right hand: hub toward the head, excluded and entered at Palmer's point. The drop test is kept

. . . . @ Confirm with the camera. Any 5 mm trocar. Inspect the entry site e e e by preference; the published tests show little value. Guideline
Prior art, st.atec.I plainly. Hilgers 1992 elevated the anterlor. first. S mmincision at the inferior umbilicus, statements on' wall elevation address injury avoidance, not
rectus fascia with two Kocher clamps for the Veress pass, in Direct vision closes the confirmation chain. ":;:i:r:g::ﬁf&iﬂ:iﬁ?ﬁﬁ?ﬁﬁ?ﬂi jayer confirmation ’
243 patients. Kiran 2022 dissected to fascia, then elevated it. '
Shamiyeh 2009 measured what the lift adds. The maneuver is The Kocher stays closed on the fascia until safe entry and insufflation -
published. SURE claims the fixed order and named checks. are confirmed. Fascia is closed only if the site was enlarged. € feet head —> g A
Schematic, not to scale. The clamp stays closed on the fascia until We want your feedb ack

entry and insufflation are confirmed.
SURE is a working model. It is written down so it can be argued

References with. If you enter differently, we want the difference: what you
1. Ahmad G, Baker J, Finnerty J, Phillips K, Watson A. Laparoscopic entry techniques. Cochrane Database Syst Rev. hOId, What yOU feel, What yOU I’ead befO re the troca I If yOU
2019;1(1):CD006583. o o .
2. Vilos GA, Vilos AG. Safe laparoscopic entry guided by Veress needle CO2 insufflation pressure. J Am Assoc EVldCIlCC fOI’ the Openlng’pressure ChﬁCk have entry data from yOUI’ own Se”es, we Wa nt that tOO.
Gynecol Laparosc. 2003;10(3):415-420. . . .
3. Teoh B, Sen R, Abbott J. An evaluation of four tests used to ascertain Veres needle placement at closed . . oy o D|Sagreement abOUt Step 8, the drOp teSt, IS eSpeCIally
laparoscopy. J Minim Invasive Gynecol. 2005;12(2):153-158. | | Read the opening pressure. Vilos 2003 measured it in 52 women: 8 |
e NS Ny lda e L s mmHg or below always indicated correct placement. Teoh 2005, in 345 Elee .
5. Vilos GA, Ternamian A, Laberge PY, et al. Guideline No. 412: Laparoscopic Entry for Gynaecological Surgery. J 1 1 i 1 o i+ °
e e o S e S e ) women, found the first five insufflation pressures 100% sensitive for naoml@rrmacademy.org
6. gliIger1sg'g\/2V.2A(\4s)ir1n8p$eigs§fe technique for placement of the veress needle and trocar in laparoscopy. J Laparoendosc preperitonea| insufﬂation, never reported below 10 mmHg SOGC grades
urg. ; 1189-192. . .
7. Kiran G, Yilmaz |, Aydin S, Sanlikan F, Ozkaya E. The shortest distance between the skin and the peritoneal cavity is the 10 mmHg indicator II-1 A. The two thresholds bracket a band of 8 to . -
obtained with fascial elevation. Facts Views Vis Obgyn. 2022;14(2):171-175. . . . . .
8. Shamiyeh A, et al. Lifting of the umbilicus for the installation of pneumoperitoneum with the Veress needle 10 mmng the readlng can Vary Wlth adlpose depth and the patlent° NO
increases the distance to the retroperitoneal and intraperitoneal structures. Surg Endosc. 2009;23(2). 2 g 3
9. Hasson HM. A modified instrument and method for laparoscopy. Am J Obstet Gynecol. 1971;110(6):886-887. SEeries haS measured Openlng pressure after d pass through held faSCIa' Wh . h
OPENING PRESSURE AT FIRST CO2 FLOW, mmHg y lt teac es
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fascia bite and hold, and feels fat slip. A fixed order builds
muscle memory. Dissection depth reads adipose in real time.
Two pops are felt, not guessed. Four checkpoints can be
attested, each seen once and done once: fascia grasped, wall
movement named, pops reported, opening pressure read
aloud.
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8 to 10 mmHg or below is accepted; the reading varies with adipose depth and the patient.
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