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Introduction and Method 
Undoubtedly, laparoscopic surgery has come to stay due to the many 
advantages over laparotomy. This includes cosmetically pleasant 
smaller incisions, faster recovery, quicker return of bowel function, 
less incidences of bowel ileus, quicker return to normal duties and 
many surgeries have become day care surgeries with no overnight 
stay. 

All surgical procedures have an innate possibility of complications. 

Many complications such as vascular injuries are among the most 
dangerous complications of laparoscopic surgery, the vast majority 
of them occurring during the initial set up phase of the surgery 
with the Veres needle or trochar placement. The genitourinary 
injuries, the bladder injury are the commonest, 0.02% and 8.3%. 
Incisional hernias, port-site metastasis and gas embolism are reported 
complications. 

It is extremely important to seek measures to reduce such 
complications. A high morbidity and mortality are associated with 
injuries during Verse needle and trocar insertions. The basic principle 
of our umbilical entry technique is to take advantage of the negative 
intraperitoneal pressure that is generated by pulling on the abdominal 
fascia.

The Original Alwis Method 
Step 1: Vertical insertion of Veres needle at the umbilicus. Aspirate 
to check for possible bowel contents. 
Step 2: If no bowel contents are seen, infuse 0.1-0.2 L CO2 (0.4-0.5L 
for obese patients) and rest the Veres needle flat on the abdomen 
by the assistant. 
Step 3: Abruptly life the lower abdomen. This creates an increased 
negative pressure in the lower abdomen. The noise can be heard but 
ideally it should be recorded using a microphone on the skin (like a 
diaphragm on the stethoscope) connected to a recorder that shows 
intensity, or pitch of the sound as seen on some radios. If the sound 
is heard, it is certainly intraperioneal. If no sound, but you still feel 
that you are in the correct place go to step 4.
Step 4: Infuse up to 1 L of CO2, stop and ballot the abdomen. It 
should feel like a waterbed. If the abdomen is firm or there is no 
sensation of waterbed, the placement is preperitoneal. Rarely the 
abdomen can be tight and the waterbed sign negative if the patient 
is not adequately paralyzed. 

Factors for sensitivity and specificity of the test. 
1. If the sound is heard at 0.1-0.2 L (0.4-0.5) L in obese patients), 

then the Veres needle is 100% certain to be in the intraperitoneal 
space.

2. I no sound is heard, the needle is either: 
a) Preperitoneal, or 
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Abstract
Despite the rapid advances in laparoscopic surgery in the past 2 decades the initial entry still accounts for approximately 
40% to 50% of laparoscopic complications and should be considered the most dangerous step of a laparoscopic procedure. 
In this review, the authors share a technique for initial umbilical entry, and provide alternative entry sites in cases where 
umbilical entry is comtraindicated. Rev Obstet Gynecol. 2009; 2(3):193-198 doi; 10.3909/riog0088. Laparoscopy for 
diagnostic purposes to a modality for minor and major surgical procedures, had been advancing rapidly over the last 3 
decades.

The initial entry still accounts for about 40-50% of laparoscopic complications and is the most dangerous step of this surgical 
procedure [1, 2]. Laparoscopic entry using a veres needle followed by a blind insertion of a sharp trocar is the common 
method used by gynaecologists [3-5]. There is no concensious as to which laparascopic entry is superior and the common 
recommendation is use the entry methods with which the surgeons feel comfortable [6]. Umbilical entry is not suitable in 
certain instances, such as previous midline abdominal incision, previous umbilical hernia surgery, previous pelvic peritonitis 
and so forth, due to the presence of pelvic adhesions. An open surgery does not guarantee against a visceral injury [7].
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b) There is blood, fluid, air, or excess gas (CO2), in the pelvis and 
there is no surface tension to create a negative-pressure. 

eg: After  a Hysteroscopy Procedure

Principle of the test 
The visceral organs have a thin layer of peritoneal fluid, on the 
peritoneal surface that exerts surface tension. For example, when 
a person stand on the head, the bowels remain in the anatomical 
position due to the surface tension. When you abruptly life the 
abdominal wall after 100-400 cc of gas or air, the negative pressure 
rises and the air from the positive pressure rushes into the area of the 
negative pressure, making a distinct sound that can be hear in a quiet 
setting or recorded using a microphone. The procedure described 
involves meticulous care before and during the surgical technique. 
There have been no internal injuries in 4 decades. 
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