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ABSTRACT
Background: Open access technique for laparoscopic surgery is used by the surgeons routinely, for gaining
intraabdominal access safely, but is somehow underutilised by gynaecologists. The most important and dangerous
part of laparoscopic surgery is while gaining access to the abdominal cavity, especially in the obese, thin and in
patients with previous abdominal scars. Various access techniques have been described including Hasson and
Fielding technique, transvaginal or transuterine insufflation, alternative sites for introducing Veress needle
abdominally and insufflations with an optical trocar. Open access technique can minimize visceral and vascular
injuries and ensures quick and easy intra-abdominal access.
Methods: 250 patients were taken up for laparoscopic surgery at tertiary care service hospitals for open access
technique for laparoscopic surgery for a variety of indications. The spectrum of patients ranged from thin, obese,
single and multiple transverse scars
Results: A total of 250 patients, were taken up for laparoscopic surgery with the open access method successfully.
The median age of the patients was 32 years, there were 77 patients (31%), with previous transverse laparotomy
incisions. Median time for access was 100 seconds, and in 102 patients, there was prolonged access time ranging from
150-300 seconds, 37 (36%) of these patients were those with previous multiple transverse laparotomies and 65 (64%),
patients were obese. There were no intra-abdominal organ or vascular injuries. Skin incisions healed well.
Conclusions: This study describes the open access technique in patients, with transverse laparotomy scars and
especially useful in thin and obese women, and where the chances of vascular and visceral injuries can be high while
gaining intra - abdominal access. It is safe, effective, easy to learn and requires minimal instrumentation and can be
used in the vast majority of the gynaecological cases.
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INTRODUCTION
The most important and dangerous part of laparoscopic
surgery is while gaining access to the abdominal cavity
and creating pneumoperitoneum.1 The Veress needle
technique for creating pneumoperitoneum in laparoscopic
surgery is used worldwide but is known for slow
insufflation rates and potentially life-threatening
complications.2 Bleeding from the skin, subcutaneous

emphysema, gastrointestinal tract perforation, and minor
and major vascular injury are the potential complications
associated with abdominal access and creation of
pneumoperitoneum, which may not be evident during the
procedure and present later with significant morbidity
and requiring institution of corrective measures, resulting
in readmission and prolonged hospitalization of the
patient as well as expensive legal liability for the surgeon
as well as the hospital.3,4 Open access technique
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especially in the young, thin, obese and in patients with
previous abdominal scars, and can minimize or obviate
visceral and vascular injuries as the access is under
visualization without insertion of any sharp instrument
and thereafter only the blunt sleeve is introduced directly
without the use of the sharp trocar. Current trend favours
a leaning towards open access method, especially in the
patient categories mentioned above, to reduce the risks of
major complications.5

METHODS
250 patients with and without transverse laparotomy
scars, thin as well as obese patients were taken up for
laparoscopic surgery with indications ranging from
diagnostic laparoscopy, operative laparoscopy for
subfertility, ectopic pregnancy, ovarian tumours, ovarian
cystectomies, chronic pelvic pain, laparoscopic
sterilization, total laparoscopic hysterectomy (TLH) and
laparoscopic assisted vaginal hysterectomy (LAVH).

Table 1: Patients profile for open access technique.
Number of patients

Mean age in years

Body profile

29
99
80
42

28
30
34
38

Thin
Normal
Overweight
Obese

The open access technique was used in elective as well as
emergency cases. The profile of the patients for open
access technique is as shown in Table 1.

Figure 1: Instruments set up for open access
technique.

Previous laparotomy
incision
13
29
21
14

Mean access time
(seconds)
50
72
126
148

required for the open access technique. knife and blade,
hemostat, and a Lane tissue holding forceps (Figure 1).
The incision in the abdomen can be made either in the
supra umbilical, intra umbilical or sub umbilical site,
depending upon the patient’s body type, thin or obese
patient, shape of the umbilicus or the distance from the
incision to the area of interest, the nature, type and
dimensions of pelvic pathology. Though the technique is
relatively safer, great care has to be exercised while
making the skin as well as the fascial incision, till the
peritoneum is reached and the peritoneum is then very
gently and under direct vision opened and intraabdominal access gained. Adequate traction and
retraction with small retractors is of great assistance
during the procedure. A towel clip/Lane’s forceps is
applied in the centre, or the upper edge of the umbilicus
with upward traction as shown below (Figure 2).
The assistant applies upward and downward traction to
put the tissues on stretch and delineate the area where the
skin incision can be made (Figure 3).

Figure 2: Upward traction of umbilicus with Lanes
forceps.
The open access method is a relatively simple method,
but great care has to be exercised neverthelessat each step
of the procedure as described. Minimal instruments are

Figure 3: Upward and downward traction by
assistant.
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A transverse incision of a length corresponding to the
diameter of the trocar is made just below the umbilical
fold, where there’ll be a slight dimpling of the skin as
shown in the figure below (Figure 4).

Figure 4: Upward traction of umbilicus with Lanes
forceps by assistant and transverse incision
infraumblically being made by surgeon.

abdominal cavity as shown below. Only trocar sleeve
being introduced (Figure 8).

Figure 6: Fascial incision being incised, while traction
maintained, and skin retracted with small skin
retractor.

Incision can be made infraumbilically and the opening
can be stretched by a haemostat as shown (Figure 5).

Figure 7: Peritoneal opening being shown after being
opened bluntly.

Figure 5: Skin incision being enlarged by hemostat.
The incision can also be made through the umbilicus or
alternatively the incision can also be made
supraumbilically. The umbilical tube is then exposed
after blunt dissection using a haemostat as shown below .
In obese patients, two S-shaped retractors or two small
skin retractors can be used for exposure of the umbilical
tube, after initial dissection. A transverse, or midline
incision of appropriate length is made in the umbilical
tube with care taken to incise the fascial layer only as
depicted below (Figure 6).

Figure 8: Trocar sleeve without trocar being
introduced through the peritoneal opening.

The peritoneum is opened bluntly, and the negative
pressure allows air to flow into the abdominal cavity and
thus creates a distance between the peritoneum and the
intestines by steady upward traction of the incision site.
The peritoneum is opened bluntly. The peritoneum
opening is clearly seen (Figure 7).

This is followed by insertion of the telescope along with
the camera. At the end of the procedure, the fascial layer
is exposed and closed with absorbable suture, followed
by an intra-cutaneous suture.

Finally, a blunt 10 mm reusable trochar sleeve, without
the introducer is placed through the incision into the

A total of 250 patients, were taken up for laparoscopic
surgery with the open access method successfully. The

RESULTS
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open access technique was used in elective cases 182
patients (73%) as well as 68 (27%) patients emergency
cases. The median age of the patients was 33 years. 29

(11%) patients were of thin build, 99 (40%) were of
normal body type, 80 (32%) were overweight and 42
(17%) were obese.

Table 2: Clinical outcomes in patients with open access technique.
Number of
patients
250

Elective
cases
182

Emergency
cases
68

There were 77 patients (31%), with previous transverse
laparotomy incisions. Mean access time was 50 seconds
in the thin patients to 148 seconds in the obese patients .
A towel clip was applied to the skin adjacent to the trocar
in 53 (21%), patients, in whom gas leakage occurred.
There were no intra-abdominal organ or vascular injuries.
Skin incisions healed well.
DISCUSSION
Veress needle, followed by blind trocar insertion or direct
trocar insertion without creating pneumoperitoneum are
the most common approaches for abdominal access
during laparoscopic surgery.1,2 Bleeding, subcutaneous
emphysema, gastrointestinal tract perforation, and minor
and major vascular injury are the potential complications
associated with abdominal access and creation of
pneumoperitoneum.3 Complications during laparoscopy
are mostly while trying to gain intraabdominal acess and
can have disastrous consequences for the patient and
grave medical liability for the surgeon and the hospital.4
Hasson introduced the open technique, but it didn’t
become widely acceptable because it required a minilaparotomy, especially difficult in obese patients, as
special cone-shaped trochar in order to minimize gas
leakage. Modifications of Hasson technique were used
without special equipment, but gas leakage and prolonged
access time,restricted their usage.6 Open access technique
through the umbilical tube is commonly used by
surgeons, but somehow has been under-utilized by the
gynaecologists.7 It requires readily available instruments,
and in obese patients two S-shaped retractors or two
small skin retractors may be used.8
It is simple,s afe and easy to learn, provides reasonably
quick and safe access into the abdominal cavity is
especially useful in young patient with good abdominal
wall tone where the lifting up of the abdominal wall
while gaining intra-abdominal access with Verees needle
or the direct trocar entry is limited, thin and obese
patients in whom there is greater chances of intraabdominal organ and vascular injury, but should be used
with great care and caution. Current trends lean more
towards open access as a measure to reduce the risks of
major complications.

Vascular or
visceral complications
Nil

Skin incision
Healed well

CONCLUSION
Open access technique is especially applicable in patients
with transverse laparotomy incisions and is particularly
useful in the thin, obese women and in young patients in
whom great care has to be taken while gaining intraabdominal access. Open access technique for laparoscopy
is simple, safe, easy and effective. This technique can be
used with minimal instrumentation and routinely used for
majority of the gynaecological laparoscopic surgeries.
For laparoscopic surgeons, especially in the early
learning curve period, it is useful to have an exposure to
the open access method for obtaining a safe access during
laparoscopic surgery in difficult cases
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