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Abstract 

Objective: To compare the three different laparoscopic entry methods: classic closed laparoscopy, left upper 

quadrant entry and open laparoscopy. 

Patients and methods:75 patients underwent elective laparoscopic surgery at the Obstetrics and Gynecology 

department, benha  university Hospital and  private hospital  after obtaining their informed consents .They were 

randomized in to three groups: 

- 25patients were assigned to classic closed laparoscopy. 

- 25patients were assigned to open laparoscopy  .  

- 25patients were assigned to left upper quadrant entry. 

The main outcome measures were statistically compared: time required for entry into abdomen and occurrence of 

vascular and/or bowel injury. All patients had intraperitoneal view of the primary port site during surgical procedure. 

Results: Statistical differences, in favor of the classic closed laparoscopy and lef upper quadrant entry (P < .01), were 

found in duration of entry. The surgical complications in classic closed laparoscopy versus left upper quadrant entry 

versus open laparoscopy were not statistically different.Conclusion: In our study, the results of this comparison of entry 

methods suggest that Classic closed laparoscopy and Left upper quadrant entry a small clinical advantage over the Open 

laparoscopy in patients with previous abdomino pelvic surgery, in terms of saving time. The study also suggests the 

Classic closed laparoscopy and Left upper quadrant entry is easier in obese patients. 

 

Keywords: laparoscopic entry, open laparoscopy, left upper quadrant entry, complications, adhesions, Veress needle, 

blind closed access. 

 

1. Introduction 
In laparoscopy, the abdominal cavity and its 

contents are examined by the use of a scope, from the 

Greek laparo-abdomen, scopein-to-look-at. A cannula 

is inserted through the abdominal wall, the abdominal 

cavity is filled with gas or air (pneumoperitoneum), 

and a lighted telescope is used to see and examine the 

abdomen's contents [1]. 

In the past several decades, laparoscopy has 

become a more common surgical method than 

laparotomy. When used for routine surgical and 

gynaecological treatments, laparoscopy reduces the 

size of the incision and the time it takes to heal, as well 

as the amount of discomfort patients experience [2]. 

Laparoscopic surgery, on the other hand, seems to 

have a reduced overall risk of complications than 

laparotomy [3]. 

A frequent surgical treatment in gynaecological 

medicine, laparoscopy has been the preferred way for 

treating benign disorders that need surgery during the 

last several decades [4, 5]. 

Laparoscopy in gynaecology has evolved over the 

last 30 years, from simple diagnostic procedures like 

tubal sterilisation to more complex procedures like the 

treatment of cancer [6]. 

Although laparoscopic surgery has made 

tremendous strides in the previous two decades, a 

laparoscopic procedure's first entrance still accounts 

for around 40% to 50% of all laparoscopic problems 

[7]. 

An evaluation of the most significant issues that 

occur during the laparoscopic access phase is 

especially essential in determining the safety of 

laparoscopy since many major complications arise 

during this phase [8]. 

However, most of these investigations were 

conducted by gynaecologists and general surgeons, 

with some reporting on the safety of laparoscopic 

procedures as well [9]. 

At least half of all serious difficulties in 

laparoscopy occur before the operation even begins, 

making the creation of the pneumoperitoneum the first 

and most crucial stage of the process. There has been 

no change in the incidence of complications during the 

last two decades [10]. 

Laparoscopy's principal trocar entrance method is 

still a contentious issue. One strategy will not work in 

every situation. In each situation, based on the 

thoroughness of the preoperative examination and the 

surgeon's expertise, the entry approach might be 

tailored. Multi-centric investigations are needed to 

ensure the safety and routine practicality of the various 

approaches under development [11]. 

It should be straightforward to learn, repeatable, 

cost-effective, and time-saving for patients of different 

sizes and backgrounds, including those who have had 

prior procedures and those who are overweight. In 

terms of the best procedure, no surgical or 

multidisciplinary agreement has been reached yet [12, 

13]. 

Laparoscopy problems may be compared using 

three distinct entrance methods: closed, left upper 

quadrant, and open. The purpose of this research is to 

assess the rates of complications. 
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2. Patients and Methods 

2.1. Study design  
Comparative prospective study. It included 75 

patients underwent elective laparoscopic surgery at the 

Obstetrics and Gynecology department, Benha 

university Hospital and private hospital after obtaining 

their informed consents .The study was done starting 

from December 2020  till December 2021. 

They were randomized in to three groups: 

 Group A: including 25 patients assigned to 

classic closed laparoscopy. 

 Group B: including 25 patients assigned to open 

laparoscopy. 

 Group C: including 25 patients assigned to left 

upper quadrant laparoscopy. 

2.2Inclusion criteria 

Patients were within their reproductive age 

indicated for diagnostic or operative laparoscopic 

procedures such as pelvic inflammatory disease , 

infertility , missed IUD , ectopic pregnancy and pelvic 

tumors. 

2.3Exclusion criteria 

Patients with absolute contraindications for 

laparoscopy: past history of abdominal or pelvic 

tuberculosis, past history of puerperal sepsis, extremes 

of age . 

 

2.4.Methodology 

1) The following data were collected for each 

patient: 

- Name and age. 

- Indications of the procedure. 

- History of previous laparotomies. 

- History of endometriosis or PID. 

- History of medical disorders. 

- BMI was calculated:
      

          

2) The following data were collected about the 

procedure: 

- Type of procedure (diagnostic or operative). 

- Type of entry. 

- Size of trocars. 

- Sites and number of surgical ports. 

- Use of energy. 

- Equipments’ faults. 

- Instrumental faults. 

- Failure to complete the procedure. 

- Intraoperative complications. 

- Postoperative diagnosis. 

All laparoscopic procedures were performed under 

general anesthesia. All women were given a 

prophylactic antibiotic. A naso gastric tube was 

inserted to decompress the stomach in group C. 

Throughout the investigation, advisors who were 

well-versed in the various methods of entry were used. 

After raising the abdomen wall below the 

umbilicus for counter-traction, the Veress needle was 

introduced via a 3mm sub umbilical skin incision at a 

45-degree angle to the spine under closed laparoscopy 

(group A). It was at this place, anterior to the sacrum 

but below the bifurcation of the aorta and proximal 

parts of the vena cava, that a needle tip was inserted. 

Only a little portion of the needle's shaft was gripped 

by the tips of the fingers while it was steered into 

place, just enough so that its tip could enter the 

abdomen's peritoneum. Veress needle entrance was 

recognised by a double click sound, hiss test, lack of 

resistance, and verified by aspiration test, saline drop 

test, and initial intra-peritoneal pressure. Incision was 

widened to 1 cm following pneumoperitoneum, and a 

trocar (10mm) was placed in the same direction after 

the abdomen was lifted. [11]. 

According to the patient and operation, the 

number, location, and size of various surgical ports 

were determined. 

Two Allis forceps were used to evert the umbilicus 

in open laparoscopy (group B). A 10- to 15-mm-long 

vertical skin incision was made at the deepest part of 

the umbilicus. Using two Kocher forceps, the 

underlying fascia was lifted up, and a vertical midline 

slit was made in the fascia. Kocher or Allis forceps 

were used if the peritoneal cavity was still intact, and 

Metzenbaum scissors were used if it was not. After the 

11-mm Hasson trocar was inserted, facial sutures were 

attached and fixed [14]. 

In the top left quadrant (group C). In order to 

relieve the pressure on the stomach, the patient was 

given general anaesthesia, and a nasogastric tube and 

Foley's catheter were put into the bladder. Slightly 

below the left costal margin, at the mid-clavicular line, 

a tiny skin incision was made 3 centimetres below the 

left costal margin. A Veress needle was introduced into 

the peritoneal cavity via the skin incision at a 45-

degree angle to the abdominal wall. It was achieved by 

inflating the abdomen with carbon dioxide until an 

abdominal pressure of 25mmHg was achieved. 

Laparoscopes were inserted into the abdomen and the 

abdomen was examined with a 0-degree laparoscope. 

The intra-abdominal pressure was lowered to 12mmHg 

throughout the procedure. Under direct observation, 

secondary ports were installed in the bottom quadrants. 

With or without the use of umbilical cannulas, surgical 

operations were carried out as planned [15]. 

All that was left of the abdominal cavity had been 

examined by means of a laparoscope, which was then 

inserted. 

No additional surgical findings were examined; 

the research solely looked at laparoscopic entrance and 

compared conventional closed laparoscopy with left 

upper quadrant entry and open laparoscopy. 

Quantitative data was used to assess the 

effectiveness of laparoscopic entry procedures, such as 

the time from incision to intra-abdominal viewing 

through the laparoscope and the incidence of 

significant vascular and intestinal damage. 

Also documented were gas leakage, omental 

injury, instrument failures, equipment problems, and an 

entery failure. A minute's worth of time was allotted 

for admission. 
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2.5. Statistical Analysis 
Statistical analysis was conducted using SPSS 22

nd
 

edition, numeric variables were presented in mean and 

standard deviation and compared using Kruskal Wallis 

test among study groups. Categorical variables were 

presented in frequency and percentages and compared 

using Chi-squared (χ²) test. Any p value <0.05 was 

considered significant. 

 

3. Results 

Regarding the age ,  no significantly different 

values among Left upper quadrant group with p value 

0.13, as well, BMI was significantly higher in Left 

upper quadrant group with p value 0.015. While there 

was no difference between groups in terms of previous 

abdominal operations with p value 0.64 (Table 1). 

In our present study , surgical complications were 

reported in 6 cases . 2 cases(7.7%) had gas leak in open 

entery port . 1 case had failure of entery due to 

obesity(3.8%)  in open entery technique , surgical 

exploration was done to perform ovarian cystectomy . 

1 case had failure due to adhesions (4.3%) in left upper 

quadrant entery port . 2 cases (7.7%) had omental 

injury which was affecting the greater omentum in both 

cases and it was managed by electrocoagulation of 

diathermy . There was no significant difference 

between the three groups as regard  bowel injury, 

major vascular injury, equipment’s faults as well as 

instrumental faults with p value >0.05 (Table 2). 

Surgical site infection was only reportded in 2 

cases in the Left upper quadrant group (Table 3). 

Open approach had the longest time consumption 

for entry 13.6 ± SD 3.1 minutes versus 2.6 ± SD 1.2 

minutes in closed type and 4.7 ± SD 2.9 minutes in 

Left upper quadrant group (p value 0.0001) (Table 4). 

There was a statistically significant difference among 

Close and open approached p value 0.0001 and 

between Left upper quadrant and open with p value 

0.0001 (Table 5 & figure 1). 

 

 Table (1) comparison of demographics based on the type of entry among the included females. 

 

Demographics   

Type of entry 

Test 

statistics 

P value 

Closed 

(n=25) 

Open (n=25) Left upper 

quadrant (n=25) 

Age (years) 27.2 ± 3 27.1 ± 3 27.9 ± 3 9.55 0.13 

BMI (Kg/ m
2
) 27 ± 2 27 ± 2 29 ± 2 8.39 0.015 

Previous operations 1.9 ± 1.3 1.5 ± 1 1.7 ± 1.7 2.2 0.64 

Kruskal Wallis test. 

 

Table (2) comparison of intraoperative complications between three arms. 

 

Parameter  Type of entry χ
2
 P value 

Closed (n=25) Open (n=25) Left upper 

quadrant (n=25) 

N % N % N % 

Equipment’s faults No 25 100.0% 25 100.0% 25 100.0% NA NA 

Yes 0 0.0% 0 0.0% 0 0.0% 

Instrumental faults No 25 100.0% 25 100.0% 25 100.0% NA NA 

Yes 0 0.0% 0 0.0% 0 0.0% 

Failure to complete 

procedure 

No 25 100.0% 25 96% 24 96% 4.1 0.38 

Adhesions 0 0.0% 0 0.0% 1 4% 

Obesity 0 0.0% 1 4% 0 0.0% 

Gas leak No 25 100.0% 23 92% 25 100.0% 3.8 0.14 

Yes 0 0.0% 2 8% 0 0.0% 

Omental injury No 23 92% 25 100.0% 25 100.0% 3.8 0.14 

Yes 2 8% 0 0.0% 0 0.0% 

Major vascular 

injury 

No 25 100.0% 25 100.0% 25 100.0% NA NA 

Yes 0 0.0% 0 0.0% 0 0.0% 

Bowel injury No 25 100.0% 25 100.0% 25 100.0% NA NA 

Yes 0 0.0% 0 0.0% 0 0.0% 

 NA; not applicable, N; number , %; percent . Chi2 test.  
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Table (3) comparison of surgical site infection and seroma between three groups. 

 

Parameter  Closed (n=25) Open (n=25) Left upper quadrant 

(n=25) 

χ
2
 P value 

Number Percent Number Percent Number Percent 

Surgical site 

infection 

No 25 100.0% 25 100.0% 23 92% 4.6 0.09 

Yes 0 0.0% 0 0.0% 2 8% 

NA; not appilcable, Chi2 test. 

 

Table (4) compariosn of operative time among three groups. 

 

Parameter  Type of entry Test 

statistics  

P value  

Closed 

(n=26) 

Open (n=26) Left upper 

quadrant (n=23) 

Time consumption for entry 

(minutes) 

(mean ± SD) 

2.6 ± 1.2 13.6 ± 3.1 4.7 ± 2.9 59.1 0.0001 

Kruskal wallis test. 

 

Table (5) Pairwise comparison of operative time.. 

 

Couple  Close and left upper 

quadrant 

Close and open Left upper quadrant 

and open 

P value  1.0 0.0001 0.0001 

Mann Whitney U test. 

 
Fig. (1) line chart showing pairwise comparison between study groups. 

 

4. Discussion 

Closed laparoscopy was associated with mild 

difficulties in 5.33 percent of cases and serious 

complications in 1.33 percent of cases, according to the 

research. 

In the open laparoscopy group, 4% of patients had 

moderate difficulties, while 0.13 percent had serious 

issues [11]. 

A total of 4014 Verres needle cases were studied 

by Shailesh Kumar and his colleagues [16]. They 

found abdominal wall emphysema, omental damage, 

small bowel injury, and mesenteric vascular injury in 

(0.050 percent) of these cases. 

In a clinical trial done by Jansen et al., [17], the 

complication rate was 0.07 percent for the closed 

approach and 0.17 percent for the open technique. 

The open approach had a much greater rate of 

entry-related problems than the closed technique. 

Non-randomized comparison of open and closed 

laparoscopic entrance by university-affiliated hospital 

teams was reported by Chapron et al. Only 0.04 

percent and 0.01 percent of patients were injured with 

the closed approach (n = 8324), while the open 

technique (n = 1562) had no severe bowel or vascular 

injuries. When it comes to serious difficulties during 

laparoscopic access, open laparoscopy does not help 

[18]. 

There were 594 tissues or organs damaged during 

laparoscopic access in 566 individuals studied by 

Chandler et al. [19]. With the open method, they 

discovered that intestinal injuries were no less 

prevalent, and that they might still be difficult to 

detect. 
Researchers found that the number of issues 

associated with the open entrance approach was much 
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greater than the number of problems associated with 

the closed entry strategy.105 [20]. 

On the other hand, Hasson himself compiled a 

study of 17 open laparoscopy studies and compared 

them to studies of closed laparoscopy that comprised 

20,691 patients (669,662 patients). Gynecologists 

observed equal complication rates with both the open 

and the closed procedures, but general surgeons 

reported greater rates of complications with the closed 

approach [21]. 

Open laparoscopy was associated with 0.4 percent 

of umbilical infection, 0.1 percent of intestinal damage, 

and 0 percent of vascular injury, according to Hasson. 

One percent, two percent, and two percent of patients 

underwent closed laparoscopy, respectively. For 

general surgeons and gynaecologists, the complication 

rates for the closed approach were 0.22 percent and 

0.04 percent, respectively. It was Hasson's opinion that 

laparoscopic surgery should be performed using a more 

traditional open procedure [21]. 
Hasson's 29-year experience with laparoscopy in 

5284 patients yielded just one intestinal damage in the 

first 50 instances, according to a published record [21]. 

Laparoscopy should continue to be performed 

using the closed entrance approach, but patients should 

still be selected for an open or alternative treatment if 

necessary" [17]. 

Closed laparoscopy and open laparoscopy done by 

gynaecologists were both examined in a separate 

research by Garry, which included six reports and one 

survey. There were just 0.04 percent and 0.02 percent 

rates of bowel and major vessel damage with the 

closed entrance approach, while there were no major 

vascular injuries with the open entry. The incidence of 

intestinal damage was reduced when the survey report 

(n = 8000) was removed. 

With the open approach, the percentage was 0.06 

%.'s Following his research, Garry came to the 

conclusion that open laparoscopy is a viable alternative 

procedure for avoiding injuries to ordinarily located 

intra-abdominal structures nearly entirely [5]. 

A meta-analysis of 760,890 closed laparoscopy 

and 22,465 open laparoscopy cases found that the 

incidence of vascular damage was 0.44 percent in 

closed laparoscopy compared to 0% in open 

laparoscopy. Between 0.5% and 0.7% of patients were 

injured in this way, which is a significant difference. 

They found that the open (Hasson) approach 

prevents vascular damage and gas embolism and 

minimises the risk of intestinal injury and advised that 

the open technique should be used as the main 

laparoscopic entrance method [22] 

Visceral injuries with closed method ranged from 

0.03 percent to 0.15 percent in another research, with 

the incidence of gastrointestinal tract injuries (80 

percent) larger than urinary tract injuries (20 percent) 

in that study (20 percent ). When using the open 

approach, the same percentage ranged from 0% to 

0.12%. Delays in diagnosis and treatment were linked 

with high rates of morality in gynaecological studies 

(10–50 percent) [20]. 

Using their general surgery expertise, Bonjer et al. 

presented a review of the literature on closed and open 

laparoscopy published up to 1996. Open laparoscopy 

resulted in no visceral or vascular injuries, whereas 

closed laparoscopy resulted in 0.08 and 0.07, 

respectively [23]. 

They found that there was no fatal vascular 

damage, no umbilical infection or herniation related 

with open laparoscopic entry in 2010, and that the risk 

of enterotomy was minimal. This technique's ability to 

quickly identify enterotomies and its usefulness in 

obese individuals or those who have already had 

abdominal surgery are further benefits [14]. 

Open laparoscopy cases from six previously 

published case series were pooled to create a 

comprehensive Dutch review of 12,444 instances, 

which was then analysed across six different case 

series4, 10–13. Contrast this with 489,335 instances of 

closed laparoscopic insertions in which the enterotomy 

rate was 0.083% and the vascular damage rate was 

0.075% in this same study [14]. 

There were 22,465 instances from an open 

laparoscopy series and 760,890 patients from 22 closed 

laparoscopy series investigated in an Australian meta-

analysis. Enterotomies occurred in 0.049 percent of 

open cases and 0.067 percent of closed cases, 

according to the researchers (non significant 

difference). There were no instances of vascular 

damage in open cases, however there was a statistically 

significant (P=0.003) 0.044 percent (336 individuals) 

of vascular injury in closed cases. Using either 

approach, umbilical infection and hernia rates were 

comparable [14]. 

The risk of intestinal damage was 2.17 times 

greater with open access compared to needle/trocar 

access in a meta-analysis of gynecologic and general 

surgical studies. 

Because patients with prior abdominal surgery are 

more inclined to choose open procedures, this might 

have impacted the study's findings. Non-obese patients, 

on the other hand, had a 57% lower risk of mild 

problems (relative risk = 0.43). Open laparoscopy 

seems to be preferable than closed entrance when it 

comes to major adverse events caused by gas 

insufflation [24]. 

Out of a total of 21,547 procedures, Molloy et al. 

reported in a 2002 meta-analysis of laparoscopic entry 

techniques that the Hasson technique had a 0.1 percent 

bowel injury rate and a 0.005 percent major vascular 

injury rate, with the vast majority of reviewed studies 

only providing level III evidence [25]. 

Two occurrences (10%) of open laparoscopy gas 

leakage occurred due to the lack of use of a Hasson 

trocar in the present investigation. early on were 

controlled by a high gas flow rate (3L/min) and a purse 

string suture, as well as an in-skin wet gauge. Among 

647 open laparoscopies, Pickersgill et al. [26] found 

gas leakage in fewer than 5% of instances. 
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On the other hand, prior investigations have 

demonstrated that laparoscopic gynaecological 

procedures may be safely performed via the left upper 

quadrant opening. When it comes to laparoscopic 

surgery, most gynaecologists employ umbilical 

insufflation, and it seems that the LUQ entrance 

method may be underused [15]. 

More than one-third of gynecologic laparoscopies 

were found to have Palmer's point entrance, with 

approximately half of these instances being for big 

uterine fibroids, large ovarian cysts, or prior caesarean 

birth. 

Adhesions between the anterior abdominal wall 

and the omentum/bowel were found in 22% of women 

who had previous obstetrics surgery, and the kind of 

incision had no effect on this frequency [15]. 

According to Azevedo et al., Verres needle 

insertion into the left hypochondrium has been shown 

to be safe and effective, with less severe side effects. 

Even so, pinpointing the exact location of the needle 

after insertion is critical [27]. Prior to insufflation, 

surgeons may use needle-positioning tests to ensure 

that the Veress needle is properly positioned for the 

development of the pneumoperitoneum. 

The Veress needle was inserted into the left 

hypochondrium of 600 morbidly obese individuals by 

Schwartz et al. [28] to create pneumoperitoneum. One 

patient's transverse colon was pierced accidently by the 

muscular layer. Laparoscopic suture was used to close 

the hole that had been created by the perforation. In 

addition, no other hollow organs were harmed. An 

examination of the abdomen revealed no abnormal 

bleeding, and no damage to the liver or spleen. 

The left hypochondrium was punctured 344 times 

by Rohatgi et al. Peritoneal cavity was reached by just 

two punctures. Expectant therapy for larger omentum 

haemorrhage was used as the sole consequence. To 

create pneumoperitoneum, they found that puncturing 

the left hypochondrium was the most efficient 

technique of doing so. 

More than one try may be needed to have a needle 

inserted properly into the left hypochondrium, 

according to some surgeons [30]. 

As the Veress needle is inserted in the midline, 

there is an increased incidence of abdominal wall 

adhesions when compared to laparoscopy with a 

transverse incision, as reported by Levrant et al. [31]. It 

is safe and successful to introduce a hypochondrial 

Veress needle into the left hypochondrium for the 

development of pneumoperitoneum. 

Despite the widespread use of nasogastric suction, 

Teoh et al. [32] describe a single incidence of 

significant gastric damage (3/1000). 

None of the 17 instances where the Veress needle 

was put at Palmer's site resulted in any harm. 

In the left upper quadrant, Leonard et al. [34] 

completed 117 needle insertions without incident. 

When creating pneumoperitoneum in laparoscopic 

surgeries, the Veress needle may be inserted into a 

location other than the midline, such as Palmer's point, 

the left upper quadrant of belly. 

Throughout this investigation, well-trained 

Consultants executed all of the entrance strategies. As 

an individual and as an assistant, gynaecological 

laparoscopic surgeons have more than 8 years of 

expertise in laparoscopy. 

Even in the hands of competent surgeons, 

significant vascular damage may result from the 

abdominal midline insertion of the Veress needle. 

Only four of the 26 serious vascular injuries were 

caused by unskilled surgeons, according to Schafer et 

al (surgeons who had performed fewer than 50 

laparoscopic procedures). Eighty-five percent of the 

injuries were caused either by skilled surgeons (51 

surgeries) or very experienced surgeons (>100 

operations) [36]. 

Open laparoscopy took longer to enter and 

generate pneumoperitoneum than closed laparoscopy 

(mean=2.6 min) in the current investigation. 

Traditional closed laparoscopy also requires a 

longer time to enter the left upper quadrant (mean=4.65 

minutes). 

Instead of open laparoscopy, we found that the 

typical closed laparoscopy with left upper quadrant 

entrance quickly identified the intestine after insertion 

of theVerres needle (mean time14.2 min). 

On the other hand, a research was published. 

Incision to cannula insertion took an average of 4 

minutes (with a range of 2 to 10). As long as you have 

the proper training, this treatment may be employed in 

any case, even if you have had prior surgery [37]. 
A retrospective assessment of open laparoscopic 

procedures performed by Hasson from 1970 to 1999 

found that access to the abdominal cavity was 

frequently obtained in 3–10 minutes [1]. 

Pneumoperitoneum was achieved on average in 

2.5 minutes, and the open laparoscopic incision was 

closed in 4 minutes, according to one research [38]. 

In open laparoscopy, Gordon found that the 

median time to establish pneumoperitoneum was 3.5 

minutes in 237 individuals [39]. 

Obesity's effect on surgical results is debatable, 

especially when it comes to general surgery [40]. 

Patients with a greater BMI experienced more 

problems, according to our findings. 

Classic closed laparoscopy group (A), open 

laparoscopy group (B) showed a statistically significant 

rise in BMI (28.14.8 vs 25.14.87, p=0.058) as 

compared to group B, however there was no 

statistically significant increase in BMI in group C (A). 

There was no significant difference between the typical 

closed laparoscopy group A and the left upper quadrant 

entrance group C (28.14.8 vs 28.44.8,p=0.87), 

however. Due to her obesity, one patient was unable to 

enter via the LUQ method, since her BMI was 30. 

Elective laparoscopic surgery was performed on 

more than 6300 patients as part of a large cohort study 

conducted by Dindo and colleagues [41] that was 

published in the Lancet. Obesity has traditionally been 



M.A.Mohamed, B.E.Sakr , A.A.Aly and E.K.Esmail                                                                                                  185 

Benha Journal Of Applied Sciences, Vol. (6) Issue (6) Part (1) (2021( 

linked with an increased surgical risk, but this study 

revealed no difference in postoperative outcomes 

between the obese and lean groups. 

According to McIlwaine et al. [42], a prospective 

study of 64 women who had laparoscopy for benign 

gynaecological conditions, an increase in BMI was 

linked to more attempts at laparoscopy entry, more 

difficulty identifying the location of surgical 

landmarks, and an overall decrease in the planned 

completion rate of gynaecological laparoscopy 

operations. In contrast, other research has shown that 

obese people may safely undergo laparoscopic surgery 

[40, 43]. 

The majority of obese patients could have TLH 

successfully performed with similar complication rates 

to non-obese patients, according to a second 

retrospective cohort study by Heinberg [44] on 270 

general gynaecology patients, even though operating 

times and intraoperative blood loss were higher in the 

obese group. 

 

5. Conclusion 

With prior abdominopelvic surgery, gaining access 

to the peritoneal cavity by laparoscopic surgery may be 

more difficult, time consuming, and even dangerous. 

This research shows that compared to traditional open 

laparoscopy, using closed laparoscopy with a left upper 

quadrant access allows for a faster and safer 

laparoscopic procedure. 
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