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Introduction
A very frequent

disease is the

the most severe and

complications (2-4).

The safe installation of pneumoperitoneum is the
most important step to perform every minimally
invasive procedure and in such patients security

Introduction: The presence of massive intraperitoneal adhesions known as
frozen abdomen is a feared complication generated by multiple
laparotomies and/or severe acute and chronic inflammatory processes. To
prevent organ damage due to the adhesive process surgeons must use
nontraditional approaches to install safely the pneumoperitoneum if a
laparoscopic procedure has been chosen.

Material and Methods: A 44-year-old man underwent 2 emergency open
laparotomies in 1999 after receiving 2 gunshot wounds and later, had a
laparotomy and a colostomy closure with a satisfactory recovery.

Results: Nineteen years later he presented with subacute cholecystitis and
an alternate right flank incision was made to install the pneumoperitoneum
and a laparoscopic cholecystectomy was performed without incidents.
Discussion: The “blind” right flank puncture was successful, a limited
pneumoperitoneum was created following which a laparoscopic
cholecystectomy was carried out after an extensive lysis of adhesions.
Keywords:  Peritoneal Adherences, Laparoscopy, Frozen Abdomen,
Abdominal Complications, Abdominal Surgery, Peritonitis.
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complication of multiple
abdominal surgeries, chronic pelvic inflammatory
development of
postoperative adhesions, also known as a “frozen
abdomen” (1), which is responsible for some of
lethal

measures are of paramount importance, lest
potentially serious complications may occur with
or without the need of conversion to an open
procedure (5). One of the most frequent and
serious complications during this process is bowel
laceration (s), especially with a previous midline
laparotomy. (6,7) Several techniques using a
Veress needle, a direct trocar insertion with /
without a scope or with open technique access
have been described (4-6).

multiple

postoperative
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A Useful Maneuver to Install Pneumoperitoneum for Laparoscopy in a Frozen Abdomen: Case

The case presented herein describes an alternate
technique that was used successfully to install the
pneumoperitoneum previous to the performance
of a laparoscopic surgery in a patient with a
“frozen abdomen”.

Materials and methods
Previous Clinical History:

MAMG, a 44-year-old male bodyguard underwent
emergency surgery after receiving 2 gunshot
wounds during an intent of abduction. After being
resuscitated, an emergency laparotomy was
performed and a massive hemoperitoneum and
fecal material from 3 colonic lacerations were
found, the cavity was irrigated and a loop
colostomy in the left flank was constructed. The
postoperative period was complicated with sepsis
and he was reoperated on the 7th P.O. day and a
purulent fecal peritonitis was found with abundant
blood clots and irrigation and abdominal drainage

Report

was done. Again, a septic febrile postoperative
course was present on the 11th day and our group
was consulted and the patient was transferred to
our care.

After the patient was stabilized a 3rd laparotomy
was performed. Several small pelvic and parieto-
colic abscesses were found and drained, the cavity
was thoroughly cleansed, the colostomy was left
in place. The patient presented a 39°C febrile peak
in the 8th P.O. day and a CT Scan showed a 150
ml pelvic retrorectal presacral abscess. Because of
the risks of a 4th laparotomy, and using a supine
position, a postsacral incision was made (Figure 1)
and the abscess and necrotic tissue were removed.
The patient was discharged afebrile on the 2nd
P.O. day, (the 21st day after the initial injury). Six
weeks later, after mechanical cleansing of the
colon, a colostomy closure was performed without
complications and the patient was discharged in
good postoperative status.

Figure 1. Postsacral incision used to drain a presacral abscess

Nineteen years later, the patient presented
abdominal pain in the right upper quadrant and a
subacute lithiasic cholecystitis was confirmed by
an abdominal ultrasound.

Results
Given the obvious risks of another laparotomy and

with the patient consent, a 5 mm ENDOPATH
XCEL (Ethicon, Machelen, Belgium) without a
cutting tip was inserted through a previous 5 mm
scar incision placed in the right flank with a
pronounced Fowler position using a “blind”
puncture (Figure 2).
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Figure 2. Right flank incision for insertion for the 5mm endopath XCEL.

The scope was carefully introduced, the “click”
sensation was felt and a 5 mm scope was
introduced. Through this initial incision, 200 cc of
CO2 were insufflated once the initial view
revealed a successful puncture and a limited view
of the peritoneal cavity was obtained (Figure 3).
The rest of trocars - one 10 mm and two 5 mm-,

were placed in the usual manner under direct
vision. Multiple adhesions were carefully
sectioned with the use of a Bipolar Electrocautery
(Karl ~ Storz, Tuttlingen, Germany) and
HARMONIC FOCUS+  Shears (Ethicon,
Machelen, Belgium).

Figure 3. Intraoperative picture showing the 10mm trocar puncture near the umbilicus seen from the
1st lateral trocar (optical).

The surgical procedure was done without incidents once the gallbladder was liberated from extensive

adhesions (Figure 4,5).
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Figure 5. Intraoperative picture showing subacute lithiasic cholecystitis

Table 1. Classification scheme for the complexity of “open abdomen” (5).

1 No fixation

1A Clean, no fixation

1B Contaminated, no fixation

1C Enteric leak, no fixation

2 Developing fixation

2A Clean, developing fixation

2B Contaminated, developing fixation
2C Enteric leak, developing fixation

3 Frozen abdomen
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3A Clean, frozen abdomen
3B Contaminated, frozen abdomen
4 Established enteroatmospheric fistula, frozen abdomen

There were no complications and the pathology
report revealed chronic lithiasic cholecystitis,
negative for malignancy. The patient was
discharged on the 3rd postoperative day and
recovered satisfactorily. He has been followed for
4 years in the office and remains in excellent
physical condition.

Discussion

Bonjer et al in 1997 compared in large series of
patients the security of establishment the
pneumoperitoneum by an open vs. a closed
technique and found a 0.003 % less morbidity
using the open technique, though there was no
mortality in 489,335 procedures (5).

A patient presenting with a previous history of
repeated complicated laparotomies and / or
inflammatory intra-abdominal process, requires a
careful, special approach due to the anticipated
adhesive process (6,7). The risk increases the
more abdominal surgeries were performed (RR
3.2, 95% CI: 1.2-8.7) and it is also frequent in
pelvic gynecological interventions (3). Colorectal
surgery is mentioned by some groups as the
surgical procedure that causes most intra-
abdominal adhesions, especially ileal pouch-anal
anastomosis (6).

Peritoneal adhesions prevalence after open
abdominal surgery is reported in 63-97%, and one
third of these patients are readmitted within the
next 10 years for several conditions related to
Small Bowel Obstruction (3). Abdominal Small
Bowel Obstruction is the most common
complication of peritoneal adhesions, being the
overall prevalence close to 4.6-9%, depending on
the type of procedures and the patient's
postoperative evolution (6-8).

The indication for a laparoscopic approach in a
frozen abdomen must be made considering the
possibility of postoperative complications already
mentioned, and multiple factors have to be
considered in this decision: the patient's previous
medical history and anatomy, the surgeon's choice
and experience of the surgical group, the

possibility of a present septic / inflammatory
process and available resources among others (9).
Non-conventional placement of ports in a new
laparoscopic procedure may prevent visceral
trauma and hemorrhage and/or contamination (1).
This is the main reason why several authors
proposed a new site for the initial port placement
with what appears to be an adequate instrument to
decrease the possibilities of visceral damage due
to a blind puncture (10 -13).

The most common alternate initial puncture is the
Hasson umbilical procedure done under direct
vision with several modalities, and the results of
reported complication rates are not better than the
use of optical trocars or Verres needle establishing
the pneumoperitoneum (14-19). In 1992, Perissat
suggested the upper left abdomen initial trocar
insertion for laparoscopic cholecystectomy in
similar situations (18,19). Traditionally, once the
initial puncture has been done successfully a
limited pneumoperitoneum is established and a 3
or a 5 mm scope is inserted to document that such
puncture has not produced any damage to the
intraperitoneal viscera. It is then very important to
take down the multiple adhesions very carefully to
avoid bleeding and /or visceral lesions and then
the rest of the trocars are inserted under direct
vision (13).

We propose an alternative initial approach using a
5 mm optical trocar at the lateral axillary line,
above the umbilicus, near to the right paracolic
gutter, as a safety point of entry in this frozen
abdomen far from the main scenario of multiple
previous surgeries. This lateral approach has also
been proposed for the initial access, because of the
probability of less adhesions away from previous
incisions, usually at midline; thereafter a 5mm
scope allows to establish a limited
pneumoperitoneum and then introduce the rest of
trocars under direct vision -if possible one placed
in the umbilicus-, avoiding any visceral or
vascular laceration and then, using the appropriate
instruments patiently taking down the adhesions,
and finally continuing with the procedure as usual.
The approach herein described thus allowed our
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surgical group to perform a laparoscopic
cholecystectomy  successfully in a hostile
abdomen.

Choi et al describe an open subcostal approach
with good results, (20). The so-called Stauffer
technique proposes a para-umbilical/sub-costal
optic port (21), but the inherent risk for epigastric
vascular injury must be considered (22). Lessons
learned from lateral entry (23) and laparoscopic
ventral hernia repair consistently demonstrate just
thin adhesions or even the lack of, near to the
lateral peritoneal reflection (24).

In reference to the presacral retrorectal drainage of
the residual abscess used  during the first
hospitalization, it must be mentioned that since
1884 Kraske (25) reported surgical procedures
done through a similar approach for resection of
the rectum and anal tumors known as the Kraske’s
technique (26,27), and it represents a simple quick
and useful maneuver used by our group in a
highly complicated abdomen. Other authors have
reported different procedures using this approach
(28,29).

Finally, in relation to the ostomy closure, although
it has been usually considered that such closures
should be carried out after the 2nd or 3rd
postoperative months (30-31), new evidence
reveals that an early closure is beneficial with
excellent results primarily in young patients,
reducing the patient’s social and emotional burden
(32,33).
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