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ABSTRACT

This paper describes the association of abdominoplasty and intra-abdominal gynecologic surgery in 51 pa-
tients, with no previous abdominal flap undermining.

The gynecologist starvts the procedure with a midline infraumbilical incision, which appropriately exposes the
abdomen, and avoids trauma and contact of intra-abdominal material with the flaps to be preserved.

The flap may be undermined in abdominoplasty by block resection or infia- or supraumbilical undermining.

INTRODUCTION

Abdominoplasty associated with intra-abdominal gy-  for gynecologists given it provides a better and wider
necologic surgery has been an attractive combination — operative field’®, as well as for patients, because it
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solves their organic and aesthetic problems in a single
surgical/anesthetic procedure and one postoperative
period, thus reducing hospital costs; in addition, it
sometimes helps justifying abdominoplasty to hus-
bands, families and employers'"-2#%).

Undoubtedly, this procedure poses more risks due to
longer surgical time, greater blood loss, more tissues
exposed, communication between two cavities and
participation of two surgical teams®'?,

The combined surgery is initiated by gyvnecologists
who make a midline infraumbilical incision (Figs. 1
& 2), through which the abdomen is widely exposed
and intra-abdominal material is handled, with no con-
tact and no trauma with the skin and subcutaneous
tissue that will be preserved after abdominoplasty (Fig.
3). The flap and the musculo-aponeurotic layer are
not exposed. On conclusion of the intra-abdominal
surgery, the plastic surgeons perform abdominoplasty
using the incision indicated for each case. Flap under-
mining may be inferior, superior'" or by block resec-
tion®*12) (Fig. 4).

Some authors!!257812.13) are favorable to this combi-
nation, provided some preoperative and transoperative
care is taken, and they emphasize its advantages and
the low number of complications.

Shull® and Voss''” reported longer surgical time and
length of stay, increased number of transfusions and
complications, such as embolism, which could limit
the combined procedure.

Savage” and Cosin''? mentioned special care with
obese patients and smokers and prophylaxis of venous
thrombosis.

Castro'" ¥, Gemperli®®, Perry® and Franco''® de-
scribed thc initial approach bv plastic surgeons, un-
dermining up to the umbilicus and protecting the flaps
with compresses. Next the intra-abdominal surgery
begins, and is then followed by abdominoplasty.

Petrorius®, Souza Pinto® and Cosin'*? described the
previous block excision of skin and subcutaneous tis-
sue, followed by intra-abdominal surgery, and poste-
rior abdominoplasty.

Matthes"* reported a case of endometrioma implan-
tation in the horizontal scarring of abdominoplasty
combined with hysterectomy.

PATIENTS AND METHODS

The study protocol encompassed the assessment of
51 patients submitted to abdominoplasty combined
with intra-abdominal gynecologic surgery. The sur-
geries were performed by only one plastic surgeon
and several gynecologic teams, from January 1997 to
August 2002. Ages ranged from 27 to 67 years. The
gynecologic procedures were hysterectomy in 36 pa-
tients (70.6%), tubal surgery in 14 (27.4%) and ova-
rian surgery in one patient (2.0%).

Routine prcopcrari\'c tests were requested, as well as
gynecologic and respiratory evaluations; patients were
informed about the possibility of abdominoplasty not
being performed in case of any event during gyneco-
logic surgery.

The patients were kept in orthostatic position, and a
line was previously marked in the suprapubic area,
extending up to the anterior superior iliac spines, and
another line connecting the latter and passing on the
umbilicus, making an elliptic drawing (Fig. 1). The
midline line between the umbilicus and the suprapu-
bic area was drawn at the gynecologists’ incision (Figs.
1 & 2). After exposing the abdomen and performing
the appropriate treatment (Fig. 3), the wall was su-
tured up to the rectus abdominis muscles. At this
point, any surgical material and drapes were changed
and the team of plastic surgeons initiated their ap-
proach by making an incision in the inferior line (Fig.
4) and undermining the flap (Fig. 5), suturing the
aponeurosis with mononylon 2.0 (Fig. 6), isolating
the umbilicus and completing the undermining up to
the rib margin. Later, they performed plication of the
rectus abdominis using mononylon 2.0; and prepared
and fixed the umbilicus as reported by Juarez Avelar
1% (Fig. 7). Next, the excessive skin and subcutane-
ous tissue were resected, suction drainage placed in
the incision, followed by skin and subcutaneous tis-
sue suture in layers (Fig. 8).

Block anesthesia was performed in 43 (84.3%) pa-
tients, and general anesthesia, in 8 (15.7%). The pa-
tients ambulated within 24 to 36 hours and drainage
tubes were removed within 48 hours. Forty-three
(84.3%) patients were hospitalized for 48 hours and
8 (15.7%) for 72 hours. Forty (78.4%) women were
prescribed antibiotic therapy by gynecologists for 24
hours, and 11 (21.6%) for longer than 24 hours. The
combined surgery time was 2 to 3 hours in 16 (31 3%,
pamnts 3to 4 hours in 26 (50.9%), and 4 to 5 hours
in 9 (17.8%) patients.
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One (1.9%) case resulted in an inverted T-scar and T-scar due to a previous vertical scar.
two (3.9%) patients had a small vertical suprapubic

Two (3.9%) patients had seroma, one of whom (1.9%)

diabetic; she progressed with infection due to Escheri-
chia coli, and was treated with drainage and antibiot-

RESULTS : : S o

ics with satlsfnctor_\' results.

scar.

The resulting scar was horizontal in 50 (98.0%) pa-

: : Two (3.9%) patents presented epidermolysis 1n a
tients. 011]}'01‘&' woman (2.0%) presented an inverted [' I } .

small vertical suprapubic scar and two women had

Fig. 1 — Marking the area to be excised Fig. 2 — Midline incision in the abdomi- Fig. 3 — Conract with the intra-abdominal

in abdominoplasty and midline incision nal wall to widely expose the area to gy- material, and skin and subcutancous trauma,
for gvnecologic surgery. necologists. are restricted to the area to be resected.

Fig. 4 — On conclusion of the gyneco- Fig. 5 — Initiating undermining in the Fig. 6 — Suture of infraumbilical apo-
logic surgery, undermining is initiated by suprapubic line marking. neurosis with nvlon 2.0.

inferior or superior incision, or by block

excision.
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hematoma; one of the collections drained spontane- anatomically and emotionally satistied (Figs. 9-12).
ously through this small scar.

COMMENTS

Only one (1.9%) patient required blood transfusion;
she had a vesicovaginal fistula in the postoperative
period, was submitted to another surgery one month
later and recovered satisfactorily.

The association of abdominoplasty and gynecologic
surgery has been required by patients for solving aes-
thetic and organic problems in only one surgical pro-
All 5 : : ' cedure.

All 51 patients submitted to abdominoplasty com-

bined with intra-abdominal gynecologic surgery were Preoperative care, such as restricting smoking, gyne-

Fig. 7 — After undermining, plication of Fig. 8 — End of surgery with suction Fig. 9 — Preoperative period: abdomino-
the rectus abdominis muscles and fixa- drainage placement. plasty and hysterectomy. Frontal view.

tion of the umbilicus.

Fig. 10 — Five-month postoperative pe- Fig. 11 — Preoperative period, lateral Fig. 12 — Five-month postoperative pe-
riod. view. riod.
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cologic and angiologic evaluation, and respiratory
physiotherapy, if necessary, are relevant to prevent
complications. Patients may be informed about the
possibility of not performing abdominoplasty due to
any significant event during gynecologic surgery.

The separate approach performed by gynecologists
using a midline infraumbilical incision has the follow-
ing advantages:

¢ It widely exposes the abdomen, resulting in
a shorter length of the gynecologic surgery.

€ No incision on aponeurosis and muscles, as
in the Pffannenstiel incision.

€ Lesslikelihood of contamination and implan-
tation of ectopic tissues in the abdominal
wall, as in endometriosis, since there is no
contact of the material in the abdomen with
the preserved tissues.

¢ Less subcutaneous tissue and aponeurosis are
exposed, and fluid and blood losses decrease,
due to no previous flap undermining.

¢ Dlastic surgeons may initiate undermining
through an inferior or superior incision, or
they may perform a block resection of the

flap (Fig. 4).

#  Each surgical team performs on their turn,
leading to reduced costs.

¢ If the course of the gynecologic surgery
contraindicates abdominoplasty, unnecessary
undermining is avoided.

Prophylactic antibiotic therapy is prescribed in all
cases; some patients took it longer than 24 hours ac-
cording to the gynecologist’s recommendations. Sur-
gical time of both procedures was in most cases
(82.2%) less than four hours. Less tissues exposed
and decreased fluid and blood loss, combined with
strict hemostasia, prevented an increase in morbidity
and need for blood transfusion.

Active and constant mobilization of limbs in the im-
mediate postoperative period and ambulation within
24 to 36 hours was aimed at prophylaxis of deep
venous thrombosis and pulmonary embolism, and led
to a shorter hospital stay, that is, 48 hours in 8.3% of
the cases, and 72 hours, in 15.6%.

As to complications, two patients presented seroma,

and one of them was diabetic. She progressed with
infection due to Escherichia coli, which solved by drain-
ing through the scar and specific antibiotic therapy.
Another patient had spontaneous drainage of a he-
matoma through a small vertical suprapubic scar, re-
sulting in epidermolysis of this segment, which was
further re-sutured. In another case of epidermolysis,
it healed by secondary intention and was later sub-
mitted to aesthetical repair.

Only one patient required blood transtusion; she
developed a vesicovaginal fistula, which was later re-
paired.

CONCLUSIONS

The association of abdominoplasty with intra-abdomi-
nal gynecologic surgery has not led to increased mor-
bidity or mortality rates when appropriate pre-, trans-
and postoperative care is provided to patients.

The separate approach by gynecologists and plastic
surgeons reduces trauma in the preserved tissues, fluid
and blood loss, possible contact of the intra-abdomi-
nal material with the abdominal wall and trauma in
the musculo-aponeurotic system; moreover, it avoids
unnecessary flap undermining in the cases in which
abdominoplasty can not be performed.

The few complications observed did not interfere in
the aesthetic results or patient satisfaction.
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