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ABSTRACT

Based on the experience with 69 patients submitted to abdominoplasty, the authors compare the use of
capillary tubes, suction dvains and not using drains in the postoperative period as to the effectiveness in
preventing hematomas and sevomas under the abdominal flap. They also study the association of these fluid
collections with known risk factors. They describe the indications and surgical technique employed in thetr
cases and compare vesults obtained with data available in literature.

INTRODUCTION

Until the end of the 19% century, abdominal wall sur-  provided the patient with the resection of any excess
gery limited itself to small resections and corrections  fat2%. With the enhancement of this technique, ab-
of abdominal hernias. In these cases, abdominal dominal plastic surgery developed to the current stage,
dermolipectomy facilitated herniorraphy, but it also  with a low transversal incision, detachment of the flap
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to the lower level of the rib cage, muscular plicature,
repositioning of the umbilical scar and resection of
any excess cutaneous tissue.

Hematoma and seroma comprise the most frequent
complications of abdominoplasty. Such fluid collec-
tions are diagnosed by a physical exam or ultra-
sound*®, and most surgeons, according to the litera-
ture, recommend the use of drains in the immediate
postoperative period (PO), because the presence of
fluids can compromise scar healing, since they delay
healing and may lead to infections®”.

With this study, we intended to verity the effective-
ness of drains in preventing hematoma and seroma,
as well as to relate the incidence of these fluid collec-
tions with risk factors: systemic arterial hypertension
(HAS), use of non-steroid anti-inflammatory drugs
(NSAID) and smoking.

PATIENTS AND METHODS

This study was based on the evaluation of patients
submitted to abdominoplasty in the Plastic Surgery
Service of Sao Lucas Hospital / PUCRS from Janu-
ary 1999 to November 2000. By means of a random-
ized prospective study, we evaluated a total of 69 pa-
tients divided into three groups: group I (n=24) - in
which we used a latex drain (penrose®); group II
(n=24) — in which we used a rigid suction drain tube
(Portovac® or similar); and group III (n=21) - in
which we did not use any drains.

All patients were female, with ages varying from 19
to 67 years old (average of 35.6 years old), with clini-
cal indication for abdominal dermolipectomy, associ-
ated or not to diastases of rectus abdominis muscles.
We applied the Chi-square test to correlate the inci-
dence of collections, the body mass index (BMI), the
mentioned risk factors and the resected flap weight.

The surgery, with the patient in supine position under
general or epidural anesthesia, starts with a low trans-
versal abdominal incision made over a previous mark-
ing at the suprapubic level, extended to the level of the
antero-superior iliac crest, followed by a thorough de-
tachment at the supra-aponeurotic level up to the sub-
costal and subxiphoid region, with de-insertion of the
umbilical scar of the dislocated flap. After rigorous he-
mostasis, we perform a plicature of rectus abdominis
muscles (if diastasis is present). Then, we reposition
and fix the umbilical scar and resect any excess skin fat.
We fix the flap on the suprapubic region, and the inci-

sion is sutured with simple inverted mononylon 3.0
and 4.0 sutures on the subdermic plan, and intrader-
mic suture with mononylon 3.0 or monocryl 3.0 on
the dermic plan. W use a dry occlusive dressing with
gauze and micropore over the incision and umbilical
scar. In the case of a latex drain tube, we use two
penrose® no. 1 tubes, placed through orifices made at
the pubic hair region, extending over the abdominal
flap up to the umbilical region, and remaining in place
for 24 hours. In the case of a suction drain, we use a
Portovac® or similar tube with V4 to !/, diameter, placed
through an orifice made at the pubic hair region, ex-
tending over the flap up to the umbilical region.

The suction drain remains for at least five days or drain-
age under 30ml/day, connected to a suction mecha-
nism (Folley catheter, syringe or serum flask), and
drained whenever necessary, until the drain is removed
in the patient’s first outpatient review visit (7" PO in
average). All patients wear a compressive abdominal
elastic waistband, for at least 30 days, and are recom-
mended to avoid abdominal effort.

In the postoperative period, we used antibiotics (ATB)
-cefalotine 1g EV 6/6h for 24 hours and oral cefalexine
500mg 6/6h or cefadroxil 500mg 12/12h for five days.
During the outpatient follow-up, we analyzed the in-
cidence of hematoma and/or seroma under the ab-
dominal flap by wall palpation. If present, collections
were drained with sterilized material under aseptic
conditions, and the volume collected measured. If new
collections were present in subsequent reviews, they
were always drained and measured.

RESULTS

In table I, group I (capillary tube) there were 7 cases
of collection (29.1%); in group 2 (suction drain) we
had only one case of collection (4.1%); in group 3
(without a drain) there were 12 collections (57.1%).
Seroma was the most frequent collection (23.2%).
We applied a Chi-square test with statistical signifi-
cance (p=0.011) to verify associations among the 3
groups and the incidence of collections. Average pa-
tient follow-up was 12 weeks.

Some of the complications encompassed a case of
operative wound infection (group I), a late seroma
(group I) and one case of tube obstruction (group
IT), which was removed on the 3™ PO day. This pa-
tient presented clinical evidence of fluid collection un-
der the abdominal flap on the 7" PO day (1* outpa-
tient review), and needed drainage. All patients with
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collections diagnosed in outpatient

reviews were treated with drainage.
There was no statistical significant
relation between the aforemen-
tioned risk factors and the incidence
of collections or with other variables I
researched. None of the patients re-
ferred discomfort.

Table I
Group n Hematoma Seroma Total %
1 24 1 6 7 29.1
11 24 - 1 1 4.1
21 3 9 12 57.1
Total 69 -+ 16 20 289
p=0011

Data refer to hematomas and seromas.

DISCUSSION

In the literature, most authors recommend drainage in
postoperative abdominoplasty to prevent the occur-
rence of subcutaneous fluid collections. Shestak® pre-
sented 4% of seroma incidence using suction drains,
similar to our cases. Other authors, like Mohammad et
als.”, had a high incidence of collection (42% seroma
and 9% hematoma), in spite of suction drains. We be-
lieve this is due to early removal of drains from all pa-
tients, around the 2™ PO. Some professionals in our
area use the drain tube in the PO period for up to 10
days or more. We believe this is excessive time, which
can even increase the risk of infection and cause patient
discomfort. We believe a period of five days or drain-
age inferior to 30ml/24h is pertinent criteria for the
decision to remove the suction drain. Others, such as
Matarasso'” and Muhlbauer'”, had collection rates
similar to ours. Grazer'” presented a large incidence of
collections (67%) using capillary tubes. In our cases,
the highest incidences occurred without the use of drain
tubes and with the use of capillary tubes. In our study,
the suction drain proved to be more effective in pre-
venting collections: despite long drain tube permanence
time during the home phase, all patients could stand it
well, with little discomfort and absence of pain (data
calculated through the Hutchinson scale) due to the
suitable information received. Likewise, we had no in-
crease in infection rates because of long drain tube use.

CONCLUSION

We conclude with this study that there is no isolated
causal factor for subcutaneous fluid collections in PO
abdominoplasty. We believe that in large detachments,
insufficient hemostasis, abusive use of eletrocautery,
as well as early patient activity and unsuitable abdomi-
nal compression are important predisposing factors
to these collections.

We believe suction drains prevent hematomas and
seromas effectively through prolonged active drain-
age, and do not result in more complication rates

thanwhen not utilizing drains or utilizing capillary
tubes.
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