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ABSTRACT

The objective of this paper is to present a new surgical concept for the aesthetic treatment of the abdominal
region, combining the principles of liposuction and traditional abdominoplasty, without flap detachment.

Following the iden of not carvying out traditional supraumbilical detachment and using superficial liposuction,
the authors performed lipoabdominoplasty, thus presevving, abdowminal perforans vessels, and veducing vas-
culay damages to the skin of the abdominal flap.

Moreovey, the improvement in shape should be noted, wi a younger-looking abdomen, and uniformity of the
flap with the pubis.

INTRODUCTION

Since 1980, with the origin of liposuction, introduced  divided into liposuction, liposuction with minor resec-
by Illouz'", there has been major progress in the ap- tion of the suprapubic skin, and traditional
proaches to the abdominal region, with changes in the =~ abdominoplasty with additional liposuction of the back
indication for abdominoplasties, which have been sub-  and flanks.
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In 1985, Hakme® described miniabdominoplasty,
combined with the technique of liposuction, with re-
section of excess skin from the suprapubic region, for
selected cases.

Recently, in 2000, Avelar® presented a study in which
he partially removed the suprapubic skin, similarly to
Hakme, but did not derach the infraumbilical flap,
nor resect the panniculus or the connective tissue, thus
preserving the umbilical scar.

Within this evolution, a major breakthrough was the
superficial liposuction described by Souza Pinto™ ®),
which proposed the treatment of superficial and deep
fat, thus providing greater skin retraction.

In spite of technical advances in the treatment of the
abdominal region, classical abdominoplasty® 7 re-
mains a surgical procedure which statistically presents
a large number of complications, like hematomas,
seromas, epitheliosis and skin necrosis, besides addi-
tional interventions to correct scars and “ears” in the
late postoperative period. The major detachment of
the abdominal flap is, undoubtedly, mainly to blame
for the high incidence of seromas, epitheliosis, and
skin necrosis, especially for smoking patients.

Some surgeons® perform liposuction and
abdominoplasty in a single operation, although most
of them perform these two procedures in two sepa-
rate operations (generally six months apart), due to
the risk of vascular damage.

In 1992, Tllouz® published an abdominoplasty tech-
nique without detachment, indicated for patients with
apron abdomen or supraumbilical abdominoplasties,
in which a block above the umbilical scar was resected,
followed by upper liposuction and neoumbilicoplasty,
which could also be followed by a limited plicature of
the rectoabdominal muscle.

Lipoabdominoplasty, as we suggest, provides access
to that technique to a wider range of patients. Today
we use it for all cases with an indication for classical
abdominoplasty. Resection is limited to the
infraumbilical skin, thus preserving lymphatic circu-
lation and the connective tissues, and fat is aspirated.
The umbilical scar is also treated differently, which
we do traditionally, following the star-shaped
omphaloplasty ', and, in cases with diastasis of the
rectus abdominis muscles, plicature is performed in
the median line from the pubis to the xiphoid
process.

The objective of this paper is to present a new surgi-
cal concept for the aesthetic treatment of the abdomi-
nal region, combining the principles of liposuction
and traditional abdominoplasty, without flap detach-
ment. The supraumbilical skin is slid towards the pu-
bic region widely and naturally, due to the undermin-
ing produced by the liposuction cannulas. The ab-
dominal perforans vessels are thus preserved, reduc-
ing vascular damage in the skin of the abdominal flap.

CASES AND METHOD

From January 2000 to February 2002, sixty-five fe-
male patients were operated; their ages ranged from
28 to 52 years.

Patients who had been referred for classical
abdominoplasty were selected to undergo
lipoabdominoplasty, including patients with diastasis
of the rectoabdominal muscles.

SURGICAL TECHNIQUE

After marking, the abdominal region was infiltrated
with saline solution with adrenaline at 1:1,000,000

(Fig. 1).

Aspiration started in the supraumbilical region (Fig.
1), moving on to the flanks and then to the
infraumbilical region (Fig. 2). Once liposuction was
completed, the navel was isolated and only
infraumbilical skin was resected (Fig. 3) (similar to
classical abdominoplasty), but preserving the thin re-
maining panniculus, as well as lymphatic, arterial and
venous vessels (Fig. 4). If necessary, additional open
liposuction is performed. Then, two hooks are used
to lift the flap to complete the liposuction of the up-
per abdomen, uniformizing tunnels (Fig. 4). In order
to better lift the navel, divulsion of the supra-umbili-
cal fat is performed.

For patients with indication for plicature of the recrus
abdominis, divulsion or detachment of the subcura-
neous tissue is performed over the median line, avoid-
ing going beyond the internal borders of these muscles,
thus preserving abdominal perforans vessels (Fig. 5).
In the infraumbilical portion, the fat tissue is resected
at the median line, and then conventional plicarure of
the aponeurosis is performed.

Star-shaped omphaloplasty is performed, which con-
sists of marking a “cross” on the abdominal skin.
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The navel is then pulled out at its cardinal points with The abdomen is closed at two levels, with mononylon
a forceps, and then small triangular resections are per- 3-0 for the subcutaneous cellular ussue, and 5-0 for
formed between these points, so that the navel fits the subdermis. Suction drains are used in all cases, and
into the cross-shaped incision on the skin, to be then then removed on the 5 postoperative day (Fig. 6).
fixed with subdermal sutures with Nylon 5-0.

Fig. 1 — Marking and liposucrion in the upper abdomen.

Fig. 3 - Skin resecrion. Fig. 4 — Preserved vessels and additional liposuction (upper ab-
domen).

Fig. 5 — Marking the plicature. Fig. 6 — Vacuum drainage and final aspect.
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Fig. 7a — Preoperative: 39 years old.

-

Fig. 7b — Postoperative: 3 months.

Fig. 8a — Preoperative: 36 years old.

Fig. 8c — Preoperative: 36 years old. Fig. 8d - Postoperartive: 6 months.
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RESULTS

The 65 patients treated with this technique presented
good outcomes, both according to our assessment and
according to their own opinions. In one case, we noted
the presence of a seroma on the 12" postoperative
day; this was solved satisfactorily with sessions of sy-
ringe suction. There were no complications such as
hematomas, suture dehiscence, epitheliosis, necrosis,
or infection.

The borders of the flap accommodated better in the
suprapubic region, due to the homogeneous thick-
ness of the far tissue, provided by liposuction. Conse-
quently, the “dog ears” occurred less frequently than
they do in the traditional technique, in addition to a
smaller final scar.

Shape and contour also improved, with a younger-
looking abdomen (Fig. 7).

DISCUSSION

Classical abdominal plastic surgery presents high
morbidity, due to the need for major detachment,
which damages the lympharic and perforans vessels
that supply the abdominal flap.

The fundamentals of the lipoabdominoplasty tech-
nique are based on not detaching the abdominal flap,
so as to preserve the perforans and lymphatic vessels,
and reduce the complications caused by large detach-
ments, like seromas, hematomas, epitheliosis, and skin
nNecrosis.

This technique treats localized fat in all abdominal
regions, with wider traction in the higher portions of
the upper abdomen, thus providing a more harmoni-
ous abdominal silhouette (Fig. 8).

Even though nearly all surgeons perform plicature of
the rectus abdominis on a routine basis, there are stud-
les that question its effectiveness for the less severe
cases of diastasis'!), considering the capacity of mus-
culoaponeurotic contention, which is reinforced by
postoperative fibrosis.

CONCLUSION

The search for better results and reduced complica-
tion rates is, undoubtedly, the major concern of plas-
tic surgeons.

With lipoabdominoplasty we believe we have found
a safer manner to treat the abdominal region, with
reduced morbidity, and more harmonious results. This
new approach provides a younger-looking abdominal
silhouette, better accommodation of the flap in the
suprapubic region and smaller more aesthetic scars.
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