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A B S T R A C T

Introduction: Abdominoplasty and abdominal hernia repair are often
carried out in two-stage procedures, and those describing single-
stage surgery require careful dissection to preserve often only partial
blood supply to the umbilicus to maintain its viability. This paper
aims to describe the surgical method of laparoscopic umbilical hernia
repair in association with abdominoplasty.
Case presentation: A patient presents with an incisional hernia at a
previous periumbilical port site of size 14 x 9 mm observed on ul-
trasound as well as a recurrent left inguinal hernia from previous
bilateral laparoscopic inguinal hernia repair, oophorectomy, and lapa-
roscopic cholecystectomy. A laparoscopic mesh repair of the hernia
defect followed by abdominoplasty was performed. The patient made
an uncomplicated recovery and was discharged home on day 5 post
operation. There was complete healing of the umbilicus and re-
mainder of the wounds. At 24-month follow-up, there was no
recurrence of hernia.
Conclusion: Previously documented methods of concomitant
abdominoplasty and hernia repair use an open technique to repair
the hernia. A laparoscopic approach is faster, but it poses a signif-
icant risk to the vascular supply to the umbilicus. This not only
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increases positive aesthetic outcomes and patient satisfaction but
also reduces rates of postoperative complications and recovery
time.

© 2017 The Author(s). Published by Elsevier Ltd on behalf of
British Association of Plastic, Reconstructive and Aesthetic

Surgeons. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Introduction

Since the first documented abdominoplasty more than a century ago, the procedure has evolved
significantly.1 Major improvements in aesthetics are credited to Thorek, who documented the first
umbilicus-preserving abdominoplasty in 1924.2

The procedure continues to become increasingly popular, and this is attributed to the increasing
rates of obesity and subsequent use of weight loss surgery in Australia, with a significant 34-fold in-
crease in Australians undergoing weight loss surgery.3,4

Obesity has also been shown to contribute to skin and fascial laxity and subsequently abdominal
wall hernias.5 With the increasing popularity of bariatric surgery, cases of postoperative complica-
tions such as incisional, umbilical port site, and ventral hernias are increasing, with some studies reporting
postoperative hernias in up to 13% of patients who have undergone abdominal surgery.6

At the time of abdominoplasty, surgeons have the choice of concomitant hernia defect repair; however,
such a procedure is not without the risk of umbilical necrosis due to the disruption of both the su-
perficial and deep blood supply to the umbilicus. When undergoing a classical abdominoplasty, a
circumferential incision is made around the umbilicus to free it from the surrounding skin, thereby
disrupting the cutaneous supply from the subdermal plexus to the umbilicus. The umbilicus remains
viable because of its deep blood supply from perforators arising from the umbilical branch of the deep
inferior epigastric artery. However, classical open abdominoplasty and concomitant hernia repair pose
severe risk to deep blood supply to the umbilicus.

We present an approach to this clinical problem that was highlighted in a case report in which a
patient presents with an incisional hernia at her umbilical port as well as a recurrent left inguinal
hernia. A laparoscopic mesh repair of her previous port site incisional hernia and concomitant
abdominoplasty with umbilical transposition was carried out, without umbilical necrosis.

Case report and surgical technique

The patient, who had presented initially after weight loss achieved by nonsurgical means with excess
abdominal tissue in conjunction with an incisional hernia and inguinal hernia (Figure 1), was marked
preoperatively for skin incisions in the supine position. Once completed, the patient was adminis-
tered with a general anesthetic agent. A transverse left groin incision was made in a manner such that
the incision could also be used for the abdominoplasty approach. The recurrent inguinal hernia was
repaired using a standard plug and patch technique. The deep ring was plugged and closed with a
PerFix plug. A flat piece of ProGrip was trimmed and placed in the inguinal canal. A single suture an-
chored the mesh to the pubic tubercle. A 2-cm overlap from the pubic tubercle and 5 cm beyond the
deep ring was allowed. The external oblique fascia was then closed.

Laparoscopic ports were inserted within the markings for skin incision to facilitate access, thus en-
abling no further scars. A 12-mm optical trocar was inserted under vision in the left flank. Two 5-mm
ports were then inserted under vision. Multiple adhesions were divided. The omentum within the hernia
was reduced. A 9-cm-diameter Parietex™ Composite polyester mesh was used to cover the defect.
This was secured with 2/0 prolene transfascial sutures using an Endo Close and multiple firings of
SecureStrap. All these procedures were performed laparoscopically.

The approach for abdominoplasty was executed as per routine markings, with these planned along
the incisions that had been made to repair the hernia. The fascial basis for the umbilical blood supply

101R. Phan et al. / JPRAS Open 16 (2018) 100–104



Download English Version:

https://daneshyari.com/en/article/8836254

Download Persian Version:

https://daneshyari.com/article/8836254

Daneshyari.com

https://daneshyari.com/en/article/8836254
https://daneshyari.com/article/8836254
https://daneshyari.com

