Reducing Abdomimoplasty Complications

The authors recommend using progressive tension
sutures in abdominoplasty procedures. This suture
techmigque not only eliminates dead space but also
seenrely advances the Aap with incremental 1ension
translerred Ceom the skin elasuee ineision Lo the AU
ficial fascial system. (Aesthedic Surg [ 2002:22:475-4760.)

any articles address the high rate of complica-

tions associated with abdominoplasty, with

particular concern for the combmation of
abdominoplasey and lipoplasty, In an abdominoplasty
panel dizscussion featured in Aesthetic Surgery Jowrmal,
Tir. Toleda! stated, “the incidence of seroma is 100 per-
cent when lipoplasty and abdomincplasty are com-
haned.”™ He also recommended separating these
procedures by & months, To reduce the incidence of
complications associated with abdominoplasty, sur-
geons have advocated prolonging wound suction
drainage, using varicus compression devices, limiting
postoperative ambulation, restricting resumption of an
upright posture, and limiting or delaying associared
lipoplasty, 12

Our experience, and the experience of other surgeons, is
that abdominal lipoplasty and abdominoplasty can be
combined without resulting complications of seroma for-
mation or distal flap necrosis by adding propressive ren-
stom sutures (PTSLA® The basic concept is to control
ridraping and advancement af the abdominal skin flap
by placing multiple surures from the superficial fascia o
the deep faseia (Figere 1. 1t has been our experience thar
adding PTS when performing abdominoplasty with
abdominal lipoplasty resules in effective and safe proge-
dures. In the series reported, seromas, hemaromas, necro-
sis, and hyperorophic scars weee ot observed, Because
dead space 1s mimimized, drains are not necessary; how-
ever, 4 compression garment is used. Convaleseence is
sharrened, and early ambulation is possible.

Lipoplasty of the upper
abdomen, performed before
surgical dissection, is general-
Iy limited to the fat decp to
Scarpa’s fascia, Wide under-
sruning of the lower abdomen
and limired undermining of

the more lateral areas of the
upper abdomen allow for
exposure and plication of the
diastasis recrus while man-
taming more blood supply.
Mararasso® refers to this lim-
ited upper abdominal dissec-
tion as “imverted W
IProgressive rension surures
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are then placed from the
superficial 1o the deep fascia
as the abdominal flap s
advancad (Figure 2), This dis-
tal advancement is main-
tained as each sunare is
placed and tied (hence, the
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designation, * progresave ten-

sion sumres™ ], Here, tension i redisoribured over a broad
arca of the abdominal lap as compared with the conven-
rional procedure in which all the rension is concentrated on
the incision, Thercfore, with the FTS technique, you can
close the incision with virmually ne sension {Fguere 31

Do nor confuse these surures with Baroudi’s® “guilting
sutures,” which are placed trom the subcutaneous fat to
the deep fascia, Quilring sutures are intended simply to
climmare dead space and do not provide flap advance-
ment. Beeause the far deep o Scarpa’s fascia is suctioned,
"T%s are acrually placed securcly from the superficial to
the deep fascia, effectively and securely advancing the
flap with incremental tension teansferred fram the skin
closure incision to the superhicial fascial system (secured
o the deep fascial.
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Figuea 1. Wirls PTSz, she skin ffap &5 advanced wink the placement of
catel sutare aud dead space & redused.

Fligure 2, The plocerment nf PTS,
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Figwre 3. T alizarabaening of #T5s

Conventional wisdom has been wo use caution when com-
bining lipoplasty with abdominoplasty, and some sur-
peons advocare avoiding lipoplasty complerely when
performing abdominoplasty. However, our experience
supgests that caunsarive factors in high complicarion eates
associaied with this combination of procedures may be
wirelated to the addition of lipoplasty. Other risk lactors
must be considered, such as dead space created by cxten-
sive undermining,” excessive rension on the skin flap clo-
sure, or the shearing or separation effeer on healing rissue
planes related o patient movements.” In our experience,
using PT5s addrecsses mase of these risk factors, lowers
the incidence of local complicarions, and shortens conva-
lescence. m
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