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BACKGROUND

Background: Umbilical hernias (UH) are common in postpartum patients seeking
abdominal contouring surgery and the question of simultaneous abdominoplas-
ty and UH repair is raised. This presents, however, a risk to the umbilicus vas-
cularisation with possible umbilical necrosis. To minimize this risk we associated
abdominoplasty with laparoscopic UH repair. The aim of this study was to present
the technique of simultaneous abdominoplasty and UH repair and the first results.

Materials and methods: Simultaneous abdominoplasty and laparoscopic mesh
UH repair was analysed in the first 10 cases. The intervention was performed by
a plastic surgeon and a general surgeon. It begins as a standard abdominoplasty
with flap elevation, umbilicus detachment and diastasis repair, if indicated. The
second stage is the UH repair via laparoscopy using an intraperitoneal mesh. The
third stage consists of umbilical transposition and closure of the abdominoplasty
incision.

Results: We had no complications at the umbilicus or the hernia mesh. In all cases,
umbilical vascularisation was preserved and no hernia recurrence was noted.
Conclusions: Our first results suggest that the simultaneous UH repair with ab-
dominoplasty is safe, minimizing the risk to the umbilicus blood supply. These first
results encourage us to recommend this approach and perform a more detailed
analysis of the whole series since our first case.

flap in a classic abdominoplasty, the umbilicus stalk
is detached from the skin flap. Thus, its vasculari-

Umbilical and epigastric hernias are primary mid-
line defects that are present in up to 50% of the
population. In a recent study, only about 1% of the
population was found to have this specific diagnosis,
and only about 11% of these were repaired.! Fur-
thermore, umbilical hernias left without treatment
may have a high social-economic impact.?
Umbilical hernias (UH) are common, especially in
the postpartum patient seeking abdominal contouring
surgery. Not infrequently, they are associated with
diastasis of the rectus abdominis (RA) muscles.?
In such cases there is the possibility of performing
simultaneously abdominoplasty and UH repair.
While repair of the RA muscles diastasis is a part
of the abdominoplasty procedure, the UH repair can
be a challenge if performed at the same time. The
umbilicus has a dual blood supply — from its base
and from the skin. When dissecting the abdominal

sation is provided only by the vessels entering the
base of the umbilicus from the musculoaponeurotic
layer. At the same time, the UH repair via direct
closure or mesh requires incision at the umbilical
stalk base. Any incision and dissection of UH at the
fascial level can damage the umbilical perforating
vessels resulting in necrosis and loss of the umbi-
licus.* The possible consequences might be partial
or full umbilical necrosis with possible infection
of the prosthesis. In order to minimize the risk of
potential devascularisation of the umbilical stalk we
have associated the abdominoplasty (with or without
diastasis repair) with UH repair via laparoscopy.
Thus, any incision near the umbilicus stalk base
is obviated.

The aim of this paper was to present this tech-
nique and report the first preliminary results.

222

Folia Medica | 2017 IVol. 59 | No. 2



MATERIALS AND METHODS

This retrospective series comprises the first 10 cases
operated on since 2010 and it covers a period of 4
years. All patients had a physical examination and
ultrasound confirmation of the UH and diastasis.
Inclusion criteria were: patients presenting rectus
abdominis diastasis and umbilical hernia. Exclusion
criteria were: patients presenting other type of her-
nias, patients with previous laparotomies. Patients’
files were examined for post-operative complications
and outcomes. Post-operative visits were on days
14, 30, months 3, 6 and 1 year. Herein, we present
the surgical approach and technique.

Markings are made in upright and sitting positions.
Surgery is performed under general anesthesia in 3
stages. The plastic surgeon performs the abdomi-
noplasty and diastasis repair and a general surgeon
performs the laparoscopic hernia repair.

1. Stace 1

It consists of elevating the abdominal flap and the
diastasis repair, if indicated. Super wet liposuction
of the flanks and abdomen is performed, as indi-
cated. After liposuction a low horizontal incision is
performed. The abdominal flap is developed in the
fascia superficialis plane at a mid distance between
the incision and umbilicus. Then, dissection is carried
out over the muscle aponeurosis. The abdominoplasty
proceeds by freeing the umbilicus from the skin
flap. The abdominal flap is then undermined in the
midline (as an inverted V tunnel), preserving the
lateral intercostal blood supply. This tunnel reaches
the xiphoid in cases of rectus muscles diastasis.
The diastasis is repaired by approaching the ante-
rior rectus sheet by horizontal mattress sutures of
Polyglycolic acid 1 (Vyecril, Johnson and Johnson,
USA) from xiphoid to pubis paying attention not
to place any transfixiant sutures. Thus, stage I is
completed.

2. Stace 11

The UH repair is performed by a general surgeon
via laparoscopy. The first port is inserted via open
approach under visual control. A pneumoperitone-
um is achieved via insuflation of CO,. Then under
visual control of the camera 2, more 5-mm ports
are inserted in a triangle fashion in relation to the
umbilicus. The camera is situated on the left or right
side depending on the surgeon preferences. The hernia
opening is approached and the hernia sac contents
is pulled back in the abdomen. Frequently, the sac
is free of contents or contains omentum majus. The
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peritoneal sac is then resected by electrocoagulation.
An intraperitoneal prosthesis (Parietex, Covidien,
USA) with corresponding dimensions is inserted
in the abdominal cavity. The mesh is first fixed by
the 2 key polypropylene sutures attached to the
mesh. Then, it is adjusted and fixed by absorbable
staples on the periphery, without leaving any space
for potential internal hernias between the prosthesis
and the abdominal wall. A suction drain is inserted
between the prosthesis and overlying abdominal
wall in large hernias.

The laparoscopic port orifices are closed by
polyglycolic acid 0 sutures.

3. Stace 111

It is performed by the plastic surgeon. The oper-
ating room table is flexed at 10 to 15 degrees and
the upper skin flap is pulled down to verify that it
reaches the lower skin incision line.

Then the abdominal skin flap is fixed to the
lower incision line. The novel skin opening for
the umbilicus is marked and created (at about 2
cm above the bi-iliaque line). The panniculus to be
resected is also marked on both sides. The flap is
detached from the incision line to allow access to
the umbilicus again and the umbilicus is fixed to the
muscle aponeurosis by four 2/0 resorbable sutures
at 12, 6, 3 and 9 o’clock. Then the skin edges of
the new umbilicus orifice are sutured to the muscle
aponeurosis by 3 resorbable 2/0 sutures (12, 3 and 9
o’clock) of high tension. The panniculus is resected
on both sides while beveling the cut inward at a
45-degree angle. To minimize tension and to close
the undermined areas several polyglycolic acid 0
sutures are made between the fascia superficialis of
the flap and the muscle aponeurosis. The incision is
closed over 2 suction drains 3/0 and 2/0 sutures. A
Vaseline dressing is placed in the umbilicus and a
compressive dressing is fixed at the end of surgery.

The first dressing is performed on day 1 to verify
the vascularisation of the umbilicus. Low-molecular
heparin are introduced for 2 weeks. No antibiotics
are used except if indicated. Only intra-operative
antibiotic prophylaxis is used.

RESULTS

This retrospective series comprises the first 10
cases of this combined approach. They were only
women at an average age of 35 years (range 29 to
44 years). All of them had rectus muscle diastasis
associated with umbilical hernia. The diagnosis was
made on the basis of the physical and ultrasound
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examination. All patients had postoperative com-
pression abdominal gain for 2 months. The average
follow-up period was 2.4 years (from 1 to 4 years).
Post-operative visits were on days 14, 30, months 3,
6 and 1 year. There were no complications related
to the laparoscopic surgery. The average hospital
stay was 2.8 days (from 2 to 5 days).

Figure 1 A. Figure 1 B.

Figure 1 C. Figure 1 D.

Figure 1. A 40 year-old patient who had simultaneous abdominoplasty and diastasis plus umbilical hernia repair.
(A) and (B) - pre-operative face and right profile views. (C) and (D) - post-operative face and right profile views
at one year. Note the correction of the skin surplus and the abdominal wall laxity as well as the improved form
of the umbilicus.
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DISCUSSION

Combining UH repair with abdominoplasty can
potentially lead to vascular compromise of the
umbilical stalk.* Since most of the candidates for
abdominoplasty are young women the preservation
of the umbilicus is of utmost importance. To increase
the safety of this technique several approaches have
been proposed for simultaneous abdominoplasty and
UH hernia repair. In all available studies in the lit-
erature, the authors reported making direct repair of
UH with or without mesh. McKnight et al. reported
on the “right lateral” approach.* They preserve the
rectus muscle sheet completely on one side, placing
the prosthesis between the rectus muscle and the
posterior sheet on one side and the posterior sheet
and the fascia transversalis on the other (to preserve
the blood supply). A similar approach was reported
by Bruner et al. but via a inferior midline incision
in 17 patients without umbilical necrosis.? Neinstein
et al. used a Ventralex patch via open approach in
11 patients without vascular compromise.® Bai et
al. used open approach and polypropylene mesh
in 10 patients but no information is reported about
the vascularisation of the umbilicus.” Kulhanek and
Mestak performed the UH repair via open approach
but the umbilicus stayed attached to the skin.® In
all cases the UH defect was approached via open
approach*7 but not all studies reported on the
post-operative vascularization of the umbilicus.
We have also used the open approach with mesh
repair in abdominoplasty but the outcomes were
not always favorable.

We perform simultaneous abdominoplasty with or
without RA diastasis with laparoscopic UH repair.
The advantage is that the risk for umbilical isch-
emia is minimised. In our preliminary series of 10
patients we had no umbilical complications, neither
had we any complications related to the prosthesis.
No recurrences were observed. This preliminary
data suggests that this approach is safe and can
be proposed as another option for simultaneous
abdominoplasty and umbilical hernia repair.

The operative time is reported longer in lapa-
roscopic repairs.” However, the open approach of
UH repair in association of abdominoplasty requires
incision of the aponeurosis of the rectus abdominis
and the linea alba away from the umbilical stalk to
minimize the vascular compromise to the umbilicus.*
In this case the positioning of the prosthesis is more
time-consuming and the lengthening the procedure
compared with simple UH repair. In this sense, the
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difference in operative time becomes insignificant
having in mind that the risk of the umbilical vas-
cularization is minimized. This is especially true if
we take into consideration that decreased total and
wound morbidity was reported with laparoscopic
UH repair.® In our series, all patients were young
and without comorbidities and we did not have any
respiratory or cardiac complications. The safety of
the laparoscopic approach was also confirmed in
recent studies.!%!!

Another disadvantage of the procedure is that
laparoscopy is an invasive intra-abdominal procedure.
However, this is the case in any UH repair whether
open or laparoscopic or robotic approach is preferred
and whether direct closure or mesh repair is used.'?
Another option would be the techniques of minimal
scar incision as proposed by Kurpiewski W et al.
but the latter is not adapted in our approach since it
requires incision at the base of the umbilical stalk.!3

That is why we have opted for a technique
of UH repair that minimizes the vascular risk for
the umbilicus virtually to the level of a simple
abdominoplasty without hernia repair. The risk of
necrosis and subsequent infection is decreased,
which is especially important in cases of prosthesis
repair where any umbilical infection is a potential
risk to the mesh.

Finally, the reported approach seems to be
consistent with the recently reported studies where
abdominoplasty and minimally invasive surgery are
in close relation.'*

CONCLUSION

Our first results suggest that simultaneous abdomi-
noplasty and UH repair via laparoscopy is feasible
when indicated, minimizing the risk of umbilicus
ischemia virtually to the level of simple abdomino-
plasty. These first results encourage us to recommend
this approach and perform a more detailed analysis
of the whole series since the first case.
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KnioueBble cnosa: abjoMNHO-
MMacTyiKa, NyrnoyHas

rpbIa, NanapocKomncKoe
BOCCTaHOBJIEHE

BBegeHue: NynoyHble rpbiku (M) ABNATCA pacnpoCcTpaHEHHbIMU Y NaLMEHTOB
B NOCNEepPOAOBbI Neprog, KOTOpble MPOABAAIOT MHTEpPeC K onepaumnmn No Koppek-
LMW >KMBOTA U B CBA3M C 3TUM NOAHUMAETCA BONPOC 06 OAHOBPEMEHHOW abgomu-
Honnactuke n BocctaHosneHun M. Ho 3To ypeBaTo pUCKOM ANnA NyrNnOYHOW Ba-
CKynsapusaumm ¢ BEPOATHbIM MYyNMOYHbIM HEKPO30M. [1111 yMeHbLUeHMA pUCKa HaMu
6bIfI0 NPelyCMOTPEHO COBMECTHOE MpoBefeHre abgoOMUHONNACTVKY 1 flanapo-
cKonckoro BocctaHosneHus MMr.

Llenb: Llenbio nccnenoBaHus ABNAeTCA NpeacTaBieHne TEXHNKN OJHOBPEMEHHOW
abaoMUHOMNIACTYKM 1 BoccTaHoBeHWA M7 1 nepBoHAvanbHbIX pPe3ysbTaTos.

MeTopbi: OaHoBpemeHHaAa abgoMuHonnacTnka n BocctaHosneHve I ¢ npu-
MeHeHMeM ceTKM OblIvM aHanu3MpoBaHbl B nepsbix 10 cnyyaax. VMiHTepBeHUMIO
OCYyLLeCTBMAN NAACTUYeCKNiA 1 obwmn xnpypri. OHa Havyanacb Kak cTaHgapTHas
abgommHonnacTMka € NOgHATMEM abAOMMHANbHOrO JIOCKyTa, OTAeNeHeM nyn-
Ka 1 BOCTaHOBJIEHWA AuacTasa, Npu Hanuyum NHANKaLun. Btopon stan Bknovan
BoccTaHoBneHue I ¢ npumeHeHremM NanapocKonun C UHTpanepuToHeanbHowM
NAacTUKoM ceTKon. TpeTui 3Tan cocToAn U3 NyNnOYHON TPAHCMO3NLMN 1 3aKPbITUA
Hagpe3a abAoMUHONIACTUKN.
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Pe3synbTaTbl: He 6bI/10 NPOABNEHUA YCIOXKHEHWI C MYNKOM WK FPbIXXEBON CeT-
KoW. Bo Bcex ciyyasx nynoyHas BacKynapv3auus octanacb He3aTPOHYTON 1 He
Haboaanoch peuunarsa rpbiku.

3aknyeHune: I'IepBOHaqaanble Pe3yJibTaTbl MOKa3bIBalOT, YTO OQHOBPEMEHHOE
BoccTaHoBneHwue Il ¢ npuMeHeHnem a6,qOMMHOﬂﬂaCTMKM ABNAETCA 6e30I'IaCHbIM,
MOHMXKaloWnM pnUCK KpOBOCHa6)KEHI/IFI nynka. ﬂ,aHHbIe nepBoOHa4alJibHble Pe3YyJib-
TaTbl 4alOT HAM OCHOBaHME peKoMeHOO0BaTb }J,aHHbII7I noaxon n ocywecTtBmuTb 60-
nee ,EleTaJ'IbeIIZ aHanms Bcemn cepuu nepeBbix CJiy4yaes.

Folia Medical 2017 I Vol. 59 | No. 2

227

Folia Medica



	Folia 2 2017 (1) Correct V 20.06.2017 Final 107
	Folia 2 2017 (1) Correct V 20.06.2017 Final 108
	Folia 2 2017 (1) Correct V 20.06.2017 Final 109
	Folia 2 2017 (1) Correct V 20.06.2017 Final 110
	Folia 2 2017 (1) Correct V 20.06.2017 Final 111
	Folia 2 2017 (1) Correct V 20.06.2017 Final 112

