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Abstract: Significant weight gain followed by
significant weight loss, whether through diet,
surgery or after pregnancy, causes the skin and
abdominal wall to undergo structural changes
related to diastasis of the rectus abdominis
muscles. 1.

Depending on the sagging of the skin
and abdominal wall 4,56, partial
abdominoplasty, traditional abdominoplasty
or lipoabdominoplasty can be used 6,7,8.
When sagging involves only the upper region
of the abdomen, reverse lipoabdominoplasty
can be used, resecting excess skin located in
the epigastrium, with a single scar line in the
inframammary folds. 9,10. The indications
for each procedure are individualized
according to patient complaints and physical
examinationll.

In this case report, the double mini-
lipoabdominoplasty technique is presented,
with lower (suprapubic) and upper (epigastric)
traction, following the fundamentals of
tensioned abdominoplasty by
Deos)17, without mobilization of the navel.
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REPORT OF CASE

A 45-year-old female patient presenting
with sagging skin in the upper and lower
abdomen, with a previous surgical history
of mastopexy with implant and abdominal
liposuction. She also had skin-fat asymmetry
and subcutaneous fibrosis with intense
adhesion, resulting from previous liposuction,
without sufficient skin mobilization to perform
complete lipoabdominoplasty. Presence of
hypertrophic scar in the umbilical region and
scar from previous T-mastopexy.

Routine preoperative laboratory
and imaging tests performed.
Ultrasonography of the abdominal wall did
not show any hernias or diastasis of the rectus

were

abdominis.

The double mini-lipoabdominoplasty
technique (suprapubic and epigastric) was
used, with lower traction and upper traction
aiming to correct sagging in the upper
and lower abdomen. The association with
liposuction aimed to improve abdominal
dermolipodystrophy, with the aim of
improving the contour of the abdomen.

MARKING

The preoperative marking began with the
delimitation of the midline of the abdomen,
starting at the xiphoid process and going up
to the vaginal furcula. To mark the lower
mini-lipoabdominoplasty, a horizontal line
was drawn 6 cm from the vaginal furcula and
the “pinch test” was used as a reference to
determine the excess skin to be removed. The
9 cm point was identified between the upper
resection line and the navel, thus respecting
the concepts of mini-lipoabdominoplasty,
avoiding the unsightly effects of the distance
between the navel and the suprapubic scar.
(Figure 1)

With the patient in an upright position,
a line was demarcated in the breast creases,
joining them in the midline (xiphoid process),
following the previous mammoplasty scar.
Then, using the “Pinch test”, a provisional line
was drawn to determine the amount of skin
to be excised, resulting in a distance of 5 cm
between the line of the inframammary fold
and the lower line of the marking for excision.
of skin. (Figure 1)
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Figure 1 - Pre-surgical appointment for
double mini-lipoabdominoplasty

SURGICAL TECHNIQUE

The procedure was performed under
general anesthesia and appropriate antiseptic
and aseptic techniques. It began with
infiltration with a solution of adrenaline
in 0.9% saline solution in a proportion of
1:500.00iu, in the abdomen and flanks. Next,
liposuction of the upper, lower abdomen and
flanks was performed.

LOWER ABDOMEN

once the liposuction was completed, it
was followed by a suprapubic incision until
the aponeurosis and excision of the entire
demarcated area, traction of the flap inferiorly
and suturing in two planes, the deep one with
PDS 3-0 and subdermal with monocryl 4-0a.
(Figure 2)

UPPER ABDOMEN

an incision was made according to the
previous marking up to the aponeurosis and
detachment in a caudal direction to the region
close to the umbilical scar. (Figure 3) Then, the
flap is pulled in a cephalic direction (Figure
4) to assess the excess skin to be removed,
and finally excised (Figure 5). Subsequently,
3 parallel lines of progressive tension were
marked and sutured (midline and semilunar

lines) towards the inframammary incision,
(Figure 6a), requiring superior traction of the
flap by the assistant to fix the flap, following the
principles of Deos, in which 3 to 5 progressive
tension lines can be used. 17 (Figure 6b).

Finally, thelayered synthesis was carried out
with PDS 3-0 and monocryl 4-0 subdermal.

The umbilical scar was maintained, without
any mobilization of it, only correction of the
previous hypertrophic scar was performed.
(Figure 7)

No supra or infraumbilical plication was
performed.

IMMEDIATE POST-OPERATIVE
CARE

Early ambulation and a flexion position
were recommended to reduce tension on the
tissues and avoid direct compression on the
abdomen.

The patient was discharged from hospital
the day after the procedure.

An abdominal belt with medium
compression was used for a period of 20 days
after surgery.

Figure 2: Result after resection of excess skin.
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Figure 6-a: Marking of traction lines to
create progressive tension points towards the

inframammary incision.

Figure 3: Detachment of the flap to be excised
according to the marking.

Figure 6-b. Superior traction of the flap for
fixation in the aponeurosis.

RESULT

There was no flap ischemia and/or
to remove excess skin and to simulate the necrosis. The patient presented a recurrence

desired result. of a hypertrophic scar in the umbilical region,
but it was absent in the upper and lower mini-
lipoabdominoplasty regions. There were no
seromas, hematomas, or vascular compromise
in both flaps and no evidence of supra- or
infraumbilical tissue redundancy. The patient
was satisfied with the result. (Figure 8)

Figure 4: Traction flap to assess the need

Figure 5: Removal of excess tissue.

Figure 7: Immediate post-operative period.




Figure 8: Late post-operative period of 6
months.

DISCUSSION

Significant weight gain followed by
significant weight loss, whether through diet,
surgery or after pregnancy, causes the skin and
abdominal wall to undergo structural changes
related to diastasis of the rectus abdominis
muscles. Treating these changes is still a major
challenge for most plastic surgeons.

Deos tensioned reverse abdominoplasty
17, represents a good indication for patients
with redundant tissue in the inframammary
region, even after other surgeries to improve
body contour, preferably in patients who
already have previous submammary scars.

The authors emphasize that this is a safe
technique, with acceptable complication
rates and good aesthetic results. However,
an elongated scar is a common complaint
in patients undergoing reverse tension
abdominoplasty. In an individualized
treatment proposal, the patient in this report
had a surgical history of mastopexy with an
inverted T scar and, therefore, this issue was
not an obstacle to choosing this procedure,
since the previous scar was already extensive
and the new incision would respect these
limits.

Mini-lipoabdominoplasty following the
principles of the Saldanha lipoabdominoplasty

technique used since 20008, where there is
minimal flap detachment, ensures adequate
perfusion of the perforating vessels of the deep
inferior epigastric system in order to avoid
flap necrosis 13. Therefore, we can assume
that the supply to the abdomen is sufficient
with the perforators of the deep superior and
inferior epigastric system. '»"*combined with
a cautious surgical technique, through deep
liposuction and minimal detachment 12.

It is important to highlight that although
the patient had upper and lower sagging, she
did not have enough excess skin to undergo
lipoabdominoplasty using the classic Saldanha
technique8, thus opting for double mini-
lipoabdominoplasty. The surgical objectives
and possible results were discussed and agreed
in advance with the patient.

Therefore, carrying out combined
procedures is indicated in those patients
who present apparent flaccidity in the upper
and lower abdomen and in those who
often report dissatisfaction after previous
liposuction, without a history of previous
abdominoplasty15.

It is worth noting that the unification of
the scar in the midline helped the resection
maneuver of most of the excess subdermal fat
and skin. It is important to consider the need
to fix the abdominal flap to the aponeurosis
with progressive tension points to allow
adequate positioning of the flap, reduce dead
space, maintain the groove in its original
position and avoid tension on the scarl7.

This option can present excellent aesthetic
results using old scars, being more easily
accepted by the patient. As there is no
repositioning of the navel, the chance of
complications in this region decreases.

This procedure can be reliable forimproving
suprapubic and epigastricabdominal flaccidity
with less tissue detachment and a satisfactory
aesthetic result.
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CONCLUSION lipoabdominoplasty techniques has proven to
be applicable in selected cases, and with good

The association of upper and lower mini- :
aesthetic results.
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