New trends in abdominoplasty
using liposuction
by

Dr Bernard
Beldholm,
MBBS, BSc(Med)
FRACS, FACCS
Specialist
Cosmetic Surgeon
Sydney - Newcastle
- Hunter Valley
Phone:
1300 588 494
Fax:
1300 030 498
Web:
www.specialist
cosmeticsurgery.com.au

Introduction
Although abdominoplasty is a procedure that
has been evolving over the past century, there
have been significant improvements as recently
as in the last five years. Consequently, today,
abdominoplasty and other body contouring
procedures have become amongst the most
commonly requested operations in cosmetic
surgery.
There are two major groups of patients that
benefit from abdominoplasty: recently pregnant
women and those achieving massive weight
loss. The weight loss group has expanded
significantly in the past 10 years due to the
evolution of various weight loss operations such
as laparoscopic banding and gastric stapling.
Evolution of surgical technique
Panniculectomy and umbilical resection
The first abdominoplasties were very simple,
involving straight resection of panniculus with
no or minimal undermining. This was described
by Kelly around 1900(1,2).
Traditional abdominoplasty
From 1960-1980 there were a number of
improvements that became the basis for the
traditional abdominoplasty performed today.
A number of authors from this era described
different techniques and variations of
abdominoplasty, including Pitanguy (3) ,
Regnault(4), Grazer(5) and Callia(6).
It is interesting to note that the lower
abdominal incision over this time changed
according to the prevailing bikini fashion: very
low-waisted bikini (Saint Tropez style), Frenchline bikini (with a very high cut leg) and, lately,
bikinis with very low waistlines have become
more popular again. Consequently, the incisions
have varied over time to provide results that are
able to be hidden away in the prevailing bikini
line.
To improve the waist, Psillakis(7) suggested
plication of the internal oblique to the rectus
sheet.
The technique that emerged from this period
is the standard or traditional abdominoplasty
technique. The basic principles of traditional
abdominoplasty(8) include:
• Wide, direct undermining to costal margins
for abdominal flap advancement
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Figure 1: Laxity gained after performing deep and superficial liposuction.

• Abdominal skin laxity primarily in a vertical
direction from xiphoid to the pubis. This
assumption leads to the most amount of
tension being in the midline and looseness
laterally
• Transverse lower abdominal incision
• Tightening of abdominal musculature
• Resection of redundant abdominal flap with
maximum resection centrally
• Umbilical transposition
• Skin closure with hips flexed
High lateral tension abdominoplasty
In 1995, Lockwood(9) described the high lateral
tension abdominoplasty. This technique is a
complete paradigm shift in abdominoplasty.
The thinking introduced by Lockwood has lead
to the safe implementation of later liposuctionassisted abdominoplasty techniques.
Lockwood challenged two of the assumptions
forming the basis for traditional abdominoplasty.
The first assumption is that wide undermining
is needed to advance the flap. By performing
limited undermining and discontinuous
undermining, he demonstrated that significant
flap advancement can be achieved in addition
to preserving blood flow. The second assumption
is that the skin excess occurs mainly in the
vertical distance. This assumption is only
accurate in the lower abdomen. With age and
weight fluctuation, the main excess is in the
horizontal direction, requiring more skin to be
excised laterally and not centrally.
Lockwood’s principles for improving the safety
and aesthetic results from an abdominoplasty
include:
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• Only vascular perforators that are essential for rectus
muscle plication should be resected
• Performing discontinuous undermining of the upper flap
to advance the flap
• Performing skin resection to place the majority of tension
laterally, not centrally
• Superficial fascia system closure with permanent sutures
• Undertaking liposuction of the flank areas, as needed
Liposuction-assisted abdominoplasty
In the last decade there has been a lot of work to improve
the abdominoplasty process even further. Liposuction can
now provide significant flap advancement, as well as
preserving the perforating blood vessels to the skin. This
limits the need for extensive undermining and improves
the safety of an abdominoplasty. It also allows a better
result as abdominal fat contouring can be performed more
extensively, thereby providing a thinner flap that matches
the lower abdominal flap.
In the early 1990s, several authors described liposuction
with excision of tissue with no undermining. These
techniques were limited in how much flap advancement
could be performed(10,11).
Matarasso(12,13) was one of the first authors to investigate
the safety of performing liposuction combined with an
abdominoplasty. He defined four zones of safety in
performing liposuction. The safe zones were lateral, while
the zone to avoid was in the central abdomen. He also
limited undermining to only the skin to be excised. Although
this provided a safe procedure, it was limited regarding how
much excess skin could be removed, as well as to the extent
of liposuction that could be performed.
Since these authors, a number of surgeons have pushed
the envelope even further by demonstrating that it is
safe to liposuction the whole abdomen and perform full
abdominoplasty with a modified technique(14,15).
Safety issues: lipoabdominoplasty versus
traditional abdominoplasty
Abdominoplasty is a large operation and, as such, patient
safety and minimising complications are vital considerations;
and there are both common complications as well as serious
but rare complications that are relevant when comparing
different techniques. The complications that will be discussed
further include: wound dehiscence and flap necrosis, seroma
formation and pulmonary embolus. Local complications,
such as skin necrosis, haematoma, seroma, wound
dehiscence, and skin necrosis can occur in up to 30 per
cent of non-smokers and up to 50 per cent of smokers. It is
therefore important to look at all options that can reduce
these complications. Of note is that there is currently
no standardised lipoabdominoplasty procedure as this
technique is still evolving.
Pulmonary embolus
This serious complication has been described in 0.8 per
cent of cases(16). This complication is thought to be directly
related to the severity of plication of the rectus fascia, which
can cause intra-abdominal hypertension.
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The key to preventing this is to only repair true divarication
and not over-tighten the repair. It has been demonstrated
that over-tightening the repair will cause a high degree of
failure of this repair. It is important to follow all the relevant
DVT prevention guidelines, including using heparin or
low molecular weight heparin, compression stockings, calf
compressors and early ambulation.
Wound complications
Perhaps the greatest debate between performing
abdominoplasty with or without liposuction has been in
relation to the surgical flap viability. Worries relate to the
potential for reduction of the blood supply to the abdominal
flap and subsequent skin necrosis.
There are several studies comparing the wound-related
complication between lipoabdominoplasty and more
traditional abdominoplasties. The majority of these studies
support the safety of liposuction techniques, with comparable
or even better complication rates.
A study performed by Heller(17) compares 114 patients in
four groups – Group A (liposuction only): Group B
(traditional W-pattern abdominoplasty): Group C (modified
low transverse abdominoplasty); and Group D (combined
liposuction and abdominoplasty). The liposuction
abdominoplasty had significantly lower complication,
dissatisfaction and revision rates respectively.
Summary of the results from the study:
Group A – Liposuction only
• Overall complication rate five per cent
• Two patients were dissatisfied (10 per cent) and
underwent further revision with full abdominoplasty
Group B – Traditional W-pattern abdominoplasty
• Complication rate 42 per cent
• Dissatisfaction rate 42 per cent
• Revision rate 39 per cent
Group C – Modified low transverse abdominoplasty
• Complication rate 17 per cent
• Dissatisfaction rate 37 per cent
• Revision rate 33 per cent
Group D – Combined liposuction and abdominoplasty
• Complication rate nine per cent
• Dissatisfaction rate three per cent
• Revision rate three per cent
Brauman(15) also reported on 337 consecutive patients who
had circumferential liposuction and abdominoplasty. The
complication rate was low with only 1.7 per cent marginal
necroses that healed without ill-effect. Other studies have
confirmed the safety of liposuction in conjunction with
abdominoplasty(18).
Seroma
Seroma following abdominoplasty is one of the most
common complications and has been reported to occur
in up to 60 per cent of abdominoplasties. Some studies
demonstrate that there is an increase in seroma rates
when liposuction is used in abdominoplasty(19) and other
studies indicate a reduced rate of seroma formation. Many of
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these studies have small numbers of participants
and the technique for abdominoplasty is
not standardised, due to several surgeons
performing the operation.
Many different techniques have been used in
an attempt to reduce seromas, including drains,
quilting sutures, compression garments and
minimal handling of the skin flap.
Martino(20) performed a prospective study of
58 female patients divided into three groups:
abdominoplasty without quilting sutures;
abdominoplasty with quilting sutures; and lipoabdominoplasty. Ultrasound was performed in
a standardised way on all patients between day
11 to 14 (Period 1; p1) and between days 18 to
21 (Period 2; P2). In this study, the seroma rate
with traditional abdominoplasty was 38.1 per
cent at P1 and 33.3 per cent at P2. There was no
statistical difference between abdominoplasty
with quilting sutures and lipoabdominoplasty.
The seroma rate for lipoabdominoplasty
was 10 per cent at P1 and zero at P2. In the
abdominoplasty group, it was also demonstrated
that clinical examination is not sufficient to
detect all seromas. The rate for seromas
determined by clinical examination was 23.8 per
cent and by U/S 38.1 per cent.
As seromas develop in the second and third
post-operative weeks, drains are unlikely to
assist in reducing the rate. Also, drains are
associated with a significant increase in
infection rate.
Satisfaction with different procedures
Although patient safety must always be
paramount when discussing aesthetic procedures,
patient satisfaction is also crucial. Complaints
from patients regarding the aesthetic outcome
of more traditional abdominoplasties include:
• Fulness of the flanks and epigastric areas
• Lack of posterior lumbar curve
• Hanging skin over the incision line
• Visible scars over the flanks and beyond
underwear or swimsuit coverage
• Mismatch of the inferior and superior
abdominal incision
Liposuction-assisted abdominoplasty addresses
many of these problems. By thinning out the
flap and performing extensive liposuction of
the flank and mons pubis, the final result is
vastly improved. The studies in relation to
patient satisfaction also demonstrate that this is
much improved with the newer techniques.
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Figure 2: Abdominal flap raised and epigastric tunnel performed for plication of
the rectus.

My current technique for
liposuction abdominoplasty
Currently, I use a technique described in 2009
by Brauman and referred to earlier (15) with
some modification, in particular regarding
the umbilical shaping. This is a technique
combining the principles of high lateral tension
abdominoplasty with liposuction. To limit
any issues with blood supply, liposuction is
performed deep to the Scarpa’s fascia on the
superior flap area. Although this technique is
described well in Brauman’s article, the main
points are outlined below, namely:
• Releasing all skin-retaining ligaments
• Deep hydrodissection and liposuction
throughout the abdomen, with the extent
of liposuction depending on the individual
patient’s requirements
• Superficial liposuction on the inferior abdomen
to separate Scarpa’s fascia from the skin
• Making the incision in the lower abdomen
• Blunt dissection above Scarpa’s fascia to leave
this layer intact
• A midline tunnel can be created for any
plication
• Some further discontinuous dissection can
be performed to advance the flap further
• When repositioning the umbilicus, I like to
de-epithelialize a heartshaped area and use
2/0 Vicryl to give further pull-down of the
epigastric area
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Figure 3 (left): The patient’s significant adiposity in her epigastric and flank areas, as well as substantial intra-abdominal adiposity, made her unsuitable for traditional abdominoplasty while also limiting the results
that could be achieved. Figure 4 (right): Four weeks after lipoabdominoplasty. Note the nice lift to the patient’s lateral thigh post-surgery.

• I also perform extensive liposuction of the flanks, back
rolls and mons pubis, as required to get a good result
• Closure of the superficial fascial system with permanent
braided nylon sutures
• I do not use drains for any of my patients
Conclusion
Abdominoplasty has evolved substantially in the last 100
years. While starting out as a simple skin excision procedure,
it has now advanced to liposuction-assisted techniques. The
most recent literature demonstrates the safety of these later
techniques and, in many cases, the complication rates are
far below those of traditional (Pitanguy) abdominoplasty
methods. In particular, the seroma rates (which are a
prevalent problem in abdominoplasty) have been reported to
be much improved with these techniques.
In my opinion, the shapes and results that can be achieved
with these newer techniques are far superior to older-style
methods.
REFERENCES

1.		Kelly HA. Report of gynecological cases (excessive growth of fat). Johns
Hopkins Med J. 1899;10:197
2. 	Kelly HA. Excision of fat of the abdominal wall lipectomy. Surg Gynecol
Obstet. 1910;10:229
3.		Pitanguy I. Abdominolipectomy. An approach to it through an analysis of
300 consecutive cases. Plast Reconstr Surg. 1967; 40:384
4.		Regnault P. Abdominal lipectomy, a low “W” incision. New York
International Society of Aesthetic Plastic Surgery;1972
5.		 Grazer FM. Abdominoplasty. Plast Reconstr Surg. Jun 1973;51(6):617-23
6.		 Callia WE. Uma plastica para cirurgiao genal. Med Hosp. 1967;11:40
JOURNAL OF COSMETIC SURGERY & MEDICINE | VOL 7 NO 1 2012

7.		Psillakis JM. Abdominoplasty: Some ideas to improve results. Aesth Plast
Surg. 1978;2:205
8.		Lockwood T. High lateral tension abdominoplasty with superficial fascial
system suspension. Plast Reconstr Surg, 1995;96:603-608
9.		Lockwood T. High lateral-tension abdominoplasty with superficial fascial
system suspension. Plast Reconstr Surg. 1995;96:603–608
10.	Illouz YG. A new safe and aesthetic approach to suction abdominoplasty.
Aesthetic Plastic Surgery. 1992;16(3):237-45
11.	Saldanha OR, Pinto EB, Matos WN Jr et al. Lipoabdominoplasty without
undermining. Aesthet Surg J. 2001;21:518-526
12.	Matarasso A. Liposuction as an adjunct to a full abdominoplasty revisited.
Plast Reconstr Surg. 2000;106(5):1197–1202
13.	Matarasso A. Liposuction as an adjunct to a full abdominoplasty. Plast
Reconstr Surg. 1995;95(5):829-36
14.	Rodby K, Stepniak J, Eisenhut N et al. Abdominoplasty with suction
undermining and plication of the superficial Fascia without Drains: A
Report of 113 Consecutive Patients. Plast Reconstr Surg. 2011; 128(4):
973-981
15.	Brauman D, Capocci J. Liposuction abdominoplasty: An Advanced Body
Contouring Technique. Plast Reconstr Surg. 2009;11(2):1685-1695
16.	Schein M, Wittmann DH, Aprahamian CC et al. The abdominal compartment
syndrome: the physiological and clinical consequences of elevated intraabdominal pressure. J Am Coll Surg. Jun 1995;180(6):745-53
17.	Heller J, Teng E, Edward BS et al. Outcome Analysis of Combined
Lipoabdominoplasty versus Conventional Abdominoplasty. Plast Reconstr
Surg. 2008; 121(5): 1821-1829
18.	Hafezi F. Safe abdominoplasty with extensive liposuction. Ann Plast Surg
2006; 57:149-153
19.	Najera R, Asheld W, Sayeed S et al. Comparison of seroma formation
following abdominoplasty with or without liposuction. Plast Reconstr
Surg. 2011 Jan; 127 (1): 417-22
20.	Martino M, et al. Seroma in lipoabdominoplasty and abdominoplasty:
A comparative Study Using Ultrasound. Plast. Reconstr. Surg.
2010;126:1742
13

