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Introduction

Reconstruction of abdominal wall defects could be a chal-
lenging problem. Patients with large midline ventral hernias 
usually present abdominal wall laxity and external deformity 
due to an excess of skin and subcutaneous fat  [1]. There are 
different options to repair of abdominal wall defects and the 
choice is principally based on the size of the defect. General sur-
geons usually avoid adding abdominoplasty to the hernia repair, 
thinking that this secondary procedure led to higher morbidity 
and longer surgical time. This belief originates from the lack of 

Abstract
Purpose: Repair of ventral hernias still represents a challenge and, in some cases, patients present a concomitant abdominal 
wall laxity and an excess of skin and subcutaneous fat. The association of ventral hernia repair and abdominoplasty remains 
controversial. The aim of this study is to present our experience in the association of ventral hernia repair and abdominoplasty, 
both in open surgery and in laparoscopy. 

Methods: In this retrospective study, 12 patients were operated with simultaneously hernia repair and abdominoplasty, be-
tween January 2018 and January 2023. Patients were followed to monitor incidence of complications and hernia recurrence. 
There were 4 hernias treated laparoscopically and 8 hernias treated laparotomically. Mean defect size was 8.6 cm in width and 
9.8 cm in length. There were 4 giant midline ventral hernia. Mean BMI was 31 kg/m2 (range 21-44) and the mean operative 
time was 165 minutes (range 120-224 minutes). The mean postoperative length of hospital stay was 8.7 days, ranging from 4 
to 31 days. 

Results: No mortality or major complications encountered. There were 2 (16%) wound complications occurred in obese pa-
tients: 1 subcutaneous seroma treated with Vacuum Assisted Closure® (VAC) therapy and 1 subcutaneous hematoma, that 
was evacuated. No patients suffered wound infection. After a mean follow-up of 812 days, 1 (8,6%) recurrence was registered. 

Conclusion: We believe that the simultaneous approach, consisting in ventral hernia repair combined to abdominoplasty, is 
an effective and safe technique for reconstruction of patients with abdominal hernia and simultaneously excess of skin and 
subcutaneous fat.

adequate evidence in literature and, also, because there are few 
evidence-based guidelines concerning preoperative decision 
making and risk counselling when abdominoplasty is combined 
to hernia repair. However, some surgeons give their patients a 
complete solution to their problems, performing simultaneous 
hernioplasty and abdominoplasty [2-7]. In this paper we pres-
ent our recent experience in the combination of ventral hernia 
repair with abdominoplasty, to repair abdominal wall defect, 
provide a better aesthetic outcome and avoid further surgery, 
analyzing the incidence of short-and long-term complications of 
the combined technique.
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Materials and methods

In this retrospective study, 12 patients were operated with 
simultaneously hernia repair and abdominoplasty, between 
January 2018 and January 2023. These patients had abdominal 
wall hernias or severe rectus abdominis diastasis and associ-
ated skin laxity and excess of subcutaneous fat. Hernia repair 
was performed with laparoscopic IPOM technique (using a Ven-
tralight mesh) or with a laparotomic approach with intraperito-
neal prosthesis as previously described [8]. The abdominoplasty 
was performed by a plastic surgeon. If we choose a laparoscopic 
approach to repair the wall defect, you to make it first. If the 
laparotomic approach was planned, the plastic surgeon starts 
surgery.

The abdominoplasty was performed as described here. 
Through a suprapubic incision, the abdominal flap is dissected 
from the muscle fascia and the navel is isolated. The dissec-
tion is performed to reach the costal arch and the xyphoid, in 
a bell shape, larger in the central portion and thinner laterally, 
to preserve the vascularization of the abdominal flap. Then, the 
excess of skin and subcutaneous tissue is resected to obtain a 
tension free suture. In case of laparotomic repair of the her-
nia, the muscle is exposed, and hernia is repaired [12]. Sutures 
are then made, and navel is repositioned trough a triangular 
incision of the abdominal flap. A contenitive dressing is per-
formed. Antibiotics are administered for 3 days after surgery. 
Drains are removed on the hospital discharge (usually after 5-7 
days). Patients are discharged wearing abdominal binder since 
immediate postoperative till 2 months later, then they are clini-
cally evaluated at 1, 6 and 12 months after surgery. Evaluation 
parameters are operation time, length of hospital stay, early 
morbidity and recurrence rate. The recurrence rate is defined 
at 6 and 12 months and the aesthetic outcome is evaluated by 
patient and surgeon satisfaction rate at the last postoperative 
evaluation. Informed consent and consent to publish is collect-
ed by the authors prior to the surgery.

Results

The study included 12 patients (11 female). The characteris-
tics of the patients are summarized in Table 1. Age ranged from 
34 to 74 years, and BMI ranged between 21 and 44 kg/m2 with 
a mean of 31 kg/m2. The mean operative time was 165 min-
utes (range 120-224 minutes). The mean postoperative length 
of hospital stay was 8.7 days ranging from 4 to 31 days. There 
are 7 midline incisional hernia, 1 suprapubic hernia, 1 left lateral 

Figure 1: Abdominoplasty associate with laparosopic repair of 
symptomatic umbilical hernia.

 
Figure 2: Abdominoplasty associate with laparosopic repair of 
symptomatic laparocele.

 
Figure 3: Abdominoplasty associate with open repair of 
symptomatic laparocele.

trocar site hernia, 2 primitive umbilical hernia, 1 large diastasis 
of rectus abdominis muscles (7 cm in width). In 4 (30%) patients 
the hernia was repaired with a laparoscopic approach (fig-
ures 1-3), while, in the other 8 (70%), the hernia was repaired 
using an open technique. There were 2 (16%) wound complica-
tions occurred in obese patients: 1 seroma treated with Vacu-
um Assisted Closure® (VAC) therapy and 1 hematoma, that was 
evacuated. After a mean follow-up of 812 days (range 84-1706), 
1 (8 %) recurrence was detected.

Discussion

The repair of ventral hernias still represents a challenge for 
surgeons. The current opinion is that surgery must be tailored 
according to hernia characteristics and concomitant conditions. 
Sometimes, ventral hernias coexist with rectus abdominis di-
astasis, myofascial weakness, skin laxity and an excess of sub-
cutaneous fat with abdominal deformity. All these defects can 
be solved in a comprehensive operation to avoid other surgery 
without adding more morbidities  [9]. For long time, surgeons 
avoid adding abdominal remodeling procedures to hernia re-
pair, thinking that, these added procedures, can led to higher 
morbidity and longer surgical time [5-7]. We believe that a mul-
tidisciplinary approach is necessary in this type of simultaneous 
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Figure 4: Abdominoplasty associate with very large ventral hernia 
in obese patient. This patient had a hernia recurrence at month 14.

Table 1: Patient’s characteristics.

Age (years) 54(34-74)

Sex Female 11(91%)

Diabete 0

BMI 31(21-44)

Timing (min) 165(120-224)

Hospital stay (days) 8.7(4-31)

Hernia type

Midline incisional 7 
Suprapubic incisional 1 
Umbilical hernia 2 
Lateral trocar site 1 
Diastasis of recti 1

Hernia size  Width (cm) Lenght (cm)   8.6(3-18) 9.8(3-20)

Laparoscopic IPOM 4(30%)

IPOW (“OPEN-IPOM”) 8(70%)

Complications Hematoma 2(16%)

Hernia recurrence 1(8.6%)

Follow up (days) 812(84-1706)

surgery: general surgeon for hernia repair and plastic surgeon 
for abdominoplasty, and a preoperative planning is fundamen-
tal to define the correct procedure and to reduce risk of com-
plications. In this study, we described a simultaneous approach 
of ventral hernia repair and abdominoplasty. Meanwhile, we 
have monitored the incidence of short- and long- term compli-
cations. In this study we performed laparoscopic approach for 
small defects, and this is particularly interesting. The associa-
tion of laparoscopic repair with abdominoplasty allows to main-
tain intact the healthy wall beyond the defect and the pros-
thesis is positioned in a “protected” seat under the superficial 
planes. The ideal case is a symptomatic umbilical hernia, where 
the defect is small, and the results of laparoscopic correction 
are optimal. Laparoscopic surgery is known to have dramatically 
reduced wound infections [10]: this is a revolutionary result in 
hernia surgery, and it is extremely useful if we associate abdom-
inoplasty. The indication for laparoscopic surgery versus open 
surgery is mainly given by the transverse diameter of the defect. 
Generally, defects with a diameter of less than 6-7 cm are per-
formed laparoscopically, otherwise we propose open surgery. 
We have recently developed a technique for the treatment of 
large incisional hernias using an intraperitoneal prosthesis with-

out performing the muscle dissections [8]. This approach allows 
to reduce the surgical site complications related to muscle dis-
sections. In all cases of parietal defects we use a mesh, we do 
not perform direct sutures of hernias, even small ones. Also, 
this approach is particularly helpful when an abdominoplasty is 
associated which represents itself an additional source of risk 
of hematomas and seromas. Indeed, considering the complex-
ity of the surgery, the wound complications were very low (2 
hematomas in obese patients). Shermack  [11]  found that the 
complications encountered when combining abdominoplasty 
with herniorraphy are the same as those encountered when the 
procedures are performed separately, with the most frequent 
including wound complications (20%), and seroma (12.5%). Fi-
nally, we recorded only 1 recurrence in the follow-up period in a 
very large midline hernia in an obese patient (Figure 4). 

Conclusion

This simultaneous approach is an effective method to re-
construct ventral hernias defects and provide a more aesthetic 
postoperative appearance of the abdomen in appropriately 
selected patients. The combined procedure is safe and effec-
tive, both for small defects and in case of large ventral hernia. 
This procedure allows to obtain a good result in a single sur-
gery, avoiding further interventions and no increasing the risk of 
complications. The multidisciplinary approach is fundamental 
in these cases. General and plastic surgeon must evaluate each 
case together to define the correct procedure and to obtain op-
timal results. Further studies must be necessary to confirm the 
reported results.
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