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Simultaneous scar-less laparoscopic cholecystectomy with

abdominoplasty

Abdominoplasti ile eszamanh skarsiz laparoskopik kolesistektomi

Mehmet Gengtiirk ', Hasan Erdem * Selim Sézen *

Abstract

With abdominoplasty, loosening and sagging problems caused by excessive weight loss are corrected. After
bariatric surgery, especially Roux-en-Y gastric bypass (RYGB), the frequency of gallstone formation increases
compared to the normal population due to rapid weight loss. Even if the patient is asymptomatic, it is important
to perform an abdominal ultrasound examination of all patients who admit for abdominoplasty, especially
following postoperative weight loss for morbid obesity. In this study, we tried to state that scarless laparoscopic
cholecystectomy and abdominoplasty can be performed safely.
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Oz

Karin germe ameliyati ile asir1 kilo vermeye bagl olusan gevseme ve sarkma problemleri diizeltilir. Bariyatrik
cerrahi, ozellikle de Roux-en-Y gastrik bypass (RYGB) sonrasinda, hizli kilo kaybindan dolayi safra tast olusum
siklig1 normal populasyona gore artar. Hasta asemptomatik olsa bile, 6zellikle morbid obezite i¢in ameliyat
sonrast kilo kaybini takiben, abdominoplasti i¢in gelen tiim hastalarin abdominal ultrason muayenesi yapilmasi
onem arzeder. Bu calismada, izsiz laporoskopik kolesistektomi ve abdominoplastinin giivenli bir sekilde
uygulanabilecegini ifade etmeye ¢alistik.
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Introduction

Today, abdominoplasty is the most commonly used
procedure among body shaping procedures [1]. With this
surgical intervention, while loosening and sagging problems
caused by excessive weight loss are corrected, the body image
and quality of life of the patients also improve [2-4]. After
bariatric surgery, especially Roux-en-Y gastric bypass, the
frequency of gallstone formation increases compared to the
normal population due to rapid weight loss [5, 6].
Supersaturation of hepatic bile with cholesterol, gallbladder
stasis and increased concentration of mucin in the bile are the
possible causes [7].

The objective of this study was to present the
phenomenon  of  laparoscopic  cholecystectomy  and
abdominoplasty which we diagnosed at the same period the
abdominal laxation, diastases of muscle recti and cholelithiasis
without leaving any trocar entrance mark.

Case Presentation

Our patient was 24 years old male patient presented to
our hospital with abdominal wall laxity after massive weight loss
of about 30 kilograms. He came seeking for a cosmetic
procedure (abdominoplasty) to reduce the abdominal wall laxity
and skin excess. During the clinical follow-up, he presented three
recurrent biliary colic and recurrent attacks of abdominal pain in
right upper quadrant. Abdominal ultrasound examination was
performed and revealed chronic calcular cholecystitis with
multiple gall bladder stones with non-dilated common bile duct
and no manifestations of jaundice. The initial plan of
management of the patient was to combine both the
abdominoplasty procedure with laparoscopic cholecystectomy.

The surgery was started in supine position under general
anesthesia. At the beginning of the intervention the plastic
surgeon started marking the abdominal flap. An extended
Pfannenstiel incision and the generation of the abdominal skin
flap were made up to the xiphoid process. On the muscular wall
a 10mm Hasson trocar was placed at the umbilical level to
generate pneumoperitoneum and was used as a chamber port.
Next, 5 mm trocars were introduced under direct view. The
position of the trocars can be seen in Figure 1. Then the patient
was placed in a reverse Trendelenburg position of 30° while
rotating the table to left side by 15° Laparoscopic
cholecystectomy was performed. Cystic artery and cystic duct
were identified, clamped, and divided. The gallbladder was
removed through epigastric midline port using retrieval bag.
Abdominal wall parts were closed with non-absorbable suture
material. The patient was repositioned in supine position.
Abdominoplasty, that is, rectus plication, neo-omphaloplasty,
and dermolipectomy of infra-umbilical region was performed.
Abdominoplasty wound was closed in layers with a suction drain
in situ in the plane of dissection, that is, in between the rectus
sheath and the fat layer and flap held with tight dressing. The
procedure of combined abdominoplasty and cholecystectomy
was completed without leaving any signs of cholecystectomy,
and this led to a better cosmetic result from the patients’ point of
view. There was no complication from both procedures, and full
ambulation was obtained post operatively. The patient’s consent
was obtained for this case study.

Discussion

Standard abdominoplasty is generally applied in
patients with upper and sub-umbilical skin laxity in the area
limited to the anterior aspect of the lower body. An incision is
made in the lower abdominal area that will remain in a bikini or
underwear, and a second incision must be made around the
umbilicus. The skin and fat layer are separated from the
abdominal wall up to the lower border of the ribs. The abdominal
muscles are tightened by a surgical procedure called plication.
Excess skin and adipose tissue are excised. The operation is
terminated by placing drains on both sides of the abdomen [8, 9].

Figure 1. The position of the trocars.

The amount of cholesterol and mucin in bile increases
after bariatric surgery. As fatty food intake will decrease after
bariatric surgery, gallbladder movements decrease. Bile salt
release decreases with weight loss. For these reasons, the
possibility of stone formation in the gallbladder increases with
rapid weight loss after bariatric surgery. Too high BMI (body
mass index) of the patient before bariatric surgery and losing
more than 25% of his weight before bariatric procedure are also
risk factors for stone development [5-7].

The combined abdominoplasty with cholecystectomy
was performed in 3 cases laparoscopically in 2012 with no
complications and this led to a better cosmetic result from the
patients' point of view [10]. Combined laparoscopic
cholecystectomy with abdominoplasty were achieved with
successful outcome without any complications [11]. Combining
two or multiple abdominal procedures may reduce the potential
risks of multiple anesthesia for each procedure, shorten total
hospital stay and operating room time, and, perhaps most
importantly for the patient, reduce costs and time off work [12].
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- Scarless cholecystectomy has been described in the past

using the single port technique through the umbilicus and natural
orifice translumenal endoscopic surgery (NOTES) from the
vagina [13-15]. Our technique is a modification of the routine
'French  technique' [16, 17] used for laparoscopic
cholecystectomy, where all ports were placed directly on the
fascia and muscle wall during abdominoplasty, thus avoiding
visible scars of cholecystectomy. Good surgical teams can safely
and effectively combine abdominoplasty with intra-abdominal
procedures [18]. The combined surgery in the same surgical time
allows to avoid skin incisions and reduce the potential risks of
multiple anesthesia for each procedure, and it also reduces costs
and postoperative recovery [19].

Conclusion

In the present study, even if the patient is asymptomatic,
we recommend abdominal ultrasound examination of all patients
who admit for abdominoplasty following postoperative weight
loss especially for morbid obesity.

The present study also suggests the technique we use
for the port placement because it is convenient, easy, and has no
side effects on patients compared to other techniques.
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