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SUMMARY

Introduction Reconstruction of a full thickness abdominal wall defect is a demanding procedure for
general and also for plastic surgeons, requiring vigorous planning and reconstruction of three layers.
Case Outline We present a case of a 70-year-old patient with a huge abdominal wall tumor with 40 years
evolution. Surgery was performed under general anesthesia. Full thickness abdominal defect appeared
after the tumor resection. Reconstruction followed in the same act. The defect was reconstructed using a
combination of techniques, including omental flap, fascia lata graft, local skin flaps and skin grafts. After
surgery no major complications were noted, only a partial skin flap loss, which was repaired using partial
thickness skin grafts. The final result was described by the patient as very good, without hernia formation.
Conclusion Omenthoplasty, abdominal wall reconstruction in combination with free fascia lata graft and
skin grafts can be one of good options for the reconstruction of full thickness abdominal wall defects.
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INTRODUCTION

The reconstruction of full thickness abdominal
defect is of great significance for patient recov-
ery. Because of the complex and unique mus-
culofascial system it is not easy to maintain the
functional integrity of the anterior abdominal
wall after resection. The integrity can be com-
promised by previous surgery, tumor resection
or trauma. Vigorous planning is demanded
depending on the etiology, location, size and
extent of the defect. Besides the structural in-
tegrity the esthetic appearance is nowadays also
a significant issue both for the patients and for
the surgeon [1]. A variety of reconstructive
options are available, such as skin grafts, free
fascia grafts, component separation technique,
tissue expansion, regional flaps, free flaps, syn-
thetic/biologic mesh repair, pedicled omental
flap and split skin graft [2]. Although there
are several options for reconstruction, each of
them is potentially followed by complications.
We present a case of full thickness abdominal
wall defect reconstruction following tumor
resection using a combination of techniques.

CASE REPORT

A 70-year-old patient was admitted to our
Clinic for elective surgery of a giant mixed ba-
sal/squamous cell carcinoma of the abdominal
wall. The tumor appeared 40 years ago and it
was not previously treated. It presented as exul-
cerated tumor 17x15 cm, infiltrating abdomi-
nal wall, bleeding when touched and smelly
(Figure 1). Surrounding skin was hyperemic.
On CT scan the infiltration deep to the peri-

toneum was found. After the diagnostic pro-
cedures, surgery under general anesthesia was
performed. The tumor was excised, according
to the oncological rule for 2 cm healthy margin,
en bloc removing the surrounding skin and
underlying the rectus abdominis muscles, lat-
eral muscles of anterior abdominal wall, deep
fascia and parietal peritoneum (Figure 2). The
involvement of intra-abdominal organs was
not detected. Following the excision, a pedicled
great omental flap was raised to reconstruct the
parietal peritoneum (Figure 3). Next, a fascia
lata graft was harvested from the left thigh and
sutured to the superficial abdominal fascia in
order to obtain abdominal wall integrity (Fig-
ure 4). To reconstruct the overlying skin defect,
local flaps matching the defect were raised and
placed. The residual defect was skin-grafted
(Figure 5). After several days partial skin flap
necrosis was found and the defect was covered
using partial thickness skin grafts. Postop-
eratively, after two months the entire wound
healed. We did not register any complications
with bowel motility during the follow-up.
The patient used a hernia belt support for six
months, and according to the general surgical
rule physical therapy during that period was
contraindicated. Six months after the surgery,
the integrity of the abdominal wall and overall
cosmetic appearance were rated by the patient
as very good (Figure 6).

DISCUSSION

Reconstruction of the abdominal wall follow-
ing tumor resection is a very demanding proce-
dure. The treatment of abdominal wall tumors
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Figure 1. Skin cancer infiltrating abdominal wall

Figure 2. Operative defect after the abdominal wall resection

Figure 3. Omental flap placed in defect

Figure 5. Appearance after skin reconstruction with skin flaps and grafts

still presents a challenging problem for general and also
plastic surgeons. Giant abdominal wall defects can appear
after extensive tumor resection. Our case presented with a
locally advanced skin cancer which invaded the full thick-
ness of the abdominal wall. The goals of abdominal wall
reconstruction are to restore the structural support and
optimize the esthetic appearance of the patient. Decisions
regarding technique for abdominal wall reconstruction are

‘ doi: 10.2298/SARH1406347K

Figure 6. Definitive result on 6-month follow-up

based on an assessment of the defect by location, extent, and
etiology [2]. Available reconstruction options include direct
repair, skin grafts, free fascial grafts, component separation,
tissue expansion, regional flaps, free flaps and prosthetic
mesh repair [2, 3]. Although there are a lot of techniques
for reconstruction described in the literature, there are still
extensive disagreements among surgeons regarding which
one could be most suitable.
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Direct repair of the defect is possible only when defects
are smaller than 5 cm in diameter with adequate soft tissue
coverage, sufficient fascia present to allow a tension-free
closure [2]. Mesh repair followed by soft tissue coverage
is also described. Compared to the direct repair of the
abdominal wall, defect mesh coverage showed superior
results, including lower rates of postoperative hernia [2,
4]. The mesh repair is performed using either synthetic
mesh or biological grafts, covered by skin. Synthetic mesh
repair predisposes the patient to several post implantation
complications, such as wound infection, mesh infections,
bowel adhesions, and other complications frequently re-
quiring surgical revision and the rate of those compli-
cations could be lowered by using biologic grafts [4-9].
When stable skin coverage is present intraperitoneal mesh
placement is recommended. Without cutaneous coverage
abdominal wall reconstruction generally requires the use
of flap [2].

Skin grafts directly applied to the omentum or small
bowel surface provide no structural support, which re-
sults in hernia and should never be used in that way [3,
10]. Other techniques as components separation tech-
nique (CST) are also usable in cases with excess skin on
the abdominal wall. The CST is the method of choice in
the absence of both rectus muscles [11, 12]. Also, CST is
followed by a relatively high rate of wound complications
(12-67%) including hematoma, seroma, skin necrosis, and
infection, compared to 12-27% in mesh repair [13, 14].
Previously described techniques, including mesh repair
but excluding CST, are not indicated for the repair of this
type of abdominal wall defects. For large full thickness
abdominal wall defects only usage of CST or pedicled/
free myocutaneous flaps provides well-vascularised tissue
coverage.

There are proposals for the division of the abdomen
into various zones with appropriate local myocutaneous
flaps for the reconstruction of defects. Lateral and upper
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PekoHCcTpyKuuMja owTehera npearer TpOYLWHOr 3MAa NyHe Aeb/buHe HAaKOH

peceKuuje Tymopa — npuKa3 60n1ecHUKa

Mpenpar Kosauesnh'2, AceH B. Bennukos!, laHuno CrojurbkoBuh'?, AnekcaHapa V. Benuukos', 3opaH hepaHuh?

"MepuupnHckn dakynteT, YHuBep3uteT y Huwy, Huw, Cp6uja;

*KnuH1Ka 3a NNacTYHy 1 PeKOHCTPYKTUBHY XUPYpPrujy, KnuHuuku ueHTap, Huw, Cpbuja;

30nwTa 6onHMUa, Nleckosal, Cpbuja

KPATAK CAZIP?KAJ

YBop PekoHcTpyKuuja owTeherba TpOYLIHOT 31aa nyHe febrbu-
He je 3axTeBHa npoLieflypa, KaKo 3a OLUTE, Tako 1 3a MacThyHe
XVpYpre, 1 3aXTeBa EHePryyHO NiaHNparbe U PEKOHCTPYKLjY
Tpu cnoja.

Mpukas 6onecHnka Kop 6onecHrka ctapor 70 roanHa gujar-
HOCTMKOBaH je BenuKu Tymop TPOYLIHOT 31Aa C eBOJTyLIMjoM
ayrom 40 rognHa. bonecHuK je onepucaH y onwToj aHecTe3nju.
HakoH pecekuuje Tymopa 3aocTano je owTtehere TpOYLIHOT
3upa nyHe aebmuHe. PekoHCTpyKUmja je ypaheHa y ncTom ak-
Ty. OwTehere je peKoHCTPyMcaHoO NPMMEHOM KOMOVHaLvje
TeXHVKa, YKibyuyjyhn 1 pexkar BenvKkor oMmeHTyma, rpadt da-
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CLuje nate, IOKaNHe KOXHE peXXHbeBe 1 TpaHCMIaHTaTe KoXe.
HakoH onepauuje Huje 61no0 KoMMIYKaLmja, oCm napLjanHe
HeKpOo3e pexHeBa, Koja je neyeHa cnobogHUM KOXHVM TpaH-
cnnaHTaTMMa. bonecHyK je onvMcao KOHaYHM pe3ynTaT Kao BPIIO
pobap. Huje youeHo cTBapare XepHuja.

3aKsbyuak TexHMKa OMEHTOMNACTHKE, PEKOHCTPYKLMja TPOY-
LWIHOT 31J}a OMEHTOMIACTUKOM Y KOMOUHALWMjK ca cliobofHNM
rpadTom dacumje nate 1 KOXHUM rpadTom Moxe 61T O6PO
peliere 3a Benvka owTeherwa TpOYLWHOr 3uaa ca rybutkom
nyHe Aeb/brHe TKMBa.

KmbyuHe peun: peKoHCTpyKLmja TPOYLWHOT 3KAa; peceKumja
TPOYLIHOT 31fa; KaPLUHOM KOXe
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