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Objectives

• Understand the risks of MWL body contouring

• Indentify key interventions to reduce risk

• Implement practice changes to address safety



My Case Presentation

• 55 year old female with MWL 

• Hospital’s first MWL body contouring case

• Arms, breasts, abdomen treated

• Patient develops hypothermia & blood loss

• No warming devices or not turned on

• Cold infiltration fluid

• No staff familiarity with procedure



Preoperative Evaluation

• BMI

– No specific limit but correlates with risk

– Less complications if <30

• Medical issues

– Clear by PCP and bariatric team

• Smoking cessation

– Preop urine cotinine test

• Nutritional & metabolic status

– Laboratory confirmation



Preoperative Evaluation

• Stop all supplements, herbal, homeopathic meds

• VTE risk assessment

• Combined vs staged procedures

• Psychological assessment & expectations

• Home & recovery support



Multiple vs Staged Procedures

• Considerations

– Surgical team experience and speed

– Length of surgery 

– Cost to patient

– Skin tension vectors

– Surgical site proximity

– Need for revisions

• Increased risk for seroma & dehiscence*

• No increased risk for major complications*

*Coons 2010



Multiple vs Staged Procedures

In properly selected patients done with an experienced 

team, there does not appear to be a significantly increased 

risk when multiple procedures are done in MWL patients

• Team approach

• OR limit 6 to 7 hrs

Coons 2010



Abdominoplasty + Other Procedures

• May increase risk

• AAAASF shows increased mortality (VTE)

• Are smaller studies underpowered or are they 

doing something different?

• Is it the BMI (>30) or the anesthesia?



Intra-Operative Considerations 

• OR team plan & check list

• Patient positioning

• Hypothermia

• VTE prophylaxis

• Minimizing blood loss

• Infection



Check Lists

• Proven to work in OR & improve work environment

• Need to customize to your practice

• Easy to do across continuum of care 

• Positive ROI (5 min briefing can save 30 min in OR)

You must lead it



Surgical Site Infection

• Proper prophylactic antibiotics

– Cefazolin 1 g IV, 30 to 60 min before incision

– Cefazolin 2 g if patient > 80 kg

– Redose if OR time > 4hrs or EBL > 1500 cc

• Alcohol & chlorhexidine skin prep

• Maintain normothermia

• Control hyperglycemia

• No hair removal



Patient Positioning

• Prone to supine

• Side to side to supine

• Proper padding at joints

• Gel rolls in prone position

• Neck position

• Patient repositioning



Patient Positioning

• Prone to supine

• Side to side to supine

• Proper padding at joints

• Gel rolls in prone position

• Neck position

• Patient repositioning

Surgeon should be present for positioning



Supine Positioning



Prone Positioning



Lateral Positioning



Hypothermia

• T < 36C

• Not frequently recognized or addressed

• National quality measure & SCIP

• More likely in multiple procedures

• General anesthesia impairs thermoregulation



Hypothermia Consequences

• Blood loss

• Wound infections

• Cardiac events

• VTE risk

• Shivering

– Physiologic stress

• Decreased drug metabolism

• Length of stay

• Costs



Hypothermia Prevention

• Pre-warm patient with forced air

• OR forced flow air warmer

• OR set > 73F

• Esophageal or tympanic membrane monitor



Hypothermia Prevention

• Warm IV & infiltration fluids (40C)

• Warm skin prep (comfort)

• Expose only current surgical site

• Treat shivering (meperidine)



What does NOT work

• Head cover

• Heating airway

• Warm skin prep

• Radiant heat (lamps)

• Heated mattress

• Adding more blankets



VTE Prophylaxis

VTEPS

31

Abdominoplasty seems to have 

a higher risk of VTE compared 

to other aesthetic procedures



VTE Chemprophylaxis

• When to start?

– Enoxaparin 6-8 hrs after surgery does NOT 

increase hematoma rate (VTEPS)

• When to stop?

– 7 to 10 days vs fully ambulatory

• Risks vs benefits



Patient Education



Caprini Risk Assessment Scoring System



VTE Chemoprophylaxis Concerns



VTE Chemoprophylaxis in 

Aesthetic Surgery Concerns

• Aesthetic surgery patients are not “sick”

• Procedures not same as general surgery

• Total intravenous vs general anesthesia

– Patients breath and have muscle tone

• Outpatient or minimal hospitalization

• Risk of increase hematoma



VTE: Is it the Anesthesia?

• Lower VTE rates with TIVA than GA

• Does it work for major body contouring cases?

– Dedicated anesthesiologist

– Propofol + Ketamine + Fentanyl

– LMA (ETT if needed)

– Lidocaine (0.25 -0.5%) + epi in incision lines

– Lidocaine (0.05%) + epi in deep tissue

• Faster recovery

• Less PONV



Total Intravenous Anesthesia



Total Intravenous Anesthesia



Drains

• Rethink need for drains & proper use of compression

• Weak evidence for tissue sealants 

• Consider sutures to close dead space

• NOT used in breast lifts, reductions or augmentations, 

abdominoplasties, bodylifts, arm lifts (overnight for 

thigh lifts)



Seroma & Drains



Barbed Progressive Tension Sutures



Barbed Progressive Tension Sutures



Barbed Progressive Tension Sutures

Finish lower abdominal PTS

Address the umbilical transposition



Seroma

• Amount, location & timing

• Seroma treatment

– Aspirate

– Percutaneous drain (SeromaCath)

– Sclerosing agent (Doxycycline 500 mg in 50 cc NS)

– Seroma capsule excision



Fleur-de-Lis Abdominoplasty

• Risk for more wound & healing problems?

• Similar complication rates* except in:

– Males, high BMI, subcostal scars, component 

separation

• Make it safer

– Minimal lateral direct undermining (use liposuction)

– Rely on SFS for incision tension

– Use PTS to redistribute flap tension

*Friedman 2010



PTS “T-Incision” Abdominoplasty



PTS “T-Incision” Abdominoplasty

No undermining = no PTS

Undermining = PTS



PTS “T-Incision” Abdominoplasty

After 2 weeks



PTS “T-Incision” Abdominoplasty

After 4 weeks



PTS “T-Incision” Abdominoplasty

After 3 months



Liposuction & Abdominoplasty

• Rethink Matarasso’s classification

• Lipoabdominoplasty with minimal lateral 

undermining is safe*

*Weiler 2010, Heller 2008, Samra 2010



Other Safety Issues

• Sleep apnea

– Cafeful with narcotics

– Overnight observation

• Lymphedema

– Superficial dissection in lymph node regions

– Presurgical consultation

• Suture abscess/granuloma

– Don’t use permanent suture (especially braided)



Postoperative Care

• Early ambulation – 10 minutes every hour

– Easier without drains & in compression garment

• Narcotic and non-narcotic analgesia

• Supplemental nutrition and protein

– No evidence of a benefit

• Progressive return to activity

– Follow physiologic wound healing timeline

– Incision closure technique



Improve Quality & Outcomes

• Track your results

• Implement improvement action plans

• Educate your team

• Control variables

• Not performing surgery is an option



MWL Body Contouring can be 

an Uplifting Experience!
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