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Abstract
Repair of abdominal wall loss is relatively easy whenever
the residual tissue loss is superficial and/or small.
Conversely, large and transfixing resections involve more
complex reconstructions. We conducted a 10 year
retrospective study of anterior abdominal wall
reconstruction in 3 patients. We conducted a 5 year
retrospective study (2017-2022) of 3 patients with
abdominal wall tumours that had undergone wide resection
and parietoplasty reconstruction. The parameters studied
were epidemiological, in particular age and sex, clinical
aspects, in particular the circumstances of discovery,
location, physical examination, morphological and
anatomopathological assessment, type of excision and
reconstruction and finally the postoperative follow-up three
patients, predominantly female, with an average age of 52
years, were found to have sarcoma in two patients and
carcinoma in one. They benefited from a large excision then
reconstruction by flaps biomaterials in 2 patients plus flap
alone in one patient. The postoperative course was marked
by death in one patient due to his initial tumour and simple
in the other two patients. The repair of the loss of
substance is easy when the tumours are superficial but
when the resections are transfixing, the association of a
biomaterial for the reconstruction of the deep plane with a
surface flap is necessary.
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Introduct on
Abdominal wall defects are defined as the loss of soft tissue in 

a wound in the abdomen. The abdominal wall is the soft tissue 
that is attached to the spine, the rib cage and the pelvic 
skeleton. The causes of these losses of substance are multiple 
and are represented by tumoral disease, infectious causes [1].

Tumour diseases includes parietal metastases, benign and 
primary malignant tumours (sarcomas, desmoid tumours, etc). 

These malignant tumours often require radical surgery with 
wide, full-thickness resection, known as transfixing. In these 
cases, they inevitably alter the function and aesthetics of the 
abdominal wall [2].

Repair of abdominal loss is relatively easy whenever the 
residual tissue loss is superficial and/or small. Conversely, large 
and transfixing resections involve more complex reconstructions 
depending on the location, size of the defect and site.

The strategy of this parietal reconstruction is conditioned by 
the level of its deep involvement.

The three keys to decision making are the existence of 
peritoneal involvement, the biological or synthetic nature of the 
deep parietal reconstruction and the choice for superficial 
coverage of the defect.

Our study, carried out retrospectively over five years from 
January 2017 to January 2022, is part of this framework and 
aims to provide an update on:

• The difficulty of reconstruction of large abdominal wall loss
with the limitation of functional and aesthetic carcinological
results.

• The multidisciplinary nature of the management of abdominal
parietomy.

Case Series

Case 1
Mrs. S.S, aged 45 years, with no particular medical or surgical

history, was admitted on 21/07/2017 for the management of an
ulcerating tumor that had been evolving for 5 years in the
umbilical region, measuring 20 cm by 12 cm (Figure 1), with no
adenopathies found.

The biopsy performed was consistent with a sarcoma. The CT
scan did not reveal any secondary location.
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The therapeutic management on 21/09/2017 consisted of a 
large surgical removal followed by reconstruction of the anterior 
abdominal wall.

The patient was installed under general anaesthesia and in 
dorsal recumbency. The mono-bloc excision removed part of the 
rectus fascia and the peritoneum (Figure 2).

Reconstruction consisted of a peritoneal suture with 
polyglactin 910 (vicryl®) 2/0 by an over-jet and then the 
placement of a 15 cm by 20 cm non-resorbable pre-muscular 
mesh (Figure 3) fixed with non-resorbable 2/0 suture by 
separate stitches.

Finally, skin coverage was achieved with an inverted T-
rotation flap (Figure 4) using 3 advancement and transposition 
flaps fixed with 2/0 skin sutures in separate stitches.

The postoperative course was simple with good healing at 
one month follow-up (Figure 5).

Figure 5: One month follow-up.

Case 2
Mr. S.N, 61 years old with no particular medical or surgical

history was admitted for the management of a pruritic and
fistulised umbilical nodule measuring 5 cm by 8 cm that had
been evolving for 2 years (Figure 6).

The abdominal CT-scan revealed a tissue mass in continuity 
with the rectus muscles. Biopsy was in favour of a carcinoma 
invading the abdominal wall.
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Figure 1: Umbilical ulcerative mass.

Figure 2: complete surgical excision.

Figure 3: Reconstruction with non-resorbable 
pre-muscular mesh.

Figure 4: Skin coverage.

Figure 6: Umbilical Tumor.



The patient has had surgery: Resection of the umbilical
tumour, removing the rectus abdominis muscles and the parietal
peritoneum (Figure 7).

Reconstruction of the peritoneum was carried out using a 20 
cm × 15 cm resorbable mesh (Figure 8) at the level of the 
peritoneum, followed by the placement of a non resorbable 
mesh in the premuscular (Figure 9).

Figure 8: Resorbable mesh at the level of 
the peritoneum.

The skin was covered by five advancement and transposition 
laps (Figure 10) taken from the right and left flanks, the right and 
left inguinal regions with an upper zone left in directed healing 
(Figures 11 and 12).

Figure 10: Advanced flaps.

Figure 11: Final appearance.

Eight months later, a tumour of the head of the pancreas was 
discovered. The patient died three weeks later after attempted 
biliary drainage by Endoscopic Retrograde Cholangio-
pancreatography (ERCP).

Case 3
Mrs. AK, with no particular medical or surgical history, was 

admitted for the management of a skin tumour above the 
umbilical region.

Examination revealed a bulging umbilical mass measuring 12 
cm by 10 cm (Figure 13). The biopsy revealed a sarcoma.

Journal of Aesthetic & Reconstructive Surgery 
Vol.9 No.4:162

2023

© Copyright iMedPub 3

Figure 7: Internal view of the resection.

Figure 9: Non-resorbable mesh at the 
premuscular.

Figure 12: One month follow up.
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The patient was placed in the supine position under general 
anaesthesia. An incision circumscribed the tumour with 
resection margins of 5 cm allowing conservation of the 
umbilicus.

The exeresis was performed in one piece down to the pre-
musculo fascia (Figures 14 and 15).

Figure 14: Abdominal loss of substance after excision.

Figure 15: Tumor.

Reconstruction was performed with advancing skin flaps, then
closure by suture with separate 2/0 skin sutures, thanks to the
extension of the sub-umbilical incision (Figure 16).

The postoperative course was simple. Anatomical pathological 
examination was in favour of a sarcoma. The follow-up was 6 
months.

Results and Discussion
The average age of our patients was 36.7 years. Couturaud in 

France found an average age of 41.3 years [2].

In our series, the distribution of patients according to sex 
shows a female predominance. This female predominance is 
found in the literature for desmoid tumours [3].

In the MIR-study in France, sarcomas have a prevalence of 
about 1% of adult cancers and cover a very large group of 
tumours occurring at all ages (median age=50 years) and 
affecting a population with a balanced sex ratio [4]. The 
aetiology of abdominal wall discharges is tumour or infectious 
pathology.

The aetiology of the losses of substance found in our study 
was 2 cases of sarcoma and 1 case of Sister Marie Joseph 
nodule.

Primary malignant tumours of the abdominal wall are rare 
and represent an inhomogeneous group [5,6]. The most 
common histological type is sarcoma.

Sarcomas are rare malignant tumours of mesenchymal origin, 
arising from connective and supporting tissues [4].

The diagnosis is usually that of an asymptomatic, often large 
tumour and is based on surgical biopsy. Two of our patients 
underwent surgical biopsy to make the preoperative diagnosis. 
Their histological diagnosis is difficult, requiring 
immunohistochemistry among other things [7]. This was not the 
case in our patients.

One case of Sister Mary Joseph nodule was diagnosed as a 
metastasis of a primary digestive tumour. The mechanism of
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Figure 13: Supra-umbilical budding mass.

Figure 16: Final closure.



occurrence of this secondary dissemination is discussed [2] and
two hypotheses are possible:

• The first is that of metastatic spread by the haematogenous
route.

• The second is that of exfoliation of cancerous cells.

Desmoid tumours [2] are fibromatoses that most often affect
women. A distinction is made between extra-abdominal
desmoid tumours and intra-abdominal desmoid tumours. They
are locally malignant and do not metastasise, but they tend to
recur. We did not find any desmoid tumours in our study.

Radiological imaging plays an important role in the
preoperative and extension work-up. Our patients underwent
excisional surgery. Surgery for abdominal wall tumours most
often consists of monobloc excision followed by repair of the
loss of substance and reconstruction of the anterior abdominal
wall.

The removal of these tumours is based on certain principles,
in particular the resection margins. In the case of epithelial
tumours, the resection margins are of the order of a centimeter
and the loss of substance caused by such tumours is only
problematic when they are very large [8,9]. It is in the case of
malignant connective tissue tumours or sarcomas that the
margins must be extended. This was found in two of our
patients where the wide resection involved part of the rectus
muscle and the peritoneum.

The reconstruction of the anterior abdominal wall is done
from the depth to the surface. In the case of isolated peritoneal
involvement, the loss of substance poses little problem of repair
[10]. If the size is small, the detachment of the peritoneal
margins allows direct suturing in most cases. If the
deperitonisation is extensive, a pedicled omentum may be
performed if there is sufficient omentum. Two of our patients
had a simple suture and placement of an absorbable prosthesis.

For prosthesis coverage, several implantation sites can be
used: The intra-peritoneal site, the retro-muscular site and the
pre-musculoaponeurotic site.

Implantation of prosthesis at the intra-peritoneal site is
indicated in the case of major parietal decay or laparostomy and
has the disadvantage of a risk of adhesion due to contact of the
material with the viscera. The prosthesis will therefore normally
be made of PTFE. PTFE is not available in our surgical practice, so
we did not use this prosthesis.

The advantage of placing the prosthesis retro-muscularly is
that the prosthesis will directly reinforce the wall at the level of

the deficient musculoaponeurotic plane, while protecting the 
viscera from direct contact with the material. The disadvantage 
is that it is only possible in practice if the defect is moderate.

The advantage of the pre-musculoaponeurotic site is that it is 
very easy and the disadvantage is that the prosthesis is directly 
under the skin of the abdomen.

The use of non-absorbable synthetic prostheses limits the risk 
of hernia due to a solid material without tension on the sutures, 
but at the cost of an increased risk of infection.

Conclusion
Repair of abdominal wall loss is relatively easy whenever the 

residual tissue loss is superficial and/or small. Conversely, large 
and transfixing resections involve more complex reconstructions.
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