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In 1990, I began to consider ways to complete the
xiphoid to pubis repair of the lax anterior abdominal
wall, fascia, and muscle through a limited incision.
The patient candidates for this type of procedure are
those patients who do not require excision of extra
skin, but who do need an effective repair of the muscle
and fascia combined with perhaps liposuction of the
anterior abdominal wall.1 For this procedure to be ac-
ceptable, it must be a technique that can be learned
and performed with a reasonable degree of success by
the surgeon who can do the standard “open” ab-
dominoplasty.2 The degree of muscle and fascia repair
must be at least as good as with the open technique.
On the scar-free abdomen, incisions must be hidden as
much as possible. If there are other scars on the ab-
domen one or more of the existing scars may be used
for the endoscopic approach.3

From the inception of the concept of the no scar or
limited incision abdominoplasty, it was obvious the
use of the endoscope is required. Because I had no ex-
perience with the endoscope, I took a course at Hous-
ton Laser Institute in the fall of 1990. More thought
was given to a surgical approach through a 5-cm inci-
sion to allow dissection of the skin-subcutaneous pedi-
cle cleanly away from the fascia. At the same time, it
was necessary to be confident that hemostasis was se-
cure as the dissection progressed.

The initial concept was to use some type of fiber-op-
tic laser that would give good dissection/hemostasis
and could also be used to coagulate the smaller cal-
iber blood vessels. Because I had no experience in the
use of the laser, I attended a laser gallblader course at
Houston Laser Institute in December 1990. The course
provided experience in the use of the fiber-optic laser
as well as the use of the laser and the endoscope
together.

In January 1991 a patient presented to my office re-
questing an abdominoplasty. She fit the requirements
for the endoscopic abdominoplasty and she also had a
longer than normal suprapubic scar from a prior hys-
terectomy. The scar could be used to convert to an
open technique and gain more exposure if there were
technical difficulties with the endoscopic technique.3

In February 1991, I performed my first endoscopic
abdominoplasty using a 60-W YAG laser, a lo-mm 0”
endoscope, and a 5-cm incision in the central portion of
the existing suprapubic scar. It quickly became obvious
that dissection with the laser was no match for dissec-
tion with the electrosurgical unit on the large surface
area of the abdominal fascia. I persisted with the laser,
however, up to the level just below the umbilicus. At
this point I extended the incision along the full length
of the suprapubic scar and converted to an open ap-
proach, using the electrocautery. The electrocautery
was about five times faster than using the YAG laser.
Perhaps a more powerful laser would have been better.

From this first attempt, I also learned there would be
considerable technical difficulties in obtaining good ex-
posure, hemostasis, smoke evacuation, and fluid evac-
uation. Keeping the tip of the scope clean to provide a
continuous image, keeping the electrode tip or laser tip
in position in view on the monitor to facilitate working
with it, and managing all six of these difficulties at the
same time while performing the technical feat of an en-
doscopic abdominoplasty viewed on the monitor was a
tremendous challenge.

After this introduction to the endoscopic abdomino-
plasty, I put any second attempt on hold until I had ad-
ditional time for contemplation and mentally working
out a different technical approach. Next, I decided to
alter my approach and try to become proficient in each
step or each part of the procedure by “practicing” each
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stage on our standard open abdominoplasties. The
most difficult part of the endoscopic technique is the
dissection. This requires the most eye-hand coordina-
tion. It also requires the maximum effort and attention
of the surgeon, assistant, scrub nurse, and even a sec-
ond assistant (if available).

When I had a patient for an open abdominoplasty I
first made routine markings. Then I made a 5-cm inci-
sion in the suprapubic area and began the dissection
using endoscopic techniques. As long as I was able to
continue the dissection at about the same speed as
with the open technique, I would continue with the en-
doscopic technique. Once I encountered technical
problems that caused the procedure to be 15-30 min-
utes behind, I converted to the open technique so that
the procedure did not run too long. This method of
practice takes a little extra effort and adds a little more
time to an open procedure; however, I feel this is the
most effective way for the surgeon and the operating
team to become proficient in the endoscopic technique.

The second most difficult part of the endoscopic ab-
dominoplasty is the repair of the fascia. Initially I at-
tempted to place sutures in the fascia through the 5-cm
incision, and while technically this could be done, it
was very difficult to do and the time required was pro-
hibitive. I then approached the Auto Suture Company
about their fascial stapler. The company provided me
with articles and references from the General Surgery
literature. These references were very favorable and
gave me the confidence to use the fascial staples on the
abdominal fascia. The staples come in “gun-shaped”
dispenser that has a barrel of about 4 inches. Each un-
crimped staple is 14 mm wide. Each staple crimps
down in the shape of a figure “8” and is about 9 mm
wide when closed down. Each gun has 20 staples and
on the average patient I use two guns or 40 staples. I
first used the staples on open abdominoplasties and
very quickly learned that the best way to approximate
the fascia and to allow the staples the best bite of fascia
was to grip the fascia with a cervical tenaculum. Even
though the fascial staples clinically gave a beautiful
closure, I initially did not feel secure enough with just
the staples; therefore I reinforced the staple closure
with a running suture of 1-O Mersilene.

After using the staples on four open abdominoplas-
ties as described above, on the next open procedure I
completed all the dissection, then temporarily closed
the abdominal incision with skin staples, leaving a 5-
cm opening in the suprapubic area. I were now able to
use this “incision” plus the circumumbilical incision as
my endoscopic portals to practice the endoscopic re-
pair of the abdominal fascia with the staples. After the
repair was completed I could then remove the skin sta-
ples and have a perfect view of the endoscopic fascial
repair with the staples. On the first four patients I also
reinforced over the staples with 1-O Mersilene. I no
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longer use reinforcement of the staple repair on any
patient, and now have sufficient clinical experience to
be convinced that the staple repair of the fascia is even
stronger than any repair obtained with sutures. I have
continued to use the Auto Suture fascial staples on ev-
ery abdominoplasty, both open and endoscopic. On the
standard open abdominoplasty I have eliminated at
least 15-20 minutes time from the procedure by the use
of the fascial staples.

During the following months I was also trying to
work’out  a way to perform an augmentation mammo-
plasty from a remote location without any scars on the
breasts. I knew this technique would require the use of
the endoscope. As an alternative to an endoscopic dis-
section under direct vision using the laser or electro-
cautery, I had been considering the possibilities of us-
ing a tissue expander inserted through a small tunnel
into a small pocket in the plane between the subcuta-
neous tissue and fascia, and with intraoperative expan-
sion, accomplish the dissection. On October 3,1991, I
was performing an open abdominoplasty on a patient
and also planned to do an augmentation mammo-
plasty through the open abdominoplasty approach.4 I
decided to make this my test case for the idea of creat-
ing the pocket by intraoperative tissue expansion. The
technique worked beautifully and resulted in a beauti-
ful breast with good mobility.

Because of the outstanding ease and good results in
creating the pockets in the endoscopic breast augmen-
tations, the bright idea came to me to use the intraop-
erative tissue expansion technique to accomplish the
dissection in the endoscopic abdominoplasty. I decided
to use the “peacock tail” technique. I special ordered
four sizes of tissue expanders shaped like hot dog
buns, from small to the “foot long” size, ordering two
expanders of each of the four sizes. The two longest
were placed on each side of the vertical, the two short-
est on each side of the midline, and the other two sizes
equally spaced in between to complete the arc to form
a simile of a peacock tail. I decided to practice this
technique on a patient scheduled for an open ab-
dominoplasty in February 1992. In surgery, I first made
the 5-cm suprapubic incision and, using the endotube I
designed for the endoscopic augmentation mammo-
plasty, I made a tunnel on each side of the midline, a
tunnel above the inguinal area on each side, and two
tunnels on each side spaced evenly between the mid-
line and the vertical external limits of the planned area
of undermining. I then began inflation and found that
because there is no rigid structure like the rib cage be-
hind the abdominal wall, I was unable to compress and
manipulate the expander to help control development
of the pocket as in the endoscopic augmentation mam-
moplasty. Therefore, I determined on the basis of this
case that the expansion technique was not a satisfac-
tory method to use in the endoscopic abdominoplasty.










