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umbilicus may draw undue attention to the central
abdomen. The umbilicus is embryonic in origin
and itself has been described as a depressed scar
surrounded by a natural skin fold that measures
1.5-2cm in diameter and lies anatomically within
the midline at the level of the superior iliac crest
10-12cm superior to the pubic hairline [1,2]. Its
shape is quite variable, either round or oval, de-
pending on the postnatal scarring of the umbilical
cord. It generally is flat and vertically oriented in
young individuals and later develops hooding and
deepening of the stalk as fat accumulates along
the deep fat pocket around the umbilicus [3,4].

Commonly, a wide and deep umbilicus or an
exceedingly small umbilicus is considered unat-
tractive. The presence of outward protrusion also
is considered unappealing [1]. Appealing umbilicus
characteristics include a moderately small umbilical
size and an overall vertical orientation.

Since the development of abdominoplasty there
has been a continuing evolution in the performance
of umbilical repositioning or reconstruction. The
goal of umbilical repositioning is to create a natural-
appearing morphology and minimal residual scars,
achieving an aesthetically pleasing result [5]. Sev-
eral techniques have been described, but none of
them completely satisfy the aesthetic targets in all
patients.

Umbilicoplasty techniques vary greatly, in both
the manner in which the umbilical scar is incised,
as well as the manner in which the skin opening
in the abdominal flap is opened and repaired at the
aponeurosis and/or the umbilical stump [3-8]. In
early abdominoplasties, little or no attention was
paid to the umbilical scar, which was frequently
excised with an excess of dermal-adipose tissue.
For aesthetic reasons, some surgeons began to
preserve the umbilical scar, maintaining it in its
normal position [7].



Operated abdomens are frequently associated
with the stigma of an umbilical scar based on two
reasons: the positioning of the scar and/or the
transverse aspect of the new umbilicus. Multiple
surgical techniques have been describedin order
to avoid this stigma, including those published by
Baroudi [6], in 1975; Avelar [7], in 1978; and re-
cently, D'Assumpção [8], in 2005.

It was dissatisfaction with the appearance of
the post operative umbilical scar that gave impetus
to the development of a new technique aimed at
providing patients with an improved appearance
at the surgical area and greater postoperative sat-
isfaction.

Aim of the work:
To present a refinement of the technique for

umbilical relocation in abdominoplasty cases by
using a superiorly based triangular abdominal flap
to improving aesthetic outcomes while decreasing
the complications rate. This technique is a modifi-
cation of a previous work described by Juri et al.
[9].

SUBJECTS AND METHODS

Fifty female patients presented to the plastic
surgery clinic at Shaab Medical Center (Kuwait)
in the period from October 2010 till July 2013
complaining of variable degrees of abdominal skin
laxity with or without muscle diastases. Their age
ranged from 24-51 years, all of them were of aver-
age Body Mass Index between 23-28, average 24.2.
Patients with huge umbilical hernias, or previous
history of transumbilical laparoscopic procedures,
chronic chest diseases or with history of deep vein
thrombosis were excluded from the study.

Preoperative preparation:
Preoperative markings were done with the pa-

tient in the standing position. The regular markings
for abdominoplasty were drawn with special atten-
tion to the midline extending between the symphy-
sis pubis and xiphisternum (Fig. 1). All patients
gave their written informed consent prior to the
operations and before taking the preoperative doc-
umentary photos.

Operative technique:
Under general anesthesia supine position, the

procedure started by super wet liposuction follow-
ing infiltration of tumescent fluids and proceeded
till the umbilical dissection.

After the abdominal flap was dissected cepha-
lically, the umbilicus was dissected through a
narrow elliptical or circular incision and was iso-
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lated from the surrounding skin and soft tissue
preserving its stalk vascularity untouched. Stay
suture were taken to mark the upper and lower
ends to avoid twisting or rotation later on in the
procedure. Any existing divarication or rectus
muscle diastases were plicated in two layers using
strong vicryl and prolene sutures. The amount of
skin flap that has to be excised was measured
carefully after flexing the operating table that
allowed for the proper assessment of the amount
of skin resection that was needed to be achieved.

After excising the excess skin flap, the new
location of the umbilicus was marked. Determina-
tion of the location was primarily suggested ac-
cording to the patient's height and would be either
13,15, or 17 Cms from the symphysis pubis. The
exact position was obtained by placing the surgeon's
finger beneath the abdominal flap to detect the
original umbilicus location (Figs. 2,3). If the um-
bilical stalk length was more than 1.5cm it was
shortened and fixed to the rectus sheath at 3 and
9 O'clock positions using vicryl 2/0. These sutures
secured the position of the umbilicus in the midline,
pull the scar deeply and create depth and vertical
orientation. The umbilical stalk was incised verti-
cally at 12 O'clock position down to its base, thus
creating a V-shaped defect. Externally, the new
umbilical location on the abdominal flap was
checked again and an equilateral inverted triangle
with a length of 1-1.5cm was marked and the sides
were incised. The base which was located superiorly
was kept intact and the created triangular flap ( V-
shaped) was dissected and thinned cautiously pre-
serving the fat at the triangular base to protect
vascularity and prevent flattening of the umbilicus
giving nice superior hooding.

The V-shaped recipient defect of the navel was
bridged by the reciprocal, triangular incision of
the abdominal flap. The tip of the inverted triangular
flap was fixed to the angle of the V-shaped defect
of the umbilical stalk and taking a deep bite in the
linea alba using 2/0 vicryl helped pull the scar
deeply. The tension in the abdominal flap would
create the heart-shaped defect, and the triangular
flap was then set in the triangular defect of the
navel The side incisions were then sutured in 2
layers completing the closure using 4/0 vicryl and
thereby completing the closure (Figs. 4-6). The
remaining abdominoplasty skin incision was closed
after 2 drains were inserted.

The umbilicus was dressed using tulle gauze
dipped into the hollowness of the umbilicus. Sutures
were removed after 10-14 days and patients were
followed-up every three months for two years.
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The patients were asked in each visit about the
satisfaction of the abdominoplasty in general and
the umbilical shape in particular with paying at-
tention to the size, depth, sensation, visibility of
the scar and ease of cleaning. Patients were given
a questionnaire sheet to report the score of each
point and were asked to give a mark from 1-10
and this was recorded in their files. The umbilical
sensation was tested and compared to a near and
remote normal sensate areas. The average of all
marks were calculated and a total below 3/10 were
considered poor  results, 4-6/10 were good results
and above 6 was excellent results.

Fig. (1): Preoperative marking.

Fig. (7): Final closure.

Fig. (2): New umbilicus location.

Fig. (3): Umbilical incision.

Fig. (4): V-shaped umbilical defect.

Fig. (5): Triangular flap.

Fig. (6): Fixation of the triangular flap.


