IMIASSIVE PANNICULECTOMY: A
NOVEL METHOD OF TREATMENT OF
POSTLAPAROTOMY WOUND
DEHISCENCE IN MORBID OBESITY

It was with interest that we read the arti-
cle “High-concentration oxygen and sur-
gical site infections in abdominal surgery:
a meta-analysis.”' Massive liposuction
and body contouring procedures are no
longer primary therapeutic options for
the treatment of morbid obesity owing
to their complications and suboptimal
results. The obvious paradigm shift has
been noted to favour bariatric proced-
ures since the advent of laparoscopic
approaches over last 2 decades. Pan-
niculectomy is a cosmetic procedure that
involves the removal of excess skin and
fat from the affected organ.

We performed massive panniculec-
tomy for the treatment of postlapa-
rotomy wound dehiscence in a mor-
bidly obese patient. A 60-year-old
woman with body mass index (BMI)
of 41.7 underwent a total abdominal
hysterectomy for dysfunctional uter-
ine bleeding. A surgical site infection
and dehiscence involving skin and
subcutaneous layers across the com-
plete length of incision developed in
the immediate postoperative period.
The initial treatment at the primary
centre involved drainage, debridement
and regular dressings.

The patient was referred to our cen-
tre for further management in postop-
erative week 4. Upon clinical examina-
tion, we observed that the abdomen
skin fold was thick and large, and it was
difficult to examine the dehiscence
suture line in the recumbent position
(Fig. 1A). The bacteriological study of
culture and sensitivity from the abdom-
inal wound was unremarkable; blood
work was essentially normal. After
counselling the patient and her relatives,
a decision was made to repair the
wound with massive panniculectomy to
remove excessive skin and subcutaneous
tdssue from the abdomen. The excessive
abdominal skin complex incorporating
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Fig. 1. (A) Clinical picture showing laparotomy wound dehiscence. (B) Postoperative
picture of the suture line shows good healing after massive panniculectomy surgery.

the suture line and the umbilicus was
removed (weighing 8.5 kg) and the pro-
cedure was completed. The duration of
the surgery was 180 minutes; blood loss
was minimal (100 mL). The post-
operative period was uneventful and the
wound healed well, with no excessive
abdominal fold. The patient was able to
resume her normal activities 14 days
after the procedure (Fig. 1B).

Management of morbid obesity
involves a trial of strict diet and exercise,
followed, if unsuccessful, by one of the
various bariatric surgical procedures.
Plastic surgical intervention usually
comprises massive liposuction and body
contouring with or without lumpec-
tomies after achieving weight loss.

Panniculectomy is a procedure that
involves the removal of excess skin and
fat from any part of the body. This pro-
cedure is different from abdominoplasty,
which involves tightening of the mus-
cles. Panniculectomy is done routinely
after massive weight loss (e.g., after
bariatric surgeries), where excessive skin
and subcutaneous fat are removed to
enhance appearance and improve confi-
dence. When more than 10 Ibs of tissue
is removed, the procedure is known as
massive panniculectomy.”’

Abdominal wall hernia repair is
treated with mesh repairs, component
separation technique and pedicled fascia
lata flap. In our case, excess bulk of the
abdominal wall mass was dragging in
multiple directions, thereby stretching
the operative wound and preventing it
from closing. During the procedure, the
previous vertical wound was excised en
masse with the excess abdominal apron

and umbilicus using a supra pubic
Pfannensteil incision; the postexcision
wound was closed transversely corres-
ponding to the relaxed skin tension
lines. Therefore, a reduced abdominal
wall mass and a new suture line along
the relaxed skin tension lines enabled
us to have good wound healing and
increased patient satisfaction.

We conclude that panniculectomy,
which is primarily a cosmetic method
of excess skin and fatty tissue removal,
can be used to treat postsurgical wound
dehiscence in morbidly obese patients.
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ANCILLARY TESTS TO IMPROVE THE
ACCURACY OF LAPAROSCOPY IN THE
DIAGNOSIS OF TUBERCULOUS
PERITONITIS

It has been suggested in your journal
that laparoscopy and biopsy should be
deployed to diagnose tuberculous
peritonitis.' In 1993, the World Health
Organization took an unprecedented
step and declared tuberculosis (TB) a
global emergency.” The prevalence of
extrapulmonary TB is rising, possibly
related to coinfection with HIV. In
patients with extrapulmonary TB, the
abdomen is involved in 11% of
patients.” Tuberculous peritonitis is
believed to exhibit a female predom-
inance; other causes of abdominal pain
may delay diagnosis.

Over a 2-year period, we carried out
a prospective study of 92 patients admit-
ted to the Government Medical College
at Srinagar with the clinical suspicion of
abdominal TB. Of these patients, 50
were subsequently proven by biopsy to
have peritoneal TB.

All the patients underwent the fol-
lowing diagnostic tests after a thor-
ough clinical examination: erythrocyte
sedimentation rate (ESR); Mantoux
test; ascitic fluid analysis for adenosine
deaminase (ADA) levels, Ziehl-Neelsen
staining and culture of mycobacterium
tubercle bacilli (MTB); and contrast
enhanced computed tomography
(CT) of the abdomen. We then under-
took diagnostic laparoscopy. Features
of a positive laparoscopy included
thickened peritoneum, adhesions and
peritoneal tubercles, which were biop-
sied (Fig. 1). Our patients were mainly
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young adults from rural areas, with a
slight female predominance. Patients
presented with fever (50%), weigh loss
(40%), aneroxia (74%), malaise/pain
(80%), diarrhea (10%), vomiting
(40%) and constipation (25%). Phys-
ical signs were palor (74%), tender
abdomen (70%), abdominal distension
(50%), abdominal mass (20%), ascitis
(15%) and lymphadenopathy (8%).
The Mantoux test was positive in
23 patients (46%). Anaemia was pre-
sent in 84% of patients and the ESR
was high in 90%.

Diagnostic laparoscopy was posi-
tive in 46 of 50 patients with biopsy-
proven peritoneal TB, with a sensitiv-
ity of 92%. Contrast enhanced CT of
the abdomen detected 30 of 50 cases
of abdominal TB with a sensitivity of
60% and specificity of 71.42%. Ziehl-
Neelsen staining for M'TB of ascitic
fluid was positive in only 2 patients
(4%) and culture for MTB was posi-
tive in 8 cases (16%), whereas ascitic
fluid polymerase chain reation (PCR)
for TB increased the sensitivity to
83.33%. Ascitic fluid analysis for ADA
(> 33 U/L) showed a sensitivity and
specificity of 100% and 96%, respect-
ively. Diagnostic laparoscopy was
falsely positive in 10 of 42 patients
who did not have TB peritonitis.

Difficulties in the diagnosis of TB
peritonitis owe to its nonspecific associ-
ated clinical features, unhelpful labora-
tory tests and a high level of false-
negative tests (i.e., Mantoux test,
Ziehl-Neelsen staining and culture of
ascitic fluid and false-negative imaging).
High levels of ascitic ADA is associated
with TB peritonitis.’ Ascitic fluid was
found clinically in only 15% of our
patients, but may be available at the
time of operation. Histopathology of
peritoneal lesions is appropriate for
diagnosing TB and to rule out other
diseases, such as cancer. In the past, this
required laparotomy* even though the
potential for laparoscopy was known
before the advent of video laparoscopy.’

We agree with the previous report'
on the value of laparoscopy, but we
found a false-positive rate of 18%. We

Fig. 1. Adhesions between the colon and
the parietal peritoneum in a patient with
tuberculous peritonitis.

suggest that the laparoscopic diagnosis
of TB peritonitis be confirmed by
histopathology of peritoneal lesions or
ascitic fluid analysis for ADA greater
than 33 U/L, depending on the local
availability of these tests.
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