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Combined Abdominoplasty and Breast Surgery 
versus Isolated Abdominoplasty: Results of a 
Systematic Review
Sir:

We read with great interest the article entitled 
“Combined Breast Surgery and Abdominoplasty: 

Strategies for Success,” by Matarasso and Smith.1 We 
congratulate them for their broad approach to this sub-
ject. We would like to discuss some of our recent results 
of a systematic review comparing combined abdomino-
plasty and breast surgery versus abdominoplasty alone.2

Our analysis was designed according to the Pre-
ferred Reporting Items for Systematic Reviews and 
Meta-Analyses statement for systematic reviews. Of the 
32 studies included, only four retrospective studies 
reported analyzable data (low level of evidence). Of 
these four studies comprising 516 cases of combined 
abdominoplasty and breast surgery, two studies found 
highly significant differences in major complications for 
combined abdominoplasty and breast surgery, with odds 
ratios of 5.35 (95 percent CI, 2.06 to 13.91) and 14.71 
(95 percent CI, 1.82 to 118.79), respectively. The other 
two studies found no significant differences. Major com-
plications were defined as death, pulmonary embolus, 
myocardial infarction, deep venous thrombosis, large 
flap necrosis exceeding 5 cm, need for blood transfu-
sion, and operative-site infection. Regarding minor com-
plications, especially wound dehiscence, the results were 
more mitigated and a definitive conclusion could not be 
drawn. The absence of studies with a high level of evi-
dence limits the significance of these findings, although 
there is a trend toward increased complications with 
combined surgery and mainly major complications.

Matarasso and Smith1 wrote, “The operation per-
formed on one site does not necessarily impact the 
other (i.e., tension on the abdominoplasty flap does not 
affect inframammary fold location).” We agree with this 
conclusion, except in cases when one has to move down 
the inframammary fold, such as for tuberous breasts or 
some asymmetric breasts. In those cases, the inframam-
mary fold is often difficult to position, so we believe that 
combined procedures should be strictly avoided. Simi-
larly, in cases where we perform a T-scar incision for mas-
topexy or diminution, a combined abdominoplasty can 
result in excessive traction on the sutures in the infra-
mammary fold, which can increase the risk of wound 
dehiscence or hypertrophic scars. Several of our patients 
developed hypertrophic scars in the inframammary fold 
following combined surgery, which we attributed to 
excessive traction of the concomitant abdominoplasty.

A missing element in the study by Matarasso and 
Smith and also in the literature is an evaluation of 
the quality of life of patients after combined surgery. 
In our specialty, it is now very common to assess the 
patient’s quality-of-life improvement after a cosmetic 
procedure, especially for surgery with risks of compli-
cations. Indeed, as we recently showed, patients seem 
willing to accept minor complications after a body-con-
touring procedure, if the procedure leads to a marked 

allowed both the patient and the surgeon to see the 
expected result at the same time on the same screen. 
I have been able to better manage patients’ expecta-
tions, and in some cases not operate on patients with 
unrealistic expectations. Since I have incorporated this 
technology into my practice, my overall patient satis-
faction is higher and my revision rate has declined. I 
have not seen the disappointment that the authors cite 
in their letter. The three-dimensional simulation pack-
ages that I use are based on longitudinal data collected 
over time.1–6

I applaud the authors for their research. I think 
that the 3-T magnetic resonance imaging data will be 
particularly helpful in fat injection cases. However, 
the authors need to provide longitudinal prospective 
data to show that their simulation package has clinical 
validity.

Three-dimensional surface scanning is performed 
in the office at no cost to the patient. The scan takes 
seconds to capture and can be incorporated into the 
consultation immediately. Magnetic resonance imag-
ing scans are costly and not quickly available. We are 
a long way away from magnetic resonance imaging 
being widely applicable as a clinical tool for surgical 
simulation.
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Reply: Combined Breast Surgery and 
Abdominoplasty: Strategies for Success
Sir: 

Dr. Chaput and colleagues use our article, “Com-
bined Breast Surgery and Abdominoplasty: Strategies 
for Success,”1 as a springboard to present findings 
from their forthcoming study. In their meta-analysis, 
their first point was that in four articles on combined 
surgery and complications, there were two articles 
demonstrating a significant increase in complication 
rates with combined surgery and two that did not dem-
onstrate such a finding. The articles are not available 
to us. Although acknowledging the absence of high-
level evidence, and the fact that only half the articles 
demonstrated a significant increase in complications 
with combined surgery, they refer to a “trend.” As we 
referenced in our article, Coon et al.2 have succinctly 
noted that the total number of complications in a given 
combined procedure is similar to the sum of the com-
plication rates for each component procedure when 
performed in isolation. We strongly advise attention to 
patient screening guidelines, an assessment of surgeon 
experience and comfort, the presence of a coordinated 
operating room team, availability of vigilant periopera-
tive and postoperative care and meticulous anesthesia, 
and consideration of total operative time in deciding 
whether a given combined procedure is appropriate for 
a specific patient. We readily acknowledge that any ben-
efit achieved from combined surgery is not worthwhile 
if it is likely to significantly increase the complication 
profile of the case. Indeed, since the 1990s when we first 
advocated combining liposuction with abdominoplasty, 
we advised that patients should not have comorbidities 
or thrombophilic risk factors, and obviously should be 
considered “safe” for each procedure if performed in 
isolation. Consequently, each case must be evaluated 
individually for the combination. Our article offers 

improvement in their quality of life. Conversely, major 
complications may lead to marked deterioration in the 
quality of life.3

In conclusion, the analysis of the literature on 
combined abdominoplasty and breast surgery suggests 
that there are increased risks of minor and major com-
plications, albeit not significant differences, especially 
because no prospective studies or studies with high 
levels of evidence are available. Nonetheless, we share 
the opinion of Matarasso and Smith regarding the 
advantages of the combined procedure for the patient 
and surgical team. However, in practice, this requires 
sufficient experience in both the breast techniques 
and abdominal procedure. Thus, it is best to reserve 
the combined procedure for patients with no comor-
bidities or history of thromboembolic disease, and to 
avoid performing it in patients after massive weight loss 
because of the increased risk of complications.4,5
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