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Summary
Postoperative seroma is a common postoperative complication, particularly following surgery on massive weight loss patients. Within this
patient population, seromas are often chronic, requiring multiple invasive procedures to adequately control. Here, the authors describe a unique
dermal flap approach for the long-term treatment of postoperative seroma.

BACKGROUND
Seromas are subcutaneous collections of serous fluid that
arise at sites of previous surgeries and are common postop-
erative complications. The incidence of postoperative
seroma varies widely in the literature depending on the site
examined, and has been reported to be as high as 51% fol-
lowing breast and axillary surgery.1

Various theories have been proposed to account for the
formation of seroma, from the disruption of lymphatic and
vascular channels to an acute inflammatory process,
although the exact mechanism is not completely under-
stood. While most seromas usually resolve independently
within a few weeks, chronic seromas can impair wound
healing, lengthen recovery time, cause patient discomfort
and may ultimately require subsequent re-operations. Here,
we describe a unique surgical technique for addressing the
challenge of chronic seroma.

CASE PRESENTATION
A 57-year-old Caucasian female who had undergone lap-
aroscopic Roux-en-Y gastric bypass for morbid obesity
with subsequent bilateral medial thigh lifts 2 years later, had
been referred for chronic seromas at both thigh lift incision
sites. Previous non-operative approaches, including aspira-
tion with drainage and injection of sclerosing agents had
failed to control the seromas. She then underwent surgery 8
months after the original thigh lifts, with obliteration of
bilateral seroma cavities. The linings of both seroma cavi-
ties were stripped and quilting sutures placed to minimize
the dead space. Unfortunately, the seromas recurred and
she was re-operated on 2 years later.

The seromas were excised bilaterally (figure 1A, B),
however, this time dermal flaps were created measuring
>30 cm on the left side and 20 cm on the right side
(figures 1C and 2A). The flaps were de-epithelialised,
tucked into the site of the seroma cavity, and sutured with
Vicryl sutures (figures 1D, E and 2B). Complete haemosta-
sis was obtained, and the incisions were closed using simple
nylon sutures. The patient tolerated the procedure well.
The rationale behind the surgery was that if the seroma
recurred, the dermal flap would absorb the seroma fluid via

dermal lymphatics. This technique has long been used in
the treatment of severe lymphedema secondary to filiariasis
and was first described by Thompson nearly 40 years ago.2

A few months later, the patient re-presented for smaller
re-accumulations of fluid, measuring ∼7 cm bilaterally. The
seroma cavities, which were at the lower end of the thigh
incisions, were excised in toto. Again, dermal flaps of tissue
were created to both obliterate the defects as well as pro-
vide additional lymphatic flow. The flaps were
de-epithelialised, placed into the wall of the seroma cavi-
ties, and secured with Vicryl sutures. The incisions were
then closed in multiple layers without a drain, with pressure
dressing applied.

OUTCOME AND FOLLOW-UP
Following this procedure, the patient’s seromas have since
been well-controlled at 24 months follow-up.

DISCUSSION
Seromas have been most commonly studied in the litera-
ture on breast and axillary surgery, although the growing
number of body contouring procedures following massive
weight loss has shed light on the problem among this
patient population. The incidence of seroma following
body contouring for massive weight loss has been reported
as high as 16.5%,3 and in our experience, seromas in this
patient population tend to be chronic, requiring multiple
procedures to adequately control. Shermak et al4 conducted
a retrospective review of 222 patients who underwent body
contouring surgery following massive weight loss and con-
cluded that among patients with a body mass index of 30 or
more, the greatest risk factor for seroma formation was the
weight of excised skin, increasing risk by 9% for each addi-
tional pound, and that diabetes was the only significantly
associated co-morbid medical condition.

The general treatment protocols for seromas stem from
the literature on pleural effusions and include serial aspira-
tion with drainage, injection of sclerosants and surgery.4

The most common sclerosants used to treat seromas are
doxycycline and bleomycin,5 although case reports have
described the use of a variety of antibiotics,6 alcohol and
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Figure 1 Diagram of the procedure. The seroma was located at the incision site of a medial thigh lift (A). The seroma cavity was excised
(B), and a de-epithelialised dermal flap created to obliterate dead space and increase lymphatic flow (C). The flap was tucked and sutured
into the defect (D, E).
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talc.7 Should the seroma recur after sclerotherapy, the
mainstay of surgical treatment has been excision of the
seroma cavity and minimizing the dead space through
quilting sutures, which has also been found effective in
reducing the incidence of seromas when performed
prophylactically.4

Learning points

▲

Given the high rate of persistent seromas in massive
weight loss patients, it may be useful to perform the
dermal flap as a complementary technique when
surgical excision is indicated.
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Figure 2 Intraoperative photographs of the excised seroma cavity (A) and de-epithelialised dermal flap used to fill the defect (B).
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