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Case report

Management of abdominal wall recurrent subfascial seroma
after pelvic surgery
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Summary. Seroma is a serous fluid collection that accumulates in dead spaces, where tissue was attached to
something before surgery. Abdominal seroma formation is a quite common complication after breast reconstruction with abdominal’s flaps or after an abdominoplasty procedure.The most frequently used method for
decreasing early seroma frequency are the use of closed suction drains, ultrasonic dissection and sharp dissection, use of fibrine, and use of clip or ligation of vessels during the surgery. The management strategies consist
of non-operative management, percutaneous drainage, or surgical drainage. With this paper we report a case
of a subfascial seroma of the abdominal wall occurred in a 41 years old patient after laparotomy surgery for a
voluminous pelvic serocele. (www.actabiomedica.it)
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Introduction
A seroma is a collection of serous fluid in an uncommon space of the body where tissue was attached
to something. They often occur as a complication of
surgery, especially after breast surgery [1], reconstructive surgery [2 - 4] and abdominoplasty [5].
The etiology is still unknown but a number of
mechanisms have been investigated to explain seromas’
formation. Dissection of skin flaps from the underlying
muscle, inflammatory mediators, use of diathermy and
surgically created dead space have all been implicated
[2 - 4]. Tissue disruption and use of electrocautery are
also important factors, as are disruption of vascular and
lymphatic channels, exudation of proteins and difficult
wound healing [6 - 8].

Case
We present the case of a 41 years female patient
with history of Arnold Chiari type I syndrome. Her

previous surgeries included two caesarean sections (respectively 14 and 12 years ago) and an emergency peripartum histerectomy during a third caesarian section 8
years ago. No others comorbidities were reported. The
BMI of the patient before surgery was 24.
The patient underwent a monolateral abnexectomy for a voluminous pelvic serocele performed
with Kϋstner incision and placement of an endopelvic drainage tube and a subcutaneous drainage tub.
The endopelvic drainage tube was removed on the
first postoperative day (150 cc over the last 24 hour);
the subcutaneous drainage tube was removed on
the 3th postoperative day (200 cc over the last 24
hour). Postoperative seroma development followed
the surgery after twenty days. It developed under the
previous laparotomy scar with appearance of a subcutaneous roundish lump of 7 cm in size. Patient’s
preoperative and postoperative chemical and haematological findings were normal. A CT scan revealed
the presence of a capsuled mass between the skin and
the rectus abdominis muscles, with a clear cleavage
layer ( Fig. 1).
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Figure1. The appearance of the seroma at the pre operative
CT scan

After 40days from the previous surgery we performed a laparotomy incision on the previous postoperative scar and we drained the seroma through a
longitudinal incision of its capsule (Fig. 2). The site
was washed with a solution of Rifamycin 90mg/18ml
and physiological solution. The capsule was finally
closed with a double-breasted suture. A sub-fascial
drainage tube was placed during the surgery and it was
removed on the seventh postoperative day (25 cc over
the last 24 hour). The BMI of the patient before this
second surgery was 21.
After 7 days from the drainage tube removal, the
seroma recurred. We performed a drainage of the seroma by aspiration, followed by an oral treatment of
Cefixime 400mg for five days. We finally observed definitive resolution (Fig. 3).Follow up of 6 months was
unremarkable

Figure 2. Intraoperative finding A) Encapsulated seroma B)
Pseudocapsule of the seroma after drainage
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Figure 3. Final appearance of the abdominal region
after a moth follow-up

Discussion
Postoperative seroma formation represents a
frequent complication following breast surgery, reconstructive surgery and abdomino-plasty [1 - 5].
However, very few cases are reported after cesarean
section, and how they should be treated. The disruption of lymphatic channels and blood vessels in these
procedures constitutes a central role in the accumulation of exudative fluid that results in seromas. The
accumulation of lymph, inflammatory and exudative
fluids in dead space prevents the apposition and adhesion of tissue surfaces [9]. Over time, If not detected or
adequately treated, a fibrous pseudo capsule can develop and transforms the seroma into a chronic condition,
that is a potential specific site of infection [8]. The seroma pseudo capsule, that lacks an epithelium on its
inner surface, is composed of fibrous tissue with eosinophilic hyaline degeneration of collagen and a mild
inflammatory infiltration [10]. Numerous studies have
been performed to evaluate the effectiveness of various strategies to reduce the incidence of postoperative
seromas. Janis et al. [6] performed a comprehensive
systematic review of randomized controlled trials and
comparative prospective studies that evaluated strategies to reduce the incidence of postoperative seromas.
It revealed that the most used and useful method for
decreasing early seroma frequency is the use of closedsuction drains with volume-controlled drain (below 20
to 50 cc over a 24-hour period). Ultrasonic dissection
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or sharp dissection resulted in lower rates of seroma
than cautery. Clip/suture ligation of vessels resulted in
a lower rate of seroma compared to cautery. It was also
found a significant decrease in seroma formation with
the preventive use of fibrin during the initial surgical
procedure. Consideration should be given to immobilizing the surgical site for a few days postoperatively.
Sclerosants (such as talc and Doxycycline) have no
role in seroma prevention but have a potential usefulness in the treatment of chronic seromas [7]. Another
suggested way of treatment is the use of a Negative
Pressure Wound Therapy System KCI-V.A.C.Ulta™
that can help induce collapse of the seroma cavity by
removing the serous fluids as well as facilitating adherence of the cavity surface and making it sticky by using
the sclerosant [7]. Although seromas usually resolve
with multiple aspirations and the use of sclerosants,
some can often become chronic and lead to the development of a pseudo capsule. This condition frequently
requires reoperation with complete resection of the entire compromised tissue [11, 12].In our case, there was
the formation of a pseudo capsule around the seroma
with consequent extreme thinning of the underlying
rectus abdominis muscles. Therefore, in order to avoid
the development of a laparocele, we decided not to remove the capsule. We opted instead for the drainage of
the seroma, with complete resolution after the second
attempt.

Conclusion
We retain very important our approach due to
the lack in literature of a standardized management of
this postoperative complication, furthermore in recurrences. Despite the fact that seroma formation is more
frequent after reconstructive and plastic surgery, it can
occur even after laparotomy pelvic surgery, especially
with Kϋstner incision. In our case, seroma was resolved
with an use of multiple aspirations followed to surgical
technique double-breasted suture.. Finally, we suggest
that patients’ weight loss could be an important risk
factor of seromas, linked to the weigh-loss skin that
should be better investigated.
The authors declare that they have not conflicts
of interest

References
1. Woodworth PA, McBoyle MF, Helmer SD, Beamer RL.
Seroma formation after breast cancer surgery: incidence and
predicting factors. Am Surg. 2000;66(5):444–50; discussion
450–1.
2. Coons MS, Folliguet TA, Rodriguez C et al. Prevention of
seroma formation after 16 dissection of musculocutaneous
flaps. Am.Surg. 59(4), 215–218 (1993).
3. Colen SR, Shaw WW, McCarthy JG. Review of the morbidity of 300 free-flap donor sites. Plast. Reconstr. Surg.
77(6), 948–953 (1986).
4. Schwabegger A, Ninkovic M, Brenner E, Anderl H. Seroma as a common donor site morbidity after harvesting the
latissimus dorsi flap: observations on cause and prevention.
Ann. Plast. Surg. 38(6), 594–597 (1997).
5. Ardehali B, Fiorentino F. A Meta-Analysis of the Effects of
Abdominoplasty Modifications on the Incidence of Postoperative Seroma. Aesthet Surg J. 2017 Oct 16;37(10):1136–
1143.
6. Janis JE, Khansa L, Khansa I. Strategies for Postoperative
Seroma Prevention: A Systematic Review. Plast Reconstr
Surg. 2016;138(1):240–52.
7. Al Daoud F, Thayer A, Sachwani Daswani G, Maraqa T,
Perinjelil V, Mercer L Jr. Management of chronic abdominal
wall seroma with Doxycycline sclerotherapy using a Negative Pressure Wound Therapy System KCI-V.A.C.Ulta™-A
case report. Int J Surg Case Rep. 2018;51:25–28.
8. Turner EJ, Benson JR, Winters ZE. Techniques in the prevention and management of seromas after breast surgery.
Future Oncol. 2014 ;10(6):1049–63.
9. Sood A, Kotamarti VS, Therattil PJ, Lee ES. Sclerotherapy
for the Management of Seromas: A Systematic Review.
Eplasty. 2017 ;17:e25. eCollection 2017.
10. Goldman A, Wollina U, França K, Tchernev G, Lotti T.
Chronic Encapsulated Seroma Persisting for Three Years
after Abdominoplasty and a Successful Surgical Solution.
Open Access Maced J Med Sci. 2018 ;6(1):82–84.
11. Caulfield RH, Maleki-Tabrizi A, Khan F, Ramakrishnan V.
A large encapsulated seroma presenting as a mass 5 years
post paraumbilical hernia repair. J Plast Reconstr Aesthet
Surg. 2009 ;62(1):105–7. Epub 2007.
12. Di Summa PG, Wettstein R, Erba P, Raffoul W, Kalbermatten DF. Scar asymmetry after abdominoplasty: the unexpected role of seroma. Ann Plast Surg. 2013 ;71(5):461–3.

Received: 13 November 2019
Accepted: 15 November 2019
Correspondence:
Damiani Gianluca Raffaello
Department of Biomedical Sciences and Human Oncology,
Division of Gynecology and Obstetrics, University of Bari
‘Aldo Moro’, Bari, Italy
E-mail: damiani14@alice.it

