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Introduction

The abdomen plays a leading role in the aesthetic
image of the human body, and is of prime importance in
defining the overall contour of the individual. The form of
the abdomen is defined by skeletal structure, quantity and
distribution of fat, appearance and condition of the skin,
tonus of the aponeurotic and muscular system and the
protrusion of the intra- abdominal organs. Each of these
components constitutes an independent variable within the
diagnosis of deformity of the abdomin and will determine
the type of treatment (Pitanguy and Radwanski, 2005).

The abdominoplasty encompasses not only aesthetic
body contouring but also reconstruction of structural
integrity. The aesthetic goals of abdominoplasty are to
improve the contour of the abdominal wall, to minimize
scarring and to maintain a natural-appearing umbilicus. The
reconstructive goals are to re-establish the appropriate
anatomy of the muscular layer and to prevent recurrence of
hernias or diastasis (Vasconez and De La Torre, 2006).

Abdominal contour deformities represent the most
common complaint among massive weight loss patients
presenting for plastic surgery. According to the American
Society of plastic Surgeons, abdominoplasty is the fifth
most common cosmetic surgical procedure (Friedman et
al., 2010).

Abdominoplasty, as first described by Kelly in 1899,
has undergone various iterations over the years. Changes in
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the methods of incision, fixation of abdominal skin and fat,
excisional design, and the removal of excess fat by
liposuction have led abdominoplasties to become one of the
most commonly performed aesthetic procedures in the
United States (Samra et al., 2010).

Since that time, numerous variations of the procedure
have been performed. In 1967, Callia described the first
report of aponeurotic suturing with a low incision that
extended below the inguinal crease. Regnault described the
W technique for abdominoplasty in 1972. In 1973, Grazer
published his work on the so-called bikini line incision.
With the addition of liposuction in combination with
abdominoplasty, described by Matarasso in 1988, surgeons
were able to perform more personalized abdominal
contouring surgery within patients’ variable anatomy

(Spiegelman and Levine, 2005).

Attempts at classifying the types of abdominal
deformity have been made by Bozola and Psillakis. In
addition, Matarasso classified the type of abdominoplasty
procedure as mini, modified, or full abdominoplasty
(Neaman et al., 2013).

Due to the wide and diversified range of cosmetic
problems involving the abdominal wall, a great number of
techniques were simultaneously created, improved,
discarded and recovered with a view to reducing surgical
aggressiveness, improving the quality of the results and
allowing reproducibility by experienced hands (Baroudi,
2009).




