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Abdominoplasty is one of the most frequently
performed procedures in plastic surgery. It's a popular
procedure where excess abdominal skin and fat is excised to
improve the contouring of the abdomen(Berjeaut et al.,
2015).

The anterolateral abdomina wall receives its blood
supply from branches of the subclavian, external iliac, and
femoral arteries as well as intercostal and lumbar arteries
directly from the descending aorta (Prender gast, 2013).

The previous abdominal scars and subsequently
subdermal fibrosis is one risk factor that might compromise
the blood supply of the abdominal flap. (Matarasso et al.,
2014).

Incisonal hernias resulting from upper midline
abdominal surgical approaches are common. In patients who
sustain massive weight loss (MWL) after open Roux-en-Y
gastric bypass surgery, the abdomen transforms from
protuberant to concave, and prior fascial closure may loosen
with volumetric change, placing these patients at risk for
incisional hernia. Because in abdominoplasty the abdominal
wall is directly viewed, that is the best time to repair hernias
( Shermak,2011).

Weight loss after bariatric surgery is accompanied by
improvement or resolution of obesity-related comorbidities
and improved life expectancy. Body contouring including
abdominoplasty is a wonderful adjunct to bariatric surgery
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and completes the weight loss process for many patients
( Matarasso et al., 2014) .

Although abdominoplasty is a frequently performed
procedure, few publications have reported on the safety of
full abdominoplasty in the scarred abdomen because of the
extensive undermining required (El Khatib and Bener, 2005).
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