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CIntroduction &

INTRODUCTION

Large midline ventral hernias, diastasis of recti and the
associated laxity and abdominal shape deformity, represent
aesthetic and functional problems for the patients. So, the
surgical treatment of both pathologies at the same time is
highly recommended if the patient’s general condition permits.
This can be achieved by a comprehensive technique incorporating
abdominoplasty performed by a transverse lower abdominal
incision into any of the hernia repair techniques. (Moreno-
Egea and Morales-Cuenca, 2016)

The component separation technique was first described
by Ramirez et al in 1990 as a new technique for abdominal wall
reconstruction in ventral hernia repair. It was proved to be very
effective for reconstructing large or complex midline
abdominal wall defects, as it has the advantage of restoring the
innervated dynamic abdominal wall integrity without producing
undue tension on the repair (Koolen et al., 2014).

The recurrence rate after the use of component separation
technique was found to be ranged from 0%- 30%. This
technique shortly after being introduced into the field of hernia
repair had been considered as a basic procedure for midline
hernia repair. In this method, the external oblique muscle
aponeurosis is dissected 1.5-2.0 cm lateral to its attachment to
the rectus abdominis muscle and parallel to it along its entire
length. Further, the tissue under the aponeurosis are dissected
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laterally till lumbar veins appear. Being, bilateral, it enables to
mobilize the rectus muscles medially (5-10 cm in the upper
abdomen, 10-15 cm in the umbilical area, and 3-8 cm in the
lower abdomen) (Shell et al., 2008).

According to some others, once the rectus muscles are
relocated in situ it will start functioning well postoperatively
preventing recurrences and improving the chronic back pain
(Parshikov and Loginov, 2016).

Kim and Kim (2011), considered this technique as a
method of choice and a real alternative to prosthetic repair.
Anterior component separation technique has a number of
advantages over inlay technique, and is consistent with a concept
of an adequate abdominal wall repair in large midline hernias,
therefore, it can be recommended for people of workable age,
which is the ideal age for abdominoplasty as well.

To our knowledge, there are few published articles in the
literature in which abdominoplasty was combined with hernia
repair techniques. In these, the abdominoplasty was performed
through the vertical midline incision. This approach succeeded
in combining a strong hernia repair with very low recurrence
rate, a well- shaped tucked abdomen, yet the patients weren’t
fully satisfied with the residual midline scar (Espinosa et al.,
2016).
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Therefore, adding the abdominoplasty (low horizontal
incision technique) to the equation with the component
separation technique as the technique of choice for midline
hernia repair, in selected patients with laxity of the abdominal
wall, will achieve both a safe procedure and improved aesthetic
outcome. In addition, it will raise the awareness of this
technigue among various specialties and to advocate the plastic
surgeons to get more involved in the management of these
complex cases.
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AIM OF THE WORK

The aim of this study is to evaluate the functional and
aesthetic outcome of the combined abdominoplasty and
anterior component separation technique in the management of
midline ventral abdominal hernias




