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Abstract

This article discusses about the psychological and nutritional aspects following massive
weight loss. The preoperative evaluationand technique of post bariatric body contouring also
included. It analyses various studies involving management of massive weight loss patients.
Different aspects of surgical correction are being discussed in the study. It shows that massive
weight loss patients may be dealt in a different manner than other patients due to the various

psychosocial and physiological changes.
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INTRODUCTION

his article discusses the nutritional and

psychological changes that can occur in
patients following massive weight loss. Once
deformities develop, it has to be surgically corrected.
Preoperative evaluation is very important for these
patients. The various treatment options for body
contracture this is analysed and discussed. Once
the complications following the surgery is out.
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MATERIALS AND METHODS

This article discusses the nutritional and
psychological considerations in the massive weight
loss patient, anatomical considerations in this
patient group, and the surgical techniques designed
to address these anatomic concerns. Important
studies are reviewed and discussed.

RESULTS

Based on the inclusion criteria 79 articles were
studied to discuss the wvarious modalities for
post bariatric body contouring. The preoperative

evaluation, procedures and complications
identified.
DISCUSSION

Issues of the patient:

1. Post massive
deficiencies.

weight loss nutritional
e Tron, folic acid, vit B12 deficiencies.
* Thiamine deficiency and  Wernicke’s

encephalopathy.
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* Fat soluble vitamin (ADEK) deficiency.
* Calcium, vitamin D deficiency.

Protein deficiency.
Psychological aspects of massive weight loss.
Post bariatric body contouring.

Ll N

Issues of the patient: difficulty maintaining
hygiene and difficulty exercising due to the
obtrusive skin. Patients can present with
dermatitis, intertrigo, and skin infections.

Timing of surgery: contouring should be started
after full weight loss and not be started within 6
months.

Six major areas of the body that are considered
for surgical correction after weight loss: the mid-
body; breasts and chest; arms and axillae; back;
thighs; and the face and neck.

Abdomen, Back, Thigh, and Gluteal Region:
The back can be subdivided into upper and lower
regions. The upper region is continuous with the
breasts and chest. The lower back is continuous
with the abdomen anteriorly and the buttocks
and thigh inferiorly. The back can be subdivided
into upper and lower regions. The upper region is
continuous with the breasts and chest. The lower
back is continuous with the abdomen anteriorly
and the buttocks and thigh inferiorly.

The patient can have significant functional
concerns related to their thighs, including rashes,
chafing, and skin break down as well as cosmetic
concerns.

1. Beltlipectomy: The circumferential operation
does address these areas, namely the ptotic
lateral thighs, hips, and buttocks. These can
be elevated at the time of belt lipectomy. The
lower back roll is also released and excised
during the posterior portion of the operation.
The midline anterior rectuss heath can be
plicated and the lateral abdomen can be
assessed and plicated in an oblique fashion,
if necessary.” Many approaches have been
described for lower body contouring in these
patients, including patient positioning and
sequencing. Hurwitz* described a “total body
lift” in which thighplasty, as well as extremity
and breast contouring, may be incorporated
in the same setting. De la Torre and Cerio*
have described combining the lower body
lift with liposuction and gluteal flap surgery.
Surgery starts in the prone position with the
gluteal surgery performed first before the
patient is then rotated into a supine position
to complete anterior truncal surgery.

2. Lower body lift: The lower body lift is
essentially the same operation as the belt
lipectomy, with one major difference. The
lower body lift places the incisions, both
anteriorly and posteriorly, in a significantly
lower position than those of the belt
lipectomy. The scar through the buttock and
not in the natural plane between the buttock
and lower back. It also has less improvement
of the waist line.

3. Abdominoplasty: Skin laxity limited to
the anterior trunk and abdomen without a
back or buttock component, a traditional
abdominoplasty.

4. Fleur de lisabdominoplasty: skin laxity
limited to the anterior trunk and abdomen
without a back or buttock component, a
traditional abdominoplasty.

Buttock lift and Gluteal augmentation: Gluteal
augmentation include autologous augmentation
with local flaps, fat transfer, and implant placement.

Thigh lift: Thigh fat can be assessed and
categorized into either conical or cylindrical
deformities. Based on this assessment, the proper
surgical procedure can be chosen. The cylindrical
variant of thigh deformities usually requires a
vertical resection in addition to a horizontal skin
resection. T

Upper body lift: The upper back will frequently
have pendulous rolls after MWL that require
surgical resection.

Liposuction: liposuction an area with good
skin quality that has the potential to retract over
time. Failure to adhere to this principle will cause
additional excess ptotic skin.

Arm contouring: El Khatib 55 proposed a
classification of brachial ptosis with suggested
treatment of each stage.

stage 1 as minimal adipose tissue deposits and
minimal ptosis, which could be treated with
circumferential liposuction alone.

stage 4 is defined as minimal adipose tissue with
severe skin ptosis: these patients would benefit
from a brachioplasty procedure.

Patients classified as stage 2 or 3 would benefit
from combination brachioplasty and liposuction
procedure.

A traditional brachioplasty involves a
longitudinal incision along the entire arm from the
axilla to the elbow, with the scar placed anteriorly,
medially, or posteriorly.® skin is excised, it is
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Fig. 1: A case of post bariatric surgery multiple body deformities

advanced from a distal to proximal direction, there
by working the skin into the axilla. A tailor tacking
technique is used to avoid over resection.

Facial contouring: a skin resection, superficial
musculoaponeurotic system elevation via plication
or dissection, malar fat pad elevation, and/or fat
grafting. The neck can also be included in the face
lifting procedure.

Breast and chest augmentation: Changes after
MWL include medialization of the nipple-areola
complex (NAC), lateralization of the breast mound,
extension of the breast into the axillary fold, inferior
displacement of the infra-mammary fold (IMF),
skin laxity, and deflation of the upper pole. Patients
with sufficient breast volume and ptosis will
benefit from mastopexy. In patients with ptosis and
insufficient breast volume redistribute the patient’s
own tissue to “autoaugment” the upper pole of the
breast by mastopexy with implant augmentation.

Complications
Hematoma
Skin necrosis
Seroma
Infection

SUE SIS

Venous thromboembolism

CONCLUSION

Post-bariatric medical, psychological, and

surgical issues are needed to be corrected for over
all benefit of the patient.
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