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downside for ASRM would be the
easing of requirements for member-
ship to those of board certification
and “interest”. (From my perspec-
tive, I do not see this as a major
deterrent as it would allow our ranks
to increase and to become more
inclusive of all individuals sharing
common interests in microsurgery
and complex reconstructions.)

For the above initiatives to go for-
ward, I would like to get the perspec-
tives of the ASRM membership on
this initiative before our May 2004
meeting. Please call (773-702-4111),
FAX (773-7021634), or e-mail
(rwalton@surgery.bsd.uchicago.edu)
with your responses.

Over the past three years the
ASRM Council has forged a consen-
sus on who can and should hold
Active Membership. At our recent
Annual meeting in Palm Springs, an
important Bylaws change was adopt-
ed that extends the ranks of Active
Membership to any surgeon, regard-
less of nationality, who holds board
certification and actively practices
microsurgery. Those active members
outside the US and Canada may
serve on committees of the society
and vote but cannot hold office. The
initial response from our many “reg-
ular” international attendees to this

category change has been positive,
and we anticipate a substantial
increase in our Active Membership
over the next several years. As experi-
ence with this new level of inclusivi-
ty grows, it is hoped that our inter-
national active members may one
day assume leadership roles within
the organization.

ASRM invites all surgeons having
an interest in reconstructive micro-
surgery and complex reconstructive
surgery to seek membership. A
Candidate group is available to resi-
dents in training and board eligible
surgeons in practice. Discounted
meeting registration fees are avail-
able for those in the Candidate
group. Active Membership requires
specialty board certification, spon-
sorship by two active members, and
a case list demonstrating experience
in microsurgical and/ or complex
reconstructions. Interested individu-
als can access our website at
http://www.microsurg.org for infor-
mation about ASRM, its leadership,
meeting registration, bylaws, and
how to become a member. One may
also call or write the Administrative
offices of ASRM at 20 North
Michigan Avenue, Suite 700,
Chicago, IL 60602, Phone: 312-456-
9579, FAX: 312-782-0553, to receive
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application materials for member-
ship.

Microsurgical techniques are rou-
tinely employed by many surgical
specialties outside the realm of
Plastic Surgery and Orthopedics, the
two specialties that have traditionally
comprised the majority of our mem-
bership. Over the next year, the
ASRM Council and societal leaders
will hold exploratory venues with
notable microsurgeons in
Otolaryngology, Urology,
Gynecology, Vascular Surgery,
Neurosurgery and Transplant for the
purposes of sharing our collective
technology and surgical experiences.
In this effort, we hope to introduce
and educate the microsurgical leaders
in these other specialties on the mer-
its of ASRM as a microsurgical
“home-base”. As evidenced by the
panel on Composite Tissue
Allotransplantation at our recent
Annual Meeting in Palm Springs, the
interface of different specialties holds
tremendous opportunity for techno-
logical and clinical advances. This
“cross-fertilization” is vital to the
growth of microsurgery as a specialty
and to the survival of ASRM as an
organization.

Our meeting in Sanibel Island
promises to be momentous. Dr.
Geoff Robb, Our 2005 Scientific
Program Chair, is preparing a pro-
gram that will redefine the standard
for all subsequent meetings of our
society. The program will be educa-
tional and interactive with opportu-
nities for all to participate... and
learn. Assisting in this effort, Dr.
Greg Evans, Chair of the Residents
and Fellows Symposium, is organiz-
ing a flap dissection workshop for
both residents and members to learn
the operative nuances and technical
anatomy of the “hot” flaps in recon-
structive microsurgery. Because
Microsurgery and Complex
Reconstructions are so intimately
related, ASRM will include the sub-
mission of abstracts dealing with
complex reconstructions at our
annual scientific meeting. This
expands our horizons to further
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created included components of rigid
cervical esophagus, a narrow opening
of the voice tube into the esophagus,
end-to-end anastomosis between the
voice tube, and the tracheal stump.
The effects of radiation on recon-
struction of the head and neck area
complicate procedures because of the
poor quality of tissue and potential
compromise to recipient vessels. A
number of reports at this years meet-
ing indicated that meticulous
debridements and adherence to the
principles of microsurgery resulted in
extremely high success rates for
mandible and maxillary reconstruc-
tion. Gilbert et al, in review of 185
patients were reported that the single
most important predictor of peri-
operative complications in complex
head and neck reconstructions are
patients with pre-morbid conditions
as judged by the ASA class in Kaplin-
Feinstein co-morbidity indexes.
Using the recent advances in tis-
sue engineering and the principles
behind the prefabrication of flaps,
Bueno et al induced bone growth in
scaffolds vascularized by a prefabri-
cated capsular flap. Further work
using mesenchymal stem cells, bone
morphogenic protein, and vascular
manipulation may represent impor-
tant preliminary steps in designing
ideal construct for tissue-engineered
bone for use in various recipient
defects including head and neck
surgery. Chunilal et al from
Memorial Sloan Kettering Cancer
Center reviewed 108 patients who
underwent microvascular free jejunal
transfers and concluded that most
patients who undergo these proce-
dures will eventually be able to swal-
low, eat and maintain adequate
nutritional status without the need
of permanent feeding tubes. Routine
intra-operative gastrostomy tube
placement is rarely indicated.

Pediatrics

Organek, Klebuc, and Zuker
described the indications and out-
comes for free tissue transfers in the
lower extremity of children. They
concluded that the free tissue trans-
fer is safe and dependable for tissue

defects of the lower extremity in
children. Free flaps used for the
repair of defects of congenital tibial
pseudoarthrosis of a high vascular
success but also require an extensive
rehabilitation with moderate func-
tional success. There was no signifi-
cant difference between the flap

nipple-areolar complex area as a
means of flap monitoring. The vas-
cular territory of the superficial infe-
rior epigastric artery flap was delin-
eated by Buchel, et al. The superficial
inferior epigastric artery lowers the
abdominal wall morbidity but should
be limited to mostly the ipsilateral

2004 Scientific Chair
Dr. Michael Neumeister.

surgeries performed immediately,
sub-acutely, or late after trauma.
Similarly, Rinker et al confirmed the
significant role of microsurgery in
the management of limb-threatening
injuries in children with a high rate
of limb salvage and good function.
Berhelle and Heymans concluded
that in all age groups in selected
cases of bone exposure in the lower
extremity fasciocutaneous flaps were
as dependable as muscle coverage
emphasizing that flap vascularization
and adhering to the principles of
debridement and irrigation of the
wound as well as obliteration of dead
space are the most important factors
for good outcomes.

Breast Reconstruction
Reconstruction of breast using
free tissue transfer remains the
mainstay of reconstruction at a
number of institutions. Tse et al
described improved sensation using a
TRAM flap using the T10 intercostal
nerve coapted to the anterior sensory
branch of T4 on the breast. In
macromastic breasts Alkon, et al
described the use of the modified
Robbins inverted “T” incision bring-
ing the skin paddle out through the

An ASRM/ASPN combined panel included (I to r) Milan
Stevanovic, MD, Dimitri Anastakis, MD and Alex Shin, MD.

lower abdominal wall skin and fat.
The arterial perfusion in the skin
extends across the midline but the
fat below the Scarpa’s fascia is not
reliably perfused on the contralateral
side which may clinically extrapolate
to fat necrosis in a reconstructed
breast. The deep inferior epigastric
artery flap has shown greater benefit
to the muscle sparring free TRAM.
Nahabedian and Tsangars demon-
strated abdominal wall contour and
preservation to be increased with the
DIEP flap. This flap was also noted
by Garvey, et al to be more reliable
in the overweight and obese patient.
Gagnon, et al performed double
DIEP flaps for single breast recon-
struction in select cases. Tran, et al
concluded in discussing the
microvascular complications of the
DIEP flaps that intra-operative
venous congestion in the deep flaps
occurs in 12%, but persistent conges-
tions was noted in only 5%.
DellaCroce, et al described the
largest experienced to date with
bilateral simultaneous gluteal artery
perforator flap for breast reconstruc-
tion. With a team approach the aver-
age surgical time was 7 hours with

continued on page 8
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