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s preatment goals in trauma management has evolved fiom the stage of life preservation to limb preseria-
aud to the present stage of functional restoration. This needs 1o be aclhieved ar the earliest possible time
i the least amount of cost and morbidity. Reconstructive nucrosurgery rs one 1ool to achieve this goal. 1t is
Iy helpfid in reatraching ampureated, parts, restor 111¢ blood circulation to ischenie limbs, better repatr of

ement of trauma is as old as mankind. The
al has evolved through various stages. We
m the eraof life preservation, to the era
rvation and now we are in the era of functional

It has become imperative that the patient
1§ stage as early as possible with minimum
In the present conditions of scarce resources,
nt has also to be cost effective. Reconstructive
helps in the management of many trauma
reach this goal.

yctive microsurgery?

Irgery is a techinique where surgeons use the
pscope to perform the surgical procedures.

Words : Microsurgery, Replantation, Free Flaps.

m_/uﬂ('s and coverage of wide defects in sofi tissue.  Verv ofien microsurgical procedures reduce the
1 of days of hospital stay. cost of treatinent and provide betier fincrional ontcome.

Surgeons took to magnification to help them to do what
they were doing a lot better. ENT surgeons.
ophthalmologists and neurosurgeons were the early users
of the microscope. Plastic surgeons were late to enter
into the field, but when they took up microsurgery they
learned to suture vessels as small as 1 mm in diameter,
which opened up new opportunities and mcreased the
capability of the surgeons. Amputated limbs were
replinted and no longer discarded into the bin and hitherto
unmanageable wide soft tissue defect could be covered in
asingle operation. Trauma care was never the same again,
Advances in resuscitation. aided by the availability of
sophisticated monitoring cquipment for the
anaesthesiologist. made long operations on trauma patients
possible. Inan established microsurgical unit. experienced
surgeons can perform complex microsurgical operations
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Microsurgery in Trauma

courage during debridement. Ridical debridement became
the order of the day and free Haps were done carly,
radically changing the outcome m open fraciure treatment.
Micrasurgery and aggressive management of wound were
responsible for the better outcome in open fractures than
the advent of any fixation system of the fractures
per ,\.b(,-:,‘A.\‘

Compuosite free flaps are flaps which contain more than
one type ol tissue. For example most of the fibula can be
transterred with an overlying island of skin to cover both
the defect in bone and :uijnining soft tissue in one stage.
This again revolutionized wrauma management. Once
transfer of tissue by anadtomosis of vessels became
possible. 1t was explotted by the ingenuity of the surgeons
only inited by their imagination. Fractures with distal non
vascular fimbs with soft tissue loss were managed in one
stage by flaps from forearm based on the radial artery.
Trauma care was never the same again after the advent
of microsurgery

Microsurgery in peripheral nerve surgery

Obtaining predictable good results after peripheral nerve
repait is considered as the lust frontier in hand surgery. In
any field good techniques generally could be expected to
yield goad results. In nerve surgery, good results do not
necessarily follow good techaique. Since obtaining good
results is difficult. itis imperative that technical perfection
must be aimed while performing nerve repair. Use of
magnification is considered as one of significant steps
towards getting good results,

The first step in performing nerve tepair is to prepare
the ghiges. The magnification of the microscope is
invaluable to freshen the edzes w the level of good
fascicles. When nerve repair is delaved the cut ends of
the nerves become bulbous with sprouting axons and
fibrous tissue. Magnification is important to trim the end
to viable fascicles. Apain during suturing, the nerves it
helps o approximate the tascicles accurately and prevent
the interposition of the epincurium.  Brachial plexus
surgery is another field where microsurgery has helped
muke progress. Direct nerve surgery is done in many
instances to gain shoulder and elbow furiction. In what
was considered a disastrous situation, some useful
recovery i1s now possible.
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The Need of the Hour - Availability and Awareness
of Microsurgery

The mclusion of & Reconstructive surgeon with
microsurgical capability in a tauma team will greatly
reduce the morbidity in tauma and help salvage many limbs
from amputation. When a microsurgeon forms a part of
the primary trauma team. soft tissue cover of open
fractures can be done primarily or within afew days. This
will greatly reduce the number of days of hospitalization,
the incidence of infection und the use of antibiones. Abour
0% of beds tn any travma unit will be occupied by
patients needing soft tissue cover of the fracture site. If
this is done quickly precious resources can be saved. Itis
important that developing countries take up to
microsurgical solutions. Though a microsurgical
procedure can take 4 1o 6 hours w do overall they tare
tavorably when compared o the ol operating lime when
\ULL‘L‘LI recomtruchion i dong Ias cost etfective
Furthes |‘»xng'cx1ult:~ like rephattation are nevded “_‘- Young
people. A procedure ke replantation of the thumb
literally gives back “Hie o the mdividual. To benetit fiom
microsurgery. overall awaeness ol its use must be high
amongst the medical profession and the public.
Awareness is also proportional to the avaifability of the
services. With the setting up on quality microsurgery
training labs in Coimbatore. Mumbai and New Dethi
opportunity exists for quahity training in microsurgery and
the day is not far when a reconsiructive micro surgeon
will be considered an integral part of every major trauma
unit,
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