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Background: The lower abdomen is the most prevalent donor site in autologous breast 
reconstruction (ABR). The deep inferior epigastric artery (DIEA) or transverse rectus abdominus 
myocutaneous (TRAM) flap may incur surgical morbidity such as abdominal hernia (0- 7.1%) or 
bulging (2.3- 33%) because the anterior fascia must be entered to varying degrees. Free flap 
reconstruction based on the superficial inferior epigastric artery (SIEA) allows transfer of tissue 
via a lower abdominal incision without violating the rectus fascia. Traditionally it is best utilized 
in single stage reconstruction when the vessel caliber is 1.5mm; however, 56-70% of SIEAs are 
<1.5mm and therefore cannot reliably support free tissue transfer. 
 
Objectives: This study seeks to demonstrate the increased reliability of SIEA based ABR 
through surgical delay by quantifying reconstructive outcomes and delay-induced hemodynamic 
alterations within the SIEA flap. 
 
Methods: Female patients presenting for autologous breast reconstruction between May 2019 
and October 2020 were included in this study. Patients were evaluated with preoperative 
magnetic resonance angiogram of the deep and superficial inferior epigastric systems and were 
stratified to receive either delayed SIEA or DIEP reconstruction based on clinical considerations 
including prior surgery, perforator size/location, tobacco status, and adjuvant radiation. 
Demographic and clinical data was collected and analyzed for patients who received SIEA 
reconstruction and included operative time, length of hospital stay, and complications for both 
flap creation and final reconstructive procedures. In select patients, pre-delay and post-delay 
arterial diameter and peak flow was quantified with Doppler ultrasound. 
 
Results: Thirteen women (n=17 delayed SIEA flaps) were included in this study. The mean age 
(± SD) was 46.2 ± 10.55 and the mean BMI was 26.7 ± 4.26 kg/m2. SIEA flap creation 
procedure duration averaged 172.1 ± 108.6 min. We report one abdominal seroma requiring 
drainage. Average hospital stay after flap creation was 0.85 ± 0.90 days and length of delay 
prior to reconstruction varied based on clinical considerations from 6 days to 14.5 months. 
There were zero instances of flap failure or anastomotic revision. Delay complications included 
hematoma requiring re-exploration (n=1, 5.8%) and wound dehiscence (n=1, 5.8%) managed 
conservatively with local wound care. SIEA diameter prior to delay averaged (mean ± 95% CI) 
1.37 ± 0.20 mm and increased to 2.26 ± 0.24 mm after the delay. A significant increase in 
diameter was noted to be 0.9 ± 0.22 mm (p < 0.0001).  Mean flow prior to delay was 14.43 ± 
13.38 cm/s and increased to 44.61 ± 60.35 cm/s (n=4, P = 0.1822). 
 
Conclusion: Surgical delay of the SIEA flap augments SIEA diameter, increasing the reliability 
of the SIEA flap for ABR. Delay of the SIEA results in low rates of complications and no failures. 
While more patients are needed to assess increase in arterial flow, use of surgical delay can 
expand the implementation of SIEA based reconstruction to a larger number of patients 
reducing abdominal morbidity associated with ABR. 
 
Graph on next page. 
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Background: Breast cancer patients have reported restricted mobility, pain, lymphedema, and 
impaired sensation and strength after breast reconstruction surgery.  Exercise has been shown 
to lead to improvements in quality of life in breast cancer patients, and many studies have 
demonstrated benefits of early exercise intervention for functional recovery after breast surgery. 
From the surgeon’s perspective, there is a concern that early postoperative exercise can 
potentially lead to postoperative complications or even reconstruction failure. 
 
Objectives: The purpose of this study was to evaluate current trends and practices related to 
patient exercise after breast reconstruction among plastic surgeons in the United States. 
 
Methods: An anonymous, electronic survey was sent to a random cohort of 2,336 active 
members of the American Society of Plastic Surgeons throughout the United States. The survey 
consisted of 23 questions and was used to assess how plastic surgeons currently manage 
patients postoperatively after breast reconstruction. 
 
Results: Responses were received from 228 plastic surgeons; 205 reported routinely 
performing breast surgery, and those who did not were excluded from the remainder of the 
survey. 177 (89%) reported providing patients with specific instructions for postoperative 
exercises and limitations. Thirty-six (18%) respondents reported never prescribing physical 
therapy postoperatively. The majority of respondents 154 (76%) prescribe physical therapy to 
less than 50% of their patients, and those who do most commonly prescribe it more than three 
weeks postoperatively. Fifty-seven (29%) respondents felt that exercise or physical therapy 
could lead to postoperative complications. The most common barrier to discussing exercise or 
physical therapy protocols with patients was having limited time during a patient visit, which was 
reported by 80 (41%) respondents. 
 
Conclusion: Based on our survey results, only a small percentage of plastic and reconstructive 
surgeons support initiation of exercise in the early post operative period, and physical therapy is 
being prescribed to a minority of patients. Surgeons and physical therapists must work together 
to devise a recovery program that maximizes functional outcomes for patients while also limiting 
complications 
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Background: Pilonidal Disease (PD) and Hidradenitis Suppurativa (HS) are both examples of 
inflammatory tissue disorders. Commonly affecting hirsute young men, PD is thought to 
originate from trauma to skin and hair follicles of the natal cleft resulting in cyst formation. 
Infected cysts have the potential to become abscesses characterized by significant pain and 
swelling. Untreated, PD may cause non-healing wounds to form due to extensive inflammation 
and scarring, resulting in chronically draining sinuses, recurrent abscess formation, and an 
increased risk of squamous cell carcinoma. HS, on the other hand, is a skin condition involving 
apocrine glands causing small, painful subcutaneous nodules to form. Common surgical 
interventions include wide excision and flap reconstruction; however, complication and 
recurrence rates are relatively high. Contributing factors include a combination of poorly 
vascularized tissue coupled with the potential for dead space development. 
 
Objectives: To evaluate the integration of a layered ovine forestomach matrix (OFM) graft in 
the surgical reconstruction of Grade III HS and PD. This functional extracellular matrix (ECM) 
format serves as a bioscaffold that contains many proteins found in human soft tissues in 
addition to having both anti-inflammatory and angiogenic properties. 
 
Methods: This case series included the surgical reconstruction of six patients (n=8 defects) with 
axillary HS and three patients with PD (Table 1). HS was treated with either wide excision and 
placement of the OFM graft under a fasciocutaneous flap (n=5 defects), or as a dermal 
substitute (n=3 defects). PD was treated with wide excision and placement of the OFM graft 
under a fasciocutaneous flap (n=3 defects). 
 
Results: When used as an implant to stabilize tissue flaps in HS, no dehiscence of the primary 
closure occurred with the OFM graft. In cases where it was used as a dermal replacement, the 
graft granulated in 2-3 weeks and the defects closed either by secondary intention (n=1 defect), 
or with placement of a split thickness skin graft (n=2 defects). None of the individuals in the 
cohort had post-surgical complications or recurrence in the follow-up period of 1-7 months. PD 
incisions healed by 1 week. One patient had a minor dehiscence (~2 cm) at 3 weeks that was 
debrided and closed. All patients healed well with no additional complications or recurrences at 
10+ weeks. 
 
Conclusion: This case series evaluated the performance of a layered OFM graft as an implant 
during flap reconstruction in both PD and HS. No significant wound dehiscence nor recurrence 
was observed across the clinical cases studied. These promising results provide preliminary 
insights into the successful management of PD and HS, two inflammatory tissue disorders 
which often account for lengthy hospital stays, prolonged recovery times, and significant costs in 
otherwise healthy individuals. 
 
Chart on next page. 



 




