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Background: Replantation surgery has a rich history that
closely parallels the history of microvascular surgery.
Clinical replantation was officially commenced with the
report of a successful arm replant 1963 in Boston, followed
a successful thumb replantation in 1965 in Japan. Since
that time, the field of replantation has gone through
multiple distinct phases starting with enthusiasm and
refinement, and progressing to eras of decline and refusal
of hand surgeons to manage complex microvascular
hand trauma. The senior author has strived reverse this
trend by advocating for the formation of regional hand
trauma and replantation centers of excellence as a
means of better meeting this important public need.

Methods: A taskforce led by the ASSH and the senior
author was established to identify hand trauma centers of
excellence in the U.S. and to collect data from these
centers in a prospective manner for a 5-month period
(October 2017—April 2018). The definition of a Hand
Trauma Center included the following criteria: 1)
availability 24/7/365 for hand trauma emergencies
(including replantation); 2) a specific list of physicians on-
call; 3) the center may include trainees from plastic,
orthopaedic, and general surgery; 4) the center does not
have to be a level I ACS designated center as long as
criterion #1 is fulfilled; and 5) a director of the center is
identified to verify and report data.

Results: Thirty-three institutions across the U.S. met the criteria
and participated in data reporting (Fig 1). The majority of
centers were academic (79%) with 13% being private
practice, 2% being a hybrid of private/academic, and 6%
being other models (Fig. 2). Of all centers identified, 86.5%
had formal transfer agreements with other level I trauma
centers. Compensation for being on-call was provided at
44% of the centers with the remaining 56% did not
compensate for taking call. During the 5-month period of
data collection, these centers saw a total of 2,252 hand
trauma patients with 35 replants, 79 revascularizations, and
357 mutilating hand injuries.

Conclusions: We have made progress toward establishing
regional Hand Trauma and Replantation Centers of
Excellence as a way to improve access to replantation care,
improve outcomes, and revitalize the status of treating hand
microvascular injuries in the U.S. We hope to use this data in
the future to better understand referral patterns and patient
outcomes, to improve transfer agreements between trauma
centers, and to garner financial support for institutions and
individuals involved in caring for these patients.
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Fig. 1 Regional Hand Referral Centers

Fig. 2 Practice Setting of Hand Centers
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